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Introduction
Ann Mahon, Kieran Walshe and
Naomi Chambers

Policy context and the purpose of this reader

This reader aims to offer managers and leaders working in healthcare easy access
to a selection of key readings that will help them to make sense of their day-to-day
working experiences, and to see the ‘bigger picture’ of health system reform.
Health care organizations are often complex, diverse and difficult to manage and
there are many different types of manager, working in different ways, in different
organizational settings and in different countries. Health system reform can be
seen as a unifying concern for them all. They need to understand the factors
shaping policy (policy drivers) and the many and varied responses to these (policy
levers) (Mahon and Young, 2006). Those levers and drivers may be outside of the
influence of most managers, but they must be in a strong position to respond to
these drivers if they are to commission, provide and manage effective and timely
healthcare. To respond to this challenge, managers have to combine practical
experience of day-to-day management with a depth and a breadth of knowledge
and understanding about the wider context of the health system in which they
work. That is the purpose of this book.

Many of the recent reforms introduced in the public sector have been inspired
by market-based approaches that in the past were simply not associated with, nor
deemed to be relevant to, healthcare. This has changed and management theories,
concepts and practices developed in the business world have now extended into the
‘business’ of healthcare. As a consequence, we have witnessed a move away from
models associated with public administration towards those associated with the
worlds of business and private enterprise. The global term for this trend is ‘new
public management’. It is outside the scope of this introduction and indeed this
reader to offer an in-depth overview and critique of the new public management
debate. This has been offered by others working closely in this field (Hood, 1995;
Ferlie et al., 1997; Ferlie, Lynn and Pollitt (eds), 2005). However, a framework
setting out key policy drivers and policy levers will be introduced to provide a
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conceptual framework that sets the scene for the readings included in this book.
First, it is helpful to explain how this reader has been compiled.

The purpose of the reader

As directors of various postgraduate programmes in health policy, management
and leadership, we have observed a number of trends of interest and concern in
recent years. As is apparent in the different disciplinary bases of our selected
readings, the field of health policy and management draws on a range of disciplines
including inter alia economics, political science, sociology, social psychology,
business and management and philosophy. This diversity, combined with the
proliferation of published material in the field, means that managers get over-
whelmed, cannot see the wood for the trees and simply ‘don’t know where to start’
when it comes to searching the literature. As well as the proliferation of published
material, the ever increasing use of the Internet with electronic databases and
journals have contributed to the growth in the literature. They have also changed
the way we search and gather sources. Papers can be searched, accessed and
printed within a matter of minutes and at any time of day or night, providing
immediate access for busy managers and clinicians and facilitating the combination
of challenging working lives with part-time study. However, this has also meant
fewer trips to the library, fewer hand searches of journals and perhaps fewer
serendipitous moments of discovery while trawling through the archives.

Furthermore, why seek out original sources of material when writers of health
policy and management text books provide us with adequate summaries of
primary sources? The short answer is that they often do not. Original ideas can get
diluted and distorted over time and summaries often fail to capture the context
they were written in.

Programmes in health management, policy and leadership tend to be applied
programmes that encourage the application of concepts and theories, often at the
level Robert Merton referred to as ‘theories of the middle range’ (Merton, 1968).
By this he meant theories that were not distant, abstract or grand ideas but rather
concepts and frameworks that can be accessed and used to elucidate, elaborate and
explore the challenges that managers face in their day-to-day jobs. We see this
reader as providing access to a number of papers developing or testing out
middle-range theories in order to shed new light on contemporary problems.

Finally, as policy initiatives come and go, young leaders can often believe that
policies are breaking into brand new ground and sparking debates that have not
previously been on the agenda. The readings selected for this reader provide ample
evidence to support the notion of ‘path dependency’ in health policy and
management – a theme explored more fully in Part 2 of this reader.

So, the reader has been compiled in response to these observations and
concerns. We hope this provides managers and others who – for whatever purpose
wish to explore topics in greater depth – a place to start their journey. We hope it
gives a thirst for tracing readings back to primary sources and the energy and
enthusiasm for making that extra effort to seek out classic papers in their full and

INTRODUCTION xiii
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original glory. We hope it provides managers and leaders with illustrations of how
papers, some of which were first published many years ago, continue to have
relevance as we enter the second decade of the twenty-first century.

Before introducing the structure of the reader and the readings selected, the
policy context is set out by looking at the factors that are driving reforms and the
various ways that governments are responding.

Healthcare reforms – drivers and levers

The impetus for reforms across many developed and developing countries have
emerged from sociological, technological, economic and political developments
that have accelerated in recent decades. The drivers for reform in public services in
general and health policy and management in particular, are well rehearsed (e.g.
Baggott, 2007; OECD, 2005; Dubois et al., 2006; Walshe and Smith, 2006). The
main driver for reform has, without doubt, been governments’ concerns with
increasing costs and efforts to contain them. Other factors relating to rising public
expectations, changing demographics, technological developments and globaliza-
tion are also important. These drivers, with some examples, are summarized in
Table I1.1.

The OECD review ‘Modernising Government:The Way Forward’ was carried out
to provide a greater depth of understanding of how governments have responded
to these various pressures for reform with a concern to help policy makers and
managers prepare for future challenges. They identify six management reform
policy levers as follows:

+ open government;
+ enhancing public sector performance;
+ modernizing accountability and control;
+ reallocation and restructuring;
+ the use of market-type mechanisms;
+ modernizing public employment.

These levers, with some examples of related policy options, are summarized in
Table I1.2.

xiv

Kerrypress Ltd – Typeset in XML A Division: aprelims F Sequential 14



 

JOBNAME: McGraw−Mahon PAGE: 15 SESS: 22 OUTPUT: Fri Apr 3 09:02:18 2009 SUM: 5FB28FBB
/production/mcgraw−hill/booksxml/mahon/aprelims

T
ab

le
I1

.1
P

ol
ic

y
dr

iv
er

s

C
on

su
m

er
is

m
–

A
ge

ne
ra

l
ri

se
in

ex
pe

ct
at

io
ns

an
d

a
re

du
ct

io
n

in
co

nf
id

en
ce

an
d

tr
us

t
in

pr
of

es
si

on
s

an
d

in
st

it
ut

io
ns

+
In

cr
ea

si
ng

ly
w

el
l-

ed
uc

at
ed

,
in

fo
rm

ed
an

d
cr

it
ic

al
ci

ti
ze

ns
ex

pe
ct

hi
gh

-q
ua

lit
y

se
rv

ic
es

,
st

re
am

lin
ed

ad
m

in
is

tr
at

iv
e

pr
oc

ed
ur

es
an

d
to

ha
ve

th
ei

r
vi

ew
s

an
d

kn
ow

le
dg

e
ta

ke
n

in
to

ac
co

un
t

in
pu

bl
ic

de
ci

si
on

m
ak

in
g

(O
E

C
D

,
20

05
)

+
In

cr
ea

se
d

po
pu

la
ti

on
m

ob
ili

ty
an

d
a

pr
ep

ar
ed

ne
ss

to
tr

av
el

as
a

co
ns

eq
ue

nc
e

of
ch

ea
pe

r
ai

r
tr

av
el

(B
ag

go
tt

,
20

07
)

+
T

he
us

er
s

or
co

ns
um

er
s

of
he

al
th

ca
re

ar
e

no
lo

ng
er

‘p
as

si
ve

pa
ti

en
ts

’
ac

ce
ss

in
g

an
d

ut
ili

zi
ng

ca
re

in
de

fe
re

nc
e

to
he

al
th

pr
of

es
si

on
al

s.
P

at
ie

nt
s

ha
ve

hi
gh

ex
pe

ct
at

io
ns

of
th

e
se

rv
ic

es
th

ey
ac

ce
ss

,
th

ey
ar

e
le

ss
de

fe
re

nt
ia

l
an

d
m

or
e

de
m

an
di

ng
(C

ou
lt

er
,

20
03

)
S

oc
io

-e
co

n
om

ic
an

d
d

em
og

ra
p

h
ic

ch
an

ge
s

–
C

ha
ng

es
in

ag
e

di
st

ri
bu

ti
on

an
d

et
hn

ic
it

y

+
A

ge
in

g
po

pu
la

ti
on

an
d

as
so

ci
at

ed
ch

an
ge

s
in

th
e

pa
tt

er
ns

of
ill

ne
ss

(B
ag

go
tt

,
20

07
)

+
P

op
ul

at
io

n
di

sp
la

ce
m

en
t

du
e

to
w

ar
(B

ag
go

tt
,

20
07

)
+

E
co

no
m

ic
m

ig
ra

ti
on

in
cl

ud
in

g
he

al
th

w
or

ke
rs

(Y
ou

ng
et

al
.,

20
08

)
+

F
ai

lu
re

to
re

du
ce

in
eq

ua
lit

ie
s

in
he

al
th

/in
cr

ea
si

ng
in

eq
ua

lit
ie

s
w

it
hi

n
an

d
be

tw
ee

n
na

ti
on

s
(B

ag
go

tt
,

20
07

)
+

E
pi

de
m

io
lo

gi
ca

l
tr

an
si

ti
on

(M
ah

on
,

20
06

)
T

ec
h

n
ol

og
ic

al
ad

va
n

ce
s

+
M

or
e

ad
va

nc
ed

sy
st

em
s

in
ac

co
un

ti
ng

an
d

au
di

ti
ng

(O
E

C
D

,
20

05
)

+
T

ec
hn

ol
og

ic
al

ad
va

nc
es

:
bi

om
ed

ic
al

sc
ie

nc
e,

ge
ne

ti
cs

,
ph

ar
m

ac
ol

og
y,

co
m

pu
ti

ng
,

e-
H

ea
lt

h,
te

le
m

ed
ic

in
e,

ge
ne

ti
cs

in
te

rn
et

,
em

ai
l

(M
cD

on
al

d
an

d
W

al
le

y,
20

06
;

D
on

al
ds

on
,

20
07

)

C
os

ts
–

A
n

in
cr

ea
si

ng
co

nc
er

n
ab

ou
t

in
cr

ea
si

ng
co

st
s,

co
st

-e
ff

ec
ti

ve
ne

ss
an

d
pr

od
uc

ti
vi

ty

+
In

cr
ea

si
ng

de
m

an
ds

on
pu

bl
ic

ex
pe

nd
it

ur
e,

ca
lls

fo
r

hi
gh

er
-q

ua
lit

y
se

rv
ic

es
an

d
in

so
m

e
co

un
tr

ie
s

an
in

cr
ea

si
ng

un
w

ill
in

gn
es

s
to

pa
y

hi
gh

er
ta

xe
s

(O
E

C
D

,
20

05
)

+
C

os
ts

an
d

co
nc

er
ns

w
it

h
ef

fi
ci

en
cy

,
ef

fe
ct

iv
en

es
s

an
d

pr
od

uc
ti

vi
ty

.
In

cr
ea

si
ng

co
st

s
an

d
co

nc
er

ns
w

it
h

pr
od

uc
ti

vi
ty

(O
E

C
D

,
20

05
)

+
Is

su
es

of
co

st
s

an
d

co
st

-e
ff

ec
ti

ve
ne

ss
re

la
te

to
ch

oi
ce

s
ab

ou
t

w
ha

t
go

ve
rn

m
en

ts
ch

oo
se

to
in

ve
st

th
ei

r
re

so
ur

ce
s

in
(O

E
C

D
,

20
05

)
G

lo
b

al
iz

at
io

n
/i

n
te

rn
at

io
n

al
iz

at
io

n

+
In

te
rn

at
io

na
liz

at
io

n
of

th
e

he
al

th
po

lic
y

pr
oc

es
s

–
th

e
ro

le
of

in
te

rn
at

io
na

l
bo

di
es

su
ch

as
th

e
W

H
O

an
d

th
e

W
or

ld
B

an
k

in
po

lic
y

m
ak

in
g

(B
ag

go
tt

,
20

07
)

+
In

cr
ea

si
ng

ro
le

of
th

e
E

ur
op

ea
n

U
ni

on
in

sh
ap

in
g

do
m

es
ti

c
he

al
th

po
lic

ie
s

(D
ub

oi
s,

M
cK

ee
an

d
N

ol
te

,
20

06
)

+
T

hr
ea

t
of

w
ar

an
d

te
rr

or
is

m
(D

on
al

ds
on

,
20

07
)

INTRODUCTION xv

Kerrypress Ltd – Typeset in XML A Division: aprelims F Sequential 15



 

JOBNAME: McGraw−Mahon PAGE: 16 SESS: 22 OUTPUT: Fri Apr 3 09:02:18 2009 SUM: 990BBD05
/production/mcgraw−hill/booksxml/mahon/aprelims

T
ab

le
I1

.2
P

ol
ic

y
le

ve
rs

(s
um

m
ar

iz
ed

fr
om

O
E

C
D

,
20

05
)

Po
lic

y
le

ve
rs

S
um

m
ar

y
of

th
e

ke
y

fe
at

ur
es

O
pe

n
go

ve
rn

m
en

t
C

ou
nt

ri
es

ar
e

m
ov

in
g

fr
om

a
si

tu
at

io
n

w
he

re
go

ve
rn

m
en

ts
de

ci
de

d
w

ha
t

in
fo

rm
at

io
n

to
m

ak
e

pu
bl

ic
to

a
gr

ea
te

r
w

ill
in

gn
es

s
to

m
ak

e
in

fo
rm

at
io

n
av

ai
la

bl
e

un
le

ss
th

er
e

is
a

de
fi

ne
d

pu
bl

ic
in

te
re

st
in

it
be

in
g

w
it

hh
el

d.
O

ft
en

ci
ti

ze
ns

ha
ve

a
le

ga
l

ri
gh

t
to

in
fo

rm
at

io
n.

F
or

ex
am

pl
e

90
pe

r
ce

nt
of

O
E

C
D

co
un

tr
ie

s
ha

ve
a

F
re

ed
om

of
In

fo
rm

at
io

n
A

ct
an

d
an

O
m

bu
ds

m
an

of
fi

ce
.

T
he

th
re

e
m

ai
n

ch
ar

ac
te

ri
st

ic
s

of
op

en
go

ve
rn

m
en

t
ar

e:
+

tr
an

sp
ar

en
cy

–
th

at
it

s
ac

ti
on

s
an

d
th

e
in

di
vi

du
al

s
re

sp
on

si
bl

e
fo

r
th

os
e

ac
ti

on
s

w
ill

be
ex

po
se

d
to

pu
bl

ic
sc

ru
ti

ny
an

d
ch

al
le

ng
e;

+
ac

ce
ss

ib
ili

ty
–

th
at

it
s

se
rv

ic
es

an
d

in
fo

rm
at

io
n

on
it

s
ac

ti
vi

ti
es

w
ill

be
re

ad
ily

ac
ce

ss
ib

le
to

ci
ti

ze
ns

;
+

re
sp

on
si

ve
ne

ss
–

th
at

it
w

ill
be

re
sp

on
si

ve
to

ne
w

id
ea

s,
de

m
an

ds
an

d
ne

ed
s.

E
nh

an
ci

ng
pu

bl
ic

se
ct

or
pe

rf
or

m
an

ce
T

o
en

ha
nc

e
pe

rf
or

m
an

ce
co

un
tr

ie
s

ha
ve

ad
op

te
d

a
ra

ng
e

of
ap

pr
oa

ch
es

to
m

an
ag

em
en

t
in

cl
ud

in
g

bu
dg

et
in

g,
pe

rs
on

ne
l

an
d

in
st

it
ut

io
na

l
st

ru
ct

ur
es

.
E

xa
m

pl
es

of
in

st
it

ut
io

na
l

ch
an

ge
in

cl
ud

e
th

e
cr

ea
ti

on
of

ex
ec

ut
iv

e
ag

en
ci

es
an

d
th

e
pr

iv
at

iz
at

io
n

or
ou

ts
ou

rc
in

g
of

th
e

pr
ov

is
io

n
of

pu
bl

ic
se

rv
ic

es
.

T
hi

s
le

ve
r

of
re

fo
rm

se
ek

s
to

m
ov

e
th

e
fo

cu
s

of
ac

ti
vi

ty
su

ch
as

bu
dg

et
in

g
aw

ay
fr

om
in

pu
ts

an
d

to
w

ar
ds

re
su

lt
s.

T
he

qu
an

ti
ty

of
pe

rf
or

m
an

ce
in

fo
rm

at
io

n
is

co
nt

in
uo

us
ly

in
cr

ea
si

ng
al

th
ou

gh
pr

ob
le

m
s

ar
e

en
co

un
te

re
d

w
it

h
th

e
qu

al
it

y
an

d
th

e
ap

pl
ic

at
io

n
of

th
e

in
fo

rm
at

io
n.

P
er

fo
rm

an
ce

in
fo

rm
at

io
n

is
im

po
rt

an
t

fo
r

go
ve

rn
m

en
ts

in
as

se
ss

in
g

an
d

im
pr

ov
in

g
po

lic
ie

s:
+

in
m

an
ag

er
ia

l
an

al
ys

is
,

di
re

ct
io

n
an

d
co

nt
ro

l
of

pu
bl

ic
se

rv
ic

es
;

+
in

bu
dg

et
ar

y
an

al
ys

is
;

+
in

P
ar

lia
m

en
ta

ry
ov

er
si

gh
t

of
th

e
ex

ec
ut

iv
e;

+
fo

r
pu

bl
ic

ac
co

un
ta

bi
lit

y
–

th
e

ge
ne

ra
l

du
ty

on
go

ve
rn

m
en

ts
to

di
sc

lo
se

an
d

ta
ke

re
sp

on
si

bi
lit

y
fo

r
th

ei
r

de
ci

si
on

s.
M

od
er

ni
zi

ng
ac

co
un

ta
bi

lit
y

an
d

co
nt

ro
l

T
he

re
ha

s
be

en
a

m
ov

e
fr

om
ex

an
te

to
ex

po
st

co
nt

ro
l

an
d

th
e

de
ve

lo
pm

en
t

of
st

ro
ng

er
pr

oc
es

se
s

of
in

te
rn

al
co

nt
ro

l.
T

hi
s

m
ea

ns
a

tr
en

d
fr

om
a

sy
st

em
w

he
re

tr
an

sa
ct

io
ns

w
er

e
ap

pr
ov

ed
pr

io
r

to
co

m
m

it
m

en
t

fr
om

a
co

nt
ro

lle
r

ou
ts

id
e

of
th

e
sp

en
di

ng
m

in
is

tr
y

(e
x

an
te

)
to

on
e

w
he

re
in

te
rn

al
m

an
ag

em
en

t
m

ak
es

m
an

y
fi

na
nc

ia
l

an
d

no
n-

fi
na

nc
ia

l
re

so
ur

ce
al

lo
ca

ti
on

de
ci

si
on

s
th

at
ar

e
ex

te
rn

al
ly

ch
ec

ke
d

af
te

r
th

e
ev

en
t

(e
x

po
st

).
T

hi
s

ha
s

re
su

lt
ed

in
m

or
e

ex
te

rn
al

au
di

ts
an

d
ne

w
an

d
m

or
e

co
m

pl
ic

at
ed

au
di

ti
ng

an
d

ac
co

un
ti

ng
re

gi
m

es
be

in
g

pu
t

in
pl

ac
e.

A
s

co
nt

ro
l

be
co

m
es

in
cr

ea
si

ng
ly

ex
po

st
,

ac
co

un
ta

bi
lit

y
be

co
m

es
m

or
e

im
po

rt
an

t.
C

on
ce

rn
w

ith
co

st
s

an
d

de
m

an
d

le
ad

in
g

to
re

al
lo

ca
tio

n
an

d
re

st
ru

ct
ur

in
g

F
is

ca
l

co
ns

tr
ai

nt
s

co
m

bi
ne

d
w

it
h

in
cr

ea
si

ng
de

m
an

ds
ha

ve
le

d
to

th
e

ne
ed

fo
r

a
ra

ng
e

of
st

ru
ct

ur
es

ta
ilo

re
d

to
sp

ec
if

ic
re

qu
ir

em
en

ts
.

In
th

e
pa

st
tw

o
de

ca
de

s
m

an
y

co
un

tr
ie

s
ha

ve
re

st
ru

ct
ur

ed
pu

bl
ic

se
rv

ic
es

in
a

va
ri

et
y

of
w

ay
s

w
hi

ch
in

cl
ud

e:
+

de
vo

lu
ti

on
of

au
th

or
it

y
an

d
fu

nc
ti

on
s

fr
om

ce
nt

ra
l

to
lo

ca
l

go
ve

rn
m

en
t;

+
re

or
ga

ni
za

ti
on

of
fu

nc
ti

on
s

dr
iv

en
by

th
e

gl
ob

al
iz

at
io

n
of

pu
bl

ic
co

nc
er

ns
su

ch
as

tr
ad

e,
en

vi
ro

nm
en

t
an

d
an

ti
-t

er
ro

ri
sm

;
+

go
ve

rn
m

en
ts

ha
ve

be
en

w
it

hd
ra

w
in

g
fr

om
/s

el
lin

g
of

f
th

ei
r

in
te

re
st

s
in

ac
ti

vi
ti

es
th

at
co

ul
d

be
co

nd
uc

te
d

by
pr

iv
at

e
en

ti
ti

es
w

it
ho

ut
di

re
ct

in
vo

lv
em

en
t

by
th

e
S

ta
te

;
+

m
ov

in
g

aw
ay

fr
om

be
in

g
a

di
re

ct
pr

ov
id

er
of

se
rv

ic
es

to
w

ar
ds

cr
ea

ti
ng

m
ar

ke
t

st
ru

ct
ur

es
in

cr
ea

se
s

th
e

re
gu

la
to

ry
ro

le
of

th
e

S
ta

te
;

+
w

ho
le

of
go

ve
rn

m
en

t
re

fo
rm

re
or

ga
ni

za
ti

on
;

+
de

vo
lu

ti
on

,
pr

iv
at

is
at

io
n,

co
nt

ra
ct

in
g

ou
t.

