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ABSTRACT

This thesis examines the issue of clinical involvment in the commissioning process within the
NHS internal market. It 1s based on an applied research project undertaken across the purchaser-
provider divide in one NHS region, during the 1994 - 95 annual commissioning cycle. Six District
Health Authorities and thirty NHS Trusts in South East Thames took part in the research, which
was commissioned by the South East Commissioning Development Network.

The purpose of the research was to support the development of the NHS commissioning function
across the region. Specific research objectives included assessing the levels of clinical involvement
in commissioning at a local level and exploring how the provider clinicians experienced the
commissioning and contracting process. The reasons why health authority Chief Executives and
Directors of Public Health wished to address this issue were also explored.

The research used both qualitative and quantitative approaches to data-collection and analysis. In-
depth, fact-to-face interviews with 10 health authority Chief Executives and Directors of Public
Health were followed by a postal survey of 325 clinical directors and similar lead clinicians. The
postal survey achieved a 75% response rate.

Interviews with health authority Chief Executives and Directors of Public Health found
overwhelming support for involving local clinicians in the commissioning process, but a wide
diversity in the reasons for this. However, on analysis of the data, a number of common themes
emerged. These included the need to access clinical advice, to influence clincial behaviour, to
ensure contracts are deliverable and to achieve shared ownership of change. Interviews also
highlighted the complexity of the commissioning process, the lack of clarity over the purpose of
commissioning, and the shortage of appropriate skills within commissioning authorities. These
issues were being made more difficult by a fragmentation of relationships resulting from the
introduction of the internal market, and constant organisational changes.

The survey of provider clinicians revealed that less than a quarter of respondents had frequent
contact with their main commissioners, and only one third felt they had a shared vision for the
future of their services. Clinicians were particularly concened that their commisstoners did not
understand what they were purchasing, especially in terms of clinical issues, patient need and
resource contstraints. Where respondents had been involved, it was mostly at the contracting stage
of the annual commissioning cycle, and most felt this was inadequate. They felt their input into
more strategic areas, such as agreeing service changes and developments, were more important
than contract setting, negotiating and monitoring. Clinicians had mixed feelings about the process,
with those who reported more frequent direct contact with their main commissioners appearing
more positive. Overall, there was strong support for increasing levels of clinical involvement in
commissioning, and evidence of considerable scope for improving the relationship between health
authority commuissioning teams and lead clinicians in the service providers.

Health authority purchasing during this pertod is an under-researched area, and this study
contributes a detailed analysis of one aspect of the workings of the internal market in one NHS
region during the mid 1990s. As a case study in policy analysis, this thesis offers insights into the
policy process within the UK health care system, and the ways in which this operated within the
changing policy arena created by the introduction of the internal market following the Government
White Paper, Working for Patients.
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CHAPTER 1 INTRODUCTION

1.1 The research topic

This thesis examines the 1ssue of clinical involvement in the commissioning process in
one region of the UK National Health Service, during the 1994-95 commissioning cycle.
Clinical involvement in the commissioning of health care began to emerge as a health
policy issue during the 1993-94 commissioning round, two years after the establishment
of NHS internal market. It moved rapidly up the national political agenda during the early
months of 1994, precipitating a Ministerial letter to Chairs of all District Health
Authorities during January 1994. Shortly afterwards, a Ministerial Task Force was
established, with a specific remit to review the clinical input and advice which was

informing current contract negotiations, and to make recommendations for promoting this

in 1994-5 and beyond.

In response to this initiative, the South East Thames Commissioning Network, a group
of Chief Executives, Finance Directors and Directors of Public Health based in the
former South East Thames Region, agreed to commission a research project to explore
the level of clinical involvement in commissioning at a local level, across their own
region. This research was one of five projects funded that year by South East Thames
Regional Health Authority, from money provided by the NHS Executive to support the
development of the commissioning function. The research therefore needs to be located
within the context of the development of the commissioning function within and beyond
South East Thames and the wider policy framework that supported this development.
This context is touched on briefly below. It will be further developed in Chapter 2 and
Chapter 3. An overview of the structure of the thesis is given at the end of this chapter.

1.2 The research context

In 1991, Working for Patients set in motion what many observers have subsequently

argued were were the most far reaching reforms the NHS had experienced since its

12



inception in 19435. In separating purchasers from providers and making the latter into self-
governing NHS Trusts, Working for Patients created an internal market within the NHS,
in which the District Health Authority had responsibility for purchasing health care on
behalf of its resident population, through a process of annual contracts with service
providers. These reforms were not simply about changing the organisational structure,
but were aimed at "challenging some of the professional, managerial and organisational
procedures which have persisted over the years", including shifting the power relations

between the principle actors, doctors and managers (Hunter, in Popay and Williams,

1994).

This theme of shifting power relations between professionals and managers runs through
many of the commentaries on the recent history of the NHS, and is worth further
exploration, particularly in the light of the development of a new hybrid, the clinical
director. Clinical directors evolved from initiatives to increase the involvement of
clinicians in management, particularly in resource management, following the NHS
management inquiry, or ‘Griffiths report’ (1983). The changing role of clinicians in

management is discussed in Chapter 3.

Further exploration is also needed into the issue of the knowledge-base which supported
the purchasing process. The early message from the Department of Health (and other
commentators, for example, Kirkup and Donaldson, 1994) was that this was a relatively
simple process, with Directors of Public Health using their epidemiological skills to
assess the health needs of their local populations, and health authorities contracting with
local hospital and community health services for treatment and care to meet these needs,
to agreed service levels and quality. It was described at the time as “a deceptively simple
model” with “...the radical agenda of changing the NHS from a provider-driven, to a
purchaser-led system and freeing it from the shackles of professional interest.” (Salter,
1993) No more would resources be allocated on historical patterns of service delivery,

but instead “purchasers will consciously use a range of new, non-medical skills to

structure the supply of health care so it fits the identified needs of the population.”
(Salter, 1993)

13



However, these 'new, non-medical skills' took time to identify and develop. The
Department of Health assisted in this process, with the 'Project 26' initiative, in which
a number of Health Authorities 'fast-tracked' various approaches, and a series of
eprdemiologically based needs assessment reviews were commissioned from academic
departments (Stevens and Raftery, 1994). However, until the trilogy of speeches by the
then Minister for Health, Dr Brian Mawhinney (1993) there was little mention of
involving clinicians in the contracting process, apart from taking their views into account
as part of the 'corporate' approach to health needs assessment, although this changed a
year later (after my fieldwork was complete) with the publication of Clinical Involvement

in Contracting - a Handbook of Good Practice (1995) by the NHS Executive.

This change 1n emphasis, from the earlier rhetoric of separation between the purchaser
and provider roles, to the importance of collaboration is every bit as interesting as the

more specific questions being asked by the research sponsors about the level of
involvement of clinicians within South East Thames and how they felt about the

contracting process locally. My thesis is that the themes of the shifting power base
between clinicians and managers in response to the development of the internal market
and the development of the knowledge base to support purchasing, are inextricably
linked. Furthermore, they cannot be separated from issues around resource allocation,
as the internal market fundamentally changed the way in which resources moved through
they system. Money did not, in fact, follow patients as intended, at least, it did not do so
for the population covered by health authority contracts (GP fundholders were able to be
more flexible, as they often contracted, at least initially, on an individual basis) but it
certainly followed contracts. The setting of these contracts was therefore, crucial in
determining the pattern and level of health service provision. Decisions about who placed

contracts for what and where, are therefore policy decisions, albeit at the 'micro’ rather

than the 'macro’ level of policy making.
However, as Gill Walt (1997) argues, it 1s at the 'micro’ level that the various players in

the policy arena can be most effective, and it could be perhaps be argued that the

introduction of the internal market shifted not only the balance of power between the key

14



players in the policy arena, but also the location of the policy arena itself. In this sense,
the issue of clinical involvement in commissioning, and the drive by the NHS Executive
to ensure that clinical staff are part of the contracting process, could be interpreted in a

two ways - both of which I will explore in the discussion of my findings.

The first interpretation would be that this desire to move from contracts being informed
solely by the public health perspective of purchaser to the desire to involve provider
clinicians in the process, was a further attempt by the NHS Executive to make clinicians
more accountable for the allocation of devolved resources (where initiatives such as
Resource Allocation and Management Budgeting had previously failed). Alternatively,
it could be viewed as a response to pressure by the medical Royal Colleges to shift the
balance of power from managers back to the medical professions at a local level, as the
Regional Medical Advisory mechanisms were being dismantled or bypassed. Both of
these themes will be explored in more detail in the following chapters. Meanwhile, it
would be useful to have some further information on the background to the project
undertaken for South East Thames Commissioning Network, which forms the main part

of the research on which this thesis 1s based.

1.3  The research client - the South East Thames Commissioning Network

The South East Thames Commissioning Network was established by the Regional
Health Authority to support the development of commissioning across the former South
East Thames region. It aimed to achieve this by bringing together Directors of the
different commissioning functions to promote a shared approach to commissioning for
health. (The term 'commissioning for health' was by this time beginning to replace the
term 'purchasing for health' in many areas, though the difference in meaning was not
always clear, to either participants or observers, and the terms were often being used
interchangeably.) The Network was made up of senior representatives from the six
health authorities 1n South East Thames, including Chief Executives, Finance Directors

and Directors of Public Health. It met regularly, and had a budget, which arose from

15



money earmarked by the NHS Executive to support the development of commissioning,

following Brian Mawhinney's trilogy of speeches.

During the Spring of 1994, the Network met to agree a number of priority areas for
developing the commissioning function across the region. Once it had identified these
priorities, subgroups were set up for each, and were responsible for agreeing how to take
their work forward. This included agreeing a work programme, and commissioning any
work the group did not feel equipped to undertake itself. As a result of this process, seven
project teams were initially established, and five projects were eventually commissioned.
One of these projects was the research into levels of clinical involvement in
commissioning in South East Thames, which forms the basis of this thesis. This was one
of three projects which were to be undertaken within the South East Institute of Public

Health, which is how I became involved in this work.

1.4 Background to the research specification

1.4.1 National influences

At the time the project was commissioned, the issue of clinical involvement in
contracting was moving up the political and policy agenda. The trilogy of speeches
delivered by health minister Brian Mawhinney during 1993 had recently been published
by the NHS Executive, outlining a framework for purchasing for the first time since the
separation of the purchasing and providing roles. In these speeches, clinical involvement
In contracting was described as an essential component in effective purchasing, central
to the development of the "mature relationship" between purchasers and providers.
Moreover, it was to be part of the 'knowledge-base' to inform commissioning, alongside

epidemiological approaches and information on effectiveness and outcomes.
This message was further reinforced in January 1994, when Dr Mawhinney wrote to all

Chairs of District Health Authorities "to stress the importance of ensuring that doctors

and nurses 1n provider units are participating in the current contract negotiations" and

16



requesting information on the steps being taken to ensure this was happening. In June,
1994, a ministerial task force was established to review clinical involvement in

contracting. Their brief was

"to review the clinical input and advice which has informed the current
contracting round and assess the influence this input has had on the contracts

negotiated for 1994 - 95, with the aim of promoting clinical involvement during

1994 - 95 and beyond." (NHSE, unpublished)

Although this task group reported to ministers during the autumn of 1994, a full report
was never published. Instead, a set of 'good practice' guidelines’ (NHSE, 1995) was
circulated the following summer, by which time the project being undertaken on behalf

of the South Thames (East)' commissioning group was almost complete.

However, these guidelines dealt only with the contracting process itself, not the whole

commissioning cycle, and, because they did not appear until shortly after the prqject was
completed, they did not influence the questions the project asked, or the form 1t took.
However, the task force recommendations make interesting reading alongside the
findings of this research, and will therefore be picked up again in the discussion (Chapter
8) It is however interesting to question at this point on why clinical involvement in
contracting, rather than the whole process of commissioning, was the ministerial brief,

especially as previous guidance such as Managing Activity and Change (EL(93)10)

"placed a clear requirement on purchasers and providers to ensure that clinicians
and other professionals were involved in drawing up purchasing plans, discussing

purchasing changes and the process of managing change." (NHSE unpublished).

During the period in which this research was undertaken, there was a reduction in the
number of Regional Health Authorities in England, (from fourteen to eight), as part of the
Functions and Manpower Review. South East Thames and South West Thames were

merged, though for sometime continued to work separately, with the east of the region
becoming know as South Thames (East).
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Perhaps this suggests that ministers were more concerned that clinicians should be held
to account for delivering the contracts that their Trusts were signing up to, especially in
terms of resource use (by agreeing levels of activity), rather than feeling they should
continue to have a (dominant) voice in the wider policy agenda, especially around the
configuration and development of service provision? Nevertheless, there 1s clear
evidence that clinicians had strong feelings about their exclusion from the wider policy
agenda, and that they were putting pressure on government to redress the shifting power

base that the market had initiated.

For example, the task group report, outlining the background to its work continues,

"despite the clear messages coming from the centre there was a strong feeling
amongst clinicians, voiced particularly at the JCC, that they were not being fully

involved in the commissioning process" (NHSE, unpublished)

A further example of the pressure being exerted by the medical establishment took the
form of a major national conference, held in London during November 1994, on 'The
Involvement of Clinicians in Commissioning and Purchasing Care'. Although organised
jointly by the Conference of Medical Royal Colleges and the Institute of Health Services
Management, this conference was held at the Royal College of Physicians, and delegates

were drawn overwhelmingly from the medical profession. The main theme of the day, as

outlined in the conference brochure, was

"to explore how hospital consultants who have first hand knowledge of how

clinical services operate, and of the effectiveness of different health care
interventions can get this information across to purchasers in order that the best

possible care can be commissioned." (Conference flyer)
A further 'policy driver' in the sense of implementing the specific policy of increasing

clinical involvement in contracting was the media, albeit the health management media.

A survey undertaken by a firm of management consultants (McClean Jones McCarthy,
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April 1994) found that clinical directors were very unhappy with their levels of
involvement in the commissioning/contracting process, with "73% of clinical directors"
reporting that they were not a formal part of the contract setting team. (Press Release, 7
April 1994) Although neither the press release nor the full survey report gave any details
of the methods used (in terms of sampling frame, sample size or response rate), so there
was no detail by which to judge the methodological quality of the work undertaken, the
findings nevertheless received considerable publicity (See Chapter 3). The Press Release
was widely circulated, and the issue was picked up the Health Services Journal Editorial,

under the headline 'Smile at a Doctor Today'. This claimed that:

"Three-quarters of the senior clinicians who took part complained that they were
excluded from contract negotiations with the health authorities and GP
fundholders. Clinical issues were given low priority when contracts were drawn

up, they claimed, and financial considerations were 'always paramount'." (HSJ,

April 1994)

The editorial continued, "it would be easy to dismiss these gripes as old-fashioned
tribalism and whingeing", and pointed out, perhaps rather unnecessarily in a journal
designed for health service managers, that, "after wielding unchallenged power 1in the

NHS for generations, consultants have taken unkindly to the rise of the health service

manager." Not only, the HSJ argued, were hospital consultants feeling "suddenly
subordinate", but they were also "having [their] most dearly cherished and long-held
assumptions" overturned - an allusion, presumably, to the fact that managers by this point
in the development of the NHS internal market, were beginning to flex their managerial

muscle and challenge the notion of clinical autonomy.

Nevertheless, there was a real concern being expressed, by managers, about the
breakdown in communication and working relationships between themselves and their
clinical colleagues, with the editorial suggesting that "mutual distrust between managers

and clinicians...[1s] reaching epic proportions." The language used was highly emotive:
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"While many managers are quick to assume clinicians always act out of
professional self-interest, most clinicians believe managers will invariably pursue
the cheapest cost-cutting option regardless of effects on service levels and quality.
Managers see clinicians as involved in a bad-tempered, last-ditch attempt to
preserve their privileges; clinicians see managers as the ruthless agents of a

government bent of curtailing NHS costs come what may." (HSJ, Apnl 1994,
p.13)

There was little evidence in the survey to support the above position, but clearly, by this

point in the development of the internal market, relationships between clinicians and

managers were popularly perceived to be near breaking point, to the extent that (even)

managers were beginning to become concerned about the potential for damage.

"The dangers if this trend is allowed to continue unchecked are plain: not only
mass disaffection and confrontation, but ineffective and poor quality Services.
Consultants are best placed to propose service developments and modifications,
and theirs is the major contribution to defining and monitoring quality. If that 1s
not recognised and fostered, innovation will be stifled. If doctors are forced to

take responsibility for decisions they cannot influence, destructive passions will

soon be unleashed." (HSJ, April 1994)

1.4.2 Local influences

It was against this background that the Commissioning Development Network in South

East Thames decided to prioritise this area for further work. Most members of the group

had seen the Health Services Journal Editorial, and the chair of the subgroup had

circulated the survey report. This served to reinforce local worries about a growing

perception that there was an increasing communication gap between the members of the

Commissioning Network and 'their' clinicians, ie those working in the Trusts with which

they had major contracts.
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At around the same time, the Audit Commission published a report (1994) which raised
tfurther questions about clinical involvement, but this was in relation to their involvement
in Trust management: both in day-to-day management within hospitals, and also in
managing change. There was concern expressed about the uneven development of
clinical directorates and business units, and the tension for professionals between clinical
freedom and organisational accountability. One solution suggested by the Audit
Commission was that purchasers and Trusts should work more closely together "to
develop a shared understanding of future trends and options for the delivery of health
care". Whilst this report had only a brief mention in the Health Services Journal (which
referred to "plentiful evidence" to support the view that "the great project to involve
doctors more in management...is rapidly ailing"), it was picked up by Commissioning
Network subgroup, as some of the group members were worried about what was
happening in their local Trusts. (Many Trusts were at this time flexing their muscle, and

refusing to let purchasers know very much about their internal arrangements)

There was, therefore, considerable local concern over the potential for fragmentation of
clinical/professional influence. Taken together, these factors were felt to be increasing
the concerns among commissioners about how they could continue to access appropriate

clinical input into their policies and strategies.

1.5 The project brief

This project brief was in the early stages of development when I took on responsibility
for undertaking the research. The Chair of the sub-group had written an outline project
proposal, and the South East Institute had agreed to undertake the work. Three main
elements had been identified to the work programme agreed by the group. These were

outlined 1n a letter from the Chair to the Institute, dated 14 June, 1994, as follows

“1. a survey of clinicians (clinical directors?) in South Thames (East) to see
what level of involvement they have had in commissioning processes and

their views on how 1t has felt to them
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2. a survey of all NHS Trusts in South Thames (East) to ascertain the precise
structure of their clinical directorates and the resources and functions

attributed to those directorates

3. a scrutiny of good practice in this area with a view to combining all three

work programme elements to produce a report suggesting ways forward

in South Thames (East)....”

Furthermore, notes from an earlier meeting suggested the group wished to address a

number of questions, including

“1.  what are the expected tangible benefits in involving clinicians more fully

in commissioning?

