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Abstract

Background: In 2006, the Health Service Executive (HSE) in Ireland established an Expert Advisory Group (EAG) for
Diabetes, to act as its main source of operational policy and strategic advice for this chronic condition. The process
was heralded as the starting point for the development of formal chronic disease management programmes.
Although recommendations were published in 2008, implementation did not proceed as expected. Our aim was to
examine the development of recommendations by the EAG as an instrumental case study of the policy formulation
process, in the context of a health system undergoing organisational and financial upheaval.

Methods: This study uses Kingdon’s Multiple Streams Theory to examine the evolution of the EAG recommendations.
Semi-structured interviews were conducted with a purposive sample of 15 stakeholders from the advisory group.
Interview data were supplemented with documentary analysis of published and unpublished documents. Thematic
analysis was guided by the propositions of the Kingdon model.

Results: In the problem stream, the prioritisation of diabetes within the policy arena was a gradual process resulting
from an accumulation of evidence, international comparison, and experience. The policy stream was bolstered by
group consensus rather than complete agreement on the best way to manage the condition. The EAG assumed the
politics stream was also on course to converge with the other streams, as the group was established by the HSE, which
had the remit for policy implementation. However, the politics stream did not converge due to waning support from
health service management and changes to the organisational structure and financial capacity of the health system.
These changes trumped the EAG process and the policy window remained closed, stalling implementation.

Conclusions: Our results reflect the dynamic nature of the policy process and the importance of timing. The results
highlight the limits of rational policy making in the face of organisational and fiscal upheaval. Diabetes care is coming
on to the agenda again in Ireland under the National Clinical Care Programme. This may represent the opening of a
new policy window for diabetes services, the challenge will be maintaining momentum and interest in the absence of
dedicated resources.
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Background
A government’s priorities are said to be reflected in the
policies which have been established and implemented
[1]. In Ireland, diabetes has floated in and out of the pol-
icy spotlight for a number of years, struggling to make it
onto and stay on the agenda for action. While there are
numerous recommendations and reports, there is no
government-led national strategy document dedicated
solely to the management of diabetes, akin to those for
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other conditions [2] or in other European countries [1].
Having a strategy to guide service development provides
a foundation for the integration and continuity of chronic
illness care [3].
Diabetes is an increasingly common chronic condition

with the worldwide prevalence expected to reach over
4% of the population by 2030 [4]. As a result of severe
and long-term complications, diabetes places a huge bur-
den of care and cost on the individual, health care pro-
viders, and the health system. People with diabetes are
more likely to be admitted to hospital than people without
diabetes, and multiple hospitalisations are common [5]. In
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2010, global health expenditure on diabetes was projected
to total at least $376 billion United States Dollars (USD),
rising to $490 billion USD by 2030 [6].
Over two decades ago, the St Vincent Declaration called

for formal recognition of the problem of diabetes and the
deployment of resources to tackle the condition, including
the development of plans for its long-term management
[7]. At that time, the Irish government was urged to form
a dedicated policy planning group, given the disorganised
nature of diabetes care outside the major cities and lack of
service planning [8]. Most countries have long since shif-
ted the focus of diabetes care from acute episodic care
to regular structured management with increasing pri-
mary care involvement [9,10]. In Ireland, diabetes services
are characterised by substantial variation with multiple
local arrangements in place including traditional hospital-
based management, shared care between General Practi-
tioners and hospitals, and primary care-led management.
In many areas there is deficient access to allied health
services to support multidisciplinary team-based manage-
ment [11,12]. While there are a number of special interest
groups led by health care professionals, which have driven
improvements in care at a local level [13-15], at the time
of this study there was no national strategy for the de-
velopment of diabetes services.
The lack of progress towards a national strategy was