T
he

us
e

of
m

ar
ke

t-
ty

pe
m

ec
ha

ni
sm

s
to

pr
ov

id
e

go
ve

rn
m

en
t

se
rv

ic
es

M
ar

ke
t-

ty
pe

m
ec

ha
ni

sm
s

ar
e

a
br

oa
d

co
nc

ep
t

‘e
nc

om
pa

ss
in

g
al

l
ar

ra
ng

em
en

ts
w

he
re

at
le

as
t

on
e

si
gn

if
ic

an
t

ch
ar

ac
te

ri
st

ic
of

m
ar

ke
ts

is
pr

es
en

t’
(O

E
C

D
,

20
05

,
p.

13
1)

.
In

se
rv

ic
e

pr
ov

is
io

n
th

es
e

ch
ar

ac
te

ri
st

ic
s

in
cl

ud
e

ou
ts

ou
rc

in
g,

co
nt

ra
ct

in
g

ou
t,

pu
bl

ic
–p

ri
va

te
pa

rt
ne

rs
hi

ps
an

d
us

er
ch

ar
ge

s.
S

ig
ni

fi
ca

nt
m

an
ag

em
en

t
ch

al
le

ng
es

ex
is

t
in

m
ov

in
g

to
a

m
ar

ke
t-

ty
pe

m
ec

ha
ni

sm
m

od
el

,
es

pe
ci

al
ly

in
se

pa
ra

ti
ng

th
e

ro
le

of
go

ve
rn

m
en

t
as

pu
rc

ha
se

r
an

d
pr

ov
id

er
of

se
rv

ic
es

,
w

he
re

tr
ad

it
io

na
lly

go
ve

rn
m

en
ts

ha
ve

pe
rf

or
m

ed
bo

th
ro

le
s.

O
rg

an
iz

in
g

an
d

m
ot

iv
at

in
g

pu
bl

ic
se

rv
an

ts
:m

od
er

ni
zi

ng
pu

bl
ic

em
pl

oy
m

en
t

A
va

ri
et

y
of

in
it

ia
ti

ve
s

ha
ve

at
te

m
pt

ed
to

re
du

ce
pu

bl
ic

em
pl

oy
m

en
t

an
d

in
cr

ea
se

m
an

ag
er

ia
l

fl
ex

ib
ili

ty
th

ro
ug

h
de

ce
nt

ra
liz

at
io

n
of

hu
m

an
re

so
ur

ce
m

an
ag

em
en

t,
ac

co
un

ta
bi

lit
y

an
d

pa
y.

A
s

a
re

su
lt

of
th

es
e

ch
an

ge
s

m
an

y
as

su
m

pt
io

ns
ab

ou
t

th
e

w
ay

pu
bl

ic
se

rv
ic

e
w

or
ks

–
su

ch
as

jo
bs

fo
r

lif
e

an
d

ge
ne

ro
us

pe
ns

io
n

pa
ck

ag
es

–
ar

e
no

lo
ng

er
tr

ue
.

xvi

Kerrypress Ltd – Typeset in XML A Division: aprelims F Sequential 16



 

JOBNAME: McGraw−Mahon PAGE: 17 SESS: 22 OUTPUT: Fri Apr 3 09:02:18 2009 SUM: 56005A61
/production/mcgraw−hill/booksxml/mahon/aprelims

The structure of this reader

The fifty selected readings have been organized in ten parts. It is not anticipated
that anyone reading this book will read it cover to cover and in sequence, and it has
not been designed to be read in that way. Instead, we expect it to be used as a
resource to provide instant access to classic readings in specific areas of policy and
management and to address some of our concerns that such readings should be
available to as wide an audience as possible, whether as a layperson with an interest
in health policy and management, a manager or clinician pursuing topics of
personal interest or for professional development on short courses or postgraduate
programmes. With this in mind, a similar format for each part has been adopted so
that the readings selected for each part are preceded by a short introduction with
some background and scene-setting to the general topic, an introduction to the
selected readings and a summary of the key messages, references and further
reading.

Part 1 includes papers with different perspectives on the role of the state in
healthcare. The shift from bureaucratic and paternalistic models of healthcare
towards more market-oriented systems of healthcare has meant an evolving rather
than diminishing role for the state. This part of the reader includes selections that
set out or critique the impact of the state on health policy from the period
preceding the introduction of welfare in England up to the present day.

Part 2 focuses on the policy-making process. Healthcare managers need to
understand how policy is developed and implemented in order to understand their
role and contribution, but also as a touchstone for personal priority setting in their
day-to-day work. This part of the reader therefore focuses on classic texts in
relation to policy development and implementation.

The allocation and distribution of resources is the focus of part 3 that explores the
way in which healthcare funding is organized and the readings focus on the
implications of funding mechanisms for issues of equity, effectiveness and effi-
ciency in health systems and also how systems of funding have shaped both the
nature and the behaviour of healthcare organizations and health services.

Governments throughout the world are increasingly attracted by the use of
market mechanisms and choice in health and public sector reforms to drive up
efficiency and quality. Part 4, Markets and choice in healthcare, identifies some key
readings that have influenced the marketization of healthcare and the increasing
emphasis on choice.

The readings selected for part 5, Accountability and regulation, consider the
changing relationship between society and healthcare and how organizations and
the professionals working in them are held to account with a growth in formal and
external systems of monitoring.

Recent years have witnessed increasing interest throughout the developed
world in the quality of health services, and in systems to measure, assure and
improve quality in healthcare. The selections in part 6, Quality and safety, consider
developments and responses to this trend with a focus on the development of
clinical governance, total quality management in healthcare and patient safety.
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With the emergence of the ‘new public management’ era, the language used to
describe the administration of health services changed dramatically in the 1980s.
In part 7, General management and governance, the selections cover the origins of
general management in the NHS, new responsibilities for managing strategic
change and the nature and performance of Boards.

The rise over the 1990s of the ‘evidence-based medicine’ movement has
influenced not just health but also those in other sectors such as education, social
care, criminal justice and housing. Part 8, Evidence-based health policy and manage-
ment, focuses primarily on the use of evidence by decision makers to shape health
policy and the organization and delivery of health services.

Adopting a broader and more positive definition of health shifts our attention
away from health services that are provided to treat illness and disease and towards
the wider socio-economic and political contexts where health, illness and disease
are defined, experienced and determined. Part 9 thus focuses on The social context
of health locating healthcare in its wider context as one of many factors contribut-
ing to the health of a population.

Part 10 considers aspects of the Cultural critiques of formalized healthcare
systems. The 1970s witnessed the growth of these ‘cultural critiques’ of medicine as
well as other established institutions and professions in society. The debate is
brought up to date with more recent readings seeking to address the balance.

A note on the selections

Space does not permit inclusion of all the relevant themes and readings that could
be covered in this reader, although some may be conspicuous by their absence
(such as leadership, patient and public involvement, healthcare commissioning,
and so on.) The final ten themes and fifty readings that have been agreed upon
emerged from discussions reflecting the editors’ understanding of contemporary
policy drivers and levers and their respective areas of interest. They also reflect
some of the constraints imposed on us as a result of seeking copyright permissions.
Nevertheless, we believe that these ten themes cover some of the key policy drivers
and levers set out earlier in this introduction. They also cover topics that reflect the
multidisciplinary content of many postgraduate programmes in the field of health
policy and management.

This book and its companion: ‘Healthcare management’

The idea for this book emerged in part from the work we and many colleagues did
in writing and editing a comprehensive text on healthcare management, designed
for use in management development and postgraduate programmes (Walshe and
Smith, 2006). That book ended up with 28 chapters (and over 500 pages), and
there are many connections – implicit or explicit – between its content and the
content of this reader. We have not tried to follow the same thematic structure in
this reader as we used in the text on healthcare management, in part because the
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primary focus of the former was on managing healthcare organizations, while this
book tends to tackle the wider context of health systems and health policy.
However, we anticipate that many people will want to use them alongside each
other, and for those readers, the connections will, we think, be readily apparent.
For example, anyone grappling with the complexities of healthcare financing might
want to read Chapter 3 in the textbook in which Suzanne Robinson offers a clear
and structured typology and explanation of how health system funding is organ-
ized, alongside part 3 of this reader, which explores the question of how resources
are allocated and distributed, with contributions from Alan Williams, Antony
Culyer, Chris Ham, Angela Coulter and others.

However, our main hope is that for many managers, this book and its
companion text will be not the end of their reading, but the beginning. If we have
stimulated you to want to know more, to follow up the suggested readings and
references at the end of each part or chapter, and to use our work as your
stepping-off point into a wider literature, then we will be more than pleased.

Ann Mahon, Kieran Walshe and Naomi Chambers
Manchester, March 2009
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PART 1
The role of the state in healthcare
Introduced by Ann Mahon

Healthcare demands ever increasing resources and as Moran observes ‘health
care looms large in the modern welfare state and states loom large in modern
health care systems’ (Moran, 2002: 139). At one level this may seem to be an
outdated and somewhat counter-intuitive observation since, as discussed in the
introduction, a recurring theme in health policy and management is the shift from
bureaucratic, centralized, state-dominated models of healthcare towards more
market-oriented systems. Does not the introduction of market principles necessar-
ily mean that the role of the state in healthcare diminishes? While for some the
trend towards marketization equates with a diminishing role for the state and a
rolling-back of its frontiers, for others this shift inevitably changes its role but its
role nevertheless remains central. Indeed the ‘steer more, row less’ role of the
state in an environment receptive to market mechanisms may not only incur extra
transaction and administrative costs, but may also require more sophisticated
approaches to regulation (a topic covered in more detail in Part 5) which, in turn,
require the restructuring of state bureaucracies and the reallocation of roles and
responsibilities (Saltman, 2002; OECD, 2005). States are also interested in
health systems as major economic players employing large numbers of people in
a wide range of different roles. In the NHS in England, for example, the NHS
employs a remarkable 1.3 million people out of a population of 49.1 million
(Dixon, 2006). Thus, whatever system of health care predominates in a nation,
the state plays a central role in determining coverage, the nature and extent of
benefits, the systems of funding (including user charges), the allocation and
distribution of resources and the structure and organization of services.

National systems are often described on the basis of how their funding is
generated, rather than how resources are allocated (which is the focus of Part 3).
These include private health insurance, taxation (which may be direct or indirect,
general or hypothecated and national or local), social health insurance and
charges and co-payments. In practice, most countries’ systems operate through a
mixed system of funding, which usually includes some element of taxation
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(Robinson, 2006). The funding bases of health systems are often located on a
continuum with state-dominated systems at one end of the spectrum, typified by
the UK NHS predominantly funded through general taxation and market-dominated
systems at the other extreme, characterized by a heavy reliance on private
insurance as the source of funding and typified by the US system. This can be
misleading as closer scrutiny of OECD figures for 2006 reveal a substantial state
role for both the USA and the UK. Looking first at total expenditure on health as a
percentage of gross domestic product (GDP), the USA spends a staggering
15.3 per cent of its GDP on healthcare, compared with the UK’s 8.4 per cent.
Total spending per capita shows a similar pattern with the USA spending
US$6714 per capita compared to the UK’s US$2760. However, almost a half of
this massive allocation of US resources comes from the state so that
45.8 per cent of the total expenditure on health in the USA came from the public
purse with the corresponding figure for the UK being 87.3 per cent (OECD, 2008).
These figures disguise appalling patterns of inequalities in both health status and
in access to health services across different social and ethnic groups, particularly
for the USA where access to healthcare for the majority is dependent on
employment-linked insurance and where up to a fifth of the population are not
insured. Nevertheless, they illustrate the significant investment that states make,
even in the most apparently laissez-faire of health systems like the USA. This
fundamental role of the state is captured by Saltman in the following quote:

A fundamental characteristic of contemporary health policy is the centrality of
the state to the design and management of an effective healthcare system.
This core characteristic holds true for tax-funded, social insurance-funded and
private-insurance funded health systems alike. It also holds true for develop-
ing as well as developed countries, and across countries with broadly
different demographic characteristics and widely varying geographic locations.

(Saltman, 2002: 1677)

Managers of health services should therefore be familiar with how the state
determines policy, defines the content of policy, implements policy and then
responds to the consequences – both unintended and intended. As noted above,
states may be a substantial financer of health care, through taxation or through
other benefits but they may also be providers of care, alongside private or
voluntary providers and a regulator of the organizations that commission and
provide care. What the centrality of the role of the state also highlights is the
political nature of health, played out most visibly through media coverage of
‘public interest’ health stories, particularly at election times, such as the
‘Jennifer’s ear’ news story that dominated the English press during the 1992
general election campaign and highlighting the impact of the close proximity
between politics and politicians with the NHS often referred to as ‘a political
football’ (Black, 1992). As health care becomes increasingly complex, a number
of commentators have questioned not just the appropriateness but also its ability
to be ‘managed’ by such political processes and there are increasing calls for an
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independent NHS (Edwards, 2007). However, it is not just national politics that
determines and influences health systems – medical politics and the power and
influence of other key players within systems – like insurance and the pharmaceu-
tical industries – all operate to maximize their interests. States do not therefore
start with a ‘blank slate’ on which to design their optimum system of health care
and systems are politically derived introducing and implementing what is feasible
and acceptable to key players at a particular point in history.

Turning to the readings selected under the theme of the role of the state.
William Beveridge (1942) essentially published the blueprint for the welfare state
in England, designed to attack what he called the five giants of want, disease,
ignorance, squalor and idleness. Various Acts of Parliament were subsequently
passed covering education, social security and health. The attack on disease
culminated in the creation of the NHS, with the implementation of the 1946 NHS
Act in 1948. Beveridge’s report is therefore of significance for its place in history.
But this selection also demonstrates the value of returning to original sources to
capture both the tone and content of proposals at particular points in history and
also the extent to which original aims were implementable. Beveridge sets out
three guiding principles. First, that any proposals for the future should not be
restricted by consideration of ‘sectional interests’ (somewhat ironic given Rudolf
Klein’s subsequent analysis of events (Klein, 2006)). Second, his proposal was
for social insurance (and not general taxation) as one part of a comprehensive
policy of social progress and, third, that social security must be achieved by
cooperation between the state and individual – Beveridge believed that the state
should not stifle incentive, opportunity or responsibility and should leave room for
individual responsibility to flourish – a sentiment echoed in another government
publication some 60 years later (Wanless, 2002). For pragmatic rather than
political reasons national taxes (favoured by Bevan) rather than local taxes or
social insurance became and remain the predominant source of funding for the
NHS (Lowe, 2008). The desirability of a tax-funded system has of course been
open to continuous debates and reviews, all of which, including the most recent,
have defended the status quo and continued to follow the path set in the 1940s.
The focus instead has shifted more towards performance and how money is spent
rather than how the NHS is funded.

Rudolf Klein’s now classic text provides a unique analysis of the politics of the
creation of the NHS, which he presents as dramatic but evolutionary. Klein
emphasizes the political dynamics of the creation of the NHS and brings to centre
stage the main groups of actors that shaped it. While enmeshed within the
politics and ideological debates, Klein demonstrates yet again that pragmatism
won the day and the emerging consensus produced an ‘irrational’ system in the
name of the rationalist paternalists who, according to Klein, were less concerned
with social injustice than in sorting out the mess that preceded nationalization.
Paul Starr (1982) introduces us to a new set of actors in a different setting and
yet facing now familiar concerns with controlling healthcare expenditure. This
concerns both state and insurance companies, while physicians, protective of
their clinical and economic autonomy, opposed increased public control. For Starr
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the irony here is that medical opposition to public programmes did not cease
progressive rationalization by the private sector bringing with it accusations of the
deprofessionalization and proletarianization of medicine.

The final reading includes extracts from a document that reports on the
findings from the first ever long-term assessment of the resources required to
fund the health service in England, Chaired by Derek Wanless (Wanless, 2002)
and published some 60 years after Beveridge. Wanless departed from, or at least
elaborated on, his brief in at least two significant ways. First, he recognized that
although the brief related to healthcare, health and social care are inextricably
linked to health and so should be considered together. Second, he notes that the
brief for his review did not include looking at how healthcare resources are
financed. However, he argued that such a review was necessary because of the
potential relationship between how a health care system is funded and the
subsequent demand and indeed costs of the total resources required. While his
conclusion supported the status quo, it also opened the door for a greater role for
out-of-pocket payments. Performance, he warns, is a prerequisite for continued
public support for a public funded service.

Summary

+ National healthcare systems are often described on the basis of how
they are resourced. This may be through private insurance, social
insurance, taxation or charges and co-payments. In practice, most
systems operate with a combination of these different sources of
funding and systems are often located on a continuum with state-
dominated systems at one end of the spectrum (characterized by the
English NHS) and market-dominated systems at the other end (charac-
terized by the US system).

+ The state has a central role in the design, management and regulation
of healthcare irrespective of how the system is funded. Even in the
archetypal market system of healthcare, nearly a half of resources are
derived from state sources.

+ The increasing marketization of healthcare and an increase in the
plurality of providers, changes, rather than diminishes, the role of the
state.

+ Healthcare systems are political products emerging from the complex
interactions between stakeholders.

+ The selections in this part of the reader cover a 60-year period beginning
with Beveridge’s blueprint for welfare followed by Klein’s eagle-eye
analysis of the politics of the creation of the NHS. From a US
perspective, Paul Starr’s contribution introduces new actors, not least
the health insurance industry and finally the 2002 Wanless report
provides a contemporary review of the long-term implications for funding
the NHS.
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1
Social insurance and allied services
William Beveridge

Extracts from Beveridge W (1942) Social insurance and Allied Services.
Cmnd 6404. London, HMSO.

Three Guiding Principles of Recommendations

6. In proceeding from this first comprehensive survey of social insurance to the
next task—of making recommendations—three guiding principles may be laid
down at the outset.

7. The first principle is that any proposals for the future, while they should
use to the full the experience gathered in the past, should not be restricted by
consideration of sectional interests established in the obtaining of that experience.
Now, when the war is abolishing landmarks of every kind, is the opportunity for
using experience in a clear field. A revolutionary moment in the world’s history is a
time for revolutions, not for patching.

8. The second principle is that organisation of social insurance should be
treated as one part only of a comprehensive policy of social progress. Social
insurance fully developed may provide income security; it is an attack upon Want.
But Want is one only of five giants on the road of reconstruction and in some ways
the easiest to attack. The others are Disease, Ignorance, Squalor and Idleness.

9. The third principle is that social security must be achieved by co-operation
between the state and the individual. The state should offer security for service and
contribution. The state in organising security should not stifle incentive, opportu-
nity, responsibility; in establishing a national minimum, it should leave room and
encouragement for voluntary action by each individual to provide more than that
minimum for himself and his family.

The Way to Freedom from Want

11. The work of the Inter-departmental Committee began with a review of
existing schemes of social insurance and allied services. The Plan for Social
Security, with which that work ends, starts from a diagnosis of want—of the
circumstances in which, in the years just preceding the present war, families and
individuals in Britain might lack the means of healthy subsistence. During those
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years impartial scientific authorities made social surveys of the conditions of life in
a number of principal towns in Britain, including London, Liverpool, Sheffield,
Plymouth, Southampton, York and Bristol. They determined the proportions of
the people in each town whose means were below the standard assumed to be
necessary for subsistence, and they analysed the extent and causes of that
deficiency. From each of these social surveys the same broad result emerges. Of all
the want shown by the surveys, from three-quarters to five-sixths, according to the
precise standard chosen for want, was due to interruption or loss of earning power.
Practically the whole of the remaining one-quarter to one-sixth was due to failure
to relate income during earning to the size of the family. These surveys were made
before the introduction of supplementary pensions had reduced the amount of
poverty amongst old persons. But this does not affect the main conclusion to be
drawn from these surveys: abolition of want requires a double re-distribution of
income, through social insurance and by family needs.

12. Abolition of want requires, first, improvement of state insurance, that is
to say provision against interruption and loss of earning power. All the principal
causes of interruption or loss of earnings are now the subject of schemes of social
insurance. If, in spite of these schemes, so many persons unemployed or sick or old
or widowed are found to be without adequate income for subsistence according to
the standards adopted in the social surveys, this means that the benefits amount to
less than subsistence by those standards or do not last as long as the need, and that
the assistance which supplements insurance is either insufficient in amount or
available only on terms which make men unwilling to have recourse to it. None of
the insurance benefits provided before the war were in fact designed with reference
to the standards of the social surveys. Though unemployment benefit was not
altogether out of relation to those standards, sickness and disablement benefit, old
age pensions and widows’ pensions were far below them, while workmen’s
compensation was below subsistence level for anyone who had family responsibili-
ties or whose earnings in work were less than twice the amount needed for
subsistence. To prevent interruption or destruction of earning power from leading
to want, it is necessary to improve the present schemes of social insurance in three
directions: by extension of scope to cover persons now excluded, by extension of
purposes to cover risks now excluded, and by raising the rates of benefit.

13. Abolition of want requires, second, adjustment of incomes, in periods of
earning as well as in interruption of earning, to family needs, that is to say, in one
form or another it requires allowances for children. Without such allowances as
part of benefit or added to it, to make provision for large families, no social
insurance against interruption of earnings can be adequate. But, if children’s
allowances are given only when earnings are interrupted and are not given during
earning also, two evils are unavoidable. First, a substantial measure of acute want
will remain among the lower paid workers as the accompaniment of large families.
Second, in all such cases, income will be greater during unemployment or other
interruptions of work than during work.

SOCIAL INSURANCE AND ALLIED SERVICES 7
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2
The new politics of the NHS
Rudolf Klein

Extracts from Klein R (2006) The New Politics of the NHS (5th edn).
Harlow, Longman.

If many simultaneous and variously directed forces act on a given body, the
direction of its motion cannot coincide with any of those forces, but will always
be a mean – what in mechanics is represented by the diagonal of a parallelo-
gram of forces. If in the descriptions given by historians … we find their wars
and battles carried out in accordance with previously formed plans, the only
conclusion to be drawn is that those descriptions are false.