2. what areas of commissioning stand to gain from increased participation

by clinicians? Is their influence desirable in

(1) the formulation of Health Strategy?

(i)  the establishment of successful Resource Allocation and
Purchasing Strategies?

(i11)  the effective operation of the negotiating/contracting processes

(iv)  the creation and management by commissioners of

- clinical audit
- quality
- research and development programmes etc

3. what is the current level of participation of clinicians in appropriate areas?

4, whose responsibility/influence is it to bring about any perceived changes

that are necessary?
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5. how should such changes be effected? ”

(Source: notes of the project team meeting, 15 April 1994)

By the time I first met with the group in July, they had, in addition to the above, identified

a number of objectives and 1ssues. Their four objectives were to

1. discuss how it feels to clinicians

2 1dentify opportunities for greater involvement

3. propose mechanisms for securing greater involvement

4 discover whether some clinical directorate structures are preferable to others

The issues they had identified to discuss for that meeting included how they would define
the terms ‘clinician' and 'commissioning'; how they would secure ownership of the
project by providers and the co-operation of those who would need to take part; how to
operationalise the research questions they had already identified; and to agree the

structure, scope and timescale of the project.

1.6  Definitions and scope

As the ways in which the issues outlined in the last paragraph were resolved are
fundamental to the conduct of the research, these will be described and fully discussed
in the following chapters. However, for the purpose of clarity, and in recognition of the
rapidly-changing health policy agenda, 1t 1s important to note that, at this stage of the
development of the ‘internal market,” commissioning for health was predominantly about
the purchasing of health services, which was still mainly conducted by health authonties.
Whilst GP fundholding had been in existence for some time, and a number of -locality
commissioning’ arrangements were in place within South East Thames to ‘capture’ the
views of non-fundholding GPs on the purchasing of health services, concepts such as
‘primary care led purchasing’ were still at an early stage of development. The ‘clinicians’
referred to throughout this research are, therefore, those clinicians (doctors, nurses and

professions allied to medicine) who provide health care 1n the hospital and community
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health services, otherwise known as the secondary and tertiary care sector. The
involvement of GPs or other members of the primary care team in commissioning was

seen by the clients as beyond the scope of this project.

There was also, at this time, an ‘opening up’ of the space between the terms ‘purchasing’
and ‘commissioning.” These two terms were sometimes still being used interchangeably,
but a shift in meaning was clearly occurring - hence the need for the project steering
group to clarify its own definition. This change of terminology is discussed more fully
in Chapter 2, but throughout the research, the term ‘commissioning’ has been used to
include the broad range of activities carried out by health authorities throughout the
annual ‘purchasing cycle,’and the processes that inform these activities. It 1s therefore

much broader than the annual negotiation of contracts.

1.7  Methodological issues in policy analysis

One final issue which needs to be introduced here is the role of research in policy making
and implementation. In many ways, it would be quite accurate to describe the research
I was commissioned to undertake for my clients as a piece of applied management
research. I had, after all, been asked to find out what local managers were doing about a
particular issue and what managerial action needed to be taken to improve their
performance in this area. However, as the project specification was re-negotiated with the
Steering Group, and the literature review began, it became evident that a number of
broader research questions underpinned the more immediate questions my clients wanted
to answer. (See Chapter 4) These questions, together with the questions which the
Steering Group had already i1dentified, shifted the location of the research from applied

management research towards policy analysis.

Policy analysis, as Ham and Hill (1993) observe, is the preferred term to describe both
the analysis of policy, and studies undertaken to inform policy (analysis for policy). This
distinction requires further explanation, as both aspects come into play throughout this

thesis. For Ham and Hill, policy analysis is both an academic activity concerned primarily
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with advancing understanding and an applied activity concerned with contributing to the
solution of problems. (Ham and Hill, 1993) Researching the issue of clinical involvment
in commissioning could potentially fall into either of these categories. However, I would
like to argue that the design of this particular piece of research (Chapter 4) and the
context in which it is set (Chapters 2 and 3) enable it to fall into both. This is illustrated

below.

1.7.1 Analysis for policy

My clients, the South Thames Commissioning Network, had a problem, for which they
sought an evidence-based solution, based on some original research. They needed
information to inform local policy making (decisions) and implementation (managerial
action). They wished to establish the base-line of current levels of clinical involvement
in commissioning, both to inform their own practice, and to feed back to central
government (who had already made a policy decision that clinicians should be involved
in commissioning, and issued a directive to that effect) details of how effectively, or
otherwise, they were in achieving this. They also wished to know how they could

improve levels of clinical involvment in commissioning locally, ie what factors would

help them to implement the Ministerial directive within their own, and their local
provider, organisations? What managerial action was required, and how could this best
be facilitated? This part of the research was, therefore, an applied activity, and can

clearly be located within the category of analysis for policy.

1.7.2 Analysis of policy

Yet even this does not fully describe the work, as it leaves aside the context in which the
research was undertaken, and the broader questions which it will attempt to address,
especially the questions in which I have a particular interest, ie why was this an 1ssue, at
this time, for this group of people? Why was it so important to them that they agreed to
commission work in this area, as opposed to, say, the role of the public in influencing

commissioning (also high on the policy agenda at that time - the Ministerial letter did, in
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fact, request information on this topic also, but the Commissioning Network did not
prioritise this for further work). Extending the research to include a broader range of
questions, which both underpinned the applied research I was commissioned to undertake
and set it in a broader context, has subsequently embedded the empirical work (the
fieldwork undertaken for my clients) in an analysis of policy, which I hope will contribute
to a greater understanding of the policy process itself, particularly in relation to the way
in which this was affected by the introduction of an internal market into existing NHS

structures and processes.

1.8 Structure of dissertation

This chapter has provided a brief overview of the background to the research in relation
to the immediate policy and management issues which influenced the topic becoming an
issue for the client. It has described why the research was undertaken, and what 1t was

expected to achieve. Chapter 2 extends this analysis, through further exploration of the

policy and organisational background to the research, and sets this in a broader theoretical
framework. Chapter 3 continues to establish the research context, through a critical

review of the literature relevant to the research questions.

Chapter 4 covers the research design in some detail, describing the way in which the
research questions and project plans were developed through working with the steering
group and other key actors who had an interest in (and therefore a potential influence on)
the outcome of the research. It takes a reflexive approach to the research process, turning
the “critical methods of social enquiry upon the practice of social enquiry itself.”
(Hoggett, Jeffers and Harrison, 1994). The methods used for data collection and ‘a.nalysis
are described in detail in Chapter 5. These two chapters together cover what 1s usually

combined in one chapter headed 'methodology’.

Chapters 6 and 7 describe the research findings from fieldwork undertaken for the client.
Again, these will be separated into two chapters for reasons of clarity. In Chapter 6, the

findings from qualitative research undertaken in the six purchasing authorities who took

-
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part in the project are presented in some detail. Chapter 7 covers the findings from the
survey of clinical directors, which i1s broadly quantitative, though the questionnaire
included a number of open-ended questions to allow for some qualitative analysis.
Together these two chapters form a ‘case study’ of a particular policy issue, at a particular

moment 1n time.

Chapter 8 discusses the ways in which the research findings can be interpreted, and

locates the findings in the wider context of the policy-making and implementation
process in general, and the role of clinical professionals in this process in particular. It
picks up on some of the theoretical issues around policy analysis, and explores the ways
in which the case study in South Thames expands some of the current academic debates

on power and the policy process.

27



CHAPTER 2 CONTEXT

2.1 Introduction

This chapter sets the research project in the wider context of the 1991 NHS reforms
within which the 1ssue of clinical involvement in commissioning 1s embedded. The
Government White Paper, Working for Patients (Secretaries of State for Health, 1989)
set in motion what many observers subsequently argued were the most far-reaching
reforms the NHS had experienced since its inception in 1948. These reforms, which
established an internal market within the UK health care system by separating the
purchasing and provision of services and creating a contractual relationship between the
two, were not simply about changing the organisational structure of the NHS. They were
linked to a wider ideological commitment to the inherent efficiency of markets as a
means of allocating resources and providing services (Glaser, 1993); and, it has been
argued, aimed to challenge some of the p;ofessional, managerial and organisational
procedures which had persisted over many years, including shifting the power relations

between the principle actors, doctors and managers. (Hunter, in Popay and Williams,

1994)

The extent to which the internal market was a success or failure, the criteria for assessing
this, and the lessons which can be learned, remain the subject of debate (Le Grande, Mays
and Mulligan, 1998) and are beyond the scope of this research. However, the type of
market which was introduced into the NHS in 1991 and the way this market subsequently
evolved, the development of purchasing (commissioning) as a function and the
knowledge-base needed to support this, and the shifting power relations between
clinicians and managers as the market unfolded, are all key themes which the research
will address, and therefore require further discussion. The first two of these themes - the
introduction and subsequent development of the internal market, and the role of
commissioning and the knowledge-base which underpins this, will be examined in this
chapter. The theme of the shifting power relations between clinicians and managers,

which runs through many of the commentaries on the recent history of the NHS, in fact
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pre-dated the 1991 reforms. It nevertheless continued to be an issue following the
introduction of the internal market, and was a major concern of the South Thames
Commissioning Network at the time the research was undertaken. It is therefore also
important in terms of understanding the research into clinical involvement in
commissioning, particularly in the light of the development of the new clinical-
managerial hybrid, the clinical directors - who were the subjects of the South Thames

survey. This theme will be further explored in Chapter 3.

In addition to identifying and exploring a number of key themes and 1ssues which the
empirical research into clinical involvement sought to address, this chapter also attempts
to locate the South Thames study within a broader field of enquiry, to establish a
theoretical framework for interpreting the research findings. As Klein (1995) has argued,
NHS structures and processes do not exist in a political vacuum. They are linked to a set
of values and beliefs about the nature of society, the role of the State, and the relationship
between professionals and those who need their services. But the NHS is also (as 1s any
health care system) a political system in its own right - in that the distribution of
resources is largely determined by the balance of power within the system. (Klein, 199)5)
The issue of clinical involvement in commissioning can, therefore, be firmly located
within the theoretical frameworks available to health policy analysis. These frameworks
will be referred to throughout this chapter, wherever they can shed light on analysis of
the events which form the context of the research, and discussed in more detail in the
final section of this chapter (see section 2.5). Theoretical issues will be revisited and

further discussed in the light of the research findings, in Chapter 8 of this thesis.

2.1.1. The evidence-base

At the time the research field work was undertaken, the amount of published research on
the development of the NHS market, the role of commissioning, and the involvement of
clinicians in commissioning and contracting was very limited. As Chapter 3
demonstrates, an initial literature review revealed little on the immediate questions under

investigation in South Thames. One of the reasons for this was undoubtedly that the
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particular issue the Commissioning Development Network wished to address, ie the
provider clinicians’ involvement in the commissioning process was a very recent concern.
This was linked to another factor affecting the availability (or otherwise) of a body of
work 1n which to locate the research: that is, that the changes brought about by the 1990
NHS reforms were so extensive that they took a number of years to complete. This not
only meant that new issues continued to arise throughout this period, but that commentary
on these took time to appear in the journals. Furthermore, although publication of
Working for Patients (Secretaries of State, 1989) five years earlier had generated
considerable academic and popular debate (which continued throughout the period of
implementation) much of this was highly speculative, and uninformed by academic

research - a fact which also requires explanation.

As a number of analysts have reminded us (Hunter, 1994; Le Grand, 1994; Dixon, 1998)
the 1991 NHS reforms were implemented without any preliminary pilots to test the

proposals or any plans for research to evaluate the impact of the proposed changes.

Indeed, the Government of the day made a clear decision to press ahead with the NHS
reforms, without making any official provision for testing, monitoring or evaluating their
impact. (Robinson, 1994) This was not simply an oversight. That the political climate of
the time was very much against working with academic advice, is amply illustrated by
the evidence given to the House of Commons Select Committee, by the then Secretary
of State for Health, Kenneth Clarke, who denied the need for formal monitoring and
evaluation and expressed the view that calling on the advice of academics in this way was
a sign of weakness. It 1s this lack of research evidence that led Le Grand (1994) to the
early conclusion that, “In the debate over the NHS reforms, anecdote and prejudice have

generally substituted for systematic evaluation.”

Since my research fieldwork was completed, rather more academic commentary on this
period has become available. Nevertheless, whilst much has been written about the
prevailing political and economic environment of the 1980s which preceded the 1991
NHS reforms, the highly politicised nature of their introduction combined with the lack

of any established mechanisms for undertaking independent research and evaluation, has
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meant that sound investigation of their impact has been somewhat patchy (Dixon, 1998).
Furthermore, the published evidence is scattered across several disciplines, and some
areas of the reforms (notably GP Fundholding) have received considerably more attention
from researchers than others. There are therefore major gaps and limitations in the
research evidence, particularly in the area of health authority purchasing (Le Grand,
Mays and Dixon, 1998). Indeed, even the King’s Fund initiative established to remedy
this early evaluative deficit failed to include any studies which would look specifically
at the purchasing role of health authorities - apparently on the basis that the activities of

health authorities were neither as interesting, nor as ‘research friendly’ (sic) as the

introduction of GP Fundholding. (Mulligan, 1998)

In spite of this initial lack of research into health authority purchasing, the King’s Fund
review of the evidence (Le Grand, Mays and Mulligan, 1998) lists 38 examples of studies
on health authority purchasing published between 1991 and 1997. Whilst few of these

were available prior to my research being undertaken, publication did reach a peak during
1995. This was at the same time as my own data was undergoing analysis, and initial
findings from the South Thames study were being reported back to the Commissioning
Network and to research participants. Where appropriate, these studies have been used
as a basis for comparison with my research findings, and are therefore drawn on 1n later

chapters.

2.1.2 Scope and limitations

As this Chapter draws on a diverse and extensive range of literature, it is, of necessity,
selective. Whilst much has been included, a great deal has also been discarded. The
criterion for inclusion has been relevance to the focus of the research - and within this

criterion, every attempt has been made to ensure a balanced approach to the evidence.

For the purpose of clarity, the literature in this chapter is reviewed thematically, rather

than chronologically. It will explore the background to the 1990 NHS reforms, the

introduction of the internal market, and the development of the commissioning function
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within this, and will locate these changes within the context of debates about the health

policy process.

The following chapter, (Chapter 3) will take a different starting point, by examining a
number of health service management issues, including the debates around the changing
power relationships between clinicians and managers resulting from the introduction of
general management (prior to the purchaser/provider separation), and the limited success
of subsequent attempts to draw clinicians into this role, through initiatives such as
resource management and devolved budgeting. The development of clinical directorates
will be covered in some detail, along with the role of clinical directors, as these clinicians

with a management role were the main focus of my research (see Chapters 4 and 5).

Throughout these two chapters, the various theoretical approaches to understanding the
health policy process will be examined, with particular reference to the role of health
professionals in general, and the medical profession in particular, in the making and
implementing of health policy. This poses a number of questions around the impact that
the various organisational and management changes might (or might not) have had on

these processes, and it is these questions, and the research methods that would be needed

to answer them, that will be returned to in the final discussion and interpretation of the
research findings (Chapter 8) which will in turn highlight some of the theoretical and
methodological 1ssues which I will argue need to be addressed in relation to health policy

analysis and research if these questions are to be answered satisfactorily.

2.2  Policy and organisational context

At the time of the research into clinical involvement in commissioning in the South East
of England, the introduction of the NHS ‘internal market,” with its separation of
purchasers and providers, was 1n effect complete. The fourth (and final) wave of hospital

and community health service applications for Trust status had just been approved by the

Secretary of State. This meant that over 95% of NHS services were being provided in

self~-managed NHS Trusts, who funded this activity through contractual arrangements
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with district health authorities and fund-holding General Practitioners. Further
organisational change was anticipated, as the role and function of the Regional Health
Authorities was being reviewed, and legislation to enable the mergers of district health

authorities (DHASs) and family health service authorities (FHSAs) was being prepared.

However, the summer and early autumn of 1994 was in many senses a pivotal point - as
the first phase of implementing the internal market reached completion, and the future
development, with its emphasis on the shift towards primary-care led purchasing, had yet
to begin in earnest. How had this situation come about? What was the purpose of the
‘internal market,” and what was its implementation expected to achieve? To answer these
questions, we need to go back to the 1980s, and examine the political and ideological
agenda of the conservative government of the time, and the impact this had on public

sector organisations, including (but not only) the National Health Service.
2.2.1 Politics and purpose - the background to the NHS reform

The NHS internal market, with the separation of the purchasing of health care from the
provision of services, did not occur in a political vacuum. As Appleby and colleagues
remind us, “a consistent theme of Government policy during the 1980s was a belief in the
superior efficiency of the private sector.” (Appleby, 1994 p23) The 1deology of the ‘new
right’ argued that free markets were inherently more efficient than managed markets, that
private funding was preferable to public funding, and that competition was preferable to
professional monopoly or state bureaucracy (Glaser, 1993). Yet throughout the 1980s,
this set of beliefs and values had only limited influence on the NHS. There were a
number of initiatives to improve management effectiveness (these are discussed
extensively in Chapter 3), and the introduction of competitive tendering for ancillary
services. Apart from these relatively marginal changes, however, the principles on which
the NHS had been founded, ie that it should be a national, public service, funded out of

taxation and free at the point of use continued to remain largely unchallenged.
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Yet the NHS had not been without its critics. In addition to the critique of the welfare
state and 1deas about the inherent superiority of markets as a mechanism for service
delivery which were emerging from the right wing ‘think tanks’ such as the Institute for
Economic Affairs and the Centre for Policy Studies, there were a number of critiques of
medicine and the medical profession arising from quite different philosophical,
epistemological and political perspectives, such as community medicine, medical
sociology, health economics, feminist theory and practice (including the women’s health
movement) and from classical and neo-classical Marxism. These critiques raised a
number of questions around the persisting inequalities in health status (by social class,
by gender and by ethnic group), inequity in the provisions and outcomes of health
treatment and care (which were not accounted for by the inequalities 1n health status),
professional domination and paternalism; inefficiencies and perverse incentives within
the health care system; an overemphasis on treatment at the expense of health promotion
and disease prevention; and a failure to meet the needs of patients and their carers.
Indeed, the NHS was felt by many to be in urgent need of radical reform, in spite of its

ongoing political popularity as an institution.