noted at European level in 2005 [1] and again in 2008
[16]. In 2005, 11 of 25 countries in the Europe Union
had a national framework or plan for diabetes, rising to
13 of 27 member states by 2008. The 2008 report from
the International Diabetes Federation European Region
and the Federation of European Nurses in Diabetes re-
ferred to the anticipated outcome of the Expert Advisory
Group (EAG) for Diabetes in Ireland, a “strategic review
of the provision of diabetes treatment and services” (p. 46)
[16]. The EAG was established by the Health Service
Executive (HSE) in 2006 to act as the source of “ope-
rational policy, strategy and quality standards” for dia-
betes care (p. 1) [17]. The Diabetes EAG was intended
to have positive effects beyond diabetes as the process
was heralded as the starting point for the development
Figure 1 Diagrammatical representation of the Multiple Streams Fram
of formal chronic disease management programmes in
Ireland [18].
The aim of this study was to examine the development

of recommendations by the EAG as an instrumental case
study of the policy process. Although the EAG proposals
were approved by the HSE in 2008 and a number of best
practice guidelines and protocols were developed [19,20],
implementation of proposed changes did not follow as ex-
pected. Hence, this is a study of policy-making in the con-
text of a health system undergoing major organisational
and structural change, providing insight into the chal-
lenges and limits to rational policy making in the face of
radical reform. We wanted to explore how the recommen-
dations evolved in this context and why it happened in
that way. We used the Multiple Streams Theory [21] to
understand the evolution of the EAG recommendations.
According to this framework, there are three largely separ-
ate streams running through the policy system: problems,
policies, and politics. At a critical point known as the ‘pol-
icy window’ the three streams are coupled by policy entre-
preneurs, moving an issue onto the agenda (Figure 1).
The problem stream is highlighted by indicators, a

focusing event, or feedback on the success of current
policy programs. Problem definition can result from peo-
ple imposing their values or standards on a situation
or through comparison within or between countries. The
policy stream consists of ideas which tend to be a recom-
bination of existing or familiar proposals that have been
debated and revised over time. To survive, an idea must
meet certain criteria: technical feasibility, value accepta-
bility (proposals compatible with values of the policy
community), and anticipation of future constraints (the
chance of proposals being politically, publically, and finan-
cially acceptable). The politics stream refers to the broa-
der political context within which policy is made, including
changes in public mood and within government agencies.
The agenda may be influenced by turnover (people change)
or changes in jurisdiction (boundaries of responsibility
change). The chances of an issue making it onto the de-
cision agenda are increased by the coupling of all three
streams; when the problem is recognised, feasible solutions
ework based on Kingdon [21].
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are available and there is sufficient political will to support
change [21].

Methods
Setting
The study was conducted in the Republic of Ireland.
The HSE has been responsible for the provision of pub-
lic healthcare services since 2005. The Department of
Health is responsible for strategic planning in the health
system including the formulation and evaluation of pol-
icy. Ireland was one of the countries worst affected by
the recent global economic crisis, entering an economic
recession in 2008 [22]. This had a significant impact on
health care spending and the provision of services [23].
In 2009, a moratorium on recruitment in the health
sector was introduced. Staff levels in the public health
service have declined by 10% since 2007. The financing
of the HSE fell by 22% between 2009 and 2013 [24]. As
well as the introduction of cost-saving measures, there
are ongoing organisational changes, including the estab-
lishment of a Quality and Clinical Care Directorate in
2010, plans to disband the HSE announced in 2012, and
the phased introduction of universal health care purpor-
ted to begin in 2014.

Design
We used a qualitative instrumental case study design
based on the classification of case studies by size and in-
tent of analysis [25,26]. In terms of size, this was a single
case study design with defined boundaries in terms of
timescale (lifecycle of the EAG from establishment in
2006 until the final meeting in July 2010) and partici-
pants (members of the EAG). In terms of the intent of
analysis, this was an instrumental case study analysed to
illustrate a type of policy formulation process commonly
used in health policy to address major population-based
programmatic policy decisions: involving expert groups
in the evaluation and synthesis of evidence and the for-
mulation of recommendations [27]. A case study inves-
tigates a contemporary phenomenon within a real-life
context. Therefore, the subject of this study was the de-
velopment of recommendations by the EAG within the
context of the wider health and social system in Ireland.
Ethical approval was granted by the Clinical Research
Ethics Committee of the Cork Teaching Hospitals.