Leo Tolstoy, War and Peace

Britain’s National Health Service (NHS) came into existence on 5 July 1948. It
was the first health system in any Western society to offer free medical care to the
entire population. It was, furthermore, the first comprehensive system to be based
not on the insurance principle, with entitlement following contributions, but on
the national provision of services available to everyone. It thus offered free and
universal entitlement to state-provided medical care. At the time of its creation it
was a unique example of the collectivist provision of health care in a market
society. It was destined to remain so for almost two decades after its birth when
Sweden, a country usually considered as a pioneer in the provision of welfare,
caught up. Indeed, it could be held up as ‘the greatest Socialist achievement of the
Labour Government’, to quote Michael Foot, the biographer of Aneurin Bevan
who, as Minister of Health in that Government, was the architect of the NHS.1

The transformation of an inadequate, partial and muddled patchwork of
health care provision into a neat administrative structure was dramatic, even
though the legislative transformation was built on the evolutionary developments
of the previous decades. At a legislative stroke, 1,000 hospitals owned and run by a
large variety of voluntary bodies and 540 hospitals operated by local authorities
were nationalised. At the same time, the benefits of free general practitioner care,
hitherto limited to the 21 million people covered by the insurance scheme
originally set up by Lloyd George in 1911, were extended to the entire population.
From then on, everyone was entitled, as of right, to free care – whether provided
by a general practitioner or by a hospital doctor – financed by the state. At the
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summit of the administrative structure there was the Minister of Health. Under the
terms of the 1946 Act setting up the NHS, the Minister was charged with the duty
‘to promote the establishment in England and Wales of a comprehensive health
service designed to secure improvement in the physical and mental health of the
people of England and Wales and the prevention, diagnosis and treatment of
illness, and for that purpose to provide or secure the effective provision of services’.
The services so provided, the Act further laid down, ‘shall be free of charge’.

How did this transformation come about? It is not the aim of this chapter to
provide a history of the creation of the NHS: other sources are available, giving a
detailed blow by blow account of what happened in the years leading up to 1948.2

The intention, rather, is to analyse the political dynamics of the creation: to
identify the main groups of actors in the arena of health care politics and to
delineate the world of ideas in which the plans for a national health service evolved.
In doing so, it is necessary to explore the complex interplay between the
ineluctable pressure on politicians and administrators to do something about the
practical problems forced on to their agenda by the clamouring inadequacies of
health care in Britain, as it had evolved over the previous century up to 1939, and
their resolution of the policy puzzles involved in accommodating competing values
and insistent pressure groups. It was the historical legacy which made it inevitable
that a national health service would emerge by the end of the Second World War.
It was the ideological and practical resolution of the policy puzzles which
determined the precise shape taken by the NHS as it actually emerged in 1948.

The emerging consensus

First, let us examine the nature of the consensus that had emerged by 1939: the
movement of ideas which made it seem inevitable that some kind of national health
service would eventually evolve – dictated, as it were, by the logic of circumstances,
rather than by the ideology of politicians or the demands of pressure groups.
Basically, this consensus embodied agreement on two linked assumptions. These
were that the provision for health care in Britain, as it had grown up over the
decades, was both inadequate and irrational.

Health care, it was agreed, was inadequate in terms both of coverage and of
quality. Lloyd George’s 1911 legislation had provided insurance coverage only for
general practitioner services. In turn this coverage was limited to manual workers,
excluding even their families. Hospital care was provided by municipal and
voluntary institutions on the basis of charging those who could afford to pay and
giving free care to those who could not. Even though the bewildering mixture of
state insurance, private insurance and the availability of free care in the last resort
meant that everyone had access to some form of medical treatment, the quality
varied widely. The general practitioner, operating usually on the small shopkeeper
principle of running his own practice single-handed and relying mainly on the
income from the capitation fees of his insured patients, was isolated from the
mainstream of medicine. ‘It is disturbing to find large numbers of general
practitioners being taught at great trouble and expense to use modern diagnostic
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equipment, to know the available resources of medicine and to exercise judgement
as between patient and specialist’, the 1937 Political and Economic Planning
(PEP) survey of health care in Britain commented,3 ‘only to be launched out into
a system which too often will not permit them to do their job properly’. In the case
of the hospital sector, the quality of specialist care varied greatly; indeed there was
no officially agreed definition of who should be considered a specialist – the title of
consultant being attached to specific posts, mostly in the prestigious teaching
hospitals, rather than being a generally accepted description of doctors with special
skills recognised according to explicit criteria. In many of the smaller voluntary
hospitals, especially, it was general practitioners who carried out both medical and
surgical procedures, with no check on their qualifications or competence for the
job.

The system, it was further agreed, was irrational. Specialists gravitated to those
parts of the country where the population was prosperous enough to pay for
private care, since hospital consultancies were honorary and they were thus
dependent on income from private practice. By definition, the most prosperous
parts of the country were not necessarily those which generated most need for
medical care. Voluntary and municipal hospitals competed with, and against, each
other. The distribution of beds across the country was determined by historical
hazard, not the logic of the distribution of illness: Birmingham, for example, had
5.7 beds per 1,000 population, while Liverpool had 8.6. Hospitals shuffled off
responsibility for patients to each other: the voluntary hospitals regularly dumping
chronic cases onto the municipal sector. Municipal hospitals could, and indeed
did, refuse admission to patients coming from outside their local authority area. A
further article of faith in the emerging consensus was, therefore, the need to
co-ordinate the various systems – voluntary and municipal – that had emerged, and
to introduce some rationality into the distribution of resources.

The consensus had another ingredient. There was widespread acceptance of
the fact that the voluntary hospital system was no longer viable financially. By the
mid 1930s traditional forms of fund-raising from the public – the appeal to
altruistic charitable instincts – were not yielding anything like enough to support
their activities: only 31 per cent of the income of London teaching hospitals and
20 per cent of the income of the provincial teaching hospitals came from this
source. More important was income from charges to patients, financed – on a 50:
50 basis – either out of their own income or out of contributory insurance
schemes. The bankruptcy of the voluntary sector was staved off by the Second
World War, when these hospitals drew large-scale benefits from the Government’s
scheme of paying for stand-by beds for war casualties. But it was clear that, in the
long term, their dependence on public finance was both irremediable and likely to
increase.4 Equally, it had long since become clear that the original purpose of the
most prestigious of the voluntary hospitals – to provide free care for the poor-
– could not be fully carried out, since financial pressures were forcing them to rely

on attracting precisely those patients who could afford to pay. The price of survival
was, to an extent, the repudiation of the inspiration which had led to their creation
in the first place.
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Not surprisingly, therefore, the years between the two world wars – between
1918 and 1939 – were marked by the publication of a series of reports from a
variety of sources, all sharing the same general perspective. In 1920 the Minister of
Health’s Consultative Council on Medical and Allied Services (the Dawson report)
enunciated the principle that ‘the best means of maintaining health and curing
disease should be made available to all citizens’ – a principle to be later echoed by
Aneurin Bevan when he introduced the 1946 legislation – and elaborating this
principle in a detailed scheme of organising health care; a hierarchy of institutions
starting from the Primary Health Centre and culminating in the Teaching
Hospital.5 In 1926 the Royal Commission on National Health Insurance came to
the conclusion, although it baulked at spelling it out in its immediate recommen-
dations, that ‘the ultimate solution will lie, we think, in the direction of divorcing
the medical service entirely from the insurance system and recognising it along
with all other public health activities as a service to be supported from the general
public funds’.6 In 1930 the British Medical Association (BMA) came out in favour
of extending the insurance principle to the dependents of the working population
and supported a co-ordinated reorganisation of the hospital system, while in 1933
the Socialist Medical Association added its radical treble to the conservative bass
drum of the BMA and published its plan for a comprehensive, free and salaried
medical service, to be managed by local government but with a regional planning
tier.7

There are a number of strands within this consensus which need disentangling.
In the first place, the consensus speaks with the accents of what might be called
rationalist paternalists, both medical and administrative. This is the voice not so
much of those outraged by social injustice as of those intolerant of muddle,
inefficiency and incompetence: a tradition going back to the days of Edwin
Chadwick, via the Webbs. It is further, the voice of practical men of affairs, trying
to find solutions to immediate problems. In the second place, the consensus
reflects a view of health care which was rooted in British experience, though not
unique to it: an intellectual bias which helps to explain why the institutional
solution devised in the post-war era was unique to Britain.

The second point requires elaboration. When, confronted by the muddle of
health care, men started thinking about possible solutions, they had before them
two models – either of which could have been developed into a fully-fledged
national system. The first model was that of Lloyd George’s insurance scheme for
general practice: an import from Bismarck’s Germany. In theory, there was no
reason why such a model could not have been elaborated into a comprehensive
national insurance scheme: the road followed by nearly all other Western societies
in the post-war period, and advocated by the BMA not only in the 1930s but also
subsequently. The other model, however, was that of the public health services,
developed and based on local authority provision in Britain in the nineteenth
century: a model based on seeing health as a public good rather than as an
individual right. While the first model emphasised the right of individuals to
medical care – a right to be based, admittedly, on purchasing the appropriate
insurance entitlements – the second model emphasised the obligation of public
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authorities to make provision for the health of the community at large. While the
first model was consistent with individualistic medical values – given that the
whole professional ethos was to see medical care in terms of a transaction between
the individual patient and the individual doctor – the second model was consistent
with a collectivist approach to the provision of health care. Indeed throughout it is
important to keep in mind the distinction between medical care in the strict sense
(that is, care and intervention provided by doctors with the aim of curing illness)
and health care in the larger sense (that is, all those forms of care and intervention
which influence the health of members of the community).

Thus the whole logic of the Dawson report was based on the proposition that
‘preventive and curative medicine cannot be separated on any sound principle.
They must likewise be both brought within the sphere of the general practitioner,
whose duties should embrace the work of both communal as well as individual
medicine’. Nor was this just a matter of intellectual tradition. Local government
was already in the business of providing health care, ranging from curative
medicine in its hospitals to chronic care for the elderly and mentally ill in its
institutions, from the provision of maternity clinics to looking after the health of
schoolchildren. Organisational bias thus reinforced intellectual bias in the sense
that the services provided by local government would have to be incorporated into
any national scheme that might emerge. To have adopted an insurance-based
scheme would therefore have meant actively repudiating the service-based legacy
of the past.

Given this convergence of views on the necessity of devising some form of
national health service, as distinct from some form of national health insurance, it
is tempting to interpret the eventual emergence of the 1948 NHS in a determinis-
tic fashion: to see it as the child not of Labour ideology, not as a Socialist triumph,
but as the inevitable outcome of attempts to deal with a specific situation in the
light of an intellectual consensus, both about what was desirable and about what
was possible. Equally, given this convergence, it would seem redundant to search
for explanations in Britain’s wartime experience, whether administrative or emo-
tional. The acceptance of the need for a national health service long predates, as
we have seen, the wartime administrative experience of running the emergency
medical service: an experience which, at best, can have generated confidence that it
was actually possible to run a complex web of hospitals and services. Similarly, this
acceptance long predates the wartime commitment to a collectivist solution of
welfare problems: a commitment epitomised in the 1942 Beveridge report which
assumed, without elaborating in detail, the creation of a ‘comprehensive national
health service’.

Accepting a general notion is, of course, one thing. Devising and implement-
ing a specific plan is, however, a very different matter. The consensus may have
provided a foundation. It did not provide a blueprint: when it came to detail, the
various proposals put forward during the inter-war period had all come up with
somewhat different schemes. To examine the evolution of plans from the outbreak
of war in 1939 to the enactment of the 1946 legislation for setting up the National
Health Service is to identify a whole series of clashes not only between interest
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groups but also between competing values. If everyone was agreed about the end
of policy in a general sort of way, there was little by way of consensus about
means – and much awareness of the fact that the means chosen might, in turn,
affect the end. It was a conflict of a peculiar sort: conflict contained, and limited,
by an overarching consensus – a constraint which forced compromise and caution
on all the protagonists. Indeed, as we shall find, the theme of conflict within
consensus is one which runs through the entire history of the NHS.

Notes

1 Michael Foot, Aneurin Bevan, vol. 2, Davis-Poynter: London, 1973.
2 In many ways the best account remains Harry Eckstein, The English Health

Service, Harvard UP: Cambridge, Mass. 1958. At the time of writing, the
government documents were not accessible and the book is perhaps biased by
the sources that were available: Eckstein’s exclusive emphasis on the central
role of the medical profession reflects the fact that the main sources available
were the published accounts of negotiations in the medical press. Another
account based on published sources is AJ Willocks, The Creation of the National
Health Service, Routledge & Kegan Paul: London 1967. The first book to be
based on the documents now available in the Public Records Office is John E
Pater, The Making of the National Health Service, King Edward’s Hospital Fund
for London: London 1981. Pater himself was a civil servant at the Ministry
during the period in question, and his book therefore is a most authoritative (if
extraordinarily discreet and self-effacing) account.

3 Political and Economic Planning, Report on the British Health Services, PEP:
London 1937.

4 Brian Abel-Smith, The Hospitals in England and Wales, 1800–1948, Harvard
UP: Cambridge, Mass. 1964.

5 Ministry of Health, Interim Report on the Future Provision of Medical and Allied
Services, HMSO: London 1920, Cmnd. 693.

6 Royal Commission on National Health Insurance, Report, HMSO: London
1926, Cmnd. 2596.

7 British Medical Association, A General Medical Service for the Nation, BMA:
London 1930; Socialist Medical Association, A Socialized Medical Service.
SMA: London 1933.
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3
The social transformation of American
medicine: the rise of a sovereign profession
and the making of a vast industry
Paul Starr

Extracts from Starr P (1982) The Social Transformation of American Medicine:
The Rise of a Sovereign Profession and the Making of a Vast Industry. New York,
Basic Books.

Doctors, corporations, and the state

The great illusion of physicians and the hospital industry in the 1970s was that
liberal government was causing their troubles. The real threat to their autonomy
lay in the demands they were placing upon private health insurance as well as
public programs. Private insurers and employers want medical expenditures to be
controlled. And though business has become more wary of planning and regula-
tion, it wants medicine put under constraint of some kind.

In the early 1980s, spokesmen for business are calling for control over costs by
the private sector. Though this approach has ideological affinities with the
competitive model in health policy, the two are not exactly the same. The chief
instance of private-sector regulation is the business coalition. In 1974 the Business
Roundtable, whose members consist of the chief executive officers (CEOs) of the
largest corporations in the United states, created a new organization called the
Washington Business Group on Health. The initial purpose was to defeat national
health insurance, but the group increasingly became involved in other medical
policy issues, particularly cost containment. Local business coalitions to encourage
containment of medical costs have been the next step. By early 1982 about eighty
such coalitions were in process of formation around the United States. Their
agenda includes such issues as utilization review and review of capital spending by
medical institutions, not altogether different from the concerns of the PSROs and
HSAs that the Reagan administration was intent on dismantling. The attack on
regulation may not presage its disappearance but rather a transfer of functions
from federally-sponsored organizations to business-sponsored organizations and
the states. It is not difficult to imagine a situation in which some corporations (i.e.,
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employers) lean on other corporations (i.e., insurers, HMOs, hospital chains),
which, in turn, lean on the professionals to control costs. However, some critics
object the employers won’t lean hard enough because their stake is too small.1

The emergence of corporate enterprise in health services is part of two broad
currents in the political economy of contemporary societies. The older of these two
movements is the steady expansion of the corporation into sectors of the economy
traditionally occupied by self-employed small businessmen or family enterprises. In
this respect, the growth of corporate medical care is similar to the growth of
corporate agriculture. The second and more recent movement is the transfer of
public services to the administrative control or ownership of private corporations—
the reprivatization of the public household.

As I’ve already indicated, liberal and conservative policies, in opposite ways,
have both promoted corporate health care. Medicare and Medicaid stimulated the
huge growth in proprietary nursing homes and hospitals and later the rise of
dialysis clinics, home care businesses, and emergicenters. Cutbacks in financing
have encouraged the same developments. This shift was not inevitable. The legal
rule against the corporate practice of medicine might conceivably have been
steadfastly enforced by the courts. The early liberal programs might have empha-
sized neighborhood health centers instead of Medicaid and more generally have
fostered public facilities instead of public financing for private health care. The
great irony is that the opposition of the doctors and hospitals to public control of
public programs set in motion entrepreneurial forces that may end up depriving
both private doctors and local voluntary hospitals of their traditional autonomy.

The profession was long able to resist corporate competition and corporate
control by virtue of its collective organization, authority, and strategic position in
mediating the relation of patients to hospitals, pharmaceutical companies, and use
of third-party payment. Today, physicians still hold authority and strategic posi-
tion, but these have eroded. Specialization has diminished the scope of relations
between doctors and patients. Although patients who have established satisfactory
relationships with private physicians are less likely to enroll in HMOs, HMOs have
been developing more rapidly than before partly because ties between doctors and
patients are so much weaker. (The rise in malpractice suits against private
physicians has the same cause.) Employers and the government have become
critical intermediaries in the system because of their financial role, and they are
using their power to reorient the system.

In addition, the profession is no longer steadfastly opposed to the growth of
corporate medicine. Physicians’ commitment to solo practice has been eroding;
younger medical school graduates express a preference for practicing in groups.
The longer period of residency training may cultivate more group-oriented
attitudes. Young doctors may be more interested in freedom from the job than
freedom in the job, and organizations that provide more regular hours can screen
out the invasions of private life that come with independent professional practice.

The AMA is no longer as devoted to solo practice either. “We are not opposed
to the corporate practice of medicine,” says Dr. Sammons of the AMA. “There is
no way that we could be,” he adds, pointing out that a high proportion of the
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AMA’s members are now involved in corporate practice. According to AMA data,
some 26 percent of physicians have contractual relationships with hospitals; three
out of five of these doctors are on salary.2 About half the physicians in private
practice have set up professional corporations to take advantage of special
tax-sheltering provisions.3 Many physicians in private practice receive part of their
income through independent practice associations, HMOs, and for-profit hospitals
and other health care companies. The growth of corporate medicine has simply
gone too far for the AMA to oppose it outright. Dr. Sammons explains that the
AMA would oppose any interference by organizations in medical decisions, but
says that he is satisfied that none of the forms of corporate practice currently
threaten professional autonomy.4 However, at the local level, medical societies
often still vigorously oppose HMOs and other forms of integrated control.5

Doctors are not likely, as some sociologists have suggested, to become
“proletarianized” by corporate medicine. “Proletarianized” suggests a total loss of
control over the conditions of work as well as a severe reduction in compensation.
Such a radical change is not in prospect. Corporations will require the active
cooperation of physicians. Profit-making hospitals require doctors to generate
admissions and revenues; prepaid health plans, while having the opposite incen-
tives, still require doctors’ cooperation to control hospital admissions and overall
costs. Because of their dependence on physicians, the corporations will be
generous in granting rewards, including more autonomy than they give to most
other workers. The new generation of women physicians may find the new
corporate organizations willing to allow more part-time and intermittent work than
is possible in solo practice.

Nonetheless, compared with individual practice, corporate work will necessar-
ily entail a profound loss of autonomy. Doctors will no longer have as much
control over such basic issues as when they retire. There will be more regulation of
the pace and routines of work. And the corporation is likely to require some
standard of performance, whether measured in revenues generated or patients
treated per hour. To stimulate admissions, Humana offers physicians office space
at a discount in buildings next to its hospitals and even guarantees first-year
incomes of $60,000. It then keeps track of the revenues each doctor generates.
“They let you know if you’re not keeping up to expectations,” says one young
physician. Humana’s president is frank about what happens if they fail to produce:
“I’m damn sure I’m not going to renegotiate their office leases. They can practice
elsewhere.”6

Under corporate management, there is also likely to be close scrutiny of
mistakes, if only because of corporate liability for malpractice. An enthusiastic
management consultant writes that “individual incompetence and sloppy clinical
performance will be less tolerated there than in freestanding large voluntary
hospitals … The large conglomerate can purchase and/or develop sophisticated
quality-of-care control programs managed by statisticians. Working at corporate
headquarters, the statisticians will not be concerned about individual physicians’
reactions. Their reports, however, will supply individual hospitals with results
about physicians who are not measuring up … Senior management at the corpo-
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rate level will constantly be mindful that the corporation’s reputation comes
first … ”7 This, of course, may be management fantasy, but unlike PSROs, which
this control system resembles, it cannot be denounced as government regulation.

New distinctions will need to be made among owning, managing, employed,
and independent physicians. The rise of corporate medicine will restratify the
profession. A key question will be the control over the appointment of managing
physicians. If the managers are accountable to doctors organized in medical
groups, the profession may be able to achieve some collective autonomy within the
framework of the corporation (as they do in Kaiser). Another key issue will be the
boundary between medical and business decisions; when both medical and
economic considerations are relevant, which will prevail and who will decide?
Much will depend on the external forces driving the organization. Thus far,
conflict has been muted by affluence. A regime of medical austerity will test the
limits of professional autonomy in the corporate system.

One reason that there will be a loss of autonomy is that the organizations in
which physicians work are themselves likely to become heteronomous—that is, the
locus of control will be outside the immediate organization. Professional autonomy
has been protected by the institutional autonomy of hospitals. In the multihospital
systems, centralized planning, budgeting, and personnel decisions will deprive
physicians of much of the influence they are accustomed to exercise over
institutional policy.

Perhaps the most subtle loss of autonomy for the profession will take place
because of increasing corporate influence over the rules and standards of medical
work. Corporate management is already thinking about the different techniques for
modifying the behavior of physicians, getting them to accept management’s
outlook and integrate it into their everyday work. That way they do not need to be
supervised and do not sense any loss of control. Sociologists have long talked
about the “professional socialization” that takes place in medical school as students
acquire the values and attitudes of mature physicians. Now they will have to study
“corporate socialization” as young doctors learn to do things the way the plan or
the company has them done.8

The rise of a corporate ethos in medical care is already one of the most
significant consequences of the changing structure of medical care. It permeates
voluntary hospitals, government agencies, and academic thought as well as
profit-making medical care organizations. Those who talked about “health care
planning” in the 1970s now talk about “health care marketing.” Everywhere one
sees the growth of a kind of marketing mentality in health care. And, indeed,
business school graduates are displacing graduates of public health schools,
hospital administrators, and even doctors in the top echelons of medical care
organizations. The organizational culture of medicine used to be dominated by the
ideals of professionalism and voluntarism, which softened the underlying acquisi-
tive activity. The restraint exercised by those ideals now grows weaker. The “health
center” of one era is the “profit center” of the next.

No less important than its effect on the culture of medical care institutions is
the likely political impact of the growth of corporate enterprise. As an interest
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group, the new health care conglomerates will obviously be a powerful force. In
one case—the renal dialysis clinics—the influence of one corporation prevented
Congress from adopting legislation that would have cut federal health care costs,
which is to say corporate profits. The profit-making hospitals clearly benefit from
the structure of private health insurance and can be counted on to oppose any
national health program that might threaten to end private reimbursement. The
corporate health services industry will also represent a powerful new force resisting
public accountability and participation.