‘Nevertheless, it was a funding crisis, rather than pressure from these radical critiques, that

led the Prime Minister Thatcher to announce her fundamental review of the structure and
funding of the NHS on the BBC’s current affairs weekly programme, ‘Panorama’ one
evening in January 1988, and it was this review that finally led to the introduction of what

later became known as the ‘internal market’: As Klein (1995) reminds us,

“The proximate cause for the decision to set up the Review can...be seen as the
Prime Minister’s resolve to escape from what was becoming an ever more

embarrassing political situation. But what created the situation was the failure...to

resolve the tensions between constrained budgets and expanding demands.
(Klein, 1995, p. 178)

This tension was not only a problem for the UK health care system, but was influencing

health care reform across Northern America and much of Europe (see, for example, Ham,
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ed. 1997). Nevertheless, each country’s approach to resolving this tension has been
different, reflecting its own existing circumstances. Within the UK, there had been no
specific mention of proposed major changes to the NHS in the Government’s election
manifesto in 1987, apart from a commitment to improve efficiency and to strengthen
management (Butler, 1992). The NHS was (and still is) regarded as a very politically
sensitive area, with strong public and professional commitment, in spite of the critiques
cited above. If a market in health care had been under consideration, this was not evident
at the time the Conservatives began their third term of office. Nevertheless, the Thatcher
review began by looking at the issue of funding health care, and it appears that a number
of alternative approaches to a system funded by general taxation had initially came under

consideration (Butler, 1992; Klein, 1995; Webster, 1998).

However, as the review progressed, a combination of caution about the political
consequences of changing the financing of the NHS and a growing awareness that, for
all its limitations, a tax-funded service is a very good way of controlling expenditure,
meant there was ultimately little enthusiasm for changing the way the health service was
financed (Ham, 1992) and the review appeared to reach a stalemate (Butler, 1992). A
number of factors seem to have then come into play which both moved th? reView
forward, and changed its focus. Firstly, Margaret Thatcher decided to separate the
Department of Health from the Department of Social Security, and she appointed
Kenneth Clarke (seen then, as now, as being towards the ‘left’ of the Conservative Party)
as Secretary of State. This resulted in a change of emphasis within the review, which
moved away from discussions about the sources and volume of NHS funding, and on to
discussion about increasing the efficient use of available resources, through changing the
way health services were to be delivered. It was here that the work of Enthoven became

a major influence.

Enthoven, a health economist from the USA, had identified a number of structural
problems and perverse economic incentives within the UK health care system. He talked
of ‘institutional sclerosis’ and ‘gridlock’ in the system, and criticised the impact of

government spending limits, long-term consultant contracts, GP autonomy, unionisation
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of the workforce, and national wage agreements, all of which, he argued, combined with
the politicisation of the NHS to frustrate change. Furthermore, he added, the combination
of over-centralisation and provider domination (where each District Health Authority was
a monopoly supplier of services to its population) contributed to a system whereby
inefficient units experienced a reduced workload but received no less money. (Enthoven,
1991). In addition, capital was a ‘free good’ where property already existed, but difficult
for others to obtain; management information systems wholly inadequate; and ‘customer
service’ was perceived to be poor. Finally, he claimed, any incentives to encourage

innovation were noticeably absent. (Enthoven 1991)

In his now-famous monograph, Reflections on the Management of the National Health
Service Enthoven (1985) outlined an alternative structure in which health authorities
would receive funding from the government to provide (and pay for ) health services for
its own resident population, but would be reimbursed for providing treatment or care to

non-residents, through a process of contracting. This ‘internal market’ as Enthoven

termed it, would he argued, effectively deal with the issue of cross-boundary flows
(where patients resident in one health authority were treated by a service located in
another), whilst leaving the service free to users and funded out of taxation. To achieve
this, Enthoven declared, it would be necessary to create a ‘demand side’ or purchasing
agency, which would be funded on a per capita basis, and a ‘supply side’ of service
providers, who would receive payment for work undertaken under contract. Enthoven
believed that such a market would de-centralise much decision-making and financial
control. He himself referred to this arrangement as ‘market socialism,” as neither the
ownership, the employees, nor the customers would change, with health services

remaining funded out of public funds raised through general taxation.

Enthoven’s model was based on three insights - that quality and economy go hand in
hand; that improving these will be controversial, therefore powerful incentives would be
required; and that management and organisational change should encourage the prime

motivation of most NHS staff, which is patient welfare. He also identified a number of

pre-conditions, which he felt would be important for the system to be feasible - for
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example, that general practitioners should only be able to refer to hospitals where health
authorities had contracts, consultants should be contracted on local terms and conditions,

and an adequate management information system would need to be in place to drive the
market. Enthoven’s views had a considerable influence on the outcome of the NHS
Review, reinforcing work being undertaken by a group of health economists working in
the UK (mainly within the University of York), and his influence was clearly visible in
the White Paper which finally emerged. However, neither his influential monograph, nor
the White Paper, fully addressed the detailed operation of the market that was to be
introduced, nor the pace at which it was to be implemented, though Enthoven (1985) had
argued that “the nature of politics, medicine and British culture make 1t overwhelmingly
likely that whatever change does take place will be incremental.” Some time later, he
sounded a further note of caution, suggesting that successful implementation of such a
model was by no means guaranteed, and recommending that government, politicians and

the public should concentrate on broader strategic aims, rather than the Opérational

details. (Enthoven 1991)

When Working for Patients (Secretaries of State, 1989) was finally published in January
1989, 1t included a programme of reform which is described in the document as

“formidable.” It also contained two major changes which had not been considered by
Enthoven. One of these was the establishment of ‘self-governing hospitals’ or NHS
Trusts. The other was the introduction of practice budgets for some general practitioners
(soon to become known as GP Fundholders), to enable a limited range of elective
procedures to be purchased directly by the primary care sector. Both of these changes
will be discussed later. What is more important in terms of understanding the research
context, [ believe, 1s that most of these accounts of the background to the NHS reforms,
whilst recognising the rich mixture of influences on the policy process at the time, fail

to analyse the changing power dynamics within which these various influences are set.

To do this, more theoretical insights are required.
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2.2.2 Analvtic frameworks

Rudolf Klein (1995) argues that there are a number of different ways of telling the story
of how and why the internal market came about, and goes on to identify at least six. The
first, he refers to as the “Cleopatra’s nose” version. In this, the combination of Margaret
Thatcher’s short temper and the severe barrage of criticism focussed on the NHS reached
a critical mass, provoking her decision to announce a review. Next, he suggests, there 1s
the economic determinism version. This basically argues that the difficulty of reconciling
escalating demands and escalating costs within the NHS with the economic need to
reduce public spending (in order to fulfill the election pledge to reduce taxation) made
the need to find alternative sources of funding appear to be the only possible solution to
the perceived crisis in the NHS. Then there is what Klein calls the “ideological ‘outing’
version”. In this scenario, he argues, the Government of the day finally felt sufficiently
secure electorally to pursue their ideological commitment to free market provision of
welfare services, up to and including the NHS. Two further explanatory frameworks
cited by Klein (1995) include the ‘policy-learning’ and ‘policy soup’ versions. In the first
of these, he suggests that the Government had learnt, by its experience in other sectors,
how to overcome what had previously been thought to be insurmountable obstacles to
change. An alternative to this was simply that the range of ideas available to government
allowed it to chose from a wider “policy menu” than had been available when 1t first
came into office. Finally, Klein argues, there was the “predestination version”, which
locates change within the NHS in the context of changes in theory and practice that were
occurring in large organisations everywhere, largely as a result of changes in information
technology. When taken together, Klein argues, these explanations combine to enhance

our understanding of the policy-making process. (Klein, 1995).

This sense of multiple narratives and competing (or complementary) explanations has,

however, both strengths and weaknesses. For example, it now seems obvious that the
political and economic background to the NHS reforms of the late 1980s are tightly

Interwoven, and together set the context in which the organisational and management

changes within the NHS following the purchaser/provider separation need to be analysed.
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To argue that a single influence (such as the economy, or a political ideology) could
determine the outcome of events would be regarded by most observers as an over-
simplification. Whilst many of the analytic frameworks within which policy analysts
worked in the recent past were essentially reductionist in their approach, recent
developments in policy analysis tend to be much more eclectic, borrowing freely from
different social science disciplines (such as economics, sociology and political science)
in order to “create an over-arching framework for analysis that takes the kernel from each
theory and uses it to develop an understanding of the complex world of health policy.”
(Walt, 1994) In this sense, it is argued that taking multiple versions of events, and
subjecting them to an eclectic range of analytical frameworks, can increase our

understanding of events.

However, on closer investigation, even Klein’s multiple explanations have a number of
potential shortcomings. Firstly, they are often underpinned by what is often describes as
a ‘top-down’ model of policy-making, which has been challenged elsewhere in the policy
literature. “In a top-down view of health policy, governments propose (or enact) and
managers, in their capacity as agents of the centre, dispose (or react)” (Harrison et al.
1992, p. 106) This is a common approach. Indeed, as Allsop (1994) has pointed out, “the
term ‘health policy’ has mainly been limited to the policies of governments.”
Nevertheless, many policy theorists, including Harrison and colleagues (1992) would

now challenge this - even going as far as to suggest that it 1s “naive and simplistic™:

“A limitation - one of many - of an orthodox ‘top down’ view of policy formation
and implementation is its 1nability to appreciate or even comprehend the power

of those on the periphery to shape policy and its implementation.” (Harrison et
al, 1992. P. 98)

Top down approaches to policy analysis, it is argued, fail to address the iterative
relationship between policy-making and policy implementation. This alternative view,
articulated by Allsop (1994) suggests that “policy, far from being encapsulated in

statements of intent, 1s the consequence of the actions taken in the process of
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implementation.” Implementation can, in effect, translate policy into something quite

different from that which was intended by the policy-makers.

Secondly, these ‘top-down’ approaches fail to analyse the power relationships that exist
within policy communities. Policy communities can be defined as “networks of
individuals from various institutions, disciplines, or professions” that “provide a number
of different fora in which the early stages of opinion formation and consensus building
amongst experts takes place” (Walt, 1994, p.110) Within the arena of health policy, the
policy community might include health care professionals, managers, academic
researchers, journalists, and many others - but these are by no means always in agreement
with each other, and will have different sources of power and spheres of influence. This
adds a further level of complexity, as the power dynamics within the community, and the
way these impact upon both the development and the implementation of policy, also need

to be taken into account in policy analysis.

Finally, the conceptualisation of power within the policy process is itself frequently
problematic. Whilst many accounts of the NHS reforms document the way in which a
‘new right’ Government developed and implemented, (in what appears to have been a
very autocratic way) a set of policies aimed at introducing market liberalism into a core
institution of the welfare state, they are nevertheless largely descriptive accounts. There
is little analysis or critique of the policy-making process during this period from a more
theoretical perspective. There is simply a sense in which new political ideologies and a
diverse range of radical critiques came together with economic necessity reinforced by
pressure from doctors, nurses, the media, and the general public, and resulted in a major
change in health policy. Yet a closer analysis reveals that these accounts are in fact
underpinned by broadly pluralist assumptions about the policy-making process,
assumptions in which “power is a shifting attribute, which depends on the current
combinations and coalitions of interests” (Barker, 1996, p. 81) The adequacy of pluralist
assumptions about the distribution of power in the health policy process will be examined
in more detail in Chapter 8. Meanwhile, I look briefly at one particular interest group, and

its response to the proposed policy changes resulting from the NHS review.
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2.2.3 Opposition to Working for Patients

There was considerable opposition to the reforms proposed in the White Paper, from

politicians, health professionals and the general public. Its publication

“,..sparked off a battle of propaganda a counter-propaganda that was remarkable
for its scale and cost, for the furious intensity and acrimony of its conduct, and for

the levels of personal vilification to which it sometimes descended.” (Butler,

1992, -. 58)

The BMA ran a particularly powerful advertising campaign, that more than matched the
Government’s own expenditure on publicity, and included a series of posters on roadside
hoardings across the country, full page advertisements in the national press, and 11

million leaflets which were distributed through GP surgeries. (Klein, 1995)

“Nothing like it had been seen in the NHS policy arena since the opposition
provoked by Nye Bevan 40-odd years before. Nor was the degree of conflict the
only similarity. In both cases, the degree of hostility appears - in retrospect, at

least - disproportionate to the cause.” (Klein, 19935, p.193)

In addition to their high-profile media campaign, the BMA also lobbied its membership.
In April 1989, four months after publication of Working for Patients (Secretaries of
State, 1989), and two months after eight of the working papers which outlined various
aspects of the reforms in some detail had become available, it produced its own written

response. A message from the Chairman of BMA Council displayed on the cover of this

document reads:
“I urge you to read this report, and, if possible, to attend the meeting' of your

BMA division which will be considering it. There you can influence the policy

decisions which are to be made at the Special Representative Meeting which in
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turn could well influence the future of the NHS. The Council will ensure that the

Representative Body’s decisions are forwarded to the Government, and that the

public are told of them.” (BMA 1989)

Throughout the report, the BMA argues for the need for greater consultation with those
working within the NHS, for the piloting of specific aspects of the reforms, and for
appropriate evaluation of such pilots. In the report’s recommendations, the Association
states that it is convinced that many of the proposals outlined in WFP and its associated
working papers “ would cause serious damage to the NHS by leading to fragmentation

and destruction of the comprehensive nature” of the health service, and concludes:

“That having regard to the determination of the Secretary of State to introduce the
proposals contained in the white paper without adequate time for consultation and
without any pilot studies or evaluation, the Association will continue to devote
resources to inform the public and Members of Parliament of the damage which

will be done to the National Health Service and of the consequences for patients.”

(BMA, 1989, p.19)

Yet by this time, the Government had already announced its intention to complete, by
May 1989, discussion on those aspects of the White Paper which would required'primary
legislation. It is therefore difficult to see how discussion of this document by BMA
membership divisions could ever have hoped to influence policy-making at this late stage
in the process. The policy had already been made, and the timescale for implementation
had been set. Yet opposition continued unabated up to and beyond April 1991, the day
the internal market was due to ‘go live’, and much of this opposition was clearly

orchestrated by the BMA, even though it had begun to realise as early as January 1990,

that, “while the propaganda battle was being won, the war itself was being lost.” (Butler,

1992, p. 63)

This begs a number of questions. Why, for example, was the medical profession’s

opposition to the changes so strong? Why did it take place in such a public way? And
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why was 1t so persistent? Surely, by this stage in the policy process, the best the
profession could have hoped to have achieved was an opportunity to influence the
implementation process in some way - perhaps by delaying the pace of change, or by
making minor modifications locally, or to the operational details. Furthermore, it had
been the medical profession, in the shape of the Presidents of the Royal Colleges, who

had been a major voice in demanding the review. (Klein, 1995)

Clearly, there were concerns about the specific recommendations within the White Paper
itself. The BMA response (see above) had dealt with each of the recommendations in
turn, and found most of them wanting. In fairness, their response did welcome the
proposed extension of medical audit, subject, of course, to “substantial additional
resources both of medical time and money” (BMA, 1989, p. 5) but it was clearly deeply
critical of the proposed internal market. Butler argues that “the anger and bitterness of the
doctors...can be understood in part as a natural response to the perception of threat”
(Butler, 1992) - implying that implementation of the White Paper could be expected to
profoundly affect the circumstances in which health care professionals worked. Whether
this perception of threat was an accurate assessment of the likely changes the White Paper
was expected to bring about, was not discussed. But was this perceived threat sufficient

to account for the strength of the professional opposition?

Butler himself appears to have thought not, as he suggests that, in addition to opposing
what the White Paper included, there were strong grounds for opposition on the basis of
what it left out. The main omission was obviously the failure to address the issue of the
perceived under funding of the NHS, which many argued had been the reason for
undertaking the review in the first place. Butler also suggests that the “absolute silence”
on community care was a source of opposition - but this secems less plausible, as the
related White Paper, Care in the Community, was published at the same time (its
timescale for implementation was considerably longer, as the proposed changes to
funding mechanisms came into contact with the thorny issue of local government finance,
but that 1s beyond the scope of this account). Another reason suggested by Butler was the

scant attention given in the White Paper to the issue of medical teaching and research.
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This was indeed one of the criticisms raised by the BMA; nevertheless, even taking all
of these explanations together does not seem to me to be quite adequate to account for

the extent and ferocity of the opposition.

Klein (1995) attempts to explain the degree of hostility by looking beneath the surface,
and suggest that “the ostensible pretexts for the conflict concealed other motives.”

Disentangling the reasons for the extreme reaction to the White Paper reforms is
complex, he argues, but suggests that many of these reasons extended beyond the NHS,
and were informed by a generalised hostility to Mrs Thatcher, “who by 1989 was widely
seen as a domineering autocrat intent on imposing her own vision on the world” (Klein,
1995, p. 193). This certainly provides a broader context for the opposition, but even this
seems to me to fall into the ‘necessary but not sufficient’ category of explanation. After
all, not long after this barrage of opposition, on the 9th April 1992, the electorate returned
a Conservative Government for a fourth term of office. Admittedly, this was with a
reduced majority, and Margaret Thatcher had been replaced as Prime Minister by John
Major, but nevertheless, implementation of the internal market within the NHS remained
central to Government health policy throughout this period. I find it hard, therefore, to
believe that disillusionment with the Government per se was the whole story. Other
factors must surely have contributed to this dissent in some way, and it here that a closer
look at the policy process - particularly in relation to the way this changed during the

years of the Thatcher government - may offer some illumination.

2.2.4 Theorising the dissent

What appears to need adding into the above explanations, is a discussion of the medical
profession’s power and influence within the health policy arena - not simply in terms of

their ability to ‘win the battle but lose the war’ over the introduction of the NHS internal

market, but in the broader sense of their role as actors in the policy community. Barker

(1996) has summarised this neatly, arguing that

P
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“The monopoly of medical care which the medical profession has tended to
enjoy, at least in the Western world, combined with 1ts autonomy, has tended to

create a situation in which the medical profession has a great deal to say in

relation to health policy.” (Barker, 1996, p.89)

As the above description of the BMA campaign illustrates, the medical profession clearly
did have a great deal to say in response to Working for Patients - but this is not in itself
necessarily surprising. What was surprising, as discussed above, was the particular way
in which these views were expressed, that is, in a high-profile, public campaign 1n
opposition to the policies of a conservative government. History of the NHS shows that

this was unprecedented, as:

“Although the medical profession had been given to violent outbursts against

Labour, as witnessed, for instance, by the events of 1946 or 1973, 1t had never
before confronted a Conservative government with such ferocity, or allied itself

with Labour in defence of the Bevanite conception of the health service.”

(Webster, 1998)

To explore how and why this situation might have come about, we need to look briefly

at the origins and deployment of medical power.

Health policy analysts argue that the power of medical profession is rooted in their
contract with the State (Klein, 1995), though the form which this contract takes has
varied over time. In the 19th Century, the newly-emerging medical profession secured its
monopoly professional status in return for a commitment to maintain standards, to
control its members, “and in other ways to relieve the state of the burden of regulating
the rapidly-growing field of organised medicine,” (Harrison et al, 1992, p.17) Medical
power, in this analysis, has its origins in the achievement of professional status per se and
is synonymous with freedom from external control in terms of clinical practice (clinical
autonomy). With the introduction of the NHS, Klein argues, there was an ‘_‘implicit

bargain” between the State and the medical profession, in which central government
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controlled the overall NHS budget, whilst doctors controlled what happened within that
budget - in other words, “the price of preserving clinical autonomy...was accepting the
constraints of working within fixed budgetary limits.” (Klein, 1995, p. 75) Whilst this has
created recurring tensions within the health care system, it has nevertheless ensured a
mutual interdependence between government and the medical profession. One of the

consequences of this mutual interdependence is that the medical profession has

“permeated the decision-making machinery of the NHS at every level and achieved an
effective right of veto over the policy agenda.” (Klein, 1995, p. 49) It was this ‘right of
veto’ that the medical profession was exercising in opposing the NHS reforms, but this
does not explain why it needed to exercise this veto in such a public way. To explore this

aspect, we need to examine the location of policy-making a little more closely.