Participants
A purposive sampling method was used to select profes-
sionally and geographically diverse interviewees based on
their involvement in the EAG. The EAG included experts
who volunteered from general practice, endocrinology,
paediatrics, nursing, pharmacy, dietetics, biochemistry,
and public health, and also representatives from the
main patient association, the Department of Health and
Children, and senior levels of the HSE. Interviewees were
invited by letter or email, explaining the objective of
the study. In total, 15 of the 22 members of the group
were interviewed (68% response rate). Reasons for non-
participation included relocation and workload, while
other members did not respond to correspondence. Upon
circulation of the transcripts, one participant withdrew
leaving a final sample of 14 interviews for analysis.

Data collection
Data were collected between August 2010 and January
2011. A detailed case description was built through
in-depth data collection using multiple sources. The pri-
mary method was semi-structured key informant inter-
views conducted by one author (SMH). Interviews took
place between November 2010 and January 2011. A
topic guide was initially formulated using the policy ana-
lysis triangle focusing on the policy content, context, ac-
tors, and policy processes [28]. The sequence and content
of the topic guide was organised around the pathway for
developing evidence-informed policy [29] (see Additional
file 1 for a copy of the topic guide). At the end of each
interview, participants were asked if they wished to add
anything to the discussion or raise any issue that had not
been covered. Participants were also asked about relevant
documents which could supplement the analysis. The ave-
rage interview length was 52 minutes and informed writ-
ten consent was obtained from participants.
Interview data were supplemented and corroborated

with documentary analysis of published and unpublished
information, including government policy documents pub-
lished between 2000 and 2010 [18,30,31], reports and
strategy documents from interest groups [32,33], and
Department of Health working groups pertaining to dia-
betes published between 2000 and 2010 [34], meeting
agendas, minutes, process evaluation questionnaires, pre-
sentations given to and by the EAG, and press releases,
media coverage, and parliamentary questions put forward
during the lifetime of the EAG process (see Additional
file 2 for a table of documents and sources).

Analysis
All interviews were digitally-recorded and transcribed
verbatim by one author (SMH). Data were managed using
NVivo 8 software. Thematic content analysis was applied
to the data. This approach is considered useful for in-
forming policy development [35]. It allows for the analysis
of themes that are anticipated through previous research
or knowledge of a theory, and unanticipated themes
[36]. First, transcripts were read and open-coded to allow
themes to emerge from the data. In the second phase of
analysis, the Multiple Streams Theory [21] was used as an
analytical framework. The theoretical propositions were
used to refine the codes and explore relationships between



Table 1 Rationale for assigning an EAG to diabetes
mapped to Kingdon’s streams

Stream Quote

Problem stream

Cost “Well diabetes is 15% of our total health-
spend, a major epidemic coming at us,
and if that can’t hit a policy agenda
what can!” “…regardless of whether it
was being driven by the HSE, health care
professionals were lobbying and doing it
anyway.” Hence, there was support
within the political stream as people
were advocating for change.

Cost and complications “It permeates many other medical
illnesses. It has a very big impact on
cardiac disease and a very big impact
on costs and complications of diabetes.”

Epidemic of growing
importance

“We keep talking about this ticking time
bomb but it’s just getting more and
more of an issue. And as our population
ages it’s becoming more of an issue.”

Lack of policy in the area “It’s well known that in Ireland we have
a very poorly organised diabetic care
system so I think lots of people in senior
positions both in the Dept. of Health and
the HSE know that, so it was a glaring
omission. We have a cardiovascular
strategy and a cancer strategy…”

Policy stream

Existing groundwork “…there were some things that were
happening on the ground, I mean
regardless of whether it was being driven
by the HSE, health care professionals
were lobbying and doing it anyway.”

Politics stream

Interested groups and
individuals advocating for
change

“I think as well there were a lot of
soldiers’ voices in diabetes and a lot of
influence in media at that time so that’s
why it was seen as the one most in
shape or most ripe for movement on.”
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themes. This is in keeping with suggestions from Walt
et al. [37] that explicit attention to a theory does not imply
a reductionist approach to analysis but rather provides
coherence and potential avenues for linking themes and
concepts.
Participant quotes were fully anonymised including the

removal of information on position or profession within
the health system. Interview data were triangulated with
other sources such as information from the documentary
analysis. Documents were analysed using a combination
of content and thematic analysis [38]. For example, con-
tent analysis of media coverage, meeting agendas, and
minutes were used to establish timelines and stakeholder
involvement in the policy community. Thematic analysis
of previous policy documents was used to examine the or-
igins, stability, and progress of priorities and policy pro-
posals. It was also used to explore the coherence between
published documents and stakeholder accounts of the
aims, role, and remit of the EAG.

