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Preface

The idea for this book has been with me for a long Hme. | have taught a
number of different ‘management modules” to students on a range of
health related courses and one of the biggest challenges has always been
demonstrating the relevance of management theory to the reality of
practice. There are many excellent books which discuss and analyse
management and organisational theory, indeed [ have drawn on them in
my teaching and in this book. There are also numerous ‘How to do it’
type management texts, yet the students on the modules often
commented that they could not find anything that considered the theory
in the context of practice. The experience of working with students on
these modules and their comments about the utility of management
theory suggested to me that there was a need to produce a book which
brought elements of theory and practice together,

My aim is to demonstrate the relevance of management theory to
practice, not only in terms of providing insights on what theory can tell
us about being better managers, but also how it can be used to explain
some of the problems experienced when trying to manage effectively.
Management theory does not provide all the answers however it can
help us develop a greater understanding of how the organisations we
work in function. Ultimately the test of any book such as this is its
usefulness for the reader, academically and practically. | hope you find it
helps not only in completing your studies but also in approaching the
management and organisation of health care with a different perspective,

Alistair Hewizon
June 2003
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Introduction

Why study management?

Why do health professionals need to know about management? In what ways
can management concepts and theories help health professionals understand
more about the organisations in which they work? How can a knowledge of
management help practitioners to deliver high standards of patient care? The
purpose of this book is to provide some answers to these questions. The
organisation and delivery of health care has been influenced by management
ideas and theories throughout its history. However, in recent years this has
become more evident. The intention here is to provide a context for this
development and present a justification of the need for health professionals to
study management. At the end of this introduction it should be clear why
health professionals need to study management and how it can be of
assistance to nurses and members of the allied health professions in the
delivery of care to patients. However, it is not a ‘how to do it’ book, nor does it
provide the definitive guide to managing. There are many texts which purport
to provide ‘the answer’ to management (Collins 2000), yet as Trisolini has
observed: ‘Health care management textbooks and training programmes
usually focus on only one or two models. The increasing pressures worldwide
for efficiency and quality in health services means a wider perspective is
needed’ (Trisolini 2002, p. 296). The aim is that this book will encourage the
development of this wider perspective by demonstrating how management
and organisational theory impact on health care and the implications of this for
health professionals.

What do we mean by management?

The word ‘management’ is derived from the Italian maneggiare, meaning to
control or to train, particularly in relation to the management of horses; the
Italian term was itself rooted in the Latin manus, meaning hand (Grint 1995). It
is evident that management in some form has existed for as long as people
have worked together collaboratively to achieve collective outcomes. The
construction of Stonehenge, the Pyramids and the Great Wall of China could
not have been completed without some form of planning, organisation,
leadership and control, for example. Similarly if a more destructive activity is
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considered, namely war, it can be appreciated that the capacity of people to
organise the necessary logistics to execute a sustained campaign also needs to
be managed. and the origins of key management terms such as ‘strategy’ and
“targets” become a little clearer. A further strand in the development of
management can be traced to religious institutions, particularly the early
Chriztian monastic orders (Grint 1995), Indeed, the longevity of the Roman
Catholic Church is attributed o its success in organisational and management
lerms in remaining fecused on ils key purposes and having a clear structure
(Handy 19973, Consequently the antecedents of management thought date
Boch over many centuries, indicating not only that management has been a
concern througnout Bistory, bul also that it is an area where opinions can
diverge.

¢ -I:' 5 -le [t T -\,.ulu Teraaagpi
Whenever people work | manon purpose there is the potential
! it I five peting explanations regarding how to
. s avinvity. As CHE observe:
Mhe bosic clements of organizations have remained relatively constant
e i ! 1ions {or heir important constituencies) have

7 av be enplicit or implicit), attract participants, acquire

I allocale resources o accomplish poals, use some form of struchure o
divide and co-ordinate activities, and rely on certain members to lead or
e others. Although the elements of organizations have remained
relatively constant, their purposes, structures and ways of doing things,
and methods of co- -ordinating activities have always varied widely.
{Shafritz & Ot 2001, p. 2)

To pulit another way, we have o accept that any theory or perspective that we
bring to the study of organisation and management, while capable of creating
vaiuable insights, is also incomplele, biased and potentially misleading
iMorgan 1997). There is no one best or universal way to manage in health
care, Consequently managers need to understand a range of different models
as this gives a broader array of methods to choose from when analysing
problems, considering allernalives and implementing action plans (Trisclini
2002). Therefore il is important to examine a range of theoretical explanalions
of organisation and management in order to ensure their relevance for health
professionals is clear. 1t is not a case of some theories being good or bad, or
indeed one theory providing answers to all of the organisational problems
people experience. Rather it is necessary to consider a range of views and
iheories and think about how they can inform us about health care
organisation.



Introduction
Surviving in organisations

Organisation and management have been around as long as people have
worked together and yet management is a ‘contested phenomenon’ (Collins
2000). The way it is carried out varies from one organisation to another.
Although there are general principles and approaches that can be applied in
any organisation, there are inevitable variations. Mullins (2002) maintains that
the common features of an organisation are people, structure and objectives.
This may be so but the objectives of a hospital and restaurant are different.
Similarly the two groups of people who work in a car factory and a community
nursing team pursue different routes in terms of training and are motivated by
different outcomes. There are certainly similarities between organisations,
however the way management is carried out is different and this is shaped in
part by the type of organisation and the activity in which it is engaged (Ranson
& Stewart 1994).

Health care organisations have distinct features and are characterised by a
particular set of values (New 1999). The way that the practice of management
is carried out also varies depending on the person who has the responsibility
to manage. This suggests that whatever can be done to understand more
about the way organisations operate will be useful for health professionals.
This can be at the level of recognising who is supposed to do what and why
they are trying to do certain things, which can make managerial actions
appear more understandable even if agreement as to the appropriateness of
them is not so clear cut. This insight should enable those working within the
organisation to at least find their way around, in management terms, and at
best capitalise on this knowledge to enhance patient care. For example,
knowing how patient referral mechanisms work, who is responsible for
quality in the organisation, and how achievement of objectives is measured
are all aspects of organisational performance that the health professional
needs to be aware of in order to provide appropriate care. The chapters that
follow all contain material that can be used in this way. However, there are
other reasons why it is necessary for health professionals to be able to
understand management and indeed adopt a critical approach to it.

Health professionals as managers

It has been suggested that if health professionals are to work effectively in the
interests of their patients then an understanding of management would be
helpful. In some ways this can be regarded as a minimum requirement. A
recurrent theme in the organisation of health care is the recognition that if it is
going to work then health professionals need to be involved in its
management. In the National Health Service Bill (MOH 1946) it is stated that
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"the minister is to assume direct responsibility, but he [sic] is to entrust the
actual administration of the hospital and specialist services to new regional
and local bodies . . . they are to include people of practical experience and local
knowledge and some with professional qualifications.” Although the term
“administration’ is used it can be read as 'management’ because at this stage of
the development of the National Health Service (NHS) this was the term that
was used in reference to the organisation and delivery of care and treatment,
and here it indicates a belief that health professionals had a vital role in this.
Similarly in 1972, before a later reorganisation of the NHS, Keith Joseph, the
Conservative Secrelary {'.-:' “l-ﬂ:c for Social Services at the time, explained the
benefits that would follew; °... the organizational changes will ... bring
itive wains (o the prof ofessional worker, He = or she = will have the
| oo ber o wark betber and of playing a much
the o pement decisions that are taken in each
FUss 19700 Apadn there was an expectation that health professionals
tit A Lt the manacement of the service, Similarly in 1983
2 winplissed the importance of involving
Uliks report will be diseussed in more
Live because it provides more
intenrate professionals into the active
foonth e 4dtites Report is often regarded as
i healil protessionals o management (Harrison ¢t al.
e the vuleoime W be somewhat different:

Bolieved and intended i to b 'IJLI‘HI“Q in the sense that the

d we LJrL and n'ﬂ}:-un:-lblhnfs It would also give them

i

greater u”'*n:llznlhl.-.- on a personal basis to take top management
positions at il levels within the Health Service - on that basis they could
become the best of all managers ... with an in-depth professionalism

accompanied by the broadening of management experience. (Griffiths
1992, p. 65)

This recognition of the potential of nurses and health professionals as
managers has been carried through into more recent pronouncements on
health policy such as the NHS Plan (DOH 2000a). Here the introduction of
‘Modern Malrons’ was proposed as a means of improving the management
and delivery of services. Guidance issued later (DOH 2001) reinforced the
managerial nalure and content of these new posts. The key terms used in the
puidance were “sufficient authority’, ‘leadership development’, “setting
standards and controlling resources’ and ‘quality’. The role of the modern
i tron will be examined in more detail in chapter 10, however it is menbioned
here to emphasise the continuing management role of nurses and health
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Introduction

professionals and to provide a context for the chapters that follow. Finally
there is evidence to confirm the presence of health professionals in
management roles in health care. In a survey of managers in the NHS it was
found that the most common primary professional qualification of the
respondents was nursing (24 per cent with 9 per cent citing a qualification in
one of the allied health professions (IHSM Consultants 1993a)). Also even if
nurses and health professionals do not have the official title of ‘manager’,
management still constitutes a significant part of their work. Organising the
care for a group of patients, managing a case load and liaising with the multi-
disciplinary team all require managerial capabilities. Having established that
all health professionals manage in some form or another, what does the field of
management theory have to offer?

The tools of management

The nature of management and managing is an area of continuing academic
debate and dispute. In terms of its theoretical development it is still at a
relatively early stage and there are differing views concerning what
management is and what it should be (Hales 1986, 1993, Carrol & Gillen
1987, Whatley 1989, Willmott 1984, 1987). For example, the term can be used to
refer bo the activity of managing, the group of people who manage and the
ideclogy that underpins the action of managing (Child 1981). This is
complicated further because there is no consensus regarding the nature and
content of management, and the speed at which new management “truths’
come and go implies a degree of instability about what management is (Reedy
& Learmonth 2000). If this is the case what does management have to offer
nurses and health professionals as they endeavour to manage care?

The response to this challenge is bwolold. First, if nurses and health
professionals understand the nature of management they will be in a better
position to challenge inappropriate and underdeveloped approaches.
Second, despite the lack of consensus there are principles and concepts
from management that are useful and can be demonstrated to have positive
benefits for care and service delivery, and in recognising this, nurses and
health professionals can enhance their own practice. Mursing and the allied
health professions, in common with many other professions, have a
knowledge base that is derived from a number of areas of study (McKenna
1997). Management knowledge is one element in the amalgam of academic
disciplines that constitute nursing and the allied health professions. One of
the defining features of the work of health professionals is the way in which
this package of knowledge is applied to the practice setting, and the aim of
this book is to demonstrate how management concepts and theories can be
used in this way.
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Outline

This provides the basis for the approach to be taken in the chapters that follow.
Each chapter examines cither an element of management theory and its
implications for health care, or explores the application of management
principles to health care organisation and assesses the evidence for its success.
Murses and members of the allied health professions are increasingly expected
to lake a eritical approach to their work and to embrace the principles of
evidenece-based practice as a central feature of professional activity (Harrison
1998, Wiles & Barnard 2001). This approach should alse extend to the incor-
poration of management knowledge, 1t is a contested and often ideclogically
driven ares of thought, and nurses and health professionals need to be aware
if it is o inform their as clinicians and managers. In order to
in this process the chaplers examine specific
1L"1if o nursing and health care. They have
W-rontained :.-1.1 -.L-:.ﬂ with each issue in detail.
nvever, clear Hindes ar. elween i 1‘1=1Pterq and the framework
I I I in chapter 2. This means that
he chapters in sequence.
mar nend In the NHS is discussed o
¢ hwow managemen has alvays been a feature of health care and
LF it feoom the feld of general management.
sibon e management in health care is examined
wiels thal were occurring in the broader field
i theary. This places the chapters that follow in an historical
piewt and serves as a point of contrast to indicate how health care
ragement has developed in more recent VEATS,
ter 2 locates the devclopmenis in the organisation and delivery of
care in the contexl of the New Public Management. This is a particular
- of analvsls that has developed in response to the changes that have
o in health care and the public sector in the last bwenty years. This
heer demonsirates the relalionship between general management theory
and health care, and the influence it can have on shaping the nature and
siructure of public sector organisations. The main purpose of this chapter is to
illustrate how the current shape of health care management is a complex mix
of a range of lheories and concepls originating from a variety of sources. Later
chapters will then analyse specific elements of this in more detail.

Chapter 3, [or example, is the first in a series of four that examines particular
aspects of management that have been introduced into health care as part of
the general process of reform. [t relates the work of the "quality gurus’ to health
care and situates their contribution in the clinical governance framework. The
reed to nnprove the quality of health service delivery is a key concern of
poditicians, managers, professionals and patients. The contribution from

oF i
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Introduction

management thought to developments in this area will be examined in this
chapter.

This is followed by chapter 4 which presents an analysis of organisational
culture and its usefulness to nurses and health professionals as a means of
understanding organisations. Links will be drawn with the previous chapter
where much writing on quality calls for a ‘change in culture’. The key
components of culture are identified and the central question posed: ‘is culture
something an organisation is or has?’. The intention in this chapter is to
uncover some of the more problematic elements of this concept.

The pace of change within society generally and within the NHS in
particular has created a situation whereby participation in and the effective
management of change is required of health professionals. In chapter 5
theories related to change in organisations are examined. Particular
emphasis is given to understanding the ‘diffusion of innovations’ as a
means of bringing about change in the context of evidence-based practice
(EBP). It is impossible to ignore the impact the concept of EBP has had on the
discussion of health care issues. However, relatively little attention has been
directed towards the difficulties in actually achieving the changes in practice
necessary to make it a reality. A number of theoretical models relating to
change are discussed to demonstrate the range of material available to health
professionals which can be used to inform the management of change. The
focus on ‘getting research into practice” as part of the EBP agenda and the
utility of the diffusion of innovations models in understanding the dynamics
of this process, considered towards the end of the chapter, are intended to
serve as a ‘current’ example of how this can occur.

Effective and ‘strong’ leadership are regarded as central to the achievement
of both quality services and organisational change as part of the overall plan
to ‘modernise’ the NHS (DOH 2000a). The commitment to developing
‘clinical leaders’, outlined in the NHS Plan (DOH 2000a), indicates that such
roles are seen at government level to be crucial to the successful management
of health care. Chapter 6 examines theories of leadership and their application
in the contemporary NHS and offers some reflections on the progress and
outcomes of the nurse leadership programme.

Chapter 7 will develop the theme identified towards the end of the previous
chapter and examine the factors associated with health professionals being
managers. The literature on ‘hybrid management’ indicates that there are
particular issues that arise as part of this process and that hybrid management
represents a new type of role in the NHS. The way this theory has informed
the debate will be the central focus of this chapter.

An examination of middle management is included in chapter 8 because it is
likely to be a career option available to many nurses and heailth professionals.
Indeed many middle managers are hybrid managers and the combination of
these two sets of circumstances renders the role in health care unique. The

7
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demise of the middle manager has been somewhat exaggerated in the general
management literature and it remaing a key role, particularly in health care,
because it is a role many health professionals are likely to take on.

Current health policy stresses the need to develop interprofessional and
multi-agency working in order to deliver an effective service (DOH 1999,
2000k, 2000c), However, this has been difficull o achieve in the past resulting
in the fragmentalion of care arising from a lack of cooperation and
coordination amongst professionals and agencies. The purpose of chapter 9
15 to locale this isswe inils historical and theoretical context and demonstrate
how ideas and theories derived from research in this area can be used to
improve the deli '.Qn, of interprofessional care, This is an element of service
1k conders further ‘unique’ features on management in health care
:::m s regnivds a disiinclive approach svhich incorporabes a combination of

FRY R Y

= H i =RELCOTIES.
vipter A mamber of strands addreessed in the previous chapters will be
i vory. Health care organisations are
pehe comrnlex, thoremre conteibetions a range of theories are
sl ou s nding of the dynamies involved. A
wruredd nchapler UL Domain theory is applied to
'y L onl developments in order to
sodlersionding of the unique siluation of health

eviionue-based praciice (581, referred to in chapter 5, will be

=0 11 which examines the development of evidence-based
; iatively recent phensmenon which has emerged as
win, 1 is suggesied thai the application of the principles of
wever it needs o take account of the nature of management
nowledue, in the conclusion the implications this examination of
manesgemend has for nurses and health professionals will be outlined and the
gaps in knowledge identified. Comment will alse be offered on the
opportunities that exist tor professionals in terms of developing a management
role and how examination of management and organisational theory will be of
continuing relevance for all practitioners.

is D .:\'.i:'--ln T

Terminolagy

It was noted earlier that there are difficulties in arriving at a precise definition
of management and the same problem is encountered if atbernpls are made to
define the berm theory. Defining and explaining the precise nature of theory is
a continuing enterprise in the literature (Denzin 1989, Hammersley 1985, 1990,
[942, 1995, Thompson 1995) and could constitute a study in itself. However, it

is important to provide a definition of what theory is as a starting point for the

8
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consideration of its role in shaping management in health care. Gill & Johnson
(1991, p. 26) contend that ‘a theory is a network of hypotheses advanced so as
to conceptualise and explain a particular social or natural phenomenon’.
Similarly Hammersley (1995, p. 56) states ‘The term theory refers to general
principles that provide explanations for empirical phenomena’. Research,
when viewed from a traditional or positivist standpoint, is then designed to
examine the adequacy of the theory in terms of whether or not it continues to
provide a logical and coherent explanation for phenomena.

These definitions provide a useful point of reference but are inevitably
incomplete. For example, they do not explain the relationship of concepts to
theories or the ‘level’ at which theories function. In sociology, for example, it is
common to find references to ‘grand theory’, which is couched at an abstract
conceptual level, and ‘middle range’ theories which function between the levels
of minor working hypotheses and major conceptual schemes (Abercrombie et al.
1988). When concepts can operate at a number of levels in this way there is the
potential for confusion. Also because of the nature of human or social activity it
can be argued that, in this context, the role of theory is less precise than in the
‘natural sciences’. Schon (1991, p. 273) suggests ‘An overarching theory does not
give a rule that can be applied to predict or control a particular event, but it
supplies the language from which to construct particular interpretations’.
Similarly Morgan (1997) argues that theory should be recognised as a metaphor
and that no single theory will ever provide a perfect or complete explanation of
phenomena. Therefore no one theory is likely to be a completely accurate
representation of reality but some provide better insight to a particular
phenomenon than others (Bond & Bond 1986). Consequently a range of
theories and concepts drawn from management will be used in this way to
provide the ‘language’ to examine the application of management in health care.

In relation to the term ‘practice’ a similar discussion could be presented.
However, in the context of this book, ‘practice’ is taken to have a broad
application to health care. It encompasses the practical working of health care
organisations from the policy level to the ward/departmental level. Essentially
it is wherever the theories and ideas from the study of organisations and
management are applied to health care. This occurs at all levels and in a variety
of ways. This approach is taken to direct attention to the influence and impact
of management on health care. Whilst considering issues of terminology there
is one further cautionary note that needs to be included here.

Language

Newman (1994a) has commented that ‘management’ is not a neutral term and
she goes on to argue:



Management for Nurses and Health Professionals

It is Based on a boady of knowledge that developed in the context of male
controlled organizations (the military, factories, the civil service). It was
wrilten about and encoded into “theories’ principally by men, and the
research which has established the norms of managerial practice has
mainly been based on male subjects. lls concepts and images are
predominantly drawn from the domains of order, hierarchy and
ratiomality. Its goals are the control of the internal world of the
organization and mastery of the external environment. (Newman
19%4a, p. 185)

1f it also considered that a “glass ceiling” has existed in the NHS for many years
which has prevented the progression of women up the managerial hierarchy
(Dickson 1998, Brown & Goss 1993), many aspects of management may seem
te be of limited relevance to nurses and the allied health professions. Seventy-
nine per cent of the NHS worklorce is made up of women (Langridge 1993)
and nurses and the allied health professions are predominantly female and so
a ‘male’ account of management and its applicalion lo health care may seem
inappropriate. However, although the power of language to shape actions and
influence our understanding of phenomena (Tannen 1995, Walson 1995a) is
acknowledged, awareness of this can serve as a basis for revealing this element
of management and thus make a more informed assessment of its utility to
health professionals more likely. This is imporlant because management is
essentially a human social craft. It requires the ability to interpret the thoughts
and wants of others — be they employees, patients, or colleagues - and the
facility to shape meanings, values and human commitments (Watson 1994).
Despite the potential difficulties involved, it is necessary for nurses and health
professionals to study, appreciate and understand management in health care
organizations. The intention is that in the chapters that follow this necessity
will become clear and that the material included will provide some useful
insights on management in health care.
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1. The History of Management
in the NHS

Introduction

Connelly (2000) has commented that the management of health care, as
opposed to its administration, is a relatively recent development that has
emerged only in the last 30 vears. However, in order to understand the
present it is necessary to look back and trace the origing of current events.
Spurgeon [1995) has spoken of a ‘cultural zeitgeist’, where no learning
occurs from changes that have happened and this results in the formation of
poor policy as the mistakes of the past are repeated. This can also apply te
the introduction of management ideas in that “solutions’ that have been
tried in the past are repackaged and reintroduced, although not always
successfully, An awareness of the history of NHS management provides a
starting point for understanding how this occurs and the way events have
unfolded in more recent years.
The purpose of this chapter then is to:

*= examine the history of the NHS in order to identify the origins of current
organisational structures and managerial approaches

+ consider the nature of management theory

# relate changes in management and organisation in the NHS to general
trends in management thinking.

The management problem in the NHS has been a persistent feature
throughout its history. Indeed in 1988 Harrison maintained that for more
tharn three decades the NHS has been obsessed with notions of ‘better
management’. The quest for improved management has spawned a
succession of reforms and as the NHS maoves into the twenty-first century
the search for better management continues (DOH 2000a). In view of this a
brief examination of the historical development of management in the NHS
is necessary if an appreciation of health care management is to be placed in a
chronological and theoretical context. The main points in this history are
indicated on the “timeling’ (Figure 1.1) and explained in more detail in the
sections that follow.
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1948-1960
Manager as Diplomat
Service run on the basis of supporting professionals to deliver care and
treatment. Management characterised by administration.
!
19605
Scientific Management and the Saluen Report (DOH 1966)
Introduction of more overtly management oriented approaches to
service delivery and organisation.
|
19705
Classical Management and Systems Approaches and the 1974
Reorganisation
Moves to lowards greater centralised management control of the
SETVICE
I
1980s
The Griffiths Report (DHSS 1983) and Managerialism
Introduction of “private sector’ management approaches and general
management
I
1990s
Working for Paticils (DOH 1959) and the Internal Market
Service organised and managed on market principles
|
200
The NHS Plan (DOH 2000a) and the “Third Way'
Rediscovery of Public Service Management, combining a range of
approaches?

Figure 1.1 Management theory in the NHS: a timeline.

This premise could be extended to include the “pre-history” of organised
health care before the formation of the NHS. However for our purposes the
establishment of the NHS in 1948 will constitute the starting point for a
discussion of the history of health care management. Examination of
management in the NHS before 1983 provides the necessary background
information and is included to present a picture of the past in order to
provide a point of contrast with the radical programme of change that
began to unfold later on. In the early years of the NHS the policy process
resulted mainly in incremental changes to its management until The Griffiths
Repart (DHSS 1983) which signalled a profound change in thinking about
health care in general and its management in particular, The intention here
is to trace the effects of this process giving particular consideration to nurses
and non-medical health care professionals as a group.

12



The History of Management in the NHS

The impact of management theory on the NHS

Theory

The other aspect that is addressed in this first chapter is the impact of
management theory on the development of management in the NHS. The
NHS is the largest employer in Western Europe and absorbs expenditure at
the rate of more than £1000 every second (DOH 1997). Consequently it is the
subject of much attention in relation to its structure and organisation. One
of the recurrent themes in the scrutiny that has been directed towards the
organisation and delivery of the NHS is the application of the ideas and
concepts of management as a means of improving health care. Therefore
reference to key strands in general management theory will be made to
indicate how it has influenced the design and organisation of health care.
This will not be an exhaustive account as this is a major field of study in its
own right, however key texts are listed at the end of the book so that further
reading in this area can be undertaken. This is a worthwhile activity because
the influence of management concepts and theories continue to be central to
health policy (DOH 2000a) and so the more that health professionals know
about this the more understanding they will have of the environment in
which they work.

Barley & Kunda (1992) have traced the history of management theory and
contend that the theoretical development of this field of study occurs in
surges. Research is undertaken and recommendations made concerning
appropriate management practice, which may not be enacted for some time.
Often it can take up to 20 years for an idea to become part of accepted
management wisdom (Bennis 1996). Also the nature of this process is not
progressive, rather it is cyclical with what Barley & Kunda describe as surges
of rational and normative ideologies holding sway at different points in
history. Although focusing specifically on notions of management control,
their categorisation usefully locates particular strands of management
thought in their historical context. The ideologies they discuss are as much
the product of their time as the outcome of formal study on the part of
management researchers, which leads to their being publicised. Barley &
Kunda (1992) argue that similar approaches are adapted and re-emerge.
Table 1.1 outlines the main stages in the development of management
theory and the key elements of each strand of theory. Yet it must be
emphasised that the development and appearance of ideas is not a
straightforward process. As will be seen ideas that have their origins in
the early part of the twentieth century re-emerge and are applied in a
modified way in the NHS at the end of that century. This occurs because the
boundaries between ideology and theory are not clear cut. Ideology can be
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Table 1.1 Trends in management theory.

Theaory Content Period

1. Classical management  Rational, economic & 1900-1923
(Scientific scientific principles
management, Specialisation and
bureaucracy) division of labour

2 Human relations Motivation, group 1923-1955

behaviour, leadership,
social power

3. Systems rationalism Inputs, processes, 1955-1980
outputs, feedback loops,
environment

4. Organisational Basic assumptions, 1980=2000
culture values, rites, rituals,
symbuaols
3. Postmodernism and Information networks, 2000~
the information age globalisation,
fragmentation

(Adapted from Barley and Kunda 1992).

defined as a complete and self-consistent set of attitudes, moral views,
empirical beliefs and even rules of logical discourse and scientific testing
{Robertson 1985). However, it can also be:

|a] sel of ideas which are located within a particular social group and which
fulfils functions for that group. It helps defend, justify and further the
interests of the group with which it is associated. (Watson 1995b, p. 378)

This is an important point to note because ideas and theories are not
‘neutral’, their development reflects particular concerns and interests on the
part of their authors and the way the theories and concepts are used is not
value free. They are often applied in particular ways to achieve certain
outcomes, The other interesting feature of this process is that because it
often takes some years for new theories to come to the attention of people
working in organisations, by the time they reach some organisations ideas
have already moved on and new prescriptions for management
effectiveness have been developed. The irony of the NHS adopting
management ideas that have subsequently been rejected by the “private
sector’ has been noted (Willeocks & Harrow 1992). However the NHS is
located in and influenced by its political, professional and managerial
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environment and the particular outcome of this, in management terms, will
be examined. The intention is that the ideological element in this process
will also be made clearer.

The establishment of the NHS

The establishment of the NHS has been characterised as the product of
bargaining and negotiation in the health policy community and represented
the achievement of what was possible at the ime rather than what was
desirable (Ham 1992, p. 15). The resulting structure, arising as it did from
compromise and concession, contained many elements that were to lead to
problems later.

Extensive and detailed histories of the development of the NHS have
already been written (Webster 1988, 1998, Powell 1997, Allsop 1995, Klein 1995,
Honigsbaum 1979) and it is not the intention to present another account of
that history here, Rather it is to draw out some key milestones relating to the
involvement of nurses and health professionals in management,

During the early stages of its history the main aim of management in the
MHS was to administer the service so as to facilitate the practice of
professionals (Harrison 1988). The assumption and belief was that the
professionals, particularly medical staff, possessed the knowledge necessary
to provide treatment and care and so the role of managers and
administrators was to create the right circumstances for them to practise.
As a result the professional groups developed their own internal hierarchies
and organisational arrangements in order to deliver professionally
determined care. Although slightly militaristic in style and characterised
by a rigid hierarchy, the structures of the non-medical professions reflected
a focus on professional care which did not take account of the broader
organisational environment (Clarke 1995). Thus in terms of management the
emphasis in the 19505 and throughout the early period of the NHS was on
achieving its smooth running through care and maintenance rather than
innovation and change (Klein 1993).

The role of the manager during this period has been characterised as that of
the ‘diplomat’ (Harrison 1988). Although this analysis has been challenged
and the title of ‘technician’ suggested as being more appropriate, because it
maore accurately reflects the bechnical expertise managers need to administer
the service (Learmonth 1998), essentially the role of the manager/
administrator was to ensure the service ran in the way the professionals felt
it should operate. The resulting level of interest in management among the
professional groups was limited as there was no real need for them to get
involved. Throughout this period the size and complexity of the NHS
workforce continued to increase. Allsop (1984) reports that one response to
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this development on the part of the government was to look to the principles
of scientific management as a basis for organising the work of professionals.
Oe of the early altempts to introduce the managerialist approach was the
reorganization of nursing services arising from the Salmon Report (MOH 1966).

Scientific management and the Salmon Report

Scientific management is the term used lo describe an approach to the
organisation of work which is based on the ideas of Frederick Winslow Taylor
{1947). He advocated that managers use ‘science’ to measure all aspects of the
production process, define tasks in great detail, and design the work process to
maximise production specifving the precise content of every work task. He
believed this would increase production and place control in the hands of
managers. The separation of management and production were central tenels
of his approach. This is reflected in the Bndings of the Salmon Report, The
Committee of Enguiry recommended a division of labour between managers
and practitioners through the abolition of matrons and their replacement with
a hierarchy of nurse managers. The implementation of the recommendations of
the Salmon Report (MOH 1966) relating to the nursing management structure
resulted in a unidisciplinary approach to management. Based on an ‘industrial’
model it intreduced several additional layers into the management hierarchy
and required nurse managers to contribute to the overall management of the
service through the medium of consensus management teams, As Carpenter
(1977) observed: "A different form of bureaucracy based on a fundamentally
new kind of rationality was advocated by Salmon. This involved the creation of
a managerial structure based on the industrial model of professionalised
management, the application of techniques derived from aspects of capitalist
rationality (Taylorism), and an emphasis on the managerial rather than the
clinical content of nursing work” (Carpenter 1977). This point is also made by
Manson (1997) who goes on to argue that the development of health care can
only be understood by linking detailed analysis of the internal organisation of
the service with wider social analysis (p. 210). The influence of management
ideas in this process is clear in the antecedents to and effects of the Salmeon
Report and similar forces can be traced that contributed to the situation leading
up to the 1974 reorganisation.

Classical management, systems approaches and the 1974
reorganisation

Another example of the NHS being shaped in line with managerial
principles is the 1974 reorganisation. This followed a consultative document
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issued in 1971 and a White Paper (DHSS 1972), which outlined the
legislation that would take effect in 1974 to coincide with a parallel
restructuring of local government. Allsop (1984) regards this as ‘the zenith of
the managerialist phase’. There were five major objectives in this
reorganisation:

1. To achieve greater integration of the service in order to provide more
continuity and increase efficiency.

2. To introduce more central control vested in the Department of Health
and Social Security to ensure policies were implemented and again to
improve efficiency.

3. To create a clearer management structure and to improve accountability
to the department and encourage delegation of tasks to health
authaorities,

4. To develop a more democratic decision-making mechanism.

5. To introduce a planning system in order to achieve goals and priorities.

The ‘managerialist’ content of these papers is probably best summarised as a
combination of ‘classical management’ and ‘systems’ approaches. The
classical school dominated organisational theory in the 1930s, but it remains
influential to this day. As with most theories it has been expanded and
refined over hme, however its basic tenets include:

1. Organisations exist to accomplish production related goals.

2. There is one best way to organise for production, and that way can be
found through systematic, scientific enquiry. '

3. Production is maximised through the division of labour.

4. People and organisations act in accordance with rational economic
principles (Shafritz & Ott 2001).

While this broad category includes the ‘scientific management’ discussed
earlier in relation to the Salmon Report, it also incorporates work of other key
management figures such as Fayol (1949), Gullick & Urwick (1937) and
Weber (1948). The reflection of key elements of classical management theory
can be discerned in the objectives of the 1974 reorganisation. The desire for
central control and a structure which formalised clear lines of accountability
and responsibility is evident, as is the focus on goals and priorities,

In contrast to classical theory, which wviews organisations as static
structures, systemns thinking regards organisations as complex ever changing
processes of interaction among organisational and environmental elements
(Shafritz & Ott 2001). Systems approaches have two major themes, the first
being a view of organisations as akin to a living system, much like the huma
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cardiovascular system, the digestive system and the nervous system) which
are all part of the whole, In a similar way the personnel department, finance
department and markeling department are all parts of a commercial
enterprise thal need o work effectively together if the organisation is to be
successful. This is combined with the second theme of reliance on quantitative
techniques to understand the complex relationships between the different
elements of the systems,

Again in terms of the 1974 reorganisation the effect of this approach can
be seen. The importance attached to integrating the different parts of the
service reflect the influence of systems thinking as this integration was seen
as a means of improving efficiency. Also the emphasis given bo systematic,
scientific enquiry can be attributed in part to the prominence of this
approach in both "scientific management’ and systems theory.

Ranade (1997) mainlains that health policy can only be understood
within the context of the ideas and wvalues which have shaped its
development historically. The same can also be argued for health care
management as the bwo are very closely interrelated. This brief sketch of the
prevailing ideas and values at work during the early days of the NHS is
intended lo serve as a reference point for some of the more radical
approaches that were to follow. This period of relative stability came to an
end as a result of a number of factors,

The end of the post-war settlement

Until the late 19705 and early 1980s, the Welfare State had been described in
terms of a social democratic consensus whereby there was a high level of
agreement across political parties and political élites about the substance of
public policy, especially the roles of the mixed economy and the welfare
state (Farnham & Horton 1993).

The combination of the economic recession and the continuing increases in
public expenditure on the public services provided the backdrop for the
election campaign of 1979. The Conservative manifesto presented Britain as a
failure, its values eroded, its economy disabled and its public services a
burden on the taxpayer (Allsop 1993). Onee in government a number of broad
themes guided, and were reflected in, Conservative policy. These were:

1. Reduction in public expenditure.

2. Introduction of private sector management principles to the public
sector, including the encouragement of market-based systems of
operation.

3. Encouragement of self help and the transfer of the burden of care from
the state to the family and the community (in the form of voluntary
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sector service provision). (Ham 1992, Farnham & Horton 1993, Allsop
1995, Baggott 1998, Klein 1995)

Throughout the terms of the Thatcher governments, confidence within
the Conservative administration grew and the 'Mew Right' ideas of
economic liberalism, unregulated markets, free enterprise and a de-
regulated economy were increasingly influential in the approach taken to
the management of the public sector (Farnham & Horton 1993), The first
major manifestation of this new approach in health care was the Griffiths
Report of 1983. It marked the next, and most radical, stage in the
introduction of managerialism into the NHS.

The Griffiths Report

The ‘Griffiths prescription’ is a significant point in the history of
management in the NHS because it was the first report to advocate an
explicitly ‘private sector’ model. It marked a turning point in the
development of management in the NHS.

The Griffiths Report represents a break with tradition in terms of its
approach and style (Klein 1995). Published in the form of a 25 page letter,
the Griffiths recommendations were the outcome of an inquiry by four
people who worked quickly and informally and completed their review in
six months. This was in stark contrast to the Royal Commissions and
Committees of Inquiry that characterised previous investigations into the
workings of the NHS5. Here was a reflection of the new government
approach to policy making: brisk, decisive and often peremptory (Klein
1995).

The Griffiths diagnosis was that the NHS was institubionally stagnant;
health authorities were swamped with directives without being given
direction; consensus decision making delayed the management process and
change was difficult to achieve. The recommendations made to remedy this
situation were that a general management structure throughout the NHS
was necessary. There should be a supervisory board chaired by the
Secretary of State, below that a chief executive to carry through the
objectives and decisions of the board, as well as provide leadership to the
service as a whole. More significantly there were to be general managers at
all levels of operation of the WHS and that they might well be recruited from
outside the service to strengthen the management function, Although there
was considerable opposition to the introduction of the Griffiths changes,
maost notably from the British Medical Association and the Roval College of
Mursing, the recommendations were carried out almost to the letter (Klein
1995) and heralded a new approach to managing the MHS.
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There are echoes here of the Selmon Report in that the provenance of
methods that were felt to apply in the private or commercial sector were
seen as superor in some way to public sector approaches to management
and orgamsation. In the case of the Salmon Report the chairman had worked
for the Lyons food company, and when the government was seeking
someone o investigate the management of the NHS in 1983 it once again
locked to the chairman of a large commercial organisation, the food retailer
Sainsbury’s. The precise origins of the package of management ideas thal
were at work here are not so clear eut and indeed it is probably more
accurate to suggest that the enthusiasm for managerial solutions in this
instance was driven equally by ideological factors as economic ones {Cox
1991). Cox (1991) goes on o identify the recurring themes of Griffiths'
managerialism as action, effectiveness, thrust, urgency, vitality, manage-
ment budgeting, sensitivity to consumer satisfaction and approaches to the
management of personnel which rewarded good performance and
sanctioned poor performance with dismissal, The Griffiths Report (DHSS
1983) is regarded as marking the end point of the transition from
administration to management in the MHS (Barrett & McMahon 1990)
and is made up of an amalgam of the management ideas summarised in
Table 1.1. The need for clear authority is apparent (Favol 1949 as is the
notion of ‘excellence’, in relation to consumer sabisfaction and vitality,
However, the main way the Griffiths recommendations were articulated
was in terms of concerns about "who is in charge’ and the need for strong
mindedness and an ability to get things done, rather than professional
expertise or training (Cox 1992). A coneept of management was derived
from the broad themes identified earlier that found expression in an action-
oriented ‘no nonsense’ form. Management was about doing, and achieving
results.

Researching the effects of Griffiths

In keeping with the prevailing Conservative government approach to policy
implementation, no large, centrally organised systematic evaluation of the
effects of the Griffiths proposals was conducted (Dixon 1998). Consequently,
a range ol research projects were undertaken which investigated various
aspects of the changes.

The full impact of the changes introduced as a result of the Griffiths
recommendations was beginning to be appreciated when the next package
of reforms was introduced. The bulk of the empirical work evaluating the
varipus effects of Griffiths was published in the late 1980z and early 1990s,
just as the Working for Paticnls White Paper (DOH 1989) was being drafted
and, to a degree, the Griffiths era can now be viewed as something of a
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transitional phase. It represents a period when general management was
introduced into the ‘old structure’ before the whole configuration of health
care was revised with the development of the internal market. However, it is
a significant period in the history of the NHS and some of the effects of this
report identified in the research are as follows.

* It caused widespread disruption and uncertainty particularly in the
higher levels of the nursing hierarchy.

* Most unit structures were organised in such a way that separate lines of
nursing managemen! were eliminated.

= The number of middle managers was greatly reduced mainly to meet
stringent financial goals.

= Murses who were appointed to or continued in middle management
roles spent much of their fime involved in ‘crisis’ management and
dealing with staffing issues.

+ Many felt ill-prepared for such roles and complained of being
overwhelmed by administrative tasks.

These findings were the outcome of an anthropological approach, a research
strategy incorporating interviews, fieldwork and documentary analysis
[(Owens & Glennerster 1990, p. 1o4).

Harrison ¢f al. (1992) employed an ethnographic approach, using
interviews and extensive periods of observation of managers at work in
their study and found that there was an increase in the speed of decision
making in some areas but in many instances the thetoric of a consumer-
oriented organisation was not matched by the reality. Similarly although
clearer lines of management accountability emerged there was a persistence
of an unhelpful and constraining hierarchy. The lack of a clear set of
objectives to be achieved was identified as a weakness as was the failure to
eliminate political interference from the management process. The general
managers’ agenda was dominated by financial considerations particularly
budget compliance and this limited the role of the manager. The overall
conclusion reached by Harrison ef al. was that:

implementation of the Griffiths report has been handicapped by tensions
and limitations which were inherent in the original report, by flawed
understanding of the management problem in the NHS and by wider
developments (the failure of the government to set clear priorities plus
the deteriorating financial situation) which were beyond its remit.
Despite this, its impact has been considerable, especially among
managers and administrators themselves, and also with nurses. (Harrison
ot al, 1992, p. 72)
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The consequences of the Griffiths Report

The implementation of the recommendations made in the Griffiths Report
brought about a number of changes,

L A trend towards greater centralisation of power within the NHS
accompanied by increased bureaucracy.

2. An increase in confusion in accountability structures in the NHS.

3. Managers had different views of both their own leacdership role and the
part to be played by professionals, particularly medical staff, in the
implementation of their agenda for change.

4. The status and power of the nursing profession declined within the new

structures. Nurses were often given quality assurance roles which were

seen as ‘non-jobs’ and the nursing influence on policy formation was
reduced.

Because general management was introduced at a time when public

expenditure was being tightly controlled, it became linked with the idea

of financial cutbacks,

6. Improvements in quality largely took the form of improvements in "hotel
services’ rather then in the quality of care, (Dopson & Waddington 1996)

el

Other work which sought to examine the impact of the Griffiths Report
include a survey of 250 members of unit level staff and interviews with unit
general managers conducted by Banyvard. The findings from Banyard are
summarised in Table 1.2,

Table 1.2 The effects of the Griffiths Repord (Banyard 1988a,b.c.d).

1. Increased involvement of managers in setting and controlling
budgets and greater clarity concerning budget arrangements.

2. Greater emphasis on cost awareness.

3. More devolving of responsibility to unit level,

4. Clearer and quicker decision-making processes introduced.

5. Authority and responsibility at unit level were more clearly
defined.

6. Staff were better informed.

7. Individual character of the UGM was found to be a key
determinant in the success of the unit.

8. Doubts were EKF:‘ESEE‘d over the utility of short-term contracts for

UGhs.
9, Little real change was experienced at local level.

10. Little discernible improvement in staff morale.
11. Budgets were not related to workloads.

{UGM: unit general manager)
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Whilst shedding light on the impact of the Griffiths Report, these studies
also demonstrate how theory can be utilised in the conduct of research into
health care management. Through the application of a particular theoretical
perspective not only does each study examine different aspects of the reform
process and thus contribute to our understanding of its complex nature and
outcomes, they uncover the influence management Iheor}r has on the process
of poliey change. They also illustrate how the effects of such reforms are often
very different to those anticipated at the outset (Dopson & Waddinglon 1996),
which can be as a result of the inappropriate application of some of the
management prescriptions. This further reinforces the importance of
understanding management theory on the part of health professionals, if
they are to understand the organisational environment they work in.

The internal market

However, as noted earlier, in many ways the general management structure
ushered in by the Griffiths Report (DHSS 1983) served as a foundation for the
more radical market-based reforms that were to follow, Although this was
not a ‘planned’ progression it generated an impetus for change that was
carried through following the publication of the White Paper Working for
Patients (DOH 1989). The package of reforms that was implemented as a
result of the 1989 White Paper is summarised in Table 1.3 and the
management theory underpinning them examined in chapter 2. The
reforms centred around three main principles: large publicly-owned
hospitals could opt o become seli-managed trusts which, while still
publicly-owned, were given greater freedom to control their own affairs.
The main aim was to remain financially viable and use resources more
efficiently. They could also pay staff on rates negotiated at a local level
which were different from nationally agreed pay deals. Health Authorities
became buyers or purchasers (later commissioners) of services and could
purchase care and treatment for their populations from private as well as
MNHS providers. The role and function of the District Health Authorities thus
changed from a managerialsupervisory role, to that of a ‘buyer’ in a health
care market. The purchasing and providing of care and treatment was
organised through the agreement of contracts between the purchaser
(Health Authority or GP Fundholding Practice) and the provider (the NHS
Trusts or private providers). Also large General Practices could become
‘fundholders” and be both purchasers and providers of care. They could
provide primary care services for their patients and were also able to choose
which hospital to send their patients to for secondary care.

This is a very brief summary, and extensive research has been conducted to
investigate the impact of Working for Patients (DOH 1989) (see for example,

23



2. The New Public Management

Introduction

It is widely accepted that the term the ‘New Public Management® (NPM)
consists of a "bundle’ or a ‘shopping basket’ of measures intended to bring
about reform in the public sector (Pollitt & Summa 1997). It is often
presented as a ‘neutral or transferable technology to improve the public
sector without effending traditional values (Gray & Jenkins 1995). However,
its precise nature varies depending on the country inte which it is
introduced: the aspects of the NPM that are applied; and the measures
used to judge its success (Pollitt 2000). Contemporary health care
management is a complex blend of theories and concepts arising from a
range of sources and, although the term NPM is impreecise, it does give a
sense of how this complex blend came to have a profound effect on the
organisation of health care. The intention is that in examining the NPM, the
reasons for the introduction of particular management methods into health
care will be revealed and that the value of theory in uncovering this process
will become evident.
The purpose of this chapter then is to:

# discuss the origins of the term the ‘New Public Management’

= examing its ulility in explaining recent changes in the management and
organisation of health care

+ identifv the components of the NPM and thereby establish a rationale for

the selection of content in the remaining chapters.

The NPM

When reflecting on the widespread effects of the public sector reforms
enacted by the post-1979 Conservative government, Clarke ¢f al. comment:

It is not possible to avoid discussing the economic, political and
ideological conditions in which the micro-processes of organizational
change have occurred. (Clarke ef al. 1994, p. 226)
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The purpose of this chapter is to locate the transformation from consensus
management to a more active ‘managerialism’ in the context of theoretical
accounts of this New Public Management. The literature which attempts to
provide a coherent analysis of these developments and their effects on
management in the public services demonstrates how a number of political,
economic and ideological forces coalesced to produce an impetus for
change. In essence the new managerialism incorporates the application of
private sector management systems and techniques to the public services
(Farnham & Horton 1993). However, there is a danger in simplifying the
situation in this way. There is no single or unified model of the NPM, rather
it is a short-hand term for a range of principles which have been applied in a
variety of ways and have had different effects (Wilson & Doig 1996). Ferlie et
al. (1996) confirm that no consensus exists on the precise nature of the NPM:

There is no clear or agreed definition of what the new public
management actually is and not only is there controversy about what
is, or what is in the process of becoming, but also what it ought to be.
(Ferlie et al. 1996, p. 10)

However, some detailed explanations of this trend in public sector
management have been produced. Hood (1991) contends that there are
seven doctrinal precepts which appear in most discussions of the NPM
(Table 2.1). He regards the NPM as a ‘marriage of opposites’, of two different
streams of ideas. One is the new institutional economics of public choice,
transactions cost theory, and principal-agent theory, which generated a set
of administrative reform doctrines built around the ideas of contestability,
user choice, transparency and the use of incentive structures. The other
element in this combination is the business type ‘managerialism’ drawing
on notions of scientific management and incorporating a set of doctrines
based on professional management, freedom to manage and high
discretionary power for the manager (Hood 1991). The rise of the NPM
was inextricably linked with the prevailing political situation in the UK in
the 1980s and early 1990s.