Harrison and colleagues (1992) make a distinction between two main components of
medical power, which, they argue, operate at different levels of the policy arena. Ata
‘macro’ level (ie the level of the state), they argue that the medical profession “operates
as a highly persuasive and powerful pressure group” (Harrison et al, 1992, p.138). Its
power dertves from its professional expertise (over which the profession itself has
control); its ability to threaten to withdraw its cooperation or even its labour (as it did in
the late 1970s); and its social status (the general public and other health care
professionals, such as nurses, have historically been more deferential to doctors than to
other professional groups). Furthermore, they continue, its various professional
associations (such as the BMA and the Royal Colleges), are well resourced an'd highly

organised. As a result, the medical profession, through its representative bodies, “long

ago secured the right to be consulted about all manner of proposed changes to the NHS.”
(Harrison et al, 1992).

This view of the medical profession as a pressure group (or interest group) operating
alongside other groups within the health policy arena is a view shared by analysts such
as Walt (1994). It 1s inherently pluralistic in its assumptions, although Walt argues for a
notion of ‘bounded pluralism’. This notion broadly accepts the pluralist premise that

sources of power (such as information, expertise and finance) are distributed “non-
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cumulatively” (ie no one group ever controls them all), but “does allow that major
economic decisions are made by a small ruling elite.” (Walt, 1994, p.97) Walt goes on
to argue that health professionals are a particularly interesting sectional group within the
health policy process, and that the medical profession in particular “was perceived as
having high status by the great majority of government policy-makers™. This legitimacy,
she contends, was supported by the considerable consensus about the central role of the

state in the provision of health care. (Walt, 1994, p. 102)

This is not to suggest that the medical profession can T?r;ever be defeated. Indeed, some
analysts would argue that it is at this ‘macro’ level that the medical profession 1s most
vulnerable to challenge. One reason for this 1s that the medical profession is by no means
united. As Klein has suggested, “intra-medical politics...would require a study in their
own right to them anything like justice.” (Klein, 19935, p.22). There are, for éxample,
clear divisions between hospital consultants (who are NHS employees) and general

practitioners (who are independent contractors), a division governments have frequently

used to their advantage, often driving a wedge between the Royal Colleges and the BMA.

However, by the 1980's, this picture began to change, with challenges to the medical

profession’s status coming from a number of quarters. (Walt, 1994). Many of these
challenges formed part of the background to the 1990 NHS reforms (discussed above).
Others were more direct.. One of the most significant, I would argue, was the way in

which the Thatcher government engaged in the policy -making process, which has been

succinctly summarised by Webster:

“Whereas all previous administrations had been reluctant to hazard even minor
policy alterations without engaging in cumbersome and time-consuming routines
involving expert committees and long spells of consultation with professional and
NHS interests, the Thatcher team displayed greater self-confidence and faith in
its own policy resources. When advice was needed, Mrs Thatcher relied on her
levy of official and unofficial advisers; 1f wider enquiry was needed, this was

delegated to some trusted individual or small team” (Webster, 1998, p.163)
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This is not to say that the Thatcher government never sought advice from members of the
medical profession in relation to health policy issues, but when it did, this was usually
from individuals “drawn from the ranks of known political sympathisers.” (Webster,

1998, p.164) The BMA and the Royal Colleges were frequently bypassed, and excluded
completely from the NHS review.

“As consensus about the role of the state in health provision has broken down, the
medical profession has moved from a privileged position at the centre of health

policy-making to a considerably more marginalised position.” (Walt, 1994, p.103)

Publication of Working for Patients in the form of a White paper, rather than as a

consultation document (Green Paper), probably added to the profession’s sense of being

marginalised from the policy-making process at this time.

Moreover, exclusion from the central policy arena was not the only challenge to
professional power that was happening at this time. Medical power does not only operate
at the ‘macro’ level. Indeed, Harrison and colleagues (1992) argue that it is at the ‘micro’
level, where the medical profession controls the admission and discharge of patients,
diagnoses disease, and makes decisions about treatment and care, that their power 1s
particularly hard to challenge. Medical decision-making is complex and difficult, and
requires the specialist knowledge, skills and experience which only doctors have. Yet
even this appeared to be under threat throughout the mid-late 1980s, with the
introduction of general management following the Griffiths review. As this is discussed
fully in Chapter 3, I will not deal with the impact of the ‘new managerialism’ here, except
to suggest that the exclusion of the profession from the negotiating table nationally, at a
time when its power was being challenged locally, must have significantly fuelled the

profession’s dissent, and would probably have been perceived as a systematic challenge

to professional autonomy.
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2.3 Implementing the ‘internal’ market

In spite of the considerable opposition to the 1991 reforms, many of the key proposals
were nevertheless implemented on schedule. This achievement should not be

underestimated, and has been describes as

“.. a monumental achievement in the face of an unremitting widespread
opposition, effecting changes in structures, attitudes and working practices that
might have been unimaginable within any timespan, least of all two years”.

(Butler, 1992, p.103)

Webster (1998) reinforces this view, comparing the 1991 reforms with the previous
complete reorganisation in 1974, which had taken more than six years to plan and

execute. In contrast, he argues, the “new upheaval was compressed into half that time.”

(Webster, 1998, p.193).

2.3.1 The pace of change

I think this picture is slightly misleading. Certainly, Working for Patients (Secretaries of
State, 1989) appears to have achieved the targets it set for itself. The programme for
reform laid out in the White paper identified three main phases, beginning in 1989 with
the establishment of a new NHS Policy Board and reconstitution of the Management
Board as a Management Executive, and culminating in the establishment of the first NHS
Trusts and Fundholding GP practices in 1991. On 1 Apnil, 1991, the date the ‘internal
market’ was introduced across the whole NHS, all 190 English District Health
Authorities became purchasers. On the provider side of the market, 57 NHS Trusts were
approved, with a further 95 gaining Trust status during the ‘second wave’ the following
year. However, this was really only the beginning of a process that took a further four

years to complete. Beneath the surface, the changes were neither as sudden nor as

dramatic as the rhetoric had led people to believe.
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Indeed, the actual pace of change led some analysts to argue at the time that the process
of change was being deliberately slowed, and that the market was in fact being
implemented on a ‘gradualist’ basis, to avoid political embarrassment. (Ham, 1991) A
number of Trusts were known to be in financial difficulties, and therefore particularly
vulnerable to the effects of ‘market forces.” This was especially relevant in London,
where the major teaching hospitals relied heavily on patients being referred from the
suburbs and other parts of the country for treatment. Yet the move towards weighted
capitation was an incentive for purchasers outside the capital to support cheaper, local
services. This was potentially destabilising at a time when the government would have
been most anxious to demonstrate the success of its reforms, and to minimise the
possibility of politically sensitive adverse consequences, in the run up to a general
election. Within the South Thames Region, only one hospital gained Trust status during
the first wave of applications. This was a London teaching hospital, initially seen as one

of the ‘flagships’ of the reforms, expected to demonstrate the benefits of self-governing

status and to encourage others to follow suit. This ran into substantial financial

difficulties the following year, and had to be rescued by the Regional Health Authority.

There was still also widespread resistance to the reforms, especially within the medical
and allied professions, and the importance of this influence on the pace of change must
not be underestimated. Whilst the high-profile BMA campaign was eventually
abandoned, there was a consultation process established for hospitals aspiring to self-
governing status. During these consultations, many members of the medical and nursing
professions voted against their own hospitals becoming NHS Trusts, although this did not
always seem to make much difference to the outcome of any consultation process, except,
perhaps, by delaying the inevitable. Furthermore, there was ongoing opposition to the
establishment of Trusts by the general public, who were concerned that this was a

preliminary step in the process of privatising the NHS - a view always denied by

government, but frequently fuelled by the medical profession.

Many NHS managers were also beginning to argue that the reforms could not be

implemented as quigkly on the ground as the government would have liked. Information
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systems designed to support contracting were still at an early stage of development, with
the result that contracts for 1991/2 were generally block contracts with existing providers,
based on levels of activity from the previous year. This stage of the introduction of the
market became known as ‘steady state’, and increasingly, there were calls for the

restrictions to be lifted in subsequent years.

2.3.2 Managing the market

Debates about the pace of change soon fed into discussion about the type of market that
was being introduced. Was it, in fact, intended to be a ‘free market’ in the sense the right
wing of the Conservative Party appeared to anticipate, or was it to be a more ‘managed’
market (or even, to use Enthoven’s term, ‘market socialism’) in which major changes
would be discouraged as being too politically sensitive? Terms such as ‘quasi-market’
and ‘managed market’ abounded, as the tension between the need to encourage
competition between providers in order to drive down costs and increase efficiency, and
recognition of the need to maintain a coherent pattern of service delivery became more
apparent. As time went on, commentators increasingly began to discuss the role of
markets in the delivery of welfare services, and for some time I began to explore market

theory as a possible framework in which to locate my research. The taxonomy of markets,
however, soon proved too narrow a focus for analysis of the research findings (see
Chapter 8, section 3 for further discussion), though many of the main concepts within
market theory, and their applicability to the NHS internal market (however defined)
clearly need further elucidation before I could proceed. Debates about the meaning of
‘commissioning’ and ‘purchasing’ were especially salient, as was discussion around the

‘customer’ and ‘consumer’. It is these terms that I will examine next.
2.4  The role of commissioning in the internal market
Donald Light, offering advice from the American experience of purchasing managed

health care, recently argued that “commissioning is a fudge word that obscures

accountability, and lack of accountability is a serious problem in the NHS.” (Light, 1998,
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p.5) He suggests that when the term was first coined in the early 1990s, it “...captured
the essence of ‘needs-based purchasing’, the challenge still with us today to think through

what configurations of health services will best meet the needs of the people served.”
(Light, 1998, p.6)

However, by the mid-1990s, the term had become fuzzy, and was being used instead to

?

denote an advisory role, as in the notion of ‘GP commissioning.” Light goes on to

suggest that this 1s as a result of ‘political correctness,’ claiming that when he returned
to the UK 1n 1997, “everyone had fallen into the line with the mythical Minister of
Acceptable Language by dropping the p_ word and replacing it with ‘commissioning’”
(Light, 1998, p.5). However, my recollection is that the term ‘purchasing’ was being
replaced by ‘commissioning’ much earlier than Light suggests. Certainly, at the time my
own research began in South Thames, this was the term in general use by people working
in health authorities in this part of the country. Furthermore, I do not think this was
wholly the result of ‘political correctness.” The meaning of ‘commissioning’, as
understood by the key players within the South Thames Commissioning Forum (the Chief

Executives and Directors of Public Health), is explored as part of the qualitative first

phase of the research (see Chapter 6). For the remainder of this chapter, however, I will
explore the development of the purchasing and commissioning roles as the internal
market became established between 1991 and 1994, and attempt to tease out the various

ways the different terms were being used.

2.4.1 What is purchasing?

Early definitions of the new purchasing role of health authorities were difficult to come
by. The White paper gave a brief outline of the way the system would work,
differentiating between ‘core’ services (such as accident and emergency); specialist
services (Regional and supra-Regional services); and those services which “Districts will
be able to buy in a more flexible way.” (Secretaries of State, 1989) It contained a brief

discussion of the ways in which NHS Trusts would receive their income through

contracting with health authorities to provide services for their residents, and a
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description of the proposed changes to the way in which Regional and District Health
Authorities would receive their funding. (The move from allocating funds on the basis
of the formula worked out by the Resource Allocation Working Party, to a system of

weighted capitation.)

The working paper Developing Districts (Department of Health, 1990) was a little more
forthcoming, referring to the new role of health authorities as “champions of the people”
(a favourite phrase of the Secretary of State for Health, Kenneth Clark, in his many
speeches during this period), describing the new tasks these organisations would need to
undertake, and offering guidance on the skills and expertise needed to support this new
role. There was around this time a strong empbhasis, at least, as far as the rhetoric of
purchasing was concerned, on the potential to shift the NHS from a provider-driven to
a needs-based service, as well as to increase provider efficiency through the introduction

of competition. As Brian Salter argued,

“It is a deceptively simple model. It has the radical agenda of changing the NHS
from a provider-driven to a purchaser-led system, and freeing it from the shackles
of professional interest. No longer will money be passively allocated 1n response
to further increases in the historical pattern of service delivery. Instead,
purchasers will consciously use a range of new, non-medical skills to structure the

supply of health care so that it fits the identified needs of the population.” (Salter,
1993, p.174)

However, as Salter reminds us, the rationale for introducing the internal market was not
only to increase provider efficiency by introducing competition, but to also to manage

demand. The increase in public expectations of the NHS, it was argued, had constantly

outstripped increases in the resources which successive governments had made available.
As a consequence, rationing (in the form of waiting lists, and clinical prioritisation) were
inevitable, unless demand could be self-regulated in some other way. In the thinking of

the ‘new right,’ the argument ran,
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“If money and power were devolved to the consumer and competition introduced
between providers, consumers would limit or increase the demand they placed

upon the Health Service in the light of the price of the available supply. Self-

regulation would become a reality, and render the traditional rationing mechanism

obsolete.” (Salter, 1993, p.174)

However, this notion of self-regulation of demand by patients was clearly too politically
sensitive even for the Thatcher government, so the notion of health authorities (or GP
Fundholders) acting as proxies for the consumer, purchasing on their behalf, took its

place.

2.4.2 Who is the ‘customer’?

In the early days of the internal mé.rket, there was a considerable debate about ‘the
customer’ in the new internal market. The political rhetoric of the reforms used the
language of consumerism at a number of levels, and with a range of meanings, many of
which were not clearly articulated. Moreover, different meanings were frequently
conflated. This led to what was sometimes called the ‘the dog food dilemma.” Who was
the customer in the transaction, the purchaser (who decides what to buy, at what price),
or the consumer (who uses the service)? In some settings, the customer was
conceptualised as the public, who, in their role as tax-payers, financed the provision of
services (and presumably voted for, or against the government depending on how they
felt about the levels of taxation in relation to the levels of health care provided). In this
sense, purchasers (whether health authorities or GP Fundholders) were seen as acting on
behalf of the public. This led to debates about the role of public accountability (or lack
of this) in purchasing. A whole set of questions arose about the extent to which the
public should be involved in purchasing decisions, from discussions around the most
appropriate methodology for involving the public in health needs assessment , to public
involvement in the setting of priorities, or rationing, of service provision.(cf the debates

about rationing and prioritisation, Oregon etc.)
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At another level, however, the customer was seen as the consumer of health care, the
patient 1n receipt of treatment or care. At this level, there were 1ssues about ‘consumer
choice’ in the market-place. As Klein has noted, this concept of consumer choice within

the NHS has always been limited:

“In contrast to many other health care systems, the NHS has never offered
consumers a menu of entitlements. It has from the start excluded some types of
treatment...that are offered by health care systems in other countries. The
consumer’s only right is to have access to the health care system: once that has
been achieved, it is for the professional providers to determine what treatment 1s

appropriate.” (Klein, 1995, p. 232)

In this sense, ‘consumerism’ was seen, not so much as a challenge to normative

definitions of need (see the literature on health needs assessment, especially Bradshaw’s

taxonomy), or even as a lay challenge to clinical autonomy (quite a radical potential
implication of such an approach), but rather as an active shopper, looking around for best
buys and bargains among competing providers of health care. It is this notion that Pollitt
(1990) challenged, arguing that the NHS market was operating with a peculiarly “stunted
notion of the consumer” who, in many of the official documents of the time, “sounds
rather like the abstract figure of elementary economics texts.” This notion took no

account of reality:

“Unfortunately, this individual has never been seen outside the pages of such
books. In the real world, many health care consumers are already disadvantaged

by reason of race, gender, disability or some combination of these.” (Pollitt 1990)

Even where patients were not socially or economically disadvantaged, the very fact that
they needed health services was in itself sufficient to reduce their power as consumers.
As Fedelma Winkler pointed out, “the consumer is not always articulate, well-informed,

competent to make choices, but often frightened and in pain.” (Winkler, 1993)
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Again, these debates around the customer fuelled a parallel set of debates about the type
of market that was being developed. It soon became clear that the ‘internal market’ in the
NHS was not a ‘simple’ market, as customers (whether defined as the public who
financed the services, or the patients who were the recipients - or even some combination
of both, as the recognition that taxpayers and patients were often the same people 1n
different guises!), did not purchaser their services directly. Health authorities (or GP
Fundholders) were, in effect, acting as proxy purchasers, with all the attendant confusion
about who they were acting as a proxy for. (This links back to debates about
accountability of purchasers, which in theory might have led to the public or patients, or
both; but in reality led - via the Corporate Contract between DHAs and RHAs, and RHAs
and the NHSE, back up to Ministerial level. Decision-making might have been devolved,

but accountability was not.)

2.4.3 Who were the purchasers?

This was also an interesting question, which was repeated at the beginning of my
research, when deciding who to include in the category of ‘commissioners.” In terms of
the NHS internal market, there were always multiple purchasers, although the main
players in “the new political game” as Salter describes purchasing, were the District
Health Authorities (This was still the case in South Thames at the time of my research,

hence the decision by the Steering Group to exclude primary care commissioning.)

The role of these health authorities had been set out prior to the introduction of the
internal market, following publication of the Acheson report (1988). The circular in
question, HC(88)64, gave health authorities responsibility for reviewing the health of
their populations, defining policy aims and setting service objectives, and relating
decisions on resource allocation to their impact on health. In addition, they were required
to monitor and evaluate progress towards their objectives, and arrange for the
surveillance, prevention, treatment and control of communicable diseases. To assist them

in these functions, all health authorities were to appoint Directors of Public Health, who

were to be supported by a team of staff, with skills in epidemiology and health service
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evaluation. In many ways, it seemed an entirely logical step, therefore, for health
authorities to take on the roles and responsibilities associated with purchasing - that is,
to assess the health needs of their local populations, to evaluate the effectiveness of
services, and to purchase services accordingly. What changed following Working for
Patients was that this needs assessment process was, at least in theory, expected to inform

the allocation of resources and the placing of contracts.