A corporate sector in health care is also likely to aggravate inequalities in
access to health care. Profit-making enterprises are not interested in treating those
who cannot pay. The voluntary hospital may not treat the poor the same as the
rich, but they do treat them and often treat them well. A system in which corporate
enterprises play a larger part is likely to be more segmented and more stratified.
With cutbacks in public financing coming at the same time, the two-class system in
medical care is likely to become only more conspicuous.

This turn of events is the fruit of a history of accommodating professional and
institutional interests, failing to exercise public control over public programs, then
adopting piecemeal regulation to control the inflationary consequences, and, as a
final resort, cutting back programs and turning them back to the private sector.
The failure to rationalize medical services under public control meant that sooner
or later they would be rationalized under private control. Instead of public
regulation, there will be private regulation, and instead of public planning, there
will be corporate planning. Instead of public financing for prepaid plans that might
be managed by the subscribers’ chosen representatives, there will be corporate
financing for private plans controlled by conglomerates whose interests will be
determined by the rate of return on investments. That is the future toward which
American medicine now seems to be headed.

But a trend is not necessarily fate. Images of the future are usually only
caricatures of the present. Perhaps this picture of the future of medical care will
also prove to be a caricature. Whether it does depends on choices that Americans
have still to make.

Notes

1 Paul W. Earle, “Business Coalitions – A New Approach to Health Care Cost
Containment.” (American Medical Association, January 1982); for two reports
on business views, see John Iglehart, “Health Care and American Business,”
New England Journal of Medicine 306 (January 14, 1982), 120–24, and idem,
“Drawing the Lines for the Debate on Competition,” New England Journal of
Medicine 305 (July 30, 1981), 291–96. For a skeptical view that business is not
really that much interested in health costs, see Harvey M. Sapolsky, “Corpo-
rate Attitudes toward Health Care Costs,” Milbank Memorial Fund Quarterly
59 (Fall 1981), 561–85.

2 American Medical Association, SMS Report [Sociomedical Monitoring Sys-
tem] (February 1982), 1.
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3 Goldsmith, Can Hospitals Survive?, 33–34.
4 Interview, January 15, 1982.
5 Clark Havighurst, “Professional Restraints on Innovation in Health Care

Financing,” Duke Law Journal (May 1978), 303–87.
6 Kinkhead, “Humana’s Hard-Sell Hospitals,” 76.
7 Johnson, “Health Care 2000 A.D.,” 49–50.
8 Freidson distinguishes between physicians’ “technical” autonomy in defining

the “content” of their work and their social and economic autonomy in
controlling the organization or “terms” of work. Eliot Freidson, Profession of
Medicine (New York: Dodd, Mead, 1970), 373. This distinction may become
increasingly untenable as corporate organizations make the technical standards
an object of modification.
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4
Securing our future: taking a long-term view
Derek Wanless

Extracts from Wanless D (2002) Securing our Future: Taking a Long-term View.
HM Treasury, April 2002.

Introduction

1.1 The Acts of Parliament which founded the National Health Service (NHS)
set out a vision of: “a comprehensive health service designed to secure improve-
ment in the physical and mental health of the people … and the prevention,
diagnosis and treatment of illness”.1 In the half century since, the NHS has
established itself as the public service most valued by the people of the UK.

1.2 To meet its original vision in future, and to justify the value which people
attach to it, the health service requires radical reform.

1.5....In March 2001, the Chancellor of the Exchequer commissioned this
Review to examine future health trends and the resources required over the next
two decades to close the gaps in performance and to deliver the NHS Plan and the
vision of the original Acts.

1.6 This is the first time in the history of the NHS that the Government has
commissioned such a long-term assessment of the resources required to fund the
health service. Making a long-term projection of this kind is, of course, fraught
with uncertainty, but there are good reasons for attempting it.

1.7 Many decisions about resources need to be made for the long term; for
example, the number of people to be trained, the skills they will require, the types
of buildings likely to be needed and the information and communication technolo-
gies upon which the efficient operation of the system will depend. The whole
system, including prevention, diagnosis and treatment, rehabilitation and long-
term care must be seen from the perspective of the individual patient, with
appropriate structures in place to produce sensible incentives and to direct
resources efficiently.

1.8 It is hoped that this Review will help to contribute towards greater
stability in the funding and delivery of health care over the next 20 years. While
total health spending has risen on average by 3.9 per cent a year in real terms over
the past 40 years, annual changes in real terms have varied substantially – from
reductions, to an increase of over 10 per cent. Such instability in funding acts as a
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serious barrier to long-term planning. Taking a long-term view should also provide
the opportunity for more effective management of the health service. Good
management requires clarity about the long-term, strategic direction of the service
coupled with flexibility to respond decisively and appropriately to changes as they
occur.

1.12 The Review has considered the resource requirements for a publicly
funded, comprehensive and high quality health service. Although the Terms of
Reference relate to health care, it is clear that social care is inextricably linked to
health care. They must be considered together. The Review has therefore at-
tempted to identify and draw out some of the key relationships between the two
and, as a first step, sets out illustrative projections of resource requirements for
social care for adults (especially older people) based on the present position
adjusted for changes in the population and in the level of ill health. However, with
the time and resources available, it has not been possible to develop social care
projections in the same amount of detail as the projections for health care. Further
work is required as part of a “whole systems” approach to analysing and modelling
health and social care.

1.13 Public funds are used to commission services not only from the NHS
and local authorities but also from private and voluntary organisations. The
Review has made no judgement about the relative merits of different forms of
public and private delivery; the resource estimates make no assumption about the
public/private mix in the delivery of services in 20 years’ time.

Financing of care

6.54 The Review was established to estimate the resources needed to deliver a
high quality health service over the next two decades. Its remit was not to look at
how those resources should be financed. Nevertheless, it has been important to
examine whether the way health care is financed might itself be a driver of the total
resources required.

6.55 Chapter 4 of the Interim Report considered this issue and concluded
that the current method by which health care is financed through general taxation
is both fair and efficient and that “a continuation of a system of funding broadly
similar to that at present is not, in itself, anticipated to be a factor leading to
additional resource pressures over the next 20 years”. The Interim Report took the
view that “it is therefore appropriate to conduct the Review on the basis of a
continuation of the current system for funding UK health care”.

6.56 The Interim Report identified four main mechanisms for financing
health care:

+ general taxation: general taxation revenues, incorporating both direct and
indirect tax receipts, collected by government;

+ social insurance: earnings-related employee contributions and/or employer
payroll taxes;

+ out-of-pocket payments: payments made directly by patients for the use of
particular health services in either the public or private sector; and
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+ private insurance: private medical insurance taken out by individuals or by
employers on their behalf.

6.57 Most countries use a combination of these to finance their health care
systems, although the balance differs between countries. The UK and Sweden have
the highest share of public funding: in both, under a fifth of total health spending
is privately financed, compared to between a quarter and a third in the other
comparator countries considered in Chapter 5 of the Interim Report.

6.58 Drawing on evidence from these comparator countries, the Interim
Report considered the four financing mechanisms against three objectives: effi-
ciency, equity and choice. A summary is provided in paragraphs C.15 to C.24 of
Annex C.

Consultation views

6.59 The consultation responses generally supported the Interim Report’s con-
clusions about the efficiency and equity of general taxation financing and that the
current mechanism of funding health care in the UK is unlikely itself to be a driver
of cost. Strong support for a continuation of the current financing system was
received from some respondents. The King’s Fund recently stated that “on the
grounds of equity and efficiency of collection, the existing financing arrangements
– predominantly through general taxation – are currently the best way of paying for
health care2”. UNISON “supported the broad conclusions of the Review, i.e. that
the NHS … should continue as a tax funded service.” However, a few responses
questioned the Interim Report’s conclusions.

6.60 Some claimed a causal link between financing health care predomi-
nantly through general taxation and the historic under-investment in the health
service. For example, the Association of British Insurers said that “the UK’s
publicly financed health care system has been associated with a significant
cumulative under-investment in resources, infrastructure and poor service provi-
sion”. While there has undoubtedly been significant under-investment in the NHS
in the past as a result of the failure of successive governments to commit sufficient
resources to the health service, the Review does not believe that this is an inevitable
feature of tax-financed systems. For example Sweden, which has a predominantly
tax funded system, is not generally considered to have suffered from such a
problem. Levels of health care spending vary significantly across countries irre-
spective of the particular financing system used.

6.61 It was suggested that the UK’s method of financing health care hides
the real cost of health care, so impacting adversely on patient responsibility and
engagement. The funding of health care from general taxation does obscure its
cost, but it is not evident that a greater exposure of patients to the costs involved
would necessarily lead them to take more responsibility for their own care. People
covered by social and private insurance systems are more directly aware of the
amount they are paying but there is no evidence that this constrains demand. In
systems such as France where patients face direct charges they often take out

22 A READER IN HEALTH POLICY AND MANAGEMENT

Kerrypress Ltd – Typeset in XML A Division: part01 F Sequential 22



 

JOBNAME: McGraw−Mahon PAGE: 23 SESS: 28 OUTPUT: Thu Apr 2 14:23:17 2009 SUM: 56B3A784
/production/mcgraw−hill/booksxml/mahon/part01

additional insurance to cover these costs. The Review accepts that it is important
that the public should be better informed about the cost of delivering health care.

6.62 It was also suggested that, in private or social insurance schemes, where
people choose regularly whether to stay with their existing insurer or move to
another, they could exert more influence over what is provided, could show their
willingness to pay more for better services and could help exert discipline on total
spending. The Review accepts that these are possible benefits although it appears
not to have been the recent trend in many countries. For example, benefits
packages tend to be the same or very similar across social insurance funds and, as
noted in the Interim Report, cost containment has been a growing issue in many
countries. The governments of France and Germany have been trying to limit the
growth in social insurance contributions.

6.63 It has also been suggested that the UK’s method of financing restricts
patient choice and limits the responsiveness of the service. The major private
medical insurers and some research groups made this point strongly in consulta-
tion. The Review believes it is entirely appropriate that under a publicly-funded
system choices about what clinical services are and are not provided should be
made centrally and transparently on the basis of best available evidence. In
England and Wales, this is the developing role of NICE.

6.64 But in any insurance system there will be rules laid down about what is
and what is not covered. Private providers are free to make their own decisions,
and provide choice about what is covered. In terms of non-clinical services, the
Review recognises that people will increasingly demand greater choice and
responsiveness, and that financing greater choice in this area through general
taxation may be neither acceptable nor equitable. As discussed below, introducing
charges for certain additional non-clinical services would be one way of expanding
the degree of choice.

6.65 It should also be noted that in the UK in the past, and at present, the
opportunity for introducing greater choice has been restricted by a lack of capacity
in the system. If such capacity constraints can be alleviated in the period ahead,
this will open up the possibility of introducing greater choice across the service.
The Government has made clear its intention to do so and it is certainly necessary.
The Review accepts that it will require patients expressing their views to ensure
this happens efficiently and in an appropriately responsive way.

6.66 The points presented above are all important, although some appear to
relate more to the particular experience of the UK in the past than to inevitable
consequences of the health care financing mechanism. The Review has carefully
analysed the views which were put to it in meetings and in written submissions. It
has considered the administrative burden of any changes at a time when the NHS
is under such pressure for change. It is clear that there are deeply held beliefs about
the extent to which private financing should exist in health care and that other
countries, notably Canada, are engaged in similar debates over the best way of
funding health care. However, the Review still does not believe that there is an
alternative financing method to that currently in place in the UK which would
deliver a given level and quality of health care either at lower cost to the economy
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or in a more equitable way. The issue is the sustainability of the individual
components of the financing mechanism, and that needs to be addressed in the
context of long-term estimates of the resource requirements.

6.67 The projected resource requirements for the health service over the next
two decades set out in the previous chapter are very high and, should subsequent
reviews confirm projections of similar magnitude, they will clearly present signifi-
cant financing challenges. As expectations and quality standards rise, there will
also be significant challenges in defining both clinical need and what level of
patient choice can and should be accommodated through public funding.

Out-of-pocket payments

6.68 Out-of-pocket payments could play a role in meeting this challenge, both in
terms of generating extra income for the service and in terms of providing extra
choice for patients.

6.69 What role such payments should play in the future is not a matter for
this Review, but for the government of the day. As noted in the Interim Report,
decisions on the balance of financing should, on a continuing basis, be addressed
in the context of the macroeconomic background against which the Chancellor
considers the implications of the estimates of future resource requirements for the
Government’s wider economic and fiscal strategy and, in particular, considers the
capacity of the UK’s general taxation base.

6.70 Whatever role they do play, however, such charges should only be
considered in cases where the principle that access to health care should be based
on clinical need and not ability to pay can be assured. With this in mind, two
factors are particularly important in considering the possible role of such pay-
ments: the scope of charges and the exemptions applied for those who cannot
afford to pay.

6.71 Charges already exist in the UK for a limited number of clinical services
(mainly prescriptions, dental treatments and sight tests, glasses and contact lenses)
and non-clinical services (for example, single maternity rooms, televisions, tel-
ephones and car parking).

6.72 The Review remains of the view that it would be inappropriate to
extend out-of-pocket payments to clinical services such as visits to a GP or a
specialist. As discussed in the Interim Report, such charges are inequitable unless
accompanied by adequate exemptions and risk increasing inequalities in access to
care. A few responses advocated such charges but NACAB’s work on patient
charges argued strongly against them.3 While they could yield substantial revenues,
they would also involve additional administrative costs.

6.73 The impact on equity of out-of-pocket payments for items, such as
prescriptions, depends on how effective a safety net is in place to exempt all of
those who cannot afford such payments.

6.74 Currently 50 per cent of the population of England is exempt from
prescription charges, including the young, the elderly, the unemployed and those
on low incomes. As a result, 85 per cent of prescription items dispensed by
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community pharmacists and appliance contractors in England in 2000 were free to
patients. Yet in consultation, NACAB pointed to research commissioned from
MORI showing that of those liable to pay, 1 in 20 had failed to get all of a
prescription dispensed and a further 1 in 50 had failed to get part dispensed,
because of the cost. On the other hand, some of those who are exempt could easily
afford to pay and are unlikely to be deterred by the level of charges, especially as
they are capped by prepayment certificate arrangements.

6.75 Recognising the political sensitivities and the limited amount of money
which might be raised, this may not be a priority for attention. However, the
present structure of exemptions for prescription charges is not logical, nor rooted
in the principles of the NHS. If related issues are being considered in future, it is
recommended that the opportunity should be taken to think through the rationale
for the exemption policy.

6.76 The Review believes that there is an argument for extending out-of-
pocket payments for non-clinical services and recommends that they should be
kept under review. Such services are likely to become more important as demand
for greater patient choice increases and it may prove difficult to justify the public
financing of such services. For example, payments could be considered for the
provision of IT facilities in patients’ rooms. This would offer a way of allowing
patients to experience a greater choice in non-clinical services while at the same
time enabling the health service to preserve its resources for clinical services. Better
information technology will help to ensure that increased administrative costs do
not use up the incremental income.

Annex C

Financing health care

C.16 This Review has been commissioned to estimate the resources required to
run the NHS in 20 years’ time. It is not set up to examine the way in which those
resources are financed. My Terms of Reference specify that I should examine the
resources required for a publicly funded, comprehensive and high quality health service
and I am asked to identify the key factors that will determine the resources
required. I have therefore needed to consider whether the method of funding the
health service is itself a factor determining the resources required.

C.17 Health spending in most major countries is predominantly publicly
financed – the US being the main exception. In the UK, 83 per cent of health
spending is publicly funded. This is high by international standards – the EU
average is 75 per cent.4 Although a higher proportion of health spending is publicly
funded in the UK, publicly-funded health spending accounts for a smaller share of
GDP than in any of the seven European and Commonwealth countries considered
as the most important comparators for this Review.5

C.18 Public funding of health care can come from two sources: general
taxation and social insurance. Private funding comes mainly from medical insur-
ance and out-of-pocket payments by patients. Work by the OECD (Organisation
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for Economic Development and Co-operation) suggests that a greater share of
public financing of health care is associated with better population health out-
comes for a given level of expenditure. In terms of its impact on the economy, the
evidence suggests that, in general: “private health spending has no advantages over
public health spending. The most obvious consequence of shifting from public to private
spending is to shift the burden from the relatively rich to the relatively poor”.6

C.19 There are relatively high levels of dissatisfaction with health systems in
many developed countries, whatever the funding system and overall level of
resources devoted to health. The UK system of financing appears to be relatively
efficient and equitable. It delivers strong cost control and prioritisation and
minimises economic distortions and disincentives. A further key advantage of the
UK’s funding system is its fairness, providing maximum separation between an
individual’s financial contributions and their use of health care.

C.20 The main disadvantage of a predominantly social insurance based
model is that the revenue base is more concentrated, falling on employment to a
greater extent than in countries with a higher proportion of general taxation
funding. As a result, many countries such as France with a tradition of social
insurance have been shifting the balance in their funding towards general taxation.

C.21 Private funding mechanisms tend to be inequitable, regressive (those
with greater health needs pay the most), have weak incentives for cost control, high
administration costs and can deter appropriate use.

C.22 My conclusion is that there is no evidence that any alternative financing
method to the UK’s would deliver a given quality of health care at a lower cost to
the economy. Indeed other systems seem likely to prove more costly. Nor do
alternative balances of funding appear to offer scope to increase equity.

C.23 The main weakness of public financing of health care (whether through
general taxation or social insurance) is that it provides limited scope for expression
of individual preferences and choice. Where there is a clinical need for a particular
service, a process is needed to decide whether the service will be available through
the NHS or not. Such a process must be acceptable to the public. The National
Institute for Clinical Excellence (NICE) and NSFs provide the main building
blocks for this process. On equity grounds, I do not think it right that some
individuals should be able to access clinically necessary services through the NHS
by paying when others whose need is at least as great could not simply because
they could not afford to pay.

C.24 However, as patient expectations increase, the UK will need to consider
whether to provide a mechanism to allow patients to express their preferences for
greater choice in non-clinical services. There are currently limited charges for
non-clinical services such as single maternity rooms and car parking. The NHS
Plan announced the Government’s intention to negotiate contracts with private
companies to install bedside TVs and phones with modest charges for the service.
It may not be considered appropriate for public money to be used to offer patients
greater choice of non-clinical services when these resources could be used for
better treatment and clinical care for all. Such patient charges for non-clinical
services may offer a way to extend choice for these services without diverting NHS
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resources away from clinical care. These are matters for consideration, if thought
necessary, after this Review, or subsequent reviews, have reported on the likely
total resources required in the long term.

C.25 The key conclusion for my Review is that the current method by which
health care is financed through general taxation is both a fair and efficient one. I
believe that a continuation of a system of funding broadly similar to that at present
is not, in itself, a factor which will lead to additional resource pressures over the
next two decades.

Notes

1 National Health Service Act (England and Wales) 1946, National Health
Service Act (Scotland) 1947, Health Services (Northern Ireland) Act 1948.

2 King’s Fund (2002), The future of the NHS: a framework for debate,
discussion paper, January 2002.

3 National Association of Citizens Advice Bureaux (NACAB) (2001), Un-
healthy charges: CAB evidence on the impact of health charges, July 2001.

4 1998 unweighted average.
5 France, Germany, the Netherlands, Sweden, Australia, Canada and New

Zealand.
6 Normand C (1998), Ten popular health economic fallacies, Journal of Public

Health Medicine 20: 129–132.
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PART 2
The policy-making process
Introduced by Naomi Chambers

Senior health care managers are constantly seeking clarity about how and why
policy is developed. There is always a powerful need to sense-make at a local
level; to be able to tell the story convincingly to staff, patients and above all to
themselves. Managers are further concerned with how policy should be imple-
mented, in order to understand their role and contribution, and as a touchstone
for personal priority setting in their day-to-day work. In terms of clear answers, the
policy process literature appears largely at first a chimera, although there are
some beguiling models and theories that do help to make sense of what appears
to be a messy picture; indeed, described by Kingdon (1995) as the ‘primeval
soup’ of problems, policies and politics.

This part focuses on four classic texts in relation to health policy development
and implementation to illuminate the topic and to clarify the potential role of
managers as policy entrepreneurs rather than policy victims (Roberts and King,
1991). One of the four texts has been drawn from a wider canvas rather than from
the health-related field, to underline the perspective that there are lessons to be
drawn for health care from the broader public policy arena. The texts have also
been selected on the basis of their durability, either because the ideas that they
introduced have already entered the lexicon, or because in our judgement they will
do.

To set the scene however, it is helpful to begin by referring to Lindblom’s
classic text. The memorably entitled article ‘The science of “Muddling through” ’
(1959) elegantly puts the case that policy formulation and execution are
intertwined rather than separate, and sets the scene for later elucidations of his
argument for ‘successive limited comparisons’ , ‘partisan mutual adjustment’ and
‘bureaucratic intelligence’. His argument is that attempts to formalize rational
policy formulation have emphasized an idealized and comprehensive approach
(the rational-comprehensive or root method) whereas the alternative (the succes-
sive limited comparisons or branch method) has heretofore been relatively
neglected. Lindblom provides the theoretical explanation for managers as policy
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actors as they go about the iterative business of putting new policies into practice,
in a way that has echoes of Mintzberg’s (1973) critique of the realities of
managerial life some time later.

Dilys Hill (1978), meanwhile, provides a helpful analysis of the concept of
political ambiguity that elucidates how policy is made and implemented when the
decision-making process is, as it usually is, based on compromise. Hill describes
how ambiguity allows the political system to take the strain when there are
divergent values about a public issue, how national and local structures pulling in
different directions can produce policy ambiguity, and how ambiguity in implemen-
tation can have both beneficial and harmful results when there is a groundswell of
societal disagreement concerning public welfare area. Continuing with the theme
of continuous and iterative production of policy, and far from the popularized
notion of civil servants as either conspirators, bureaucrats or wise counsellors as
popularized by Yes, Minister,1 Michael Hill (2005) offers a measured and nuanced
analysis of the role of civil servants; an area that can puzzle and confuse even
very senior health managers. Rather than holding with the traditional dichotomy of
‘politics’ (the agenda-setting processes of the politicians) and ‘administration’
(the arrangements for implementation handled by the civil servants), Hill argues
that the latter belong at the very centre of the policy community, and thus shape,
interpret, translate and reinvent policy.