Debate concerning the NPM

The work of Hood (1991) signalled a new departure in the study of
management in public sector organisations such as the NHS. Before this the
study of public administration, as it was called, was based on the belief that
there is a major difference between private and public administration and
management (Chandler 1991). Indeed some commentators have argued
strongly that this distinction should remain because the unique purposes,
values and conditions of the public domain cannot be resolved by models of
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The New Public Management

arganisation and management built for the private sector (Ranson & Stewart
1989, 1994). Similarly Ackroyd ef al. (1989) concluded that because public
sector managers have to manage the highly discretionary and evaluative
activity of those who deliver services, they have to reconcile diametrically
opposed demands of external ‘controllers” (policy makers) and internal
carers {professionals). They suggest it is this task of balancing client need
with the political direction of the service that renders public sector
management unique. Barrett & Mchahon (1990) have also argued that
the adoption of orthodox prescriptions from the private sector have limited
relevance in the health care setting because of the small number of
individuals in such organisations who work autonomously and are able to
influence outcomes, Flynn (1993), Metcalfe & Richards (1990) and Pollitt
(1993a) also contend that the uniqueness of the public sector means that the
‘private sector prescriptions’ aimed at improving the management of a
range of public services are fundamentally flawed.

On the other hand some believe that this distinction is unhelpful and that
a ‘generic’ approach to management is possible (Chandler 1991, Gunn 1989).
Others contend that the MPM is the result of a fusion between the best of
both traditions (Osborne & Gaebler 1992) incorporating clear notions of
public service with the recommendations made by management ‘gurus’ such
as Deal & Kennedy (1982) and Peters & Waterman (1982). The influence of
Peters & Waterman (1952) for example, was considerable. Their book In Search
af Exeellence is the world's bestselling business book (Kennedy 1998). In it they
identify eight attributes of excellence which are present in successful
organisations. These are:

+ A bias for action: this means gething on with things.

= Close to customer: this means learning from and meeting the needs of the
customer as a central concern of the organisation.

= Autonomy and entrepreneurship: this means giving people the freedom
to be inventive and take responsibility for improving the way the
organisation operates.

= Productivity through people: this means treating people well, fostering
teamwaork and recognising that people deliver quality.

*+ Hands on value driven: this means that managers are visible and
involved. Also there is a sense of shared values in the organisation which
results in a unity of purpose. FPeople all have a clear idea of what the
organisation is trying to do.

s Stick to the knitting: this means concentrating on the business that the
organisation is good at.

+ Simple form lean staff: this means having a clear simple structure that
everyone understands and the minimum number of staff necessary to do
the work.
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+ Simultaneous loose-tight properties: this means that if everyone agrees
on the aims and purpose of the organisation there is less need for rules
and regulations. Consequently if shared values are present there is "Hight'
control over performance whilst at the same time there are ‘loose’
structures which enable people to innovate and feel autonomous.

However, five years after the book was published two-thirds of the organis-
ations included in the original study, which was the basis for the book, were
experiencing problems and only 14 of the 43 “top’ companies could be
classified as “excellent’, judged against the original criteria (Kennedy 1998).
Also the methodology used by Peters & Waterman (1982) has been criticised
on the basis of the sampling procedures and representativeness of the
sample (Guest 1992). One of the authors even changed his position, later
stating ‘there are no excellent companies” (Peters 1988).

This illustrates how influental ideas can be, even when events have
moved on, and it has been demonstrated that the recommendations made
have limitations. It is also clear that despite the lack of precision concerming
the exact nature of the NPM it has undoubtedly had an effect on the NHS.

ideal types

Feriie of al. (1996) respond to this lack of precision in the terminology by
proposing a typology of new public management “ideal types’. This leads
them o suggest that there are at least four models of NPM and while each of
them represents a move away from traditional public administration models,
liev also contain important differences and distinctive features (Ferlie ¢t al.
Ivdn), The notion of ‘ideal tvpes” derives from the work of Weber (Gerth &
wiiks 1948) who employed them as a means of comparing social phenomena.
An fdeal tvpe is not a moral judgment, in the sense of what is best morally,
nor i it an ideal in the sense that it is the best or average example. It is an
abstraet tool which focuses attention on a particular set of factors that are
regarded as important. It represents the essential or "pure’ elements of the
phenomenon as a basis for comparison and analysis (Watson 19950, Bond &
Bond 1986). They are "pure’ ideas, never to be found in their purity in the real
world (Albrow 1997). Ideal types are examples of heuristic devices, in that
they provide a point of comparison involving the use of an artificial construct
which can serve as a basis for study and research to increase our
understanding of the nature of cerfain phenomena (Marshall 1994). We
now go on to discuss each of these four models.
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NPM 1: The efficiency drive

Ferlie et al. {1996) contend this is the earliest model to emerge and that it was
dominant throughout the early 1980s. It represents an attempt to make the
public sector more business-like and is dominated by erude notions of
efficiency. The driver for this model was the new Thatcherite political
economy in which the public sector was seen as wasteful, bureaucratic and
underperforming and a series of institutional reforms were introduced from
the top of the political system to correct this situation. It incorporated
command and control approaches and has been characterised as “neo-
Taylorist’ (that is a new application of the principles developed by Taylor
discussed in chapter 1) (Pollitt 1993a).

Examples

The introduction of the various targets to improve the management of
waiting lists is an example of the efficiency drive. In an attempt to increase
efficiency, largets are expressed numerically and success is judged in terms of
how many pecple are taken off the waiting list, or the extent of the reduction
in waiting times. Generally these are ‘crude’ targets that are easy to measure,
They may not reflect issues relating to clinical priority. For example, if the
target is to reduce the number of people on the waiting list one way of doing
this is to treat a large number of ‘routine’ minor cases, so five hernia
operations could be performed in the time it takes to do one complex
procedure to treat an abdominal carcinoma. On one level efficiency has been
increased because more people have had an operation, however those five
people could wait longer without a major risk to their health, whereas the
patient with the abdominal carcinoma cannot wait. Efficiency may have
increased, in terms of meeting the target set, however the service to
individual patients may deteriorate.

Focusing solely on efficiency as part of the NPM had other limitations. In
attempting to measure performance and output more rigorously a range of
indicators can be used. One that led to some difficulties was finished
consultant episodes (FCEs). Again the basis of this way of monitoring
performance is counting the number of FCEs as a reflection of activity. The
logic behind this is that the more episodes that are recorded, the more
patients are being seen and treated. However, a patient may be admitted to
hospital under the care of one consultant and not actually see that consultant
at any point because staff were unaware that the “take’ had changed, and so
the patient is reassigned to the care of another consultant. Consequently an
FCE is recorded although no activity has occurred.

Other extreme examples include anecdotes of patients in Accident and
Emergency departments, awaiting transfer to the ward, being asked to get off
their trolleys and sit in chairs for short periods, before being helped back onto
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the trolley, to avoid the department exceeding the maximum “trolley wait'
targel. Because the patient sat on a chair for a few minutes and then got back
on the trolley the waiting Hme starts again from that point, for monitoring
purposes. These examples illustrate some of the unintended consequences of
the efficiency drive. It did have an effect on performance and there was an
increase in efficiency, when measured on this basis. However, there were also
some questionable outcomes.

NPM 2: Downsizing and decentralisation

This is seen as reflecting wider trends in the restructuring of organisations
across the public and private sector, It is reflected in the movement away from
large vertically integrated organisations to more decentralised and flexible
units, which involved the contracting out of services and large-scale
‘unbundling’ to improve responsiveness and reduce costs. This model of
organisation is increasingly referred to as ‘postfordist’ (Walby et al. 1994) and is
regarded as a general trend in the development of organisations. Fordism is a
pattern of industrial organisation and employment policy which combines
mass production, deskilling of jobs, and a recognition of employees as
consumers (Watson 1995b) and is a development of Taylorism. The term
derives from the car production plants established by the industrialist Henry
Ford, where the principles and practice of mass production within a tight
svatern of managerial authority were the basis of the organisation.
Tostfordism’ is a term now used to contrast the newer “flatter’ organisations,
that is those with fewer levels in the management hierarchy, and those which
cstensibly afford employees greater freedom and autonomy, with the old
tordist” organisations which had rigid structures and exerted Hght control
over the workforce. This incorporated the internal market, the separation of
purchasers and providers and the contracting out of services. Ferlie ef al. (1996)
argue that this model was not as dominant as NPM 1in the 1980s but is now of
increasing importance.

Examples

This model was reflected in the creation of clinical directorates within NHS
trusts. This invelved the grouping together of collections of usually similar
services as business unils. Based on an organisational model developed at
the Johns Hopkins University Hospital in the USA, groups of wards and
departments were designated as directorates, e.g. the Medical Directorate,
the Surgical Directorate, Critical Care Directorate, Speciality Services
Directorate, and so on. This decentralisation within trusts mirrored the
new structures that had been introduced nationally with trusts being
identified as independent organisations with greater freedom from Health
Authority control. The idea behind this decentralisation was that the
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individual units (be they trusts or the directorates within them) could focus
on the ‘business’ they were engaged in. The intention was that these smaller
units would have more control over their own affairs and that the people
working in them would feel more involved and committed to them, be
innovative, and respond to the needs of the patients more directly.
However, the unintended consequences were that in many trusts,
directorates were placed in direct competition for staff and other resources.
The approach taken to managing scarce resources in many instances was that
if one directorate wanted to develop a new service, e.g. an out-of-hours clinic,
it would first have to produce a "business case’ justifying the need for such a
service and indicating how much it would cost to run. This ‘bid’ would then
be considered along with similar bids and requests for staff submitted by the
other directorates. In this way the budget allocated to the trust as a whole
could be divided up. Although this is a way of managing scarce resources, it
runs counter to notions of cooperation and collaboration between
departments and directorates as they are all competing for scarce resources.

NIPM 3: ‘In search of excellence’

This model is associated with the ‘excellence literature’ of the 1980s {Deal &
Kennedy 1982; Peters & Waterman 1982). It highlights the role of values,
culture, rites and symbols in shaping how people behave at work. It also
incorporates notions of the ‘learning organisation’ and human relations
approaches to management. There is an emphasis on charismatic and
transformational leadership often associated with the imperative to change
the organisation.

Exqmples

This is reflected in the emphasis placed on the management of culture in
organisations (see also chapter 4). The creation of new letter heads, corporate
logos and job titles are all intended to change the way people think and feel
about the organisation they work in or are treated by, Ward sisters become
ward managers, the general manager becomes the chief executive and a
director of communications is appointed to ensure the trust presents a
positive image when dealing with the media. Such changes in title and new
appointments signal a more ‘corporate’” and business-like approach to the
delivery of health care, They are intended to raise the level of performance of
the organisation by instilling a culture of excellence. The addition of ‘quality
marks’ such as ‘Investors in People” and "Charter Mark’ to all organisational
literature is a public statement of excellence expressed by the organisation.
However, difficulties can arise when staff and client expectations generated
by such expressions are not met. For example, if a member of staff applies for
a course of study and is informed she can only attend if she meets the costs of
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the course, this will run counter to the impression of the organisation as an
investor in people. Similarly if a patient receives confusing communication
giving conflicting dates for an appointment the credibility of the charter
mark status is called into question and affects the patient’s confidence,
Consequently the impression of excellence needs to be constantly reinforced
in the actions of the organisabion.

MNIPM 4: Public service orientation

This model is the least well developed and is still to reveal its full potential. [t
represents a fusion of private and public sector management ideas. It
confers legitimacy on a new style public sector which has moved on from its
‘bureaucratic” past but retains a sense of distinct identity and purpose. It
places emphasis on quality services, public service values and the need for a
more user centred approach.

Examples

As Ferlie ef al. (1996) suggest this variation of the NPM is still being developed.
It reflects a concern that in introducing management methods to the NHS and
the public sector there is a danger that the fundamental purpose of the
organisations it is applied to will be overlooked. An early development of this
brand of the NPM is evident in a report compiled by the Office for Public
Management in collaboration with the NHS Women's unit in 1994, which
concluded that a new framework for public management was required. Central
to this was the notion of ‘managing for social result’. This involved managers
balancing lhe demands for efficiency, effectiveness and value for money whilst
maintaining ‘social result’ as the guiding public management principle (OPM/
SWHSWLU 1994, This reflects the public service orientation of NPM 4.

A more recenl manifestation of this is in the New NHS Modern
Dependable (DOH 1997) and its reference to a ‘third way". It states there
will be 2 “third way” of running the NHS, which combines the best fram the
past with new approaches. ‘It will neither be a model from the 1970s nor the
model from the early 19905, It will be new model for a new century.” It is
founded on six principles which reflect elements of the NPM:

« commitment to a national service

+ combined with local responsibility and standards

= partnership working throughout the NHS

+ efficiency, through the elimination of bureaucracy and improving
performance

e excellence, arising from improved quality systems

= rebuilding public confidence in the NHS, rediscovering the public service
ethos.

34



The New Public Management

This is further underpinned by a statement of ten core principles at the start
of the NHS Plan (DOH 2000a) which are intended to ensure that the overall
aims of the NHS are retained as it is modernised over the next ten years. As
Ferlie et al. (1996) observed, the final form of this variation of the NPM is yet
to be realised.

This typology provides a model which draws the disparate elements of the
NPM together. [t is a useful and detailed continuum which demonstrates
the different elements of the NPM. The NPM is a term that is used to
summarise the broad thrust of management reform that has affected the
public sector over the last decade, however it is important to recognise the
different dimensions within it to appreciate the organisational and
management context of health care.

The number of managers

Given the emphasis on the importance of management in the NPM, it would
be logical to assume that there was a concomitant rise in the number of
managers working in health care as a consequence of its impact. However, the
evidence to support such a view is not clear cut, Allsop (1995) maintains that
since the health reforms there have been large increases in the numbers of
administrative, clerical and managerial staff in the MHS. Ham (1997), for
example, reports that the number of managers rose from 6,091 in 1989/90 to
20478 in 199293, and that over the same period the number of administrative
and clerical staff increased from 144 582 to 166,363, This is demonstrated in the
costs bo trusts. Management and administrative costs of NHS trusts in England
and Wales represent, on average, 105 per cent of their revenue (Audit
Commission 1995). This reflects a general increase in managers and
administrators since between 1989 and 1994 the number of managers
increased fourfold and the number of other administrative staff rose by just
over 10 per cent (DOH 1995a). Although there appears to be a clear increase in
the number of managers, the consideration of administrative and clerical staft,
and different levels of management together makes it difficult to obtain an
accurate representation of the actual increase in ‘management’ that has
occurred,

It is evidenmt that some growth in the ‘general and senior manager’
category has occurred, because staff have transferred from what were
predominantly management jobs in other categories (e.g., nursing, the allied
health professions, and medicine), yet the unreliability of the data makes it
impossible to draw firm conclusions about the extent or pace of any real
growth (Audit Commission 1995). Indeed in view of the lack of reliable data
in this area the Audit Commission (1995) called for a wider debate to define
management and produce a clearer idea of management objectives in the
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MHS, because in the absence of a consensual definition of management it is
extremely difficult to measure the rate of increase of management
However, what is beyvond dispute is that as a result of the changes inherent
in the NPM greater emphasis was placed on management as a means of
delivering health services. Some of the research that has been conducted to
examine the effects of this is now discussed,

Researching the NPM

Much of the interest in the NPM has taken the form of commentaries and
‘overviews' of the changes that have occurred in the public sector (Ackroyd
of ol 1989, Hood 1991, Dunleavy & Hood 1994, Wilson & Doig 1996), with
comparatively few projects investigating the development of the MM
within organisations. Twao exceptions are Broussine (1990), and Dopson &
Stewart (1990a), and their studies will now be examined to illustrate some
contrashng views on the MNPM.

Broussine (1990) found that local authority chief officers and their private
sector counterparts identify more differences between them than actually
exist. Drawing on the results of a postal survey of 110 executives and
directors in the public and private sector; three seminars involving 44 local
authority chief officers, 21 private sector managers and 10 senior managers
from the NHS, which explored perceptions the groups had of each other
through group work and the completion of a personality profile
questionnaire and a job characteristics questionnaire, Broussine (1990)
concludes that the tweo groups are remarkably similar in terms of their
reported skills and personality types. He ascribes the perceived differences
to negative sterectypes which, once challenged, become less of a barrier and
that this act of confronting distorted views can help to narrow the gap
which exists between the private and public sector.

Dopson & Stewart (1990a), on the other hand, found that some public sector
managers saw commercially oriented working practices as inimical to public
services because they undermined traditional values and the distinct sense of
professional identity and ethos. They found themselves in a paracdoxical
position where the government was demanding more of them but offering no
support. They were given the responsibility but not the necessary power to
achieve specified targets. Using data obtained from case study research into
middle managers’ attitudes to change, Dopson & Stewart (1990a) contend that
the fundamental areas of difference centred arcund achievements and
resources. Achievements go unrecognised in public sector organisations, so
managers operate defensively and try to avoid making mistakes rather than
being innovative and embracing change. Also managers in the private sector
have a greater feeling of control over their work because of their control of
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resources. Public sector managers, however, do not have this control and so are
less able to achieve their objectives. Dopson & Stewart (1990a) see leadership as
crucial in bringing this about.

NPM and health care

These two studies present some interesting material concerning the relationship
between public and private sector approaches and establish the broad context of
the MPM. They also indicate how different public and private sector approaches
vary depending on the setting. However, if a more complete understanding of
the NI'M and its effects on health care is to be achieved it is necessary to examine
in more detail the component parts of the NPM and how they relate to the work
of health professionals, The framework that will be used to highlight these
component parts is derived from two of the latest major policy pronouncements
from the Labour administration elected in 1997 and re-elected in 2001, The New
NHSE Modern Dependable (DOH 1997) and the NHS Plan (DOH 2000a) can be
located in NPM 4 (Ferlie ef al. 1996) as they both represent attempts to combine
elements of ‘old’ and ‘new’ man,ager'lal Ihinkin;; and elements of all four MPM
models can be discerned in their content. The NHS Plan is the blueprint for the
organisation and delivery of health services for the next ten years. Therefore it is
appropriate bo use the main elements of the plan as a guideline for the content of
the remaining chapters. In order to do this the components of the plan are
summarised in Table 2.2, along with the implications they have for nurses and
health professionals. Howewver, this can only be a brief summary as the
document itself is extremely comprehensive running to some 144 pages. Rather,
the purpose here is to indicate how the material addressed in the remainder of
the book is relevant to and necessary for nurses and health professionals.

Conclusion

The NPM is a useful theoretical device for drawing together the diverse
strands in management thinking that have shaped health care in the 1980s
and 1990s. The NHS Plan (DOH 2000a) represents the next phase in the
development of health management and it has a number of implications for
nurses and other health professionals. In the final part of this chapter the
main areas that need to be considered have been identified (Table 2.2) and
will be examined in more detail in subsequent chapters. It is important to
understand the broad context in which nurses and health professionals
work because it is a erucial factor in determining how they deliver care. It is
part of the policy domain (Kouzes & Mico 1979) (see chapter 10) which is
influential in creating the environment in which all health care personnel
work. A specific dimension of the NPM is its emphasis on quality.

37



Management for Nurses and Henlth Professionals

(€ smdey)
spaepuEg M|

(g pue p sunpdeyy)

g saary Juppron Furaosdu
(51 o panesoyje uonw pE3) oz g
wagsds Aed mapy
oz Aq Sudjyenb
sistdesauy DO'EL 'SanIMPIE PUE SASIAL ()'Ch
POOT Agl

QUNITUISELUL
11 "sauoyda) ‘suisiaagay apispag
£007 Aq 108 anange
o juawdinba Ul PASAAL 34 0 uoj gIEy
#00Z A pasepdas 10 paysiqingay
pmatie aq 09 saoead A1 1auy
HOZ Aq uado spendsoy mau g

Tuawuediaus Surgiom ayg uy sjuawanosdug
SIUISINL 2YS-U0 ]

fres pprane o) sease slvnoys up fed exxg
saepd (00Y3s [E3IPAW souw o'
sisdesay) (5 pue sasinu eipxa 00T
5D 210w (0T PUT SIURIINSUOD J50W (g’
M

PODJ J2)1aq spavm Uy

AsaBans g pur [ridsoy K122 w |1 wapopy
SIGUUEXS MU (5T

pastapow sasnuad g5y pog'e 4aag

saaquao ased Aewnd dojs-auo mou goe
010z L9 spepdsoy mau pgp sanp

atlueyy POOT Aq spaq wapa (g 2UED MquIpauuapg pue sjepdsoy u) Spag NS o'y
SRR
suafieappdug wawadeuey spegag] UELd

sy y Aoy jo Cewnung v DMz HOOD T SR o)

suoneandwn spppue uel) SHN oy 7z aqe]

38



The New Public Management

(6 pue ¢ g ssmdeys)
juawafeuew pugip
diyssapea] [e21u1[)
Bursaom puueosssajosdajug

{6 pue g szgdey )
Ayend

uopadsupsprepurg
Surqrom [euoissagosdaagu)

(g pue 3 g stadey)

00z Ag
SIXPEA] ASANN]
Funuesy jeusissayosdiagu)

1/E9s e J0j junoode Sunaea) [enuue (513
awdoppaap eucissajord Sumuyguody
sunssajoud UM SIALUEG JO |BAOWY

anuao diysiapeal SHN

spsed eray) JUEYNSUOT) SIUL|NSU0D asInU 00T

SUQIIRW Wapofy

WNNILING 2500 B WitM UONEINPD Pasiuapopy
Jjes (e 10] spunodoe Sunwea] [Enpiapug

sjinfs yyeis dojaaap 0} VoI OF 13

SISITILE S0 SA|00 PUE S[[THS MIP]

flogs sppy dmpgo prew sgsidvasy) saaanpie ‘sasani 4gf saSuey)

aperopadsug

$20JAJDG [ED0G PUE UOISSIWWOD) WpNY
Quatuaaosdu] YEdy I0) uossIunuo’y

swiea) jurol sapg
Jurgsom diysiaupe]

puny axueuogad

woy sjafie) Suraangse spsmy 1o uoyn o3
JuFwaatad Il YIjeay J0) UORSSILIWO D
asurnwiogprad wo spodar Enuuy

SIST) DLED [E1205 PURT LI[EAY Map
aued [eoos pue wijeay §o suondadsur anjea 1$3q Julo]

£301ALD5

LD AEIPAMLIFUL UL JUSLIISIAL WO 06T
SaMAISE JIED (005 pue yyeay dojs-sugy
Sanaas [waos pru el sof a8

SHM 24b Funsun jo slem map]

s15m3 Fuyie) ul voguasaug

pury aouewopad uor 0053

ALnenb ainsse o) uonadsug

uoHEwIouL 20uruiopad 0 uogeaqn,]

juawadeuweyy afuryd noqe Fuwg oy swea] Aauafle uopesILIAPO

aJueyy SHIOMMULI] BIAISS [EUSLEN] gjadie] puE SpIEPUR]S [PUOYTU 0T

SpUEPUES Awouoine pauies gEngy aea g Aupgsuodear paajoasg

sniapsic

suogeadur juawadeuegy s[regag] ue|q

saflueyy Loy jo Avwwng v {0007 HOQ) Mo SHN 4L

panupuon g Aqe]




3. Clinical Governance and
Quality Management

Introduction

Clinical governance is defined as:

a framework through which NHS organisations are accountable for
continuously improving the quality of their services and safeguarding
high standards of care by creating an environment in which excellence in
clinical care will flourish. (DOH 1998, p. 33)

Clinical governance provides the current policy framework for the
management of quality in the NHS and the ideas that inform it have their
roots in management thought. The purpose of this chapter is to examine
some of the main trends in management thinking that have contributed to
the development of quality management systems in health care. This is
necessary becouse a focus on gquality is a central feature of current
sovernment approaches to the management of health care. It is stated in
the NHS Plair that:

Patients should have fair access and high standards of care wherever they
ve, 5o at national level the Department of Health will, with the help of
wading clinicians, managers and staff, set national standards in priority
areas, (DOH 2000a, p. 58)

The relationship of this approach to general quality management principles
is examined and the problems that occur when attempts are made to apply
‘general’ management methods in health care explored. This serves as a
starting point for consideration of what will be required if clinical
governance is to be implemented successfully in health care. To summarise
then this chapter seeks to:

# cxamine the difficulties and challenges involved in defining quality in
health care

= esfablish the importance of quality as a central concern, through
reference to significant failures in the NHS
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= discuss the work of the "quality gurus’ and their influence on heath care
quality
+ assess the success of managing quality in health care.

Defining quality

There are particular difficulties associated with defining the term quality in
the context of health care. For example, if the definition of clinical
governance is considered what is meant by ‘execellence’? Will notions of
what is excellent vary from person to person? Similarly what are high
standards? There are a number of dimensions that affect the construction of
any definitions that are used, Maxwell (1984, 1992) has usefully summarised
a number of the issues involved and demonstrates that the development of
statements which are intended to define quality, or aspects of it, is by no
means a straightforward process (see Figure 3.1). Each of the dimensions
highlights a particular aspect of quality and can help increase awareness of
the complex nature of health care quality. They can also point the way to the
need for a range of quality indieators if the quality of a service as a whole is
to be comprehensively assessed.

The surgeon may be technically skilled and carry out a surgical procedure
based on the best available evidence. However, if the patient has to wait two
years for this surgery, suffering discomfort and the operation is postponed
on two occasions, what would be the overall judgment of the quality of
service received in this case? Similarly if a patient needs a course of
treatment which can only be accessed within the next year if the patient is
prepared to travel 70 miles to a hospital that has some spare capacity and
which has mixed wards, is this a quality service? The answer to such
questions is always conditional, it depends. Judgments about the service
provided are made against notions of what is expected. If a rapid,
responsive service is expected and is not forthcoming then the perception
will be that the quality is poor. However, if an acute life threatening illness is
being experienced and the patient’s life is saved as a result of treatment this
will be regarded as a positive outcome and good quality. The key point is
that perceptions of quality are varied and contingent upon expectations and
past experience as well as the service provided. Recognition of this situation
is important as it helps to explain divergent opinions on quality which are
informed by fundamental beliefs about what the NHS is there to do.

The poles of the debate in this area can be summarised by a simple
analogy. Is the NHS there to provide a Rolls Royce or a Ford Escort service?
Is it there to provide the best possible care that could be delivered, or is its
role to provide a minimum, basic or acceptable service as cheaply as
possible? In many ways the theoretical accounts and management
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Questions Hat help to define and expand the label uality’

Effectiveness

Is the treatment given the best available in a technical sense, according
to those best equipped to judge? What is their evidence? What is the
overall rezult of the treatment?

Acceptability

How humanely and considerately is this treatment/service delivered?
What does the patient think of it? What would/does an observant third
party think of it ('How would [ feel if it were my nearest and dearest?’)
What is the setting like? Are privacy and confidentiality safeguarded?

Efficiency

Is the output maximised for a given input or (conversely) is the input
minimised for a given level of output? How does the unit cost compare
with the unit cost elsewhere for the same freatment/service?

Access

Can people get this treatment/service when they need it? Are there
anyv identifiable barriers to service — for example, distance, inability to
pay, waiting lists, and waiting mes - or straightforward breakdowns
in supplv?

Equity

Is this patient or group of patients being fairly treated relative to
others? Are there any identifiable failings in equity = for example, are
some people being dealt with less favourably or less appropriately in
their own eyes than others?

Relevance

Is the overall pattern and balance of services the best that could be
achieved, taking account of the needs and wants of the population as a
whole?

Figure 3.1 Six dimensions of quality (Maxwell 1984, 1992).

prescriplions that have been presented in the area of quality can be viewed
as systems and approaches designed to deal with such issues. They
generally incorporate a particular definition of quality on which they are
based and then set out how quality, as defined, can be achieved, However,
before examining some of these in more detail it is necessary to explore the
difficulties in defining health care quality a little further.
Evretveit (1992) maintains that a quality health service is one that satisfies
a number of sometimes conflicting requirements and interest groups. He
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The Hiree dimensions of health service quality

Client quality
What clients and carers want from the service (individuals and
populations).

Professional quality

Whether the service meets the needs as defined by professional
providers and referrers, and whether it correctly carries out techniques
and procedures which are believed to be necessary to meet client
needs.

Management quality
The most efficient and productive use of resources, within limits and
directives set by higher authorities/purchasers.

Figure 3.2 The three dimensions of health service quality (Bvretveit 1992).

summarises this as consisting of three dimensions (see Figure 3.2) which
correspond to the major interest groups that must be integrated to specify
the quality of health services. This is similar to the analysis of Pollitt (1993k)
in which he identifies what he terms three "species’ of quality in the NHS.
These are:

+ Medical guality: a professional, highly technical exercise conducted
exclusively by doctors.

+ Serviee quality: the aspects of quality that remain once the ‘doctors’
business’ has been artificially extracted.

= Experienced quality: dimensions of the patient experience which the
patient thinks important.

What these "dimensions’ and “species’ of quality indicate is that definitions
of quality used by people working in or accessing health care are not the
same. This can result in confusion and disagreement concerning how
quality should be measured and managed.

Exmmple

An elderly patient is admitted to hospital with abdominal pain. During
assessment in the Accident and Emergency (A&E) department she is
classified as ‘non-urgent’ as the pain has been present for a few days and on
examination it does not appear to be an ‘acute abdomen’. Consequently
immediate treatment is not required. As a result of this classification she
waits for four hours in the department until a bed becomes available on a
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ward, Once on the ward she is seen quickly and a diagnosis of chronic
constipation is made. The nest day, following administration of an enema,
the constipation is relieved and the patient feels better. A decision is made
that the patient can go home as no further medical or nursing care is
reqquired. However, some supervision and support at home is necessary to
prevent a recurrence of the constipation. Organising the necessary support
at home Lakes a few davs, Whilst wailing for the arrangements to be put in
place the patient is moved several limes to other wards to make beds
available for emergency admissions. As a result of this she loses several
itenms of clothing during transfers.
Is this a quality service?

= Medical perspective: The patient received appropriate treatment and the
condition was resolved. A good service was provided.

+ Nursing'professional perspective: The frequent transfers compromised
continuity of care. There was a lack of opportunity to support the patient
in her preparation for discharge.

o Service'management perspective: Treatment was delivered on the basis
af necd. As long as the wail in A & E did not exceed the waiting hime
directive. that aspect of care was satisfactory. The loss of clothing is a
concern as a complaint may follow.

o Clienl perspective: Initiallv concerned at having to wait; later satisfied as
the problem was resolved; probably followed by dissabsfaction with the
dielay in discharge and the loss of personal items.

When considered in this way it becomes clearer why quality is a difficult
spect of vare o manage. People approach it with different expectations.
These perceplions and expectations can also be influenced by the nature of
the problem, For example, when first admitted to hospital the relief of pain
may e the first concern. When this has been dealt with the next
reduirement s an accurate diagnosis and explanation of the treatment
dircd. Then skilled and efficient administration/performance of the
nucessary trealmentinkervention is expected. Finally information and
s o support discharge arrangements or continuing care is needed.
At vadions points along this continuum patients may start to focus on other
aspects of care as quality issues. Once the pain has been relieved the patient
may e moere aware and more concerned about the way she is spoken to.
Similarly when the initial treatment is underway or has been performed
successiully then the quality of the surroundings or the food may be become
more of a concern. So not only do perspectives on quality vary depending
un the person‘group concerned, perceptions and concerns can change over
time. This indicates why there are challenges in managing quality in health
care. In many instances the response to this challenge is to use fairly ‘basic’
measures. Essentially everyone can recognise a chronological or numerical
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target and these are often used as a means of managing quality. For
example, the fime patients have to wait before receiving an appointment,
before being seen, or before having surgery can be quality targets. Reducing
the number of patient complaints could be a target. These can all be useful
and play a part in an overall quality system. However, difficulties emerge
when other aspects of quality need to be assessed such as the patient’s level
of satisfaction with the service as a whole; the quality of the environment;
and the treatment outcome, because of the different starting points for
evaluation outlined above,

Quality failures

If it is then considered that managers and professionals are not
homogeneous groups and that there will be divergent opinion as to the
best route to quality among the people within these groups, the picture is
complicated further. Also, it is not particularly helpful to approach client or
patient quality as a single entity because the range of experience and
expectation is hugely variable. This situation has been compounded by the
very public failings of the NHS which have been so comprehensive that
they span all of these dimensions and have contributed to a situation
whereby demands to improve quality can no longer be ignored,

The frquiry into the Management of Care of Children receiving complex Heart
Surgery at the Bristol Royal Infirmary 19841995 (2001) discovered that quality
failings resulted in the deaths of babies. The report is ‘an account of a time
when there was no agreed means of assessing the quality of care. There
were no standards for evaluating performance and there was confusion
throughout the NHS as to who was responsible for monitoring the quality
of care’, In the period 1991-1995 between 30 and 35 more children under
one year of age died after open heart surgery in the Bristol unit than would
be expected in other similar units. The report goes on o make 198
recommendations aimed at ensuring safe care and the improvement of
quality. Reflecting on the report Coulter (2002) concludes: “If we want bo
centre quality improvement efforts on the needs and wishes of patients we
must first understand how things look through their eyes’ (p. 650). This will
involve empowering patients to become more invelved in decisions about
their care which will in turn need leadership from within the clinical
professions, more training and a willingness to change {Coulter 2002). All
key aspects of any quality system.

Similarly a review of cardiac services in Oxford found that the
combination of a lack of leadership, surgeons working autonomously,
difficulties in recruiting and retaining nursing staff and a culture of
complacency and secrecy all contributed to a decline in the quality of
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services (Dobson 20000 The main recommendation of the review was that
the surgeons should work as a team and devise a system for managing
operating theatre lists {(Dobson 2000), both basic components of quality
management.

When reflecting on the death of a young patient as a result of an
erroncous intrathecal injection of the eytotoxie drug vincristine, intended
for intravenous use, Berwick (2001) concluded the remedy was to change
systems of work. People are fallible but they can create safer systems based
on gquality principles. The example he cites is the change to the connecting
fittings of nitrous oxide and oxyvgen supply lines in operating theatres, The
connections have been made incompatible so that it is impossible to
inadvertently conneet the nitrous oxide line to the oxygen supply, and vice
versa, during anaesthesia. This has almost eliminated the small number of
deaths that wsed to occur each year as a result of incorrect connection of
lines.

Other failings such as ‘unprofessional, counter-therapeutic and
degrading’ treatment of elderly people, and the death of a patient following
the removal of a healthy kidney instead of the diseased one (Kmietowicz
200N indicate that there are many quality problems in health care. Such
events, along with more ‘routing’ lapses in quality including drug

Zministration errors, poor standards of hospital cleanliness and unpalatable
nieals, are evidence that quality is an issue that needs to be managed. The
current approach to this is through the system of clinical governance, This is
Tective of a series of gquality principles that have been Frgpcunded by key
._.:1-.r1t theorists. These include W. Edwards Deming, Joseph Juran,
rostn and John Oakland. Their work is considered in terms of how it
ical governance to demonstrate how management theory and

swn irom management are of enduring and contemporary relevance
ree2 and members of the health professions.

3
” r"

[ee work of the guality gurus

[ main principles idenlified by individuals who have come to be referred
1o s gquality gurws’, will be presented as a means of summarising the broad
sweep of ideas that were very influential in the “private sector” and which
later vame o influence management in health care and are a feature of the
MPA discussed in chapter 2. The term guru is generally applied to a
spiritual leader or a wise man. When used in a management conbext it is
wvsed to denote an elite, yet diverse grouping, who simultaneously
comment on management while acting to change its practice {(Huczynski
1993), Huczynski goes on to argue that there are three types of manage-
ment guru:
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+ the academic guru
= the consultant guru
= the hero manager,

The background and work of the quality gurus considered below display
elements of all three types in that they have studied quality and written
extensively on it (academic guru); they have acted as advisors and experts to
help compantes and indeed countries, in the case of Deming and Juran,
develop quality management systems (consultant guru); and have
themselves managed organisations in line with the principles of quality
(hero manager).

These individuals developed different aspects of a management
approach to quality which over time developed into a system which came
te be known as total gquality management (TQM). The different
contributions that they made are summarised and evaluated below and
then the way their ideas relate to current approaches in health care is
examined. This also involves an assessment of the success of TOM inibatives
in health care. Finally current guidance on clinical governance and quality
in health care 15 explored.

TOM has been defined as

an approach to improving competitiveness, effectiveness and flexibility in
a whole organization. It is essentially a way of planning, organizing and
understanding each activity and depends on each individual at each
level. For an organization to be truly effective, each part of it must work
properly together towards the same goals, recognizing that each person
and each activity affects and in turn is affected by others. (Oakland 1993,
p- 22)

Oakland goes on to state that TOM needs to gain ground rapidly and
become a way of life in many organisations. There are many definitions of
TOM (Mullins 2002); however, its essential features can be regarded as a
combination of the work of Deming, Juran, Crosby and Oakland.

Deming and TQM

W. Edwards Deming is famous as the man who taught the Japanese about
quality. Deming obtained a doctorate in mathematical physics in 1928
(academic guru). He worked for the US government in the National Bureau
of Census and brought about a sixfold increase in productivity (hero
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manager). After the Second World War Deming was sent to Japan to help in
the reconstruction of the infrastructure and industry (the consultant guru)
(DT 1995). Deming’s (1988) fourteen points for quality management are as
follonss:

. Create constancy of purpose toward improvement of product and
service. If organisations are to survive, they must allocate resources for
long-term planning research and education, and for the constant
improvement of the design of their products and services.

2. Adopt the new philosophy. Government regulations that represent
obstacles to competitiveness must be revised. Transformation of
companies is needed.

3. Cease dependence on mass inspection. Quality needs to be designed
and built into the processes, preventing defects rather than attempting
to detect them afler they have occurred,

4. End the practice of awarding business on the basis of price tag alone.
Lowest bids lead to low quality. Organisations should establish long-
term relationships with single suppliers.

. Improve constantly and forever the system of production and service.
Management and employees must search continuously for ways to
improve gualily and productivity.

. Inshitute training. Training at all organisational levels is a necessity, not

an pption.

TooAdept and institute leadership. Management’s job is to lead, not to

vise. Leaders should eliminate barriers that prevent pecple from
duoirz the job well and from learning new methods.

2, Drive cul dear, Unless employees feel secure enough to express ideas
il ask questions, they will do things the wrong way or not do them at

LT

=L

9. Break Jdown barriers between staff areas. Working in teams will solve

problems and thus improve quality and productivity.

i Blimirate slogans, exhortations, and targets for the workforce. Problems

W unlity and productivity are caused by the system, not by individuals.

Posters and slopans generate frustration and resentment.

', Eliminate numerical quotas for the workforce and numerical goals for
people in management. In order to meet quotas, people produce
defective products. Instead, management must take decisive steps to
replace slandards, rates, and piecework with intelligent leadership.

IZ. Femove barriers that rob people of pride of workmanship. Deming
views individual performance appraisals as one of the greatest barriers
to pride of achievement.

13. Encourage education and self improvement for everyone. Education
should never end, for people at all levels of the organisation.
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14. Take action to accomplish the transformation. Commitment on the part
of both top management and employees is required.

Juran and TOM

Joseph Juran began his professional life as an engineer and as a result of this
published a quality control handbook (1992) which led him to international
eminence (hero manager). Like Deming he was invited to Japan to work on
the postwar reconstruction programme (consultant guru) and he went on to
publish twelve books which have been translated into thirteen languages
(academic guru) (DT] 1995). He outlined ten steps to quality improvement:

1. Build awareness of the need and opportunity for improvement.

2. Set goals for improvement.,

Organise to reach the goals (establish a quality council, identify
problems, select projects, appoint teams, designate facilitators).
Provide training,.

Carry out projects to solve problems,

Report progress.

Give recognition.

Communicate results,

Keep score,

Maintain momentum by making annual improvement part of the
regular systems and processes of the company (Juran 1992).

Kennedy (1998) has noted that Juran and Deming are so closely linked by
age, experience and their part in the Japanese economic miracle that it is
sometimes difficult to differentiate between their contributions. Although
there are differences in approach among the gurus considered here, there
are some overall themes in their work which can be regarded as broadly
accepted quality principles and these are identified below. First, though, the
work of Philip Crosby and John QOakland is outlined,

w

SN

—

Crosby and TQM

Philip Crosby is a graduate of Western Reserve University and started work
in the US Navy. He later worked for ITT and for fourteen years was
Corporate Vice President and Director of Quality (hero manager). In 1979 he
left ITT and established Philip Crosby Associates (consultant guru) and the
Quality College (academic guru) to provide training for organisations on
how to management quality (DT1 1995). Like Deming, he also offers
fourteen steps to quality improvement however he prefaces these with four
‘absolutes” of quality. These are:
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# Definition = conformance to requirements,
Svstem — prevention.

Performance standard - zero defects,
Measurement - price of non-conformance.

LN

which underpin his fourteen points:

. Make it clear that management is committed to quality.

. Form quality improvement teams with representatives from each
department.

3. Determine where current and potential quality problems lie.

4. Evaluate the cost of quality and explain its use as a management tool.
5. Raise the quality awareness and personal concern of all employees.

6. Take actions to correct problems identified through previous steps.

7. Establish a team for the zero defects programme.

8 Train supervisors to aclively carry out their part of the quality

improvement programme.
9. Hold a “zero defects” day to help all employees realise that there has

been a change,
10, Encourage individuals to establish improvement goals for themselves

and their groups.
il Encourzge emplovees lo communicate to management the obstacles
thew face in attaining the improvement goals.
== and appreciate those who participate.
13 Es sh quality councils lo communicate on a regular basis.
Yoot all owver agein to emphasise that the quality improvement pro-
ime never ends. (Crosby 1979, 1985)

v Hipure, particularly in the UK. He has been Professor of Total Quality
vazement and Head of the Eu ropean Centre for TOM at the University
Hord (academic guru), following a career in industry (hero manager).
Hle established O & F Quality Management Consultants (consultant guru), a
company which has advised many qrganiﬁaﬁ-:ns on quality matters, ,.-kgain
ne identifics a series of steps to TOQM, coincidentally there are fourteen:

I. Understanding quality.
. Commitment and leadership.
3. Dwesign for quality.
4. Planning for quality.
5. Systerns for quality.
6. Measurement.
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7. Costs of quality.
8. Tools and techniques for improvement.
9. Capability and control.

10. Organisation for quality.

11. Communications for quality.

12, Teamwork for culture change.

13. Training for quality.

14. Implementation of TOM (Oakland 1993).

Clearly summarising the work of others as a series of 'key principles’ or
steps runs the risk of oversimplifying their contrnbubtion and failing to
convey its comprehensive nature. However, the emphasis here is not so
much on a detailed examination of the work of these gurus as this can be
undertaken by accessing the original work, listed in the references. Rather it
is on tracing the influence of this work on current approaches to quality in
health care. So what are the broad areas of agreement among the gurus
which constitute broad organisational quality principles? They are:

Quality is the responsibility of management.

Teamwaork is essential to the achievermnent of quality.

The quest for quality is a continuous process.

Both systems management and people management approaches are
required.

Limitations of TQM

Although there is a level of agreement concerning the overarching
principles of quality management systems, this is not to suggest that their
application is straightforward. There are conceptual and practical
difficulties. For example, based on a review of the introduction of TOM in
the USA in the 1980s, Cole (1998) concludes that Deming's work lacks a
unified coherent theory and detailed guidelines on how to implement
quality improvement. However, because US manufacturing firms were ‘in
crisis’ at this time and were seeking radical sclutions, TOM was
enthusiastically seized upon, if not always introduced as its authors
intended. Hackman & Wageman (1995) suggest that rhetoric is winning
out over substance and that what many organisations are implementing is a
pale or highly distorted version of TOM. Also little research has been
undertaken to demonstrate the effectiveness and value of TOM. It seems
that the almost evangelistic tone of the proponents of TOM was successful
in gaining acceptance for the ideas before they had been subjected to
serutiny and testing (Pollitt 1993b, Collins 2000).

The reality of the situation is much more complex and it is more helpful
to approach the challenge of delivering quality based on an acceptance that
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there are different tvpes of quality for different purposes and that different
svstems will be required to achieve this (Bouckhaert 1995) rather than
seeking recourse to a single solution such as TOM. Indeed when an attempt
was made to introduce TOM into the NHS it met with limited success (Joss
& Kogan 1993), This was partly as a result of the programme not being
adequately resourced; however, there were also difficulties in terms of the
nature of TOM not coinciding wilh the structures within the trusts; poor
integration of the existing range of quality systems such as audit; low take
up rate (1-3 per cent) of doctors undergoing training in TQM; and a lack of
information svslems necessary to monitor quality. One of the main barriers
ko its effective introduction to the NHS was its origins in the commercial
seclor.

Failing to acknowledge the differences between the two sectors (public
and private) made it inevitable thal some staff would find it difficult to
accepl both the principles and the implementation schedules. The lack of
participation of medical staff was also a serious blow to the credibility of the
approach (loss & Kogan 1995). These findings were borne out by the work
of Hearnshaw of al (1998) who found that the introduction of quality
methods developed for use in privale sector organisations into the NHS is
nut without its problems. They report on a project designed to foster quality
improvement in general practices based on the principles of TQM. OF the
147 practives invited to participate only six practice teams commenced the
programme, and of these only five completed a quality improvement
project. Three vears later only three practices reported that the changes
made were sill in place. This illustrates that there are many barriers to
improving gquality in health care. Ovretveit (199%4a) identifies four reasons
why TOM dailed in the NHS:

. The political nature of the NHS means that there are frequent changes

of policy and directives which demand immediate management action

and thus make it difficult to pursue the long-term strategy necessary to
achieve TOM.

MHS organizations have difficulty obtaining the Anancial investment

necessary to support genuine TOM strategies because the link between

service improvement and increased income is not as clear as in private
sector organisations,

3. Mueeting customer requirements is much more than giving customers
what they want. Patients oflen do not know what they need or whether
they have received what they need.

4. The NHS customer is a complex mix of patients, carers, commissioners
of services, referrers and other interest groups. This renders the simple
concept of “fully meeting customer requirements’ inherently prob-
lemalic.
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Similarly, more modest attempts at introducing quality mechanisms have
met with difficulties. Clinical audit is a way of demonstrating the effective-
ness of health care interventions through meeting defined standards and it
is also a way of developing the quality of service that clinicians provide
{Exworthy 1996) (Figure 3.3). Medical audit, nursing and therapy audit were
introduced in 1991 following the publication of Working for Patients (DOH
1989). These audit streams subsequently became known as clinical audit to
reflect the increasing participation of all elinical groups in multi-professional
audit (Exwaorthy 1996).

Yet the basic process of audit, in its various forms, has been difficult to
establish in health care for a number of reasons. This has resulted from a
series of related issues. Lord & Littlejohns (1994) found that clinicians
believed the results from audit would be used to penalise them or to justify
management decisions on cost rather than on quality, Conversely managers
distrusted what they saw as professional secrecy and protection of
professional interests against those of the patient. This professional-
managerial tension was an impediment to the progress of audit.

In the same year Thomson & Barton (1994) feared that audit was losing
its impetus and direction because of uncertainties in the following areas:

Bring aboul change in practice Observe current praclice

Compare pragtice with standards Set standards

Figure 3.3 The audit cycle.
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# Hierarchical doctor-nurse relations

+ Poor teamworking

Practical difficullies in arranging multidisciplinary group meelings

Interprofessional differences in approaches to audit

+ Nursing audil perceived as less eredible than medical audit

+ Lack of commitment from senior doctors or managers in supporting
multidisciplinary audit

# Lack of or insufficient influence of purchasers

= MNurses with little professional autonomy

= Audit in early stages of development in the team or organisation

+ Widely differing levels of audit knowledge and experience within
the team

[:® Lack of limited support for teams (facilitation by audit staff)

Figure 3.4 Reported obstacles to multidisciplinary audit {Cheater & Keane
1858)

les toweards avdit on the part of medical staff and a lack of
its management; audit being conducted outside other
nagement strategies; lack of education on the part of those
: audil the lack of coordination with other initiatives; the lack

carch into the etfectiveness of audit; and the lack of prioritising that
r resulting in misplaced effort. Earlier Packwood (1991) had
nat in the initial slages of medical audit it was too episodic and
inconsisient to be beneficial in educational or management terms. Time
pressures were also identified as problematic in that hard pressed clinicians
were expected to carry out audit in addition to already heavy workloads.
Corsequently the level of professional leadership and the educational or
manapgerial benefils that could realistically be expected from the process
were limited. A later study found that many barriers remained to the
successiul introduction of multidisciplinary audit (Cheater & Keane 1998)
{sce Figure 3.4). This indicates that although many nurses were
enthusiastic supporlers of audit, several structural, organisational,
interprofessional, and intraprofessional factors hampered its progress
(Cheater & Keane 1998). An awareness of this is important because andit
will need to become part of everyday practice if the requirements of clinical
governance are to be met.