GP purchasing, or fundholding as it became known, was rather different. Firstly, 1t was
entirely voluntary, and was initially available only to GPs with a practice population in
excess of 11,000 (This was subsequently reduced to 9,000 then to 7,000 before further
changes were introduced which allowed three different ‘levels’ of Fundholding - but this
did not take place until after my research had begun.) To begin with, GP Fundholding
covered a limited range of elective procedures, though this was also extended in
subsequently years, until reaching its zenith in the ‘Total Purchasing Pilots’ established
towards the end of the Conservative government’s last term of office). During the first
year of the internal market, only 7% of the population were covered by GP Fundholding,
which was seen as something of a ‘wild card’ in purchasing terms, partly because it
appears to have been something of a late addition to Working for Patients, and partly
because it never quite fitted the purchaser-provider divide, as GPs were both purchasers
(of secondary care) and providers (of primary care). Nevertheless, Fundholding increased
rapidly, both in population coverage (25% by the end of the second year) and scope (from
1993, the range of services covered included community services, district nursing, health
visiting and some mental health services.) (Levitt, Wall and Appleby, 1999). There has
been some suggestion that Family Health Services Authorities also ‘purchased’ service,
particularly primary care, but this is not an entirely accurate description of t};eir role.
Much of their work, at least until their eventual merger with DHASs following EL(94)76,

was concerned with contracting for General Medical Services, and all GPs throughout

this period remained independent contractors.
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2.4.4 Developing purchasing

In their recent review of the research evidence on the impact of the NHS reforms, Le
Grand and colleagues (1998) argue that the purchasing role did not attract the same
degree of interest by academic researchers as other changes linked to the introduction of
the internal market. One explanation for this (apart from the decision by the Secretary of
State that there would be no centrally-funded programme of evaluation) suggests that
“surchasing by Health Authorities did not really capture the essence of what the reforms
meant to most people.” It was, she argues, “a remote concept” which seemed “in part at
least a ‘rebadging’ of the previous planning system” (Mulligan, 1998). Certainly, 1t is a
concept which seems to have been inadequately understood at the outset of the NHS
reforms, with considerable consequences for its subsequent development. (I speak as
someone who joined the NHS during the summer of 1990, with a specific remit to
support this new purchasing role within a Health Authority department of public health,
and a strong suspicion that my own interest in this research topic is a small attempt,

sometime after the event, to redress this imbalance.)

Indeed, it was not really until 1992 that the need to develop the ‘demand’ side of the
market began to move up the policy agenda. By this time, many purchasers were
beginning to recognise their limitations. (Ham and Hegginbothom, 1991) Some
organisations felt they were too small to form viable purchasing organisations; there was
a shortage of people with the necessary skills, and a need to achieve economies of scale.
Some health authorities wanted to work with their local FHSAs to improve the interface
between primary and secondary care; others were concerned with the need to work jointly
with local authority departments on implementing community care legislation. There was
also a feeling that the potential for competition between providers would only be realised
if health authorities could end their ‘cosy relationships’ with their local hospital, and at
least threaten to shift contracts (the notion of ‘contestability’ was also beginning to
emerge around this time.) A number of organisational changes took place in response to
these issues, some more formal than others. Mergers and joint commissioning

arrangements became common, and ‘locality commissioning’ developed as a means of
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engaging GPs who had not become fundholders in the commissioning process. (This was

the ‘fudge’ that Light referred to, above.)

However, it was not until 1993 that purchasing achieved the kind of political profile
previously reserved for other areas of health policy. During the spring of that year, the
Minister for Health, Dr Brian Mawhinney, made a series of speeches outlining a vision
for purchasing, a framework for making it happen, and setting some criteria by which its
success could be judged. This ‘blueprint’ gave purchasers a clear purpose, “to force the
pace of change”, and some goals, “to improve health and health services.” It defined
purchasing as “the engine that would drive the reforms” and set out “seven stepping
stones to successful purchasing.” (Mawhinney, 1993) For the first time, there appeared
also to be a shift in emphasis from the early days of ‘Chinese walls’ between purchasers
and providers. Instead, purchasers were exhorted to work with providers, including

involving clinicians in the contracting process:

“The purchaser-provider relationship cannot simply be restricted to formal
negotiations - the cat and mouse game of bid and counter-bid...a dialogue needs
to be established...in which purchasers and providers jointly work to achieve their

objectives.” (Mawhinney, 1993)

2.4.5 The language of purchasing

Throughout the early days of the internal market, the language in which the purchasing
function was described was somewhat fluid. A number of factors contributed to this. To
some extent, this fluidity of language can be explained by the newness of the role, and
the emphasis on ‘learning by doing’. In this sense, people were not only describing what
they were doing in different ways, they were also often doing different things - or at least,
approaching the task required of them in different ways. Hence the words they used to
describe their role were different. But there was also an ideological component. Language
1s not neutral, and, as the market developed, a ‘softening’ of the language became

evident. This is not insignificant, as Hunter pointed out:
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“the language is ever shifting to reflect the changing nuances of political
discourse. There has been a metamorphosis since 1989 from the robust language
of business, markets and contracts to the softer, more caring language of health
gain, enabling and service agreements... The harsher edge given to the reforms at
their birth has been replaced by a more conciliatory, soothing terminology. A new
vocabulary is being fashioned, and any analysis of the reforms will need to reflect

this if the changes are to be fully captured and understood” (Hunter, in Popay and
Williams, 1994)

But the words used to describe the purchasing function were not simply reﬂec;tions of
changing political discourse. They began, over time, to represent different phases in the
annual purchasing cycle, and were linked to a growing awareness of the complexity of
the task in hand. So whilst at the outset of the process in 1991, purchasers concentrated

on describing the services provided by local DMUs and NHS Trusts, and writing

descriptions of these services into ‘block’ contracts, they soon began to think of the
purchasing task as much broader than this. Drawing up contracts, agreeing terms, and
monitoring performance against a service specification was increasingly seen as only part
of their role, and many preferred the term ‘commissioning’ to ‘purchasing’ to describe
the more complex task of working with GPs and social service departments to develop
joint service strategies and joint purchasing plans - though, as one colleague of mine
remarked at the time, “when you’re doing it, you don’t have time to bother with such fine
linguistic distinctions.”

¢

So although many people used the terms ‘purchasing’ and ‘commissioning’
interchangeably, with some preferring the term ‘commissioning’ because it sounded less
market-orientated than ‘purchasing’, whilst others used it to reflect what they felt was a
more strategic, multi-agency approach (as in the term ‘joint commissioning agency’ for
example - where two or three health authorities, with or without their local FHSA or local
authority social services department, worked together to discharge their purchasing role),
both terms refer to a role that is much broader than contracting. Contracting was the end

point in an annual round of strategy development, needs assessment, service evaluation,
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prioritisation and so on, which informed the decision-making process in terms of which

services to purchase, to what level, and for what price.

2.5 Theoretical context

This research implicitly draws on a number of theoretical frameworks, most of which
are located within different disciplines or subdisciplines. This chapter, for example, has
drawn on market typologies and concepts derived from economics, and accounts of the
policy process drawn from political science. Chapter 3 will include discussion of theories
and concepts derived from management studies and the sociology of the professions. In
Chapter 8, I will draw on a post-structuralism critique of social science to discuss the
theoretical implications of my research findings. As the adoption of such an eclectic
approach to theory may seem a little unconventional in a PhD thesis, the rationale for this

clearly requires further explanation. However, before beginning this task, two points in

particular require further elucidation. The first is the distinction between theoretical and
conceptual frameworks, the second is the role of theory in health services research. As
I am a sociologist by initial training, I will approach this discussion from a sociological
perspective. I will then return to the task of documenting the search for a suitable

theoretical framework (or frameworks) within which to locate my research.

2.5.1 Distinction between theoretical and conceptual framework

Firstly, I intend here to make a distinction between theoretical and conceptual
frameworks. Not all researchers take this approach. Indeed, it is not unusual to find social
science research methods books which conflate these two things, particularly when
describing action-based approaches located within a phenomenological paradigm and
using qualitative methods of data collection. Within such approaches, concepts are more
than i1deas or meanings. Jary and Jary (1991), for example, state that “Given the absence
of tightly articulated explanatory theories in sociology, what is usually referred to as
sociological theory is made up of looser articulations of descriptive and explanatory

concepts.” It is this definition, I would argue, that leads authors of books on qualitative
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research design, such Maxwell (1996) to discuss theory and concept as though they were

entirely interchangeable terms:

“The most important thing to understand about your conceptual context is that it
is a formulation of what you think 1s going on with the phenomena you are
studying - a tentative theory of what is happening and why. The function of this
theory is to inform the rest of your design...conceptual context is a theory, what

is sometimes called the theoretical framework for the study.” (Maxwell, 1996, p.
25)

In this sense, the terms ‘theory’ and ‘concept’ are being deployed in much the same way
as a research hypothesis. They are considered essential prerequesits to research design,
as they will inform the selection of an appropriate research methodology. (See Chapter

4 for further discussion of the issues around research design and method.)

However, an alternative view (and one to which I would more readily subscribe) 1s that
concepts are the building blocks out of which theories are constructed. In this sense, a
theory is a set of concepts, hypotheses or propositions which are linked in some way -
usually by logical argument. Theoretical frameworks are therefore often more abstract
than conceptual frameworks, and offer (or attempt) explanatory accounts of research
findings. Theories at this level can, and often do, inform empirical research; but they are
just as likely to be drawn on as a means of interpreting research findings. In the latter
case, theoretical frameworks can be either derived from empirical data, as in Grounded
Theory (Glaser and Strauss, 1967); or existing theories within the discipline in which the
research 1s situated may be drawn upon to provide a framework for making sense of the

data collected:

“A useful high-level theory gives you a framework for making sense of what you
see. Particular pieces of data that otherwise might seem unconnected or irrelevant

to one another or to your research questions can be related by fitting them into the
theory.” (Maxwell, 1996, p.33)
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In this sense, therefore, whilst concepts from market theory were important in designing
my study (I needed, for example, to clarify what my clients and I understood by terms
such as ‘commissioning’ and ‘provider clinician’ before the research could proceed), a

higher-level theory might be necessary to enable me to understand my findings.

2.5.2 Therole of theory in health services research

The second point that needs to be made before moving on to discussion of the theoretical
frameworks which have informed this research is that not all research is theoretically
driven. Researchable questions have diverse origins. Whilst it is normal practice in most
academic circles for researchers (particularly those undertaking their doctoral research
in the arts and social sciences) to spend a considerable amount of time familiarising

themselves with their field of study and the established theoretical frameworks within this

prior to identifying their research question and the theories and concepts which will
inform their methodology, this is by no means universal. Some scientific research
programmes 1n the UK, for example, employ research assistants who are expected to
register for a doctoral degree, but whose specific area of research, the theoretical
framework within which this is located, and the methods used for data collection and

analysis have been determined for them by the programme director.

“Research students in such a programme are treated as the most junior' level of
employee contributing to the overall work, in fact as junior research assistants.
The Director of the programme sets very clear constraints on the work that is to
be carried out and submitted for the doctorate and the student’s contribution is

correspondingly restricted in range.” (Phillips and Pugh, 1994, p.189)

Much applied health service research, on the other hand, (particularly health policy and
management research) 1s initiated by clients with ‘real world’ problems. Such clients may
have their own theories about not only the source of these problems, but the type of

research which will be needed to help them find a solution. The ways in which such
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applied research 1s undertaken may be influenced by a number of factors (some of which
are discussed in more detail in Chapter 4), including the way in which the research is
commissioned, as well as the disciplinary background of the team or individual
undertaking the research. Researchers undertaking applied research work are usually not
only experienced in the methodological issues surrounding the research process, but are
usually qualified to post-graduate level in their own discipline, and therefore well-
informed about the theories which underpin this. Where such researchers are responding

to calls for research proposals on specific topic areas of interest to their funders (such as

happens under the NHS Research and Development Programme) they may have
considerable flexibility in developing their approach. In this case, time spent exploring
the literature and thinking through the theoretical frameworks which will inform the

research is part of the process of developing the research proposal which will be

submitted to the funding body.

However, this is not the only way in which NHS organisations can commission applied
research. It is not uncommon for the organisation concerned, especially if it has some
skills ‘in-house,’ to do much of the preliminary work itself. When this happens, a quite
tightly - specified invitation to tender will be circulated. This may not only state the
questions to be answered, but also the methods to be used to answer them. However, the
location of such questions or methods in a particular body of knowledge or theoretical
framework is frequently lacking. Moreover, the quality of such tender specifications 1s
variable, depending as it does on the disciplinary knowledge-base and research skills of
whoever was responsible for its drafting. In some cases, such tender specifications have
been drafted by researchers located in academic departments, on behalf of the NHS. (This
practice is common where the Department of Health commissions policy research, for
example). In others, these may have been drafted ‘in-house’ by someone with a
background in research. (For example, I recently responded to a tender specification
from an NHS Executive Regional Office, for a project which was required by the
Regional Director of Public Health. The tender specification had, however, been prepared

by the Regional Research and Development Directorate.)
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Occasionally, however, research specifications are written by the client themselves. These
clients may be individuals or groups of people with limited understanding of the research
process, or with a good understanding of research - but not within the discipline or
methodology required for the work in question. (Examples of public health physicians
familiar with epidemiological research methods drawing up specifications for research
evaluations of health strategies and programmes requiring qualitative approaches
immediately come to mind here.) Such tenders often prove challenging for those who
respond to them. Nevertheless, responding to such tenders, in spite of the difficulties
which are sometimes associated with them, may give researchers opportunities to
undertake highly topical areas of work, that would be difficult to gain access to in other

ways. This was very much the case during the early 1990s, when

“Solid, long-term social research [was] no longer viewed as attractive or
fashionable - if it ever was. Managers and policy-makers wanted] immediate and
definitive answers and solutions to urgent problems and [were] not prepared to

defer gratification. (Hunter, 1994, p.21)

The managerial need for instant answers led, inevitably, to what Hunter goes on to
describe as “the recent conversion to, and seductive appeal of, ‘quick fix’ contract

research and management consultancy.” (Hunter, 1994)

Yet applied research, whether on a ‘quick fix’ or more conventional academic basis, has
always posed dilemmas for social researchers. Issues around who sets the research agenda
and who defines the research questions are not new. Neither is the tension between
“policy-led and theoretically informed policy-relevant work.” (Gabe, Calnan and Bury,
1991) The particular dilemmas I encountered in relation to these issues within my own

research are discussed more fully in Chapter 4. For the remainder of this chapter, I wish
to turn to the 1ssue of theoretical frameworks, with a particular focus on those which had

the potential to inform the ways in which I might interpret my research findings.
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2.5.3 The search for theory

Health services research, like public health (with which it shares a great deal) 1s
becoming increasingly multi-disciplinary. This has both strengths and weaknesses. As
Hunter (1994) has argued, “Most health and health policy issues do not occur as simple
economic, psychological, sociological epidemiological or clinical problems, but as a
combination of all of these.” (Hunter, 1994, p.24) In this sense, the increasing trend for
such research to be undertaken in multi-disciplinary departments is to be very much

welcomed. Nevertheless, many of these departments are located within medical schools,

where there may be considerable risks for some disciplines:

“Multi- or inter-disciplinary research is not a prospect which is generally
welcomed by sociologists. Past experience has taught some of those who have
tried it that the maintenance of any specifically sociological perspective is
impossible. Genuine dialogue on an equal footing between scientists drawn from
different disciplines rarely exists in situations where one occupational group - in

this case, the medically qualified practitioner - dominates.” (Jeffreys, 1991,
p.230)

Nowhere (outside of biomedical research) is this domination more evident than in quest
for ‘evidence’ to support NHS decision-making. The applied health service research
agenda 1s currently heavily influenced by public health medicine and epidemiology - a
position that has recently been considerably strengthened by the advent of ‘evidence
based’ medicine (EBM). This movement, with its origins in the work of epidemiologists
such as Cochrane (1971), has recently been reintroduced into the UK health care system
from the USA by Sackett and colleagues (Sackett et al.1996). But it has extended well

beyond the realm of clinical epidemiology. The randomised controlled trial, déveloped
within epidemiology as the most appropriate method for testing the efficacy of new drug
treatments, 1s now seen by the NHS research and development programme as the ‘gold
standard’ for the evaluation of all health care interventions - whether medical or surgical;

preventative, diagnostic or therapeutic. Furthermore, is frequently seen as the preferred
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approach to research into health policy and management issues. (Gray, 1997). It 1s
against this background that my study was set, working as I do in a department of public
health medicine, where positivist approaches to social science are seen as the norm, and

phenomenology has the status of metaphysics.

Nevertheless, in spite of considerable reservations, Jeffreys herself makes a case for
pragmatism. She not only argues that sociologists interested in pursuing policy-relevant
research should not regard working in such a multidisciplinary environment as a
“betrayal,” but goes on to insist that such researchers do not deserve “the calumny which
may be heaped upon... [them] from those purist defenders of the sociological faith who
deplore any tinge of eclecticism.” (Jeffreys, 1991, p.230) Instead, she believes that
sociologists should accept the situation they are faced with, and “use their energies in
trying to ensure that their own contribution makes a significant impact on the research
undertaken, even if it cannot permeate it to any great extent.” There may also be
advantages for sociology as a discipline from working in such settings, she continues, as
these are “by no means devoid of contributions to sociological theory as well as

1llustrating its use to applied issues.” (Jeffreys, 1991, p.230)

For a number of reasons, therefore, much applied health services research can 1nitially
appear, at least to social scientists such as myself from a theoretical background in
sociology, as something of a ‘theory-free zone’ - making it difficult to ensure that
research, especially that undertaken for clients who also take a pragmatic and empirical
approach, 1s underpinned by sound theoretical assumptions and frameworks. The
positivist paradigm which lies at the heart of epidemiology may shed light on the
distribution of disease in populations, but it has little to say on the distribution of power
between professional groups, and offers no means of studying the way this power is
deployed within the policy process (two areas which, although not the immediate focus
of my research, were to become of increasing interest to me as the South Thames project
progressed). However, positivism can answer some research questions very well - the
problem only arises when it is applied to questions beyond its methodological capacity.

It does, after all, have a long tradition in sociology, including medical sociology, even
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though 1t has come in and out of favour over time. For all its limitations, it is still after
all (to take a key area of current policy) the most appropriate paradigm within which to

measure inequalities 1n health status at a population level.

In the absence of readily-identifiable, appropriate sociological theory to inform empirical
work, therefore, it becomes all too easy for those undertaking small pieces of
commissioned research for NHS clients to fall prey to the criticism that they are simply
engaging in some form of ‘barefoot empiricism.” My clients, for example, had expressed
no interest in theoretical insights, from any academic discipline, least of all from
sociology. Though it is at least possible that one of the Chief Executives on the Steering
Group might have been interested in insights derived from economic or management
theory, the Directors of Public Health involved simply saw my research as a descriptive
‘observation’ study. The steering group wanted to collect ‘facts’ - and to find out about

some ‘feelings.” They had defined their research questions, and chosen their method of

enquiry. Much of this was non-negotiable - although changes were made to the research
design as the project progressed. (See Chapter 4 for discussion of the philosophical and

methodological implications of this.)