Results
This section presents the interview findings supplemen-
ted with information from the documentary analysis. A
number of themes emerged, including the perception of
diabetes as an obvious problem with nationally and in-
ternationally recognised solutions, the unmet expectation
of implementation due to internal (lack of authority and
dedicated funding) and external barriers (waning support,
financial crisis, organisation change), and the importance
of timing and opportunities for incremental progress. The
themes are organised according to the key features of the
Multiple Streams Theory.

Problem recognition resulting from an accumulation
of factors
Diabetes was considered “a glaring omission” in the
health policy arena in Ireland. The rationale put for-
ward by interviewees as to why diabetes was assigned
an EAG was in line with the three streams in the Mul-
tiple Streams Theory (Table 1). It was a costly epidemic
(problem stream), there was existing evidence and local
groundwork to build on (ideas within the policy stream),
and health care professionals and non-governmental or-
ganisations were “lobbying” for change (pressure in the
political stream). One of the main approaches to problem
definition according to the Multiple Streams Theory is
through international comparison and the EAG report it-
self stated that “most people knew services in Ireland were
behind that (which were) available to their counterparts
elsewhere in the developed world” (p. 2) [39].
Although those interviewed felt the reasons for choosing

diabetes were obvious, problem recognition at a national
level was a gradual process; the result of an accumulation
of factors which led to the realisation within the HSE “that
they couldn’t possibly cope with it in the traditional way
that they had been”. The accumulation of factors (Table 1)
contributed to the perception of diabetes as “most ripe for
movement” in terms of reorganising chronic disease man-
agement in the health system.

“I suppose if you look at the wider context and you
were to take an example condition where you felt that
you could try and pioneer how we could revolutionize
how health care is delivered in this country, diabetes is
a perfect example.”

The desire for change and the opportunity for imple-
mentation were the most commonly cited reasons among
health care professionals for joining the EAG. The ex-
pectation of implementation was a strong motivation
among participants given their previous experience of
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“talking shops” where reports were drafted and “lost
in the wilderness”.

“There was a lot of anxieties going into the EAG
because a lot of people who were in that group had
been involved in writing documents before that were
gathering dust on the shelf. Here was another report
and more paper work. And you got that from a lot
of your colleagues who weren’t even on the EAG
as well.”

Interviewees thought that the EAG was going to be
different “to what happened before” as it was internally
driven by the HSE and had a remit to “make recommenda-
tions to and be involved with HSE management in imple-
menting them” according to the EAG report (p. 2) [39].

Agenda setting and developing proposals in the policy
stream
The group followed a rational process through priority
setting, analysis of alternatives in subgroups and selec-
tion of proposals to put forward to the HSE for approval.
The relatively quick formulation of proposals within the
group was facilitated by agreement on the main priorities
which were considered a ‘no-brainer’. As one interviewee
commented “it stands out a mile what needs to be done.
Anyone that’s involved in diabetes care could see what was
missing.” Priorities identified at the first meeting included
the need for national retinopathy screening, improvement
of podiatry services, a national diabetic register, support
Figure 2 Overview of policy and practice developments from 1998–2
for patient education, a national model of care, and agreed
guidelines for management.
The proposals considered by the EAG were heavily in-

fluenced by previous reports, local loyalties, and existing
care arrangements. The reiteration of existing proposals
is part of the ‘softening up’ process in the policy stream
in which ideas are floated and acceptance is built up
over time. The EAG was established against a backdrop
of previous attempts to improve the provision of dia-
betes services. The timeline in Figure 2 illustrates the ac-
cumulation and alignment of bottom-up and top-down
activities by various groups including professional orga-
nisations, academic groups, and diabetes charities. It also
illustrates the frequency with which these reports and
recommendations were published. In 2000, the Irish St
Vincent Group identified priorities including a national
retinopathy screening programme, enhanced paediatric
services, and better integration between providers. These
priorities, and others such as podiatry services and patient
education, emerged in several reports over the course of
the next decade [32,34]; by 2008, there were “3 different
processes saying the same thing”.
Proposals from diabetes-specific groups were aligned

with the wider national health strategy; chronic disease
management protocols and integrated care arrangements
had previously been advocated in the national health
strategy [30] and primary care strategy [31] and the chro-
nic disease management framework recommended the
development of disease management programmes, pro-
posing the EAG as the starting point [18]. Furthermore,
010.
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the group was influenced by the strong international con-
sensus on optimal diabetes care.