Barriers to implementing audit

In a comprehensive review of 93 publications which investigated various
aspects of audil in health care, Johnston et al. (2000) identified five main
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barriers that impede the introduction of audit. This usefully summarises
much of the material discussed earlier. These barriers are: lack of resources;
lack of expertise in project design and management; lack of an overall plan
for audit; relationship problems; and organisational impediments. Whilst
recognising that these can be overcome and that audit can contribute to the
delivery of quality in health care, Johnston et al. (2000) sound a note of
caution in relation to future developments. They suggest that if it is to be
effective the introduction of clinical governance must be informed by the
lessons learned from the history of audit in health care. In a similar vein
Leatherman & Sutherland (1998) argue that advancing quality in the United
Kingdom means building on the legacy of the past, capitalising on existing
knowledge, experience, and technologies, and integrating these with a
vision for the future of quality in the NHS. It seems the government has
attempted to do this with its proposals for quality in health care (DOH 1998,
2000a). The remainder of the chapter will consider this initiative in the light
of the general quality principles discussed earlier and attention will be given
to the actions necessary for clinical governance to be successful.

Clinical governance

The definition of clinical governance was presented at the start of this
chapter to provide a basis for the discussion of the development of quality
management in health care. This new approach to quality management is
comprehensive in its scope and is summarised in Figure 3.5,

Essentially clinical governance involves the delivery of standards at local
level within trusts. The MNational Institute for Clinical Excellence (NICE)
conducts and coordinates studies of the effectiveness of new and existing
treatments. This work is used to inform the development of evidence-based
Mational Service Frameworks which set out what patients can expect to
receive from the NHS in relation to care, e.g., mental health, cardiac care,
elderly care, diabetes care. NHS Trusts ensure that these standards are met
through implementing a system of clinical governance whereby all
organisational efforts are directed to achieving the standards. This involves
managing systems of audit; systems of risk management; and continuing
professional development. The effectiveness of these systems is then
monitored by the Commission for Health Improvement (CHI) through a
system of inspection and through comparison of progress with milestones
set out in the Mational Performance Framework (WHSE 1999). The detail of
how this works in practice can be found in A First Class Service Quality in the
New NHS (DOH 1998); however, the key principles of quality management
are clear. Standards are set, the organisation is structured to achieve the
standards and achievement of the standards is monitored through
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Figure 3.5 The components of clinical governance. Reproduced with
permizssion from DOH (1998) A First Class Service Quality in the New NHS,
HM50, London,

Maotes: National Serviee Frameworks will set out common slandards across the
cutntey for Lhe treatment of particular condilions, The National Institute for Clinical
Eneelionee will act a5 a nalionwide appraisal body for new and existing treatments,
and disseminate consistent advice on what does and does not work.

inspection. Management theory in this area provides a framework for
management of quality.

This i an ambitious plan for reform of quality management and
although, as has been demonstrated earlier in this chapter, quality
management should involve everyone in the organisation and all the
activities within the organisation should be directed towards quality, the
situation in health care is somewhat different. Clinical governance is just
part of a very crowded agenda that health care managers and professionals
are having to deal with. The framework of clinical governance (Figure 3.5)
should provide a means of integrating these diverse demands on health
care. However, the reality often dictates that it becomes one more “target’
among many. For example, evidence-based practice (see chapter 5),
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interprofessional working (see chapter 9), NHS staff shortages (Bradshaw
1999, Finlayson ef al. 2002), and the delivery of health improvement
programmes (DOH 2000a) are all major challenges in their own right. The
policy process results in decisions concerning priorities and the delegation
of tasks which inevitably means that progress in some areas will be more
rapid than others, and that some “priorities” become sidelined in response to
a range of pressures (Green & Thorogood 1998, Allsop 1995, Walt 1994). The
need to deliver on short-term targets such as waiting times can mean that
other longer-term targets such as quality can be neglected. The limited
amount of evidence that is available on the implementation of elinical
governance suggests that progress may be modest, owing to some familiar
‘barriers’ noted earlier in the chapter.

Progress with clinical governance

In a survey of clinical governance ‘leads’ in primary care, Roland ef al. (2001)
received an 81 per cent response rate. This in itself is a notable finding as it
indicates that key people have been designated as responsible for elinical
EoVernance in primary care organisations. However these people reported
that there were barriers to the successful implementation of clinical
governance and these included: a lack of time and resources; too much
change leading to ‘initiative fatigue’; the attempt to combine quality
assurance and quality improvement approaches in a single strategy; and the
lack of clarity surrounding what should be determined locally and
nationally in terms of guidance on clinical governance. Roland et al. (2001)
argue that these barriers may impede the implementation of elinical
governance and go on to recommend some measures that need to be
adopted if this is to be overcome. These were:

provide time for quality improvement

reward teamworking

involve professionals

support the development of professional leaders at all levels
support lifelong learning.

" & ® & @

These observations confirm much of the work considered earlier in the
chapter related to previous attempts to manage quality in health care.
Teamwaork is crucial and it is important that the teams involve all
professionals. This in turn requires skilled leadership at all levels of the
organisation based on a philosophy of continuing education and lifelong
learning. However, if this is to be achieved it will take time. It seems that
some of the problems evident in past attempts persist and may impair the
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introduction of clinical governance. Roland ef al. (2001) argue that it is too
early to conclude if the changes made have improved quality but some of
their concerns are echoed in other work,

Franks (2001) analysed twenty-one annual clinical governance reports
from acute NHS trusts in the Northern and Yorkshire Region. He found that
responsibility for the introduction of clinical governance had been devolved
and that it was difficult to determine from the reports how it was being
monitered. The involvement of doctors in clinical governanee was patchy,
and risk assessment and clinical audit were managed separately. Finally, it is
interesting to nole that there was a lack of consistency in the presentation of
the reports. Some were as brief as ten pages whilst others ran to fifty pages
plus appendices. Given that the bedrock of quality systems is standard-
isalion it is surprising o discover that such wvariability in format is
acceptable. If comment on progress and standards is not presented in a
uniform wav, how can meaningful comparisons about progress be made?
The other notable observations made by Franks (2001) relate to the
separation of different elements of qualilty processes. If risk and audit are
dealt with separately within trusts it is unlikely that they will be brought
togetier in a coherent quality management system. Similarly, if doctors are
not invelved in clinical audit how valuable is the process to the overall
management of quality in the trusts?

This need for full integration of quality processes into the ‘normal’
operation of the organisation is identified in other accounts reflecting on the
introduction of clinical governance. For example Holt (1999) contends that
based on experience in his trust, quality management is integral to ‘business
as usual’ not something to be grafted onto routine operation. Similarly
Harrison (1999) and Haslock (2000) argue that clinical governance needs to
be bedded into day-to-day management and that it should not be regarded
as an ‘add on’.

The need for such change is clear at the level of national policy as a First
Class Service (DOH 1998) recognises that meaningful and sustainable quality
improvements in the NHS require a fundamental shift in culture. The
importance of changing the culture in order to bring about new ways of
managing and delivering the service is a feature of much current policy
(DOH 1997, 1998, 2000a). However, when it comes to achieving such change
there are many challenges to be faced. In chapter 4 the nature and
significance of organisational eulture, in managerial terms, is considered.

Conclusion

Ellis & Whittington (1993} trace the development of quality in health care
through three distinct phases: embryonic, emergent and mandatory.
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Embryonic is when measures for quality are in place yet tend to be implicit
and not specifically referred to in quality terms. This is followed by an
enmcrgent stage when the term “quality assurance” gains currency and explicit
quality management mechanisms are introduced to assure quality. Finally
health care systems arrive at a mandatory stage whereby the government
imposes a centrally determined regulatory framework to ensure the
management and improvement of quality. This point has now been
reached in the MHS. There are five new national agencies which have
been established to regulate the different elements of quality (Walshe 2002):

= Mational Institute for Clinical Excellence
+ Commission for Health Improvement

+ Modernisation Agency

+ Mational Patient Safety Agency

» Mational Clinical Assessment Authority.

This indicates that quality is likely to remain a prominent issue for both
managers and professionals. An understanding of the underpinning
principles on which these initiatives are based may help people working
in health care to overcome some of the barriers to implementation noted
earlier. Quality systems are basically simple; however, they need to be
applied to the ‘business’ of health care carefully.

59



4. Organisational Culture

Introduction

Shafritz & Ott (2001) locate total quality management (TQM) in the category of
a ‘cultural reform movement’. They suggest it is one of a number that was
intended to increase productivity, flexibility, responsiveness and customer
service by reshaping the culture of organisations. However, it was
demonstraled in the previous chapter that the application of ‘quality methods
to health care in the UK is not without its problems. This is partly because the
attempts at “cultural reform” referred to by Shafritz & Ott (2001) were often
based on a partial understanding of the nature of crganisational culture. The
purpose of this chapter is to demonstrate the complexity of this concept and
consider the ways it can be useful to health professionals in the management of
health services,

Ihe chapter has three main aims. The first is to demonstrate that
cultre is a multi-layered and complex concept derived originally from
the discipline of anthropology and more lately organisational studies.
This will illustrate how the origins of the term affect its application and
how the current widespread use of the term can be problematic, because
the meaning attributed to it varies depending on the particular
perspective employed, and this is not always made explicit. Second,
three categories for the study of culture will be presented to demonstrate
that it is not a unitary concept and to emphasise the importance of clarity
in the use of the term. This contention is then explored through an
examination of the utility of the concept in its application to health care in
the UK. If organisational culture is clearly defined and used appropriately
it can be a useful analytical eoncept in increasing our understanding of the
organisation of health care. This understanding can also serve as a basis
for more effective management of the service as managers will have a
keener appreciation of the environment they are operating in and the
forces at work in that environment.

Therefore the chapter will:

* examine the origins and definition of culture
= present three categories of the concept of culture in order to convey its
complexity

&0



Organisational Culture

» discuss these categories in relation to health care in order to demonstrate
how the concept of culture can contribute to our understanding of health
care organisabions

+ identify the problems that can occur when the term is used in an
inappropriate way.

Why is culture important?

The word culture has a variety of meanings. It can be used to refer to the
cultivation of the soil and plants; the customs, civilisation and achievements
associated with a particular period of history or people; the arts and other
manifestations of human intellectual activity and refinement; and a society’s
system of knowledge, ideology, values, laws and day-to-day ritual. Recently,
however, it has increasingly come to be used with reference to organisations.
Indeed as Shafritz & Ott (2001) observe, almost all the literature about
organisational culture has been published in the last fifteen years. The use of
the term culture has also become commonplace in a wide range of literature
concerned with health care organisations, particularly in the context of
managing change (MNewman & Clarke 1994, Pollitt 1993a, Harrison ef al. 1992,
Thomson 1992), This reflects the enormous influence the work of Peters &
Waterman (1982) and the ‘quality gurus’ had in attributing managerial
success to the effective management of organisational culture. This theme
was taken forward by others and the central premise of culture management
is that by ‘strengthening’ the corporate culture, organisational performance
is improved as a result of the greater flexibility and commitment secured
from employees (Deal & Kennedy 1982, Ouchi 1981, Pascale & Athos 1986).
Willmott (1993) suggests that this approach to managing has been endorsed
by sufficient numbers of gurus, corporate execubives and state mandarins to
ensure that it has had more than a passing influence on management theory
and practice. So what is meant by the term organisational culture? This is an
important question because there is often a lack of clarity and precision in the
way the term is used, For example, problems of an obdurate workforce have
been attributed to a closed professional culture (Roberts af al. 1995), also the
need for a particular type of culture is identified by many commentators on
health care. For example, this can range from a ‘proactive health and safety
culture’ (Chamings & Keady 1995) to a “positive culture for public
involvement’ {Lupton & Taylor 1995) through to a ‘culture of consensus’
(Macara 1995). Another consequence arising from the widespread and often
superficial application of the term to organisations is that the potential it has
for uncovering areas of interest and concern is not always realised.
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The complexity of culture

Culture is a very yvielding word which can be used to refer to almost any
situation (Spurgeon & Barwell 1991). Indeed within one short article in the
Health Service Jonrnal, the term is used in three different ways: to refer to a
culture of secrecy; express the need for cultural change; and to recommend
the introduction of a marketing culture (Spiers 1995). Similarly Young (1994)
highlighted the culture of contemporary health care, in a list of pressures
facing nurse managers. The inclusion of the term culture by these authors is
reflective of a general trend in the literature whereby it is used as a form of
shorthand to signify the general climate or feeling in an organisation. It is
also uged to characterise the way organisations as a whole approach things.
For example, using the labels, a quality culture or a culture of fear is a way of
communicating how the organisation operates. In many ways it has become
a general term which is called upon to deseribe a complex set of
circumstances which contribute to the distinctive “atmosphere’ or ‘feel’ of
an organisation. However there is potential for confusion because the
precise meaning people are trying to convey is often unclear and evidence
for the assertions being made is often lacking,

Alvesson (1993) maintaing that culture is a word for the lazy because it can
be conveniently employved to refer to all of the "soft’ organisational features
such as attitudes, values and feelings that defy more exact definition. [t may
be that the work of writers such as Handy (1993), Deal & Kennedy (1982),

clers d Watlerman (1982) and Ouchi (1981) have raised the profile of
organizational cullure to the extent that people assume there is a level of
agresment concerning its meaning, but this assumption is open to question.
Alvesson (1993) cautions against oversimplification, feeling it can be very
misleading. Also Spurgeon & Barwell (1991) recognise that the construct of
culture has become so malleable that there is a danger it can become devoid
of any praclical meaning. There is a need to look beyond the shorthand use
of the term and explore it more thoroughly. The first step in this process is to
recognise the diverse applications and meanings inherent in the concept.

Defining culture

The concept of culture has been central to the discipline of anthropology
throughout its history. Indeed as far back as 1952, Kroeber & Kluckhohn
produced a landmark study in this field identifying 164 definitions of
culture drawn from the anthropological literature. Mot only does this
underline the complexity of the concept; it also goes some way towards
explaining the increasingly liberal use of the concept to refer to a wide range
of situations and issues. The fact thal there are so many available definitions
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makes it impossible to comprehend the concept in total, therefore a
convenient definition is selected to serve a specific purpose (Allaire &
Firsirotu 1984). Although it is important to appreciate this complexity in
order o understand the way the concept has come to be used, it in no way
justifies the lack of rigour that often accompanies the indiscriminate and
sometimes limited application of the concept because adopting a particular
definition of culture is a commitment to specific conceptual assumptions
and ways of studying it (Allaire & Firsirotu 1984).

However, these conventions may be ignored and the concept applied in an
inappropriate way. Another related issue is raised by Bourne & Exzamel
(1986) who recognise that to single out any one approach as the only way of
analysing organisations is misleading because any one perspective only offers
a partial view of organisations and the methods of analysis used under any
one precept have limitations. This demonstrates that to make a contribution to
the understanding of health care organisations the nature and scope of the
term culture, as it is to be used, must be made clear. Onee this is achieved the
information from a variety of perspectives can be pieced together to build a
more comprehensive picture of how health care organisations function.

The original purpose of using the notion of culture in the field of organ-
isation studies was to increase understanding and interpretation and there is
nothing fundamentally wrong with borrowing concepts from another
discipline as this has resulted in important theoretical innovations, the
danger is that in the process of transfer the concepls can become stereotyped
or distorted (Meek 1988). To some extent this has been a feature of the way
the culture has been used in its application to health care organisations.

Refining the definition

Through the addition of the prefix organisational to the term culture, some
boundaries are immediately imposed on the discussion. However, even a
consideration of the concept in the context of organisations reveals a variety
of applications. Wright (1994) contends that in organisation studies it is
generally used in four ways:

1. To refer to the problems of managing companies with production
processes or service outlets in a number of countries each with a
different national culture,

2. When management is trying to integrate people with different
ethnicities into a workforce in one place.

3. The identity, informal concepts, attitudes and values of a workforce.,

4. To refer to the formal organisational values and practices imposed by
management as a ‘glue’ to hold the workforce together and to make it
responsive to change.
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.r‘ﬁ,pplic;llinns 3 and 4 are the ones most commonly used in the context of
health care. The need to change the culture, to respond to events or indeed to
shape them is a common theme as is the notion that a “strong culture’ will
contribute to organisational success. The way the term has been used in
organisation studies in general and in health care specifically has been
somewhat limited. Indeed Wright (1994) uses the categories she identifies to
demonstrate how the berm has been transformed in the process of its appro-
priation from anthropology. Culture has changed from being something an
organisation is into something an organisation s, and from being a process
embedded in context to an objectified tool of management control (Wright
1994}, In an effort to address this issue Anthony (1994) draws a distinction
between the espoused version of culture and the reality. To aid clarity he
suggests that the espoused version be referred to as corporate culture and the
realitv as organisational culture. Yet even within this refinement there is the
possibility that other dimensions of the concept may be overlooked.

The increasing demands being made of professionals and managers
working in health care organisations, arising from policy changes,
government targels and professional inibabives, would seem to suggest
that any means of making these processes and their effects more
understandable would be welcome. For example:

The point has been made repeatedly to us that achieving meaningful and
sustainable gquality improvements in the NHS requires a fundamental shift
in cnlinre, to focus effort where it is needed and to enable and empower
those who work in the NHS to improve quality locally. (DOH 1998, p. 71)

Vel whal does this mean? Is a fundamental shift in culture something that
can be managed? There is a need to demonstrate how different facets of the
concept of organisational eulture can be beneficial in increasing
understanding of contemporary health care organisations. A more informed
use of the concept of organisational culture has the potential to inform this
endeavour.

Three categories of culture

One way of dealing with the complexity of the term is to categorise the uses
of the concept. The underlying contention of this section is that if a degree
of clarity and specificity is made explicit in the application of the concept it
can be valuable in helping to uncover some of the dynamics at work in
health care organisations. It needs to be dissected into manageable
proportions so that it can be used in the interpretation of organisations
{Meek 1988). The three categories adopted to render the concept more
manageable are instrumental, cognitive and interpretive.
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In some ways the classification offered here would be regarded by many
to be a gross oversimplification in itself. However the intention is not to
produce the definitive account of organisational culture because much more
detailed and erudite taxonomies are available (see, for example, Alvesson
1993, Allaire & Firsirobu 1984, Gregory 1983, Smircich 1983). Nor is it to
suggest that organisational culture will take on a neat and ordered
appearance as a discrete series of categories. Rather it is an attempt to find
a relatively straightforward way through the complexity in order to
demonstrate how the concept can be used whilst urging caution against its
indiscriminate application to all soft’ organisational issues,

Instrumental

The first category is instrumental. This is perhaps one of the most common
understandings of organisational culture and it is a relatively recent
conceptualisation. It derives largely from the corporate culture literature
which argues that a “strong culture’ is desirable and can be managed
(Denison 1984). The work of people such as Kilmann ef al. (1985), Peters &
Waterman (1982), Deal & Kennedy (1982) and Ouchi (1981) have been very
influential in popularising this particular version of organisational culture.
The apparent evidence that successful organisations have strong cultures
led to an upsurge in interest in how this might be achieved. Anthony (1994)
maintains that the reality behind this drive to manage culture resides in the
possibility of using the evident strength of culture as a means of control, the
idea being that if control can be exerted at a broad level over organisational
values and beliefs, legends and myths, stories, rites, rituals and ceremonies,
then the culture can be harnessed as a force to achieve the organisation’s
objectives. Indeed several books have been produced with the express
intention of helping managers to do this (Williams ef al. 1993, Spurgeon &
Barwell 1991, Kilmann cf al. 1985, for example).

A common theme in much of this work is that if all the members of an
organisation share common values and beliefs there is less need for complex
organisational structures to exert managerial control as people will direct
their energies and enthusiasm toward the corporate enterprise willingly. It
is in this sense that the term is still commonly used.

Recommendations concerning the need to change the culture are, in
effect, advocating a re-focusing of values and encouraging people to think
differently about what they do. The identification of a dynamic culture or a
culture of excellence, for example, is used to signify the values people are
expected to aspire to. Such wide ranging requests for a change in the culture
still appear frequently in the literature, but are seldom accompanied by a
clear idea of how this is to be brought about. Aside from the deficits
associated with the application of the concept in this way, there are other
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difficulties. Meek (1988) contends that the assumphon that a corporate
culture can be created runs counter to everyone's experience of organis-
atiomal life.

Sub-culteres

This would certainly seem to be the case in the NHS which cannot
realisticallv be regarded as an homogenous organisation because it is made
up of a complex mix of many different occupational groups, some with their
primary allegiance outside the organisation (Williams ef al. 1993). For
example, nurses and the allied health professions may feel their overriding
concern and loyalty should be to the patient, rather than the organisation
they work in. This approach also ignores that fact that cultures can be
divisive and that there can be a range of competing sub-cultures {Bourne &
Ezzamel 1986, Gregory 1983, Morgan 1997). It has been suggested that it
may be more fruitful to think of organisations as collections of sub-cultures
rather than attempting to manage a single culture, that in reality can never
really exist (Morgan 1986),

Programmes of organisational change are often based on a presumption
of changing the culture. However, this rests on the premise that organisa-
tions consist of a single unified culture, In organisations generally, and in the
NHSE in particular, culture is a good deal more complex than this. Bourne &
Exzamel (1986) found that the existing values of the NHS were in conflict
with those being imposed as a direct consequence of the recommendations
arising from the Griffiths REeport (DHS5 1983) and predicted the increase of
financial control systems that later materialised. These were introduced to
overcome the resistance of medical and nursing staff to different elements of
the proposals. Similarly, Newman (19%4b) and Henry (1994) pointed to the
clash of values arising from the market oriented reforms and the public
service and professional ethos of groups of staff in the NHS.

This particular problem can be exacerbated if eulture is regarded by
managers as simply another way of exerting control. Willmott (1993)
maintains that culture is management control in a new guise. It is used as a
tool to systemalise and legitimise a mode of control that shapes and
regulates the practical consciousness and unconscious strivings of
emplovees. He goes on to state:

Though masquerading as a “therapy of freedom’ that expands the practical
autonomy of employees, corporate culture identifies cultural values as a
powerful under utilised media of dominance. (Willmott 1993, p. 523)

In extreme forms, then, the concept of culture can be manipulated to capture
the ‘hearts and minds’ of employees in a manner synonymous with Lukes’
{1974) third dimension of power, where power is exerted over people but in
such a subtle and pervasive way that they remain unaware of it. This ensures
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employees are compliant and acquiescent to the demands of the
organisation. This rather bleak conclusion illustrates the immoderate way
the concept can be applied and how it can be used to mask other objectives.
However it can also provide a means of identifying that such a process is
underway and reveal that although the term culture is being applied what is
actually going on is an attempt to impos.e control.

An appreciation of what can realistically be achieved through attempts to
manage culture is necessary if managers are to be able to function effectively
in a changing environment. Attempts to change the culture of an
organisation demand a great deal of time and effort. Real and lasting
change will not occur quickly. Rapid change can be brought about bul this
can be superficial or, as Willmott (1993) suggests, a veiled form of control. If
managers are to manage the corporate culture effectively and prevent it
taking on sinister overtenes and, as a consequence failing, a deeper
understanding of what organisational culture can mean would be a useful
resource. This can be achieved if other dimensions of the concept are
considered.

Cognitive

The cognitive perspective on culture arises from the assumption that culture
is not something that can be imposed on a social setting, rather it develops
out of social interaction (Morgan 1986). Culture is not something that can be
‘managed” rather it is part of the way an organisation is. Culture is not a
power, something to which social events, behaviours, institutions, or
processes can be causally attributed; it is a context, something within which
they can be intelligibly — that is, “thickly’ - described (Geertz 1973).
Organisations as cognitive enterprises are, in effect, organised patterns of
thought and categories of shared understanding among people, and this is
the reality of what the organisation ‘is’. Schein, a very influential figure in the
literature concerning organisational culture, defines it in the following way:

Organizational culture is the pattern of basic assumptions that a given
group has invented, discovered, or developed in learning to cope with its
problems of external adaptation and internal integration, and that have
worked well enough to be considered valid, and, therefore, to be taught
to new members as the correct way to perceive, think and feel in relation
to those problems. (Schein 1984, p. 3)

Organisational culture then can be thought of as a system of knowledge and
learned standards for perceiving, believing, evaluating and acting (Allaire &
Firsirotu 1984). This approach is particularly useful in highlighting the
‘climate’ or "feel’ of an organisation. Pettigrew ef al, (1992) supgest that the
perceived failure of recurrent structural reorganisation in the NHS directed
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attention to the deeper issues of organisational culture as a shaper of belief
svsterns. This interest was motivated by a desire to understand the culture in
order o change i, however it has also led to an appreciation of the
complexity of health care arganisations. Morgan (1986} contends that in all
organizations there are many different and competing value systems, rather
than a single unified culture. This is particularly relevant to health care
organisations and the work of Strong & Robinson (1990) confirms this view.
They found that general managers trying to introduce standard
management practices, in the wake of the Griffiths Report, identified
‘tribalism’ among health care professionals as being a major source of
frustration.

The unique value systems and shared cognitions which characterise the
different occupational groups in health care organisations are a result of
history, specific bodies of knowledge and beliefs about the nature of
organised health care. People working in health care organisations are all
multiple members of, and participate in, other social institutions and forms,
many of which can be expected b0 exert a more powerful influence on
values, beliefs, behaviour and performance than the stated organisational
credo (Linstead & Grafton-Small 1992). All eccupations have an informal
culture of attitude and practice (Turner 1987) and this can be viewed as a
barrier to change or it can be viewed as revealing important information
about how such organisations function.

Nrersing crelture

This is significant for managers, whatever their background, wishing to
discover more about the dynamics of their organisations. For example,
Turner (1987) discusses the culture of nursing in some detail. He maintains
there is a significant split in the occupational discourse of compliance and
complaint. The official ideclogy specifies how tasks should be accomplished
whereas the "vocabularies of complaint’, shared by nurses, focus on the lack
of autonomy they experience. Turner goes on to identify five main functions
of these vocabularies of complaint:

1. To underline the independent contribution and importance of nursing
in the therapeutic process.

2. To de-legitimise the system of authority and hierarchy in their place of
work.

3. To deflate the unwarranted idealism of new nurses by describing the
real and mundane nature of nursing.

4. To create a sense of solidarity of nurses against intrusion and
dominance from other groups,

5. To act as a safety valve which releases emotion and frustration — thus
allowing the nurses to continue in their role.
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In this way not enly do the vocabularies of complaint outline methods of
survival, they strengthen the distinet identity of nurses as a group within
the organisation. An awareness of the specific forces and concerns involved
in the development of this particular cccupational culture could help
managers to understand it. The recognition and acceptance that people
create and enact their reality is a powerful way of thinking about culture
(Morgan 1986). The development of shared meanings in culture is both a
natural process of their evolution and a feature central to their identity,
without them cultures do not exist and cannot survive (Anthony 1994),
Morgan (19856) goes on to suggest that it must be understood as an active,
living phenomenon through which people create and recreate the worlds in
which they live. This can be applied at the everyday level of working in a
collaborative manner with particular groups, rather than against them. If
managers appreciate the origins and specialist skills of different professional
and cccupational groups in health care, they will be more able to encourage
interprofessional cooperation,

For example, the holistic approach advocated by both nurses and
occupational therapists can be used as a common starting point for
dissalving unhelpful professional barriers. Such knowledge can also serve
as a basis for designing new, and more responsive, organisational structures
as a means of ensuring changing patterns of service delivery are accom-
modated.

In viewing culture as a monolith (Meyerson & Martin 1987) managers
restrict their conception of it to its superficial manifestations, such as the
values espoused by top management. Basing managerial action on a partial
understanding of the concept of culture is likely to lead to difficulties when
attempts are made to change the culture of an organisation.

Interpretive

The interpretive approach, in organisational culture, has - at its simplest -
sought to determine the meanings of particular relationships and symbols in
organisabions (Linstead & Grafton-Small 1992). Linstead & Grafton-Small
{1992) advocate that culture in organisations should be read as a text to gain
an understanding of its meaning. The interpretive approach involves analysis
of the networks of meanings conveyed by symbols, forms and the organisa-
tional context. One of the foremost exponents of this approach is Clifford
Geertz. Building on the work of the German sociologist Max Weber he states:

Man is an animal suspended in webs of significance he himself has spun,
I take culture to be those webs, and the analysis of it not an experimental
science in search of law but an interpretive one in search of meaning,
(Geertz 1973, p. 5)
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Wright (1994) suggests this has led to greater attention being directed
towwards issues of language and power and how they are manipulated in
organisations. Organisations can be examined in terms of what the common
language, symbols displayed and rituals performed actually mean. For
example what is the purpose of the consultant ward round? s it the most
logistically efficient way of ensuring patients are seen by the appropriate
personnel? Or is if, as Fox (1992) contends, an elaborate ritual designed to
reinforce the power of the consultant through potent symbolism and
control of the discourse surrounding surgical care. Alternative explanations
of evervday organisational events such as this illustrate one of the main
benefits an interpretive approach can bring.

I a similar vein Walsh & Ford (1989) used some elements of this approach
in their comparison of the ‘real world” of clinical nursing with research
findings concerning clinical practice. They concluded that mythology in the
realm of care and nursing procedures abounds with many practices being
ritalistic and of no demonstrable benefit, if not potentially harmful to
patients. Thew employ the notions of myths and ritwals throughout the book
to build a case for a more research-based approach to practice. Although
emploved specifically as a device to demonstrate how widespread out-moded
and potentially dangerous procedures are in nursing, employing the terms
mvths and rituals emphasises the benefits of applying this perspective of
culivre, Through examining familiar activities and procedures and
inlerpreting or reinterpreting them, new insights and improvements in
praclice can oceur.

The linking of culture to organisations legitimates attention to the
subjective, interpretative aspects of organisational life which in the past
have been regarded as sources of error and varance in research rather than
as valid subjects of enquiry (Jelinek ef al. 1983). Pettigrew ef al. (1992) discuss
the symbolism of language, in this case in the early days of the NHS reforms
arising from the 1989 White Paper Working for Patients. They chart the
moderation of the language from ‘boards of directors’ to ‘new NHS
Authorities’ and ‘opting out’ becoming the establishment of "self-governing
trusis’. As they conclude, who could object to a trust? Attention to these
areas and the interpretation of the meaning of the symbols and language,
results in an alternative explanation of what is really going on. The language
was used in this situation to convey a particular image about how things
should be, but had to be refined in light of the reality of experience,

This brings the argument full circle to the instrumental approach, because
as well as being read and interpreted, symbols and language can be
consciously manipulated to change the culture.



Organisational Culture
Components of culture

These categories of culture can be used to inform the management of or the
study of culture. The culture of an organisation develops over time and in
response to a complex set of factors. However it is possible to identify a
number of key influences that are likely te have an important role in its
development. These are:

history

primary function and technology

goals and objectives

size

location

management and staffing

environment (Handy 1993, Mullins 2002).

So in the case of the NHS these influences would be:

" 8 ® ® ® 8 @

+ History
The NHS developed in the posbwar society based on notions of collective
provision of welfare services. [t was professionally driven and founded
on an ethos of public service.

+ Primary function and technology
Its primary function was the treatment and prevention of disease and
illness, although it came to be associated mainly with acute hospital care.
Technology was developed to support this function,

+ Goals and objectives
The provision of health care free at the point of delivery on the basis of
need is the overriding objective of the NHS, Numerous targets and
supplementary goals have been added over the years,

s Size
The NHS is one of the largest organisations in the world and this has an
influence on the culture. The size of individual units within the NHS also
has an effect on how cohesive they are,

+ Location
Similarly whether or not the organisation is situated in a rural or city
centre area partly determines what it is ‘like’. lts proximity to other
providers (competition) can also be a defining feature in how the
organisation functions.

» Management and staffing
The NHS has a highly specialised and “tribal” workforce. Pettigrew ¢t al.
(1992) use the term a “scientific community’” to convey the particular
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backeround of the health professions. They have different training, views
about patient care and quality and this in part characterises the culture of
MNHS organisations.

* Environment
The wider environment of which the organisation is a part also has a
powerful influence. The respective environments created by the
Conservative and Labour administrations affect the culture of NHS
organisations,

This information relating to the culture of the NHS can be approached or
wsed in different ways depending on how the concept is viewed, They can
be managed (instrumental), understood (cognitive), and read (interpretive).
So, for example, the history of the NHS can be seen as a key element in the
development of the NHS and any new measures put in place need to be
sensitive to this. This is reflected in the introduction of the modern matron,
which ¢an be regarded as an attempt to introduce a new form of
management which is connected with the hiﬁto[}l‘ of NHS (cognitive),
aimed al changing the way the organisation works {insbrumental), in a
visible way illustrated in the requirement that the post holders have a
di=tinctive uniform (interpretive).

Similarly the management and staffing of NHS organisations can be
regarded as "tribal” (cogmitive), illustrated in the rites and rituals of the way
tive difterent professions work such as consultant “firms’, nursing hierarchy,
and grading structures (interpretive). Managers may decide that these are
arcane and not consistent with "'modern’ approaches to management and
they need to be dismantled and changed, for example through the
introduction of clinical directorates (instrumental).

Levels of culture

These components also need to be considered in terms of the level at which
they exert this influence. There are different layers which contribute to the
overall culture (Figure 4.1). Schein (1985) identifies three:

= Level 1: Artefacts
This is the visible level and ineludes the symbols of a culture, for example
space, type of building, language, overt behaviour, uniforms, corporate
image material such as logos and letter heads.

+ Level 2: Values
This is the level at which the values of the organisation shape it and these
are ‘decper’ than the more superficial symbols and signs.
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Figure 41 The levels of organisational culture.

# Level 3: Basic underlying assumptions
Finally there are the deeply held assumptions amongst people which
shape the values, which in turn determine the ‘feel’ or culture of the
organisation.

An example of how this operates in organisation is presented in Figure
4.1. This can be used to analyse organisations and build a clearer picture of
their culture. It can help to clarify why the organisation functions in the way
that it does.

In terms of managing culture, the deeper the level, the stronger the
influence. Consequently it may be possible to change the artefacts and the
appearance of the organisation, however it is more difficult and takes longer
to change the basic underlying assumptions.
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Is the concept of culture useful?

The eoncept of organisational culture has the potential to be useful to health
professionals as a way of stimulating new ways of thinking about the
organisations they have to manage. It can be used to indicate ways of
managing the culture if this is desired, or perhaps more usefully it can
increase understandings of the complex dynamics that need to be handled
with sensitivity and skill. In health care, attempts have been made to survey
the culture (MacKenzie 1995) and improve it (Jackson & Hinchliffe 1999).
Principles derived from the culture literature have been used to inform the
management of mergers and acquisiions (Cavanagh 1996). However it is
difficull to draw definitive conclusions from such work. One clear
conclusion reached by Sackman indicates how this process will need to
develop in the fulure:

I culture is to survive its fashionable wave and turn into a useful and
meaningiul concept both for organization researchers and for prac-
titioners, it is necessary to spend more effort on empirical research rather
than debating options. {Sackman 1991, p. 3)

This i= confirmed by Schein (1996) who maintains that there is a need to test
some of the ideas contained within this literature more thoroughly in
practice before they are used to inform wide ranging programmes of
change. Concepts for understanding culture in organisations have value
only when they derive from observations of real behaviour in organisations,
when they make sense of organisational data, and when they are definable
encugh lo generate further study (Schein 19968). There is shll a long way 1o
go before this level of certainly and clarity in the concepts is achieved.
Davies of al. conclude:

For all the interest in defining and assessing organisational cultures, the
crucial generic question of whether and how organisational culture
impacts on organisational success or performance remains empirically:
poorly explored. A simple causal relationship between cultural
characleristics and success has not yet been demonstrated. (Davies et al.
2HHHIy

Conclusion
Organisational culture can be defined as the commonly held and relatively

stable beliefs,  atlitudes and wvalues that exist within an organisation
{Williams ¢l al. 1993), however it has been demonstrated that proceeding
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from such ‘basic” definitions can lead managers into difficulties. For example
in many “culture management’ projects new values, assumptions and ways
of working are imposed on the employees. This seems to arise from a basic
misunderstanding surrounding the nature of organisational culture arising
from approaching culture as something an organization fms rather than
something an organisation is.

Hope & Hendry (1995) contend that such “prescriptive’ approaches were
pursued throughout the 1980s and that processes of cultural change often
work in the opposite direction to the values being inculcated. This leads to
staff feeling they are being manipulated, leading to anger, lack of
cooperation and cynicism. These failed attermnpts can result in the ma Nagers
being isolated through their advocacy of organisational values that are not
shared by the rest of the workforce (Anthony 1994) thus making their job
more difficult. The management of culture can become a process which is
intended to produce secure but secret influence on the behaviour of
organisabional members (Anthony 1994). This outcome is also identified by
Willmaott (1993), which was noted earlier. However, despite these perceived
sinister overtones, many efforts at culture management may be inap-
propriate at a more fundamental level. The values and norms which
comprise ‘corporate culture’ have very limited direct impact on organis-
ational effectiveness in terms of work behaviour and willingness o work
(Alvesson 1993), so at best the efforts of management may be misplaced and
at worst be counter productive.

The concept of organisational culture and its management is an
extremely complex area and has been subject to a great deal of analysis
(see, for example, Gagliardi 1986, Linstead & Grafton-Small 1992, Meek 1988,
Smircich 1983). Howewver, it has been applied in health care management in
a limited way. The potentially negative effect this can have demands that
managers gain a greater understanding of the concept before it is used as a
basis for wholesale culture change. The intention is that this chapter has
provided some useful information to assist in this process. Also by
introducing other dimensions of the concept that new ways of analysing
the organisation have been introduced.
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5. Change in Health Care
Organisations

Tutroduction

“Who hasn't heard the mantra: change or perish? It's a corporate cliché by
now. And like many clichés it happens to be true’ (Abrahamson 2000, p. 75).
The need for organisations to constantly adapt and change in order to
achieve commercial success has, as Abrahamson suggests, now become part
of orthodox management thinking. The policy changes and reforms
affecting health care have contributed to a situation where organisational
change is a permanent feature of life in the NHS as well. This drive for
change is unlikely to diminish as the NHS Plan (DOH 2000a) contains many
reterences to the continuing change that will need to occur. For example:

The NHS has been too slow to change its ways of working to meet
muodern patient expectations for fast, convenient, 24 hour personalised
care. (p. 26)

Similarly:
Managers and clinicians across the NWHS must make change happen. (p. 82)

and a Modernisation Agency has been established to ensure this occurs
because:

Rapid, effective service improvement requires targeted expert support to
spread best practice and stimulate change locally. It mirrors the change
management approach taken in much of the private sector. (p. 60}

However these exhortations appear to be based on an assumption that
change is a straiphtforward process that is amenable to being ‘managed’.
The purpose of this chapter is to demonstrate that in reality the situation is a
good deal more complex than that conveyed in policy documents and much
of the management literature. It was noted in chapter 1 that contrasting
explanations concerning the nature of organisations and management arise,
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in part, from the particular ideclogical and theoretical orientation of their
originators. This means that consideration of a range of approaches needs to
be undertaken if more than a superficial understanding of the issue at hand
is to be achieved. Collins has commented:

there can be no single theory of change since there is no single body of
thought that would be accepted by all organizational members, theorists
and commentators as a valid account and explanation of organization.
{Collins 1998, p. 138)

Similﬂﬂy, following a l;umprehensi\re assessment of the accumulated
evidence on the nature of change management and its applications in
health care, lles & Sutherland concluded:

MNo single method, strategy or tool will fit all problems or situations that
arise. Managers in the NHS need to be adept at diagnosing organisational
situations and skilled at choosing those tools that are best suited to the
particular circumstances that confront them. (lles & Sutherland 2001, p. 19)

Consequently in this chapter it is necessary o

+ address the nature of change;

+ examine the range of theoretical explanations that have been developed
to increase our understanding of the change process;

= evaluate the models that have been advocated as tools for the
management of n:hange;

= consider the utility of change management approaches in the context of
evidence-based practice.

The importance of this area is reflected by the fact that the Government, in
the form of the NHS Service Delivery and Organisation National Research
and Development Programme, has commissioned a series of larpe-seale
research projects to investigate the nature of change in health care. This is
based on a recognition that change is necessary, as stated in the NHS Plan
(DOH 200a), yet the way in which lasting change can be brought about is
still far from clear. This chapter will focus on some of the fundamental issues
that it is important to appreciate, if this complex area of practice is to be
understood.

The nature of change

Abrahamson {2000} has commented that ‘change has been with us forever,
and it always will be, but the idea of change itself is changing’ (p. 79). We are
living in wvery confused times, because many of the things that gave
structure to our lives are disappearing. Institutions on which we relied,
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particularly the work organisation, are no longer so sure or certain (Handy
19497 ).

These commentators suggest that the environment we live in is in a state
of flux, The nature and pace of change is such that its impact is felt b}’
evervone. A number of factors have combined to ereate a situation where
change and change at a very fast pace is inevitable and this has particular
implications for the management of health care organisations,

Change is a necessary condition of survival, be we individuals or
organisations, and such differences are a necessary ingredient in that
change, that never ending search for improvement. The challenge for the
manager is to harness the energy and thrust of the differences so that the
organisation does not disintegrate but develops. (Handy 1993, p. 291)

This s one view of change: it is about progress and adaptation. Dawson
(1994 outlines some of the forces for change that drive this development.

s Technological obsolescence and the need to introduce new technology.
Organisations which speecialise in high technology products are
particularly prone o this form of pressure.

= Mdlajor political and social events.

+ Anincrease in the size and complexity of an organisation. This may result
i the growth of specialist areas and a need to develop appropriate
coordinating mechanisms.

« The internationalization of business,

« Competition.

o Economic climate.

However, what is significant about organisational change in its current form
is its pace. Figure 5.1 illustrates how the pace of change has changed. Before
the Industrial Revolution, change occurred in a relatively gradual way and
people were able to adapt and learn about new technologies and ways of
doing things. Now major technological advances render past knowledge
and skills obsolete at an increasingly rapid rate (Pascale et al. 1997). In Figure
5.1 the loops represent how in the past it took at least three generations for a
major technological change to take full effect and so people were able to
adjust gradually to its effects and impact. Now three major technological
changes occur within one generation thus making adaptation to the change
muore challenging.

For example, consider the advances in mobile telephone technology,
computers and health care technology. Mobile telephones have evolved
rapidly from large unwieldy items in the 1980s to compact unils which can
access the internet, send images, and communicate across continents. This
‘revolution’ in communications has occurred in less than a generation.
Similarly computer technology has developed at such a rate that access to
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information and complex programs is almost unlimited in ways that were
almost wimaginable just ten years ago. In the case of health care,
improvements in treatments and practices render established approaches
obsolete with increasing frequency, For example “key hole” endoscopic
techniques have revolutionised surgery; CT scanning has changed diagnostic
procedureﬁ; and new apprﬂacheﬁ o mental health care have resulted in the
closure of large institutions and a move to care based in the community.

Organisational change theory

Practitioners and academics have considered the management of change in
organisations ever since management emerged as a discipline and so there is
a large body of literature about change (lles & Sutherland 2001). Yet it is by
no means a coherent and systematic body of knowledge. Collins (1998) has
commented that in attempting to uncover and apply practical insights the
field concerned with change and its management has been notable, not so
much for the rigour and coherence of its approach, but for its eclectic
plundering of a range of subject areas and disciplines (p. 129). Spurgeon &
Barwell (1991) refer to descriptive and prescriptive perspectives on
organisational change. Descriptive perspectives are concerned, as the name
suggests, with describing the change and trying to explain it to increase the
level of understanding of the process, whereas prescriptive models are
intended to guide the management of the change process. This broad
assessment is a useful starting point for categorising the literature, however
the problem is more complex than this distinction would suggest. lles &
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Sutherland (2001) identify six reasons why the literature about change
management is difficult to access:

1. It contains contributions from several different academic disciplines
including psychology, sociology, business policy, social policy and
others.

Its boundaries can be set differently, according to the definition of

change management emploved.

3. Valuable contributions to the literature have been made in all of the last
five decades, with the later not necessarily superseding the earlier.

4. It contains evidence, examples and illustrations generated in a wide
variety of organisations and from a diverse range of methodologies with
varving degrees of rigour.

5 Some malerial is not readily accessible to non-specialists and does not
readily lend itself to cumulative review.

6. The concepls included within it range in scale from whole academic
schools, through methodologies to single tools.

=

This wunderlines the point made earlier that there are many ways of
conceptualising change and particular theoretical accounts or prescriptive
models will affect the way change is managed. Some of the main theoretical
models and prescriptive approaches are summarised below. [t is beyond the
scope of this book to examine all of the approaches in the appropriate level
of detail and vseful reviews are already available (see, for example, lles &
Sutherland 2001, Collins 1998, Dawson 1994). The intention is to illustrate
the range of theoretical resources available to professionals and managers by
examining four in each category (see Figure 5.2) and then to focus on one

Descriptive approaches Prescriptive approaches
|
Organisational life cycle Total quality management
Population ecology Business process reengineering
Receptive contexts Project management
Diffusion of innovations Unfreezing, movement,
refreezing

Change management tools

Forcefield analysis
PEST analysis
SWOT analysis
The Five Whys

Figure 5.2 Categories of theoretical resources related to change.
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particular approach which centres around the key concern of evidence-
based practice. This is intended to demonstrate the ways in which specific
approaches can be useful in understanding and bringing about a particular
type of change.

Summary of approaches

Theoretical perspectives

Organisational life cyele (e.g. Kimberly & Miles 1980)
In some ways the development of this approach is representative of a field
at an early stage in its theoretical development, in that there is a tendency to
look elsewhere and use metaphors and analogies from other fields. Essen-
tially this approach uses the metaphor of a biclogical organism to under-
stand changes in organisations. It emerged as an attempt to explain the
dynamie situation in terms of the development and demise of organisations.
MNew businesses and organisations are continually being created both in
the public and private sectors, yet businesses fail with great frequency and
are particularly vulnerable in the early stages of their ‘life’. Similarly,
agencies shut down or restructuring occurs, which is how organisations fail
in the public sector, for example the various manifestations of Health
Authorities over the years. In theoretical terms this can be viewed as birth,
life and death. All organisations have a birth point, a life and ultimately a
demise. As Kimberly & Miles suggest:

biological metaphors, imperfect though they most certainly are, can serve
a very useful purpose in the study of organizations. By forcing theorists
te think through carefully where the metaphors are appropriate and
inappropriate, their use can lead to the raising of important new
questions and perhaps to the recasting of old ones. (Kimberly & Miles
1980)

This work has been developed further and now focuses on a biographical
approach to the study of organisations. This perspective views organisations
as evolving through time in response to, or in anticipation of, both external
and internal forces (Kimberly & Rottman 1987). It can then be used as a
framework for researching change in organisations and ultimately
predicting those which are likely to be able to respond effectively to change.