Nevertheless, it is worth remembering at this point that the absence of an explicit theory
does not mean that there was no theoretical underpinning to the research, and no
conceptual framework to the research process. Empiricism, is, after all, itself a theoretical
position, and whilst the term is used pejoratively in some circles, it has respectability in
others. Moreover, it was a theoretical tradition which most members of The South
Thames Commissioning Network would have been exposed to as they undertook their
training in epidemiology, economics and management. The fact that the chair of the

steering group (an economist by background) had his own hypothesis that he wished to

test (see Chapter 4) suggests that he was working, consciously or unconsciously, within
a positivist framework - probably influenced, albeit unconsciously, by philoso'phers of
science such as Karl Popper. Furthermore, early discussion which had taken place
between the steering group and my own department had been led by a public health

physician and a statistician, who are likely to have taken a similar perspective. The notion
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that 1t was possible to test a hypothesis through the administration of a large-scale survey,

and that this approach was the most appropriate way of undertaking the research, is

perhaps hardly surprising in these circumstances.

My immediate contribution to the empirical study was to make changes at the margins -
by asking for the addition of a phenomenological phase to the fieldwork in the form of
qualitative interviews with the Chief Executives and Directors of Public Health in the
health authorities (see Chapter 4). In addition, I undertook some preliminary exploratory
interviews with key informants in the Regional Health Authority and the Trust outpost;
kept extensive field notes of meetings and telephone calls with individual members of the
steering group as well as meetings of the whole group; made further field notes following
interviews and throughout the duration of the survey, and recorded detailed observations

and reflections in my research diary.

I then further extended my analysis to include a wider review of published and
unpublished documentary evidence, mostly in the form of papers produced by national
or local sources on the issue of professional advice to purchasers, or involving clinicians
in the commissioning process (see Chapter 3 for more details of this review.) I also took
an active part in all the meetings of the project steering group, and made preséntations
to the main commissioning development network. I was, therefore, not simply the
project manager and sole researcher undertaking a commissioned empirical study, but
was effectively a participant observer in the wider research process - attempting to gain
a deeper understanding of the policy process within which the commissioned research

was embedded.

This process, of course, has much more in common with more interpretive sociological
frameworks, which draw on phenomenology to reach an understanding of events, than
it does with positivist approaches towards observation and classification of the
phenomena under scrutiny. It was this methodological extension, therefore, thatl felt
enabled me to take Jeffrey’s advice, and to do my utmost to ensure that my own

contribution had the potential for making an impact on the research, even if it could not
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permeate it (see above). Furthermore, it was this additional work that eventually enabled
me to move from the analysis for policy (ie data collection to inform local action) to
analysis of policy - in the sense of undertaking an academic study of the policy process
itself, and 1n the sense of moving from description of what was happening in South
Thames to an analysis of why this was happening. (Changes to the research design, and

the rationale for these changes, are discussed extensively in Chapter 4.)
2.54 orising the policy proces

The search for theory in terms of the empirical work, where positivism was the taken-for-
granted research paradigm and market theory the only higher-level framework which
appeared to offer any immediate insights to inform the research process, was however,
in sharp contrast to the search for theory in terms of the policy process in which the South
Thames study was embedded. Theoretical frameworks for policy analysis (as opposed to
descriptions of specific events within the policy process) are predominantly derived from
social and political theory, thereby drawing on vast bodies of work, developed over many
years, to theorise roles and relationships within and between the state and civil society.
Depending on the orientation of the author and the particular aspect of the policy process
under discussion, most texts on the policy process therefore provide brief summaries of
the social and political theories from which their analytic frameworks are derived, as well

as applying these theories to the material under discussion.

Authors such as Ham and Hill (1993), for example, include discussion of pluralism,
Marxism, elite theory and corporatist theory in their analyse of the role of the state in

the policy process, whilst turning to Weber’s theory of bureaucracy to analyse the role of
organisations and institutions within this process. Moving on from earlier rational and
incremental models of the policy process, they develop a critique of so-called ‘top-down’
models of policy implementation, though remaining within a broadly structuralist
framework. All of these theories have been derived from social and political theory.
Weber’s work on bureacracy, for example, is part of a an extensive body of theory which

still underpins modern sociology - Weber was, after all, one of the ‘founding fathers’ of
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the discipline. Marx and his followers, on the other hand, have always spanned social,
political and economic theory. Marx’s own writings, initially influenced by 19th century
German philosophy, French political theory and English economics, became enormously
influential across the social and political sciences throughout the 1960s and 1970s -

though they tended to decline in favour somewhat during the 1980s and 1990s, as the

‘zeitgeist’ changed.

Ham and Hill’s work (1993) has clearly had an important influence on policy é.nalysis,
and is frequently cited by other authors such as Walt (1994), Allsop (1995), Barker
(1996) and Ranade (1997). These writers draw on a similar body of work to Ham and
Hill, often extending the range to include discussion of social-democratic processes and
the Fabian model of welfare, before moving into coverage of recent perspectives which
have been more critical of this consensus around the welfare state, such as the ‘new right’
(derived from the free-market economics) or feminist theory (which has argued that
social policy reinforces existing gender relations). Discussion of pluralism is much in
evidence throughout, usually followed by critiques of pluralism drawn from elite and
conflict theories. However, although these critiques of pluralism have resulted in 1ts
modification (into what some recent writers have begun to describe as ‘neo-pluralism’
or ‘bounded pluralism’), Barker reminds us that, despite these critiques, “the pluralist
approach is central to the policy literature of the Western World.” (1996, p. 81) This
centrality of pluralism is, I would argue, not simply a result of its explanatory value.
Theories of the policy process cannot be entirely separated from the political 1deologies
in which they are located. Barker’s observation that “Pluralist theory might be traced back
to liberal theories of democracy based on the importance of widespread political
participation on the behalf of individuals.” (Barker, 1996, p. 81) is not only of historical

interest. At the time of my research, pluralism, albeit in modified form, was clearly a

resurgent theme in the policy literature.

One of the strengths of both Walt (1994) and Barker (1996), however, is that they
highlight the importance of analysing the policy process, and the need to develop our

understanding of the dynamics that make this process work. It is here that an analysis of
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power becomes central to the debate. This theme of policy as process is taken up by
Curtiss and Tacket (1996), who argue that, although it is conceptually possible to
distinguish between the various stages, “beginning with policy initiation, moving through
formulation and development, adoption, operationalisation, implementation, and finally
review, evaluation, and monitoring of policy, which may then feed back into policy
formulation” this process, “should not be regarded as a simple, linear, temporal
progression or even as an iterative cyclical one.” (Curtis and Tacket, 1996, p.200) Indeed,
these different stages may be “ intertwined, predetermined or omitted, may only be
provisional, may be without causal links to each other, and may be only selectively or
partially linked to policy outcomes.” (Curtis and Tacket, 1996, p 201) Policy analysis
within this framework is therefore a much more ‘messy’ process, and may require
analysis at different levels. Furthermore, this approach recognises the complexity of
‘policy communities’ (i the wide range of groups involved in policy making and
implementation) and the need develop an understanding of the power dynamics within

and between these.

It was this approach to the policy process, therefore, that began to influence my research
as I moved from the initial empirical work for the South Thames Commissioning Forum
to the wider academic study which was to become my PhD submission. Walt’s work
(1994) in particular, provided a number of key insights, and enabled me to explore the
concepts of policy levels and policy communities referred to elsewhere in this chapter,
and reminded me of the centrality of power as a ‘policy driver.” However, this did not
immediately solve the dilemmas I was experiencing in terms of the search for a
theoretical framework. In their attempts to theorise the power dynamics within the policy
process, policy analysts such as Walt (1994) and Barker (1996) simply revisit the
ongoing debate within political science between pluralist and structuralist approaches,
sometimes making marginal changes in one to accommodate the critique offered by the
other, but otherwise offering no apparent way of deciding which has the greater

explanatory capacity, beyond personal (or political) preference.
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More recent theoretical developments within the social sciences, particularly post-
structuralism, barely receive a mention. Where they do appear, they are dealt withina
highly simplistic way - Barker (1996) for example, refers very briefly to what she
describes as “a useful typology of power” derived from Foucault’s work, which she

summarises in three lines, whereas Allsop (1995) and Ranade (1997) mention Foucault

only in relation to his influence on the history of medicine.

Overall, there 1s a sense in which theoretical development of policy analysis has itself
proceeded slowly and incrementally, evolving through a process of theory and counter-
theory. However, as new theories (or minor modifications of existing theories) have
developed, former theories have not been discarded. Indeed, each appears to have
retained partial explanatory value, as well as its own academic following. Even those
analysts who endeavour to remain even-handed (or cannot decide which side of the
ideological fence they prefer) would recoil from attempting to synthesise these
contradictory positions, though a few argue (with some justification) that different
theoretical perspectives may be particularly suited to different levels of analysis. Whether

this disciplinary and theoretical eclecticism, however, can ever achieve Walt’s aim to
“create an overarching framework for analysis that takes a kernel from each theory” (Walt
1994, p.3) and whether such a framework would enable us to gain a more comprehensive

understanding of the dynamics of the policy process, remains to be seen.
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CHAPTER 3 LITERATURE REVIEW

3.1  Purpose of the review

This chapter examines the published literature and other documentary sources that
informed the research undertaken for the South East Thames Commissioning Network
during 1994 - 1995. The initial project brief included a requirement to search the
literature for examples of good practice in relation to the involvement of clinicians in
commissioning or contracting. In addition, there was a need to identify any V\fork that
might inform the research process by, for example, illuminating the research questions,
suggesting possible hypotheses or informing the development of research instruments,
such as interview schedules and questionnaires. Finally, there was a need to locate the
research within a theoretical framework which might assist in the analysis and

interpretation of the reserach findings.

A number of inter-connected bodies of work are therefore explored in this chapter. The
first of these i1s the subject of the empirical research for the South Thames
Commissioning Network - that is, the issue of clinical involvement in commissioning
and contracting. Following this, related literature on clinicians and managers will be
examined, with a particular emphasis on questions around the changing relationships
between these two groups. This will lead into a discussion of clinicians as managers, and
the role of the clinical directorate. Finally, this chapter will assess the changes which
were taking place in the formal mechanisms for obtaining professional advice within the
NHS at the time of the research. Taken together, these topics provide the immediate
context in which the research is located, and make it possible to deconstruct some of the

major concepts, definitions and assumptions which underpin it.

2

3.1.1 Search Strategies

The literature search began in August 1994, in response to the initial project brief.

Preliminary searches were undertaken (both on-line and on CD-Rom) on a number of
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databases, including Medline, Health, the South Thames Regional Library database, the
DHSS data base and Helmis, using key words and MESH headings related to
medical/clinical involvement in contracting, purchasing and commissioning. As this
initial search revealed very little of immediate relevance to the research questions, the
justification for undertaking original research in this area was reinforced. Further searches
were then undertaken to explore the clinical role in management, in the hope that this
related body of work might lead into discussion of clinical involvement in commissioning
or contracting. A considerable body of work was identified on clinical involvement in
general management, models of clinical management, and the development of clinical
directorates within Trusts. As this work 1s relevant to some of the questions the project
steering group wished to address, and helped clarify a number of issues raised in
discussions around the research design (see Chapter 4), this literature will be examined

in some detail.

As the research progressed, the connection between involving local clinicians in
commissioning, and the wider issue of medical advice within the NHS became relevant
to the research. This occurred particularly in relation to the tension experienced by
commissioning authority staff between local and non-local sources of professional advice
(see Chapter 6). The need to address this issue in the research subsequently led into

exploration of the literature on the changing role of the Regional Medical Advisory

Committee (RMAC) and its complex structure of specialty sub-committees (SSCs).

The literature search was not, however, confined to published sources which could be
retrieved electronically. Additional hand searching was also undertaken, and attempts
were made to identify and retrieve any ‘grey’ literature (ie internal NHS reports, drafts
of documents that had not yet been published, and other unpublished source;) which
might be available on the research topic. This was achieved through informal networks -
including the NHSE, the RHA, the Regional Trust ‘outpost,’ colleagues working within
NHS commissioning and provider organisations, and telephone contact with
organisations such as the British Association of Medical Managers. The Project Steering

Group provided copies of some internal reports. Other ‘grey’ literature was available
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within the collections held at the South East Institute of Public Health, the Regional
Health Authority Library, and the South Thames Regional Library Service.

Finally, as the research topic continued to move up the political agenda nationally, a
further source of contextual information emerged, in the form of a major national
conference entitled The Involvement of Clinicians in Commissioning and Purchasing
Care. This was a high profile event, held at the Royal College of Physicians in November
1994, and attended by nearly 200 delegates, of which I was one. The conference was a
joint endeavour, organised by the Institute of Health Services Management and the
Conterence of Medical Royal Colleges and their Faculties in the UK. Speakers included
Mr Gerry Malone, then Minister of State for Health and Dr Graham Winyard, Medical
Director, NHS Executive. Sessions were chaired by equally high-profile individuals - Sir
Leslie Turnberg, President of the Royal College of Physicians; Phillip Hunt, then Director

of NAHAT (the National Association of Health Authorities and Trusts) and Peter
Stansbie, President of the IHSM (Institute of Health Services Management), and there

were presentations by managers and clinicians from across the country. Speeches, oral
presentations and panel discussions from this conference, together with the outcome of
the preliminary literature review, all influenced the research process in some way, and

these early sources of influence will be discussed next.

3.2  Clinical involvement in commissioning and contracting - a review of the

‘orey’ literature

Whilst searches revealed no published work on clinical involvement in commissioning,
a small amount of literature was beginning to become available on clinical involvement

in contracting. (For an explanation of the difference, see Chapter 2). This did not,

however, appear on the electronic databases, as it was unpublished - hand searching was
the only way of 1dentifying this work. It is also possible that, due to the time lag between
publication and citation, some studies which were still in progress, or articles that had
been completed but were awaiting publication, were overlooked. Those that were found

are discussed below.
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3.2.1 Th alth Services Journal Editoria

In April 1994, the Health Service Journal had run an editonal entitled, ‘Smile at a doctor
today,” which argued that “mutual distrust between managers and clinicians is reaching

epidemic proportions.” It based this opinion on an unreferenced survey of 250 clinical

directors, which it claimed had found that:

“Three quarters of the senior clinicians who took part complained that they were
excluded from contract negotiations with health authority and GP fundholders.
Clinical issues were given low priority when contracts were drawn up...and

financial considerations were ‘always paramount.’ ” (Health Service Journal 7

April 1994, p.13)

This editorial continued by arguing that, whilst “it would be easy to dismiss these gripes
as good old-fashioned gripes and whingeing” there was, nevertheless, a real concern
about the breakdown of the relationship between clinicians and managers in the NHS,

with “mutual distrust...reaching epidemic proportions.” The editorial located this

breakdown firmly within what has been described elsewhere as “the new managerialism™

(Hunter, et al, 1992; Klein, 1995) introduced into the NHS following the Report of the
NHS Management Inquiry (Griffiths, 1983), arguing that:

“After wielding unchallenged power in the NHS for generations, consultants have
taken unkindly to the rise of the health service manager. Feeling suddenly
subordinated, having your most dearly cherished and long-held assumptions

questioned or overturned, can be an uncomfortable and undignified experience.”

(HSJ, 7 April 1994, p.13)

This somewhat emotive editorial begs a number of questions. Firstly, 1t was not entirely
clear whether the editorial was simply reporting the survey findings, or offering its own
interpretation of these. As many researchers and users of research know, the media is

often not only highly selective in its reporting of the research outcomes, but often draws
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its own conclusions from these. Then there a question regarding the reliability of the
survey findings themselves. How robust were these? How large was the sample, and
what was the response rate? The survey methodology was not discussed in the journal,
yet the findings were being treated as though they were valid, reliable and generalisable
to all clinicians in the NHS. These assumptions clearly needed to be questioned. Finally,
1f this survey had been conducted in a way that would have enabled the findings to be
trusted, could the results be explained in terms of the changing power dynamics between
clinicians and managers? Was there sufficient evidence to support the assertion that
power had shifted from doctors to managers? Or were the survey findings being used as
evidence of such a shift? Finally, where might clinicians who are also mangers fit into
this picture? The editorial continues, in the very next sentence, by bringing this group

into the argument, adding that:

“...plentiful evidence exists to suggest the great project to involve doctors more
in management - begun by Griffiths in 1983, given further impetus by Working
for Patients in 1989 - really is ailing rapidly. This latest survey comes after a draft

Audit Commission report described clinicians’ involvement in management as
patchy” (HSJ, 7 April 1994, p.13)

However, it is not at all clear whether ‘involving doctors more in management’ was being
offered here as part of the problem, or as a potential solution. Indeed, it 1s not entirely
clear why this issue was presented as such a problem for NHS managers (the HSJ's
readership is largely health service managers, from across all sectors of the service). Were
managers feeling uneasy about this evidence of the changing balance of power between
themselves and the clinicians, or because they felt their increased powér being
challenged? Or was this perhaps more indicative of a general perception of a more
widespread breakdown of relationships within the NHS? The editorial clearly indicated

considerable concern about perceived high levels of mutual distrust, in which “many

managers are quick to assume clinicians always act out of self-interest” whilst “most

clinicians believe mangers will invariably pursue the cheapest, cost-cutting option”

regardless of the impact on service quality. “The dangers if this trend is allowed to

78



continue unchecked are plain” the text continues, “not only mass disaffection and

?

confrontation, but ineffective and poor quality services.” Did the evidence from the

survey and the Audit Commission report really indicate such as serious state of affairs?
Or was this more an indication of a change in something more subtle, but more profound,
such as the ethos within the internal market? Clearly, some kind of change in the zeitgeist

appears to have been evident, as the final paragraph of the editorial indicates:

“Wise up: collaboration and teamwork are once again watchwords in NHS
management. That way lies efficiency and effectiveness. Clinical directors need
to play a full role in deciding service strategy, allocating resources and managing
quality...[t]he reformed NHS in the Langlands era will not be about power

struggles and domination, but cooperation.”

This editorial had considerable impact on the South East Thames Commissioning
Network, and their decision to investigate the issue of clinical involvement in
commissioning as part of their role in supporting commissioning development across the
region (see Chapter 1). It also shaped the design of the project (see Chapter 4), by
suggesting that the ‘problem’ lay with Trust management (though this was not explicitly
stated within the editorial - no distinction had been made between NHS management on
either side of the internal market), and that the key group to involve were clinical
directors. But how strong was the evidence on which the editorial was based? To assess
this, it is necessary to examine the survey on which the editorial was based - to critically
appraise its design, method, results and conclusions - and to place this survey alongside
other sources of evidence relevant to this issue. The following three sections of this
chapter will therefore examine the survey and two other sources - the report of a

Ministerial Task Force on clinical involvement in contracting, and a national conference

on the same topic.
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3.2.2 The management consultants’ survey

The survey cited in the Health Services Journal editorial discussed above, had been
undertaken by a firm of management consultants, McClean Jones McCarthy Ltd. A copy
of the press release (embargoed until 7 April 1994, the date of the Health Service Journal

editorial) and a brief report of survey results were both obtained via a colleague in a
North Thames Regional Health Authority, but neither document contaix'led any
information on the survey methodology. There was no indication, for example, of the
sampling frame, the sample size or the survey response rate, and no commentary on the
survey findings. Written requests for further information received no reply, so a few
weeks later, I telephoned the company and asked to speak to the researchers who had

undertaken the study.