Turning to the four selected readings, Michael Lipsky’s (1971) particular
contribution lies in his analysis of the process of implementation and recreation of
policy at the grassroots, in his notion of ‘street-level bureaucrats’, which has now
entered the canon. Lipsky starts with the premise that there are two opposite
belief systems in place when policy is implemented at street level: public service
workers believe they are doing a good job but the recipients of their services
disagree and transfer that belief in their judgement of the whole bureaucracies in
which they work. Lipsky argues that perceived inadequacy of resources, threats
and challenges to authority and contradictory or ambiguous job expectations all
contribute to worker stress and, as a defence mechanism kicks in, the combina-
tion leads workers to routinize, simplify, distort and reinterpret their role, thereby
reinventing government policy at street level. Lipsky’s prescriptions lie both in
greater decentralization and neighbourhood control and in the recruitment of new
cadres of graduates with intellectual acumen, staying power and a public service
orientation to reinvigorate the street-level workforce. This has resonances with the
‘problem of middle management’ (Sergeant, 2003) and the aspirations of, for
example, the UK NHS graduate training schemes in challenging ‘the way we do
things round here’, although the jury must be out as to the enduring impact of
such graduate schemes, given the apparent entrenchment of street-level bureauc-
racy in healthcare organizations.

Turning now to the politics of health, Rudolph Klein’s oeuvre over a quarter of
a century, focusing largely on an analysis of the UK health policy context, is one of
the most compelling and illuminating, drawing as it does on the author’s
journalistic roots. His article in 1998 heralding the new (and New) Labour
government’s health policy priorities also succinctly sets the historical context,
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summarized as a centralized service based on the principle of parsimony, giving
the medical profession a stronger hold on policy than in countries with more
diverse and devolved systems of health care. The author is generally remarkably
prescient about enduring UK health policy paradoxes and challenges a decade
later across the themes of decentralization, incentives for performance improve-
ment and challenges to medical autonomy, although not altogether accurate in his
prediction about Labour’s repudiation of the market by 2008 (at least in England).
This paper outlines the influence of US health policy and how its central tenets of
competition, markets and managed care come up against very different domestic
politics that results in the emergence of new language – or as Klein puts it – new
ways of thinking about health care in the UK.

Stephen Harrison and Bruce Wood (1999), in their critique of reorganizations
over a period of 30 years, have identified subtle changes in health service
reorganization policy, moving away from the early days of prescriptive blueprints
spelling out the detail of the desired landscape (e.g. in ‘The Grey Book’2) to what
they term ‘bright ideas’, which are then translated by local incentivized policy
actors into specific new arrangements in a process that they term ‘manipulated
emergence’. The concept can be applied beyond reorganization into other areas of
health policy; for example, in relation to care closer to home, configuration of
acute care, and so on. The question remains whether this is a cyclical process;
that is, whether there will be a return to the prescriptive emphasis or whether, as
part of Whitehall ‘letting go’ of the NHS, manipulated emergence will endure as a
favoured health government policy tool. Talbot’s (2005) thesis would favour the
former: the paradox of human nature played out in policy terms would indicate
that those policy makers who are keen to ‘spell it out in full in advance’ will again
come to the fore in due course. Indeed, there are already examples of different
styles coexisting: for example, the blueprint for reducing unplanned hospital
admissions among over 65s (precise numbers of community matrons and job
descriptions were issued by the Department of Health in 2006) as opposed to the
uneven playing out of practice-based commissioning policy (in contrast with
fundholding rules) from 2005 onwards with probably rather weakly incentivized
local policy actors.

The final reading offers a painstaking economic analysis of the development
of the NHS since 1948. Gwyn Bevan and Ray Robinson (2005) show how the
theory of path dependency has continuously acted upon health policy develop-
ment and implementation to slow it down and dilute it. Path dependency
essentially is about the power of history, previous decisions, existing institutions
and country-specific structural forces to constrain really new policy ideas and to
prevent them from being implemented (Wilsford, 1994). The authors argue that
the three economic logics in healthcare of controlling total costs, the equitable
distribution of hospital and community services and efficiency are undermined by
the political framework of a state hierarchical system and one in which GPs and
hospital doctors, in a long-term collegial relationship, determine demand and
supply. Occasionally, forces come together, as they did in the early 1990s, to
force policy into a new trajectory, with the introduction of the internal market,
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money following the patient and the purchaser-provider split. The longer-term
result, despite Labour’s apparent ideological protests while in opposition, was an
incremental readjustment and dilution following their coming into power, with the
anticipated impacts of productivity and cost control remaining a mirage.

What ‘space’ can health managers occupy in terms of health policy develop-
ment and implementation in the light of the theories and arguments developed in
these selected readings? What prospects are there for them to be policy
entrepreneurs? The literature on policy implementation (e.g. Hogwood and Gunn,
1984) indicates that there are a number of circumstances in which managers can
stumble in the gaps between policy formation and implementation. Three main
areas of insight are particularly relevant. First, the recognition that the policy
process is likely to be iterative, ambiguous, compromised and emergent (Lind-
blom, 1959; Hill, 1978; Harrison and Wood, 1999) provides a steer for the
sense-making contribution and the management of expectations at local level.
Second, an understanding of the part played by street-level bureaucrats (Lipsky,
1971) should lead to more of a focus on the values, beliefs, behaviours and
actions of front-line staff in checking out the realpolitik of policy implementation.
Finally, a more strategic reading of the shape and durability of particular policy
initiatives is enabled by reference to theories about manipulated emergence and
path dependency.

Summary

+ Many writers have described the messiness and iterative nature of the
policy process.

+ The influence of US health policy on the English health system is
significant and long term but initiatives have been diluted because of the
different paths taken by the two countries.

+ Health managers may have a particular role to play in policy implemen-
tation and are better placed if they have insights with regard to the part
played by front-line staff, the power of path dependency and the
management of policy ambiguity.

Notes

1 Yes Minister is a popular 1980s’ satirical British situation comedy set in
Whitehall (and rumoured to have been Margaret Thatcher’s favourite TV
programme).

2 The Grey Book is the colloquial term for the administrator’s handbook that
characterized the bureaucracy of the NHS during the 1970s. It contained
highly structured and detailed descriptions of policies, structures and lines of
accountability.
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5
Street-level bureaucracy and the analysis of
urban reform
Michael Lipsky

Extracts from Lipsky M (1971) Street-level bureaucracy and the analysis of urban
reform, Urban Affairs Review, 6: 391–409.

In American cities today, policemen, teachers, and welfare workers are
under siege. Their critics variously charge them with being insensitive, unprepared
to work with ghetto residents, incompetent, resistant to change, and racist. These
accusations, directed toward individuals, are transferred to the bureaucracies in
which they work.

Street-level bureaucracy

Men and women in these bureaucratic roles deny the validity of these criticisms.
They insist that they are free of racism, and that they perform with professional
competence under very difficult conditions. They argue that current procedures
are well designed and that it is only the lack of resources and of public support and
understanding which prevents successful performance of their jobs. Hence bureau-
crats stress the need for higher budgets, better equipment, and higher salaries to
help them do even better what they are now doing well, under the circumstances.

How are these diametrically opposed views to be reconciled? Do both sides
project positions for advantage alone, or is it possible that both views may be valid
from the perspective of the policy contestants? Paradoxically, is it possible that
critics of urban bureaucracy may correctly allege bias and ineffectiveness of
service, at the same time that urban bureaucrats may correctly defend themselves
as unbiased in motivation and objectively responsible to bureaucratic necessities?

What is particularly ominous about this confrontation is that these “street-level
bureaucrats,” as I call them, “represent” American government to its citizens. They
are the people citizens encounter when they seek help from, or are controlled by,
the American political system. While, in a sense, the Federal Reserve Board has a
greater impact on the lives of the poor than, say, individual welfare workers
(because of the Board’s influence on inflation and employment trends), it
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nonetheless remains that citizens perceive these public employees as most influential
in shaping their lives. As ambassadors of government to the American people, and
as ambassadors with particularly significant impacts upon the lives of the poor and
of relatively powerless minorities, how capable are these urban bureaucrats in
providing high levels of service and responding objectively to individual grievances
and needs?

It is one conclusion of this paper that both perspectives have some validity.
Their simultaneous validity, reflecting differences in perspective and resulting from
the responses of street-level bureaucrats to problems encountered in their jobs,
focuses attention on one aspect of the institutional racism with which the Kerner
Commission charged American society.

In analyzing the contemporary crisis in bureaucracy, and the conflicting claims
of urban bureaucrats and their nonvoluntary clients, I will focus on those urban
bureaucrats whose impact on citizens’ lives is both frequent and significant. Hence
the concentration on street-level bureaucrats–those government workers who
directly interact with citizens in the regular course of their jobs; whose work within
the bureaucratic structure permits them wide latitude in job performance; and
whose impact on the lives of citizens is extensive. Thus, the analysis would include
the patrolman on the beat, the classroom teacher, and the welfare investigator. It
would be less relevant to the public school principal, who deals primarily with
subordinates rather than with pupils, or to the traffic cop, whose latitude in job
performance is relatively restricted.

Further, I want to concentrate on ways in which street-level bureaucrats
respond to conditions of stress imposed by their work environment, where such
stress is relatively severe. Analytically, three kinds of stress may be readily observed
in urban bureaucracies today.

(1) Inadequate resources. Street-level bureaucracies are widely thought to lack
sufficient organizational resources to accomplish their jobs. Classrooms are over-
crowded. Large welfare caseloads prevent investigators from providing all but
cursory service. The lower courts are so overburdened that judges may spend their
days adjourning but never trying cases. Police forces are perpetually understaffed,
particularly as perceptions of crime and demands for civic order increase (Silver,
1967).

Insufficiency of organizational resources increases the pressures on street-level
bureaucrats to make quick decisions about clients and process cases with inad-
equate information and too little time to dispose of problems on their merits.
While this may be said about bureaucratic decision-making in general, it is
particularly salient to problems of street-level bureaucracy because of the impor-
tance of individual bureaucratic outcomes to citizens subject to the influence of
urban institutions. The stakes are often high–both to citizen and to bureaucrat.

(2) Threat and challenge to authority. The conditions under which street-level
bureaucrats work often include distinct physical and psychological threats. Police-
men are constantly alert to danger, as are other street-level bureaucrats who
function in neighborhoods which are alien to them, are generally considered
dangerous, or are characterized by high crime rates. Curiously, it may make little
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difference whether or not the probabilities of encountering harm are actually high,
so long as people think that their jobs are risky.

Even if actual physical harm is somewhat remote, street-level bureaucrats
experience threat by their inability to control the work-related encounter. Teachers
especially fear the results of loss of classroom discipline or their ability to manage a
classroom. Policemen have been widely observed to ensure the deference of a
suspect by anticipatory invocation of authority.

(3) Contradictory or ambiguous job expectations. Confronted with resource inad-
equacies and threats which increase the salience of work-related results, street-level
bureaucrats often find their difficulties exacerbated by uncertainties concerning
expectations of performance. Briefly, role expectations may be framed by peers, by
bureaucratic reference groups, or by public expectations in general (Sarbin and
Allen, 1968). Consider the rookie patrolman who, in addition to responding to his
own conceptions of the police role, must accommodate the demands placed upon
him by

(i) fellow officers in the station house, who teach him how to get along and try to
“correct” the teachings of his police academy instructors;

(ii) his immediate superiors, who may strive for efficiency at the expense of
current practices;

(iii) police executives, who communicate expectations contradictory to station-
house mores; and

(iv) the general public, which in American cities today is likely to be divided along
both class and racial lines in its expectations of police practices and behavior.

One way street-level bureaucrats may resolve job-related problems without internal
conflict is to drift to a position consistent with dominant role expectations. This
resolution is denied bureaucrats working under conflicting role expectations.

Controversy over schools, police behavior, or welfare practices exacerbate
these stress conditions, since they place in the spotlight of public scrutiny behavior
which might otherwise remain in the shadows. These stresses result in the
development of psychological and behavioral reactions which seem to widen the
already existing differences between street-level bureaucrats and spokesmen for the
nonvoluntary clienteles.

In their need to routinize and simplify in order to process work assignments,
teachers, policemen, and welfare workers may be viewed as bureaucrats. Signifi-
cantly, however, the workload of street-level bureaucrats consists of people, who in
turn are reactive to the bureaucratic process. Street-level bureaucrats, confronted
with inadequate resources, threat and challenge to authority, and contradictory or
ambiguous role expectations, must develop mechanisms for reducing job-related
stresses. It is suggested here that these mechanisms, with their considerable impact
on clients’ futures, deserve increasing attention from students of urban affairs.

Public policy reform in street-level bureaucracies

Although much more could be said about the stresses placed on street-level
bureaucrats, the remainder of this paper will focus on the implications for public
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policy and for public perceptions of urban bureaucracy, of an analysis of the ways
street-level bureaucrats react to problems related to specified work conditions.
Where does this kind of analysis lead?

First, it may help bridge the gap between, on the one hand, allegations that
street-level bureaucrats are racist and, on the other hand, insistence by individuals
working in these bureaucracies that they are free from racism. Development of
perceptual simplifications and subtle redefinitions of the population to be
served–both group psychological phenomena–may be undetected by bureaucracies
and clientele groups. These phenomena will significantly affect both the perception
of the bureaucrats and the reactions of clienteles to the bureaucracies. Perceptual
modes which assist bureaucrats in processing work and which, though not
developed to achieve discriminatory goals, result in descriminatory bias may be
considered a manifestation of institutional as opposed to individual racism. So
there must be a distinction between institutional routinized procedures which
result in bias and personal prejudice.

Second, we may see the development of human relations councils, citizen
review boards, special equal opportunity units, and other “community relations”
bureaus for what they are. They may provide citizens with increased marginal
access to the system, but, equally important, they inhibit institutional change by
permitting street-level bureaucrats to persist in behavioral patterns because special
units to handle “human relations problems” have been created. These institutional
developments do not fundamentally affect general bureaucratic performance.
Instead, they insulate bureaucracies from having to confront behavioral factors
affecting what appears to be racist work performance. These observations particu-
larly obtain when, as is often the case, these units lack the power to impose on the
bureaucracy decisions favorable to aggrieved citizens.

Third, tracking systems, vocational schools with basically custodial functions,
and other institutionalized mechanisms for predicting capacities should be recog-
nized as also serving to ease the bureaucratic burden at the expense of equal
treatment and opportunity.

Fourth, the inherent limitation of “human relations” (sensitivity training,
T-group training) training for street-level bureaucrats should be recognized as
inadequate to the fundamental behavioral needs of street-level bureaucrats. Basic
bureaucratic attitudes toward clients appear to be a function of workers’ back-
ground and of socialization on the job. Training designed to improve relationships
with black communities must be directed toward helping bureaucrats improve
performance, not toward classroom lessons on equality which are soon forgotten
(McNamara, 1967). The psychological forces which lead to the kinds of biased
simplifications and discriminatory behavior mentioned earlier, appear sufficiently
powerful to suggest skepticism over the potential for changing behavior patterns
through human relations training efforts.

Fifth, just as training should be encouraged which relates to job performance
needs, incentives should be developed which reward successful performance-
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utilizing indicators of clientele assistance. While performance standards can be
trivialized, avoided, or distorted through selective use statistics, their potential
utility has hardly been explored.

Sixth, this analysis is more generally supportive of proposals for radical
decentralization and neighborhood control. Advocacy of neighborhood control has
recently revolved around five kinds of possible rewards resulting from a change in
present organizational arrangements. It has been variously held that neighborhood
control would

(1) increase loyalty to the political system by providing relatively powerless groups
with access to governmental influence;

(2) increase citizens’ sense of well-being as a result of greater participation;
(3) provide greater administrative efficiency for overly extended administrative

systems;
(4) increase the political responsibility and accountability of bureaucracies cur-

rently remote from popular influence; and
(5) improve bureaucratic performance by altering the assumptions under which

services are dispensed (Altshuler, 1970; Kotler, 1969).

The analysis of street-level bureaucracy presented here has been supportive of that
strand of neighborhood control advocacy which focuses on the creation of
standards by which to judge improved bureaucratic performance. Specifically, it
has been proposed, among other things, that the performance of policemen,
teachers, and other street-level bureaucrats is significantly affected by the availabil-
ity of personal resources in the job situation, the sense of threat which is
experienced, the ambiguity of role expectations, and the diversity of potential
clientele groups. Most community control proposals are addressed to these
considerations.

This analysis is further supportive of proposals for radical decentralization to
the extent that minority group employment under community control would be
increased through changes in recruitment methods and greater attraction (for
some) of civic employment. Increasing minority group employment in these
street-level bureaucratic roles is not suggested here for the symbolism of minority
group inclusion or for the sake of increasing minority groups opportunities
(although these reasons are entirely justified). Rather, this analysis suggests that
such people will be less likely to structure task performance simplifications in
stereotypic ways.

These comments are made in full recognition that they are supportive of
structural and institutional changes of considerable magnitude. If the analysis
developed here is at all persuasive, then it may be said that the bureaucratic crises
I have described are built into the very structure of organizational bureaucratic life.
Only structural alterations, made in response to a comprehensive analysis of the
bureaucratic crisis, may be expected to be effective.
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Conclusion

Let me conclude and summarize by indicating why the current situation, and this
analysis, point to a continuing crisis in city politics. It is not only that bureaucracy-
client antagonisms will continue to deepen or that black separatism will continue
to place stress on street-level bureaucracies which they are poorly equipped to
accommodate. In addition to these factors, we face a continuing crisis because
certain modes of bureaucratic behavior effectively act to shield the bureaucracies
from the nature of their own shortcomings.

Street-level bureaucrats, perceiving their clients as fully responsible for their
actions–as do some policemen, mental hospital workers, and welfare workers–may
thereby absolve themselves from contributing to the perpetuation of problems.
Police attribution of riots to the riff-raff of the ghetto provides just one illustration
of this tendency (see Rossi et al., 1968: 110–113).

On the other hand, attributing clients’ performance to cultural or societal
factors beyond the scope of human intervention also works to absolve bureaucrats
from responsibility for clients’ futures (Rossi et al., 1968: 136). While there may be
some validity to both modes of perception, the truth (as it often does) lies
somewhere in between. Meanwhile both modes of perception function to trivialize
the bureaucrat-client interaction, at the expense of responsibility.

Changing role expectations provides another mechanism which may shield
street-level bureaucrats from recognizing the impact of their actions. This may take
at least two forms. Bureaucrats may try to influence public expectations of their
jobs, so as to convince the public of their good intentions under difficult
conditions. Or they may seek role redefinition in such a way as to permit job
performance according to role expectations in some limited way. The teacher who
explains that “I can’t teach them all, so I will try to teach the bright ones,” is
attempting to foster an image of fulfilling role expectations in a limited way. While
this may be one way to utilize scarce resources and deserves some sympathy, it
should be recognized that such tendencies deflect pressures away from providing
for more adequate routine treatment of clients.

But perhaps most significantly, it is difficult for street-level bureaucrats to
acknowledge the impact of their behavior toward clients because their very ability
to function in bureaucratic roles depends upon routines, simplifications, and other
psychological mechanisms to reduce stress. Under such circumstances, attacks
upon the substance or content of these reactions to job stress may be interpreted as
criticisms of the basic requirements of job performance. As such, the criticisms are
interpreted as ignorant or inaccurate.

Even if street-level bureaucrats are prepared to accept the substance of
criticisms, they are likely to view them as utopian in view of the difficulties of the
job. They may respond by affirming the justice of criticism in theory, but reject the
criticism as inapplicable in the real world. Because they (and we) cannot imagine a
world in which bureaucratic simplifications do not take place, they reject the
criticism entirely.

This inability to recognize or deal with substantive criticism is reinforced by
the fact that street-level bureaucrats find the validity of their simplifications and
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routines confirmed by selective perception of the evidence. Not only do the
self-fulfilling prophecies mentioned earlier confirm these operations, but street-
level bureaucrats also affirm their judgments because they depend upon the
routines that offer a measure of security and because they are unfamiliar with
alternative procedures which might free them to act differently. That street-level
bureaucrats are in some sense shielded from awareness of the impact to their
job-related behavior ensures that the crisis between street-level bureaucrats and
their clients will continue; even while administrators in these bureaucracies loudly
proclaim the initiation of various programs to improve community relations,
reduce tensions among clientele groups, and provide token measures of represen-
tation for clientele groups on lower-level policy-making boards.

The shelter from criticism may contribute to conservative tendencies in
street-level bureaucracies, widely commented upon in studies of bureaucracy
generally. For our purposes they may help to explain the recourse of community
groups to proposals for radical change, and the recognition that only relatively
radical alternatives are likely to break the circle of on-the-job socialization, job
stress, and reaction formation.

An illustration of relatively drastic changes may be available in the recent
recruitment of idealistic college students into the police and teaching professions.1

These individuals are not only better educated, but are presumed to approach their
new jobs with attitudes toward ghetto clients quite different from those of other
recruits. What higher salaries, better working conditions, and professionalization
were unable to accomplish is being achieved on a modest level by the selective
service system, the war in Vietnam, and the unavailability of alternative outlets for
constructive participation in reforming American society. Higher salaries (which go
mostly to the kinds of people who would have become policemen and teachers
anyway) have not previously resulted in recruitment of significantly more sensitive
or skillful people in these bureaucracies, although this has been the (somewhat
self-serving) recommendation for bureaucratic improvement for many years. On
the contrary, the recruitment of college students whose career expectations in the
past did not include this kind of public service orientation may accomplish the task
of introducing people with the desired backgrounds to street-level bureaucratic
work independent (or even in spite) of increased salaries, professionalization,
seniority benefits, and the like.