Population ecology (e.g. Singh ef al. 1986, Hurley & Kaluzny 1987)

Extending the metaphor of organisations as bioclogical organisms all
competing for survival in a hostile environment the population ecology
approach suggests that notions of ‘survival of the fittest’ can be applied in
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organisational studies. 1tis seen to be especially appropriate where there is a
volatile environment, for example where a large number of small firms are
in fierce compelition with each other for customers and resources. It has
been applied in the study of restaurants and also to health care organis-
ations in the United States. Research conducted by population ecologists
secks 1o understand how social conditions affect the rates at which
organisations change forms and the rate at which forms die out.

An ecology of organisations also emphasises the dynamics that take place
within organisational populations. Population ecologists are concerned with
large numbers or sets of organisations which share a common organisational
niche and the resources it contains, Over the long term those forms or
structures which survive within a population do so because their niche has
selected them out as being most successful in the endemic struggle to secure
and retain those resources that guarantee organisational survival. A
theoretical approach such as this must take account of wider institutional
contests such as industrial seclor and the class structure. A key underlying
dssumplion is that environmental pressures make competition for scarce
resources the central mobilising force in organisational change. The model
itscli sets oul te esplain how organisational forms or structures are
established, survive and become diffused throughout a population or,
conversely, fail lo become established and die out. Drawing on work
conducted in the USA, Hurley & Kaluzny (1987) observe that this
perspective recognises thal much of the ongoing change within health
services is a function of chance and necessity rather than purpose and does
not necessarily represent progress but simply better fit with the
environment. This statement is likely to have some resonance with most
people working in health care in that much change is often perceived as
being externally imposed and politically driven.

Rreceplive comexts (e.g. Pettigrew et al. 1992)
The complexity of change as a process is illustrated by the variety of
theorelical explanations that have been put forward to account for change.
Pettigrew and  his colleagues developed this model because of their
dissatisfaction with exisling explanations of change in organisations. It
emerged from extensive research conducted into health care organisations
involving interviews (400 in total), observation of meetings, archival work
and observation. They concluded that there were differences in the
receplivily to change dependent on the context. This affected the rate and
nalure of change in the eight health districts they studied.

Following a literature review, conducted as part of the study Pettigrew of
al. (1992) identified deficits in the research base on change in the NHS. They
argued that research into change in the NHS is insufficiently:
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= processual (that is, involving an emphasis on action as well as structure)

= comparative (there is a need for comparative case studies as well as single
cases)

= pluralist (there is a need for description and analysis of the often
competing versions of reality seen by actors in the change process)

= contextual (the research does not operate at a variety of different levels
and does not specify the linkages bebween those levels)

+ historical (there is a need to take into account the historical evolution of
ideas and stimuli for change as well as the constraints within which
decision makers operate).

In response to this they advocate studying change over time in a
contextualist mode. In other words studying the change where it takes
place whilst taking account of the wider forces impinging on it. This extends
to locating the change in a Hmescale. The change has a past, present and
future which it is important to appreciate. There is also a need to consider if
and how the context is a product of action and vice versa. Their central
assumption, and the basic premise underpinning their work, is that the
causation of change is neither linear nor singular. The search for a simple
and singular grand theory of change is unlikely to bear fruit. Rather the task
is to identify the variety and mixture of causes of change and to explore
them through time in some of the conditions and contexts in which these
mixtures occur. As they conclude:

For the analyst interested in the theory and practice of changing, the task
is to identify the variety and mixture of causes of change and to explore
through time some of the conditions and contexts under which these
mixtures occur. (Pettigrew el al. 1992)

This is best illustrated in the diagrammatic representation of this model
(Figure 5.3). In order to understand the nature of the change process in
health care organisations, attention needs to be directed to these eight
factors and the way they interact. This will uncover new insights on the
content, process and context of change.

Diffusion of innovations (e.g. Rogers 1983, 1995)

This perspective emerged in the 19605 and developed into a substantial
body of work in later years. Its key concern was to determine the
characteristics of adopters of innovations and distinguish them from non-
adopters. This is intended to help explain the different rates of diffusion in
different groups or markets. The original focus of the research was on
farmers before it moved on to doctors and health care. Originally the
approach was somewhat limited as it focused exclusively on the decision-
making processes surrounding the adoption or non-adoption of the
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Figure 5.3 Receptive contexts for change: the eight factors. Reproduced by
permission of Sage Publications Ltd from Pettigrew el al. (1992), Shaping
Strategic Change.

innovation. There is now much greater attention to how historical factors
can influence decisions and the differences between individual and
organisational adoption,

In health care particularly, the studies revealed the importance of
interpersonal networks at work through which subjective evaluations of an
innovation are transmitted, and suggested that the role that ‘opinion formers’
could play in encouraging adoption of new technologies could be expanded.
The adoption of innovations by hospitals is associated with large size,
existence of teaching and research facilities, hospital ownership of the
technology and urban location, Although Rogers (1983, 1995) and his
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colleagues have brought together over 4,000 studies on the diffusion of
inmovations identifying the key characteristics of the people and the processes
involved, interest in diffusion approaches fell away in the 1980s with the
emphasis shifting to top down restructuring as a key factor in organisational
change. However, it is now experiencing a resurgence of interest in the
context of evidence-based practice and is explored further later.

Prescriptive approaches

The prescriplive approaches share some similarities in that they are what
Collins (1998) refers to as n-step guides to change. They incorporate a
‘rational” analysis of change; a sequential approach to the planning and
management of change; a generally upbeat and prescriptive tone (Collins
1998). They all imply that if the steps or actions advocated are followed then
change will occur.

Total quality management

This approach o managing quality, which was examined in chapter 3, can
also be regarded as a means of managing organisational change. It includes
fourteen steps which have to be taken to achieve TOM (Oakland 1993,
p. 425). There is a considerable amount of detail included to explain what
these steps are, however, essentially TOM is a step-by-step guide to
changing the organisation to achieve quality.

Business process reengineering

The “official’ definition of reengineering is: the fundamental rethinking and
radical redesiyn of business processes to bring about dramatic improvements in
performance (Hammer & Stanton 1995). The basic idea behind re-
engineering is that organisations need to identify their key processes and
make them as lean and efficient as possible (Crainer 1998). Although it
places emphasis on discontinuous thinking and the development of radical
solutions to organisational problems, it does this by recommending the
completion of a series of steps:

= Prepare the organisation. (Look at what it does and how it does it now.)

« Rethink the way the organisation operates. (Examine how things can be
done differently.)

» Restructure the organisation to operate in a new way based on this
rethinking.

s Implement new systems to reinforce the changes made.

Reengineering became synonymous with redundancies in many organis-
ations (Crainer 1998), however it has been widely employed in the
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commercial sector and in some health care organisations to bring about
change (Packwood of al, 1998).

Projeck managememt

This is a very common and familiar approach to managing change. For a
change to be amenable to being *project managed’ it must have a discernible
beginning and end (lles & Sutherland 2001). Once again this is an n-step
model (Collins 1998) as outlined by lles & Sutherland (2001). It has five
slages.

1. Defining the project’s goals — ensuring that these are measurable and
attainable.

2. Planning the work programme in order to achieve the objective or

objectives set.

Leading the project implementation.

Monitoring the progress of the projeet.

Completing the project and ensuring it is integrated into the main-

stream activity of the organisation.

LI Y ]
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For complex change a series of projects can be managed together to
address different dimensions of the change. This approach is similar to the
olther prescriptive models as it rests on an assumption that rational
management solutions are appropriate to bring about change.

Unfreezing, movement, refreezing

First proposed by Lewin (1951), this model has since gained considerable
currency in management thinking and is still widely used today as a basis
for managing planned organisational change. It represents an intentional
attempt to improve the operational effectiveness of the organisation
involving three phases,

Unfreezing
l

Movement

l
Refreezing

Unfreezing involves reducing those forces which maintain the past
behaviour and establishing the need for change. It sometimes involves the
deliberate disruption of the organisation in order to achieve the beginnings
of change. The unfreezing phase consists of three major elements:

» Disconfirmation or lack of confirmation (recognition of the need for
change).

86



Change in Health Care Organisations

= Creation of guilt or anxiety.
» Provision of psychological safety (in order to cope with uncertainty).

Movemen! refers to development of new attitudes, behaviour and the
implementation of the change. This occurs when the readiness for change is
present. It may follow a long period of unfreezing. Four elements are
identified as being part of the ‘movement phase’.

Acceptance of reality (of the change).

Testing (seving how the new order works),

Search for meaning (understanding what has occurred).
Internalisation (final acceptance of the change).

LI I

Refreezing entails stabilising the change at the new level and reinforcement
through supporting mechanisms, for example the development of new
policies, structures to formalise it.

In the application of the prescriptive models of change a number of tools
can be used to help inform decisions concerning planned change. There are
many that have been developed (see lles & Sutherland 2001, for example).
However, only four will be considered here to demonstrate how they relate to
the overall process of change. Their purpose is to inform the assessment of the
situation or organisation that is to undergo change, by providing a
mechanism for systematically collecting important information. Each one
has a slightly different focus and purpose.

Change management tools

Forceficld analysis
This tool is mainly used as a way of identifying where energy needs to be
directed to bring about change. Developed by Lewin (1951}, in conjunction
with his change model, it is a means of identifying the driving forces and the
restraining forces for change in a given situation (see Figure 5.4). A forcefield
analysis can help managers assess the progress of a programme of change
diagrammatically. If the restraining forces are stronger than the driving
forces change will not occur. It recognises that group norms are an
important element in shaping and resisting organisational change.
Accessing this information enables the manager to take action to work to
reduce the restraining forces. This is a more fruitful approach than trying to
increase the driving forces as this also increases the restraining forces (lles &
Sutherland 2001).

This is perhaps the most common of these sorts of tools and it serves as a
template for a series of others that have been developed subsequently, for
example, ‘sources and potency of forces’ (Beckhard & Harris 1987),
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lewin's Foree Field Model
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Figure 54 Force field analysis, based on Lewin (1951}, Reproduced by
permission of NCCSDO, from lles & Sutherland (2001) Organisational Chamge:
A revicae for health care managers, professionals and researchers, NCCSDO, London.

‘Commitment, enrclment and compliance’ (Senge 1992). At a more basic
level there are tools which simply stimulate thought about change.

PEST analysis

lles (1997) contends that using a PEST is a good way of scrutinising the
external environment in terms of its effect on change in an organisation, The
acronym stands for political, economic, sociological and technological
factors and it can be used to increase understanding of the context of the
change that is taking place.

# Political — focuses attention on national political factors such as
legislation and policy, as well as local and internal politics.

= Economic — the nature of the competition faced by the organisation, its
financial position and the pricrities and perspectives of those who control
resources.

+ Sociological - local demographic issues, changing attitudes to service
provision.
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+ Technological - technelogical factors/advances that will result in or affect
change.

In some respects this is again similar to Lewin’s (1951) Forcefield Analysis, as
the PEST analysis is intended to direct attention to the factors in the
environment that are helpful in supporting change and those that are likely
to impede progress. It extends the principle employed by Lewin to focus on
the environment external to the organisation.

swoT

Strengths, weaknesses, opportunities and threats is an acronym that grew
out of Ansoff's (1987) work on strategic change. This is another widely used
tool in the management of change (lles & Sutherland 2001) and is designed
te inform data collection around these issues.

# Strengths are the positive aspects of the organisation which it can build
upon, for example good facilities, good staff, effective systems.

* Weaknesses are those deficiencies in the present skills and resources of
the organisation which need to be corrected or their effect minimised
before change can occur. Examples are staff shortages, poor estate.

* Opportunities usually arise from changes in the external environment,
for example the NHS Plan (DOH 2000a) and the opportunity to achieve
foundation trust status.

* Threats are external developments which are likely to endanger the
operation of the organisation, for example the possibility of losing an
A& E facility to a regional trauma centre.

The Five Wihys

Finally the Five Whys is a simple tool which addresses single problem
events rather than generic organisational issues (lles & Sutherland 2001). It
explores the interrelationships which underlie an unfavourable event that
has occurred in an organisation in order to find out more about it and to
assist managers in focusing on causes of problems rather than symptoms. It
involves asking why did a problem happen? And then asking why a further
four times in an attempt to ensure the problem is fully investigated.

Summary

The reason for examining theories, models and tools in this way is to
indicate the range of conceptual and practical resources that are available in
understanding and managing change. Similarly it is to emphasise that there
is no single sclution to the challenge of managing change, rather different
tools and approaches will be required depending on the context and the
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nature of the change. No one approach or model is better than another,
rather they have been developed in different ways to address different
issues, The challenge for managers is to use this material so that it informs
their practice. In the final part of this chapter recent research on the
diffusion of innovations, as a means of promoting evidence-based practice
in health care, will be discussed as an example of this process in action.

Evidence-based practice and the diffusion of innovations

During the last decade, evidence-based health care has become a priority in
the NHS with increasing emphasis on changing practice in the light of
quality evidence, rather than continuing to base interventions on traditional
wavs of working (Mclnnes ¢f al. 2001). It has been defined as: “The
conscientious, explicit and judicious use of current best evidence in making
decisions about the care of individual patients’ (Sackett ol al. 1996).

Harrison (1998) argues that it is the doctrine that professional clinical
practice ought to be based upon sound biomedical research evidence about
the effectiveness of each diagnostic or therapeutic procedure. It is very
much a common-sense aspiration for the NHS, because as he enquires: who
wants to be the object of ineffective interventions? The acceptance of
evidence-based practice has also reached the level of government which has
slated its aspiration that public policy be based on evidence (Macintyre ef al.
2001),

Flowever, despite the fact that evidence-based practice is “an idea whose
time has come’ (Harrison 1998), this does not necessarily mean that changes
in practice based on the most up-to-date evidence will be made. As Davies et
al. (1999) conclude: “Even in health care, for all the richness of the research
base, it remains unclear how best to bring about changes in professionals’
behaviour that are congruent with the evidence” (p. 4). The naive
assumption that when research information is made available it is accessed
by practitioners, appraised and then applied in practice is now largely
discredited (EHCB 1999). If this particular type of change is to be better
understood and managed particular contributions from the feld need to be
examined and used as a basis for action. One area of work that is useful in
this respect is the diffusion of innovations. Detailed assessments of specific
strategies that can be employed to implement evidence-based practice
already exist (see, for example, Hallady & Bero 2000, EHCB 1999, Bero ef al.
1998) and are summarised below. The purpose of this section is to
demonstrate how a broad theoretical approach can be useful in informing
understanding of the process as a whole. The combination of specific
interventions is likely to be more successful in bringing about change than
relying on isolated single actions. Such interventions are listed below.
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Specific interventions

Disseminating research findings in simple and accessible formats.

Using training regimes to put key messages across.

Issuing evidence-based guidelines to practitioners.

Identifying opinion leaders, advecates and ‘product champions”.

Establishing inspection or audit regimes to monitor the implementation

of evidence-based guidelines.

= Creating the demand for evidence by introducing tailor-made perfor-
mance targets.

+ [dentifying existing best practice, coupled with incentives for these

successful programmes to share their strategies with others (Nutley et al.

2000).

These can be incorporated in a broader approach to change.

The diffusion of innovations

Diffusion is the process by which an innovation is communicated and
adopted (or rejected) by members of a social system (Nutley & Davies 2000).
The importance of social and communication networks is a central theme in
the theory (Ashford et al. 1999) and the role of opinion formers and experts
was noted earlier. The classical diffusion model is a relatively centralised one
where decisions about what needs to change are made at government level
and then diffusion flows from the top down (MNutley & Davies 2000).
However, it is now generally recognised that the process of diffusion can
also be decentralised in its origins and nature (Rogers 1995).

Researching the diffusion of innovations in health care

Fitzgerald f al. (1999) note that little prior research has taken place in the UK
to explore why professionals adopt innovations, which sources and modes
of compunction of evidence influence them, and what makes the evidence
credible. In order to address this deficit they undertook a series of
comparative case studies to investigate the career of four ‘critical change
issues’ in the acute hospital sector and to establish their relative impact
Ferlie el al. (2000). The change issues studied were:

= devolution of an anticoagulation clinic from secondary care to primary care

= the use of low molecular weight heparin as a prophylactic measure in
orthopaedic surgery

» change in maternity provision in the light of Changing Childbirth (DOH 1993)

= minimal access surgery repair for inguinal hernia repair.
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They found that the “strength’ of evidence for the benefits of the
particular change was nol reflected in the extent of the diffusion of the
innovation. Indecd the very nature of the evidence itself is contested. They
concluded that their data demonstrated that scientific evidence is not clear,
accepled and bounded, Rather there are competing bodies of evidence and
the relative “weight” attributed to the evidence has more to do with the
professional group invelved than the nature of the evidence itself. Thus the
same evidence does not produce the same response in every profession
i(Fitzgerald of af. 1999). Similarly the diffusion and the degree of adoption of
the change varied depending on the group invelved (Ferlie ¢f al. 2000). The
evidence itself is a socially constructed reality, rather than a fixed point, and
diffusing evidence into practice is a construct of debate and agreement
among practitioners (Fitzgerald of af, 1999).

In a more recent study examining the diffusion of innovations in primary
care (Fitzgerald 2001) some of these findings were confirmed, for example
tew clinical professionals found it possible to identify the point at which
they decided the evidence on an intervention was sound, It was also found
that opportunities for the sharing and debate of evidence between the
profezsions did not exist, although interprofessional collaboration will be
necessary if the innovations are to be taken forward. The role of “opinion
leaders” as a positive force for innovation was also confirmed. The
imporlance of these parbicular social networks in health care in bringing
about change in this area is a factor that has been revealed through the
application of diffusion theory.

Based on their work West ef al. (1999) recommend that if effective
dissemination of evidence-based practice is to occur it needs to be founded
on a knowledge of the characteristics of the audience and its social context.
The changes that can occur when an active ‘network’ of professionals is
established (Thomas ef al. 2001) further illustrates the benefits that can
accrue if this aspect of diffusion theory is capitalised upon. Active networks
of practitioners in primary care have been found to facilitate change and the
dissemination of research evidence, yet they operate in a variety of ways
{Thomas ef al. 2001). Theory concerning the diffusion of innovations will not
provide all the ‘answers’, however it has the potential to inform the
management of change in that specific issues relating to evidence-based
practice and its implementation can be considered before a plan for change
is developed.

Conclusion

Garside (1%98) suggests that the term ‘change management’ has become
devalued across sectors and indusiries because it has negative connotations
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and has often been used inappropriately. The purpose of this chapter has
been to demonstrate that the complexity of change has resulted in the
production of a large number of theories and recommendations intended to
explain the process of change and present prescriptions of how to manage
it.

As with many aspects of management there are no simple solutions or
correct answers. The range of theoretical and prescriptive literature is
probably best regarded as a collection of resources that contains a range of
useful information which will be applicable at different times and in
different settings dependent on the nature and the context of the change.
This makes things very challenging for those wishing to understand and
indeed manage change. There is a need to employ what Collins (2000) has
termed a ‘critical-practical perspective’, that is an approach to ideas which
locates them in their context and facilitates their critique, when considering
change theory. This will help inform the assessment of the utility of theory
which will in turn help determine its applicability to practice, This is also the
conclusion reached by Ashford et al. (1999) based on an evaluation of a range
of change strategies. They found that awareness of the approaches available
and their respective strengths and weaknesses is essential if an appropriate
strategy is to be selected. This needs to be combined with a thorough
knowledge of the context of the change, including the barriers to change,
the characteristics of the groups involved and the facilitators (or opinion
formers). This combined with the relevant knowledge from the literature
can then be combined to develop an appropriate strategy to bring about
change {Ashford et al. 1999),

The theories and approaches addressed in this chapter will be effective in
some situations but not in others. An example of this in action was the focus
of the final part of the chapter in which the theory of the diffusion of
innovations was examined in the context of evidence-based practice. This
theoretical approach is useful for generating insights and guidance
concerning the implementation of this innovation because of the central
role played by professional groups in the assessment and assimilation of
evidence. This particular strand of theoretical knowledge, together with an
understanding of setting, contributes to a more informed basis for managing
this particular innovation or change. In other settings and with different
changes a different combination of theoretical resources would be needed.

Change is a complex and dynamic process and is not amenable to a "one
size fits all approach’. lts effective management is the outcome of an
appropriate melding of theory and experience. The other crucial element in
bringing about change is leadership and this is the focus of the next chapter.
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Titroduction

During the 19805 and the early 19%0s the emphasis in the UK health service
was on improving management. Managerialism played a central role in the
reorganisation of health care because as an ideolegy it legitimated change
and on a practical level management was presented as a business-like
approach to getting things done (Poole 2000, Clarke & Newman 1997). More
recently the focus has shifted from management of the health service to the
development of leadership of the people within it, as a means of delivering
high-quality care and treatment. This is reflected in the NHS Plan (DOH
2000a) which slates: ‘Delivering the plan’'s radical change programme will
require first class leaders at all levels of the NHS' (p. 86) and, “we need
clinical and managerial leaders throughout the service’ (p. 87). In order to
produce these ‘first class leaders at all levels’, a number of leadership
development programmes have been introduced. The MNational Cancer
Nursing Leadership Programme and the Leading Empowered Organis-
ations (LEQ) project are examples of this approach and are examined later in
the chapter.

The purpose of this chapter is to examine the broad categories of
leadership theory, and to consider some specific examples from each, in
order to provide a context for discussing the types of approaches to
developing leadership capacity that have emerged within the NHS. The
purpose of this chapter then is te:

« discuss the definitions of leadership that have been developed

= summarise the main theoretical approaches to the study of leadership
* examine current approaches to leadership development in the NHS

s seek lo provide fresh insights on the nature of management.

Defining leadership
Bennis & MNanus (1997) discovered more than 850 definitions of leadership

when undertaking their work on “leaders’. Consequently it is diffieult to
generalise about leadership, but essentially it is a relationship through which
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one person influences the behaviour of other people (Mullins 2002).
However, the way that influence is exerted and the elements involved in it
are extremely complex. This is reflected in the range of theoretical
explanations that have been developed to expand our understanding of
leadership in organisations. Mullins (2002} identifies six main categories of
theories which have informed the study of leadership, and these are:

qualities or traits approach

the functional or group approach

leadership as a behavioural category

styles of leadership

the situational approach and contingency models
transformational leadership.

® & & & & &

Handy (1993) also concludes that examination of a range of approaches is
necessary as he concludes:

the search for the definitive solution to the leadership problem has
proved to be another endless quest for the Holy Grail in organization
theory. There is no secret trick. (Handy 1993, p. 97)

Cansel:[uen.l[y ex.amplm; to illustrate the main points behind each of the
broad approaches identified will be considered before moving on to
examineg current attempts to improve leadership in health care.

The qualities or traits approach

The qualities or traits approach rests on the assumption that leaders are born
and not made. Leadership arises from a set of characteristics or personality
traits possessed by the individual. This explains why only some people
become great leaders, because those in possession of the right combination of
traits are a rarity. Based on this view research was undertaken to try and
identify the traits necessary for effective leadership (Handy 1993). However,
although this type of work identified lists of traits they tended to be
overlapping, contradictory and have little correlation for most features
(Mullins 2002). As Handy (1993) reports, by 1930 there had been owver 100
studies of this kind. Unfortunately when considered together anly five per
cent of traits were found to be common to all of the studies, To some extent
this lack of convergence probably reflects the different starting points of the
researchers concerned and the ramge of research approaches adopted.
Ironically the resulting extensive list of traits undermines the approach. The
leaders studied had such a wide range of traits that it became clear that there
was no ‘typical’ package that could be associated with good leadership.
However the common areas identified were:
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+ Intelligence: above average but not genius level, good at solving complex
and abstract problems,

o Initiative: independence, initiative, the ability to perceive the need for
action and a desire to take it

+ Self-assurance: self-confident with high aspirations.

= Helicopter factor: the abilily to rise above the particulars of a situation
and perceive it in its overall context.

In addition most leaders appear to have good health, be above average
height or well below it, come from the higher socio-economic groups in
society. Other traits identified in the studies include: enthusiasm, sociability,
integrity, courage, imagination, decisiveness, determination, energy and
faith (Handy 1993).

The funcHonal or group approach

This approach focuses on the functions of leadership, rather than the
personality of the leader. The functional approach views leadership in terms
of how the leader's behaviour affects, and is affected by, the group of
followers (Mullins 2002), Perhaps the best known and most widely used
example of this approach is action centred leadership (Adair 1988). Leadership
reqquires that three areas of need within the work group are met. These are
task needs, team maintenance needs and individual needs, If all of these
necds are met Adair (1988) argues that effective leadership will be achieved.
This model of leadership is represented in Figure 6.1, Task functions include
agreeing objectives with the group, defining tasks, planning and monitoring
the work of the group. Team functions include getting the group to work as a
tearm by maintaining morale, ensuring that good communication occurs, and
providing training when needed. Individual functions centre around meeting
the needs of the individuals within the group by giving praise, handling
conflict and understanding individual needs. Kennedy (1998) observes that
Adair includes theory which is ‘borrowed and re-evaluated’ from Maslow
{1970} and Fayol (1949) as part of his model.

This is another illustration of the interdependence of theory in the area of
management generally. Adair (1988) also includes chapters on planning,
controlling, evaluating and organising, which indicates that leadership
needs to be underpinned by a firm foundation of management skills, if it is
to be effective.

Leadership as a behavioural category

In this approach the focus is on the behaviours exhibited by people who are
leaders. The assumption is that if the right combination of behaviours can be
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Figure 6.1 The three circles model of action centred leadership (adapted
from Adair 1988).

identified then leaders simply need to adopt them to achieve success. One of

the most well known is the work of McGregor (1960) on theory X and theory

Y. Theory X and theory ¥ represent two extremes of leadership behaviour

arising from contrasting assumptions about the nature of people and

maotivation. In general the emphasis is on managers developing leadership

behaviours consistent with theory Y. These assumptions are outlined below.
Theory X assumes thak:

= People are lazy and dislike work.

= Employees need to be controlled, directed and threatened with punish-
ment if the work is to be done.

» [People avoid responsibility, lack ambition and prefer to be directed.

Consequently the leadership behaviours required centre on direction and
control built around a system of authority and punishment.
Theory Y assumes that:

# People want to work.

+ Employees will work hard if they are committed to what the organisation
is doing.

# In the right conditions employees will seek and accept responsibility.

+ Employees have the potential to be ereative and solve organisational
problems.

= Employees intellectual potential is only partly utilised in organisations.
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In this case the leadership behaviours required are those which create the
circumstances in which individuals feel motivated and are able to achieve
goals. These include trust, delegation, good communication, and a
participative approach to problem solving, McGregor (1960) maintained
that leadership based on theory Y is the best way to do this.

Leadership styles

Closely associated with the actual behaviours leaders display is the way in
which they do this. This constitutes another area of study in leadership.
Generally the way in which the function of leadership is carried out can be
classified within a broad threefold heading (Mullins 2002).

+ The authoritarian or autocratic leader: This is where the leader holds all the
power and controls the fow of communication; takes decisions and
determines policy; allocates work and controls rewards and punishment.

= The democrabie or participative leader: Shares the leadership function
with the team; encourages discussion and interaction; decisions arise
from discussion and debate; team members are encouraged to be
involved in the leadership function,

¢ The laissez-faire leader: Often regarded as the leader abdicating
responsibility and allowing the team to get on with things without
support or direcion. Mullins (2002) however emphasises that a ‘genuine’
laisseg-taire style arises from a conscious decision to pass the focus of
powver to the group members. The team is encouraged to take on the
tasks and responsibility and the leader is available to support this.

Other work in this tradition includes the “tells, sells, consults and joins’
model of Tannenbaum & Schmidt (1973) in which four main styles of
leadership are needed for the different tasks facing the work team, The
degree of managementleadership authority maintained is adapted in
response o the nature of the task to be completed.

The situational approach and contingency theories

The situational approach focuses on the importance of the situation in terms
of leadership. The basic premise is that different situations require different
tvpes of leader and the person who is best suited to lead in a given situation
will come to the fore. However, the material considered earlier indicates that
leaders tend to be people who display particular behaviours in particular
ways and so whilst the situation is an important factor it is less 51'gm'h'¢ant
than some of the others.

Contingency theories of leadership build on the situational approach by
providing a means of explaining the interaction between the situation and
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feadership behaviour (Mullins 2002). Contingency theories suggest that
there is no single model of leadership that is applicable to all situations.
Depending on the specific circumstances and variables involved a different
model will be required. The types of variables studied include: leadership
attitudes (Fiedler 1967); quality of leadership decisions (Vroom & Yetton
1973); employee expectations (House 1971); readiness of team members
(Hersey & Blanchard 1993). This further demonstrates the complexity of
leadership as an area of study. Added to this new approaches and
refinements of existing ones are being developed all the time. An example of
this is transformational leadership.

Transformational leadership

Current trends in thinking about leadership foeus on its capacity to
revitalise and transform organisations (Mullins 2002). The nature of trans-
formational leadership is often described by contrasting it with transactional
leadership.

Transactional leadership is the type of leadership that traditionally existed
in large organisations. It has echoes of the theory X approach in that it is based
on the setting of goals and objectives by the leader and appeals to the self
interest of the team members. It is transactional in the sense that the
relationship between leader and team members is based on a relationship in
which rewards are exchanged for compliance, and punishment for deviation.

Transformational leadership, on the other hand, echoes theory Y in that it
is about creating high levels of motivation and commitment among the
team. This arises from a clear vision and is based on notions of trust and
loyalty. It is transformational in that this approach changes the way people
work and thus changes the fortunes of the organisation. As Bennis &
Mannus conclude:

It is collective, there is a symbiotic relationship between leaders and
followers, and what makes it collective is the subtle interplay between the
followers' needs and wants and the leader’s capacity to understand, one
way or another, these collective aspirations. Leadership is ‘causative’,
meaning that leadership can invent and create institutions that can
empower employees to satisfy their needs. Leadership is morally
purposeful and elevating, which means, if nothing else, that leaders can,
through deploying their talents, choose purposes and visions that are based
on key values of the workforce and create the social architecture that
supports them. {Bennis & Nanus 1997, p. 202)

This belief that leadership can bring about transformation and deliver new
ways of working is a central feature of current approaches to leadership in
the NHS,
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Leadership in the NHS

The need for leadership in the NHS has never been more clearly recognised
at national, regional and local levels (Edmonstone & Western 2002, DOH
2000a). Edmonstone & Western (2002) summarise the range of leadership
development programmes that have been devised to meet this need:

o Mational programmes {eentrally funded). Examples include the Chief
Executive Development Programme, the NHS Management Training
Scheme, Nursing and Advanced Health Practitioner programmes.

o National programmes (self-financing). Examples include programmes
offered by the King's Fund, and the Office for Public Management,
These are prestigious national programmes run on the basis of income
generation.

s Reglonal programmes. These are leadership programmes developed for
and delivered in specific NHS regions.

s Local programunies. As the name suggests these are organised at a more
local level in a variety of ways.

e Emplower programinies. This is where NHS trusts organise ‘in-house’
leadership development programmes for its employees.

e Dndividial fuitintive. Many NHS staff fund their own development
through attendance at a range of undergraduate and postgraduate
taught courses.

Examples of the lypes of activities undertaken as part of the different levels
of programme are discussed below to demonstrate how the principles
derived from theories of leadership are being applied in practice.

The Mational Cancer Nursing Leadership Programme

Elements drawn from this extensive body of work can be found in the
overall approach taken in the NHS Leadership Programme. This is usefully
summarised in the statement concerning the philosophical approach of the
programme:

There is an ongoing debate about whether management effectiveness is
best defined by a set of competencies or in terms of the pursuit of an
organisational ethos and culture which frees people’s creative abilities.
The approach to leadership development adopted in this programme
strikes a balance between developing knowledge, skills and competencies
on the one hand and working with participants to develop their self-
awareness, helping them identify their inner strengths and build courage
and self confidence, on the other. (NHSE/King's Fund 2000, p. 4)
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The programme aims to help its participants increase their self knowledge
and personal direction; create a greater breadth of vision and ability to think
and act strategically; improve their leadership ability and confidence to the
extent that they are able to originate and lead change within their working
environment; develop an understanding of diverse environments, situations
and personalities; and to improve their ability to operate constructively and
positively within diverse environments (WHSEKing's Fund 2(000),

This involves a range of learning experiences including classroom and
small group aclivities, learning sets, personal reflection and one-to-one
mentoring. Opportunities are provided to learn about theories of leadership,
strategy and change and to develop self-awareness and skills in sharing
experiences and networking. The balanced approach referred to is an
acknowledgement of the complexity of the area and illustrates how a range of
theoretical material needs to be used if leadership is to be understood. This is
reflected in one of the tocls used in the National Cancer Nursing Leadership
Programme (Centre for the Development of Nursin§ Policy & Practice/Royal
Marsden 2000). Leadership Effective Analysis™ (LEA) {Management
Research Group 1998) is central to this programme, LEA is a method of
developing individuals and increasing their effectiveness. It defines the
leadership role in terms of 22 behavioural characteristics (or sets). [t provides
an individualised feedback profile of the approach individuals take to the
leadership role. It identifies areas which need the most development. It
provides a framework for the creation of action plans to address specific
needs. This approach arises from a belief that competence and effectiveness in
leadership result from the management of relationships with superiors, peers
and subordinates within the organisation. The way this is done is by using the
information provided in the Leadership 360" Report {Management Research
Group 1998). This tool is designed to present self and observer feedback and
scores on the 22 sets that constitute effective management practice.

Observer feedback is provided by superiors, peers and subordinates, this
information is then collated and presented to the participant in a personal
feedback report. This feedback is then combined with input on management
and personal action plans and mentorship to develop the individual's
leadership capability. The 22 sets are organised under five broad headings
which reflect the dimensions of leadership that are expected in modern
organisations, some of which were discussed earlier. The sets are shown below.

Crenting a vision
A vital ingredient of leadership is vision. The five sets that are involved in
creating a vision are:

» Traditional: Studying problems in the light of past practices to ensure
predictability, reinforce the status quo and minimise risk.
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= Innovative: Feeling comfortable in fast-changing environments; being
willing to take risks and to consider new and untested approaches.

« Technical: Acquiring and maintaining in-depth knowledge in your field
or area of focus; using vour expertise and specialised knowledge to study
issues in depth and draw conclusions.

* Self: Emphasising the importance of making decisions independently;
locking o vourself as the prime vehicle for decision making,

» Strategic: Taking a long range, broad approach to problem solving and
decision making through objective analysis, thinking ahead and
planning.

Devvloping folfoters

In order to make their best contribution, leaders must get others to respond
positively to their ideas and efforts. The ability to influence others is to do
with the strength of the logic of people’s approach, insight, imagination,
and communication skills, rather than position in the organisational
hierarchy. The four sets involved in developing followers are:

+ [Persuasive: Building commitment by convincing others and winning
them owver to vour point of view.

= Qulgoing: Acting i an extroverted, friendly and informal manner;
showing capacity to quickly establish free and easy interpersonal
relationships.

= Excitement: Operating with a good deal of energy, intensity and
emotional expression; having a capacity for keeping others enthusiastic
and involved.

= Restraint: Maintaining a low-key, understated and quiet interpersonal
demeanour by working to contrel your emotional expression,

Dpdemending the pisfon

This is about setting things in motion and developing systems and
procedures to support the total effort. 1t requires communication, training,
and the setling of standards for judging as a basis for judging success. The
four sets involved in implementing the vision are:

= Structuring: Adopling a systematic and organised approach; preferring
to work in a precise, methodical manner; developing and utilising
guidelines and procedures.

» Tactical: Emphasising the production of immediate results by focusing
on short-range, hands on, practical strategies.

+ Communication: Stating clearly what you want and expect from others;
clearly expressing your thoughts and ideas; maintaining a precise and
constant flow of information.
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* Delegation: Enlisting the talents of others to help meet objectives by
giving them important activities and sufficient autenomy to exercise their
own judgement.

Acliieving results

This reflects the pressure in organisations to deliver higher levels of
performance in a situation where there are limited resources. Leaders need
to remain focused on results and set challenging goals in order to achieve.
There is a need to make sure everyone makes their mazimum contribution,
barriers are brokenm down, expectations are exceeded. The three sets
involved in achieving results are:

* Management focus: Seeking to exert influence by being in positions of
authority, taking charge and leading and directing the efforts of others.

* Dominant: Pushing vigorously te achieve results through an approach
which is forceful, assertive and competitive.

+ Production: Adopting a strong orientation toward achievement; holding
high expectations of yourself and others; pushing yourself and others to
achieve at high levels.

Temm playing

This category arises from the recognition that leaders can achieve little
without the support of others. Part of this involves acting as a follower as
well as a leader. Developing and using abilities as a follower can contribute
to the success of the organisation, and this is also a good way to gain the
cooperation of others. The individual who is able to build positive and
trusting relationships throughout the organisation is likely to achieve more.
The four sets involved in team playing are:

+ Cooperation: Accommodating the needs and interests of others by being
willing to defer performance on your own objectives in order to assist
colleagues with theirs.

* Consensual: Valuing the ideas and opinions of others and collecting their
input as part of the decision-making process.

s Authority: Showing loyalty to the organisation; respecting the ideas and
opinions of people in authority, and using them as resources for
information, direction and decisions.

= Empathy: Demonstrating an active concern for people and their needs by
forming close and supportive relationships with others,

Once the leaders have assessed their own performance in these dimensions,

and had their performance assessed by subordinates, peers and superiors
they have a wealth of information that can be used to inform their
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development as leaders. This serves as a basis for them taking action to
improve their performance. This does not necessarily mean performing well
in all dimensions, rather they take action to address areas that need to be
develaped if they are to become a rounded leader.

As noted earlier it is unrealistic to expect individuals to be able to function
well in all of these “sels”. However, knowledge concerning performance can
be very useful for individuals so that they can become aware of how they are
perceived by others and what they may need to do to improve as leaders. [tis
also elear that different sets will be required at different times. It is difficult to
demonstrate excitement and restraint at the same time, however each of
these qualities may be needed at different mes by an individual if he or she
is to be an effective leader. Participants need to have a high degree of self
awareness and be committed to this type of programme if they are to benefit
frem il The other point to add is that although leaders can influence the
environment or the culture of an organisation, there remain other powerful
forces that can constrain the efforts of even the most effective leaders.

This illustrates how clinical Ieadership de\relopment is being imple-
mented at a strategic level in the NHS and how it draws in theory
development in the wider literature. There is also a series of initiatives being
undertaken at other levels. This includes the Leading Empowered
Orrganisations programme.

Leading empotvered organisations

The MHS modernisation agenda rests on having people in the range of
crganizations that make up the NHS who can act as leaders. Leading
empowered organisations (LEQ) is a three-day programme developed by
the Centre for the Development of Nursing Policy and Practice (COMNEPP) at
the University of Leeds. It is based on work conducted by Creative Health
Care Management based in the USA, Central to the LEO programme are the
principles of respect, dignity and empowerment, Empowerment is defined
as ‘creating an environment in which people can behave as responsible
adults” (NHSE 2001a). LEQ is designed to help sisters, charge nurses and
front line team leaders lead change in their organisations. It aims to enable
empowerment in the participants by addressing the following areas:
responsibility, authority, accountability, articulating expectations, devel-
oping autonomy, resolving conflict, risk taking, problem solving and
positive discipline (CONPP 2000). On completion of the programme they
should be able to:

#« Challenge in a constructive manner the current level of authority they
have for finance, personnel and quality. They will be skilled at clarifying
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and negotiating that authority with the intention of ensuring improve-
ments in patients’ experience of healthcare, and the working environ-
ment in the clinical setting.

= Accept responsibility for reducing the level of administration and
bureaucracy in the service by challenging the status quo.

+ Challenge the misuse of resources caused by the lack of cross boundary
participation and collaboration, and to build relationships of trust,
openness and honesty.

+ Influence changes to front line services, which will begin to address the
deterioration of the environment as perceived by the public, and to
introduce new, innovative practice with confidence and enthusiasm.

= Improve access to services for patients through partnership working and
effective prablem solving (NHSE 2001a).

It involves a preview day, a three-day programme, and is followed by a
review day six months after the main programme. Such programmes are
being accessed by a wide range of health professionals. For example, by
December 2001 in the Eastern Region of the NHS, 72 LEQ programmes had
been provided and eleven trainers were working together to deliver further
programmes (WHSE 2001b). Here is another example of theory into practice,
whereby the principles of leadership have been used to inform a
development programme for health professionals within the NHS,

Local leadership

At a more local level an action research project designed to discover more
about what leadership means in a modernised NHS was conducted in the
London region. Members of a workforce and development leadership
working group set out to provide a summary of the attributes, qualities and
skills and actions that are central to the exercise of good leadership in the
NHS. Drawing on consultation with “a wide range of leaders and
professionals across the MHS in Lendon’ a framework was devised that
summarises contemporary views of leadership in the NHS (Workforce and
Development Leadership Working Group 2000). This report usefully
summarises much of the theoretical material covered earlier in the chapter
and demonstrates how theory has informed views of good leadership
practice in the NHS. The key themes identified in this project are outlined
below and in Figure 6.2. They are broken down into sections relating to
what good leaders do and what this means for practice. The descriptions of
what good leaders do are summarised below and the implications of this for
practice are listed in the figure. This illustrates how management theory can
be synthesised and be used to guide practice.
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Embodying Leadership in the MHS
What do Good Leaders do?
A framework for developing the individual and the organisation

ARTICULATE VISION

Communicate a broad vision for the whole health community.
* Have a clear picture of the world and aspire to create it.

+ Communicate vision with passion and conviction.

+« Engage prople in developing it

= Make vision reflect diversily of communities served.

EMBODY VALUES

Have a clear sense of personal values and commitment.

s View excellence in public sector leadership in a positive light.

= Demonstrate fairness in all dealings.

= Ensure equity of access to services for all members of the

[ community.

+ Persuade others of values = through day-to-day actions - not
impose them,

MOTIVATE

Under=tand the need for a highly motivated organisation.

¢ [Prioritise molivating and supporting people.

Listen,

fentify various ways to acknowledge effort and achievement.
Inspire through action and example.

Encourage and value high standards of work and loyalty.

RELEASE TALENT

Azt on the belief that people have many talents and potential.

| = Actively seek out potential at all lewvels.

| = Ensure that individual development needs are identified and met.
= Encourage and support risk taking by individuals and teams.

+ Minimise forces that can hold back talent, e.g. bureaucracy.

TAKE DECISIONS

Identify and carry oul decisions which need to be taken.

+ Anticipate and take difficult decisions.

* Recognise that effective decisions are more achievable than perfect
decisions.

Seek and take account of relevant views,

Monitor effects of decisions and adjust as necessary.

Learn from previous decision taking.

Figure 6.2 What do good leaders do? (Workforce and Development
Leadership Working Group 2000).
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ENCOURAGE CREATIVITY

Show innovation and creativity are highly valued.

= Create a climate which encourages purposeful innovation by anyone.
= Shop openness to new ideas and learning from others.

+ Get new ideas into practice and evaluate impact.

= Use success or failure of new ideas as impetus for further learning.

VALUE RESPOMNSIVENESS

Encourage individuals, teams, organisations, to think and act flexibly.
= Combine clear sense of direction with readiness to adapt and change.
« Manage uncertainty in exemplary ways.

= Find change enlivening rather than stressful.

WORK ACROSS BOUNDARIES

Demonstrate ability to work across professional, team and organisation
boundaries.

+ Develop capacity for new ways of working across boundaries.

» Recognise and respeet perspectives of others.

= MNegotiate conflicting priorities with partners.

« Focus on sustaining energy and commitment to common goals.

DEVELOP PERSOMNAL RESOURCES

Demonstrate resilience and ability to call upon reserves of energy.

* Show self confidence and confidence in team.

« Show insight inte personal strengths and weaknesses, knowing
when to seek help.

« Develop strategies for avoiding burnout.,

= See things through and handle unanticipated difficulties.

Figure 6.2 Continued.

Theme 1: Articulating a vision

Communicating a broad vision for the whole health community

Leaders have a positive sense of how their vision accords with peers and the
organisation as a whole. The vision takes a wide perspective and encom-
passes how the organisation contributes to creating the future. Leaders are
able to show why their vision is worth striving for and how it can be
brought into reality.

Theme 2: Motivation

Understanding the need to have a highly motivated organisation

Leaders behave in ways which demonstrate that they believe supporting
and motivating staff is important. They make time for people and take an
interest in them and their problems.
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Theme 3: Decision-taking

Being dyvnamic and proactive in identifying decisions which need to be
taken

Leaders are proactive in identifving the decisions that need to be taken in
simple and complex situations, They define the decisions that need to be
taken and the criteria for evaluating their effectiveness.

Theme 4: Releasing talent

Demonstrating a belief that the people within the organisation are
individuals with many talents and potential

Leaders recognise the value of ensuring that people’s talents and skills are
nol lost to the organisation. They ask how the organisation can facilitate
people’s development and take pride in the achievements of their staff.

Theme 5: Responsiveness and flexibility

Valuing flexibility and responsiveness in the organisation

Leaders recognise that they as individuals and the organisations they lead
need to be light on their feet and ready to adapt to changes in the world.
They build flexibility into their own working patterns and into the
organisation as a whole to ensure that both have the capacity to respond
guickly to change.

Theme & Embodying values

Having a clear sense of personal values

Leaders demonstrate their personal integrity and command the respect of
the people they work with. They show respect for others and behave
consistently and acknowledge that values and convictions are best
conveved by personal example.

Theme 7: Innovation and creativity

Demonstrating that innovation and creativity are highly valued in the
organisation

Leaders strive for better ways to run their organisations and teams to
achieve the goal of delivering high-quality services to users, They create safe
havens where people can experiment and innovate. They are adept at
challenging, and when necessary, changing their preferred ways of working
to become more effective as leaders.
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Theme 8 Working across boundaries

Demonstrating ability to work across professional, team and organis-
ational boundaries

Leaders recognise and acknowledge the complexities within which they
work and are willing to cross boundaries in pursuit of more effective
learning, working, creative solutions and a better service. They are able to
identify tensions that cause problems in cross boundary working which
prevent innovation. They build the capacity to work more effectively on
difficulties that occur and develop actions that change and improve practice
within and between organisations.

Theme 9: Personal resources

Demonstrating resilience and the ability to call upon reserves of encrgy
Leaders demonstrate a profound sense of responsibility and endeavour to
make well balanced judgments. They are always ready to think through the
longer term and wider implications of their decisions and actions, They
have reserves of energy that can be drawn upon to see things through and
to handle unanticipated difficulties and problems.

It can be seen from the terminology used to articulate these themes and in
the activities described that some familiar trends emerge. The importance of
having wvision, drive and energy, an understanding of how to motivate
people, and how to bring about change are aspects of leadership that appear
in a number of accounts. It is also clear that it takes a very special individual
to be ‘competent’” in all of these areas. Leadership is a complex and
challenging role, There is no one “best” style of leadership (Mullins 2002,
Crainer 1998) nor is there a definitive guide of how leaders should behave,
As Grint (1997) concluded, despite an enormous outpouring of material in
the second half of the twenticth century, we appear to be little closer to
understanding leadership than either Plato or Sun Tze, who began the
written debate several thousand years ago. It may seem strange that despite
the amount that has been written about leadership there is no accepted
single way of achieving effective leadership, however this only serves to
emphasise the need to examine the theory. What has been demonstrated is
that it is not possible to arrive at a prescription for leadership that will work
for all people in all situations. However, there are some general principles
that are evident in the literature and which form the content of the
leadership development programmes that have been discussed. Although
there is a risk of oversimplifying the situation when drawing out the key
points from this work, it has been summarised by Bennis & Nanus (1997).
They suggest leaders who will succeed are those who are best able to:
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set direction during turbulent times

manage change while still providing service and quality

attract resources and forge new alliances

harness diversity

inspire a sense of oplimism, enthusiasm and commitment ameng people
be a leader of leaders.