In response to this enquiry, I was told that the 250 clinical directors who had taken part
in the survey had been ¢ randomly selected’ from the company’s own database, although
I was not given any information on the size of the database, or who it included/excluded,
on the grounds that this information was confidential. Neither was I told (I did ask) how
randomisation had been undertaken, and whether there were any checks to ensure that the
sample was representative. Questions about the response rate resulted in a samewhat
hesitant response that it was “over a third, I think.” Non-respondents had not been
followed up, and no other information was available. My request for a copy of the full
report was declined, even though I explained that the reason I wanted a copy was to
inform my own research, and that I was willing and able to purchase this. This does not
give me great confidence in the robustness of the survey findings, as the survey sample
appears to have been drawn from an unrepresentative sample, and to have achieved a low
response rate. Nevertheless, in spite of the uncertain validity, reliability and
generalisability of the survey findings, these did nevertheless indicate some areas for

further investigation.
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3.2.3 The Ministenial Task Group’s Draft Report

The only other written evidence of direct relevance to the research questions and
available as part of the initial literature review was the draft report of the Ministerial Task
Group on Clinical Involvement in Contracting. This report was not widely circulated
beyond the civil service, but a copy was obtained from a colleague within the NHS
Executive sometime during the autumn of 1994, on the basis that I could use it to inform
my research. Although a final report was never published in full, many of the Task
Group’s recommendations were subsequently incorporated into the document Clinical
Involvement in Contracting: A Handbook of Good Practice (NHSE, March 19935), which
was published as my research was nearing completion. However, the Handbook contains
none of the background discussion of the Task Group’s findings. These can only be found

in the draft report, which is discussed below.

In its preamble, the draft report asserted that, “The NHS Executive from the outset of the

reforms has emphasised the importance of doctors, nurses and other professionals being

involved in the contracting process” and cites as evidence no less than four Executive

Letters: EL(90)221 - Involving Professional Staff in drawing up NHS Contracts;
EL(93)10 Managing Activity and Change; EL(93)60 Medical Advice to Purchasers; and
EL(93)103  Review of Contracting-Guidance for the 1994-95 contracts cycle.

Nevertheless, it goes on to argue,

“Despite clear messages coming from the centre there was a strong feeling
amongst clinicians, voiced particularly at the JCC, that they were not being fully

involved in the contracting process.”
“It was in response to these concerns that the former M(H) announced his

proposal to establish a Task Group to assess clinical involvement in contracting

in a speech to the Harveian Society in December 1993 ”
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The Task Group appears to have been established, by Dr Brian Mawhinney, sometime
between March and June 1994 - around the time of the Health Service Journal editorial.
It 1s difficult to be precise about dates, as the draft contains some contradictions. The
Group’s brief was to “review the clinical input and advice which has informed the current
contracting round” with the aim of promoting clinical involvement during 1994 - 95 and

beyond. Membership of the group included representatives from the Joint Consultants
Committee (JCC), the British Medical Association (BMA), the Royal College of Nursing

(RCN) and the National Association of Fundholding Practices (NAFP). There was in
addition a core team of four - three senior civil servants from the NHS Executive (one
each from the Health Care Directorate, Performance Management Directorate and
Nursing Directorate), and an academic (from the University of Warwick). Finally, there

was a Ministerial Nominee, who was a General Practitioner.

The task group makes no claim to have undertaken rigorous research, and says little about
its approach, beyond listing the sites visited (with dates) and the contracts reviewed. Site
selection is discussed very briefly, with the report stating that “The DHAs were chosen

In part from the responses received to M(H)’s letter of 12 January 1994" (on involving

local people and clinicians in purchasing), but no selection criteria are given. The report
also states that visits covered a range of acute, community, mental health and learning
disability services, thereby including a range of different services and professional

groups, and that a total of 16 health authorities and provider units were visited during

June and July 1994,

At each site, a single contract was selected to be studied in depth, but again, contract

selection 1s given only cursory attention:

“Each DHA was asked to identify three contracts where it was believed that the
involvement of clinicians had led to improvements in quality, level of activity or

efficiency.” (para. 3.2)
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One of these three ‘nominated’ contracts was then selected by the Task Group for in-
depth study, and was used as the focus of the site visits. Types of contract covered
included simple block, sophisticated block, block and cost per case, cost and volume, and

‘unspecified’.

Teams of between 4 and 8 individuals undertook these visits. The Task Force terms of
reference required the visits to be “focussed around a series of structured meetings” with
“provider unit managers, their main or host purchaser, medical staff, nurses and other
professionals.” (Terms of Reference, para 6) and stated that the team would “expect to
have access and the opportunity to examine” contracts, notes of contracting meetings,
existing policies and guidelines, and minutes of ‘cogwheel’ meetings. However, the
Terms of Reference were appended to the report, and had been prepared some time before
work began, as they also required a report to be presented to Ministers by the end of June
1994 (only one site visit actually took place before the end of June. The others were all
in July, and the final draft of the report was not produced until the autumn.) There is
nothing in the report to give any information on whom the team visiting each site spoke
to, what was discussed, or what other information was collected and analysed. Neither

does the report give any indication of the level of consistency of approach between teams

and across sites visited.

In view of the composition of the Task Group, the potential for biased reporting 1s
considerable, and there is insufficient information given in the report to enable any
informed assessment of the extent to which this could have influenced the reported
findings. As a result, the draft report must be treated with some caution. This is not to
imply that the Task Group’s findings are inaccurate, simply that they may not be typical.
A different group of people, visiting other sites, or even the same sites but with a

ditferent set of questions, might well have drawn quite different conclusions.
Nevertheless, this exploratory, case-study approach yielded some very interesting

findings, which were to inform my research, and to provide a source of comparison for

my own findings in the South Thames Region. For example, the Steering Group for the
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South Thames study was having a debate about which clinicians to include in the
proposed survey, and the Task Group finding that involvement of clinicians tended to be
at Medical or Clinical Directorate level influenced the final choice of survey population.
Other findings, such as that clinical audit, information on clinical effectiveness,

epidemiological based approaches to needs assessment and contracting for outcomes
were found to be failing to inform contracts, provided a number of areas for further

investigation within the South Thames survey.

The Task Group’s main finding, that “DHAs and provider units could demonstrate
involvement of clinicians in the contracting process...” is, however, unsurprising - in spite
of the fact that 1t contradicts the findings of the McClean Jones McCarthy survey. This
1s because being able to demonstrate evidence of such involvement was one of the
selection criteria for the site visits (see above). However, the fact that “...in practice, the
breadth and depth [of this involvement] varied significantly” and the suggested reasons
for these variations, provided further background to my own survey, and offer some basts
for comparison with my survey results (see Chapter 7). For example, the Task Force
report argued that involvement of clinicians was “largely determined by the sophistication
and type of contract set” and “largely dependent on provider management and their
commitment to the process.” It also argued that “Clinicians, where involved, tended to
be more directly involved in the on-going management and monitoring of the contract

than in negotiating and agreeing the contract.”

Furthermore, the Task Group findings reinforced the need to consider the issue of clinical
involvement in commissioning from the health authority perspective, through finding
that, in many cases purchasers were “not sufficiently informed in their discussions with
provider clinicians and had not made the necessary arrangement to access clinical
expertise.” To add to this, “a number of DHASs visited” were found to have “dismantled
their existing professional advisory machinery” without evaluating other approaches to
obtaining independent professional advice to support the purchasing role. Finally, the
Task Group reported finding “a difference in perception between purchasers and

providers about the actual level of clinical involvement and the level that is needed.”

84



However, no further elaboration of this difference is given - and it is not easy to tease out
the detail from the report. (This seems somewhat surprising, as all the other topics
highlighted as key findings are discussed in more detail in the main body of the report).
The draft Task Group report therefore provided invaluable contextual information to

inform the South Thames study - suggesting areas for further investigation as well as

offering baseline against which to compare the situation in the South East of England.

However, before moving on, it 1s important to highlight one other issue in relation to the
Task Group report. This 1s that the existence of the Task Group, at a Ministerial level, 1s
in itself an indication of the power and influence the provider clinicians appear to have
had in making their views known to Government, in this case through the mechanism of
the Joint Consultant’s Committee (a sub-committee of the Medical Royal Colleges), and
eliciting a response from a senior (in this case, Ministerial) level. Not only does the Task
Group appear to have been established as a direct result of the JCC voicing the concerns
of the medical profession, but the JCC representation formed the largest single group on
the Task Force itself - outnumbering the BMA nominees by 2:1. This illustrates the
extent to which consultants themselves appear to have been orchestrating the debate
about their exclusion from the contracting process, and as such, will require further
critical analysis (this issue will be picked up again later). It also has implications for
interpretation of the reported findings, and these will be discussed in the following

paragraph.

3.2.4. The Conference of Roval Colleges/IHS onference

This joint conference, organised by the Institute of Health Services Management and the
Conference of Medical Royal Colleges and their Faculties in the UK, came to my
attention during the summer of 1994, when I was undertaking the initial literature review.
As the title of the event, The Involvement of Clinicians in Commissioning and
Purchasing Care, was so similar to the title of my research, I felt it would be likely to
offer some useful background information, and perhaps even some insights into the issues

[ was proposing to investigate. The conference was held in November 1994, by which
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time I had already begun interviewing the Chief Executives and Directors of Public
Health in the South East Thames health authorities, and the survey questionnaire for the
clinical directors was still being drafted and piloted. The conference flyer neatly

summarises many of the issues and concerns which my research set out to address:

“There 1s concern amongst purchasers and providers of health care that there 1s
insufficient clinical input in the contracting process. Mechanisms for advising
both commissioners of health care and trust chief executives are often unclear,
and in many cases, contracts for the delivery of services are agreed without

consulting the clinicians who are required to deliver the services.

The main theme of the conference is to explore how hospital consultants who
have first hand knowledge of how clinical services operate, and of the
effectiveness of different health care interventions can get this information across
to purchasers in order that the best possible care can be commissioned. Some
hospital consultants on the other hand need to develop a better understanding of

broader health needs, which are known to purchasers.” (IHSM Conferences flyer,
for 28 November 1994)

The reasons for holding the conference were summarised by the Chair, who argued that
provider-clinicians were unsure that purchasers were seeking their advice, whilst
purchasers were unsure how and where to seek ‘independent’ clinical advice. The Task

Force report was mentioned, with an indication that it was to be available towards the end

of the year, and the Ministerial speech which followed was clearly based on its
recommendations. Ministers were, apparently, concerned that clinicians didn’t feel
involved in the processes of commissioning and purchasing, and it was for this reason
that the Task Force had been established. It’s recommendations were being considered,
and the Government was, the Minister reassured everyone present, fully committed to the
issue of clinical involvement. Presentations and discussion throughout the day "ﬂushed
out’ many of the issues which were subsequently to become familiar to me, such as how

to achieve changes in service delivery (especially reconfiguration of services, which were
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often unpopular with the public, as well as clinicians); how to make clinicians
accountable for the use of NHS resources; how to make the contracting process a vehicle
for change, how to improve relationships between purchasers and providers, and between
clinicians and managers, how to involve GPs (judging from the comments from the floor,
this group felt even more excluded from the commissioning process than their hospital
colleagues) and how to change clinical practice (through the incorporation of clinical

audit, evidence-based medicine, and measurement of clinical outcomes).

Attending this conference provided me with valuable contextual information to support
my research. It also highlighted the strength of feeling amongst the medical profession
in relation to this issue (nearly 200 delegates attended this whole-day conference, and
approximately 2/3 of these were doctors). However, there was also evidence of a great
deal of infighting between the different professional groups - particularly between the
GPs and the hospital consultants present (this was much more evident than any
suggestion of conflict between managers and clinicians, or purchasers and providers), but
also between different specialities. The complexity of the issue of involving clinicians
in commissioning also became evident, not only because the clinicians in whom I was
interested did not appear to be in any sense a homogeneous group, but also because they
seemed confused about the purpose, scope and value of the commissioning process they
were clamouring to be allowed access to. This is illustrated by the following anecdote I
recorded in my notes. As I was leaving the conference I overheard one consultant
discussing his confusion with a colleague, who explained it thus: “The difference
between purchasing and commissioning, as I see it, is like this. I can go into an art

gallery, and I can purchase a painting. Or I can go to an artist, and commission one.”
3.2.5 Challenging assumptions and explanation

The project brief prepared by the Steering Group had been based on a number of
assumptions, which the literature review has set out to address. Firstly, there was the

assumption that there was an existing body of published literature documenting

experience elsewhere in terms of involving clinicians in commissioning. Perhaps there
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were other documented sources, but if there were, all my efforts, and those of the regional
library staff, failed to locate them. The Steering Group had also assumed that there were
examples of ‘good practice’ which could be used to inform local action. (This in itself
presupposes that there were also some agreed criteria against which such practice could
be evaluated, and defined as ‘good’.) It was perhaps possible that in some other part of
the UK, work was taking place that might constitute ‘good practice’ - but whether this
was being systematically recorded in a form that could be used to inform managerial
decision-making within South East Thames was unknown. If such work existed, it did
not come to light during the course of my research. Even the Good Practice Guidelines
developed by the Task Force were not published until my survey was complete. Whilst
in some ways this was frustrating, in others it was reassuring - particularly to the .Steering
Group, who felt that their decision to commission some local research on this issue was

justified.

Secondly, there was the assumption that clinicians were being systematically excluded
from the commissioning process. This was based on anecdotal evidence presented in the
media, and lobbying by the various associations representing the medical profession’s
interests. However, research evidence to support this annecdotal evidence was limited.
The evidence that was available was contradictory, and could be considered unreliable
on methodological grounds. Furthermore, it was by no means clear how much their
exclusion was a perception and how much a reality (though to misquote a popular
sociological truism, “perceptions are real if they are real in their consequences” - hence
clinical exclusion from involvement in commissioning could be considered to be a
problem area if any parties to the commissioning process perceived it to be so - whether
or not the majority of clinicians were actually being actively excluded, or encountering
more subtle barriers to such involvement). Certainly, there was plenty of observational
evidence that the clinicians were voicing their concerns about this issue at a number of
levels within the policy arena. Exploring what was actually happening locally therefore
seemed to be a legitimate area for further research, and the ‘grey’ literature, in spite of
its limitations, had provided much to illuminate the research questions, and to inform the

research design (see Chapter 4).
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At a more academic level, however, I was beginning to ask myself rather more
fundamental questions about the reasons why this mattered so much to the clinicians, and
why the South Thames Commissioning Network was so anxious to address these
particular concerns. This led me back to a consideration of the various explanations
offered by the HSJ editorial, which I felt warranted further exploration. Could any of
these, for example, be turned into testable hypotheses? Or did they perhaps suggest a
conceptual or theoretical framework in which to locate the research, or to interpret the
research findings? To explore these further required a more extensive, but selective,
review of a related body of literature, on the topic of clinical involvement in management.
Here, on-line searches of the health management and health policy data-bases were more

forthcoming, and the following section of this chapter will draw on this work.

3.3  Clinicians, managers, and clinical directors - from conflict to incorporation?

The explanations offered by the HSJ editorial for the worrying state of affairs on which
it was commenting were as follows. Firstly, there was the suggestion that the senior
clinicians’ complaints were simply an example of “good old-fashioned tribalism,” and
could therefore be dismissed or ignored. Secondly, there was an assertion that the
introduction of general management into the NHS had fundamentally altered the balance
of power between doctors and health service managers, with the result that the clinicians
were feeling disempowered. The language and tone of the editorial suggested that this
situation may have reached an uncomfortable level, with concerns being expressed that
if managers did not take steps to remedy the situation, “destructive passions will soon be
unleashed.” (HSJ 7 April 94 p.6) Finally, there was the claim, apparently supported by
an Audit Commission report, that the clinicians’ own involvement in management was

“patchy and problematic.” The connection between three proposed explanations, and

their relevance (or otherwise) to the South Thames research, require further clarification.
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3.3.1 ‘Tnbalism’ in the NHS

The term ‘tribalism’ means different things to different people. Management theorists
such as Handy (1990), for example, argue that all organisations are collections of tribes,
which can be *;?ery different in their assumptions, their traditions, and the ways they
behave. In his analysis of the culture of organisations, Handy (1985) devéloped a
typology of four ‘ideal types’ (though he does not use this term to describe them) of
organisational culture. These comprised small, entrepreneurial organisations (the power
culture); formal, structured organisations - elsewhere described as bureaucracies (role
cultures); project oriented organisations (the task culture); and loose associations of
(usually professional) individuals (the person culture). In his later work (Handy 1990) he
uses these terms to describe groups within organisations, rather than organisations per
se, and argues that, whilst every organisation is different, each will contain a different
mix of cultures or ‘tribes’- usually in different divisions within the organisation - and
bigger organisations will have more tribes. One of Handy’s tribal typolgies (the person
tribe) is, he argues, very different from the other three in the ways in which they relate
to organisations. Whereas club tribes (derived from the power culture), role tribes
(bureaucratic types) and task tribes (project-oriented groups) put the purpose of the
organisation first; person tribes (professionals grouping together for their own
convenience), on the other hand, “put the individual first, and makes the organisation the

resource for the individuals’ talents.” (Handy 1990, p. 151)

Doctors are, according to Handy’s analysis, the best example of the person tribe, though
all the senior professions (other examples include architects and barristers) could fall into
this category. Using Handy’s analysis, therefore, it could be argued that the differences
between health service managers (who are likely to be from club, role or task tribes) and
clinical professionals (especially members of the medical profession) are linked to
fundamental differences in mind sets and priorities - with managers caring about the
purpose of the organisation, and ensuring organisational objectives are being met, whilst
clinicians place their main emphasis on maximising their professional interests - ie

providing medical care. Blakemore and Symonds (1997) illustrate this view when
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discussing the impact of the introduction of general management on health care systems:

“Managerialism claims to be neutral and impersonal, having no narrow or
personal professional interests, placing the value of efficiency above all other
interests. It contrasts with professionalism, which claims specialisms and bodies
of knowledge. Managerialism is not about protecting and demarcating specialist

activities, but rather it is about leading and controlling the entire organisation.”