It is obviously too early to evaluate these developments. The new breed of
street-level bureaucrat has yet to be tested in on-the-job effectiveness, ability to
withstand peer group pressures and resentments, or staying power. But their
example does illustrate the importance of changing basic aspects of the bureau-
cratic systems fundamentally, instead of at the margin. If the arguments made here
are at all persuasive, then those who would analyze the service performance of
street-level bureaucracies should concentrate attention on components of the work
profile. Those components discussed here–resource inadequacy, physical and
psychological threat, ambiguity of role expectations, and the ways in which
policemen, teachers, and other street-level bureaucrats react to problems stemming
from these job-related difficulties–appear to deserve particular attention.
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Notes

1 See, for example, the New York Times of February 13, 1970.
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6
Why Britain is reorganizing its National
Health Service – yet again
Rudolf Klein

Extracts from Klein R (1998) Why Britain is reorganizing its National Health
Service – yet again Health Affairs 17(4) 111–25.

Britain’s National Health Service (NHS) has succeeded in combining univer-
sal coverage and rigorous cost control—two aims that have persistently eluded
American policymakers. Britain spends only a little more than half the proportion
of its national income on health care than the United States spends while
guaranteeing access to the entire British population. Yet Prime Minister Tony
Blair’s Labour government is celebrating the fiftieth anniversary of the NHS by
introducing yet another reorganization, the fifth shake-up in the past twenty-five
years in the way the NHS is run. The government’s plans for reorganization, set
out in a White Paper, have been presented as a reaffirmation of the fundamental
values of the NHS.1 But they underline, as did the 1991 reforms of Prime Minister
Thatcher’s administration, the tensions in the system—the fact that the NHS, in
common with all health care systems, faces competing and, in practice, conflicting
objectives.2 Although the NHS has indeed managed to provide comprehensive care
at a remarkably low cost and achieved a large degree of equity in access to care, it
is perceived to have failed in meeting rising demands, ensuring uniformly high
quality care, and responding to consumers’ preferences.3 If rationing by exclusion
is the hallmark of the U.S. system, rationing by professionally defined need is the
distinguishing characteristic of the NHS; that is, if the forty million uninsured
Americans are a symbol of the U.S. system’s shortcomings, the more than one
million Britons on waiting lists are the symbol of the NHS’s shortcomings.

Successive governments’ obsession with tinkering with the structure of the
NHS can be seen as an attempt to devise a formula that will reconcile the various
competing aims of policy. In making this attempt, Conservative and Labour
administrations have, as we shall see, followed different strategies. But despite the
inflated political rhetoric of clashing assertions, there has been consensus about the
central architectural feature of the NHS: It remains, as it was constituted in 1948,
a predominantly tax funded service in which access is a right of residence and
copayments are marginal both in their scope and in the contribution they make to
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the budget. For Labour this is an article of faith, deriving from its pride in setting
up the NHS in the first place, the one achievement of the postwar Labour
government that still commands overwhelming public support. For Conservatives
the consensus marks the acceptance that alternative systems of
funding—considered but rejected in the review that generated the 1991
reforms—would be less effective in containing costs.4

The NHS internal market, as originally conceived, was something of a hybrid:
a market within a publicly financed service. However, this quasi or mimic market
(as it was variously labeled) was conceived as having one key characteristic:
competition among providers for purchasers. Competition was to provide the
dynamic of the new system, creating the incentives to achieve greater efficiency
and responsiveness. However, competition was—to exaggerate only a
little—conspicuous by its absence. By 1996 one commentator concluded that
“quietly in the night, competition in British health care has slipped away, its
passing unremarked and little noticed by those who brought it into being.”5

Why competition failed

There are many reasons why the internal market failed to live up to the
expectations of its sponsors. There was the asymmetry in the information available
to purchasers and providers, favoring the latter, compounded by the inadequate
quality of many of the information systems. There was the lack of expertise and
skill among purchasers: Looking at the British scene from an American perspec-
tive, one commentator concluded, “There is no serious purchaser in the NHS.”6

There was the heavy reliance by health authorities on block contracts (that is,
buying specified levels of activity).7 One result of this was that money did not, as
anticipated, necessarily follow patients; once the specified level of activity had been
achieved, providers had no incentive to treat more patients. The pre-1991 pattern
of many hospitals’ stopping operations near the end of the financial year persisted.

But the two main reasons for failure of the internal market spring from the
very nature of the NHS. First, the fact that the NHS is funded out of general
taxation means that the secretary of state for health is accountable to Parliament
for everything that happens in the service. As the creator of the NHS, Aneurin
Bevan, put it, “When a bedpan is dropped on a hospital floor, its noise should
resound in the Palace of Westminster.”8 Everything that happens in the NHS is
therefore likely to be politicized. Decisions cannot be left to the market, since
ministers will be left with the consequences. Far from leading to the devolution of
decision making—the ultimate logic of a market system—the Conservative reforms
led to increasing centralization. From the start, ministers insisted that the internal
market should not cause disruption. For example, when market competition
threatened the viability of some London hospitals, given their high costs, the
government intervened to set up a committee to plan services in the capital.9 In
short, competition was hobbled by central regulation and direction; the logic of
market competition and the logic of NHS politics pulled in opposite directions.
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Second, the importation of U.S. notions of competition into Britain meant
transplanting ideas born in an environment of plenty into an environment of
scarcity. The anarchy of the U.S. health care system has tended to produce
surpluses of both doctors and beds. The rigorous financial discipline of the NHS
has led to tight control over the number of both. This is not to claim that central
planning has succeeded in avoiding all duplication of facilities—closing down
hospitals is not easy given the politicization of decision making in the NHS—but
simply to assert that there is less scope for competition to slice out fat in the United
Kingdom than in the United States. Further still, competition as a concept is alien
to the NHS culture, and in repudiating it, Labour is going, for better or worse,
with the grain of the service’s history.

Overall assessment

The 1991 reforms, then, did transform the institutional landscape of the NHS
and, perhaps even more important, change ways of thinking about health care in
the United Kingdom. But did they achieve Conservatives’ hopes? Did they, by
improving efficiency and responsiveness, allow the NHS to move closer to
achieving all of its competing and conflicting policy objectives? The available
evidence, based on research studies rather than a systematic evaluation, is
incomplete and inconclusive.10 It does not yield a clear answer, except on one
point: Transaction costs certainly increased.

A central paradox

Nothing in Labour’s White Paper in 1997 has changed the central paradox of the
NHS: a centralized service based on the principle of parsimony gives the medical
profession a stronger hold on public policy than it has in countries with more
diverse and devolved systems of health care. There is, in effect, an implicit
concordat between the state and the profession. On the one hand, successive
governments over the past fifty years have allowed the profession an extraordinary
degree of autonomy in the way in which it uses public resources. On the other
hand, the profession has accepted responsibility for rationing resources. Political
decisions about resource allocation have been translated into clinical decisions
about whom to treat and how, thus shielding politicians from the consequences of
their budgetary policies.11 To the extent that governments start infringing on
medical autonomy, the profession may be tempted to renege on its side of the
concordat by giving visibility to rationing decisions and putting responsibility for
them onto politicians. Indeed, there were signs of this happening under the
Conservative government. If improved performance went hand in hand with
increasing public dissatisfaction, as already noted, it was in part because the
medical profession was determined to lay the blame for any shortcomings on the
doorstep of ministers.
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Labour therefore is engaged in an extraordinarily delicate balancing act. If the
NHS is to deliver the hoped-for improvements in quality and effectiveness, there
will have to be changes in the way doctors practice. But if changes are seen to be
introduced by central government diktat, government will alienate the profession.
The gamble therefore is that Labour will succeed where its predecessors have
failed—in persuading the medical profession to trade collective autonomy for
individual autonomy. In short, will the threat of ever-greater government control
persuade the medical profession to exercise more collective control over its
members as the lesser evil?

Cautious optimism

There may be reason for cautious optimism on this point. The reason is, once
again, that Labour is building on a legacy from the Conservatives. One of the
hallmarks of the Thatcher government was precisely that it challenged the power of
the trade unions and the professions. In a sense, the medical profession was given
warning that it no longer had a veto on public policy and that more rigorous
self-regulation was the only alternative to greater managerial control. The relatively
enthusiastic reception given to Labour’s White Paper may be an indication that the
message has been received and understood by the profession’s leaders, although
whether the same is true for the rank and file is another matter.

But Labour’s strategy also carries a risk: that the emphasis on strengthening
the grip of the center on the NHS will lead to an even greater degree of
centralization of blame. If all goes according to plan, ministers will receive the
credit. But if the rhetoric of collaboration and cooperation is not translated into
practice, ministers will take the blame. One must therefore doubt whether the
1997 White Paper will be the last attempt to reform the structure of the NHS. If
the political costs of maintaining the existing structure—where the price of
containing expenditure is the centralization of political blame—start to become too
high, ministers may start reflecting on what makes the NHS unique. This is not
that it is a universal, tax-financed service, but rather that it is a health care system
funded and operated by central government.
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7
Designing health service organization in the
UK, 1968 to 1998: from blueprint to bright
idea and ‘manipulated emergence’
Stephen Harrison and Bruce Wood

Extracts from Harrison S and Wood B (1999) Designing health service organisa-
tion in the UK, 1968 to 1998: from blueprint to bright idea and ‘manipulated
emergence’ Public Administration 77(4) 751–68.

Introduction

Critiques, on both normative and empirical grounds, of those aspects of rational
‘top-down’ policy models that entail a sharp distinction between policy and
action/implementation go back a long way (Lindblom 1959; Barrett and Fudge
1981) and, despite many criticisms (Etzioni 1967; Hill 1997) have been carried
through into modern models of policy analysis such as those of Hogwood and
Gunn (1984) and Parsons (1995). The approach to policy analysis espoused by
these latter authors is eclectic, containing a number of stages which can be
represented as more or less logical, but in respect of which no claims to sequential
occurrence or overall rationality are made; the all-too-obvious possibility of errors,
iterations and implementation failures is fully recognized. But these are the
comments of analysts: until recently at least policy practitioners themselves have
continued to be insistent on the maintenance of the policy/action distinction
(Stewart 1996), perhaps partly because the rationale of many of their job roles is
built upon it.

We characterize the change in health service reorganization policy as occurring
on two related but analytically distinct dimensions. First, as our title suggests, there
has been a shift away from the presentation of a blueprint as the intended endpoint
of reorganization, and its replacement by the ‘bright idea’: a rather unspecific
vision of how to proceed. Second, the role and timing of advice and consultation
has changed from a situation where expert advice significantly shaped the content
of the blueprint to one in which the expert contribution lay in the translation by
incentivized local actors of the bright idea into specific organizational arrange-
ments which accord with the philosophy behind the original idea; we term this
‘manipulated emergence’.

Kerrypress Ltd – Typeset in XML A Division: part02 F Sequential 20



 

JOBNAME: McGraw−Mahon PAGE: 21 SESS: 25 OUTPUT: Thu Apr 2 14:23:17 2009 SUM: 5D2DF862
/production/mcgraw−hill/booksxml/mahon/part02

In order to illustrate this claim of a change in the mode of policy making, we
discuss four specific moments of NHS reorganization, the first three of which
manifest a progressive dissolution of the policy/action dichotomy. The first is the
April 1974 reorganization, literally conducted according to a blueprint which had
been carefully developed over a period of several years. The second is the series of
health service reforms of the 1980s associated with the late Sir Roy Griffiths: the
introduction of ‘general management’ and of community care. Both took forms
which were not intended by those who commissioned them, and can be seen as
examples of ‘policy-making on the hoof’, that is something of an accidental
dissolution of the dichotomy. The third is the reorganization along the lines of the
‘purchaser/provider split’ introduced in 1991 following the Conservative white
paper Working for Patients (Secretaries of State for Health 1989). This latter
document was brief and vague, the very antithesis of a blueprint, and gave rise to
an emergent new organizational form; 1974 was the integrated outcome of a
proactive process whilst 1991 was the fragmented product of policy making on the
hoof. Between these two extremes occurred what with hindsight can be seen as a
transitional period characterized by the accidental dissolution of the policy/action
distinction. The fourth moment of reorganization is that proposed in the recent
Labour white paper The New NHS: Modern, Dependable (Secretary of State for
Health 1997); at the time of writing (July 1998), the consequences of this have not
fully unfolded but there are clear signs of both continuity with, and departure from
the trend that we have identified and we therefore examine how far these latest
changes might represent the beginning of a reversal.

The 1974 reorganization

The details of the new organization were conveyed to the NHS in a document
which became known as the ‘Grey Book’ (DHSS 1972b), a detailed and densely
packed 174 page organizational prescription of structures, and institutional,
managerial and professional roles and relationships, including elaborate consulta-
tive mechanisms and formal powers of veto. It is difficult to convey the character of
this volume in a few sentences, but to describe it as a ‘blueprint’ is not an
exaggeration. Successive chapters discuss organization in general and of particular
skill groups, and management and planning processes. The document contains
sixteen detailed diagrams of different segments of DHSS and NHS organization,
specifying functions and relationships between statutory bodies, and managerial
and professional relationships within and between them; a key element of this was
the system of ‘consensus decision making’ which was to operate within the various
multi-disciplinary top management teams (Harrison 1982). An appendix contains
27 detailed role specifications, together with definitions of key terms such as
‘manager’, ‘accountable’, ‘monitor’ and ‘co-ordinate’. The blueprint was uniformly
implemented throughout the service on 1 April 1974, at the same time as
corresponding changes to the structure of local government.

The character of the Grey Book was to some extent the reflection of a specific
approach to organization, developed in the Health Services Organization Research
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Unit at Brunel University (Rowbottom et al. 1973). This approach seems to have
been built on the assumption that most organizational problems were, at root,
problems of misunderstanding of role; consequently, its prescriptions very much
emphasized clarity of definition of roles and relationships. But the Grey Book’s
approach was also consonant with contemporary received wisdom which stressed
planning, integration of social policy and the various health and social services. For
whatever reason however, the history and outcome of the 1974 reorganization of
the NHS manifests a clear policy/action distinction; there was a long period of
careful planning and design of the new policy, which transcended changes of
government and was then adopted almost in its entirety by the government of the
day, and implemented nationally and uniformly.

From 1974 to 1989: the accidental death of the blueprint

It is important to note that during this period, the dissolution seems to have
occurred accidentally rather than as the article of policy which it later became. We
illustrate this in terms of two important NHS organizational reforms of the 1980s,
the introduction of ‘general management’ and of community care, both associated
with the late Sir Roy Griffiths, and both taking forms which were not intended by
those who commissioned them.

In the case of general management, Harrison (1994) has shown the series of
accidents that occurred. The government attempted in 1982 to commission an
inquiry into NHS ‘manpower’. The person offered its chair declined the offer.
Ministers and officials did not have an immediate substitute in mind and sought
advice from a number of industrial confidants; Griffiths, then Managing Director of
the Sainsbury supermarket chain, who had no previous contact with government,
was proposed and was subsequently offered the role. Griffiths declined, on the
ground that if there were problems with the size of the workforce, that was only a
symptom of a deeper problem, one of management; he would accept the chair only
if the terms of reference were changed to focus upon NHS management. The
government conceded this. The eventual policy recommendations were radical and
included the abolition of the system of consensus team decision making and its
replacement with individual general managers/chief executives. But the recommen-
dations were also vague; the ‘Griffiths I’ report (NHS Management Inquiry 1983)
took the form of a 24 page, double spaced typescript letter from Griffiths to the
secretary of state and contained only the sketchiest account of the functions of
various new institutions. Thus the roles of the new general managers and the shape
of local organizational structures were left to emerge.

In the subsequent case of community care, Wistow and Harrison (1998) have
shown how Griffiths, with one success and some NHS experience under his belt
and now known to policy makers, was asked in 1986 to examine what was
recognized to be an intractable problem of community care. A central government
which had clearly demonstrated its hostility to local government and its powers and
had already moved to abolish the GLC and metropolitan county authorities
(Stoker 1988) could hardly be expected to anticipate that Griffiths would recom-
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mend the allocation of the lead role in community care to local authorities and that
the financial resources to support this should be transferred from the central Social
Security budget to local authority coffers (Griffiths 1988). Yet that is what
happened. Despite various attempts to sabotage the recommendation, including
the official publication of the report on the eve of a statutory holiday, while
Griffiths himself was recovering from coronary artery surgery, some fifteen months
later the Prime Minister was eventually convinced that there was no logical
alternative. Nevertheless, there was a further two years before implementation in
1993 during which other important details of Griffiths’ recommendations, such as
the role of ‘care managers’, were left to emerge.

The 1991 reorganization

The 1991 introduction of the quasi-market was very different from that of the
1974 reorganization in four respects. One was a characteristic shared by the policy
accidents described above; the process of initial design of the reforms was shorter
and more closed. The remaining three, however, seem to signal a move towards a
new style of policy making: a deliberate eschewing of blueprints in favour of the
promulgation, in vague terms, of a core set of ideas combined with an invitation to
relevant actors (which they could not easily refuse) to constitute the formal
institutions which would embody these ideas. The key differences were as follows.

First, the White Paper Working for Patients (Department of Health et al. 1989),
though some 102 pages long, devoted substantial space to Scotland, Wales and
Northern Ireland and had a generously spaced and repetitive text containing only
the barest account of the purchaser/provider split, the role of health authority
purchasers, NHS trusts (providers) and general practice (GP) fundholders. Sec-
ond, and presumably as a result, even by the formal implementation date of April
1991 aspects of the reorganization fundamental to the purchaser/provider split, not
least the contracting process, had not been thought through, in some cases with
disastrous results for individual institutions (Harrison et al. 1994). Third, the
implementation arrangements were not uniform, but rather centred upon a process
of annual waves of volunteers for (as the case may be) trust or fundholding status.
The criteria for admission of volunteers to the new status were developed ‘on the
hoof’ in parallel with the application process.

Indeed, there were incentives for managers and senior professionals not only to
acquiesce in the innovations, but to volunteer to participate in their development,
hence our description of the process as ‘manipulated emergence’. Early adopters of
trust or fundholding status stood themselves to gain, to contribute to the
plausibility of the project’s success, and to diffuse the perception that this was the
direction which others would either be compelled to follow, or would suffer
deprivation for not following (Lee-Potter 1997).

Thus, in terms of implementation, the ‘bright idea’ approach to NHS
reorganization under the Conservative governments of 1987 to 1997 can be seen
as highly successful. The absence of a blueprint allowed unannounced policy
adjustment to emerge when deemed necessary.
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Post-1997 labour policy for NHS organization: bright idea or blueprint?

The initial proposals of a further reorganization appeared in a White Paper The
New NHS: Modern, Dependable (Secretary of State for Health 1997) which, despite
86 pages and several diagrams is actually quite insubstantial. Considerable
repetition of central ideas is accompanied by only the sketchiest details of key
institutions and processes.

Three of the four key elements of the ‘bright idea’ approach practised by the
Conservative administration in respect of the 1991 reorganization clearly apply to
Labour policy; the white paper was developed in a secret process; it gave only bare
details of policy content (though certain of these were fleshed out in the later
consulation document) and it provided for the subsequent development of ‘policy
on the hoof’. However, it did largely abandon the fourth element, that is the
strategy of implementation by volunteers, underpinned by material incentives.
Unlike GP fundholding (which is to be abolished), membership of a Primary Care
Group will be compulsory for all GPs, and there will be strict rules about the
geographical coverage of such groups.

Whatever the outcome, incentivized volunteering, arguably a key feature of the
success of implementation after 1991, is not at present such a prominent feature of
policy as before. The future of ‘policy making on the hoof’ in respect of NHS
reorganization is unclear.

‘Manipulated emergence’: understanding the new approach

We have shown that a new approach to health policy making in respect of NHS
organization arose between about 1983 and 1991 and has largely been retained by
the new Labour government. This approach may be characterized as a deliberate
attenuation of the policy/action dichotomy formerly regarded by policy practition-
ers as an essential feature of their task; the outcome of the new approach is that
policy is emergent, yet seems to have an overall strategic direction shaped by
prevailing government ideology and propelled by incentives for the relevant actors
to volunteer to participate. We have labelled this new approach manipulated
emergence. It is important to note that this is not the same as the decentralization to
local managers of the choice of how to implement predetermined objectives. One
way of seeking to understand this shift is through the changing context of
assumptions in the UK about government, policy and organization. We emphasize
that, despite superficial appearances arising from the chronology, these cannot
clearly be attributed to party politics. For the 1960s and early 1970s, these
assumptions, which are somewhat interrelated, can be briefly characterized as
follows.

First, there was a strong belief in the role of science and technology, loosely
defined. Second, there was a belief in expertise, one manifestation of which was what
could be termed technocratic politics, that is a belief that policy and administration
could and should be separated (Self 1972), with the latter being left to non-elected
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officials. Third, there was a set of related assumptions about both the value and
feasibility of planning at all levels as a means of determining the future.

Three strands of literature seem useful in characterizing the organizational and
management prescriptions which predominantly flowed from acceptance of the
above set of beliefs and assumptions. First, there was an approach to policy,
involving a clear policy/action dichotomy, which is highly consonant with the kind
of rational model of decision making posited by Simon (1957). Second, there was
an acceptance of a large part of the Fordist notion that there is a single ‘best way’
of production: mass production by a large integrated organization (Hoggett 1990).
The third strand centres on the acceptance of bureaucracy, with clear hierarchies
and clear procedures, as the appropriate form of organization, with concepts such
as ‘span of control’ and ‘line/staff management’ current in the vocabulary.

The context of prevailing assumptions described above had greatly changed by
the 1980s; the new situation can be characterized in terms of the following four
interrelated components. First, faith in science and technology (at least in social
situations) had been somewhat overtaken by the recognition that fast-moving
events tended to render carefully thought-out policies obsolete; something of a
preference for ‘gut feeling’ developed in its place. Sir Roy Griffiths was opposed on
principle to pilot studies on the ground that they served merely to obstruct or delay
implementation (Wistow and Harrison 1998). Second, a suspicion of experts had
developed and there was something of a resurgence of politics, especially when
informed by strong ideological conviction. As a consequence, professionals were
no longer immune from scrutiny and public sector managers were expected to
work under tighter political control. At the same time, the growth of ‘anti-politics’,
that is negative public beliefs about politics and politicians encouraged the strategy
of what Klein (1983, p. 140) has termed ‘blame diffusion’: the appropriation of
credit by politicians for perceived policy successes, accompanied by the attribution
of blame for failures to those to whom implementation has been delegated. Third,
faith in planning and bureaucracy as the means of social co-ordination was
increasingly replaced by a preference for interactive, especially market approaches. No
doubt this was partly ideological, stemming from Conservative beliefs about the
virtues of markets and the perceptions of professions as cartels, but it was also a
result of manifest planning ‘disasters’ (Hall 1980; see also Hood 1976). And,
fourth, beneath all these was anti-statism, a complex of assumptions about why the
state could not solve social and economic problems, theorized by such New Right
authors as Bacon and Eltis (1976) and Niskanen (1971).