The challenge comes when an attempt is made to apply these principles,
and indeed the other recommendations made by writers on leadership, to
the reality of health care organisation. The temptation is to seek recourse to
a step-by-step guide. However, the lack of agreement as to what leadership
is, and the fact that different approaches are required in different settings
and at different times render this a redundant approach. A more fruitful
approach may be to use the theory that has informed the study of
leadership to understand what is going on in health care organisations and
ultimately to use this theory to inform leadership in health care.

Embodying leadership in the NHS

It is clear that there is a great deal of work and investment going into the
development of leadership in the NHS. The Royal College of Nursing (RCN)
Clinical Leadership Programme which started in 1994 has now been
attended by almost 2,000 nurses from 140 NHS Trusts in England, Scotland
and Wales (Pearce 2002). Evidence concerning the effectiveness of such
approaches is beginning to emerge, Cunningham & Kitson (2000), for
example, found that the RCN leadership programme improved the
leadership capabilities of ward sisters and senmior nurses and thereby
contributed to improvements in patient care,

However, Edmonstone & Western (2002) found that there is confusion
among programme  participants and NHS employers surrounding the
appropriateness of particular programmes for particular groups of staff.
They suggest that wide ranging discussion is needed to explore the
assumplions underlying approaches to leadership development in the NHS.
In the evaluation studies they examined, no attempt had been made to
establish baseline measures of leadership effectiveness; no specific
organisational benefits were identified; and there was no consensus over
what organisational benefits may be anticipated.

Werrett ef al. (2002) conducted a regional evaluation of an LEO
programme involving 3,870 nurses and 314 allied health professionals in
the West Midlands. Although the overall evaluation was positive and the
programme was recognised as useful by the participants, it is interesting to
note thal few participants were able to report a specific example of the
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impact the LEO programme had had on their delivery of clinical care. They
had developed a range of new skills and knowledge, but the extent to which
this had ‘improved’ practice was less clear. This is partly because the
evaluation was conducted three months after the completion of the
programme, and as Werrett ¢f al. (2002) suggest. a more longitudinal
evaluation is necessary to evaluate fully the impact of the programme, The
work that has been conducted thus far indicates that leadership is only one
element in the management and organisation of health care, yet the current
emphasis on leadership in health care does not appear to be diminishing. In
a recent editorial in the British Medical Journal it is stated: “We need
transformational leaders who will redefine purpose, vision, and values and
align those values within the organisations they lead” (BM[ 2002, p. 1351).
However, if large numbers of staff undergo development and are expected
to function as leaders, what specific benefits will this bring to patient care? It
has been demonstrated that a wealth of theory exists and yet we are still
some way from having the ‘answers’ as regards leadership. It may be that
training large numbers of professionals to become leaders is an appropriate
strategy that will help improve the management and organisation of health
care. Alternatively it has been suggested that the popular (and officially
sanctioned) idea that leadership at all levels of the NHS is a more or less
politically legitimate and desirable goal could usefully be subjected to critical
scrutiny rather than merely assumed (Learmonth 2003}, Learmonth goes on
to argue:

Health care institutions are workplaces replete with people who are not
formal leaders and who may resist managerial attempts to define them as
such, yet surely remain intelligent actors whom it would be an insult to
conceptualise as individuals who passively follow leaders. Nevertheless a
critical reading of much managerially-oriented leadership research
sugpests that this is indeed how they are conceived. (Learmonth 2003,
p. 112)

The material presented in this chapter can be used as a basis for studying
and monitoring this development as it is important to have an under-
standing of the major theoretical themes informing our understanding of
leadership both to apply and to critique them.

Conclusion
Good clinical leadership is central to the delivery of the NHS plan. We need
leaders who are willing to embrace and drive though the radical
transformation of services that the NHS5 requires. Leaders are people who

make things happen in ways that command the confidence of local staff.
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They are people who lead clinical teams, people who lead service networks,
people who lead partnerships, and people who lead organisations (Hunt
200H).,

This statement made by the Health Minister of the time Lord Hunt,
emphasises the importance attached to leadership in current health policy
and management. It is an area that all health professionals will have to
engage with in the next few years and the theoretical material examined in
this chapler can serve as a resource in understanding more about leadership
as well as carrying it out.

It is a very challenging role and there is no simple model that applies in
all situations. However, there is a wealth of material that can be accessed to
further understanding and capability in this area. This may seem an
inadequate answer, yet perhaps it is more realistic than issuing another set
of guidelines or recommendations indicating ‘what good leaders should do’.
If such an aphorism were demanded it would be: good leaders recognise the
complexity of leadership and combine it with their experience to lead in a
way that works for them and their teams.
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Introduction

The traditional view of health professionals’ involvement in the manage-
ment of health care is summarised by Paton (1993) in that professional
management concerns the internal management of the responsibilities and
workload of a profession governed by professional walues. General
management, on the other hand, is a different discipline concerned with
the operational and strategic issues taking the organisation and its effective
functioning as its rationale (Paton 1995).

The purpose of this chapter is to chart the increasing involvement of non-
medical professionals in ‘generic’ management and identify the nature of this
new role, Much of the literature discussing this trend raises issues of concern
but is generally not supported with empirical evidence. A central theme of the
chapter is that the movement of non-medical health care professionals into
management represents the development of a new form of management
increasingly referred to as ‘hybrid’ management. This also emphasises the
importance of health professionals building their understanding of
management theory, which is the central theme throughout this book. The
fact that nurses and members of the allied health professions are taking on
management roles in increasing numbers suggests there is a need to
understand the theoretical and conceptual basis of this development. The
intention here is to draw on emerging theoretical accounts of hybrid
management as a means of tracing and explaining this development.

This serves as a basis for an examination of the implications of this
development and consideration of the training needs for professionals in
the future if they are to be equipped to take on these new roles. Finally
conclusions will be presented aimed at summarising the current situation in
theoretical and empirical terms.

To this end the chapter will:

= establish that management has always been a feature of the work of
health professionals

+ examine the implications of health professionals taking on management
roles
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+  discuss the notion of hyvbrid management as a means of making sense of
this L{L*\'I,'IET'F‘Im’nI

+ congider the training needs of nurses and the professions allied to
medicine.

Management in the NHS

It has already been established that the 1980s and 19905 witnessed major
changes in the organisation of the UK Public services, including the MHS
ichapters 1 and 2). These included the introduction of market-based
approaches to the management and delivery of services, increased emphasis
on financial accountability, and a drive to do ‘more with less” (Ferlie of al.
1996, Flynn of al. 1996). The Government did not commission an evaluation
of these changes and therefore it is difficult to make any definitive judgment
about their success (Allsop 1995). What is clear though is that health services
have changed and as Hunter (1996) concludes, what this amounts to is a
hvbrid model of organising and managing health care that combines both
planned and markel systems.

This has been reinforced by the introduction of the NHS Plan (DOH
2000a) with its emphasis on the ‘third way’, combining command and
control management approaches with public service values, This in turn has
wider effects as changes at the level of politics, social life and economics
impact upon organisations in terms of structures, people, tasks and
processes and have an effect on the way people carry out their roles
(Lawton 1998). This is certainly the case with health professionals moving
into management.

Professionals into management

If Paton (1993) presents the traditional view of the separation of profes-
sionals and managers then Mackay el al. (1995) summarise a contrasting
view of current and future prospects for health professionals. They argue
that professional ideals have been replaced by managerial values and this
has ‘weakened” professionals, consensus management has been replaced by
execulive management and health professionals are seldom to be found in
general management roles. Yet, writing in the same year, Owens & Petch
stated:

In the years that have followed the implementation of the Griffiths
proposals the movement of professionals into management has been
dramatie, and nurses have been foremost in taking on pgeneral
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management roles at all levels in the health service. (Owens & Petch 1995,
p. 45)

Bvretveit (1994b) also notes the increasing numbers of health professionals
in management roles.

However, there is some information which indicates the extent to which
professionals have assumed management roles, The Creative Career Paths,
project conducted by the Institute of Health Services Management
Consultants on behalf of the NHS Women's Unit, for example, includes
some useful figures. It was found that of the 599 top managers throughout
the MHS who returned usable questionnaires (from an original targel sample
of 894), 11 per cent were non-medical health professionals (IHSM
Consultants 1993a). Lower down the organisation 33 per cent of middle
managers, defined as those in posts directly accountable to a senior manager,
were from a non-medical health professional background (IHSM
Consultants 1995b).

This suggests that health professionals have not been excluded from
management but that their involvement may have been overlooked because
it has been assumed that general management is the territory of former
administrators, who accounted for the majority of appointments following
the Griffiths Report (DHSS 1983) (Ham 1992). Indeed, in the wake of the
Griffiths proposals and later Working for Patients (DOH 1989), there was little
examination of professionals as managers. Reseaveh lended to foeus on the
impact of the reforms as a whole (Strong & Robinson 1990, Harrison ¢f al.
1992, for example). Where there was an intention to examine the effects on a
professional group the movement into management roles did not feature
prominently in the work (Owens & Glennerster 19%0). Similarly later work
on the reforms following Working for Paticits {DOH 1989) also adopted a
‘macro view” (LeGrand et al. 1998).

Thus it can be argued that this role has been overlooked, in terms of
research, in the past. Owens & Petch have commented:

Analysts of the management of organisations have tended to ignore the
professionals within, and sociclogists have similarly paid little attention
to the organisation in which they work, or have portrayed them as
antithetical to professional values. The separate and different educational
backgrounds and socialisation of managers and professional groups has
reinforced these problems of co-existence. (Owens & Petch 1995, p. 37)

The way some health professionals work has changed and there is an
increasing involvement of professionals in management at all levels in
health care organisations. What effects are these new organisational
arrangements having on the professionals concerned? How easily have
they managed the transition from professional to manager?
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Transition

Individual practitioners report that the transition to management can be a
difficult process. Zeller (19953), for example, summarises the experience of a
delegate at a conference convened to address the question "Manager or
Therapist? She states: "One of the major changes in her experience was that
of losing professional identity and a sense of loneliness in being separate
from a professional group’. Zeller goes on to conclude:

Making the transition from therapist to manager is a steep learning curve
but, although stressful, it provides the opportunity to influence manage-
ment structure, skill mix and service developments. (Zeller 1995, p. 35)

In a study, employing an initial multidisciplinary workshop and two career
transition workshops conducted in 1993, Edmonstone & Harvegal (1993)
explored the career transition from functional management roles in the NHS
to general management and ‘hybrid’ roles on the part of health care
professionals. The workshops involved 32 participants from a range of trusts
in Scotland who held a variety of posts including theatre services manager,
clinical nurse manager, business manager and services manager. The
participants were asked ‘to provide written evidence of the nalure of the
career transition through which they were moving” and this information was
explored further during the workshops. The data were then 'analysed” and
‘themed’ using the Seven S framework, developed by the McKinsey
Management Consullant Company and made famous by Peters & Waterman
(1982) in their book fn Serch of Excellence, The picture presented is one in
which the participants were appointed to posts in structures that lacked
clarity and cohesion, in many cases this move was enforced or involuntary.
Often they did not have a job description and there was uncertainty
surrounding the role and its content. Lines of responsibility were unclear and
the boundaries belween professional and managerial accountability were
‘blurred’,

Conflict

The parlicipants suggested that from the viewpoint of former colleagues,
functional managers who moved into general management posts were seen
as ‘traitors’ lo their profession. There were also difficultes in convincing
other managers of the reality of the new general management roles because
they were still seen as occupying the old professional management roles.
There was found to be a powerful contrast between the professional and
managerial ‘world views” and there was a lack of management training in
preparation for their roles. This was also reflected in the language used in the
conduct of the role. The old professional/clinical language was increasingly
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regarded as irrelevant and there was seen to be a need to use a business-
oriented management language, on the part of the hybrid managers.
Organisational life was described as fragmented, characlerised as being
made up of factions and they felt they had little support in making the
transition to their new roles. Edmonstone & Harvegal (1993) go on to
produce a list of recommendations centred mainly around training and
career development which they located under the headings of remedial and
developmental action. However, in later reflections on this werk
(Edmonstone 1997a, b), it is interesting to note a much more pessimistic
outlook for “clinical management’, indeed it is seen as a “fragile flower’ which
has bloomed, but which ‘may whither due to lack of care and attention’
(Edmonstone 1997b). The conflict for professional managers occupying these
‘dual” or hybrid roles can be overwhelming. However, elsewhere a process of
accommuodation was adopted which resulted in different outcomes.

Adaptation

In a study of decentralisation of community services Exwaorthy (1994) found
that although the introduction of general management encroached upon
professional territory and caused some friction, the dual professional
managers were able to exert a considerable degree of power aver the policy
process. They achieved this by adopting a limited managerial ‘framework’
whilst retaining an allegiance to their professional group. Using a case study
approach, invoelving participant observation of meetings, analysis of policy
documents and interviews, the research timetable coincided with the
timeseale of the policy ehange under review. Conducled between 1988 and
1991 it spanned the publication of the White Paper Working for Paticnts (DOH
1989) and was based in ‘a small compact area’ of inner London which
included ten health centres, a “high number’ of single-handed GPs and one
district general hospital.

Exworthy's (1994) focus was primarily on how different groups can
influence the implementation of the policy process and he ascribes a
considerable degree of power, in this respect, to community health nurses
who assumed management roles. In terms of their opposition to the process
of decentralisation of services he states: ‘Whilst they could not be certain
that they would sueceed in shelving the policy, they wanted to make sure
that they achieved the best possible deal in the discussions that took place’
{p. 25). This reflects an ambivalence in the role, noted by Exworthy, in that
the professional managers opposed the particular course of action yet were
instrumental in its implementation. He argues this is consistent with
Lipsky's (1980) notion of street level bureaucracy, where professionals
working at "street level are able to exert influence over the way policy is put
into action. This indicates that the effects of managerialism on professionals
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are variable. Also the influence of managerialism is pervading professional
life and central government policies have attempted to ‘tie professionals into
managerial approaches’ {Exworthy 1994). Accommodation and adaptation is
one response to this trend; however, there are likely to be others. Forbes &
Prime (1999), for example, found that although they experienced some
tensions and conflicts, radiographers taking on management roles had
‘dome 2o with relative ease’ and were effective managers.

A clash of values?

One of the main features of the difficulties experienced by individuals in the
tramsition from a professional role to a hybrid managerial role is lhe
perceplion that there are conflicting value systems for the two achivilies.
Hunter (1996} has suggested that one explanation for the confusion,
instability and low morale among health care staff is a clash of values
between the public service ethos and a private sector market-based
approach o the organisation of services. This conflict has also been noted
v others (gee Sutherland & Davwson 1998, Harvey 1994, for example) and is
considered in chapter 10 in the context of domain theory.

Cole & Perrides (1995) ﬁurveyed three local authority social service
l‘:='|‘-|-1[|-'l'l-n."t1|"- and focused cl'ir:,»ctl.}r on the ways in which health and social
servies orsanisations invest in their workforces. They found conflict in
heallly anthurities ansing largely from professional-managerial clashes over
prcenitivs i decision making. They also suggested how events would unfold:

Flealth anad sowial care professionals are moving through role changes.
Phas sl need 1o decide whether they remain in “practice’ for which they
weere Danied and conlinue o maintain their skills, or whether they wish
Lev wimbace Hhe ew wardd in which there is a marriage between clinical
preative amd bosiness ethics. This remains unresolved for these
proostessionnils (Cole & Pervides 1995, p. 73)

Fhies b alaar an dsse that has nol been addressed in the context of the
trmsngy hwealthe protessionals receive during their preparatiun for pro-
ol practive (see below), I appears that the challenge is to find a
vomgzrnei e betwesin the valoes of (he professional and the objectives and
el al framework of the orgaanisation (Chwens & Petch 1995),

I Been snpggested that prodessional work has always contained a
pnainnaptc el benwcton (O Tarkas 195, Malon [W95, \"L’th}r el al, 1994, :..l'et it has
sl (W pnaalen [ TR A LR U el Bines, 'H'liﬁ h.;l,ﬁ. [g‘ﬂ toy Concern in some
aqueant Bens Ul e o Bl Bataween preattessional valnes and the new management
wiltnine e baving; a Ill'r';.l.li'r:* alle U UWHTR s Ps Oneens 88 Detch [Wﬁ}, Hart
Cern o esannple, disonsees e matore of nursing ag an activity, and
coviling b thal allvagis Lo pedone W0 B measaealile ._-;.[t'-guri._'-gr or describe it
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using managerial language fail because there is no vocabulary available to
express the emotional, intuitive and creative dimensions of the work. The
basic theme in Hart's article is that managerial and professional values are
incompatible. Traynor (1994) has also reported on the conflict between
managerial and professional views. However, these concerns reflect only one
aspect of the situation. There is an increasing recognition that some health
professionals may become managers while others retain what they consider
to be “professional values’ and remain in opposition to management.

Conversely others have sugpgested that the professions and management
are not as different as often claimed (Walby of al. 1994) and that the debate
needs to move on from simple and superficial characterisations of managers
as being primarily concerned with money and balancing the books (Draper
1998). Harrison & Pollitt introduce another dimension to the complex
picture that is emerging:

it is quite conceivable that professionals may acquire management skills
without necessarily also embracing a ‘'managerialist’” ideclogy. To putitin
more concrete terms, we may witness the appearance of more and more
doctors and nurses who are to some extent management trained but who
do not identify themselves with either a management career or the
prevailing managerial predilection for economic rationalism. (Harrison &
Pallitt 1994, p. 137)

The merging of professional and management approaches in the form of a
hybrid manager may be one outcome. Indeed this is advocated as a positive
development by some authors. Gvretveit (1994b) contends there is an
argument that physiotherapist managers, when appropriately trained, have
the expertise to supervise junior staff, decide on the best use of time,
determine the parameters of practice, and have the credibility to lead quality
assurance. Similarly the Department of Health (DOH 1995b) suggests nurses
and midwives as managers, practitioners who pursue careers in general
management can bring the special experience of caring for people to the
business of provider and strategic health care. Therefore, despite the
difficulties, professionals are becoming managers and this can be regarded
as a positive outeome in terms of the improved management of health care.
However, the term hybrid management requires further consideration if it is
to be useful in illuminating the changes that are occurring.

Hybrid management
It has been suggested that the tradibional dichotomy between professional
and managerial activity is becoming less relevant as the two spheres of work
overlap increasingly. The perceived differences are characterised by Flynn

119



Management for Nurses and Healll Professionals

Table 7.1 [deal type contradictions between managerialism and profes-
sionalism (Flynn 19949). Reproduced with permission.

Managerialism Professionalism
Source of legitimacy  Hierarchical authority  Expertise
Goalsfobjectives Efficiency/profit Effectiveness/
maximisation technical competence
Mode of control Rulesfcompliance Trust/dependency
Clients Corporate Individuals
Reference group Bureaueratic superiors  Professional peers
Regulation Hierarchical Callegial/zeli-regulation

(1999) as a series of Ideal Type contradictions and are summarised in Table
7.1

However, this form of analysis does not fully account for the new
managerial forms thal are emerging. Harrison & Pollitt comment:

Certainly an analysis based solely on a simple bipolar division belween
‘managers’” and "professionals’ would be too crude to take us very far. A
more convincing piclure of the future would include various groups
within management and other groups wilhin each major profession
manceuvring for advantage across the new organizational terrain
populated by different kinds of purchasers and providers. (Harrison &
Pollitt 1994, p. 144) (Emphasis in the original)

This prediction is echoed by Flynn (1999) who suggests that there will be
variation within and between professional and managerial groups
concerning the right services lo provide.

Similarly Cavser & Exworthy (1999) contend that in 5o far as there is a tension
between managerial imperatives and professional autonomy, this will be
expressed nol through the imposition of these imperatives on professionals, but
rather through the work of those professionals who work as managers. They
conclude that for many people engaged in professional work it may become
increasingly inappropriate to ask whether they are a professional or a manager,
for the essential nature of their work will lie in a combination of both elements.

A typology of hybrid management

In an attempt to provide a means of inereasing understanding of the nature
of hybrid management Causer & Exworthy (1999) propose the following
tvpology. They identify three broad roles, each of which may itself be
differentiated inlo two types.
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1. Practising (rank and file) professional
Piire prachitioner, whose primary function is to engage in the day-to-day
exercise of professional activities and who does not have any
supervisory or resource allocation responsibilities.
Quasi managerial practitioner, who does have managerial responsibilities
as well as a clinical workload, although not formally designated as a
manager.

2. Managing professional
Practising managing professional, who is drawn from the ranks of a
profession whose primary responsibility is the management of the day-
to-day work of practising professionals and of the resources used in the
conduct of that work, whilst maintaining some direct engagement in
professional practice.
Mor-practising managing  professional, who manages the work and
associated resources of a defined professional group but who no longer
manages in direct professional practice,

3. Genereal managers
Praofessionally gronsrded gevcral manager, who is responsible for the overall
management of professional employees but not concerned with the
day-to-day practice and is from a professional background.
MNon-professional general manager, who is responsible for the overall
management of professional employees but not concerned with the
day-to-day practice and is not from a professional background.

However, even in demonstrating the complexity of the new and emerging
configurations of management roles, this typology is incomplete.
Professionals who take on management roles can also be responsible for
the work of groups of staff not regarded as “professionals’, e.g, clerical and
ancillary staff. Also large parts of ‘professional’ activity can be regarded as
managerial in nature as care and therapy involve the organisation and
mobilisation of people and resources in order to care forftreat patients.
Therefore more work will need to be done to increase our knowledge in this
area. However, the notion of hybrid management provides us with a useful
conceptual device for understanding the changing role and function of
health professionals.

Training hybrid managers

The recognition of these changes is evident in the benchmark statements for
health care programmes (QAA 2001a). The Quality Assurance Agency for
Higher Education is the body responsible for setting and monitoring
standards in relation to the undergraduate education of health professionals.
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The benchmark statements are a means of deseribing the nature and
characteristics of programmes of study and training in health care. They
represent an attempt to make the general academic characteristics and
standards of health professional courses explicit. This includes indicating the
management content of such programmes. In general terms all such
programmes should prepare practitioners to:

+* uphold the principles and practice of clinical governance

» parlicipate effectively in inter-professional and multi-agency approaches
to health and social care

= demonstrate an ability to deliver quality patient care

¢ demonstrate an understanding of government policies for the provision
of health and social care

+ demonstrate an understanding of the relevance to the social and
psychological sciences to health and health care.

More detailed requirements are included in the specific statements for
each course in relation to management and some examples are listed below.

Nursing (QaA 2000a)

Management of self and others’ reflective practice.

= leadership

= principles of management within organisations

= clinical governance and maintaining/monitoring standards.

Pirwsiotieriapy (QAA 2000b)
Professional relationships.
= deploy and manage support staff effectively and efficiently,

Personal and professional development.
= managing uncertainty and change
= team working and leadership skills.

Context of service delivery and professional practice.

+ an appreciation of the implications of different organisational settings
and patterns of working

= qualily assurance frameworks encompassing clinical governance, clinical
guidelines and professional standards

# the planning of service delivery and its associated workforce.

Occnpational therapy (QAA 2001e)

Professional relationships of the occupational therapist,

+ participate in the management of staff and students according to
organisational policy and accepted standards,
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Evaluation of professional practice.

= participate in clinical effectiveness and clinical audit procedures, interpret
the outeomnes and relate to the practice of occupational therapy as part of
the uni- and interprofessional evaluative process.

Subject knowledge understanding and skills.
+ Understand the principles of management of people and resources as

they apply to the organisation of occupational therapy services within a
broader context.

So although Hunter identified a deficit in the training of health
professionals some years ago:

What is offered often fails to prepare students for the world they will
eventually enter, In particular there is little grounding in management,
health economics, medical sociclogy and other skills that would prepare
professionals for a change management role, which ... is what will be
expected. (Hunter 1996, p. 806)

It seems the situation has now changed and student health professionals are
receiving education and training that will prepare them for the hybrid
management roles they are likely to take on.

Conclusion

The prominence given to management in the reforms of the Health Service
in the 19805 and 1990s has resulted in the research and policy focus being
directed on managers as a new group within health care, It is evident that
many managers are health professionals and the implications of this
development have not been examined fully. There is an emerging area of
work addressing the notion of hybrid management and it is to be hoped
that this will increase our understanding of this role. It is important to
consider the theoretical notion of “hybrid’ managers; however, it is equally
important that this information helps those who are involved and those
who will beeome involved in managing health care. The transition from
professional to manager can be a difficult one, and an awareness of the
different dimensions of hybrid roles can help practitioners understand their
situation.
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8. Middle Management in
the NHS

Introduction

The level of the organisation where clinical leadership (chapter 6} and
hybrid management (chapter 7) often come together is in the role of the
middle manager. Torrington & Weightman (1987) have commented that to
be a middle manager is the ambition of hardly anyone. It is generally
regarded as a time of transition after the escape from the routine of technical
specialism and before promotion to the realms of senior or even lop
management, It is a role, therefore, that is little understood and seldom
examined by researchers, whose attention is drawn to the top of the
organisational hierarchy. Yet for professionals in health care, middle
management roles have become increasingly significant (Thompson 1994).
Changes in structures and the flattening of hierarchies have resulted in a
large number of professionals cccupying middle management roles.

Fhe health care management reforms discussed earlier (see chapters 1
and 2 have resulted in diverse organisational structures being put in place,
usually accompanied by a reduction in the number of managerial levels
within them. In conlrast o some of the more gloomy predictions concerning
the fate of middle management as an activity, this process has tended to
increase the range of functions and responsibilities associated with these
roles in health care. However, before such assertions can be made it is
necessary to examine the relevant literature for the following reasons: to
arrive al a 'working definition” of the term middle management and to place
it in context, and to highlight the fact that little work has been carried out on
middle managers in general and even less on middle managers in health
care. The discussion will then move on to address the implications this has
for health professionals taking on management roles.

Consequently this chapter will:

s define the term middle management

+ examineg the experience of middle management in general and in the
MHS in particular
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= discuss the research evidence relating to middle management in health
care
= identify the essential features of contemporary middle management,

Defining middle management

Middle managers integrate the organization as a whole or various parts
of it within the organization. They transfer information and materials to
different parts of the organization and eco-ordinate organizational
activities. (Schlesinger & Oshry 1984, p. B)

This definition arises from Schlesinger & Oshry's (1984) characterisation of
organisations as being made up of three layers: an outer layer of top managers
which runs the organisation; an inner core of workers, which produces the
products or services; and between the two are middle managers whose
primary function is to act as organisational integrators. This is consistent with
earlier and more recent work. Pugh ef al. (1968), for example, suggested that
middle managers link the activities of vertically related groups and are
responsible for at least sub-functional workflow, but not the work of the
organisation as a whole. Similarly Floyd & Wooldridge state:

In general the purpose of middle management is to take responsibility
for, and control the managerial problem. As boundary spanners, middle
managers mediate between the organization, its customers and its
suppliers. As administrators, middle managers direct the organization’s
averall task. (Floyd & Wooldridge 1997, p. 466)

Again this definition arises from an analysis of organisations which recognises
the various levels of activity that are part of the functioning of large and
complex organisations. In terms of the public sector the work that has been
conducted in this area (Keen 1997, Keen & Vickerstaff 1997, Keen & Scase 1996,
see below) uses the definition which was first employed by Dopson & Stewart
(1990a,b, see below). However, there is a need to examine the existing
literature in an effort to determine the scope of the term.

Being a middle manager

Dopson & Stewart (1990b) observe that, in the past, work on middle
management has been characterised by a gloomy view, in that the middle
manager is portrayed as a frustrated and disillusioned individual caught in the
middle of the hierarchy, impotent and with no real hope of career progression,
The work is dreary, frustrating and the introduction of information
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technology is set to make the role yet more uninteresting and mundane. The
elements of this gloomy view are derived from a number of studies. However,
maost of the more pessimistic writers draw on their experience in consultancy
and teaching to chart the decline of middle management. Peters (1992), for
example, states categorically that middle management is dead and middle
managers are ‘cooked geese’ (p. 755). However, he does go on to outline how
people in these roles should re-create their own function within organisations.
This assertion would seem to be borne out by the huge reducton in middle
management jobs, totalling one fifth of all job losses in the US since 1988 (The
Econornist 1995). Similarly Pilla f al. (1984) found that on average companies
are cutting middle management positions by one third. The *downsizing’ and
‘de-layering’ reflected in a figure of only 33 per cent of British people over the
age of 55 years in paid employment (Handy 1994) further illustrates the recent
reduction in middle managers, traditionally drawn from this age group. It
would seem, on the basis of this evidence, that middle management no longer
exists. Yet even in the early 1980s some writers were beginning to recognise
that there was a need for middle managers, albeit in a changed form.

The “plight’ of the middle manager can be summarised under four main
headings.

1. Being in the middle of a long hierarchy, although this is being negated
by the flattening of organisational structures and greater levels of
devolved responsibility and self-managed teams, which is leaving the
managers isolated.

Having to cope with conflicting expectations.

Loss of technical expertise.

Career disillusionment (Dopson & Stewart 1990k, Schlesinger & Oshry
1984).

L b

The changing role of the middle manager

Jackson & Humble (1995) contend that organisations will always have a role
for middle managers but it will change as a result of a number of trends.
These are broadly in line with those identified by Dopson & Stewart (1990kb).
However they are far from pessimistic suggesting that middle managers are
needed because they transform the expressed values of the organisation into
reality and that they will need to develop new roles as coaches and change
agents.

This assertion is in agreement with a study by Scase & Goffee (198%) which
involved 374 managers in large organisations in Britain. They found that there
are a substantial number of “reluctant’ managers which adversely affects many
organisations’ performance. Many felt their skills were not being utilised and
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they reported a lack of management training and education. However, they
echo Jackson & Humble (1995) by posing the question: who ensures that the
strategies formulated by top executives will actually be implemented if it is not
the middle managers? Middle managers are key people in all organisations
and greater understanding of their experiences and ways of working is vital if
those same organisations are to function effectively.

Middle managers as innovators

Moss Kanter (1982) also feels middle managers are crucial to the success of the
organisation. Based on a study of 165 middle managers in five companies she
found that middle managers can make a significant contribution te
organisational success if they possess the following qualities: comfort with
change; clarity of direction; thoroughness; a participative management style;
persuasiveness and discretion. All of the managers studied were deemed
‘effective” by their companies and 99 of the 165 had made innovations. She
explored the types of organisations in which this occurs and the importance of
the qualities, listed above, in achieving innovation. She concluded:

If empowered, innovative middle managers can be one of America’s most
potent weapons in its battle against foreign competition. (Moss Kanter
1982, p. 105)

This is also the conclusion reached by Pilla ef al. (1984) who contend that,
despite their falling numbers, middle managers will assume greater freedom
and authority and will need to find innovative ways of operating. Keys &
Bell (1982) suggest that in order to meet these expectations the middle
manager requires a number of skills. In a similar tone to Moss Kanter they
outline what middle managers need to do. They characterise this package of
skills as being able to face and manage four sets of relationships.

Managers in middle ranks must simultaneously present the proper face
upward to superiors, downward to their employees, laterally to their
peers, and outward to outside groups. (Keys & Bell 1982, p. 59)

Each ‘face’ requires particular skills and abilities some examples being:

Facing upward: the ability to form coalitions.
Facing downwards: serving as a buffer.

Facing sideways: developing integrative skills.
Facing forward: learning to live with ambiguity.

The main themes that emerge from the general literature, then, is that
although several writers have predicted the demise of middle management
it is still an essential function within organisations. In terms of health care
the significance of middle management as an activity has increased as new
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arganisational arrangements have been instituted. Far from being ousted
from the organisation, middle managers in health care have taken on an
increasing amount of responsibility for managing the service. Also many of
the people occupying these roles are drawn from the health professions.
This development has been somewhat hidden in the past, but recent work
has uncovered the nature and content of this developing role.

Mididle management in the public sector

The definition of middle management in the public sector that has been
used in previous work, and thus has the potential to provide some points of
comparison with other studies, is that of Dopson & Stewart (1990a,b). That
is, middle managers are those who have first-line managers/supervisors
reporting to them, and who report in turn to more senior managers
{Dopson & Stewart 19900} and middle management is below the very top
management and above supervisor level (Dopson & Stewart 1990a). There
has been a relatively small amount of research conducted in this area in the
public sector generally (Keen 1997, Keen & Vickerstaff 1997, Keen & Scase
1996, for example), and these papers report different aspects of the same
research project. This was a case study of a large (40,000 employees) county
council. The main body of the research consisted of semi-structured
interviews with 48 middle managers.

1t was found that many of the managers experienced greater levels of job
satisfaction following the introduction of organisational changes which
resulted in increased devolution of responsibilities. The authority to take
decisions and allocate resources was felt to be an improvement. The
associated ‘performance culture’ did mean that the managers were working
longer hours and that job security had been reduced. The precise nature of
middle management as an activity varied according to the function the
manager was responsible for and it was noted that tensions were
experienced by professional staff who derived their identity from a ‘public
service’ ethos, who were then required to exchange this for a managerial
role identity (Keen & Scase 1996, p. 179). There was also a recognition that
the rhetoric of change was not always reflected in reality and that the
tensions between flexibility and control were an issue of concern for the
middle managers in the study (Keen & Vickerstaff 1997),

Middle management in the NHS

Middle management in health is similar to management in general in some
ways, but there are also some distinguishing features which render private
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sector models of only limited relevance (Harrow & Willcocks 1990). As far
back as 1992 Harrison & Thompson recognised that in the NHS, managers
had moved from a largely maintenance function to a challenging one,
calling inbo question their own and others’ public service values. However,
effective middle managers are vital if stated policy objectives are to be
implemented (Harrison & Thompson 1992).

In order to locate this consideration of middle management in health care
in its context, and to demonstrate its relevance to health professionals, it is
helpful te refer briefly to some findings from the Creative Career Paths
project, conducted by IH5M consultants on behalf of the NHS Women's
Unit. Based on four postal surveys of: 894 top managers in all sectors of the
MNHS, 213 managers who have left the NHS, 816 managers spanning first-
line, middle and senior management positions and finally 695 senior nurses
in the NHS, this study helps to quantify some of the effects of the recent
structural changes in health care on managers (IHSM Consultants 19%a,b,
1995a,b).

A clear link is established between management and the professional/
work background of the post holder. The propertion of those with an
administrative, management, financial or medical qualification increases
with seniority, whereas the reverse is true for nurses and the professions
allied to medicine. Taking the figures as a whole (i.e. incorporating medicine
and dentistry as well), 41 per cent of managers included in the third survey
had a clinical background. This gives some indication of the involvement of
people from a range of clinical backgrounds in management. In terms of
middle managers, defined in the report as those in posts directly
accountable to a senior manager, 22 per cent were from a nursing
background and 10 per cent from the allied health professions.

These findings indicate the extent of the involvement of people from a
clinical background in middle management roles. They also illustrate the
concentration of nurses and the allied health professions in middle
management. Therefore understanding this role and its function is of
particular relevance to health professionals.

Researching middle management in health care

In one of the earliest studies which specifically investigates the effects of
recent structural changes on middle managers in health care, as part of a
broader study, Dopson & Stewart (1990a) conducted a comparative
investigation using five case studies: three in the public sector (the Inland
Revenue, the NHS and a new public agency - Her Majesty’s Stationery
Office) and two in the private sector (a traditional manufacturing company
and a distributor of automobile parts). In general most middle managers
saw themselves as playing a more generalist role in their organisations and
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as a resull of this they were required to change their attitudes and become
more flexible and adaptable. They were required to acquire new managerial
skills including financial knowledge, the ability to manage a wider group of
staff, skills in marketing and strategy development and a wider under-
standing of the organisation (Dopson & Stewart 1990a).

In the NHS the main source of stress for middle mangers was the feeling
that their health district could not give as good a service as it should because
of limited resources. The public sector managers in the study commented on
the paradoxical nature of the demands being placed on them by
government in that they felt they were being given the responsibility but
not the power to meet specified targets. Dopson & Stewart (1990a) believe
this cautious approach by middle managers in the public sector is born out
of a tendency, both at the organisational and the individual level, to criticise
mistakes rather than to recognise accomplishments. Also in line with
previous work conducted by Stewart (1982) they refer to the excessive
number of constraints on the actions of middle managers in the public
sector. Another factor in this caubious outlook is the primary identity of
many of the middle managers in the public sector. Dopson & Stewart
(1990a) argue that cecupational groups who see themselves as professionals
will identify more readily with their professional role than with their
managerial function and so resent and oppose reforms which they see as
politically motivated and imposed, rather than necessary. They go on to
outline a number of issues that need to be addressed, the main one being
the fostering of a culture in which accomplishments are recognised and
rewarded. This will then progress on to a situation where greater care is
taken over the introduction of concepts and terminology from the private
sector, managers are given greater control over their own resources and
positive leadership is developed. They conclude:

For the public sector, change is likely to increase as government policies
are implemented and the effects of such policies become clearer.
Traditionally, public sector managers have not been expected to be
leaders but administrators. Now they are expected to be managers.
(Dopson & Stewart 1990a, p. 39)

However, as Dopson & Stewart (1990a) concede, one small-scale study
cannot permit any firm generalisations and it is necessary to examine more
recent work to assess how the situation has developed.

Boundary spanning

In a study investigating the influence of middle managers on the business
planning process in the MNHS, Currie (1999) employed a qualitative
methodology, within a processual approach, which incorporated observation,
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interviewing and documentary analysis. It was discovered that middle
managers modify the implementation of strategy by contesling the
performance indicators that form the basis of the business planning
framework. It was also found that the managers could have a significant
upward influenee on decision making and initate change. Currie [1999)
concluded that there is enough evidence of innovation from middle
managers, even within the constraints of the business planning process, to
challenge pessimistic readings of the role in influencing change. In this way
he challenges the limited and negative conceptualisation of middle
management which is prevalent in much of the literature,

In a later paper (Currie 2000) the influence of middle managers on the
process of strategy formation is reported. Drawing on case study data
involving observation, B5 interviews and documentary analysis, Currie
(20000 concludes middle managers can have an enhanced role and ‘add
value’ to the NHS. However, this will require that they have the necessary
skills to "boundary span’, as identified by Floyd & Wooldridge (1997), to link
the network organisations that are likely to be the shape of health and social
care in the future.

In a paper reporting dimensions of a related study Procter et al. (1999)
examined how an organisational attempt to empower middle managers had
been received. Using a ease study methodelogy involving 47 interviews with
middle and other managers in an NHS community trust, they discovered that
there was variation in the degree of power middle managers experienced as
part of this inibative. In many cases the areas where the managers were
empowered were fairly mundane and their decision-making powers were
constrained by other departments in the trust that had not been reformed
along similar lines. Also the policy environment meant that the nature of the
middle management role was subject to constant change and it was difficult to
maintain a focus on key activities. The fact that there are no firm conclusions
forthcoming from this work indicates that more work is needed to build an
understanding of how middle management operates in health care. However,
it does suggest that middle managers were regarded as an important resource
and that the attempt to ‘empower” them, although not successful, represents a
recognition of the influence middle management can have in an organisation.

McConville & Holden (1999) also employed case study methodology
involving interviews and a survey in two acute NHS Trusts to discover more
about the role of the middle manager in human resource management.
They found that managers want to be active in managing and developing
their staff but are constrained in this because decisions with implications for
financing these activities are taken at a higher level in the organisation. The
managers were found to be isolated from others in the management
hierarchy and experienced ‘role dissonance’ because they cccupied a
contradictory position in the organisation, situated between senior
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management and the work teams. Indeed McConville & Holden (1999)
found that the middle managers were acting as a source of mediation
belween the various conflicts at work in the organisation:

The incumbents of the role are far from being power-hungry, self serving
individuals, seeking a means to justify their existence, Rather they are
fulfilling a vital role in balancing tensions and mediating potential
conflict, often at personal, emotional costs. (McConville & Holden 1999,
p. 422)

The boundary spanning role identified by Floyd & Wooldridge (1997) finds
its expression here in the actions of middle managers and this imposes a
particular strain on the individual managers. In striving te ensure the
organisation continues to functon they have to span a range of boundaries
and work hard to offset conflict and dysfunction which is inherent in such
complex organisations (see chapter 10). The feelings of isolation and distress
this engenders can be exacerbated by other factors,

Constraints in the role

For example, Preston & Loan-Clarke (2000) report work from another case
study of an NHS community trust, in which they focused on the third stage of
a project based on 39 interviews, 27 of these being with middle managers.
They found that the managers were aware of the negative view the public and
some colleagues had of their role; they knew that other staff believed they
(the managers) were withholding information from them; and they expressed
their view that they had an unpopular, difficult but essential job to do. This
stage of the study explored the perceptions the managers had of themselves
and their beliefs concerning how others saw them. This is confirmed by
Learmonth (1997) who found that in a survey of 124 members of the public
that there was a distinct lack of sympathy for NHS managers, More than 65
per cent of Learmonth’s respondents were unsympathetic to managers.
Whilst not surprising this indicates that managers are operabing in an
environment where they are often seen as part of the problem, rather than as
a leam member who is working hard in the pursuit of good quality care.

More recently Hewisen (2002) confirmed some of these findings in con-
cluding that middle management is a difficult and diffuse role, although
currently itis an unrealised resource in health care. It emerged from a study of
middle managers at work that there was a lack of dlarity surrounding the role
and that they were often in competition with each other for scarce resources.
The scope of the role was potentially open ended and there was a lack of
effective training. These factors militated against middle managers being
instrumental in the achievement of inclusive, evidence guided services,
developed in partnership with key stakehaolders.
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One way of conceptualising the work of middle mangers in health care is
to characterise it partly as being a means of resolving conflict; conflict
between professional and managerial concerns and priorities in the way the
work is conducted, and internal conflict as the individual attempts to
integrate the values and aims of management into the professional value set,
Health professionals may take on managerial roles for a whole range of
reasons but ultimately they will have to come to some conclusions as to how
they will cope with the transition.

Conclusion

This chapter has demonstrated that although research has been carried out
bo investigate the nature of management, very little work has focused
specifically on middle management. Similarly there is relatively little
research which examines middle management in health care. For example,
recent research evaluating the health management reforms of the 1990s did
not address this area (LeGrand ¢f al. 1998). The related literature, which can
be used to shed more light on the activity of middle management, has been
reviewed and it is possible to draw oul some general trends, usefully
summarised by Wall {1999):

+ Middle managers are essential to organisations but they are often
unsupported by those above them and reviled by those they supervise.

= Effective middle managers keep top managers in touch with reality and
reinterpret policy and strategy so operational staff understand it.

Wall (1999) concludes by suggesting that middle managers should receive
recognition for the wvital work they do. The concentration of health
professionals in middle management posts suggests that an understanding
of the issues affecting middle managers and their experience within health
care will be useful to all professionals because it is a role they may undertake
at some point. For those who do not, knowledge of the middle management
function is still necessary in order to understand how the organisation
operates. One of the areas of responsibility that can fall within the broad
remit of the middle manager i5 the co-ordination and monitoring of
multidisciplinary teams and this is the focus of the next chapter.

133



9. Interprofessional Working

Introduction

There has been a surge of interest in interprofessional working in recent
years, This interest has been spurred in part by concerns with quality, both
inside and outside the health care system (Mackay et al. 1995, Scholes &
Vaughan 2002). There are several other developments that have contributed
to the increased attention currently being focused on the work of the
professions and interprofessional working: these include the demand for
greater flexibility from professional workers to respond to changing health
care needs (Beattie 1995), a general challenge to the notion of exclusivity of
knowledge, the increasingly complex nature of patient care needs, and the
influence of the commercial sector in terms of teamworking. Furthermore,
this concern with effective interprofessional working as a means of
delivering improwved Faﬁent services has been given added impetus because
the current cost containment culture in health care has put all professional
roles under new scrutiny (Owens & Petch 1995).

The importance of interprofessional working has been emphasised in a
series of government White Papers addressing primary care (DOH 199%6a,b.c)
which call for more teamworking, extended roles for professionals and the
removal of obstacles to collaboration. Most recently this has been taken
forward in the NHS Plan (DOH 2000a) and in the paper reporting on progress
made with increasing the number of staff in the MHS (DOH 2001). To ensure
this demand for greater teamwork is met the new workforce development
confederations, which have replaced the 39 educational consortia and local
medical advisory groups (the bodies responsible for commissioning
professional education and fraining), have been given a specific remit to
promote multiprofessional training. The confederations will be central to
driving change both in the way in which staff are trained and educated,
ensuring that education and training is sensitive to the needs of employers
and increasingly undertaken on a multidisciplinary basis (DOH 2001).

So there are clearly several factors that have combined to render
interprofessional working a central concern in the organisation and
management of health care. Yet the precise meaning of the terms employed
in this area is not clear. Prefixes such as inter-, mult- and trans- are used
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randomly and in different contexts, and the descriptions in the professional
literature are so diverse that their meaning is ‘murky’ (McCallin 2001).

The purpose of this chapter, then, is to examine the nature of multi-
professional and interprofessional working and to determine what the theory
that has been developed in this area has to offer. As with many other aspecis
of health care organisation it is a complex area which is not amenable to
straightforward explanation and solution. It needs to be addressed in the
context of the theoretical accounts that have been presented to increase our
understanding of this vital element of contemporary health care.

In outline this chapter will:

+ explore the definitions that have been developed to describe inter
professional working

* examine the models of interprofessional working that have emerged
from research in this area

+ identify the barriers to effective interprofessional working

+ consider the role of professional codes of conduct in promoting and
preventing interprofessional working,

Defining the terms

There are many problems associated with defining the terms interprofes-
sional, multiprofessional and transprofessional. They are used to refer to a
wide range of different sorts of teams and activities. However these berms
are used widely and there have been many calls for more effective
multidisciplinary teamwork and interdisciplinary working, despite the fact
that there is little evidence of the cost effectiveness of these approaches
when compared with separate profession services (@vretveit 1997).
Similarly there is little evidence to substantiate the view that collaboration
leads to an increase in the quality of care which has furthered the well-being
of patients (Leathard 1994a). This has led to calls for more research because
more evidence is needed to evaluate whether interprofessional work affects
patient outcomes (McCallin 2001). If it is also considered that both
interprofessional education and practice lack a theoretical basis {Leathard
1994a) then the need to engage with the terminology and the concepls that
have been developed to explain this area of practice becomes clear.
Bvretveit suggests:

A general definition of a multidisciplinary team is: a group of
practitioners with different professional training (multidisciplinary),
employed by more than one agency (multingency), who meet regularly
to co-ordinate their work providing services to one of more clients in a
defined area. (Evretveit 1993, p. 9)
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O the other hand, Leathard (1994a) argues interdisciplinary practice refers
to people with distinct disciplinary training working together for a common
purpose, as they make different yet complementary contributions to patient
focused care, These definitions are fairly similar although they are ostensibly
referring to two different terms. This problem is evident in other appli-
cations of the term.

Gill & Ling (1995), for example, found that the term interprofessional
shared learning appears in a range of situations and contexts and that its
precise meaning, and the expectations that accompany its use, are seldom
made explicit. Howewver, as they go on to comment: “This lack of precisien
does not appear to daunt the large number of individuals and authorities
who recommend its adoption’, It seems then that even though there is no
agreement as to what interprofessional working is, it is regarded as a “good
thing' and an objective that is worth pursuing. In the remainder of this
chapter some of the different dimensions of interprofessional working will
be examined as a basis for suggesting how this objective can be achieved,
Although there is no universal agreement around the terminology, there
has been a lot of work conducted to clarify the issues and this will serve as
the focus for what follows.