(Blakemore and Symonds, 1997, p. 227)

This 1s a popular conceptualisation in the health policy and management literature, as
well as 1n the popular press. (Around this time there was a great deal of discussion in the
media about the relative number of managers and doctors in the NHS, frequently
stereotyped as ‘grey suits’ versus ‘white coats.’). Yet this description is, as we shall see
when we come on to the discussion around the role of clinicians as managers, more likely
to be 1deological than empirical in origin. Nevetheless, recognition of these contrasting
ideologies is important, as different ideologies may be an important source of conflict.
However, for me, the notion of ‘old fashioned tribalism’ as it is used here fails to analyse
the basis of that conflict, or to address the power relations that underpin it. To understand

these issues, might a rather more sociological analysis offer any compelling insights?

In sociology, the term ‘tribe’ simply refers to a social group whose members share
cultural and linguistic characteristics, and are bound together by reciprocal rights and
responsibilities. (Jary and Jary, 1991) This 1s a description which undoubtedly fits the
medical profession, whose professional socialisation ensures the development of a shared
culture and language, and the acquisition of a body of specialist knowledge. (Blane,
1997) However, once again, this notion of tribalism does not extend to an analysis of
tribal contlict, or the power relations between the medical and managerial ‘tribes’ within
organisations. Nor does it throw any light on the HSJ editorial’s assertion that the
balance of power between the two tribes under discussion has shifted from clinicians to
managers. This assumption, although commonly-held, 1s by no means unproblematic,

but we need more than an unpacking of the notion of ‘tribalism’ to explore it further. It

o1



1s here that insights from the sociology of the professions can shed some light on the

issues under debate.

Within soctology, much has been written on the role of the professions, usually in relation
to the 1ssues of social and occupational stratification. Attempts have been made to define
the characteristics which all professions have in common and which, it is argued,
distinguish them from other occupational groups. Whilst what is included or excluded
from any given list of characteristics tends to vary depending on the profession under
scrutiny or the particular perspective of the scrutineer, a list of ‘core’ features usually
includes such characteristics as a specialised body of knowledge, a code of ethics,
monopoly control over an area of practice (often reinforced by State registration) and
‘professional autonomy’ ie the freedom to define and organise their own workload. (See

for example, the work of Freidson, 1970).

However, as a number of sociologists have argued, these attributes are not simply
‘givens’- professionals are not the passive recipients of their particular occupational
position; professional status and professional power are achieved by social actors,
working individually and collectively to improve and maintain their professional status.
(Macdonald, 1995). Indeed, in some analyses, the extent to which the core characteristics
that indicate professional status have actually been acquired is seen as an indication of
the success (or otherwise) of the professionalisation process - with failure to achieve any
one of these attributes taken as an evidence of unsuccessful or incomplete
professionalisation. (Turner, 1995). Seeing professionalisation as a dynamic process,
however, also implies that professional power is, at least potentially, open to challenge.
As Blane (1997) argues, “an occupation’s professional status is not guaranteed for all
time, and ...the level of its professional powers can change.” It is this possi'bility of
challenge that underpins a further set of debates within the sociology of the professions,
around de-skilling (sometimes referred to as proletarianisation) and deprofessionalisation.
I believe that 1s this potential challenge to professional power which is significant, and
will require further exploration in the light of the findings within South Thames (see

Chapter 8). But first, I shall turn to the discussion of the power balance between
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managers and clinicians, and examine the evidence to support (or refute) the assertion
that the introduction of general management into the NHS in the mid-1980s had shifted
power between the medical profession and health service managers in favour of the

mariagcrs.

3.3.2 The impact of eeneral manacement on professional power in the N

Commentators from sociology and from social policy have argued that, prior to 1984,
control of the NHS was exercised centrally, by civil servants and Ministers, who
delegated power to “the most crucial health service trade” (Strong and Robinson, 1990)
the medical profession. Until this point, 1t is claimed, there was an assumption that health
care organisations were fundamentally different to private sector organisations, and the
professional autonomy of doctors remained unquestioned. Medical services were

‘administered’ rather than managed, and this administration was undertaken by a group

of “low level functionaries.” (Strong and Robinson, 1990)

The Gniffiths Report (1983), it is argued, challenged these arrangements. Implerrientation
of the Griffiths recommendations brought about a “tidal wave of change” ( Strong and
Robinson, 1990) that swept over the NHS at all levels, introducing an “ambitious new
model of management which aimed to put the clinical trades on an integrated, monitored,
and subordinate footing.” (p.xit1). Needless to say, the story continues, these reforms
were resisted by the clinical professionals, who continued to argue that clinical care was
a matter for the professional judgement, therefore beyond the jurisdiction of general
management. Although the medical profession was the chief target of the Griffiths
reforms, however, 1t is suggested that “the power of doctors was too great for an initial
assault.” As a consequence, it would seem that this new breed of general managers were

compelled to move slowly, and frequently had to “cover their tracks.” ( Strong and

Robinson, 1990)

As Strong and Robinson are quick to point out, their study of the introduction of general

management into the NHS during the mid-1980's set out capture a culture in the making.
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The extent to which this cultural change was actually achieved 1s, however, much less
clear, and would seem to be the subject of some ongoing debate. Klein (1995) for

example, argues that:

“the impact of the new managerialism on the way the NHS conducted its business

at district and hospital level was perhaps not as revolutionary as the rhetoric
implied, and certainly not as immediate as Ministers might have hoped.” (Klein,
1995, p.149)

This gap between the rhetoric and the reality 1s also examined by Harrison and Pollitt
(1994), who argue that, whilst the new breed of general managers did acquire some
additional powers, these were limited to areas such as questioning the professional roles

and skill-mix of nurses, the closure of hospital beds, and the pro-active management of

new i1nitiatives.

“In other areas of organisational life, doctors retained almost undiminished their
ability to obstruct changes of which they disapproved. Indeed, in some research
they tended to report that the Griffiths changes had not decreased their influence.
Moreover, it seems that doctors retained a good deal of covert influence; many
general managers expected doctors to be difficult, and therefore refraix}ed from

raising issues that might arouse opposition...” (Harrrison and Pollitt, 1994, p.50)

Klein reinforces this argument, adding the view that professional resistance on the part

of the medical profession was only part of the story. The conversion of NHS
administrators, who had seen themselves as brokers between conflicting interests, into

the new breed of general managers ready and willing to challenge the status quo, was he

argues, rather slow. Whilst some were willing to embrace the changes, to take risks and
to challenge the medical profession, others were more circumspect and “resentfully
questioned the applicability of what they saw as a supermarket management style.”

(Klein, 1995, p.149) Furthermore, Klein goes on to argue, there were few incentives or

sanctions to support cultural change:
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“However elegant the Griffiths model may have appeared, it lacked an engine to
drive it. Its weakness lay not so much in seeking to impose on the NHS an
approach to management drawn from the private, for-profit sector of the
economy...as 1n assuming that i1t was possible to change the style without also re-

engineering they dynamics of the system” (Klein, 1995, p. 152).

That the introduction of general management into the NHS following the Griffiths review
set out to challenge the hegemony of the medical profession appears to be taken for
granted within the health policy and management literature. It is only the extent to which
this challenge succeeded, and the reasons for the degree of success or failure that are still
the subject of debate. Yet, as Causer and Exworthy (1999) argue, the conventional
wisdom that professionals and managers “stand in a necessarily antagonistic
relattonship” (ibid. p.83) may be an oversimplification, as it fails to recognise the extent
to which professionals become managers within their own organisations. It is this issue
that the final claim in the HSJ editorial was referring to, when it argued that “the great
project to involve doctors more in management” had also run into problems. The role of

clinicians as managers therefore also needs to be taken into account.
3.3.3 olving clinicians in management - before and after Griffi

The history of involving clinicians in management pre-dates both the Griffiths reforms
and the introduction of the ‘internal market’ in the NHS. There are a number of strands,
with at least one predating the introduction of the NHS itself. For example, in 1929,
when local authorities took over the former poor law hospitals, Medical Officers of
Health became key players in the management and administration of a wide range of
municipal hospitals and community health services (Lewis, 1986). More recently, there
appear to be two main antecedents to current arrangements - the cogwheel system, and
consensus management. Both would seem to have contributed to the eventual
development of the now common system of clinical directorates, which will be discussed
in more detail a little further on. Yet in both cases, a different purpose appears to have

been driving these initiatives. The impetus for the cogwheel system would seem to have
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been the need to rationalise the division of medical labour, whereas consensus
management teams were established in an attempt to achieve a fairer alloqation of
resources between the acute and community sectors. Both will be explored a little more
fully, before moving on to a discussion of attempts to involve clinicians in general

management, and the subsequent development of clinical directorates.

Ham (1992) argues that, in the past, the main vehicle for involving the medical profession
in NHS management was the so-called ‘cogwheel’ system. This dates back to three
reports on the organisation of medical work, published between 1967 and 1974, popularly
known as the ‘cogwheel reports’ because of the design on their covers. The first
cogwheel report recommended the creation of broadly-linked, specialty-based divisions,
with representation from consultant and junior medical staff. Representatives would
come together to form an executive committee, to oversee service provision within a
division, and liaise with other professional groups as necessary. (Levitt, Wall and
Appleby, 1999) This system appears to have had considerable longevity - it was still in
place when I joined the NHS in 1990, shortly after publication of Working for Patients.
The Director of Public Health in whose department I was based often described the lead
clinicians in our local acute unit as ‘cogwheel chairs.” Moreover, these cogwheel chairs
were still in situ more than a year later, as I discovered when organising a health
authority consultation on the Green Paper Health of the Nation (1991), at a time when the
local acute unit had recieved Ministerial approval for transfer from DMU to trust status.
Indeed, it was the cogwheel system that was suggested by Griffiths as a suitable basis for
clinical participation in decisions about resource management within the NHS (Ham,

1992) though to some extent management budgeting and the Resource Management
Initiative superseded this arrangement. Cogwheel divisions were finally replaced by
clinical directorates as NHS trusts became established, though, as we will see below, the
introduction of clinical directorates as the preferred model for internal management

within trusts was not unopposed, and took many years to implement fully across the
NHS.
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The other important strand in the history of attempts to involve clinicians in management
has its roots in the 1974 reorganisation of the NHS, which established the process now
referred to as ‘consensus management.” Multi-disciplinary management teams, made up
of representative consultants, GPs, nurses, administrators, treasurers, and medical

officers, were established, and charged with managing health services at various levels

of the NHS. (Austin and Dopson, 1997)

Whilst this approach aimed to build on earlier management changes (including the
introduction of the cogwheel system), and was underpinned by concepts of team working
and consensus management (Ham, 1992), it in fact institutionalised medical influence
(Harrison and Pollitt 1994) and gave members of the medical profession the right of veto
(Klein 19935). It is these arrangements which were subsequently abolished by the Griffiths
reforms of the mid-1980s, when general management was introduced, though there is a
certain 1rony in this, as Levitt and colleagues (1999) argue that “it was hospital doctors’
criticisms of consensus management which probably did most to encourage the Secretary
of State to commission the Griffiths report in the first place.” (Levitt, Wall and Appleby,
1999).

Meanwhile, returning to the discussion of the new managerialism introduced following
the Griffiths review, it is time to examine the role of the clinical manager - the hybrid
model who, according to NHS mythology, sits astride the professional-managerial divide.
As Klein points out, Griffiths himself was always anxious to assure doctors “that the new
managerialism did not represent a threat to them but rather an opportunity to participate
more 1n the decision-making process.” (Klein, 1995 p. 150) Griffiths was, in fact, arguing
that clinicians should join the ranks of the new breed of general managers. Few took up
this offer, in spite of a number of initiative designed to encourage them to do so. When
the new posts were established, only 9.1% of general managers appointed came from the
medical profession. (Mark, 1991) Whilst this can in part be explained by the lack of
experience and management training which was initially available to the profession,
numbers actually halved in subsequent years (Millar, 1991), suggesting a more complex

set of contributing factors. Indeed, the health management literature of the early 1990s
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is littered with articles attempting to explain why clinicians (usually referring to the
medical profession) were so reluctant to become involved in general management, in

spite of having argued that the NHS needed more clinically-qualified managers.

(Fitzgerald, 1991a).

Reasons identified, in addition to lack of appropriate training and experience, included
such factors as loss of income (particularly from private practice) and status (the view
that only poor doctors become managers) and role conflict. Those who took on general
management on a part-time basis alongside their clinical commitments, found
combining both roles particularly difficult. (Millar, 1991). The difficulties experienced
in drawing the medical profession into general management raised a number of questions
about the ‘traditional’ barriers between doctors and managers, and how these might be
overcome (Fitzgerald, 1991a). It also raised a more fundamental question about the
appropriateness of the general management role as a ‘template’ for clinical managers,
and whether alternative models of clinical management might in fact be more

appropriate. (Fitzgerald, 1991b).

All this, however, assumes that medical involvement in management is a desirable
objective. Whilst this might well have been government policy, it is worth clarifying why
this was felt to be necessary, and whether clinicians might have shared this view. It 1s
here that Klein’s commentary throws some light on the issues. He argues that the hostility
of nurses and doctors to the Griffiths reforms had deep roots. Nurses were disadvantaged
by the changes, he claims, as they both lost the right to be managed by a member of their
own profession, and the right to be represented on district management teams, though he

fails to mention that they gained the right to become general managers (and later, clinical

directors). Doctors, however, saw the report as “questioning whether their clinical

autonomy extended to immunity from being questioned as to how resources were being
used.” (Klein, 1995) This is a key issue, and links to the issue of deprofessionalisation,
discussed above - as challenges to resource use cannot easily be divorced from challenges
to professional judgement. Although the decision-making Griffiths seemed to have in

mind when he had invited doctors to become managers was financial, the link between
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making doctors accountable for the use of resources and the process of clinical decision-
making was made quite explicit. Clinical decisions, especially those made by doctors,

have financial consequences:

“Their decisions largely dictate the use of resources and they must accept the
management responsibility which goes with clinical freedom. This implies active

involvement in securing the most effective use and management of all resources.
The nearer that the management process gets to the patient, the more important
it becomes for the doctors to be looked upon as the natural managers.” (Griffiths,
1983, p.18 - 19)

It is not surprising, therefore, that the Griffiths report was an important stimulus to the
development of a number of approaches designed to make clinicians accountable for their
use of resources. What is interesting, however, is that unlike many other reforms, these
were initially established as ‘demonstration’ projects, in a number of pilot sites.
Furthermore these ‘demonstrations’ were evaluated, and findings from these evaluations
informed further development. The first, management budgeting, allocated budgets to
consultants, and gave them responsibility for managing programmes of clinical care.
(Harrison and Pollitt, 1994). Management Budgeting was superceded in 1986 by the
Resource Management Initiative, introduced in 1986 (Ham, 1992). Resource management
sought to improve information systems and to involve clinicians directly in the
management of their own resources, with the aim of increasing their efficiency in the use
of resources. Budgets were devolved to departments, and lead clinicians given
managerial responsibility for their use. This simultaneously increased the pressure for
clinical involvement in management decision-making, and for management control over

resource allocation and prioritisation of services (Fitzgerald, 1991a)

The Resource Management Initiative was, along with the ‘cogwheel’ system described
above, an important influencing factor on the introduction and development of Clinical
Directorates. These transatlantic imports brought a new focus to the ongoing attempt to

involve clinicians in management, with some health policy and management analysts
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arguing that these offered a more ‘clinician friendly’ approach than previous attempts.
However, 1nitial concerns about their potential for challenging clinicians’ independence
were also raised (BMJ, February 4th, 1990) and potential flaws in the model identified
(Kennedy, 1990). Basically, Clintcal Directorates are business units within NHS trusts,
usually (but not always) built around a more-or-less self-contained clinical service. Each
business unit i1s headed by a Clinical Director (often, but not always, a consultant) who
exerts budgetary control over staff, equipment and supplies (Capewell, 1992). The
number of clinical directorates within a trust, and the size of the budget held, show

considerable variation, and determined attempts were made not to appear prescriptive:

“There 1s no single ‘right’ structure for clinical directorates, and a wide range of
different models has been adopted. In most places the structures are still evolving.

In acute units directorates are usually based on clinical specialties. Community

units have a more varied approach.” (Audit Commission, 1994)

This is exactly the position we encountered in South Thames in 1994, when attempting
to 1identify the survey population (see Chapter 5). Many of the trusts which took-part had
not established clinical directorates, and some were questioning whether this was an
appropriate way forward. However, there was considerable pressure being put on them
to address their internal management arrangements, as Trusting in the Future (Audit

Commission, 1994) demonstrates.

This document, which formed part of the research background material provided for me
by the project steering group, set out the management agenda for NHS Trust Boards,
exhorting them to “strive constantly to improve their efficiency and the quality of their
services” (p.1) Whilst it emphasised the need for Trusts to work closely with their main
purchasers “to develop a shared understanding of future trends and options for the
delivery of health care” it focussed particularly on the need for them to put their own
Internal structures and processes in order, to enable them to become more responsive to
change. It recognised that “many Trusts are devolving more responsibility for

management and resource allocation to to semi-autonomous sub-units, such as clinical
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directorates” but then went on to claim that, with a few exceptions, these arrangements
were not working well. Problems were occurring particularly around the area of clarifying

roles and responsibilities:

“There has always been a tension for professionals between clinical freedom and
organisational accountability and simply giving some clinicians a management

role may not be sufficient to resolve the issue.”. (Audit Commission, 1994. p.1)

The introduction of clinical directorates and business units, and the issue of clinical
accountability for resource use run through the report, which deals with both strategic
(management of change) and operational (day-to-day running of the organisation) issues.
Core responsibilities are set out for Trust Boards, but much of the report concentrates on
more specific management issues, including the need to involve clinical professionals in
management processes. The establishment of clinical directorates or business units is the

recommended approach, in spite of the determined efforts not to appear prescriptive.

If these approaches were encountering difficulties, why were they being advocated?
After all, one of the criteria for eligibility for trust status was the extent to which
professional staff were involved in management. By the time this report was published,
and the South Thames project was being set up, the ‘fourth wave’ of Trust applications
had been approved, and over 95% of NHS services were being provided in Trust hospital
and community services. The introduction of the internal market, with its separation of
purchasers and providers, was, in effect, now complete. So why was the issue of clinical
involvement in management still an issue? It did appear, after all, that what the HSJ
editorial called “the great project to involve doctors more in management” which in fact

dated back even earlier than the Griffiths review of 1983, was not a resounding success.

3.3.4. Theorising the debate

There are a number of 1ssues which arise from the literature on clinical involvment (or

lack of involvement) in management within the NHS, and many of these are now being
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addressed in the health policy and managment literature. Firstly, as the above discussion
tllustrates, a simple dichotomous mapping of the relationship between professional and
managerial roles and functions is not conceptually adequate. The ways in which
professionals become involved in management are much more complex than discussion

of the 1deologies of managerialism and professionalism imply.

One way of representing this complexity is to draw on recent work by Causer and
Exworthy (1999), who i1dentify six categories of professional management, five of which
are characterised by their past or present engagement in professional practice. Although
this analysis was not available at the time the research into clinical involvement in
commuissioning was undertaken, it can be used to provide a framework in which to<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>