“Several times people used the old phrase ‘there’s no
point in reinventing the wheel’. Things that are
important in Scotland or Denmark are likely to be
important in Ireland. So our set of priorities and
indeed our standards for diabetes care would have
been modelled on the UK equivalent, probably dressed
up a little bit in the Irish context …”

Deciding which priorities to tackle first was largely
driven by the likelihood of success. Hence, the need for
a national retinopathy screening programme was to the
forefront of the agenda; it was not “the number one pri-
ority, it was the number one chance of success”. Table 2
outlines why retinopathy screening was considered a
“quick win” proposal, in line with the criteria for survival
in the policy stream: technical feasibility, alignment with
dominant values, and acceptability in light of future con-
straints. The feasibility and acceptability of implement-
ing a national screening programme was considered
in detail in a dedicated framework document outlining
the structure, manpower requirements, governance, and
procurement.
In contrast, developing recommendations for a national

model of care that would be acceptable to different profes-
sions and applicable in different regions was described as
“the poisoned chalice” of the process. Participants referred
to a historical “tug of war” between primary and secondary
care over the management of diabetes and competition
for limited resources, which led to “entrenched positions”
on the ideal care arrangement. The development of pro-
posals for an integrated model of care illustrated the
Table 2 Factors underpinning retinopathy screening as a
viable proposal

Determinants of
viability

Quote

Regional
groundwork

“That [retinopathy] came out because there was
already movement towards it and because it was
something that could be delivered upon. There was
already a mobile clinic up and running in the West
and was showing great results and great
compliance. So it was already on the agenda. And as
I said we were practical enough to hitch our wagon
to something.”

International
evidence

“…the fact that the eye screening service had been
developed in the North West [of Ireland], that it was
based on international evidence and it was very
much they had looked to their colleagues and their
counterparts in the UK and in Scotland. So it was
very much looking beyond Ireland at was is the best
way of delivering the screening programme.”

Financial
commitment

“There was some money for retinopathy” to extend
screening, so it was “obviously picked because it was
already in progress.”
process of diffusion and acceptance within the policy
stream as participants referred to the gradual realization
that “it really was impossible for either service to look after
Type 2 diabetes alone”.
Given the different ways services were organised around

Ireland, “there was this kind of fudge that we needed to
organise” so that the model could take account of local
capacity and acceptability. In keeping with the concept of
repackaged policy ideas, the established models of shared
and structured care were repackaged as ‘integrated care’.
The evolution of recommendations represented the emer-
gence of consensus rather than complete agreement as
some participants expressed doubt about the technical
feasibility of implementing the model of care.

Attempting to couple the problem and policy streams
Participants referred to a number of strategies used to
increase the chance that proposals would be accepted
and implemented by the HSE. In the first instance, the
EAG was cognisant of the need to align proposals with
national policy and “not (to) wander off message.” Sec-
ondly, the group tried to contextualize proposals and fit
with the future direction of the HSE, seizing opportun-
ities to address individual aspects of their overall plan.
For example, early in the process the group was asked to
prepare submissions to put forward to the HSE to in-
form its budget allocation process. The group prioritised
community diabetes nurse specialist positions to act as a
link with primary and secondary care services. Accor-
ding to one interviewee, the group agreed “that if there
was one thing we could get to happen it would be com-
munity diabetes nurses and my recollection of the sub-
mission was prioritizing that link to primary care teams
and primary care networks…that was clearly the direction
of travel at the HSE at that time.” Finally, the group
recommended the establishment of regional Diabetes Ser-
vices Implementation Groups, as proposed in previous
reports [32,34], to increase the feasibility of implementing
the recommendations at local level. This proposal, which
had limited cost implications, is now directly linked into
the national Clinical Care Programme for Diabetes. It was
described by one interviewee as one of “the biggest outputs
of the EAG”.