The nature of interprofessional working

The nature of interprofessional working remains an issue of concern and
has Been the focus of much analysis and debate (see, for example, Owens ef
al. 1995, Soothill ef al. 1995). Davis (1988) suggests that learning to work with
others can be scen as taking place on a continuum of growth. This
continuum is made up of the following levels of interprofessional work:

+ Unidisciplinarity: Feeling confident and competent in one’s own
discipline.

+ Intradisciplinarity: Believing that you and fellow professionals in your
own discipline can make an important contribution to care.

+ Multidisciplinarity: Recognising that other disciplines also have
important contributions to make,

= Interdisciplinarity: Willing and able to work with others in the joint
evaluation, planning and care of the patient.

# Transdisciplinarity: Making the commitment to teach and practice with
other disciplines across traditional boundaries for the benefit of the
patient’s immediate needs.

Different groups of professionals and teams will be at different points on
this continuum and this will affect the way they operate. In a similar way
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Bvretveit (1997) suggests that a more fruitful approach in developing
understanding of the nature of interprofessional working is to consider the
different types of interprofessional working that exist and use this to design
and improve interprofessional working arrangements. This has a dual
purpose in that those working in and/or responsible for such teams can
identify which type of team he/she is in or wishes to build, while those
wishing to study and understand the nature of interprofessional working
have ways of describing and evaluating the different sorts of teams. The
four ways of describing and defining teams advocated by @vretveit centre
around the following key terms: integratiom; team membership; team
process; team management. These will now be considered in turn.

Integration

This refers to the degree of integration that exists within a multidisciplinary
team. Evretveit (1997} maintains that the best way to think of this is by
means of a continuum of "degree of integration’. At one end of the con-
tnuum is a loose-knit team called a 'network’, which some would not
actually regard as a team because its membership changes frequently and it
is voluntary. At the other end of the continuum 15 a closely integrated team
where members” workload and clinical decisions are governed by a team
policy and decisions made at team meetings. This continuum accounts for
much of the experience of ‘closeness’ of interprofessional working. The
location of the team, in berms of this continuum, will affect the experience of
those working in the team and the type of service it provides. This is
influenced by whether or not the team is formally constituted to serve a
defined population or whether it is a "looser’ group that comes together as
the need arises. Also the degree of collective responsibility felt by the team
will determine its location on the continuum. Clearly structural matters are
also important here in that the way the team is established in the first place
is a crucial factor in terms of where it sits on the continuum.

Team membership

Membership defines a group’s boundaries and often becomes an issue as
teams develop. Clarifying membership tends to mark the transition from an
informal loose-knit group to a more formal and organised beam and this
generally happens as a result of building a clearer agreement as to the purpose
of the group. This involves the assignment of different categories of
membership often differentiating ‘core’ and ‘associate’ members, dependent
on their function and contribution. This process can also entail taking decisions
on the skill-mix needed within the team to meet the demands made by client
needs. Often though, team membership is the result of historic staffing
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decisions. The other element that Gvretveit (1997) believes it is important to
consider in this area is the specific skill levels of each individual member and
the contribution made to the team’s work. The extent to which the team is
comforlable with and able to discuss differences between team members, in
terms of stalus and function, will also affect the way the team operates.

Team process

This aspect of interprofessional working is concerned with how the work
leams make decisions about the patient’s ‘journey’ through the health care
system, @vretveit (1997) has identified six common types of team process
which can be used to identify differences in the way teams work.

Ty 1. Pawaliel pathioay teaa
Each profession has its own pathway and team meetings are for the purpose
of referring patients across onto other pathways.

Type 2. Allocation or “posl box’ teains

The team meeting serves as a starting point where professional teams pick
up referrals and take them back to the separate professional pathway. The
initial referral may be brought to the meeting either by a team secretary or
team leader, alternatively an individual professional may receive the initial
request and bring it to the meeting for discussion,

Ty 3. Reception and allocation fenm

In these teams there is a short-term response at the reception stage. Team
members take turns on duty to receive referrals, and this is formally
organised.

Tupe 4. Reception-assessment-nllocation tenms

As the name suggests, in this type of team there is an initial detailed
assessment of the client's needs before decisions are made about wha in the
leam becomes involved in the care package.

Tuype 5. Receplion-assessment-allocation-revicro feams

The inclusion of a review stage represents a means of self monitoring. [t helps
the team monitor client care and to exert more control over resources. To
operate effectively it requires closer team integration which in turn depends on
the existence of a clear structure. This can reduce team members’ autonomy.

Type 6. Hybwid-parallel-patinoay teams

vretveit (1997) found that in reality many teams are characterised by a
mixture of these ‘types” which he labels hybrids. He contends that mapping
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client pathways in this way helps to describe and differentiate teams and
this information ean then be used to improve decision making and resource
use within teams.

Team management

Within this dimension Bvretveit (1997) has identified five main categories of
team management which are: profession-management; single manager;
joint-management; contracted-profession-managed; hybrid managed teams.
There are two main challenges in managing multidisciplinary teams. The
frst is the establishment of a structure which allows for appropriate
autonomy for practitioners from different backgrounds who are at different
levels of seniority. The second is establishing clear lines of responsibility for
the management of the team’s resources. These central concerns are dealt
with differently depending on the team structure.

Type 1. Profession-managed structure

As the name suggests, practitioners are managed by their profession-
managers who all manage in different ways because of their professional
background. This structure is generally associated with loosely coupled
network teams.

Type 2. Single management structure

In this model all the practitioners within the team are managed by one
manager. This arrangement is common in the USA and Australia but less
common in the UK,

Type 3. Joint-management structure

Within this structure a team co-ordinator and a professional in the team
agree how to divide the managerial responsibilities associated with running
the team.

Type 4. Team mamager-contracked strichure

This model gives the manager control over team members through contract
arrangements. Team members are part of profession-managed services and
are ‘contracted in’ for parlicular service provision over a specified period of
Hme. It allows the managers flexibility to contract in the skills that are
needed.

Type 5. Hybrid management structire

A mixed management structure with the team manager managing core staff,
coordinating some under a joint management agreement and contracting
others in.
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The range of team structures together with the team process, membership
and degree of integration indicate the complex nature of interprofessional
working. There are other ways to consider teams and teamwaorking (see
below), however @vretveit (1997} maintains that considering where a team
lies on the four dimensions he has devised can help us to understand more
about multiprofessional teams. More recent work on the nature of
interprofessional working (Miller ¢t al. 2000) reached similar conclusions
to those of @vretveit (1993, 1997) concerning the complexity of this area, and
offers another way of explaining the way different interprofessional teams
operate,

Three types of multiprofessional working

As part of a three year research study inte multiprofessional working and
ghared learning Miller et al. (2001) conducted in-depth case stucies of six
multiprofessional beams in a range of specialisms. Arising from this work
they identified three main types of interprofessional working: integrated,
fragmented, and core and periphery. This provides further evidence for the
variely of team structures and ways of working. This means that the term
interprofessional is only of limited use as it can only describe a broad area of
study. The specific type of interprofessional working needs to be identified
if it is to be managed appropriately.

Integrated

This type of working existed in an organisational context of stability and
predictability. This enabled the team to plan its work and to develop in-
depth knowledge of colleagues and patients. It tended to occur where
professionals were designated to a particular specialism and did not have
extensive demands on their time from other teams. This allowed for the
development of team allegiance and group identity.

Such teams served the same population of patients, so there was only one
focus for practice. This led to a joint approach to the organisation of the
team involving joint meetings, joint care planning and evaluation of care.
This way of working was based on openness in communication, with team
members being encouraged to raise issues about patients and professional
concerns, In order to ensure that team practice remained dynamic,
challenge to the status quo was encouraged by means of facilitative
leadership within a strong, safe learning environment. Integral to this way
of working was the development of professional skills and knowledge. It
was found that teams operating in this way brought several benefits to
patients.
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Continmify

Professionals learned skills and gained knowledge from each other and so
were able to continue with patients” treatments when their colleagues were
not there. Care plans were adhered to because different practitioners could
‘slot into” the care process as necessary.

Cousistency
Knowledge of how colleagues interpreted patients’ needs served as a basis
for acting in a similar way and thus providing a consistent service.

Reduction of ambiguily
Because of joint practice there was a high level of “team knowledge’ and so there
was no conflict in the messages given to patients about their diagnosis and care.

Appropriate aud timely referral

The team members had a detailed and accurate knowledge of each others’
rales and boundaries. They were therefore able to judge when it was appro-
priate to refer patients to other team members for assessment and treatment.

Actions and decision based on ai liolistic perspective

Through the use of in-depth discussion the team was able to develop a
complete picture of the patients and their needs. These mulliple
perspectives enabled decisions to be made using a wider knowledge base
and facilitated effective collaboration in care planning.

Actions and decisions based on problem solving
This wider knowledge base provided by the team also led to more creativity
in solving patients” problems.

Interestingly in the research only one example of this type of team was
found. It was a neure-rehabilitation team which was based in a purpose-
built bwenty bed unit and cared for patients who were medically stable. In
many ways this represents the ideal conditions for interprofessional
working, vet even within this setting there were still some rifts and
problems, However, it does indicate that interprofessional working can
occur and benefits can acerue when the setting and focus are ‘right’.
However, in many instances such ideal conditions are not present.

Fragmented working

The second type of working discovered by Miller ¢f al. (2001) was what they
termed fragmented working. As the name suggests these teams worked in a
more fragmented fashion. Aspects of patient management such as problem
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solving, decision making and responsibilities for actions taken related to single
profession groups, Partly as a result of this, communication between members
was brief and related more to the giving of information rather than to the
sharing of professional perspectives. Consequently, role understanding was
superficial and role boundaries were actively protected, thus reinforcing the
monoprofessional nature of practice.

Leadership was problematic in this type of working because those in
power were either autocratic and took decisions without consulting staff, or
they steered decision making without consensus. This created an environ-
ment that was not conducive to communication and learning.

Unlike the integrated team, there was a lack of awareness of the benefits
to patients that could be achieved through collaboration. The teams did not
come together to discuss how effective teamwork could be achieved and so
agreement on how to operate as a team was not reached. Thus the potential
benefits of working in this way were not being realised.

Core and periphery working

This form of interprofessional working incorporated both integrated and
fragmented working within the team. These tended to have a core group,
which displayed features of integrated working, with the remainder of the
team being peripheral to the core and functioning in a fragmented way. The
dislocation of the peripheral group from the core meant that communication
between the two groups was poor. This also contributed to a lack of
understanding of others’ roles.

The development of this type of working can have a historical
component in that the original members know each other well and have
established effective ways of working. This arrangement continues to
operate as new members join the team leading to exclusion of the new
members from the core group. It was also found that sometimes roles which
require practitioners to be part of other teams led to them not being
regarded as ‘core members’ of the multiprofessional team.

Miller ef al. (2001) conclude that although integrated working seems to be
the most effective way of providing benefits for patients, setting this up as a
"vardstick’ for multiprofessional working may ultimately be self-defeating,
They recognise that the circumstances necessary to achieve this in its “pure
form’ are seldom in place and if working in this way is presented as the way
to operate it could lead to demoralisation. Rather they argue along similar
lines to Evretveit (1997) that their work be used as a basis for discussion and
reflection on the nature of interprofessional teamwork in order to assist
team members in developing appropriate approaches for their own teams.
These approaches to conceptualising interprofessional working can aid
practitioners in a number of ways:
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* to plan and design the best type of team for a particular population or
service

= o enable teams to clarify how they are organised and the choices open to
them in the future

* to enable managers to understand and review the teams they are
responsible for.

Barriers to interprofessional working

Monetheless, there are many barriers which impede successful inter-
professional working. Also as Rawson (1994) has observed:

Even if it is agreed that inter-professional working is the most appro-
priate and worthy means of establishing positive ways of working
topgether, it is important to remain open to the possibility that it can also
generate counter productive practice. (Rawson 19%4, p. 57)

Some of these barriers, described by Mackay ef al. (1993) include: ascribed
and perceived occupational status; occupational knowledge and the
perceived importance of that knowledge for health care; and fear, even
distrust, of the perspectives of other occupational groups. The term
commonly used to describe this situation is “tribalism’. It was coined by
Strong & Robinson (1990) in their research on the effects of the Griffiths
Report (DHSS 1983) and has now become part of the language of the NHS. It
has been claimed that, whether motivated by the service ideal or
professional self-interest, there is a lack of collaboralion between health
and social care professionals (Carrier & Kendall 1995). Clearly if
interprofessional working is to be achieved, as well as recognising the
different types of teams and settings involved, it is also important to have an
appreciation of the potential barriers to this way of working.

In general terms there are many factors that can impede interprofessional
working:

* A large number of organisations may be involved in providing a variety
of different caring and accommodation services.

= These organisations have different structures, which makes com-
munication at various levels difficult.

= Different organisations have different budgets and financial arrange-
ments.

« Some of the organisations have different geographical boundaries.

= There has been weak legislative and policy guidance on interprofessional
working.
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s Waorkers within organisations have different backgrounds, remuneration,
training, culture and language, which can contribute to professional
barriers, mistrust, misunderstanding and disagreements.

Organisational barriers

It iz not possible to examine all of these factors in detail, however, because
service provision for individuals and communities takes place in the context
of an organisation. The work of Miller ¢t al. (2001) will be used again as it
addresses some of the important areas listed above, and then attention will
be directed as to how the nature of the professions can militate against
collaboration.

Miller ¢f al. {2001) identified four main organisational issues which
influence leamwork and these are: recent government policies; the diversity
of patienl populations the teams have to work with; the extent of team-
oriented structures and processes; and opportunities for working closely.
While these factors are all interrelated, it is useful o look at them in turn to
build an appreciation of the challenges involved in developing genuine
interprofessional working,

The effects of recent government policy on teamworking

Bed managemen! policy

Waiting list targets, throughput requirements, and the high bed occupancy
rates that this has led to has resulted in patients being moved frequently and
dispersed around a large number of wards within acute trusts, This results
in fragmented working simply because there is no base for the team. The
professionals in Miller et al."s (2001) study had to visit a large number (8-10)
of wards and departments, and this made it difficult to develop the
relationships necessary to foster effective teamwork.

This was compounded by the fact that medical staff had become more
specialised, necessitating the input of a greater number of team members to
each ward. Ultimately this leads to a situation where there are a lot of
patients dotted around the hospital and there are lots of professionals
visiting wards at different times. One or two major medical ward rounds are
replaced with several smaller ones leading to disruptions in the patterns of
working. Often this is compounded by high levels of staff turnover and staff
shortages.

This resulted in breakdowns in communication, because the large
numbers of people visiting to make decisions about patients’ care and
treatment may or may not find someone to pass the information on to. In
many instances it was found that messages were not passed on because
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nursing staff were conducting direct care and could not be found. The
visiting professional wrote in the patients’ records but did not inform
anyone. This had implications for the care of the patients, for example
missed appointments, and incorrect preparation for investigations,

This all contributes ko an unstable and uncertain working environment
which is not eonducive to interprofessional working. Also opportunities for
patient-focused discussion are missed and opportunities for the team to
build up understanding of each others’ roles is lost.

Interestingly in many trusts this situation has led to the introduction of a
new team member or members. For example, bed managers, discharge
planning coordinators, and delayed discharge managers are employed in
many trusts to deal with the problems arising from this particular policy.
The irony is that there are now more team members who need to visit the
wards and communicate with different staff thus exacerbating the diffi-
culties.

Care progranme approach

Another example of policy directly affecting teamwork identified by Miller
el al. (2001) is CPA (care programme approach). This is a particular approach
to the care of people with mental health problems. The intention was that
clients with greatest need, or those who were most severely ill, should
receive the fullest range of services and be closely monitored. Three
different levels of need are identified in this approach. In practice the needs
of clients were assessed using different forms by community psychiatric
nurses and social workers. This separate approach to the same programme
reinforced the differences between the agencies and their ways of operating.
Confusion over the key worker role, identified in the policy as a central
component of the CPA, also led to difficulties. It was interpreted differently
by health and social care personnel and exacerbated disputes over social and
nursing needs such as housing,.

In this situation the way the new policy was implemented had an effect
on teamworking. If a joint approach had been taken based on a meeting of
minds between the managers of the respective services, there might have
been a different outcome. However, two distinct organisations came into
conflict and an opportunity to foster teamworking was lost because of the
inconsistencies in the policy and its implementation at organisational level.

Diversity of patient populations

The specific client group served by the team can enhance team identity and
focus. The more diverse the population the greater the calls on the time of
team members. This diversity also demands that decisions to prioritise and
target effort need to be made. Different team members may have different
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demands on their time, depending on their role. The example given in the
study is of a diabetes care team. Some team members focused solely on
patients with diabetes, whereas others, such as the dietitians, had other
patients as well. This was interpreted by the "focused’ members of the team
a2 a lack of commitment to the central mission of team.

In essence the greater the diversity of needs of the patient group served
by the team the more difficult it becomes to develop shared approaches to
care and service delivery. The team members are also less able to develop
specitic expertise in the avea, because of its diversity, and this can weaken
the team ethos. Again there is a link here to the organisational structure in
that il professionals are grouped together without a single focus for their
work, in terms of the patient population, they are unlikely to develop into a
cohesive and integrated team., ©wretveit (1993) has observed that
organisation affects our lives in profound ways and that people working
in groups need suitable organisation if their constructive and creative
potential is ko be allowed expression. This is examined below.

The team orientation of organisational structures and processes

If tearmworking is an organisational priority, the way in which an organisa-
tion develops its structures and processes needs to reflect an emphasis on
teams rather than on individual professional groups. If interprofessional
working is to be achieved it can be enhanced if structures and procedures
are in place to support it. For example, simply holding meetings where
different members of the team come together on a regular basis and have
the opportunity to discuss care and treatment of clients supports teamwaork,
This necds to be built into people’s working day and not regarded as an
‘add on’ or optional extra. If this is underpinned by communication between
the managers of the different professional groups, then success is more
likely.

Miller of al. {2001) also suggest there is a need to recognise that it is more
difficult to manage than a uniprofessional team. For example, if the issue of
accountability is considered, in uniprofessional teams the lines of
accountability are relatively straightforward, whereas in interprofessional
teams different professionals may be accountable to different people for
different aspects of their role, for example professional and managerial
accountability.

Another challenging issue is the existence of separale communication
systems in different professional groups. Each professional group maintains
patient records/motes in different ways. If single patient records are
developed by the organisation as a whole and used by all practitioners,
then such problems can be overcome, and communication enhanced as
teamn members will have access to all relevant patient information in one
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place. However, if it is left to individual teams to solve it may result in a
range of record keeping systems developing within an organisation and so
complicate the situation and impede interprofessional work.

Opportunities for working closely

If integrated interprofessional working is to become a reality it is vital that
people have opportunities to work closely together in order to build up
personal relationships and to understand the roles of others. One of the
main factors in creating opportunities for people to work closely is the
location and the base for the team. It is important that the team has a “place’
that is its focus. This does not necessarily mean a permanent base, rather an
area where the team is able to meet, or which is recognised as the centre of
the team’s activities. This can also bring benefits if it provides opportunities
for team members to observe the practice of colleagues. It can help build an
appreciation and understanding of what they do.

Yet in some ways the NHS as an organisation is not geared up for fluid
arrangements such as multidisciplinary teams. [t is a large and traditional
organisation which in many instances works against effective inter-
professional working. An awareness of this can be useful in appreciating
some of the difficulties that exist in trying to achieve this goal. However, as
the work of Evretveit (1993, 1997) and Miller ef al. (2001) demonstrates, it is
not impossible. Even when the circumstances are problematic, inter-
professional working can occur. The more we know about the processes
involved and the circumstances necessary for interprofessional working to
occur, the greater the likelihood that realistic progress can be made. Another
potential barrier is the existence of professional boundaries.

Professional codes and interprofessional working

With regard to health professionals, a key part of their professional identity
is the adherence to professional codes of conduct, and this can be a factor in
making interprofessional working difficult. When specific codes of ethics in
health care are examined, it is interesting to note that this issue is addressed
fairly explicitly. Within the codes promulgated by the COT, C5P and the
MNMC, the following statements would seem to lay a firm foundation for
effective interprofessional working:

Occupational therapists respect the needs, traditions, practices, special
competencies and responsibilities of other professions, institutions and

statutory and voluntary agencies that constitute their working environ-
ment. (COT 1995, p. 13 [section 5.3])
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You are expected o work collaboratively within teams and to respect the
skills, expertise and contribution of your colleagues. (MM 2002, clause

42)

Chartered physiotherapists shall communicate and co-operate with
professional staff and other carers in the interests, and with the consent
of, their patient; and shall avoeid eriticism of any of them. (C5P 1996, p. 19
[rule 4])

Indeed, codes of ethies in other health professional areas echo this concern:

Specch therapists should recognise the limits of their professional
competence and, as appropriate, refer patients to other professionals
where these limits are exceeded, (C5T 1988)

Radiographers should work in a collaborative and co-operative manner
with other members of the health care team. (COR 1994)

Alsg, the code of conduct for NHS managers requires that as a manager vou
mist:

demonstrate vour commitment to leam woarking by cooperating with all
your colleagues in the NHS and in the wider community. (DOH 2002)

Yet despite these professed sentiments of co-operation and collaboration,
one of the main barriers to interprofessional working 15 what Hugman
(1991} has termed "professionalism as demarcation’. This is characterised by
a focus on the uniqueness of the profession and a concern for the public
image of the individual occupational group concerned. These con-
siderations are mot necessarily inappropriate or unjustifiable, but imply a
greater concern with notions of professional self-interest than with those of
interdisciplinarity or client welfare. Carrier & Kendall (1995) contend:

It should come as no surprise that calls for interprofessional collaboration
have proved to be more an aspiration than an easily achieved reality.
Such collaboration implies the sharing of knowledge; respect for
indlividual autonomy of different professional groups and administrators;
the surrender of professional territory where necessary; and a shared set
of values concerning appropriate responses to shared definibons of need.
(Carrier & Kendall 1995, p. 18)

Specific codes of ethics also reflect this concern with demarcation:

Chartered physiotherapists shall adhere at all times to personal and
professional standards which reflect credit on the profession. (CSP 1996,
p- 31 [rule 8])
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The profession has a right te expect that its good name shall not be
brought into disrepute by public argument. (APA 1990, p. 118)

Any reference to the quality of service rendered by, or the integrity of, a
professional colleague will be expressed with due care to protect the
reputation of that person. (COT 1995, p. 11 [section 4.7])

A similar process can be seen at work when claims to competence in
dealing with particular problems are examined. These tend to emphasise
differences rather than similarities between occupations, and this can lead to
the separation of occupational groups which may in fact share much in
common (Hugman 1991). There is a danger that with the current emphasis
on ‘outcomes’ and the need to ‘measure’ the effectiveness of practiioners’
interventions, the professions may become inward looking, attempling to
describe and justify their unique contribution in a spirit of competition,
rather than looking outwards to work collaboratively with other groups.

Interprofessional learning

Interprofessional learning has been widely advocated as the means of
overcoming some of the barriers to interprofessional working. As Funnell
(1995) observes, there is a common-sense attractiveness to the view that
enhanced service delivery will result if those who must work together learn
together. However, as he goes on to conclude, despite this there is little
empirical evidence to support this view or to demonstrate that anything
other than short-term benefit will accrue from shared learning interactions.

In a recent review Cooper el al. (2001} found that although there are a
range of initiatives underway to promote interprofessional learning, there is
little evidence that the perceived benefits of this educational approach are
transferred into the students’ practice. It was noted earlier that despite the
lack of evidence for its effectiveness interprofessional learning has been
identified as a priority by the government, and programmes of study for
health professionals are increasingly required to include an inter-
professional approach to learning and teaching. It seems therefore that an
understanding of this area is likely to become more important. The absence
of extensive evidence does not devalue the underlying principle of
interprofessional working. Indeed its value is widely recognised (MeCallin
2001, Soothill et al. 1995, Evretveit 1997, Avretveit of al. 1997), and Leathard
(1994b) argues that the case for interprofessional education and practice is
‘strong’, but it needs support. Developments over the next few years will
determine the extent to which the various varieties of interprofessional
working examined in this chapter are adopted.
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Conclusion

Multiprofessional teamwork has become a major issue for heath and social
care over the past ten years and some of the reasons for this have been
examined in this chapter. The main focus, however, has been on
examination of different accounts of interprofessional working that have
been produced in order that the complex nature of this area is not
overlooked as a result of applying terminology in a simplistic way.

In the final part of the chapter, the current efforts to increase the levels of
interprofessional education have been referred to as this is likely to be a
feature of educational provision and practice over the next few years. It is
clear that interprofessional working is a major policy objective and that its
achievement is expected. To summarise, a list of key requirements is
included below as it usefully draws together some of the main themes
explored in the chapter. If interprofessional work is to become an effective
contribution to health and social care the following recommendations will
have to be met:

= an emphasis on increased interprofessional education and training which
is forused on the needs of practice

s further research and studies to clarify the strengths and weaknesses of
the present educational and training input and practice outcomes

+ forums to establish consensus on interprofessional criteria, values,
methods of communication, goals and accreditation

+ the political will and management resource support to enable pro-
fessionals, users and carers to work together in times of change which
require an approach of flexibility, cohesion and mutual understanding,.
{Leathard 1994b)

Such lists of recommendations need to be considered in the context of the
pressures at work, and if this is done, managers and policy makers can
create an appropriate environment for interprofessional work., Realistic
progress towards integrated interprofessional teamwork is then more likely.
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10. Domain theory

Introduction

In the earlier chapters specific elements of management and management
theory have been examined and the relevance and usefulness of the theory
assessed. The range of material covered indicates that there is no right
answer to the ‘problem’ of management in health care. Similarly there is no
single theory that provides a universal framewaork for managing health care.
The specific dynamics of a given situation influence the applicability and
usefulness of any theory, also the wider social and political environment are
particularly significant in terms of the effect they can exert on an
organisation. Rather than advocating a single theory the intention has been
to present different theoretical accounts all of which can help nurses and
allied health professionals both understand the organisation they work in
and play a part in its management.

In this chapter a theoretical account of public service organisations is
introduced to make a further contribution to the achievement of this aim.
Health care organisations are extremely complex and the forces that
impinge on them vary between organisations depending on a whole range
of factors such as location, staffing, political and social environment, and
governing values. This suggests that constant development and refinement
of theoretical explanations will be needed to help us make sense of health
care organisations that are themselves in a constant process of development.
One theory which may prove particularly useful in this respect is domain
theory (Kouzes & Mico 1979), and it is included here because it draws
together a number of themes that have been developed earlier.

First the theory will be explained and then summaries of studies that
have applied it in a health care setting will be presented to illustrate how its
use has contributed to our understanding of health care delivery. The
intention is to demonstrate how theory can operate on two levels in
studying management and its relevance for nurses and allied health care
professionals. It can function at a ‘macro’ level of theoretical explanation of
health care systems and organisations, and it can function at the “micro’
level of serving as a framework for research. This will confirm the
underlying argument presented throughout the book that management
theory is useful to health professionals in a number of ways.
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Consequently this chapber will:

+ examine the development of domain theory

= evaluate its utility as a means of explaining the complex dimensions of
health care organisation

+ discuss research findings arsing from the application of the theory

+ identify topical issues in health care organisation and management that
can be illuminated using domain theory.

Domain theory

First propounded by Kouzes & Mico (1979), domain theory suggests that the
different domains in public service organisations promote separate identities
and inhibit the development of a common vision for the organisation. This
contributes to a loss of a sense of coherence and results in an ‘identity crisis’
for professionals who become managers. Human service organisations
(H5Os) are defined as those concentrated in the fields of health, education
and social welfare and are distinctive in that they have contrasting attributes
to business organisations. Their primary motive is service to clients (not
customers); they are primarily resourced from public taxation (not private
capital); their goals are ambiguous; the outputs are relatively unclear and
often indeterminate; and they exist in a political environment.

Drrawing on their own work in organisation development and extending the
work of Bell (1976), Jacques (1976) and Weick (1976), they propose domain
theory as a means of explaining behaviour in human service organisations. In
many ways the basis for this theoretical approach arises from analyses which
conclude that the differences between private and public sector organisations
are significant and that this needs to be accounted for in any explanation of
how health care organisations function. The nature of these contrasts is
summarised in Table 10.1. It should be noted that not all of these contrasts
apply to all H50s and private sector‘commercial organisations. For example,
many private sector commercial organisations are in the ‘service sector’ and so
would be primarily involved in “staff-client interaction’. Similarly health care
organisations are not judged solely on ‘qualitative’ measures of performance.
Waiting list figures, patient throughput and waiting Hmes in A&E departments
are all quantitative measures. Also the increasing emphasis in government
policy on public/private partnerships and the Private Finance Initiative suggest
that such divisions are becoming less and less useful as a basis for analysis.

However, significant differences do still exist and it is important to consider
elements that have contributed to the development of Kouzes & Mico's theory.
The conclusion they reached that ‘human service organisations are different’
prompted Kouzes & Mico (1979) to weave together their own experiences and
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Table 10.1 Conlrasting attributes of human service organisations and busi-
ness industry. Reproduced with permission from Kouzes | M. & Mico P.R.
(1979) Domain Theory: an introduction to organizational behaviour in human
service organizations. Jenrnal af Appled Belinvionral Seience, 15(4), 169-174,

Dimension

Human service
organisations

Business/industrial
organisations

Primary motive
Primary beneficiaries
Primary resource base
Goals

of the workforoe
Transformation
processes

Connectedness of
events and units

Means-ends relation

Qutputs

Measures of
performance

Primary environmental
influences

Psychosocial orientation

Service
Clients
FPublic taxes

Relatively
ambiguous and
problematic

Professional

Staff client
interactions

Loosely coupled

Relatively
indeterminate

Intangible
Qualitative

The political and
professional
communities

Profit
Owners
Private capital

Relatively clear
and explicit

Instrumental

Employee-product
interactions
Tightly coupled

Relatively
deteriminant

Tangible
Cluantitative

The industry and
suppliers

observations with those of ather theorists, researchers and practitioners to
develop their theory. This work has been taken forward and applied by others,
such as Edmonstone (1988) and Mark & Scott (1992), and a diagrammatic
representation of domain theory that has been developed as part of this
process is presented in Figure 10.1.

The domains
Kouzes & Mico (1979) define the different domains in the following way.
Policy domain

The level of the organisation at which governing policies are formulated.
This often involves the interaction of the executive board and national
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A = Managerial domain E = External environment

B = Professioml domain I = Intermal environmant
C = Palitical demain

Figure 10.1 Domain theory. Reproduced with permission from Mark &
Scott (1992) Management in the MNational Health Service, in Willcocks &
Harrow (eds), Rediscovering Publie Services Managemen!, MeGraw-Hill Book
Company, London, pp. 197-234.

Motes: Arrows indicate the movement of issues, groups and individuals between

internal and external environments and any of the domains. Each domain also has
reference points for its value system or parts of it within the external environment.

politicians. The success of the policy domain is measured in terms of equity.
It operates on the axial principle of legitimacy by the consent of the

governed.

Menagentent dowmain
The management domain mirrors the model of business and industrial
management, and because of the dominance of the ‘technocratic
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bureaucracy’, it operates on the governing principles of hierarchical contral
and eo-ordination. [t atternpts to rationalise the organisation and accepts
cost efficiency and effectiveness as its measures of success.

Service dowmin/professional

Those who provide the services to the clients of the HSOs see themselves as
having rights to control what they define as their professional domain, They
regard themselves as capable of self-governance and believe they have the
necessary expertise to respond to the needs of their clients. The principles of
self-governance and autonomy govern the service domain. Success is
measured in terms of quality of care and professional standards.

Kouzes & Mico (1979) suggest that for each domain there is a set of
governing principles, success measures, structural arrangements and work
mades which is incongruent with those that apply in the others. Similarly
each domain gives rise to its own legitimating norms which are in conflict
with the norms of the others. They go on to conclude that the result of the
interactions of these domains is an organisation that is internally disjunctive
and discordant. This situation contributes to the destruction of a sense of
coherence and connectedness and is felt particularly acutely by pro-
fessionals who take on management roles. They pass through the ‘zone’
from professional service to management which leads to a loss of identity
whilst former colleagues wonder if they can be trusted (Kouzes & Mico
1979). The existence of the domains, as distinct spheres of influence, is a
useful theoretical model for explering such conflict.

The Rashamon effect

Kouzes & Mico (1979) draw on the work of Schin (1971) to illustrate how
the different domains in human service organisations affect the people who
work within them. People who occupy roles in the different domains view
the organisation from different vantage points and construct different
versions of the reality of the situation based on this perception. Schon (1971)
refers to this phenomenon as the *Rashamon effect” in which the same story
told from the point of view of several participants is presented differently by
each person and often the accounts conflict. This is a feature of human
service organisations and can be helpful in explaining internal conflicts and
problems.

The term is derived from a classic Japanese film in which the observers of
an incident all give different accounts of an event that has occurred. In
health care organisations the actors in each domain collect the information
they need to perform their own roles and in the process of doing this often
ignore or discount information available from other sources, thus arriving at
conclusions or plans that are incompatible with those in other domains. The
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actors in each domain define problems only in terms of how things affect
their own measures of success, and often one domain's solution is another
domain's problem. While this selective perception causes overall organis-
ational problems, it serves to preserve each domain’s integrity (Kouzes &
Mico 1979}, Some examples of this dynamic in action are included below to
illustrate how domain theory can be applied to help account for the way
health eare organisations function.

In such organisations where disjunctive domains and discordant
relationships prevail, where different perceptions of the purpose of the
erganisation exist, uncertainty and confusion abound. The existence of multiple
domains creates a situation in which tasks are unpredictable, highly variable
and extremely difficult (Kouzes & Mico 1979). Domain theory does have some
explanatory utility in terms of conceptualising contemporary health care
organisation. The different guiding principles and contrasting measures of
success that pertain in the different domains can help to uncover inherent
conflicts with health care. Also the refinements added by Mark & Scott (1992},
which locate the domains more clearly in the external environment, facilitate
the consideration of a wider collection of forces that can impinge on the
organisation and management of FISOs. For example, government targets o
increase the numbers of patients treated and reduce the length of hospital stay
(policy domain) is often in conflict with the desire of health professionals to
deliver individualised care and maintain continuity of care through the ‘patient
journey’ (service domain). Similarly, management actions (management
domain) to ensure spending does not exceed the allocated budget (policy
domain) is often manifested in limitations placed on staff employed and impairs
standards of care that can be delivered (service domain). This illustrates how the
domains interact and result in conflict. Therefore domain theory can be useful in
explaining the conflict and difficulties that are inherent in working in health
care at an “abstract’ or macro level.

A useful framework?

This raises a number of implications. The discordance, disjunction and
conflicts between the three domains engenders struggles for power, control
and stability that in themselves have to be managed. Thus additional
managerial tasks result from the uncertainty the domains produce
(Willcocks & Harrow 1992). This renders management in health care
distinctive in that it is about balancing and managing competing interest
groups in an intensely political environment. Willeocks & Harrow (1992) go
on to conclude:

Domain theory provides a major basis for assessing the degree and
importance of the plurality of managerial activity within and between
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public services, so diminishing the appropriateness of reference o a
unified public sector. One inherent danger with utilizing domain theory
is that it can become a managerial alibi for things never going right, for
accepting domain walls and the presence of conflict as reasons for non-
achievement, and for refusing to learn from possibly applicable
management practices originating outside a specific domain. (Willeocks
&z Harrow 1992, p. xxvii)

Edmonstone (1986) was also of the view that domain theory is an
appropriate framework for understanding health care. Indeed he suggests
that it is “the most useful approach to understanding the unusual nature of
management in health care” (p. 9). Whilst recognising its usefulness, Smitl
(1984} suggested how some of the difficulties might be overcome, outlining
how the theory can be used and prevent it becoming an alibi for failure as
feared by Willcocks & Harrow (1992).

Towards Conciliation (Smith 1984)

1. Members of all three domains need to understand the others.

2, The pressures one domain exerts on the others needs to be appreci-
ated.

3. Change needs to be planned, taking into account the needs of the
different domains.

4. Personnel should be encouraged to work across the domains,

Whilst this preseription is unlikely to provide a solution for all the manage-
ment ills of health care organisations, it does indicate how the theory can be
used in a constructive way. It can also serve as a framework for specific
research projects aimed at discovering more about the way health care
operates.

Research using domain theory

There is a collection of work in which domain theory has been applied to
the UK public sector. Willcocks & Harrow (1992) maintain that domain
theory can be operationalised comfortably in British public service
organisations. One example of this is Kakabadse's (1982) study in which
he investigated social services departments and produced a threefold
classification of power, role and task cultures functioning largely in the way
described by Kouzes & Mico (1979). Similarly Harrow & Willcocks (1992)
used domain theory to categorise and explain the range of organisational
learning that occurred in public sector organisations in the early 1990s. This
approach has also been applied to the use of information technology in
health care (Willcacks & Mark 1989) and to investigate the work of doctors
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{Brazell 1987, Mark 1995). These two studies are examined in more detail
here to further demonstrate the utility of this particular theoretical
approach.

Daoctors’ views of management

Brazell {1987) conducted a small study based on fifteen interviews with
doctors at various levels in the organisation and a survey of a larger group,
concerning their views on management. The findings of the research are
summarised in Figure 102,

Brazell used domain theory as a framework for the analysis of her data.
She found the views expressed by the doctors to be consistent with the
characterisation of the service domain, They felt they had the ‘right’ to act as
independent practitioners and make the decisions which they felt were in
the best interest of their patients. Activity in the management domain was
regarded as bureaucratic and a waste of their time. The application of
domain theory provided a mechanism for Brazell to locate the doctors
reluctance to become involved in management in the broader context of the
way the organisation operates. At the time of her research the Griffiths Report
was taking effect and there were expectations that doctors would take on
management roles,

However this study, utilising the framework of domain theory, is useful
in explaining why this did not happen. Doctors did not come forward in
large numbers to be managers following the Griffiths Repor! and between
1985 and 1991 the number of doctors heading the management of districts
and hospitals halved from 120 to 58 (Salter 1998). Domain theory, as applied
by Brazell (1987), offers an explanation of why this was the case, The
management domain in the NHS was bureaucratic and involved strong
conformity to rules and procedures and team decision making; con-
sequently doctors viewed involvement in this process with distaste (Brazell
1987). Based on these findings Brazell (1987) was able to make some

= The doctors studied accepted they had a management role to play.
* They did not regard management as an essential part of their work.

= Doctors are used to making decisions on their own and do not
function well in team decision making.

= They identified poor communication throughout the service as a
problem.

= They did not want to become managers.

Figure 10.2 Research into the role of doctors as managers (Brazell 1987).
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recommendations relating to the training of doctors for management roles
that addressed the particular concerns of doctors as a group. This indicates
how the application of theory in research can result in the analysis of
findings that renders them useful in informing the formulation of future
training programmes.

Management development

Domain theory was also employed in research conducted by Mark (1995).
However, in this case it was used as a point of reference to indicate that it
does not adequately explain some elements of managing in health care.
Reflecting on the findings of a study which evaluated the outcomes of a
management development programme for consultant medical staff
conducted within 14 regional heath authorities, and a case study carried
out in a London hospital, Mark (1995) identified the personal consequences
for those involved. She argues that the role overload, role ambiguity, and
professional isolation experienced by the doctor managers can all be
explained in terms of domain theory. The movement between the different
domains of management and service (or professional) is difficult for the
individuals concerned because no frame of reference exists for the
environment and cultures through which these transitions are being
experienced at the front-line of change (Mark 1995), The dector managers
were undertaking the roles for the first time and use of domain theory could
help identify why they were fraught with difficulty. The movement
between the competing and conflicting domains resulted in the tension
this caused being experienced at an individual level.

However, Mark (1995) also called into question the enduring utility of
domain theory as an explanatory framework. She states:

This interpretation of the organisation and the individuals changing role
in it may clarify the personal costs and benefits to individuals but stll
leaves a number of areas unaddressed which, research has revealed, are
causing concern. (Mark 1995, p. 255)

She then goes on to list what these concerns are, which include the
relatively low numbers of women in management; the lack of team
development; and the lack of succession planning. Unfortunately, though,
she does not examine any further why domain theory was not useful in
revealing these aspects of the experience of the participants. Indeed it could
be argued that the difficulties experienced by women in becoming managers
could be explained in terms of the management domain reflecting a version
of management which is associated with "'male’ qualities, which leads to the
exclusion of women from management roles. Collins (1998), for example,
contends that organisations in highly masculine societies tend to be
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structured around the expectation that people live to work, and as a result
qualities such as strength and assertiveness are rewarded. However, it
provides further evidence concerning the utility of domain theory as a
device for understanding more aboul management in health care.

Willcocks & Harrow (1992) concluded that domain theory provides a
good basis for assessing the degree and importance of the plurality of
managerial activity within and between the public services (see p. 156). In
this chapter it has been employed to illustrate how theory can be used to
help explain the way health care is organised and managed and some more
examples of this are explored below.

Further applications of domain theory

The modern matron

Three recent developments in health care include the introduction of the
modern matron role (DOH 2000a); and increasing emphasis on the
importance of continuing professional development (CPD) (DOH 1998);
and the refinement of the performance assessment framework (NHSE 1999).
These are all areas where the difficulties and challenges involved can be
clarified if they are considered in the context of domain theory, For example,
the modern matron role was introduced as part of the NHS Plan {DOH
2000a) and was intended to be a solution to a particular set of problems such
as poor standards of cleanliness, poor quality hospital food, high rates of
hospital acquired infection, and lack of progress with clinical governance. [t
was stated in the plan that:

The public consultation proveked a strong call for a ‘modern matron’
figure — a strong clinical leader with clear authority at ward level — and
we will do it. The ward sister or charge nurse will be given authority to
resolve clinical issues, such as discharge delays and environmental
problems such as poor cleanliness ... They will be in control of the
necessary resources to sort out the fundamentals of care, backed up by
appropriate administrative support. (DOH 2000a, p. 86)

There are three main strands to the matron role (DOH 2001):

= Securing and assuring the highest standards of elinical care by providing
leadership to the professional and direct care staff within the group of
wards for which they are accountable.

= Ensuring that administrative support services are designed and delivered
to achieve the highest standards of care within the group of wards for
which they are accountable.
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« Providing a visible, accessible and authoritative presence in ward settings
to whom patients and their families can turn for assistance, advice and
support.

The response to this policy proposal within nursing has been mixed. There
was relatively little discussion of this inidative and most of the comment was
in the form of editorials and letters. It was welcomed by some as a positive
development for nursing (Castledine 2000, Thomas 2000, Young 2001),
including the Royal College of Nursing (Carvel 2001, Snell 2001). Whereas
others condemned it as a retrograde step (Buswell of al. 2000, Metherall 2000,
Peterson 2000), and "sexist’ (Brown 2000). This indicates that even within one
domain (professional) there can be disagreement as to the appropriate course
of action in the face of the challenges posed by organising care,

If the policy domain is considered it can provide an insight into why the
success or otherwise of this inibative can be difficult to evaluate. For
example, improvements in cleanliness in one hospital, attributed to the
advent of the modern matron by the Secretary of State for Health, had
actually occurred before a matron had been appointed (Lipley 2001). The
need to present the policy in a positive light resulted in inaccurate claims for
its effectiveness,

Insufficient attention to the management domain may result in problems
with the introduction of this new role over time. Introduction of modern
matrons at a local level was left to the particular trusts concerned., The
guidance was that no single model would be universally applicable and that it
was inappropriate to proscribe any particular approach, provided that the
model adopted locally delivered the policy objectives (DOH 2001). However,
without some indication of how the new role could be integrated into existing
management structures, and without clear guidance on issues of professional
and managerial aceountability, there are likely to be areas of conflict as the
role develops (Hewison 2001). This illustrates how domain theory can be used
as a framework for directing attention to particular components of an aspect
of health care and thereby increase our understanding of it. Another example
where such an approach may be helpful is in examining continuing
professional development.

Continuing professional development (CPD)

It was demonstrated in chapter 3 that CPD is a major component of the
current approach to improving quality in health care as part of the clinical
governance framework (DOH 1998). However, there are different
interpretations that can be made of the term which can be explained, in
part, by locating them in the relevant domain. It is stated in A First Class
Service (DOH 1998) that:
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Health professionals, professional bodies and local employers need to
discuss a locally based approach to CPD, centred on the service
development needs of the local community and learning needs of the
individual. 1t is for local health service employers to decide on the level of
investment needed to support CPD programmes for professional,
managerial and other staff. (DOH 1998, p. 43)

In terms of the policy domain it can be regarded as a national approach te
the minimisation of risk and the improvement of standards. The
requirement that all professional staff engage in continuing professional
development is central to clinical governance (chapter 3) and targets have
been set (DOH 1998). However, at a management level the needs of the
organisation as a whole may be interpreted in such a way that individual
professional aspirations are overlooked,

For example, the need within a pa.rl:icular trust may be to direct invest-
ment towards basic hygiene training for all staff in preference to specialised
courses for particular groups of professionals. This may be necessary o
comply with other targets arising from the "policy domain’ relating to
Health and Safety and adherence to budgets. Complying with a health and
safely requirement to have all trust staff trained in basic hygiene procedures
may mean thal most of the training budget is spent on achieving this
objective. Therefore, in order to stay within overall spending limits set at a
policy level, the trust is unable to fund other training needs identified by
individual professionals or professional groups as essential to their
development, In this way the pressures from inputs in the different
domains can lead to conflict. The constant drive for improvement and
effectiveness in health care has led Lo the development of a range of policies
aimed at bringing this about. Another example is the performance
assessment framework.

Performance assessment

The MNHS5 performance assessment framework has two main stated
purposes: bo assist the WHS in improving the health of the population
and to provide a framework for assessing how well the NHS is performing
(WHSE 1999). The framework addresses six areas.

Health improvemenl

To reflect the over-arching aims of improving the general health of the
population and reducing health inequalities, which are influenced by many
factors reaching well beyond the NHS.
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Fair access

Te recognise that the NHS's contribution must begin by offering fair access
to health services in relation to pecple’s needs, irrespective of geography,
socioeconomic group, ethnicity, age or sex.

Effective delivery of appropriate health care
To recognise that fair access to care is effective, appropriate and tmely and
complies with agreed standards.

Efficiency
To ensure that effective care is delivered with the minimum waste, and that
the WMHS uses its resources to achieve value for money.

Fatientfcarer expericnce

To assess the way in which patients and their carers experience and view
the quality of the care they receive, to ensure that the NHS is sensitive to
individual needs.

Health outcomes of NHS care
To assess the direct contribution of MHS care to improvements in overall
health.

Once again there are several issues associated with the assessment of
performance that can be illuminated if considered from the perspective of
domain theory. The requirements at a policy level are that overall perform-
ance can be demonstrated to be continually improving: howewver,
achievement of success in all areas identified in the performance assessment
framework is very difficult. Just as it was noted in chapter 3 that there are
differing perceptions of quality, similarly different interpretations of the
elements within the performance assessment framework are possible.

For example, at a policy level “fair access’ may mean access to a hospital
that is able to treat you anywhere in the UK or mainland Europe. At a
management level it may mean the extent to which this can be done within
cost limits, ultimately resulting in fair access being regarded as affordable
access. Finally, when located in the service domain, fair access incorporates
models of care and treatment that are seen to be desirable by health
professionals and easily accessible, in terms of distance, for clients. Stewart
& Walsh (1994) concluded that no set of indicators can ever be assumed to
be complete, since in the public sector no relevant issues can be excluded.
This is not to suggest that attempts to measure performance are inherently
fawed, rather it is to illustrate some of the complexities involved. As
Sheldon observes:
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The MHS, its aims, its role in society, and its activities are complex and
multidimensional. Mot all of the outputs that are valued by society can be
measured easily and some of these unfold over several years and cannot
be measured accurately at any one time. (Sheldon 1998, p. 47)

There are no simple explanations to account for the way health care is
managed and delivered and a range of theoretical approaches can be
employed to contribute to our understanding of this aspect of health care,
Domain theory can be used as a conceptual tool to shed some light on the
problems and challenges involved in monitoring performance.