The usual polar opposites to rational theory which occur in the policy-making
literature do not do justice to manipulated emergence. The latter cannot be
described as either incremental politics (since it resulted in radical change) or
incremental analysis (since it did not consist simply of heuristic responses to
current problems) (Lindblom 1979), though the interim period of ‘policy acci-
dents’ can perhaps be seen as having led to ‘policy learning’ (Hall and Taylor
1996). Nor does manipulated emergence accord with the kind of irrationalist
approaches typified by ‘garbage can’ theory (Cohen et al. 1972), since it clearly
involves deliberate strategic choice.
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Concluding remarks

We have shown that over the period of some three decades, from about 1968 to
1998, government policy making related to NHS organization progressively
changed away from the production of a blueprint of what was to be implemented
and towards the promulgation of a ‘bright idea’ which local actors were given
incentives to develop in accordance with government philosophy. We have termed
this partial dissolution by policy makers themselves of the policy/action distinction
‘manipulated emergence’. We have related this development to broader changes in
prevailing assumptions about the nature of government in the UK, and have raised
the question of whether new Labour policy for NHS organization marks continuity
or a departure from this, suggesting that it embraces almost all of the key
characteristics.
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8
The interplay between economic and
political logics: path dependency in health
care in England

Gwyn Bevan and Ray Robinson

Extracts from Bevan G and Robinson R (2005) The interplay between economic
and political logics, path dependency in health care in England, Journal of Health,
Policy, Politics and Law 30(1) 2: 53–78.

David Wilsford (1994), using the ideas of Paul David (1985), argues that path
dependency explains why health care policies that are actually in place in any
country are typically suboptimal. This is because the inertia from the history of
previous decisions and existing institutions dominated by structural forces mean
that policy movements are typically incremental, and strong conjunctural forces are
required to move from an existing path onto a new trajectory. We use the ideas of
path dependency to see whether they help us understand why policies as imple-
mented in the National Health Service (NHS) in England were and are suboptimal
in terms of achieving the control of total costs, the equitable distribution of supply,
and efficiency in delivery. We recognize that each of these desiderata may conflict
and is, like Lukes’s argument about the power of ideas, well described as being
“essentially contested”—that is, intrinsically open to dispute (Lukes 1974: 9). Cost
control follows from decisions on the total budget, and economics cannot decide
what the United Kingdom ought to spend on health care, and defining, and hence
measuring, equity and efficiency are problematic.

Robert Evans and others, in analyzing the natural experiment offered by
Canada, with universal coverage free at the point of delivery, and the United
States, with partial coverage and high user charges, have shown how Canada’s
policies, adopted on grounds of equity of access, were better able to contain the
total costs of health care (Evans 1987; Evans, Barer, and Hertzman 1991; Evans et
al. 1989). These and other studies (Evans 2003) emphasize that the explanation
for this economic paradox is political and that once this is grasped, cost control is
in essence a remarkably simple process. All that is required is to design a payment
system in which all expenditures flow through one budget and then place that
budget in the hands of government with the political authority and motivation to
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limit its growth. The downside is that this makes government open to allegations of
underfunding, as in the financial crisis in the UK NHS that confronted the
Thatcher government in the winter of 1987–1988 (Webster 1998: 183–186;
Timmins 1996: 453–458).

The Thatcher review explored and rejected pluralism in finance and then
sought policies to generate incentives for efficiency in the NHS (Webster 1998:
183–186; Timmins 1996: 453–458). The outcome was the policies of the
government’s White Paper Working for Patients (UK Department of Health 1989a).
This transformed the NHS from a hierarchical organization to an internal market
in which public and private providers could compete—a model followed, and then
rethought, in Sweden (Saltman 1998) and New Zealand (Gould 2000; Devlin,
Maynard, and Mays 2001). The UK internal market was a mix of continuity and
radical change. The NHS continued to be financed through taxation (based on
ability to pay), free at the point of access (in principle available according to need),
with resources allocated within the NHS using capitation formulas (to promote
geographical equity). The radical change was to create purchasers—districts and
general practitioners (GPs) who opted to be fundholders—that were separate from
providers. The objectives of this change, as promulgated in Working for Patients,
were that purchasers funded equitably would seek efficiency by meeting patients’
needs and choosing between competing providers on the basis of cost and quality
(Robinson and Le Grand 1994). This is an interesting combination of socialism
and capitalism: indeed, one young adviser to the prime ministerial review team is
reported to have described this combination as what Aneurin Bevan, in creating
the NHS in 1948, would have introduced if only he had had the imagination.

Wilsford (1994) used the ideas of path dependency to understand the
formulation of the radical policies of the internal market in the United Kingdom.
He argues that this was due to a rare confluence of factors: a majority government
in its third successive term with the authority and will to enact policy changes
intended to change the mix of instruments and the balance of influence. His
comparison with Germany, France, and the United States led him to conclude that
the structures of the British system give strategically placed actors, through
hierarchy and centralization, a more leveraged hand against history. This means
that these actors are more successful at prosecuting big reform and better able to
direct systems along more optimal policy paths and, as conditions render the status
quo less desirable, establish new paths that significantly deviate from the status
quo.

Carolyn Tuohy (1999a) echoes Wilsford’s analysis of the conjunctural forces
that enabled the policies of the internal market to be formulated in the United
Kingdom. But she uses Maurice Shock’s graphic language to distinguish this
blitzkrieg from the much more difficult exercise of policy implementation—akin to
being an army of occupation (Shock 1994). Her comparison with Canada and the
United States comes to quite a different conclusion from Wilsford’s, albeit one that
powerfully illustrates path dependency, and explains why the model of the internal
market as implemented by two successive conservative governments turned out to
be only a pallid version of the core ideas originally promulgated. She argues that
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the logic of the NHS is that of a state-hierarchical system with two key structural
elements that inevitably tempered market-oriented reforms based on contracts
between purchasers and providers. First, at the micro-level, as decisions on
individual patients continued to be made by GPs and hospital doctors, contracts
had to be designed to accommodate, rather than challenge, these collegial
relationships. Second, ministers remained accountable when purchasers sought to
use the internal market to shift contracts that threatened to destabilize whole
hospitals or even the closure of hospital departments. This is in sharp contrast to
the United States, where private investors have driven rapid and volatile change.

Tuohy (1999a, 1999b) considered the Labour Party’s response to the policies
of the internal market to be a move from apocalyptic and vitriolic denunciation of
the internal market when in opposition to, when in government, adapting this
pallid model. But, in response to another financial crisis in the NHS, the Blair
government is now committed to increasing substantially the level of NHS funding
and to reintroducing a provider market (U.K. Department of Health 2002a).
Tuohy’s analysis raises troubling questions about these policy commitments. How
can the United Kingdom build on a system that contains costs and promotes
equity to deliver efficiency? Can the U.K. government deliver efficiency only
through the austerity of a budgetary squeeze and not when it increases NHS
resources? Will it be unable to implement lessons from America on ways to
improve efficiency, which include both the models of finance by capitation through
health maintenance organizations (HMOs) and case-based prospective payment of
hospitals by diagnosis-related groups (DRGs) (Enthoven 1985; Maynard,
Marinker, and Gray 1986; Bardsley, Coles, and Jenkins 1987; Havighurst et al.
1988; Enthoven 1990; Weiner and Ferris 1990; Robinson and Steiner 1998;
Enthoven 1999; Feachem, Sekhri, and White 2002; U.K. Department of Health
2002b; Ham et al. 2003)?

To examine path dependency in the NHS, we outline what we see as the
economic implications of market failure in health care for policies that aim to
optimize performance in terms of cost control, equity, and efficiency. We then
consider how and why the policy paths actually taken were at variance with what
economic analysis would suggest over four periods marked by significant structural
change: the creation of the NHS, the 1974 reorganization, the 1991 internal
market, and finally the policies of the Labour government since 1997. We begin
with a brief outline of these different eras in the funding of the NHS and conclude
with some observations on economic and political logics and path dependency.
This article is essentially about the NHS in England. Prior to 1997, policies that
applied in England set the model for other countries in the United Kingdom; since
then there have been important differences following devolution. Scott Greer
(2004) has characterized these differences as follows: England has focused on
regulation and markets, whereas Scotland has opted for professionalism, Wales for
localism, and Northern Ireland for permissive managerialism.
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Conclusions

We began by asking whether the ideas of path dependency help us understand why
policies as formulated and implemented in the NHS in England were and are
suboptimal in terms of achieving cost control, equity, and efficiency. To achieve
these three desiderata, economic logic suggests allocating a cash-limited budget by
capitation to purchasers that employ GPs to manage demand, regulating their
performance, and letting them decide whether to contract with or manage local
providers. Economic analysis can also identify whether policies in place offer the
requisite mix to achieve these three desiderata. The NHS in England, as Tuohy
(1999a. 1999b) has argued, has its own political logic of a state-hierarchical system
in which GPs and hospital doctors determine demand and supply. This means that
the government can use its position and authority as a single payer to secure cost
control and equity, but also that ministers are accountable for policies that entail
reductions in local services. This logic drives path dependency, which explains why
NHS policies for hospitals began by incremental budgeting, sought equity by
leveling up, and implemented the internal market to avoid destabilizing hospitals:
contracts became a new way of incremental budgeting, and efficiency was sought
by an index that preserved, rather than challenged, relative (in)efficiencies. Path
dependency also illuminates how the seeds of the 1987–1988 crisis were sown forty
years earlier, when the political logic that shaped the creation of the NHS put it on
a policy path of an organization that was committed to equity but privileged
teaching hospitals, and illustrates why the manifest policy response to that crisis,
the internal market, was not used to resolve the problem. Path dependency also
suggests that although current policies aim to promote equity and efficiency—by
introducing a case-based payment for providers within finance by capitation of
purchasers—the way these policies will be implemented is unlikely to achieve either
goal.

Finally, our account brings out the latent and dynamic force of path depend-
ency. It is, of course, natural to focus on the actors engaged in conjunctural events,
the blitzkrieg of policy formulation, and the new policies that emerge. But, as
Lukes (1974) emphasized, the subtleties of power require us to look beyond
interests explicitly represented. Path dependency emphasizes how policies that
have continued will have renewed force and reflect powerful interests. In contrast,
as Machiavelli warned, those seeking to implement the new policies are subject to
many difficulties, which are well described as akin to those of an army of
occupation.
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PART 3
The allocation and distribution
of resources
Introduced by Kieran Walshe

Every country’s health care system faces two basic but difficult questions: how to
raise money to pay for health services, and how to spend it. This part brings
together a number of seminal contributions from the last two decades that
address the policy challenges and complexities of the latter question – how
resources for health care are or should be allocated and distributed. It is a
question on which health economists (like Alan Williams and Anthony Culyer,
whose work is included in the selections for this part) have often seemed to
dominate debate, though as contributors like medical sociologists (Angela Coul-
ter), political scientists (Chris Ham) and others have regularly noted, decisions
about resources are not simply technical matters to be dealt with technocratically,
to a set of economic rules designed to maximize some notion of utility. They are
often fundamentally moral or philosophical matters, which turn on values and
ideas like individual liberty and freedom of choice, social solidarity, the nature of
community obligations and rights, and notions of equity or equality in health and
healthcare. Concepts like ‘the rule of rescue’ – whether life-saving treatments,
even when they are not particularly cost-effective, should have priority over other
demands for resources; and the ‘fair innings’ – whether we should accord greater
importance to the healthcare needs of the young and middle-aged than to the
elderly, on the basis that each person is entitled to the opportunity of a certain
lifespan – involve intensely difficult moral choices and value judgements that can
spark heated debates. As such, what might sometimes seem a dry subject-
– whether the health benefits, measured in quality adjusted life years, of

treatment A are greater than those of treatment B – becomes at times a matter of
life and death, and the stuff of newspaper headlines and TV documentaries.

The allocation of resources involves decisions about both who will receive
funding for health services and what will be funded. While these two sets of
decisions cannot be simply separated, it is helpful to consider them separately
because they involve different sorts of choice, as the diagram below illustrates.
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Choices about who gets treated turn on how health care systems control or
organize access for individuals or groups of people. For example, in a system
based on private or employer-paid insurance, some people will be uninsured and
their access to health services will obviously be limited (unless they are able to
pay for themselves from their own pocket). They are likely to suffer greater
morbidity and mortality because they do not have access to needed health
services. But in a tax-funded health care system, decisions about how to allocate
those tax resources may also shape or constrain access for people. If, for
historical reasons, the money goes to long-established hospitals and health
systems in big cities, then suburban and rural areas are likely to be underserved.
Because doctors in primary care tend to go to work in affluent areas, if the money
simply follows the doctors, then more economically and socially deprived areas
will suffer the double injustice of getting less than their fair share of health care
resources. If tax-funded budgets are capped, then once the cash runs out, access
will be rationed through some sort of waiting list for treatment.

In contrast, choices about what treatments get funded turn on the way health
care systems assess the value or benefit of different sorts of treatment. At its
simplest, this may involve working out whether treatment A or treatment B works
better for a given disease or condition. But even here, two important complications

Who gets treated?

SelectiveNon-selective

Non-selective

Selective

What
treatments get
funded?

Access to health services
is open to all, regardless
of who they are and what
services they need.
Might be seen as the
‘Ideal’ of a universal
tax-funded health service,
but in practice all health
systems ration or limit
access explicitly or
implicitly

Access depends on who 
you are. For example, are 
you insured? Do you live
in a town with good
health services? Does 
your education and class 
affect your ability to seek 
and use services?

Access depends on what 
you need. For example, 
your insurance may only 
cover hospital services but
not primary care or 
pharmaceuticals. 
Experimental treatments 
may not be included. 
Cosmetic procedures and
treatments of known low 
effectiveness may be 
excluded

Access depends both 
on what you need and 
who you are. For example,
access to infertility 
services may be rationed 
on the basis of age and
medical history, while
access to joint 
replacement surgery may 
be limited according to 
pain, mobility and 
capacity to benefit

A READER IN HEALTH POLICY AND MANAGEMENT 69

Kerrypress Ltd – Typeset in XML A Division: part03 F Sequential 2



 

JOBNAME: McGraw−Mahon PAGE: 3 SESS: 24 OUTPUT: Thu Apr 2 14:23:18 2009 SUM: 5C3A30FC
/production/mcgraw−hill/booksxml/mahon/part03

soon emerge. First, we often find that treatment A is more effective but more
expensive than treatment B – so a judgement has to be made about whether the
improvement in effectiveness is worth the cost. Second, we sometimes do not
have two or more possible treatments – just the options of treatment A or leaving
the patient untreated and allowing the disease to progress. This often leads to
great pressure to ‘do something’ for the patient on the basis that a treatment of
limited effectiveness is better than no treatment at all. However, the really difficult
challenge of making choices about which treatments to fund comes when we have
to compare different treatments for different patients with different conditions.
Should we fund dialysis and renal transplantation services for elderly people with
kidney failure, or put money into joint replacement surgery for other elderly
people, or fund infertility treatment for young and middle-aged people who want to
start a family, or invest in neonatal intensive care to save the lives of very
premature babies? Can we make fair or meaningful comparisons in such cases, or
should we even try to do so?

In some of the readings for this part, the two issues of whose health care
needs should we meet and what treatments should we fund are inevitably and
inextricably intertwined, but the first two papers are mainly concerned with the
first question. The first reading is an extract from a thoughtful and reflective paper
on equity and equality in health by Anthony Culyer and Adam Wagstaff (1993).
They explore the way in which we talk and write about equity and equality – does it
mean spending the same on every person, or spending proportionate to each
person’s health needs, or giving people equal opportunity to access healthcare, or
aiming to give each person equal health benefits (in terms of their morbidity and
mortality). Culyer and Wagstaff point out that these different ‘equity principles’
conflict, and they argue that the tenets of moral philosophy demand an approach
based on equity in health, though they concede that its implementation is not
straightforward. This is followed by a much less theoretically inclined and more
policy-oriented paper by Finn Diderichsen, Eva Varde and Margaret Whitehead
(1997) about resource allocation to health authorities. They describe how in a
number of countries with tax-funded health care systems (they focus on the UK
and Sweden) decisions need to be made about how to allocate resources to
health care funders and providers. They outline the long history (three decades or
more in the UK) of efforts to move away from patterns of resource allocation
based simply on historical precedent, which served to reinforce long-standing
inequalities between cities, towns and rural areas and between affluent and less
affluent areas. In their place, governments put funding formulae that tried to take
account of health needs and the health consequences of wider social and
economic deprivation, and to redistribute resources accordingly. They outline how
this approach was used in Sweden, and then highlight the political and methodo-
logical challenges involved in measuring need, taking appropriate account of
deprivation, and implementing changes when they involve taking money away from
some parts of the healthcare system. In both countries, this kind of resource
reallocation has had to be done slowly and incrementally, and has been easier at
times of overall resource growth.
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Then to the second question – how to make decisions about what treatments
to fund. Alan Williams (1995) was a pioneering British health economist and a
leading advocate of the quality adjusted life year (QALY) – invented as a currency
to allow us to make comparisons between treatments on the basis of the health
benefit they provide. He offers a robust defence both of the technical construction
of QALYs and the moral and ethical case for making such comparisons and
collective judgements, in a world where we cannot, he argues, fund all healthcare
for everyone. From a much more practical perspective, David Banta (2003)
describes the international growth of the health technology assessment industry,
with the rise of government agencies like NICE (the National Institute for Health
and Clinical Excellence) in England, established to assess new and existing health
technologies, often using tools like QALYs, and to make recommendations on
which treatments should be funded. He highlights many of the political and
organizational challenges that arise when policy makers try to put the theories of
priority setting into practice, but also makes a good argument that such systems
for health technology assessment are here to stay.

The final paper examines the complex and difficult business of priority setting
or rationing. Chris Ham and Angela Coulter (2001) explore the process of priority
setting in practice, arguing that while the gap between what medicine can do and
what society can afford has created a growing need to ration health care, our
ability to make these difficult and complex decisions has lagged behind. They
suggest the politics of rationing favours an implicit and incremental approach or
‘muddling through’, an approach discussed more fully in Part 2 of this reader. This
is hard to sustain in the face of public demands for transparency, the prospects of
judicial review, and pressure from stakeholders including pharmaceutical compa-
nies and powerful patient groups.

The further reading and references list contains a wide range of additional
materials on the topic of allocating resources for healthcare, including an
excellent edited volume of international contributions from Chris Ham and Glenn
Roberts.

Summary

+ Allocating resources for health services involves two related and difficult
sets of questions – who will receive funding, and what services will be
funded? These are complex and value-driven questions – not simply a
matter of arithmetic or economics.

+ Decisions about who will receive funding usually focus on ideas of equity
or equality, but determining ‘fairness’ is difficult and depends in part on
how much you hold individuals responsible for their own health and allow
them to make their own decisions about health care (as they do, by and
large, on education, social care and other services).

+ Decisions about what services to fund are often focused on ideas of
effectiveness or efficiency – what treatments work best, and how expen-
sive they are. There have been great advances in health technology
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assessment that enable us to make complex quantitative evaluations of
the cost-effectiveness of treatments.

+ All countries ration healthcare one way or another, and there are
advantages and disadvantages to being tough and explicit about ration-
ing decisions, or leaving latitude and scope for variation and clinical
judgement.
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9
Equity and equality in health and healthcare
Anthony Culyer and Adam Wagstaff

Extracts from Culyer A, Wagstaff A (1993). Equity and equality in health and
healthcare. Journal of Health Economics, 12: 431–57.

Introduction

Equity is widely acknowledged to be an important policy objective in the health
care field. Despite the relatively high profile accorded to equity by policy-makers,
and despite the relatively large academic literature on equity in health care, there
appears to be considerable confusion over what is meant by equity in this context.
This led McLachlan and Maynard (1982) to remark somewhat cynically that
‘… equity, like beauty, is in the mind of the beholder …’ (p. 520). Our purpose in
this paper is to try to clarify some of the confusion surrounding the term ‘equity’.

Mooney and Le Grand have identified several definitions of equity in the
context of health care provision, of which we explore four. The first is ‘equality of
expenditure per capita’. This definition, which underlies the regional budget
allocation formulae used in some countries, is open to the obvious objection that it
makes no allowance for ‘need’. So, the second definition to be explored is
‘distribution according to need’. Exploration of this definition, which is to be
found in several policy documents and is frequently encountered in the academic
literature, is severely hampered by the absence of agreement as to the meaning of
‘need’. The third definition of equity which we explore is ‘equality of access’. This
definition is more common in policy documents than any other definition but, as
will become apparent, there is at least as much confusion – if not more – about the
meaning of the term ‘access’ as there is about ‘need’. The fourth definition of
equity we explore is ‘equality of health’ – a definition which underlies the Black
Report [Black (1980); Townsend and Davidson (1982)] and which has produced
an enormous empirical literature.

The claim that health care ought to be distributed according to ‘need’ is
frequently encountered in both the academic literature and policy documents. The
principle comes in two versions: a horizontal version (persons in equal need should
be treated the same) and a vertical version (persons with greater needs should be
treated more favourably than those with lesser needs). In what follows we adopt
the Aristotelian version of the latter and require that persons in unequal need be
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treated in proportion to the inequality in need. Non-proportionality in respect of
vertical equity may be assumed without damage to the arguments which follow.
Horizontal and vertical equity by reference to need as a relevant respect are thus
similar to horizontal and vertical equity in respect of, for example, desert.

The notion that access to health care ought to be the same for everyone is also
a popular distributive principle in the context of health care as it is, of course, in
certain other areas of social policy. Occasionally [cf. e.g. Mooney (1986)] this
principle is coupled with the notion of need, the idea being that access ought to be
the same for those in equal need but different for persons with different needs. In
this case, therefore, the horizontal – vertical distinction arises as before.