Getting onto the decision agenda
The recommendations were finalised by the EAG in
September 2007. This was followed by a series of meet-
ings between members of the EAG and “the [CEO’s] kit-
chen cabinet”. During the approval process, the costing
framework and gap analysis requested by senior manage-
ment “frightened off” interest and generated a “fear of crea-
ting need”, according to interviewees. Enthusiasm and
commitment had waned at higher levels of the HSE, and
the EAG had become “a headache”. Senior HSE managers
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insisted that recommendations should be cost neutral and
new projects would need to come from existing resources.
One participant reflected on the inevitability “that this is
going to cost money and more importantly it is going to
cost new posts because the fact of life is that diabetes is
very poorly served in Ireland.” Endorsement of the EAG
proposals came in September 2008 at a meeting with se-
nior management and the CEO; this was perceived as the
final hurdle to implementation. However, there was a con-
tinuing sense of uncertainty within the group: “was that
an endorsement or was that not an endorsement; was that
policy or not policy? It wasn’t clear…” The lack of clarity
extended to which person or persons made decisions in
the health system in contrast to clinical decision-making:

“You will never get the name of the person who is
making the decision, never! And if they do, they’ll have
made a decision and changed to another department…
[It] is very odd to our brains as clinicians because
every single day, all day every day, we’re making finite
life-changing decisions.”

Our analysis echoed Kingdon’s distinction between
the governmental agenda (the list of subjects getting
attention) and the decision agenda (the list of subjects
considered for active decision-making). According to one
participant “It’s one thing signing of the policy document
and there are a lot of policy documents, it’s another thing
to see it into action”. Getting to the management table was
not the final step before action; diabetes joined a list of
issues for prioritisation by the executive. While hindsight
imposed a sequence on the approval process, at the time
the path to implementation was not well-defined. The gap
between approval and action was one of the most com-
monly cited frustrations of the EAG experience.

Lack of support in the politics stream
According to interviewees, the reasons for the implemen-
tation gap were the lack of authority within the group, and
a lack support for the recommendations outside the
group. Firstly, there was a perceived lack of “authority and
the mandate to go off and make things happen” in the
group. The group “was given a brief but it wasn’t given all
the powers. It was purely advisory and it wasn’t very clear
how the advisory function would be translated to imple-
mentation”. There was no specific budget to make chan-
ges or allocate resources, and there was an absence of
representation within the group to drive change from in-
side the system.
Earlier changes to the structure of the health system

meant the Department of Health was responsible for
policy making while the HSE was charged with service
delivery. Hence, the EAG was left in an “invidious pos-
ition” without “the power to make policy or the power to
implement it”. Secondly, interviewees described the “non-
movement, non-commitment and non-support” for imple-
mentation from the central executive. According to one
participant, two conditions necessary for implementation
were that “the executive want it to be done and feel re-
quired to implement what is proposed”. The failure to link
the formulation stage with implementation created a situ-
ation whereby “the recommendations aren’t owned by
those that might be able to implement them”. The lack of
impetus from within the HSE, a deficiency in the political
stream, corresponds to Kingdon’s observation that some-
times a cause lacks sufficiently powerful supporters lead-
ing to inertia.

Closing of the policy window
The EAG process reflected the dynamic and unstable
environment in which policy is formulated and a num-
ber of interviewees reflected on the unfortunate timing
of the recommendations. There were two changes which
led to the closing of the policy window: the increasing
economic recession and the establishment of the Quality
and Clinical Care Directorate within the HSE. The EAG
was seen as an “overdue opportunity to bring services for
all people with diabetes in Ireland into the 21st Century”
(p. 2) [39]. However, by the time the recommendations
were formulated, health service budgets were contract-
ing and there was a recruitment embargo in place in the
health system. One interviewee admitted “it was more
likely that more of it could have been implemented a few
years ago because we were probably a little bit more
financially secure.”
During the process, the establishment of the Clinical