Conclusion

The discussion of domain theory indicates that nurses and health
professionals can access a wide range of theoretical explanations for the
management ‘problems’ in health care. As has been argued throughout,
theory, in the context of the management of health care, does not provide all
the answers, rather it provides a different way of looking at the problem,
One of the most useful funclions it can fulfil is to encourage us to look al
aspects of the ‘problem” that were previously hidden, or we were unaware
of. Domain theory is particularly wuseful in this respect as it directs attention
towards three key levels of activity within health care organisations.

When applied as a framewaork for research or an analytical framework for
the consideration of particular issues, it can help us to develop fresh insights
on familiar and seemingly intractable problems. In practice-based disciplines
such as nursing and the allied health professions to medicine, "useful” theory
is needed if it is to impact on practice. Domain theory is one such theory as it
is directly relevant and can be applied to help us understand and manage
health care.
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Tistroduction

West (Z001) has suggested that few would now question that management
matters in delivering quality health care. However, she goes on to concede
that knowledge about the nature of the relationship between management
and quality care is incomplete. This recognition of the importance of
management has been carried forward into recent policy developments in
the UK, such as clinical governance (DOH 1998) (chapter 3) and the NHS
Pian (DOH 2000a), where emphasis is given to the central role of leadership
{chapter &) and management at all levels of the UK Mational Health Service
in improving quality and carrying out the modernisation agenda. This
reliance on management as a means of improving health care delivery could
be regarded as surprising given West's observation. Not only that, there is
no agreed set of guidelines which indicate the best way to manage. Some of
the reasons for this are summarised by Loughlin:

It is possible to talk and to think sensibly about management; it is just that
most management theorists fail to do so and the last thing you need if
you are to ‘manage well’ is to learn what is called ‘management theory’,
The health service and the public services in pgeneral need critical
thinkers, able to reflect on the problems of their own practice with acuity
and intellectual honesty, not decision makers whose specialist areas are in
jargon and the creation of paperwork. (Loughlin 2002, p. 66)

The assumption underlying Loughlin’s view is that management and
‘eritical thinking' are mutually exclusive. However, the overall purpose of
this book has been to demonstrate how management theory can be useful in
helping us to understand management in health care. One area where
clearer links between theory and practice may be established is evidence-
based management. The aims of this chapter are to:

= outline the development of evidence-based practice

= define the term evidence-based management
+ discuss the role of theory in informing management activity.
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Evidence-based practice

Evidence-based practice (EBP) has been defined as "doing the right things
right’ (Muir Gray 1997), This summarises the key elements of EBP, which has
developed from the approach adopted in medicine to generate and use better
evidence in the pursuit of effective patient care. It is the conscientious and
judicious use of best evidence in making decisions about the care of
individual patients (Sackett el al. 1996). Although the emphasis in much of the
work addressing EBP is on generating and using research as the primary form
of evidence, there is also a growing recognition of the importance of "best
practice” and ‘expert consensus’ as other forms of evidence (Kovner et al.
2000). As Kitson (2002) argues, definitions of evidence need to be understood
in the context of establishing effective therapeutic relationships with clients
and by balancing evidence from patients, clinical experience and research in
order to make ‘best’ decisions about clinical care. An extensive literature has
developed around the purpose and introduction of EBI (see for example
Sackett & Rosenberg 1995, Muir Gray 1997, Mutley & Davies 2000, Craig &
Smyth 2002) and it will not be rehearsed here, rather the aim is to establish a
context for the subsequent development of evidence-based management, Fart
of this context though is the acknowledgement that EBP is far from being an
uncontested concept. Indeed Traynor (2002) refers to it as being comprised of
‘movements’ and examines some of the controversies and conflicts that
characlerise this area. These include disagreements as to the nature and
relative weight of different types of evidence (chapter 5) (Forbes & Griffiths
2002, Traynor 2002); the difficulties associated with changing practice in the
light of evidence (Davies ef al. 1999, Kitson cf al. 1998, Wood ef al. 1998); and
congerns about the impact of EBP on professional groups (Wiles & Barnard
2001, Mclnnes of al. 2001}, yet these factors have not reduced the impetus of
EBP. It is beginning to have an impact at the policy level (Black 2001, Niessen
el al. 2000} and more latterly management,

As Spurgeon has observed: ‘One of the repercussions of evidence-based
medicine may be a challenge to management in terms both of the evidence
available and of the nature and processes of research used to collect the
evidence’ (Spurgeon 1999, p. 29). On one level this should be a
straightforward process because as Reedy & Learmonth (2000) suggest:

the dominant view of what management is . .. sees it as a rational, scientific
and professional activity. From this view of management, it follows that it
should be possible to identify a common core of generic knowledge,
lechniques and competencies, which are always applicable no matter what
type of organisation is being managed. (Reedy & Learmonth 2000, p. 155)

However, the reality is more complex than this and in the NHS no real
‘axiomatic’ management principle has been officially endorsed at either an
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implicit or explicit level (Harrison ¢f al. 1992, p. 78B). Reedy & Learmonth
(2000) also go on to conclude that no consensus regarding the nature and
content of management exists, nor that there is any sense of a developing
body of knowledge in health care management, which stems from early
research that is recognised as the foundation of later work, and from which
major new developments can be traced (Stewart 1999, p. ix). Yet this has nat

exempted health care management from the “repercussions’ that Spurgeon
identified.

The impact of managerialism

The impact of managerialism on health care and the public sector more
generally is a relatively recent phenomenon (Pollitt 1993a) and was
examined in chapter 2. It can be defined as a set of beliefs, at the core of
which burns the seldom tested assumption that better management will
prove an effective solvent for a wide range of economic and social ills (Pollitt
1993a). The policies that were introduced arising from this belief led to the
application of management techniques and major structural changes in
health care, in particular the ‘internal market” in the NHS (Cutler & Waine
2000). This ultimately led to demands for evidence to support clinical
interventions and practices in order to inform ‘purchasing’ decisions thus
conferring EBP with the status of "an idea whose time has come’ (Harrison
1998).

Evidence-based management

The key factor in the drive for evidence-based management is summarised
by Walshe & Rundall:

There is eertainly considerable scope for making better use of research
evidence when deciding how to organize, structure, deliver or finance
health services, Managers and policy makers are on shaky ground if they
argue that the principles of evidence-based health care — which they have
advocated so enthusiastically for elinical practice - do not apply to them.
(Walshe & Rundall 2001, p. 451)

Evidence-based management means that managers should be encouraged
to examine critically the scientific basis for their practice. They should learn
to search and eritically appraise empirical evidence from management
research as a basis for their decisions (Axelsson 1998). In a review of the
literature which included the term evidence-based management as applied
to health care, Young (2002) found there were two main categories of
interpretation of the term. It was used to indicate the management of clinical
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practice based on agreed evidence, and to advocate the application of the
principles of EBP to the practice of management itself. However, as Walshe
& Rundall (2001) note, evidence-based management seems to have made
little or no progress in health care when compared with its clinical cousin
and they go on to conclude that we are still a long way from seeing
managers make proper use of evidence in their decision making. The nature
of management as an activity means that adoption of the principles of EBP
in the same way that they have been applied to clinical care is unlikely and
more importantly inappropriate. As noted above, the process of evidence-
based practice is itself problematic and it is questionable whether strict
application of the principles of EBP to management is possible or desirable.
An application of the evidence-based approach from medicine to
management cannot be done without some modifications (Axelsson 1998).

Stewart (2002) argues that the scientific standards required for evidence-
based medicine are rarely feasible in management let alone necessary. She
goes on to contend that what is needed is information which is useful in
reaching management decisions and which is as reliable as possible within
the constraints of the situation. Thus, in management, a broad view must be
taken of what is meant by current best evidence (Stewart 2002). Evidence-
based management is primarily a questioning attitude of mind. The same
approach is also part of good management, but one that is too often
neglected. The practice of evidence-based management can provide the
impetus to overcome this neglect (Stewart 2002, p. 23).

However, rather than leoking to the central tenets of EBP for answers, it
may be more fruitful for management to look to its own history. Indeed it
has been noted that a number of techniques that characterise EBP were
originally developed in university business schools. Examples include
decision analysis, cost benefit analysis, decision modelling and statistical
process control (Neuhaser 2000). Axelsson (1998) also points to “scientific
management” (Taylor 1947) as an early application of research evidence to
the practice of management. A more appropriate and useful tradition
associated with management, which could be developed to support the
‘questioning attitude’ of mind advocated by Stewart is that of craft.

The concept of craft is a familiar one in managerial practice and can serve as
a means of resolving the tensions inherent in balancing the demands for
evidence-based management and dealing with the reality of health care. The
way the term has been used will be examined briefly as a basis for
suggesting that management in health care may progress if founded on a
reformulation of a “craft-based’ approach.

168



Evidence-twsed Management

The craft of management

The term “craft’ evokes notions of traditional skill, dedication, and perfection
through the mastery of detail (Mintzberg 1987). Wright Mills (1953) argued
that craftsmanship (sic) as a fully idealised model of work gratification
involves six major features:

* There is no ulterior motive in work other than the product being made
and the processes of its creation.

» The details of daily work are meaningful because they are not detached
in the workers” mind from the product of the work.

* The worker is free to contral his (sic) own working action.

= The craftsman is thus able to learn from his work and to use and develop
his capabilities and skills in its prosecution.

# There is no split of work and leisure or work and culture.

# The craftsman’s livelihood determines and influences his entire mode of
living.

However, he concluded that its realisation is impossible for the modern
white collar worker. This set of features is an ‘ideal type’, ideal in the sense
that it represents a set of characteristics itemising elements of a fully formed
notion of craft. An ideal type is a model of a phenomenon or situation which
conveys its essential constituents. [t represents what, in this case craft,
would look like in its "pure’ form (Watson 1995b). This can then be used to
study the phenomenon or situation and serve as a basis for developing
different ways of using it (see also chapter 2}. [t can also serve as a basis for
suggesting that a ‘reformulation’ of the notion of craft can be applied to
current developments in evidence-based management.

For example, Mintzberg (1987) discusses the eraft involved in moulding
clay as a metaphor to explain how management strategy making should be
approached. Central to this is the combination of thought and action, as he
observes: no craftsman thinks some days and works others. The utility of the
concept of ‘craft’ as a means of conveying the complexity of management is
also evident in more recent work. Watson (1994) suggests that in carrying out
their craft, managers are rhetoricians or wordsmiths, using words to make
sense of what they are deoing and to persuade others. He goes on to conclude:
‘Management and management research can both be usefully labelled as
crafts. Shaping and erafting are very similar notions. Managers craft and
shape things to get the level and quality of work tasks done which will enable
their organization to continue its business” (Watson 1994).

This represents a particular strand in management thought summarised

by Schin (1991) and it is this view which can be used to help managers in
health care incorporate the principles of EBP into their work. He argues that
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the manager is a craftsman (sic), a practitioner of an art of managing that
cannot be reduced to explicit rules and theories (Schon 1991, p. 236). Rather
than applying a series of techniques and seeking evidence for all aspects of
their practice, managers need to blend their tacit knowledge, their
experience of the organisation and the evidence that is available as appro-
priate as a basis for management action and decisions. The notion of
management as an ‘intellectual craft” (Wrght Mills 1959, Watson 1994)
appears bo be consistent with the "questioning attitude of mind’ which is seen
by Stewart (2002) and Axelsson (1998) as essential for the advancement of
evidence-based management. The rediscovery or surfacing of this tradition
in the conlext of EBP indicates how management may best proceed.
Motions of craft also have some resonance with professional practice. The
importance of combining the different elements of professional knowledge
in the pursuit of EBP is beginning to be recognised. Pearson & Craig (2002),
for example, discuss the integration of systematically derived research-based
knowledge with the practitioner’s tacit knowledge drawn from experience
and their interpretation of the needs and perspectives of each person with
whom they interact in individual elinical encounters. This is similar to
definitions of the craft of management and both approaches can be
summarised as forms of ‘knowing-in-practice’ (Schin 1991) where intuilive
judgment, skill, a feeling for phenomena and action are brought together as
a basis for understanding and action. Hewever, the generation of
knowledge through rational processes and the development of knowledge
through experience are regarded as incompatible activities by some. For
example, White argues that knowledge and judgment which are intuitive
and pgained through experience are not reducible to formal scientific
knowledge (White 2001, p. 142). Yet adhering rigidly to such a division may
serve to impose a limit on practice. New ways of thinking about
management which combine elements of both indicate a way forward.

The craft of health care management

The focus in the final part of this chapter is on the work of Mintzberg, a
noted management theorist and researcher, who has coined the term
‘blended care’ to illustrate the congruence between nursing and
management. He characterises blended care as the insightful or craft
manager model which involves informed and involved management with
respect for the professional competence of people (Mintzberg 1994a). He
also contends that if a natural balance of analysis and intuition is considered
desirable, then women might be more predisposed to the practice of
management (p. 35). Nurses in general seem to step into the managerial role
most comfortably and perhaps more readily than doctors (p. 36). These
conclusions are based on his earlier work in developing a comprehensive
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model of management (Mintzberg 1994b), carried forward into an
observational study of managers at work (Mintzberg 1994a). This is a theme
he returns to later: organizations need continuous care, not interventionist
cures. That is why nursing is a better model for management than medicine
and why women may ultimately make better managers than men
{(Mintzberg 1996, p. 66). The same parallels could also be drawn behween
some of the other allied health professions and management. In reality
things are not quite so straightforward and many health professionals
experience considerable difficulties in taking on management roles
(Edmonstone 19%7a,b), and in some instances fundamental .differences
between managerial and professional values can lead to conflict (Traynor
1994, 1999). However Mintzberg's conclusions do suggest that there is
potential in pursuing this reformulated craft-based view as a basis for the
advancement of health care management. The Chief Nursing Officer for
England has argued that there is no single management approach that can
be applied and that the most effective managers are able to apply a range of
approaches in dealing with different situations (Mullally 2003). This degree
of flexibility is inherent in the notion of craft,

The need to develop such new models to generate fresh thinking about
managing health care could also be regarded as an appropriate response to
the effects of the managerialism that have affected UK public services in
recent years. The forces of managerialism have created "hybrid’ formalions
through which professionals become managers and managerial
consciousness is more widely dispersed (Clarke & MNewman 1997) (chapter
7). The emergence of hybrid managers, whereby professionals take on
management roles, is a new development which challenges traditional ways
of thinking about managerial and professional work (Causer & Exworthy
1999, Flynn 1999). Combining elements from nursing and the allied health
professions (AHP) and management to further the ‘craft’ of management
represents a useful model for the future for health professionals who take
on management roles.

This craft style of managing is about inspiring and involves leadership
based on common experience and deep understanding. The experience and
focus of nurses and AHPs predisposes them to this type of management.
Also it is regarded as the most appropriate approach to Further the
development of evidence-based management. Stewart (2002) comments that
a craftsperson should understand the nature of the material with which he
or she works and be skilful in his or her use of it {p. 43), and this is central to
evidence-based management.

This is necessary because as Thompson and Learmonth (2002) conclude,
‘Evidence-based eculture is one which is totally committed to balanced
decisions that give due weight to research evidence, patient preference,
available resources and clinical expertise” (p. 235). The effective combination

171



Muanagenent for Nurses and Health Professionals

of these different elements in order to adapt the principles of EBP to
management will require focused “critical thinking', such as that advocated
by Loughlin (2002) at the start of this chapter. Drawing together the work of
Schin and Mintzberg demonstrates that a firm foundation for this approach
exists, The reflection in action of managers is distinctive in that they operate
in an organisational context and deal with erganisational phenomena. They
draw on cumulatively developed organisational knowledge which they
transform in the context of some unigue situation (Schin 1991, p. 265). If this
is combined with Mintzberg's (1994a) notion of blended care, the prospect of
managers taking the informed decisions referred to by Thompson &
Learmonth (2002) becomes more likely. Managerial culture is pragmatic and
value is placed on the application of ideas, rather than the generation of
evidence, and so either substantial changes in managerial practice are
required or adaptation of the ideas of EEF so that they are more congruent
with the existing values and beliefs of managers (Walshe & Rundall 2001},

This can also be compatible with nursing because despite the value
conflicts referred to earlier, there is much common ground between nursing
and management (Hewison & Stanton 2002, 2003) which has been
confirmed by some recent work. Based on her research into the changing
shape of nursing practee, Allen (2001) has characterised the nature of
nursing as being essentially about boundary management. Nurses work at
the boundary of life and death, the boundary of individual patient need and
organisational constraint, interagency and interorganisational boundaries,
and at the boundaries of families, carers and professionals (Allen 2001}, This
involves the combination of high levels of technical, management and
interpersonal skills, and a flexible approach to their work. Yet she concludes
that nursing has yet to find an adequate language with which to articulate
its function and thus elements of it remain invisible to those outside the
occupation (Allen 2001, p. 178). Recourse to the concept of the craft of
management represents a means of developing a creative approach to the
organisation and management of health care.

Conclusion

Mullally (2003) suggests that just as we draw on and contribute to the
evidence base for clinical practice in nursing we must use the models and
tools available in the management literature, including management
psychology and organisational development, to build the body of evidence
on which to base effective nursing management (p. 3). Yet these models and
tools need to be combined and applied in a way that differs from the
prescription for evidence-based medicine. If evidence-based management is
to be more than the lalest fashion it needs to be integrated into the craft of

172



Evidence-based Management

management (Stewart 2002). The history and traditions of nursing and the
allied health professions and management point to their integration in the
form of blended care as a model for an adapted form of evidence-based
healthcare management. As Mintzberg concludes: *Organizations need to be
nurtured - looked after and cared for, steadily and consistently. They don't
need to be viclated by some dramatic new strategic plan or some gross new
reorganization every time a new chief executive happens to parachute in’'
(Mintzberg 1996, p. 66).

Health professionals as managers are in an ideal position to undertake
this nurturins and to advance the adapted form of evidence-based
management. There is also the possibility that a more comprehensive
management science could be built by extending and elaborating on what
they, as skilful managers. actually do. Practiioners might then become not
only the users but the developers of management science (Schon 1991,
p. 266)

Mursing and the allied health professions are dynamic and developing
disciplines. Health professionals as managers have an opportunity to lead
the way in providing the sort of management needed to deliver the quality
that West (2001) has attributed to effective management. In taking this new
form forward it may alse be possible to demonstrate more clearly the links
between management as blended care and quality.
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The focus of this book has been on examining how theory related to
management can be useful to nurses and other health professionals in
managing and understanding the organisations they work in. This is
necessary because the organisation and management of health care are very
complex activities and health professionals are increasingly expected to play
an active part in them. However despite its importance there is no one right
or agreed way to manage (Ranade 1997). Also there is no body of evidence
that has been accumulated that can serve as the basis for developing
guidelines for best practice, as is the case in evidence-based practice. In
terms of health policy Smith er al (2001) have noted that the NHS
reorganisation, arising from the recommendations made in the NHS Plan
(DOH 2000a), is an “evidence free zone'. Although not ‘evidence free’
Stewart concludes:

In management, it is harder than in medicine to assess what evidence is
necessary and how to find it, and it is often more difficult to know how to
interpret it. Also there is no equivalently rigorous research information to
inform decision making. (Stewart 2002, p. 12)

In the absence of definitive evidence which indicates the best way to
manage there is a need to seck recourse to theory in order to develop a
workable framewaork for management. However, knowledge of theory alone
is not sufficient, it is also important to reflect on experience, seek the views of
others, particularly colleagues and patients, and to remain open to new ideas.
The hope is that the material addressed in the earlier chapters has indicated
some of the key areas that need to be thought about if this is to cccur.

The intention has been to present a range of resources and approaches
that can provide fresh insights on familiar management problems. Indeed
the sub-title of the book ‘theory into practice’ reflects this intention. Theory
can be perceived as being somewhat distant from the reality of practice
{Hewison & Wildman 1996) yet it can be a valuable tool for nurses and other
health professionals. Loughlin has argued:

Theory can only affect the world insofar as it affects the minds and attibudes
of human beings searching for just and humane solutions to the problems
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they encounter. A Euod theory is distinguished by the way in which it
affects people: it should enable them to understand the causes of their
problems and to think creatively about them. It should not encourage them
to delude themselves with simplistic or bogus solutions. Instead, it should
teach them to identify and examine fundamental assumptions critically and
with intellectual honesty and to pursue a line of argument to its logical
conclusion, however incompatible that may turn oul to be with the
accepted dogma of the day. (Loughlin 2002, p. 21)

Although he has little time for management theory Loughlin explains
clearly the role it can play in assisting health professionals understand and
manage the organisations they work in. He goes on to contend that every
organisation needs to be organised and some are better organised than
others, this begs the questions "whal is good organisation and how can it be
achieved? He believes if answers to these questions can be found then good
management can be applied to all organisations (Loughlin 2002). However
Stewart (2002) observes that the attempt to find universal principles was
abandoned with the discovery of how organisations vary thus discrediting
the classical school of management which produced just such a set of
fundamental principles.

What seems to be in little doubt though is that exploration, under-
standing and, where appropriate, application of management theory is
important. Loughlin (2002) despite his reservations goes so far as to suggest
that management is not only a sort of science, it is surely the most important
science of all since it tells us how to do just about anything as efficiently and
effectively as possible. Although he proceeds to question this assertion the
underlying premise emphasises the role of management in contemporary
health care. It is regarded as central to the organisation and delivery of
health services.

A critical practical perspective

Mursing and management have embraced a succession of ideas and
ideologies in order to try and make sense of, and exert some control over
a complex practice environment (Hewison & Stanton 2003). This has led to
the repackaging of old ideas as new solutions to current problems, and the
sometimes unguestioning acceptance of the latest ‘panacea’ to improve and
explain practice before it has been thoroughly evaluated (McKenna 1997).
There is a need to employ what Collins (2002) has described as a “critical-
practical perspective’ to management theory and ideology. That is, an
approach which locates theory in its context and facilitates its critique, If this
approach is adopted the applicability of the theory or ideology can be
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assessed and its practicability, in terms of its use in practice, can be
determined. A similar approach for nursing theory has been advocated by
MekKenna (1997) who calls for ‘credibility determination” to be conducted
before the widespread adoption of new approaches. In this way theory and
new prescriptions for the practice environment can be analysed and their
applicability assessed before they are adopted.

This is not to suggest that the advancement of clinical and management
practice should be halted, rather it is to recommend that such advancement
needs to be informed by a careful consideration of the basis on which any
claims for improvement and change are made. An understanding of the
origing and development of management theory is central to such
assessment and evaluation.

Tie future?

Mintzberg (1994a) concludes, we have a long way to go in understanding
this most important of jobs. He then goes on to suggest a ‘new’ model for
understanding management which consists largely of wvery familiar
concepts, these include: Communicating, controlling, leading, linking, and
doing. This emphasises the point made in the introduction that in many
ways there is nothing "'new’ in management and organisation theory, rather
it is the way it is put together and applied to new situations which changes.

In terms of testing his model Mintzberg (1994a) spent time with managers
to see how closely it reflected the reality of their work (chapter 11). Based on
his observation of the work of a head nurse (Mintzberg 1994b) he concludes
that nurses step into managerial roles comfortably because they have a lot of
the skills necessary for managing in health care. He characterises this as a
‘third style’, an insightful approach that facilitates empowerment. It is
informed and involved management based on respect for colleagues’
professional competence. Hle describes how the head nurse he observed
‘works mostly on her feet, with nurses, doctors and others flowing around
her so that linking, leading, and other roles seem to happen spontaneously
and interactively.” Also "everything flowed together in a natural rhythm’.

This suggests that some nurses and health professionals may have a
propensity for management because of their interpersonal and organis-
ational skills, If this is underpinned by a thorough understanding of the
nature of organisations and an openness to new approaches then the
'managing as blended care’ described by Mintzberg (1994b) may become
more widespread throughout the service.

The need for health professionals at all levels of the MHS o become more
invalved in management is unlikely to diminish and because management
is by no means an “exact science’ this presents particular challenges to those
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Conclusion

involved. Some recommendations are outlined below which suggest how
health professicnals can develop as managers. This is followed by some
suggestions for further reading which will inform this process. Cowley has
suggested:

the aspirations represented in managerialism and professionalism are
changing: new visions are being set out for both spheres that,
increasingly, follow a shared agenda and similar values. There is an
enormously exciting potential for nursing and the population this group
serves, if it is only possible to harness and capitalise on that momentum.
(Cowley 1999, p. 17)

These recommendations indicate how nurses and other health professionals
can be part of this ‘momentum’,

Reconimendations

» Read widely about management issues and management theory (see list
that follows).

+ Seek involvement in organisational management through committee
membership, participation in working groups, and commenting on local
policy proposals,

= Observe managers in ‘acton’ and try to understand why some are
effective and why others are not.

= Reflect on your own activities as a manager and record these in your
professional portfolio to be used as a source of learning.

= Actively seek out secondment opportunities to develop and test your
abilities as a manager.

= Look beyond purely professional perspectives on health care issues and
seek to understand the ‘'management view’.

= Ask managers about their work and what they see as the key components
of the role.

s Endeavour to find evidence for the management action you take and
those taken by others.
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Further Reading

The material listed here is restricted to books. There is also a wealth of
information available in journals which provides a useful resource for
studying and learning about health care management. A list of journals
where research and analyses of health care management issues are
published is included below.

The history of the NHS

Allsop . (1993) Healih Policy and the NHS Tewards 2000 (Second Edition).
Longman, London,

Butler . (1992) Patiemts, Policies aud Politics, Open University Press, Buckingham.

Ham C. (1992) Health Poliey in Brilain (Third Edition). Macmillan, Houndmills.

Harrison S. (1988) Mamaging the NHS — Shifiing the Fronticr. Chapman and Hall,
London.

Klein R. (2001) The Mew Politics of the NHS (Fourth Edition). Prentice Hall,
Harlow.

Powell M.A. (1997) Evaluating the National Heeith Service. Open University Press,
Buckingham,

Ranade W. (1997) A Fulture for He NHS? Health Care for the Milletninn. Longman,
London.

Rivett G. (1998) From Cradle to Grave: Fifly Years of the NHS, King's Fund, London.

Salter B. (1998) The Palitics of Change in e Health Serviee. Macmillan, Houndmills.

Webster C. (1988) The Health Services since the War: Volume T Problems of Health
Care ine the Natiomal Health Service before 1957, HMSO, London,

Webster C. (1998) The Natiomal Health Service: A Political History, Oxford
University Press, Oxford.

These books provide useful insights on the historical development of
organised healthcare in the UK. Some understanding of the history and
politics of healthcare is helpful as a basis for making sense of more recent
developments in management and organisation.
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Further Reading

Management theory

Handy C. (1993) Understanding Organizations (Fourth Edition). Penguin Books,
London.

Huczynski A. & Buchanan (2001) Organizational Belaviour: An Introductory Texd
(Fourth Edition). Financial TimesPrentice Hall, Harlow.

Mullins L.J. (1999) Managenrent and Organisational Behaviour (Sixth Edition),
Prentice Hall, Harlow.

Pugh D. (ed) (1990) Chrgamization Theory. Penguin, London,

Pugh D. & Hickson D.]. (1995) Writers on Organizations. Penguin, London,

Shafritz |.M. & Ot .5. (eds) (2001) Classics of Organization Theery (Fifth Edition).
Harcourt College Publishers, Fort Warth.

Watson T.]. (1995) Seciclegy Work and Industry (Third Edition). Routledge, London.

The best way to examine particular theories and ideas about management is to
access the original sources. There are too many to list here 5o the texts sugpested
above are intended to serve as a "halfway house’. They are discussions and
summaries of organisational and management theory which provide guidance
and commentary on the original theories. They can be a useful starting point for
finding out more about organisation and management theory.

Management and health care

Blundell B, & Murdoch A, (1997) Mauagiug in the Public Sector, Butlerworth
Heninemann, Oxford.

Dowding L. & Barr J. (2002) Muanaging in Health Care: A Guide for Nurses, Midwioes
and Healll Visitors. Prentice Hall, London.

Green |. & Thorogood M. (1998) Analysing Health Policy: A Sociolegical Approach.
Longman, London.

Martind\". & Henderson E. (2001) Managing in Health and Socinl Care. Routledge,
London,

In recent years more books have appeared that relate wider management
principles and theory to health care.

Journals

British Jorrnal of Health Care Managentent

Jerernal of Healtly Organisation and Management (formerly fonrnal of Maragement in
Medicine)

Henlth Services Managenent Resenrch

Journal of Nursing Munagerent

These are journals which have a specific focus on management issues in
health care.
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Other _fm:r:mfs

Britizh Jowrnal of Manggemen!
foarrannl of Advanged Nursing
Joreral of Managenent Studies
Paoltew & Politics

Preblie Admyinist ration

Prbfic Momey & Manageient
Socil Scienee & Maedicine
Sociology of Health and INiess

The primary focus of these journals is not necessarily management,
however they often contain useful research reports and discussion papers

relating to health care management.

180



References

Abercrombie M., Hill 5. & Turner B.S. (1988) Dictiomary of Sociology. Penguin
Books, Londen,

Abrahamson E. (2000) Change without Pain. Haorverd Business Review July-
August, 73-79.

Ackroyd S, Hughes J.A. & Soothill K. (198%) Public services and their
management. Jourmal of Management Stndics 26(6), 6053619

Adair |. (1988) Effective Leadership, Pan Books, London.

Albrow M. (1997) Do Organizations have feelings? Routledge, London.

Allaire Y. & Firsirotu M, {1984) Theories of organizational culture, Orgamization
Studies 5(3), 193-226.

Allen D, (2001) The Changing Shape of Mursing Practice: The Role af Nurses in the
Hospital Division of Lebour. Routledge, London.,

Allsap . (1984) Health Policy & the National Health Service. Longman, London.,

Allsap . (1995) Health Policy and the NHS Towards 2000 (Second Edition).
Longman, London.

Alvesson M. (1993) Cultrral Perspectives on Orqauizalions. Cambridge University
Press, Cambridge.

Ansoff H.L (1987) Corporate Stralegy. Penguin, London,

Anthony . (1994) Managing Culture. Open University Press, Buckingham.

APA (1990) Australian Physiotherapy Association: Ethical principles. Arusfralian
fosrnal of Physiotherapy 36, 117-121,

Appleby J. (1994) The reformed national health service: a commentary. Social
Policy & Adwrinistration 28 (4), 345-358.

Ashford ], Eccles M., Bond 5., Hall J. & Bond J. (1999) Improving health care through
professional behaviour change: introducing a framework for identifying
behaviour change strategies. British Jowrnal of Clinical Governance 4 (10), 1-13.

Audit Commission (1995) A Price on Mieir Heads: Measuring wanagentent costs in e
NHS. HMS0, London.

Axelsson R. (1998) Towards and evidence-based health care management.
Intteruationsl Jouwrnal of Herlth Planning and Management 13, 307-317.

Baggott R. (1997) Evaluating health care reform: the case of the MHS internal
market. Public Administralion 75, 283-306,

Baggott K. (1998) Health aud Health Care in Britain (Second Edition). Macmillan
Press, Basingstoke.

Banyard R. (1988a) How do UGMs perform? Health Service Journal 98 (51100 21
July, 824825,

Banyard R. (1988b) Management Mirrored, Health Service Jowrnal 98(5111) 28
July, 855-859.

181



Managensent for Nurses and Health Professionals

Banyard R. (1988¢) More power to the units, Health Service Jonranl 98 (5112) 4
August, BE2-883,

Banvard R, (1988d) Watching the revolution. Health Service Jonrnal 98(5113) 11
August, 916-917.

Barley S. R. & Kunda G. (1992) Design and devotion: surges of rational and
normative ideslogies of contral in managerial discourse. Adwinistrative Science
Chiarlerly 37, 363-399,

Barrett 5. & McMahon L. (1990) Public management in uncertainty: a micro-
political perspective of the health service in the United Kingdem. Palicy and
Politics 18 (4), 257=268.

Beattie A. (1995) War and peace among the health tribes. In Soothill K., Mackay
L. & Webb C. (eds), Interprofessional Refations i Health Care. London: Edward
Arnold, 11-26.

Beckhard R. & Harris R. (1987) Orgamisabional Transitions: Mannging Complex
Change. Addison-Welsley, Wokingham,

Bell D. (1976) The Cultural Contradictions of Capitalism, Basic Books, New York,

Bennis W. (1996) Comments from an interview during the Radio 4 Programme
Altacking Hre Organisation. 22 May.

Bennis W, & MNanus B. (1997) Leaders = Strategivs for Taking Charge (Second
Edition). Harper Business, New York.

Bero L.A., Grilli R., Grimshaw ].M., Harvey E., Oxman A.D. & Thomson A. (1998)
Clesing the gap between research and practice: an overview of systemaltic
reviews of interventions to promote the implementation of research findings.
British Medical Jowrnal 317, 465468,

Berwick D.M. (2001) Mot again! Preventing error lies in redesign-not
exhortation. Brifish Medical Jorrnal 322, 247-248,

Black M. (2001) Evidence-based policy: proceed with care, British Medical Journsl
323, 275279,

Bond ). & Bond 5. (1986) Seciology and Health Care. Churchill Livingstone,
Edinburgh.

Bouckaert G. (1995) Measuring quality. In Pollitt C. & Bouckaert G. (eds), Quality
Tprovemend in Evvopean Public Services, Sage Publications, London, pp. 20-28.

Bourne M. & Ezzamel M. (1986) Organisational culture in hospitals in the
Mational Health Service. Financial Acconntability and Muanagenient 2(3), 206-225.

Bovett 1. & Currie G. (2001) The failure of competence-based management
education in the public sector. Persornel Revicw 30 (1), 42-60.

Bradshaw P.L. (1999) A service in crisis? Reflecthions on the shortage of nurses in
the British National Health Service, fourmal of Nursing Management 7(3), 129-
132,

Brazell H. (1987) Doctors as managers. Maragement Education and Developmrent
18(2), 95-102,

British Medical Journal (2002) Editorial: Needed: Transformabional leaders.
British Medical Journal 325, 1351,

Broussine M. (1990} Across the sectoral divide: how managers see each other,
Puldlic Money & Managerent 10(1), 51-55.

Brown C. (2000) Battle of sexes still raging on the ward (letter). British fowrnal of
MNursing 9(18), 2004.

Brown H. & Goss 5. (1993) Can you hear the sound of breaking glass? Health
Service Journal 23 Seplember, 26-27.

182



References

Buswell K., Hehir B. & McMahon B, (2000) Manager by another name (letter),
Mursing Standard 14 (500, 23

Butler ). (1992) Patients, Policies and Politics. Open University Press, Buckingham,

Caldivell K., Francome C. & Lister J. (1998) The Envy of the World: The past and
futwree of the National Healthr Service. NHS Support Federation, London,

CAIPE (1996) Prircipies of [iterprofessional Education. Centre for the Advancement
of Interprofessional Education, London.

Carpenter M. (1977) The new managerialism and professionalism in nursing. In
Stacey M., Reid M., Heath C. & Dingwall R. (eds), Hoalth and the Division of
Laborer, Croom Helm, London, 165-193,

Carrier |. & Kendall L (1995) Professionalism and interprofessionalism in health
and community care: some theoretical issues. In Owens P., Carrier ). &
Horder ). (eds), Inierprofessional lsswes in Community and Primary Care,
Houndmills, Macmillan,

Carroll 5.]. & Gillen D1]. (1987) Are the classical management functions useful in
describing managerial work? Academny of Management Reviewe 12(1), 38-51.
Carvel ], (2001) Matron's rule returns in NHS quality drive. The Guardien April 5,

7

Castledine G. (2000) A new matron: a positive initiative for nursing? British
Jawrnal of Nursing 9(16), 1110.

Causer G, & Exworthy M. (1999) Professionals as managers across the public
sector. In Exworthy M. & Halford 5. (eds), Professionals and the New
Muuagerialism in the Public Sector, Open University Press, Buckingham, BS-
101.

Cavanaugh 5.]. (1996) Mergers and acquisitions: some implications of cultural
change. Jorrnal of Nursing Management 4, 45-50.

Centre for the Development of Mursing Policy & Practice (2000) Lending an
Empoipered Organisation.  httpaffwww leeds.acuk/ealthcare/centre/progs/
leo. hitml

Centre for the Development of Nursing Policy & Practice/The Royal Marsden
(2000} Mational Cancer MNursiing Leadership Prograwone, Centre for the
Development of Mursing Policy & Practice/The Roval Marsden, London.

Chamings A. & Keady P. (1995) Safety first, Health Service fournal 105 (5443), 30-31.

Chandler J.A. (1991) Public administration and private management. Is there a
difference? Public Adwministration 69 (3), 385-392.

Chartered Society of Physiotherapy (1996) Rules of Professional Conduct.
Chartered Society of Physiotherapy, London,

Cheater F.M. & Keane M. (1998) MNurses' participation in audit: a regional study.
Qeality in Health Care 7, 27-36,

Child ]. (1981) The Challenge fo Management Confrol. Kogan Page, London.

Clarke J. (1995) Nurses as Managers. In Baly M.E, (ed.), Mursing and Socinl Change
(Third Edition), Routledge, London, 277-204.

Clarke J. & MNewman ]. (1997) Tihe Managerial State. Sape Publications, London.

Clarke )., Cochrane A. & MecLaughlin E. {1994) Mission accomplished or
unfinished business? The impact of managerialization. In Clarke C., Cochrane
A & McLaughlin E, (eds), Managing Social Pelicy, Sage Publications, London,
226-242.

Cole R.E. (1998) Learning from the quality movement: What did and didn't
happen and why? California Managemen! Rewvicwo 41 (1), 43-73.

183



Managenent for Nurses and Health Professionals

Cole B & Perrides M. (1995) Managing values and organisational climate in a
multi-professional setting. In Soothill K., Mackay L. & Webb C. (eds)
Interprofessional Relations in Heelth Care, Edward Arnold, London, 62-74.

College of Oceupational Therapy (1995) Code of Ethics and Professionnl Corduct for
Crcerepational Therapists. College of Occupational Therapists, London,

College of Radiography (1994) Code of Professional Conduct. College of
Radiographers, London.

College of Speech Therapists (1988) Code of Ethics and Professional Condrect, with
Etlvical Greirdelines for Research, College of Speech Therapists, London.

Collins Do (1998) Orgarizational Change: Sociological  Perspectives. Routledge,
London.

Collins D, (2000) Mamayement Fads and Buzzwords: Critical Proctical Perspeclives.
Routledge, London.

Connelly ]. (2000} A realistic theory of health sector management the case for
critical realism, fourme! of Menageerent in Medicine 14 (576), 262-271.

Connolly M. (1995) Editorial: Managers and professionals. Puldic Money &
Managemen! 15(2), 3.

Cooper H., Carlisle C., Gibbs T. & Watkins C. (2001) Developing an evidence
base for interdisciplinary learning: a systematic review. Jorrual of Advencod
Mursing 35 (2), 238-237.

Coulter A {2002) After Bristol: putting patients at the centre. Brilish Mudical
lenrunl 324, 648-651.

Cowley S, (1999) Mursing in a managerial age. In Norman 1 & Cowley 5. (eds),
The Clanging Natwre of Nursing in @ Managerial Age, Blackwell Science, Oxford,
307

Cox D. (1991 Health service management- a sociological view: Griffiths and the
non-negotiated order of the hospital. In Gabe J., Calnan M. & Bury M. (eds),
The Soceology of e Health Serwice, Routledge, London, 89-114.

Cox D (1992) Crisis and opportunity in health service management. In Loveridge
R. & Starkey K. {eds), Continuity and Crisis in the NHS The politics of design and
inmgration in ealth core, Open University Press, Buckingham, 2342

Craig ]. V. & Smyth R. L. {eds) (2002) The Evidence-Based Practice Manwal for
Nurses, Churehill Livingstone, Edinburgh,

Crainer 5. (1998) Koy Muuagemeent fdeas (Third Edition). Fiesecial Times/Pitman
Publizhing, London.

Crosby P (1979) Queality Withont Tenrs. Mentor, Mew York.

Crosby P, (1985) Quality is Free. Mentor, New York.

Cunningham G. & Kitson A. (2000) An evaluation of the RCN clinical leadership
development programme: part 2. Nursing Standnrd 13 (15), 34-40.

Currie C. (1999) The influence of middle managers in the business planning
process: a case study in the UK NHS. British Jowrnal of Management 10, 141=
155.

Currie G (2000) The role of middle managers in strategic change in the public
sector — the case of marketing in the NHS. Prblic Money & Mamagenent 20 (1),
17-22,

Cutler T. & Waine B. (2000) Managerialism reformed? New labour and public
sector management. Social Policy & Administmbion 34 (3), 318-332.

Davies H.T.O. Nutley 5.M. & Mannion R. (2000) Organisational culture and
quality of health care. Quality in Health Care 9, 111=11%.

184



References

Davies H.T.Q., MNutley 5.0, & Smith P.C. (1999) What works? The role of
evidence in public sector policy and practice. Pullic Movey & Mamagement 3-5.

Davis C (1988) Philosophical foundations of interdisciplinarity in caring for the
elderly, or the willingness to change your mind. Physiotherapy Practice 4, 23-25,

Dawson P. (1994) Organizational Chauge: A Processual Approach. Paul Chapman
Publishing Limited, London.

Dawson 5., Winstanley P, Mole V. & Sherval J. (1995) Managing in te NHS: A
Case Study of Sendor Executives. HMSO, London.

Deal T. & Kennedy A. (1982) Corpornte Culfures: The Rites and Ritvals of Corporate
Life. Addison-Wesley, Mew Yark.

Drecker D. (1995) Market testing — does it bring home the bacon? Health Serwice
Torirnal 105 (5436), 26~28.

Deming W.E. (1988) Ont of the Crisis. University Press, Cambridge Mass.

Denison D, (1984} Bringing corporate culture to the bottom line. Crgreizalion
Dymamics Autumn, 5-22.

Denzin MUK, (1989) Interprelive lnteractionisin. Newbury Park, Age Publications.

Department of Health (1969 Working for Patients (Cm 555), HMS0O, London.

Department of Health (1993) Changiog Childbarth {(Part 1): Report of the Expert
Mafernity Gronp. HMSO, London.

Department of Health (1995a) NHS and Community Health Serviees — nen niedical
staff 1989-1994, HMSO, London.

Drepartment of Health (1995b) Career Pathuays, DOH, Wetherby.

Department of Health (1996a) Priseary Care: Delivering M Fulure (96/395),
HMSO, Londen.

Department of Health (19960) The NHS: A Service with Ambitions (cm 3425).
HME0, London,

Department of Health (1996c) Primary Care: Choice and Opporteority,. HMSO,
London.

Department of Health (1997} The New NHS Modern Dependable (Cm3807). HMSO,
London.

Department of Health (1998) A First Class Service: Quality in the New NHS. DOH,
Leeds.

Department of Health (1999) Working Together = Securing a Quality Workforce for
the NHS. DOH, London.

Department of Health (2000a) The NHS Plan: A Plan for [neestment, a Plan for
Reform Cm 4818-1. DOH, London.

Department of Health (20000) A Health Service of all the Talents: Developing the
NHS Workforee. DOH. London.

Department of Health (2000c) Mecting the Challenge: A Stratesy for the Allied Tealth
Professions. DOH, London.

Department of Health (2001) fmplementing the NHS Plan = Modern Matrons, H5C
20001/010. DOH, London,

Department of Health (2002) Code of Condret for NHS Mamagers, DOH, London,

Department of Health and Social Security (1972Z) MNatiomal Heelth Service
Reorganisabion: England (Foreword) Crand 5055, HMSO, London.

Department of Health and Social Security (1983) The NHS Management Enguiry
(The Griffiths Report), DA(B3)38, DHSS, London.

Department of Trade and Industry (1995) The Quality Gurus (Managing in the
"00s). DTI, London.

185



Management for Nurses and Health Professionals

Dickson A. (1998) Women on top — a study of senior women managers in local
authoritios. Seciel Serodors Research 2, 11=22,

Dixon J. (1998) The context, In Le Grand J., Mays M. & Mulligan ]. {eds), Learming
frome the dnternal Marke!, King's Fund, London, 1-14.

Dobson R. (2000) Review condemns poor leadership of Oxford cardiac services,
Brittsh Medice! Jowrnal 321, 1307,

Dopson S, & Stewart R. (1990a) Public and private sector management: The case
for a wider debate. Pullic Money and Managesent 10 (1), 37=40

Dopson 5. & Stewart B (1990b) What is happening to middle management?
British Jorwenal of Management 1, 3-16.

Dopson 5. & Waddington 1. (1996) Managing social change: a process
sociological approach to understanding change in the NHS. Sociology of
Health and Hlness 18 (4), 525-550.

Draper H. (1998) Should managers adopt the medical ethic? Reflections on
health care management. In Dracopoulous 5. (ed), Ethics and Vielwes in Health
Care Managencnt, Routledge, London, 38-55,

Dunleavy P. & Hood C. {1994) From old public administration to new public
management. Pullic Mowey & Mamagement 14 (3), 9-16.

The Econespizt (1993) The salaryman rides again. The Economist 334 (79(00),
February 4, 82,

Edmonstone .. {1986) If you're not the weodcutter, what are you doing with
that axe? Health Services Manpower Feview 12(3), 8-12.

Edmonstone ). (1997a) The continuing development of clinical management.
Britesh fosernal of Health Care Management 3 (5), 265-267.

Edmonstone J. (1%97b) The continuing development of clinical management I1.
British Jowrnal of Healtly Care Managenent 3 (7), 363-365.

Edmonstone |. & Harvegal M. (1993) Carcer Transitions from Fumclional to General
Muanagenent within the NHS in Scoffand. Management Development Group,
Scottish Health Service Centre, Edinburgh.

Edmonstone |. & Harvegal M. (1996) New Roles for Qld: The Roles aed Developaent
MNeeds of Business Managers, Locality Maragers and Practice Manngers within Hhe
NHS5 in Scotland. Management Development Group, Scottish Health Service
Centre, Edinburgh.

Edmonstone |. & Western ]. (2002) Leadership development in health care: what
do we know? Jourmal of Maragement in Medicine 16 (1), 34—47,

Effective Health Care Bulletin (1999) Getting evidence into practice. NHS Centre
for Beviewos and Dissenvnation 5(1), 1-16.

Ellis R. & Whittington D. (1993) Quality Assuranee in Health Care: A Hundbook,
Edward Arnold, London.

Exworthy M. (1994) The contest for control in communily health services:
General managers and professionals dispute decentralisation. Policy & Politics
22 (1), 17-29,

Exworthy M. (1996) Managers and clinical audit: past, present and future. British
Jorernal of Health Care Managenent 2(11), 605-608.

Farnham D. & Horton 5, {1993) The political economy of public sector change. In
Farnham D. & Horton 5. (eds), Maowagrng Hie New Public Services, Macmillan,
Houndmills, 3-26.

Fayol H. (194%) General and Industriol Management. Pitman, London.

Ferlie E,, Fitzgerald L. & Wood M. (2000) Getting evidence into clinical practice:

186



References

an organisational behaviour perspective. Jowrual of Health Services Research &
Policy 5 (2), 96-102.

Ferlie E., Ashburner L., Fitzgerald L. & Pettigrew A. (1996) The New Pulblic
Management in Action. Oxford University Press, Oxford.