Care Directorate and its disease or sector-specific Clin-
ical Care Programmes was identified as a policy window.
The proposal to establish a clinical care programme for
diabetes with a dedicated national lead was brokered by
a number of policy entrepreneurs. One interviewee re-
ferred to the instrumental role of the Diabetes Federation
of Ireland, which had ‘claim to a hearing’ with the Minister
for Health, as described in the Multiple Streams theory.
Acceptance at the highest levels of governance in the
health system was crucial as the group “didn’t really get
an impetus for the national lead until we actually got [the
Minister for Health] on board”. Considering the other cri-
teria for survival in the policy stream, the role of a national
clinical lead had already been successfully established for
cancer care (technical feasibility); hence, the proposal was
in line with values in the health system at that time
(acceptability). It was also mutually beneficial as it kept
diabetes on the national agenda and introduced national
leadership. It was also a potential “quick win” for the
newly established Clinical Care Directorate; due to the
groundwork of the EAG they “didn’t have to start from
scratch” formulating recommendations.
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The establishment of a Clinical Care Programme for
Diabetes revised the expected trajectory of the EAG.
Within the politics stream, these changes in jurisdiction
altered positions of power and shifted priorities on the
agenda. The expressed desire among EAG members for
involvement in implementation was superseded by the
new structure which was to be “a completely separate
programme with a [new] lead and they would do it their
way.” There is some overlap in membership between the
groups and most participants felt there was commitment
to the recommendations “in a general way”, leaving room
for discretion about the order of and extent to which pro-
posals were implemented. At the time of interview (late
2010), there was ambiguity and scepticism about the fate
of the EAG’s recommendations in light of organisational
changes. However, a number of participants suggested
that the Clinical Care Programme had more chance of
success as it had been afforded a greater opportunity to
bridge the implementation gap.

“The implementation piece was never tied in…Its
changing now with the care groups being set up and
we now have leads for diabetes and its tied into the
executive and that’s where the EAG was weak.”

Discussion
The aim of this study was to examine the development
of recommendations by the EAG for diabetes as an in-
strumental case study of the health policy formulation
process. This paper applied Kingdon’s Multiple Streams
Theory to understand both the content and the context
of the recommendations. Our analysis suggests that the
problem stream and policy stream were on course to
converge, as a result of agreement on the growing pro-
blem of diabetes and accumulating national and inter-
national evidence on how best to manage the condition.
The EAG assumed the politics stream was also on course
to converge with the other streams, having been estab-
lished by the HSE, which had the remit for policy imple-
mentation. Many stakeholders also envisaged having a
role in implementation following approval of the recom-
mendations. However, in the politics stream, there was
waning support from health service management, changes
to the organisational structure, and seriously reduced
financial capacity in the health system. According to
Kingdon, early optimism and awareness of the need
for change is often replaced by the realisation of the
costs of action [21]. Thus, the politics stream in effect
dried up and the policy window remained closed.
While alternative theories of the policy process were

considered during analysis [40,41], the Multiple Streams
Theory provided the best explanatory fit with the data
[21]. The rational model of policy making did apply to
decision making at a micro-level within the EAG group
itself as the group followed a logical sequence: priority
setting, evidence appraisal, analysis of alternative options
in subgroups, and consensus on proposals to put for-
ward to the HSE for approval. However, it fails to take
into account external influences such as the barriers and
opportunities presented within the wider health system.
Walt and Gilson argue that the policy process occurs
within particular contexts with which it interacts [28].
The EAG and its recommendations were embedded with-
in a health system that was in a state of flux. While certain
existing commitments in other priority areas were being
met, for example the development of symptomatic breast
services, there was little new investment of resources in
the health system at the time. The emphasis was on cost
saving, reducing staff numbers, and doing more with less
[23]. The EAG process was ultimately superseded by these
priorities.
The Multiple Streams Theory of the policy process