Fiedler F.E. (1967) A Theory of Leadersiip Effrctiveness. MoGraw-Hill, Mew York,
Finlayson B.. Dixon )., Meadows 5. & Blair G. (2002) Mind the gap: the policy
response to the NHS nursing shortage. British Medicnl fournal 325, 541=544.
Fitzgerald L. (2001) Changing clinical practice in primary care: Do we really
understand what influences behaviour? Wiat Malters (R & D Mews W

Region) 13, 12-13.

Fitzgerald L., Ferlie E., Wood M. & Hawkins M. (1999) Evidence into practice?
An exploratory analysis of the interpretation of evidence. In Mark A.L. &
Dopsan 5. (eds), Organisational Behavionr in Health Cave - The Rescareh Agenda,
Macmillan Business, Houndmills, 189-206.

Floyd 5 W & Woolridge B (1997) Middle management’s strategic influence and
organizational performance. fonrmal of Mamagensent Sterdies 34 (3), 465=185.
Flynn N. (1993} Public Sector Management (Second Edition). Harvester

Wheatsheaf, New York.

Flynn R. (1999) Managerialism, professionalism and quasi markets. In Exworthy
M. & Halford 5. (eds), Professionals and Hre New Managerialism in the Public
Secter, Open University Mress, Buckingham, 18-36.

Flynn R., Williams G. & Pickard 5. (1996) Murkets and Networks: Comracting in
communify health services. Open University Press, Buckingham.

Forbes A. & Griffiths P, (2002). Methodological strategies for the identification
and synthesis of ‘evidence’ to support decision-making in relation to complex
healthcare systems and practices. MNursing fnguiry 9(3), 141-155.

Forbes T. & Prime M. (1999) Changing domains in the management process.
Radiographers as managers in the NHS. Jorraal of Management in Medicine 13 (2).

Fox B (1992) The Social Mesning of Surgery. Open University Press, Milton
Kevnes,

Franks A, (2001) How goes the nightwatchman? An overview of the first annual
clinical governance reports 19992000 from acute brusts in an English NHS
region. forrual of Managesent in Medicine 15 (3), 220-226,

Funnell P. {1995) Exploring the value of interprofessional shared learning. In
Interprofessional Relations in Health Care, Soothill K., Mackay L. & Webb C.
(eds), Edward Arnold, London, 63-171.

Cagliardi P. (1966) The creation and change of organizational culture: a
conceptual framework. Organization Studies 7(2) 117-134.

Garside P. (1998) Organisational context for quality: lessons from the fields of
organisational development and change management. Crality in Health Care
7 (4), 58-515.

Geerte C. (1973) The Inlerpretation of Cultures. Basic Books, New York.

Gerth H. & Mills C. (1948) From Max Weber: Essays in Seciology. Oxford University
Press, Oxford.

Gill J. & Johnson P. (1991) Research Methods jor Managers. Paul Chapman
Publishing Limited, London.

Gill J. & Ling J. (1995) Interprofessional shared leaming: a curriculum for
collaboration. In Scothill K., Mackay L. & Webb C. (eds), Inferprofessional
Relations in Health Care, Edward Armold, London, 172-193.

187



Managenrent for Nurses and Health Professionals

Clennerster H., Matsanganis M., Owens P. & Hancock S. (1994) Iuplewenting
GP Fendholding: Wild Card or Winning Hand? Open University Press,
Buckingham.

Gray A. & Jenkins B, (1995) From public administration to public management:

reassessing a revolution? Pullic Administration 73, 7599,

Green ). & Thorogeod M. (1998) Aualysing Health Policy: A Sociological Approach.
Longman, London.

Gregory K. (1983) MNative view paradigms: multiple eultures and culture conflicts
in organizations. Administrative Science Quarterly 28, 359-376.

Griffiths R. {1992) Seven years of progress — general management in the MHS.
Haealth Ecoromics 1, 61=70.

Grint K. {1995) Management: A Sociological Iutrodiuction. Polity Press, Cambridge.

Grint K. (1997) Fuzzy Mrangenrent. Oxford University Press, Oxford,

Guest I (1992) Right enough to be dangerously wrong: an analysis of the In
Search of Excellence Phenomenon, In Salaman G. (ed), Human Resouroe
Stralegics, Sage, London,

Gullick L. & Urwick L. (1937) Papers on the Science of Administration, Columbia
University Press, New York.

Gunn L. (1988) Public management: a third approach? Pablic Moemcy &
Muarmagement 8 (3), 21-25.

Hackman RJ. & Wageman R (1995) Total quality management: Empirical,
conceptual, and practical isswes. Adwninistrative Science Quarterly 40, 3089342,

Hales C. {1986) What do managers do? A critical review of the evidence. Jourual
of Managenent Sfadics 23 (1), 88=115.

Hales C. (1993) Mamaging Thronglh Organisation. Routledge, London.

Halladay M. & Bero L. (2000) Implementing evidence-based practice in health
care. Public Money & Mamagement 20(4), 43-50.

Ham C. (1992} Healtlr Policy in Britein (Third Edition). Macmillan, Houndmills,

Ham C. (1994) Beforming health services: learning from the UK experience.
Social Policy & Administralion 28 (4), 293-298,

Ham C. (1997) Maoagenwent and Orgaenisation in e NHS (Second  Edition).
Radcliffe Medical Press, Abingdon.

Hammer M. & Stanton 5.A. (1995) The Reengincering Revoiwetion Havdbook. Harper
Collins, London.

Hammersley M. (1983) From ethnography to theory: A programme and
paradigm in the sociology of education. Secielogy 19 (2), 244-259.,

Hammersley M. (1990 What's wrong with ethnography? The myth of
theoretical description. Socialogy 24 (4), 597-615.

Hammersley M. {(1992) Wihal's Wrong with Ethnography? Routledge, London.

Hammersley M. (1993) Theory and evidence in qualitative research. Quantity &
Queality 29, 55-66,

Handy C. (1993) Understanding Organizations (Fourth Edition). Penguin Books.

Handy C. (199%4) The Empty Raincost, Making Sense of the Futire. Hutchinson,
London.

Handy C. (1997) The Hungry Spirit. Hutchinson, London,.

Harrison LH.J. (1999) The rhythm of quality management. British Jourmal of
Health Care Managoment 5(6), 241-246.

Harrison |. & Thompson D. (1992) A flat earth syndrome. Health Service fournal
102 (5320) 17 September, 29.

188



References

Harrison 5. (1988) Managing the National Health Service: Shifting the Frontier?
Chapman and Hall, London.

Harrison 5, (1998) The politics of evidence-based medicine in the United
Kingdom. Paolicy & Politics 26(1), 13-29.

Harrison 5. & Pollitt C. (1994) Controlling Health Professionals. Open University
Press, Buckingham.

Harrison 5., Hunter 2., Marnoch G, & Pollitt C. (1992) Just Managing: Power and
Culture in the National Helth Service. Maemillan, Houndmills,

Harrow ]. & Willcocks L. (1990) Public services management: activities, initiatives
and limits to learning. Jowrnal of Management Studies 27 (3), 281-304.

Harrow J. & Willcocks L. (1992) Management, innovation and organizational
learning. In Willcocks L. & Harrow |]. (eds), Rediscovering Public Services
Muauagesent, McGraw-Hill Book Company, London, 50-83.

Hart E. {1991) Ghost in the machine. Health Service Jowrmnal 101 {5281) 5 December,
20-22,

Harvey 5 (1994) Trustworthy nurses. Nursing Maragement 1(2), 16-17.

Haslock [. (2000) Clinical governance: an acute trust’s approach, British Jowrnal of
Health Care Management 6(1), 21-23.

Hearnshaw H., Reddish 5., Carlyle D, Baker R. & Roberston M. (1998)
Introducing a quality improvement programme to primary health care
teams, Qunlity i Health Care 7 (4), 200-208,

Henry C. (1995) Mismatch of Policy and Practice. In Henry C. (ed), Professional
Etlics and Crgonisational Change in Education and Health, BEdward Arnold,
London, 102-108.

Hersey P. & Blanchard K.H. (1993) Management of Organizetional Beluwior:
Litilizing Huoran Resonrees (Sixth Edition). Prentice-Hall, New York.

Hewison A, (2001} The modern matron: reborm or recycled? fournal of Nursing
Munagenrent 3(4), 187-189.

Hewison A. (2002) Exploring middle management in the NHS. British Jowrnal of
Health Care Management 8(1), 16-21.

Hewison A. & Stanton A. (2002) From conflict to collaboration? Contrasts and
convergence in the development of nursing and management theory (1)
Jowrital of Nursing Mauagensnt 10 (6), 349-355.

Hewison A. & Stanton A. (2003) From conflict to collaboration? Contrasts and
convergence in the development of nursing and management theory (2).
Jorrnal of Nursing Management 11(1), 15=24.

Hewison A, & Wildman 5. (1996) The theory-practice gap in nursing: a new
dimension. Jorrnal of Adwnced Nursing 24, 754-761.

Holt F.R. (1999 Making incisions into clinical govermance decisions. British
fournal of Health Care Management 5(7), 290-293.

Honigsbaum F. (1979) The Division in British Medicive. Kogan Page, London,

Hood C. (1991) A public management for all seasons. Public Admiristration 69,
3=19.

Hope V. & Hendry J. (1995) Corporate cultural change is it relevant for the organ-
isations of the 199057 Heunumn Resowrce Management fonrnal 5(4), 61-73.

House R.J. (1971) A path-goal theory of leadership effectiveness, Adminishratine
Science Quarterly 16, 321-338.

Huczynski AA. (1993) Mamagesment Grrus: Wit Makes Theor and How o Beoome
Che. Routledge, London.

189



Management for Nurses and Henlth Professionals

Hughes D. & Griffithe L. {(1999) On penalties and the Patients Charter:
centralism vs decentralised governance in the NHS, sﬁk‘;ﬂ;ﬂgﬁ ﬂf Health &
Hiness 21, 79-94.

Hugman R. (1991) Peaer fre Caring Professions. Macmillan, London.

Hunt P. (2000) Speech made at the Nursing, Midwifery & Health Visiting
Conference, London. httpzifwww.doh.gov.ukfstheast/press128.htm

Hunter D). {1992) Doctors as managers: Poachers turned gamekeepers? Socinl
Scienge & Medicing 35 (4), 557-566.

Hunter [3]. {(1996) The changing roles of health care personnel in health and
health care management. Sociel Scignce & Medicine 43 (5), 799-808.

Hurley R.E. & Kaluzny A.D. (1987) Organizational ecology and health services
research: new answers for old and new questions, Medienl Care Revice 44(2),
235-255.

Huxham C. & Bothams . {1995) Bridging the divide: the duality of roles for
medical directors and clinicians in the new NHS. Public Money & Management
15(2), 27-34.

Nes V. (1997) Really Managing Health Care. Open University Press, Buckingham.

les V. & Sutherland K. (2001) Organisational Change: A Review for Health Care
Manayers, Professionals and Researcliers. National Coordinating Centre for NHS
Service Delivery and Organisation R & D, London.

[HSM (1994a) Creative Carcer Paths Report No 1: Top Managers. Department of
Health, London

THSM (1994k) Creative Career Paths in the NHS Report Mo 2: Managers who haee 10l
e MHS. Department of Health, London.

IHSM (1995a) Creatfve Carcer Paths in the NHS Report No 3: Managers in Fifleen
NHS Orgamisations. Department of Health, London.

IHSM (1995b) Creative Career Paths Report Wo 4: Senior Nurses, Department of
Health, London

Jackson D. & Humble |. (1995) Middle managers: new purpose, new directions.
Jowrnel of Menagemen! Developirent 13 (3), 15-21.

Jackson 5. & Hinchliffe 5. (1999) Improving organisational culture through
innovative development programmes. febernational fowrnal of Health Care
Cuealily Assnrance 12 (4), 143148,

Jagues E. (1976) A General Theory of Bureaneracy. Halsted Press, New York.

Jelinek M., Smirich L. & Hirsh P. {1983) Introduction: a code of many colours.
Adminisirative Science Quarlerly 28, 331=338.

Jehnston G., Crombie LK., Davies HT.O., Alder EM. & Millard A. (2000)
Reviewing audit: barriers and facilitating factors for effective clinical audit.
Qualily in Health Care 9, 23-36,

Joseph K. (1974) Foreword from National Health Serofee Reorganisation: England.
Cmnd 5055, HMSO, London.

Joss R. & Kogan M. (1995) Advancing Quality: Total Quality Mearagement in Hie
Netiomal Health Service. Open University Press, Buckingham,

Juran |.M. (1992} Juran on Quality by Design: The New Steps for Planning Quality
into Goods and Services. Free Press, New York,

Kakabadse A. (1982) The Culture of Hie Social Services. Gower, Aldershot,

Keen L. (1997) Markets, quasi markets and middle managers in local
government. Public Policy and Administration 12(3), 42-58,

Keen L. & Scase R. (1996) Middle managers and the new managerialism. Loeal

190



References

Government Studies 22 (4), 167-186.

Keen L. & Vickerstaff 5. (1997) "We're all human resource managers now’: local
government middle managers. Public Money & Management 17 (3), 4145,
Kennedy C. (1998) Guide lo the Management Gurns, Century Business, London.
Keys R. & Bell R. (1982) Four faces of the fully functioning middle manager.

Californin Management Reviewr XXTV (4), 59-67.

Kilmann R.H,, Saxton M.]., Serpa R. & Associates (1985) Gaining Conlrol of the
Corporate Culture. Jossey-Bass, San Francisco.

Kimberly |.E. & Miles B.H. (1980) The Organizational Life Cycle. Jossey-Bass, San
Francisco.

Kimberly LR. & Rottman D. B. (1987) Environment, organization and
effectiveness: a biographical approach. Journal of Management Studies 24(6),
595-622.

Kitson A. (2002) Recognising relationships: reflections on evidence-based
practice. Mursing Inquiry 9(3), 179=186.

Kitson A, Harvey G and McCormack B. {(1998) Enabling the implementation of
evidence-based practice: a conceptual framework. Quality in Health Care 7,
149-158,

Klein B. (1995) The New Politics of He NHS (Third Edition). Longman, London.

Emietowicz Z. (2000) NHS Trust ‘condoned’ abuse of elderly patients, British
Moedieal forrmnl 321, 1244,

Kouzes [ M. and Mico P.R. (1979) Domain theory: an introduction to
organizational behaviour in human service organizations. Jowrnal of Applicd
Bedionral Scicnee 15 (4), 169=174,

Kovner AR, Elton |.] and Billings J.D. (2000) Evidence-based management.
Fromtiers of Health Services Management 16(3), 324,

Eroeber A. & Kluckholm C. {1952) Cuiture: A Critical Rewview of Concepts and
Definitions. Vintage Books, Mew York.

Langridge C. (1993) Women on the edge. Health Service Jourmal 7 October 28-30.

Lawton A, (1998) Ethical Managensent for the Public Services. Open University
Press, Buckingham.

Le Grand ]. (1993) Evaluating the NHS Reforms. In Robinson R. & LeGrand J.
(eds), Evaluating the NHS Reforis, King's Fund Institute, Hermitage, 243-260.

Le Grand |, Mays M. & Mulligan J. {(eds) (1998) Learniing from fie NHS Taterial
Market: A Review of the Evidence. King's Fund, London.

Learmonth M. (1997) Managerialism and public attitudes towards UK NHS
managers. fonrnal of Mamagement in Medicine 11(4), 1-6.

Learmonth M. {1998) Kindly technicians: hospital administrators immediately
before the NHS. Jourmal of Mavegenent in Medicine 12 (6).

Learmonth M. (2003) Making health services management research critical: a
review and a suggestion. Seciology of Health & [limess 25 (1), 93-119.

Leathard A. (1994a) Inter-professional developments in Britain: an overview, In
Leathard A. (ed), Going luter-Professional: Working together for health and welfare,
Routledge, London, 3-37,

Leathard A. (1994b) Conclusion and future agendas for interprofessional work.
In Leathard A. (ed), Going Inter-Professional: Working together for Tealth aud
welfare, Routledge, London, 206230,

Leatherman 5. & Sutherland K. (1998) Evolving quality in the new NHS: Policy,
process, and pragmatic considerations. Qualily in Heallh Care 7, 554-561.

171



Management for Nurses and Health Professionals

Lewin K. {1951) Ficld Thicory in Social Science. Harper Row, New York.

Linstead 5. & Grafton-Small R, (1992) On reading organizational culture,
Organization Stedics 13 (3), 331-355.

Lipley N. (2001) Milburn's matrons can't take credit for cleanliness. Nursing
Standard 16(8), 8.

Lipsky, M. (1980) Strect-Level Brreancracy, Russell Sage Foundation, New York.

Lorbiecki, A. (1995), ‘Clinicians as managers: Convergence or collision?. In
Soothill K., Mackay L. and Webb C. {eds), Interprofessional Relations in Health
Care, Edward Arnold, London, 88106,

Lord J. & Littlejohns P. (1994) Secret garden. Health Service jowrnal 104 (5417), 18=20.

Loughlin M. {2002) Ethics, Manegement and Mytholegy, Radcliffe Medical Press,
Abingdon,

Lukes 5. (1974) Power = A Radical Viewe, Macmillan, London,

Lupton C. & Tavlor P. {19953) Coming in from the cold. Herlth Service Jowrmal
105{5444), 22-24.

Macara 5. (1995) Culture of consensus. IHSM Network 2 (3), 2.

MeCallin A, {2001) Interdisciplinary practice = a matter of teamwork: an
integrated hiterature review. lournal of Clinteal Nursing 10, 419428,

McConville T. & Holden L. (1999) The filling in the sandwich: HEM and middle
managers in the health sector, Personnel Rewvicie 28 (5/6), 406—124,

MeGregor D, (1960) The Human Side of Enterprise. MeGraw-Hill, New York.

Melnnes E, Harvey G., Duff L., Fennessy G., Seers K. & Clark E. (2001)
Implementing evidence-based practice in clinical situations. Nursing Standared
15 {41}, A0=i.

Macintyre 5., Chalmers [, Horton R. & Smith R. (2001) Using evidence to inform
health policy: a case study. British Medical Jorrnnl 322, 222-225,

Mackay L., Soothill K. & Webb C. (1995) Troubled times: the context for
interprofessional collaboration?” In Soothill K., Mackay L. & Webb C. (eds),
Interprofessional Relations in Health Core, Edward Arnold, London, 1-10,

MeKee L., Marnoch G, & Dinnie M. (1997) Medical Managers: Puppet masters or
puppets? Sources of power and influence in clinical directorates. Conference
Paper, British Sociclogical Asseciation, Medical Sociclogy Group Conference,
York, September.

McKenna H. (1997) Nursing Theories and Models. Routledge, London.

Mackenzie 5. (1995) Surveying the organizational culture in an NHS trust.
Jorwrnal of Management in Medicine 9(8), 69=77,

Malek M., Vacani ., Rasquinha J. & Davey P. (eds) (1993) Managerial Issues in Hie
Reformed NHS. John Wiley and Sons, Chichester,

Management Research Group (1998) Leadership Effectivencss Analysis.
Management Research Group Inc, Portland.

Mansan T. (1977) Management, the professions and the unions: a socital analysis
of change in the Mational Health Service. In Stacey M., Reid M., Heath C. &
Dingwall R. (eds), Health and the Division of Labonr, Croom Helm, London,
London, 196-214.

Mark A. (1995) Developing the doctor manager: Reflecting on the personal costs.
Health Services Managemend Research 8(d), 252-258.

Mark A. & Scott H. (1992) Management in the Mational Health Service. In
Willcocks L. & Harrow [. (eds), Rediscovering Public Services Mamagement,
MeGraw-Hill Book Company, London, 197-234.

192



References

Marshall G. (1994) The Concise Owford Dictionary of Sociology. Oxford University
Press, Oxford.

Maslow AH. (1970) Motivation and Personality. Harper and Row, New York,

Maxwell R.J. (1984) Quality assessment in health, British Medical Journal 288,
14701472

Maxwell R.J. (1992) Dimensions of quality revisited: from thought to action.
Quality in Heeth Care 1, 171-177.

Maynard A. (1994) Can competition enhance efficiency in health care? Lessons
from the reforms of the UK National Health Service. Social Scicnoe & Medicine
39 (10), 1433-1445.

Meek V. (1988) Organizational culture: origins and weaknesses. Organization
Studics 9 (4), 453473,

Metealfe L. & Richards 5. (1990) Improving Public Managemenl. Sage Publications,
Londaon.

Metherall A. (2000) Matron belongs to another age (letber). Nursing Times 96(33), 24.

Meyerson [ & Martin [, (1987) Cultural change: an integration of three different
views. fonraal of Managewment Studies 24 (6), 623647,

Miller C., Freeman M. & Ross M. (2001) interprofessional Practice in Health aod
Social Care. Arnold, London,

Ministry of Health (1946) The National Health Serviee Bill. HMSO, London,

Ministry of Health (1966) Report of Hie Commiltiee on Senior Nursing Staff (Salwmon
Report). HMSO, London,

Mintzberg H. (1987) Crafting strategy. Harvard Business Reviso July=August, 6675,

Mintzberg H. (1994a) Managing as blended care. Journal of Nursing Aduwrini-
stration 24 (9), 29-36.

Mintzberg H. (1994b) Rounding out the manager's job. Sloan Management Revicie
36{1), 11-26.

Mintzberg H. 1996, Musings on management. Harvard Business Review, July-
August: 61-67.

Mohan J. {1996) Accounts of the NHS reforms: macro-, meso- and micro-level
perspectives. Sociology of Henlth & liness 18(5), 6756598,

Morgan G. (1986) Imiages of Organization. Sage Publications, London.

Morgan G. (1997) Images of Organization (Second Edition). Sage Publications,
Thousand Oaks.

Moss Kanter R. (1982) The middle manager as innovator. Harvard Business
Revigwe Junefuly, 95-105.

Muir Gray J.A. (1997) Evidence-Based Health Care: How lo Make Health Policy amd
Management Decisions. Churchill Livingstone, New York,

Mullally 5. (2003) Visions from the Chief Nursing Officer. Jowrnal of Nursing
Management 11(1), 1-4.

Mullins L.J. (2002) Mamagement and Crganisational Belowioar (Sixth Edition),
Prentice Hall, Harlow.

Meuhauser D, (2000} The challenge of evidence-based management. Fromticrs of
Henlth Sevvices Mavagenrent 16 (4), 3944,

Mew B. (1999) A Good Enough Service: Valwes, Trade-offs amd the NHS, Institute for
Folicy Research/King's Fund, London,

Mewman ]. (1994a) The limits of management: gender aned the politics of change.
In Clarke A., Cochrane A. & McLoughlin E. (eds), Mamaging Social Policy, Sage
Publications, London, 182-209.

193



Management for Nurses and Health Professionals

Mewman J. {1994b) Beyond the vision: cultural change in the public sector. Public
Money & Mamagemoent 14 (2), 59-64.

Mewman | & Clarke ]. (1994) Going about our business? The managerialization
of public services. In Clarke ], Cochrane A. & Mclaughlin (eds), Managing
Social Policy, Sage Publications, 13-31.

NHSE (1999} The WNHS Performaice Assesswienl  Framemwork, National Health
Service Executive, Wetherby.

MNHSE (2001} Leading an Empowered Organisafion. WHSE (hitpdiwww.gov.ukfero/
leron vt

NHSE (2001a) NHS Nationsl Nursing Leadership Project. httpafwww.nursing
leadership.coukfren_leofeo_infohtm

NHSE (20001b) LEQ (Leading an Empowered Organisation). httpfiwww.doh.gov.uk/
eroflen.ht.

NHSEKing's Fund (2000) The Nursing, Midwifery and PAM Lendership Programnie
2000 {West Midlwads Leadership Programane), NHSEKing's Fund, Birmingham.

Miesgen L W, Grijseels E W M and Rutten F F H. (2000) The evidence-based
approach in health policy and health care delivery. Social Scicnce & Medicine
51 (&), 859869,

Mursing & Midwifery Council (2002) Code of Professional Conduct, NMC, Londoen,

Muthew 5. & Davies HT.O. (2000) Making a reality of evidence based practice:
some lessons from the diffusion of innovations. Public Money & Managenent
20 (4), 35-42.

Nutley 5., Davies H.T.O. & TI“E‘_}" M. (2000) Getting research into practice. Prbilic
Mone 1w & Management 20 (4), 3-6

Oakland 1.5, (1993) Todal Qualily Management (Second Edition). Butberworth-
Heinemann, Oxford,

Office for Public Management™HS Women's Unit (1994) Managing Beyond
Gender, QPM, London,

Osborne D, & Gaebler T, (1992) Reinventing Goverstent: Hote e enlreprencerinl
spirit 15 transforaning the public sector. Addison-Wesley, Reading Mass.

Ouchi W. (1981) Theory 2: How American business oo eet Hie Japavese challenge.
Addison-Wesley, New York.

Svretveit . (1992) Health Serwice Quality. Blackwell Scientific Publications,
Oford.

@vretveil ). (1993) Coordinating Conrnunity Care — Multidiseiplinary Teams and Care
Management, Open University Press, Buckingham.

Evretveit |, (1994a) All together now. Health Service Journal 104 (5437), 24-26.

Svretveit ] {]'JQ-IIJ} Changes in profession management, autonomy and
accountability in physiotherapy. Physiotherapy 80 (9), 605-609.

Gvretveil |. (1997) How lo describe interprofessional working. In Gvretveit |,
Mathias I, & Thompson T. (eds), (nterprofessional Working for Health and Socinl
Care. Macmillan, Houndmills, 9-33.

Evretveit ., Mathias P. & Thompson T. (eds) (1997) lnterprofessional Working for
Health and Social Care. Macmillan, Houndmills.

Owens I & Glennerster H. (1990) Nursing in Conflict. Maemillan Education
Limited, Basingstoke.

Owens P. & Petch H. (1995) Professionals and management. In Owens P,
Carrier 1. & Horder ]. {eds), Tuferprofessional sswes in Conmmnnify and Privwry
Care, Macmillan, Houndmills, 37-55.

194



References

Owens P., Carrier J. & Horder ). (eds) (1995) Inferprofessional Issues in Community
and Primary Care. Macmillan, Houndmills.

Packwood T. (1991) The three faces of medical audit. Health Service Jonrnal
September 26, 24-26.

Packwood T., Pollitt C. & Roberts 5. (1998) Good medicine? A case study of
business process re-engineering in a hospital, Pelicy & Politics 26 (4), 401-415.

Pascale R.T. & Athos A.G. (19868) The Art of lapanese Mamagement. Sidgewick and
Jackson, London.

Pascale R., Milleman M. & Gioja L. (1997) Changing the way we change. Harvard
Business Review NMovember=December, 127=139,

Paton C. (1995) Health Policy and Mamagement. Chapman and Hall, London,

Pearce L. (2002) MNursing leaders. RCN Magnzine Autumn, 25-27,

Pearson M. & Craig |. V. 2002, Evidence-based practice in nursing, In Craig [.V.
& Smith R.L. (eds), The Evidence-Bazed Practice Manual for Nurses, Churchill
Livingstone, Edinburgh, 3-20.

Peters T. (1988) Thriving on Chags. Macmillan, London.

Peters T. (1992) Liberation Managemernt. Macmillan, London.

Peters T. & Waterman R. W. (1982) In Searelt of Excellence: Lessons from Aneerica’s
best run compamies. Harper and Row, Mew York.

Peterson [, (2000) Matron must remain an historical figure (letter). Britizh Jorrmal
of Nursing 9(17), 1122,

Pettigrew A, Ferlie E. & Mckee L. (1992) Shaping Strategic Change. Sage, London.

Filla L., McKendrick ]. & Mason |. (1984) The challenge to middle managers.
Masmgement World 13 (33), 8-33.

Paollitt C. (1993a) Managerialisne aed He Prblic Services (Second Edition). Blackwell
Business, Oxford.

Fallitt C, {1993b) The struggle for quality: the case of the Mational Health Service.
Policy & Palitics 21(3), 161-170.

Pollite C. (2000) Is the emperor in his underwear? An analysis of the impacts of
public management reform. Public Management 2 (2), 181-199.

Pollitt C. & Summa H. (1997) Trajectories of reform: Public management change
in four countries. Pulblic Money & Managesrent 17 (1), 7-18.

Pollitt C., Harrison 5., Hunter D], & Marmoch G. (1988) The reluctant managers:
clinicians and budgets in the MHS. Finarecial Accowntability & Managanent 4 (3),
213-233.

Poole L. (2000) Health care: new labour’s NHS. In Clarke J. & Gerwitz 5, (eds),
Mew Managerialism New Welfare? Sage Publications, London, 102-121.

Powell M. A. (1997) Evaliating the National Health Service. Open University Press,
Buckingham.

Preston D. & Loan-Clarke J. (2000) The NHS manager a view from the bridge.
Jorraal of Management in Medicine 14 (2), 100-108.

Procter 5., Currie G. & Orme H. (1999) The empowerment of middle managers
in a community health trust: structure, responsibility and culture. Personne!
Reviee 28 (3), 242-257.

Fugh D.5. (ed) (1997) Crganization Theory: Seleched Readings. Penguin, London,

Pugh D.S. Hickson D.J., Hinnings C.R. & Turner C. (1968) Dimensions of
organization structure, Adwinistralive Science Quarterly 13, 65-105.

Quality Assurance Agency for Higher Education (2001a) Subject Benchmark
Statentent: Mirsig. QM, Gloucester.

195



Management for Nurses and Healtl Professionals

Quality Assurance Agency for Higher Ecucation (2001b) Subject Benchmark
Statement: Plyziotherapy. QAA, Gloucester,

Quality Assurance Agency for Higher Education (2001c) Subject Benchmark
Statenent; Occupatiomal Therapy. QAA, Gloucester,

Ranade W, (1997) A Future for the NHS? Health Care for the Millenninm (Second
Edition), Longman, London,

Ranson 5 & Stewart . (1989) Citizenship and government: the challenge for
management in the public domain, Political Stedivs XXXV, 5-24.

Ranson 5. & Stewart |. (1994) Managemenl for the Public Dowain: Enabling the
Learning Sociefy. Macmillan, Basingstoke.

Rawson D (199%) Models of interprofessional work: likely theories and
possibilities. In Leathard A. (ed), Going Inter-Professional: Working Together
for Health and Welfare, Routledge, London, 38-63,

Reedy I & Learmonth M. (2000) Nursing managers, transformed or deformed?
A case study in the ideology of competency. Jorrnal of Manngement in Medicime
14 (34), 155-156.

Repper D (1996) Clinical Direetors: The Emergence of Clinician Managers and Hieir
Mearing for Health Care Policy. Department of Mursing and Midwifery Studies,
University of Mottingham, Nottingham,

Roberts C., Crosby D, Dunn R, Evans K., Grundy [, Hopkins R., Jones P.,
Lewis P, Vetter M. & Walker P. (1993) Rationing is a desperate measure.
Health Sereice fowrmal 105 (5435), 15,

Robertson D, (1963) Dictiowary of Politics, Penguin Books, Harmondsworth,

Rogers EM. (1983) The Difftsion of lnosations (Third Edition). Free Press, New York.

Rogers EM. (1993) The Diffusion of linevations (Fourth Edition). Free Press, New
York.

Roland M., Campbell 5. & Wilkin D. (2001) Clinical governance: a convincing
strategy for quality improvement? Jowrnal of Management in Medicine 15(3),
188-201.

Sackett DL, & Rosenberg W.C. (1995) The need for evidence-based medicine.
Jonernad of the Royal Society of Medicine 88 (11), 620-624.

Sackett D, Rosenberg W., Gray ], Haynes R, & Ricardson W, (1996) Evidence-
based medicine: what it is and what it isn’t. Beitish Medical Jowrnal 312, 71-72.

Sackman 5. (1991) Crltrernl Knoneleder in Organizations — Exploring B Collective
Mimd. Sage Publications, London.

Salter B. (1998) The Politics of Change in He Naotional Health Service. Macmillan,
Houndmills.

Scase R, & Goflee R. (1989) Relichan! Managers. Unwin Hyman, London.

Schein E. (1984) Coming to a new awareness of organizational culture. Sloan
Management Review Winter, 3-6.

Schein E. (1996) Culture: the missing concept in organization studies,
Admintstrative Seignce Quarterly 41(2), 229-240.

Schlesinger LA, & Oshry B. (1984) Quality of working life and the middle
manager: muddle in the middle. Orgrmizalion Dynaniics Summer, 5-19.

Scholes |. & Vaughan B. (2002) Cross-boundary working: implications for the
multiprofessional team. Jorwrnal of Clivical Neersing 11, 399408,

Schin DA, (1971) Beyoud the Stable State. Morton, New York.

Schon DAL (1991) The Reflective Practitioner: How Professionals Think in Action.
ArenafAshgate, Aldershot.

196



References

Senge P. (1992) The Fifth Discipling: the art and practice of the learning organisation.
Century Business, London.

Shafritz .M. & O 1.5, (eds) (2001) Classics of Organization Theory (Fifth Edition).
Harcourt Caollege Publishers, Orlando.

Sheldon T. (1998) Promoting health care quality: what role performance
indicators? Qeelity in Healthi Care 7 (4), 545-s50.

Short [.H. (2000) A counter proposal on evidence-based management. Fronticrs of
Henlth Serwices Management 16(4), 27-34.

Singh J.V., House R]. & Tucker D). (1986) Organizational change and
organizational mortality. Adwministrative Scicece Ciarterly 31(4), 587-611,

Smircich L. (1983) Concepts of culture and organizational analysis. Administrafioe
Scienee Quarterly 28, 339-358.

Smith G.W. (1984) Towards an organisation theory for the MHS? Health Services
Manpower Reviene 19 (3), 3-7.

Smith |, Walshe K. & Hunter D.]. (2001) The ‘redisorganisation’ of the NHS.
British Medical Jowrmal 323, 1262-3.

Snell |. (2001) Thoroughly modern matron. Mealth Service fourual March 1,
28-31.

Soothill K., Mackay L. & Webb C. (eds) (1995) lelerprofessional Relations in Health
Care. Edward Arnold, London.

Spiers |. (1995) Is Brighton set to rock the WHS? Herlth Service Josrnal 105 (5439),
21

Spurgeon P. (1995) Background to GP Fuudlolding. Paper presented at GP
Practitioner Fundholding Conference, University of Oxford Department for
Continuing Education. 27 June,

Spurgeon P (1999) Organisational development: from a reactive to a proactive
process. In Mark AL & Dopson 5 (eds), Orgaaisational Behavionr in
Healtheare: The Research Agenda, Macmillan Business, Houndmills, 25-34.

Spurgeon P. & Barwell F. (1991) [mpleamenting Change in the NHS. Chapman &
Hall, London.

Stewart R. (1982) Choices for the Mannger: A Guide fo Mawagerial Work and
Belmwionr. MoGraw Hill Book Company (UK), Maidenhead.

Stewart R. (1989) Leading in the WHS: A Practical Guide. Maemillan, Houndmills.

Stewart R, (1999) Foreword. In Mark AL, & Dopson 5. (eds), Organiseiiona!
Behwavionr in Healtheare: The Research Agenda, Macmillan Business, Houndmills,
ix=xi.

Stewart R. (2002) Ewidence-based Muanagement: A Practical Guide for Health
Professionals. Radcliffe Medical Press, Abingdon.

Stewart ] & Walsh K. (1994) Performance measurement; when performance can
never be finally defined. Pullic Money & Manageneen! 14 (2), 4549,

Strong P. & Reobinson ). (1990) The NHS Under New Management. Open
University Press, Milton Keynes.

Sutherland K. & Dawson 5. (1998) Power and quality improvement in the new
MHS: the roles of doctors and managers. Quality in Health Care 7, 516-523,

Tannen D. (1995) The power of talk: who gets heard and why. Harvard Business
Rewiew Sept-Crct, 138-148.

Tannenbaum R. & Schmidt W.H. (1973) How to choose a leadership pattern.
Harvard Business Review, May=June, 162-180.

Taylor F.W. (1947) Scientific Management. Harper and Row, London.

197



Management for Nurses and Healtl Professionals

Teasdale K. (1992) Managing the Changes in Health Care. Walfe Publishing
Limited, London,

The Taquiry iete Hie Maragement of Care of Clildren receiving complex Heart Surgery
af fhe Bristol Rowal (nfirmry 1964-1995 (2001) HMS0, London. www.bristol-
inguiry.org.uk

Thomas L, (20000 Matron makes a comeback. Nursing Standard 14 (49), 3.

Thomas P, Griffiths F., Kai . & O'Dwyer A. (2001} Networks for research in
primary health care. British Medical Joirial 322, 588-590.

Thomson P (1992) Public sector management in a period of radical change:
1979=0992, Public Mowey & Manageneat 12(3), 3341,

Thomson R.G, & Barton A.G. (1994) Is audit running out of steam? Quality in
Henlth Care 3, 225-229,

Thompgon C. & Learmonth M. (2002) How can we develop an evidence-based
culture? In Craig |.V. & Smith R.L. (eds), The Evidence-Based Practice Mannal for
Nuraes, Churchill Livingstone, Edinburgh, 211-239.

Thompson D. (1994) Devcloping Managers for the Nete NHS. Longman, London,

Thompson N. (1995) Theory and Practice in Health and Social Welfare. Open
University Press, Buckingham.

Tordnglon 0. & Weightman . (1987) Middle management wark. Jouri! of
General Mammrgement 13 (7), 74-89,

Traynor M. {1994} The wviews and values of community nurses and their
managers: research in progress — one person’s pain, another person’s vision.
Joureeal of Advenrced Nursing 20, 101-109,

Traynor M. (1999) Managerialisn and Nursing: Beyond Profession and Oppression.
Routledge, London.

Traynor M. (2002) The oil crisis, risk and evidence-based practice. Narsing
lrgiiiry 9(3), 162169,

Trisolini M.G. (2002) Applving business management models in health care.
Iternational Jowrnal of Healith Plawning and Management 17, 295-314.

Turner B. (1987) Medienl Power and Socinl Knowledge. Sage Publications, London.

Vroom V.H. & Yetton P.W. (1973) Leadership and Decision Making, University of
Pittsburgh Mress, Pittsburgh.

Walby 5. & Greenwall |, (19%4) Managing the National Health Service, In Clarke
J.. Cochrane A. & MclLaughhn E. (eds), Managing Secial Policy, Sage
Publications, London, 57-72.

Walby 5., Greenwall ., Mackay L. & Soothill K. (1994) Medicine and Nursing:
Professions in o Clanging Health Service. Sage, London.

Wall, A. (1996) Travelling without arriving - management training in the NHS.
British Jocerual of Health Care Managesient 2 (4), 217=220.

Wall A. (1999) Courtin’ the middle. Health Service Jowrmal February 4, 22-25,

Walsh M. & Ford P. (1989) Nursing Riteals - Research and Rational Actipus,
Heinemann Nursing, Oxford.

Walshe K. (2002) The rise of regulation in the NHS, British Medical Jonrnnl 324,
67970,

Walshe K. & Rundall T. G. (2001) Evidence-based management: from theory to
practice in health care. The Millbauk CQuarterly 79 (3), 425-457,

Walt G. (1994) Health Policy: An Introduction to Process and Power. Zed Books,
London.

198



References

Watson T.J. (1994) Managing, crafling and researching: words skill and
imagination in shaping management research. Brilish Jorraal of Management
5(2), S77-587,

Watson T.J. (1995a) Rhetorie, discourse and argument in organizational sense
making: a reflexive tale. Organtzational Sfudics 16(5), B05-821.

Watson T.J. (1995b) Sociofogy of Work and Industry (Third Edition). Routledge,
London.

Weber M. (1948) Bureaucracy. In Gerth H. & Mills C. {eds), From Max Weber:
Essays in Socielogy. Oxford University Press, Oxford, 196-245,

Webster C, (1988) The Health Services Since the War: Volunte T Probilems of Health
Care i the Natiomal Health Service before 1957, HMSO, London.

Webster C. (1998) The National Health Service: A Political Hr'sl‘pry, Oxford
University Press, Oxford.

Weick K.E. (1976) Educational organizations as loosely coupled systems.
Adwminisirative Seienee Quarterly 21(1), 1-19.

Woerrett ]., Griffiths . & Clifford C. (Z002) A regional evaluation of the Leading
Empowered Organisation leadership programme. NTResearch 7(6), 459=470,

West E. (2001) Management matters: the link between hospital organisation and
quality of patient care. Qualily in Health Care 10, 4048,

West E., Barron DN, Dowsett ). & Newton .M. (1999 Hierarchies and cliques in
the social networks of health care professionals: implications for the design of
dissemination strategies. Secial Science & Medicine 48, 633=646.

Whire K. (2001) Professional craft knowledge and ethical decision-making. In
Higgs |. & Titchen A. (eds), Practice Knowledge and Expertise, Butterworth
Heinemann, Oxford, 142-148.

Whatley R. (1989) On the nature of managerial tasks and skills: their
distinguishing characteristics and organization. fourmal of Memagement Stedies
26(3), 210-224.

Wiles R. & Barnard 5. (2001) Physiotherapy and evidence based practice: an
opportunity or a threat to the profession. Secrological Research Online 6 (1), 1-
15

Willcocks L. & Harrow ], (1992) Introduction. In Willcocks L. & Harrow ], (eds),
Rediscopering  Public Services Management, MceGraw-Hill Book Company,
London, xiii=xxxi,

Willcocks L. & Mark A, (1989) IT systems implementation: research Andings
from the public sector, Journal of Information Technology 4 (2), 92-103.

Williams A., Dobson P. & Walters M. (1993) Changing Cullure - Mew
Organizationn! Approeches (Second Edition). IPM, London.

Williams J. (1995) Revival of the fittest, Health Serwvice Jonwrnal 105 (3476), 24
August, 24-35,

Willmott H. (1984) Images and ideals of managerial work: a critical examination
of conceptual and empirical accounts. Jowrnal of Managewent Studies 21(3),
349-368.

Willmott H. (1987) Studying managerial work: a eritique and a proposal. Jourmal
of Mamnagement Studics 24 (3), 250-270.

Willmott H. (1993) Strength is ignorance; slavery is freedom: Managing culture
in modern organisations. Jorrrnal of Managenest Stedies 30 (4), 515-552,

Wilson E. & Doig A, (1996) The shape of ideology: structure, culture and policy
delivery in the new public sector. Public Moncy & Mamagement 16(2), 53-61.

199



Management for Nurses and Health Professionals

Wood M., Ferlie E. and Fitzgerald L. (1998) Achieving clinical behaviour change:
a case of becoming indeterminate, Secinl Seience & Medicine 47 (11}, 1792-1738.

Workforce and Development Leadership Working Group (2000) Workforce aid
Desvlopinent — Embodying Leadership in the NHS. NHS Executive, London.

Wright 5. {1994} Culture in Anthropology and Organizational Studies. In Wright
S, (ed), Antlropology i Orgapizafions, Routledge, London, 1-31.

Wright Mills C, (1953) Wihite Collar. Oxford University Press, New York.

Wright Mills C. (1959) The Secielogical lmagination. Penguin Books,
Harmondswarth.

Young AP (2000} ‘I'm just me’ A study of managerial resistance. Jouwrnal of
Crganizational Change 13 (4), 375-378.

Young A, (1994) Unravelling the tightrope tensions. Nursing Mmnagement 1(3),
1617,

Young L. (2001} Bringing back matron. Prinmry Care Network, 32, 4.

Young 5. K, (2002) Evidence-based management: a literature review. Jourual of
Nuersing Monagenert 10 (3), 145-151.

Zeller M. (1993) Manager or therapist? British Journal of Qccnpational Therapy
38(1), 3H4-36.



Index

Allied health professionals 5, 6, 66,
113, 122, 151, 184, 171
Audit 53
Barriers to implementation 54

Boundary Management 172
Boundary Spanning 130, 132
Bristo] Roval Infirmary 45
Burcaucracy 16, 22, 117, 154
Business Process Reengineering 85

Change 66, 76-93
Mature of change 78
Theory 79-592
Classical Management 16=17
Clinical Directorates 32
Clinical Governance 40, 55-6
Progress 57-8
Clinical Management 117
Commission for Health Improvement
55
Conservative Policy 18-19, 26, 31
Continuing Professional Development
161
Control 63, 66, 154, 156
Cralt 10, 168-72
‘Critical-Practical Perspective’ 93,
175
Crosby 49
Culture 33, 58, 60-75
Cognitive 67
Components of 71
Drefinitions 62—
Imstrumental 65
Interpretive 69
Levels of 72

Deming 47
Diffusion of Innovations 83, 90-92

201

Doctors 4, 54, 58, 158, 159
Damain Theory 151-64
Management domain 154, 156
Palicy domain 153, 156
Research 157
Service/professional domain 155,
156

Evidence-based Management 167
Evidence-based Practice 9, 166
Excellence 29, 33, 65

FCEs (Finished Consultant Episodes)
3l

Forcefield Analysis 87

Fordism 32

Griffiths Report 4, 12, 19-23, 66, 115, 143
Research into Griffiths Report 20-23,
158

Hybrid Management 113=23

Ideal Types 30, 120, 169
ldeology 13, 73
Intermal Market 23
Interprofessional Working 134-50
Barriers to 143
Continuum of 136
Definitions 135
Learning 149
Professional Codes 147
Types of 13743

Juran 49
Language 9, 70, 72, 116, 119, 143

Leadership 57, 94-112
Definitions 93-9



Il

Leadership Theory 94-9
Behavioural category d6
Fanwtional or Group approasch 56
Chnalities or traits approach 95
Sitwational and contingency

approaches i
Style 93
Transtormational i3, 99
Leading Empowered Organizations
o, 104
Mational Cancer Nursing
Lc.:;’lc:*ship Programme %4, 100
Leadership Research in Health Care
1111

Management 1. 2, 5
Theory 13-15
Managerialism 27, 120, 167, 171
Middie Management 124-33
Changing role of 126-8
Dennition 125
In the MHS 128
Research 129
Modern Matron 4, 160

National Institute for Clnical
Excellence 55, 59
Natienal Service Frameworks 55
xew Public Management 26-39
fdval Tvpes
Efticiency drive 31
Dowensizing and decentralisalion
e
Im search of excellence 33
Pueblic service orentation 34
"rablems wilh definitions 27-30
Rusearch 36
NHs Mam 4, 2, 37, 38, 40, 76, 94, 114,
13
feslep puides o change 85
Nurzing cullure 68

202

Oakland 50
Organisational life cycle 81

Performance Assessment 162

PEST analysis 88

Professionals as Managers 3, 35,
114-19, 129, 173

Project management 86

Quality Assurance Agency 121
Quality 33, 40=59, 155
Definitions 41-5
Failings 45-6
Curus 46-51, 61

Rashamon Effect 135
Receptive Contexts B2

Salinent Repor! 16, 20
Scientific Management 16
Sub-cultures 66

SWOT analysis 89

Teams 13740, 142, 146
Theory 2, 5, 13, 14, 63, 77, 96, 109, 151,
160, 164, 174, 175
Change Theory 79-92
Definitions B
Leadership Theory 94-9
Third Way 34
Total quality management 47, 60, 85
Limsitations 51

Walues 3, 34, 36, 65, 68, 75, 108, 118
Vocabularies of complaint 68

Waiting lists 31, 152

Woelfare State 18

Workforce Development
Confederations 134

Workirg for Patients 1989 20, 23, 24, 53,
70, 115, 117



Management for Nurses and Health Professionals exam ines management theory
and its applications in healthcare, with an emphasis on relating theory tot the
organisation of patient care and effective management in everyday practice.

This essential guide to health care management explores clinical governance,
middle management, interprofessional working and clinical leadership as well
as examining the organizational culture of the NHS, change management and
management roles, It demonstrates how management theory has influenced
health care and encourages the reader to become actively involved in shaping
management and health care development.
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