was developed in the United States in 1990s, yet it re-
mains a popular choice for understanding the health
policy process in Europe [42-44]. Previous studies identi-
fied the lack of problem definition and the absence of con-
crete proposals as barriers to the policy window [44,45].
However, in this study, there was consensus on what
should be done and how to do it but the political cli-
mate was unfavourable. Our analysis indicated overall
agreement on diabetes as a health system priority and
consensus on the best approach to its management influ-
enced by national and international experience. Kingdon’s
concept of a ‘softening up’ process, whereby ideas are
reiterated and repackaged over time, fits with the EAG
process, which took place against a backdrop of numerous
proposals and reports on how to improve services. This
influence is often referred to as path dependency, whereby
decision-making is constrained by previous proposals and
historical context [46].
International approaches to diabetes care were consid-

ered in light of the Irish context and local circumstances.
This is similar to the findings of Tervonen et al. [42],
who examined the transfer of the WHO Health for All
policy. They found that as Portugal and Finland lagged
behind in terms of public health policy in Europe, the
policy stream was more open to policy transfer but only
for elements of the policy that fit with the policy context
of that country. Although Ireland could be viewed as
lagging behind internationally in terms of the organisa-
tion and integration of diabetes care, the EAG were keen
to contextualise proposals to make implementation more
feasible.
The findings of this study highlight the dynamic un-

stable nature of the policy process and the fleeting op-
portunity for change. The convergence of streams is not
considered a passive or automatic process within the Mul-
tiple Streams Theory [21]; policy entrepreneurs look for
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opportunities to couple proposals and problems. There
were a number of examples of the group seizing op-
portunities to make incremental progress on individual
elements of their plan such as requesting funding for
diabetes nurse specialist posts which have now been
funded as part of the National Clinical Care Programme
and efforts involving members of the EAG to introduce
a national clinical lead for diabetes in Ireland. Policy en-
trepreneurs are often driven by desire for change and
the opportunity for implementation, referred to by a
number of our participants as the main reason for joining
the EAG. Exworthy et al. [47] advise that local expecta-
tions are often dashed by the central policy approach and
vice versa, hence there is a need to align top-down and
bottom-up expectations regarding implementation. In
this study, there were unmet expectations regarding im-
plementation and the group’s role in that process. There is
a risk of policy fatigue or burnout among stakeholders
who regularly engage in policy formulation but see little
return on their investment in terms of demonstrable
change.

Strengths and limitations
We were unable to recruit all members of the EAG to
take part in the study and those who did not participate
may have had unique and valuable insights into the
process. However, a consistent and rich case description
was built through in-depth interviews supplemented with
the analysis of internal and external documents. Inter-
views took place almost two years after the EAG process
and we acknowledge that participants’ accounts were inev-
itably shaped by their position at the time of interview and
changes subsequent to the EAG process. However, the
timing of the study allowed us to discuss the fate of the
EAG proposals and explore participants’ attitudes to the
newly established National Clinical Care Programme. This
programme is still in its infancy but incremental pro-
gress has been made in certain priority areas, includ-
ing the introduction of a national retinopathy screening
programme in 2013.
Studies of the policy process are often criticised for

providing a description rather than an explanation of
what happened [48], and for the absence of theory to
underpin analysis [37]. This is one of the first studies to
examine the policy process within the Irish health sys-
tem and contributes to both the theoretical and practical
principles of policy formulation. This study goes be-
yond description to explanation, illustrating how external
events, such as an economic crisis, suppressed internal
support from senior management, leaving the EAG po-
werless to implement change. Although specific to diabe-
tes, the study captured a number of commonly identified
features of the policy-making process, including bargain-
ing or ‘horse-trading’, and covert decision making [28,49].
In terms of practice, a number of policy tactics were iden-
tified which could increase the chances of acceptance and
approval of policy proposals within the health system.
Retrospective analysis of success and failure in policy mak-
ing creates a learning environment for those involved in
the policy process [50].

Conclusions
The Multiple Streams Theory proposes a more fluid it-
erative approach to policy making which reflects the dy-
namic nature of the diabetes policy process in Ireland
and the effects of unexpected shocks to the system. The
results highlight the limitation of rational policy making
in the face of organisational and fiscal upheaval. The
outcome of the EAG process could be viewed as incre-
mental progress towards implementation as a number
of EAG proposals continue to evolve as part of the
National Clinical Care Programme for Diabetes. This
may represent the opening of a new policy window
for diabetes services in Ireland, the challenge will be
maintaining momentum and interest in the absence of
dedicated resources.
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