Which equity principle should dominate?

That the equity principles will, in general, tend to conflict with one another raises
the question: is there any compelling reason for selecting one in preference to the
others? It is not, of course, the first time this question has been asked and before
we indicate which is our preferred principle and why, it is worth going through the
conclusions reached by previous writers.

Mooney’s equality of access

Mooney (1983) comes out firmly against equality of utilization and equality of
health, arguing that ‘equality of utilization is … too elitist. I cannot accept the
notion of compulsory health care … Equality of health is simply too expensive in
terms of the other good things in life’ (p. 122). Instead, Mooney favours ‘equality
of marginal met need’, but indicates that if this ‘cannot be made a practical
alternative’, he would opt for ‘a mix of equal inputs for equal need and equal
access for equal need, the mix to be determined empirically by examining the
trade-off between access and health’ (p. 120).

Several points seem worth making. First, we have argued that equality of
marginal met need is better interpreted as an efficiency principle rather than as an
equity principle. Second, we find the argument that equality of health is an
unacceptable equity principle because it is too expensive rather odd. Attaining – or
at least getting as close as possible to – equality of health may well entail a
substantially lower per capita health status than would otherwise be the case. But
that is not an argument for rejecting equality of health as an equity principle. One
should not surely allow efficiency considerations to determine which equity
principle is to be favoured over others, since this makes a nonsense of the notion
that equity exists as a separate principle from efficiency. Third, it is unclear why
equality of utilization entails an unacceptable degree of compulsion whilst equal
utilization for equal need does not. The latter surely entails just as much
compulsion as the former; it is just that need determines the appropriate amount of
utilization in the latter but not in the former. Fourth, it is far from clear just how
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the proposed mix between equal access for equal need and equal inputs for equal
need is to be worked out, or indeed why this solution is to be preferred.

More recently, in this Journal, Mooney [Mooney et al. (1991, 1992)] has come
out firmly in favour of equality of access, interpreted in terms of utilization costs.
One argument is that ‘equality of access’ is what policy-makers understand by
equity. As we have indicated elsewhere [Culyer et al. (1992a, 1992b)], this
argument is unconvincing. Many policy documents contain references not only to
the principle of equality of access but also to the principles of distribution
according to need and equality of health [cf. e.g. Le Grand (1982)]. Moreover,
there is no evidence that policy-makers always share the interpretation by Mooney
et al. of access as the costs incurred in receiving health care. Policies which profess
to be based on the notion of equalizing access are very frequently directed at
equalizing expenditures (often adjusted for need).

Another argument proffered by Mooney et al. is that, unlike other equity
principles, equality of access does not imply a departure from Paretian welfare
economics, since it respects consumer preferences. This argument is also uncon-
vincing since it takes for granted that the value judgements underlying Paretian
welfare economics ought also to be those which govern one’s choice of equity
principle – a premise which is at odds with the revealed preferences of policy-
makers in the context of health care [cf. Williams (l976)]. That the principles of
equal treatment for equal need and equality of health are inconsistent with such
value judgements may, therefore, actually be a point in their favour, since they are
at least candidates for what might supersede the Paretian value judgements. By the
same token, that equality of access is consistent with such judgements would seem
to be a point against it.

Le Grand’s equality of choice sets

Le Grand (1987, 1991) rejects all the principles of equity considered in the
previous sections. He rejects distribution according to need on the grounds that it
fails to accord sufficient status to desert (some individuals may, by their actions –
say, robbing a bank – reduce their entitlement to health care, whilst others by
honourable actions – going to the rescue of a policeman under fire from the
robber – increase their entitlements) and to preferences (risk averse individuals
may prefer not to opt for a risky operation). He also rejects equality of access, in
part because the ‘equality of prices’ interpretation fails to take into account that
people have some control over the costs they face (people may choose to live in a
remote rural area) and in part because the Olsen–Rodgers definition appears to
lead inexorably towards equalizing access to all commodities and hence fails to face
the fact that people are concerned about access to commodities such as health care
but not about access to commodities such as skiing holidays. Finally, Le Grand
also rejects equality of health on the grounds that it accords insufficient status to
preferences (is it fair to attach as much importance to restoring the health of a
smoker as it is to restoring the health of a non-smoker?).
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Le Grand’s favoured conception of equity is equality of choice sets. He argues
that providing individuals are making choices under equal constraints, inequalities
in health are not inequitable. Thus if two well-informed and otherwise identical
individuals have different health statuses simply because one smokes and the other
does not, the health disparity is to be deemed to be equitable. Interestingly,
however, Le Grand argues that it would be inequitable for such differences in
health-related behaviour to have any bearing on the way people are treated by the
health care system.1 Rather it is in the finance of health care that such health-
related behaviour ought to be taken into account. He suggests that it would be
inequitable for smokers who fall ill to be charged the full cost of their treatment,
since whether or not they fall ill depends not only on whether they smoke but also
on chance. Rather all smokers should pay an annual premium to cover the expected
costs of treatment. Having paid this, they should then receive the same treatment
(or access to treatment) as non-smokers.

There are several problems with this argument. It is surely inconsistent to
claim, on the one hand, that it is equitable for health differences to exist where they
are the result of different choices made from the same choice set and, on the other,
that people who damage their health through their own actions nonetheless have
the same rights to health care as those who look after their health. One cannot, in
other words, consistently maintain that it is equitable both that smokers have a
lower health status than non-smokers and that they have the same rights as
non-smokers to receiving treatment to restore their health when they fall ill. If the
health differences between smokers and non-smokers are equitable, then treatment
to restore the health of smokers must surely be inequitable!

The problem seems to lie in the claim that it is equitable that people making
different choices end up with different health statuses. If it is unfair that the health
care costs associated with smoking are borne only by those smokers who fall ill, then
it is surely also unfair that the distress and disability associated with smoking-related
diseases be borne only by those smokers who fall ill. Just as it is fair for all smokers
to pay the expected costs associated with their consumption, so too ought it to be
considered fair that all smokers bear the distress and disability associated with
smoking-related diseases. But since it is impractical and unethical to harm people’s
health deliberately (in this case the health of those smokers who do not contract any
smoking-related illness), this cannot happen. The fairest option therefore would be
to give smokers the same entitlements to health care as non-smokers. This provides
a rationale for Le Grand’s suggestion that smokers should not be treated differently
by the health care system, but since it implies that smokers who fall ill will be
treated, it follows both that some equity principles are required to determine the
distribution of health care expenditures and that any health differences between
smokers and non-smokers that are attributable to the fact that members of one
group smoke while members of the other do not must be inequitable.

An alternative view

It seems to us that in order to answer the question ‘which equity principle is to be
preferred?’, one has to answer a logically prior question, namely ‘why should health
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care be a concern for equity purposes in the first place?’. What is it, in other words,
that accounts for the facts that (i) equity considerations seem to feature promi-
nently in discussions about the distribution of some commodities but not others (a
phenomenon labelled by Tobin (1970) as ‘specific egalitarianism’) and (ii) health
care is one of these commodities?

Le Grand’s (1991) answer to this is that people demand health care because
they fall ill and that, since whether or not they fall ill is not within their control, the
demand for health care is qualitatively different from the demand for, say,
televisions and other commodities where equity considerations do not feature
prominently if at all. It is for this reason, contends Le Grand, that the term ‘need’
is applied to health care but not to televisions. This argument seems weak. There
is, of course, a large stochastic component to the demand for health care. But an
individual’s health – and hence his demand for health care – is also affected by his
behaviour. Once this is accepted, it becomes hard to use this line of argument to
draw a meaningful distinction between health care and other commodities whose
demand is also subject to uncertainty. An individual’s demand for automobile
spares, for example, is highly stochastic, but is also influenced by the way the
individual drives and how carefully he looks after his vehicle.

A more plausible answer to the question ‘what is special about commodities
like health care?’ is to be found, we believe, in much of the moral philosophy
literature. There it is argued that entities such as ‘good health’ are necessary for an
individual to ‘flourish’ as a human being.2 Insofar as health care is necessary to
‘good health’, this provides a strong ethical justification for being concerned with
the distribution of health care and not with the distribution of, say, automobile
spares, and for using the word ‘need’ in the context of health care and not in the
context of, say, skiing holidays.

But this raises the question: what is a fair distribution of health? It appears to
be accepted in the moral philosophy literature that a position other than one in
which everyone has the same opportunity to ‘flourish’ would be hard to defend.
Insofar as health is a necessary condition for ‘flourishing’, it follows that a just
distribution of health is an equal distribution. This also appears to follow from our
remarks above concerning Le Grand’s notion of equity as equality of constraints. If
it is accepted that differences in health-related behaviour cannot, after all, provide
a justification for differences in health, and if it is accepted that differences that are
not attributable to different choices are unjustifiable, it would indeed appear to
follow that all inequalities in health must be inequitable.

It follows from this that an equitable distribution of health care is simply one
which gives rise to an equal distribution of health. Of course, this will almost
certainly have to be qualified by a side condition that greater equality cannot be
achieved by reducing the health of some as a deliberate act of policy. Moreover, to
say that the fairness of a distribution of health care cannot be assessed without
reference to the resultant distribution of health does not imply that all aspects of
health care will equally the object of equitable concern. Ineffective health care
cannot be of any equitable concern at all, save insofar as resources wasted in its
provision are denied to uses that might promote equity. Nor, we conjecture, are
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some of the complementary services provided by hospitals, such as private, or
semi-private rooms (save in special cases), better than two-star hotel services in
hospital, or bed-side office services. It may be perfectly satisfactory for these to be
allocated according to willingness-to-pay, either directly or via insurance packages
whose benefits include such services and up-grades. But these provisos aside,
equity in health care implies distributing health care so as to equalize health.

Our argument clearly implies a rejection of the principle of equalizing health
care expenditures. It also implies a rejection of the principle of distribution
according to need, since irrespective of how one interprets ‘need’, equality of
health will not be attained if persons in equal need are treated the same and
persons in unequal need are treated in proportion to the relevant inequalities.
Furthermore, our argument implies a rejection of the principle of equality of
access to health care, since irrespective of how one interprets access, and
irrespective of whether equality of access is applied only to those in equal ‘need’
(however this is interpreted), application of the principle of equality of access to
health care will not yield an equal distribution of health.

This does not imply, of course, that the concepts of ‘need’ and ‘access’ are
irrelevant to resource allocation decisions in health care. The administration of
health care which does not have a positive marginal product – and hence is not
‘needed’ – seems hard to defend on either efficiency or equity grounds. The notion
of ‘need’ thus picks out which resources are to be distributed. What it does not do
is indicate the appropriate distribution of these resources. Access to health care
also has a part to play, since policy-makers are unlikely to want to coerce people
into consuming health care against their wishes. What policy-makers can do is alter
the size and shape of the individuals’ feasible sets (and hence alter their ‘access’) in
the hope that they will consume the appropriate type and amount of health care.
But this will not entail giving everyone the same access, irrespective of how access
is defined, or even giving, say, everyone with the same capacity to benefit the same
access. Rather it will involve manipulating feasible sets in such a way that the
post-treatment distribution of health will be as close to being equal as is feasible.
There is, however, one sense in which ‘equality of access’ would appear to be a
necessary condition for getting as close as possible to an equal distribution of
health, namely equality of access to diagnosis. But it ought to be more than merely
equal. It should also be cheap. The allocation of effective treatments so as to
promote greater equality of health can, after all, only be done if output functions
have been determined first.

The objective of health equality cannot be an absolute ethical imperative for
there may be other conditions to meet with which it may conflict if individuals are
to ‘flourish’ and to flourish more equally. One way of tempering the apparent
severity of the objective is to invent a social welfare function (SWF) embodying
inequality-of-health aversion [cf. Wagstaff (1991)]. Another would be to adopt
specific weights in a SWF that accorded the health of some a higher priority than
that of others (say, on grounds of desert). It may, moreover, be that the claim of
equal liberty is more conducive to an equitable distribution of ‘flourishing’ than is
an equal distribution of health and which would provide both a warrant for
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discretionary choices of treatment3 and for refusing even highly effective treat-
ments (such as the right of Jehovah’s Witnesses to decline potentially life-saving
blood transfusions). Despite these qualifications, however, (which would apply,
mutatis mutandis, to the other equitable principles for determining the inter-
personal allocation of health care), we consider that equity as ‘equality of health’
has substantial advantages over the other principles in this paper. Moreover, it is
grounded in a more general and fundamental egalitarian objective (viz. equal
‘flourishing’).

Enduring gross inequalities in lifetime health and their systematic association
with other dimensions of deprivation are a notable feature of wealthy societies,
even those with a long-standing political rhetoric of equality. The removal of such
gross inequalities is not in self-evident conflict with liberty or other primary goods,
and may indeed serve to promote equal liberty for all and a more effective
enjoyment of other primary goods. Allocation in proportion to need (equal
allocation for equal need; proportionately greater allocation for greater need) may
actually serve to widen these gross inequalities in health – a possibility that
highlights the most apparent deficiency of allocation principles built on need: that
they lack a plausible equitable distributive purpose. The pursuit of equality of
health provides an answer to the question ‘which needs ought to be met?’, which
the other principles signally fail to do. What, after all, is ethically compelling about
an allocation of resources that matches resources to sickness, or capacity to benefit,
or marginal capacity to benefit, or that ensures equal access? If they have any
ethical attraction at all, they have it only insofar as they promote efficiency in
maximizing health. But even if these principles do promote efficiency in this sense
(and it is far from self-evident that they do), to be efficient is not the same thing as
to be equitable. And if it is ethically important to maximize health, may it not also
be important to ensure its equitable distribution too?

Conclusions

We have demonstrated that previous analyses of interpersonal equity in the
distribution of health care are subject to serious objections. Moreover, they are, in
general, mutually incompatible. We have attempted to develop an analysis that is
free from these objections. The mutual incompatibility of previous analyses (and of
our’s with each of them) forces one to choose. The ultimate criterion that we
propose for evaluating the equity of distributions of health care is (conditional)
equality of health, which is, in turn, a necessary condition for (conditional)
equality of ‘flourishing’. In this (consequentialist) sense, the ‘demand’ for equity in
health care is a ‘derived demand’ from the equality of health and acquires its
especially compelling nature – in contrast with some other forms of consumption –
from the compelling character of health and ‘flourishing’. Equality of health is
conditional upon a respect for personal preferences (or, in medical ethics, the
principle of ‘autonomy’) and upon a prohibition on reductions in current health
(flow or stock interpretation).
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All equity claims seem to derive from egalitarian claims. Even libertarian
claims for the equity of inequalities of holdings and portfolios of personal
characteristics are typically based on a claim of equal liberties for each. Within the
sphere of health, we have argued that equality of health is a preferable equity goal
to other contenders, such as equality of marginal products or equal expenditures
for equal needs. Similarly, in considering vertical equity, we have argued that
resource allocation in proportion to differential needs (of whatever type) is likely to
lead to inequity in the distribution of health.

The analysis leaves unsettled a number of questions which remain for further
investigation. One of these is the way in which health equality may be traded off
against other desiderata (there is a similar agendum for other research programmes
in health-related distributional questions, such as the trade-off between such
desiderata and the fair meeting of need according to other criteria of fairness).
Another concerns the interpersonal comparison of health for individuals of
different ages (which is particularly important when health is interpreted as a
stock). Another concerns intergenerational issues and the manner in which poor
health may be transmitted from one generation to another by, for example, poor
quality parenting. A further area of enquiry generalizes the latter issue by asking
about the non-medical determinants of health and ill-health, the non-medical
determinants of ‘flourishing’ and would seek to develop a more general theory of
the equitable distribution of every (relevant) thing.
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3 The effectiveness of most treatments is so uncertain, so frequently contingent

upon individual circumstances, and so bound up with individual attitudes to
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risk and uncertainty, that the scope for personal discretion, even within a
health care system that is tightly constrained by insurers or governments to
offer only ‘effective’ health care, is extremely broad. There is a danger in
straining out the gnat of offending personal liberty that one swallows the camel
of enduring and outrageous inequalities of health.
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10
Resource allocation to health authorities:
the quest for an equitable formula in Britain
and Sweden
Finn Diderichsen, Eva Varde and Margaret
Whitehead

Extracts from Diderichsen F, Varde E and Whitehead M (1997) Resource
allocation to health authorities: the quest for an equitable formula in Britain and
Sweden. British Medical Journal 315: 875–878.

In recent years countries with very different healthcare systems have been showing
increasing interest in resource allocation policies based on weighted capitation. In
countries whose healthcare systems have competing health insurers the main
concern has been to construct capitation formulas that prevent favourable risk
selection or “cherrypicking”. Reforms to the American Medicare programme and
Dutch healthcare proposals have stimulated renewed efforts to find a way of
overcoming this problem.1 2 3 4

Countries with national health services, such as the United Kingdom and
Sweden, have also experienced far-reaching reforms of health care, with important
implications for equity in access to care.5 6 Risk selection should be less of a
problem, at least with health authority purchasing, as the population is assigned to
a purchaser based on area of residence. The new role of local purchaser, however,
calls for more exact methods to allocate “purchasing power,” because local areas
will show stronger variation in relative need than regions and counties.

We outline British experiences in attempting to devise an equitable formula
then present the new model that we have developed in Sweden for Stockholm
County Council. We discuss what lessons these experiences hold for other
countries facing a similar challenge.

British developments

In Britain serious attempts to devise more equitable mechanisms for resource
allocation for the NHS date back to the 1970s, when it became clear that funding
to the regions based on historical activity had perpetuated the inequalities in
funding that existed before the NHS. Since then, development work has gone
through three distinct phases.7
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In the first phase the formula created by the Resource Allocation Working
Party was developed for distributing resources from central government to regions.
It used mortality in each area as an indicator of healthcare need.8 The formula was
in use from 1977–90 and gradually managed to redistribute resources from the
metropolitan regions to the poorer regions in the north.9

In the second phase the argument that the measurement of need should be
based on empirical data led to a new formula for weighted capitation, applied from
1991 to 1995.10 This empirical approach was severely criticised on methodological
grounds and because it seemed inequitable.11 12 13 14 15 16

Clearly, the Department of Health needed a more sophisticated model for
allocating funds directly to local districts now that they were purchasers. It
commissioned health economists at York University to develop a more sensitive,
empirically based model, to be incorporated into a third allocation formula from
April 1995 onwards.

The York model is based on an ecological study of small areas to identify the
determinants of use of hospital services.17 18 The need variables identified include
both health and socioeconomic factors (Table 10.1). In addition, statistical models
were developed to distinguish several confounding influences on the use of
services, such as the supply of hospital beds and general practitioners. The effect of
applying the formula in full at the district level would be to redistribute funds
towards poorer, inner city areas.18 The Department of Health decided, however,
that the full York model would apply to only 76% of funding and the new
arrangements would be introduced only gradually over several years. Other
adjustments for “market forces” were also added. In effect, these adjustments
watered down the full potential of the York model to allocate resources equitably.
As about 70% (£23bn a year) of NHS funding is distributed through these
formulas, even slight adjustments can make a big difference to local allocations.
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Table 10.1 Need variables used in the current British formula for resource
allocation (York model)18

Need variables General and
acute model

Psychiatric
model

Standardised limiting long standing illness ratio <75 �

Standardised mortality ratio <75 � �

Proportion of economically active people who are unemployed �

Proportion of people of pensionable age living alone �* �*

Proportion of dependents in single carer households �

Proportion of persons in single parent households �

Proportion of dependants in no carer households �

Proportion of adult population permanently sick �

Proportion of population born in New Commonwealth �

*These variables are included in both models but with different coefficients.

Table 10.2 Matrix (abridged version) used in Stockholm for resource allocation
to hospital care showing cost (Kr per inhabitant) spent by health authorities in
Stockholm County Council, 1994

Acute and non-acute
medical and surgical care

Psychiatric care

Age of inhabitant (years) Owner
occupied

home

Rented
home

Owner
occupied

home

Rented
home

0 to <1 7200* 0 0

1–24 1900 2100 400 600

25–64 cohabiting:

Higher non-manual 3100 3600 400 800

Lower/intermediate non-manual 3700 4300 600 900

Manual 4000 4400 900 1300

Not employed 5300 6400 1400 2400

25–64 living alone:

Higher non-manual 3600 3900 900 1600

Lower/intermediate
non-manual

3600 4200 1000 2400

Manual 3900 4600 1400 3800

Not employed 5100 6400 4900 12 700

65–84 years:

Cohabiting 13 500 16 500 500 1000

Living alone 15 400 18 200 1100 2100

≥85 years:

Cohabiting 27 600 29 800 300 1000

Living alone 24 200 29 400 500 1000

*Split between both categories of housing.
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New approach in Sweden

Like Britain, Sweden has a national health service, publicly funded and provided.
Of the total healthcare budget of Kr82bn (£8bn), 82% comes from regional
income taxes raised by the 26 county councils responsible for administering health
care.

This regional funding has until recently been distributed directly to public
hospitals and primary care centres on the basis of historical activity, adjusted for
inflation. This has changed in the past four years in counties that have introduced
an internal market. In particular, Stockholm has been at the forefront of the
introduction of a purchaser-provider split, and associated developments in re-
source allocation have consequently gone further than in the other counties.

Stockholm County Council serves a population of 1.7 million with a health-
care budget of £1,6bn. Most (90%) of the county budget is distributed to nine
health authorities, each covering populations of between 50 000 and 300 000.

Basis of model

The contrasting features of the Swedish and British approaches are listed in the
box. Individual level analysis was chosen not only because of the practical
availability of data but also because of the problems inherent in ecological
analysis.19 20

Distinctive features of resource allocation in Sweden and Britain

Sweden (Stockholm model)

• Need for health care is measured by demographic and socioeconomic
variables rather than mortality or other health status indicators.

• Analysis is based on individual level data rather than at a small area
(ecological) level.

• Actual, rather than estimated, relative costs of health care used.

Britain (York model17 18)

• Need is measured by mortality, self reported morbidity, and various
socioeconomic variables.

• Analysis based on an ecological study of small areas to identify the
determinants of impatient services.

• The estimates are adjusted for the confounding influences of supply on
geographic variations in use.

• Estimated costs of health care are used.
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Finding a direct indicator of health status for measuring healthcare need that could
be linked to individual use of health care and cost data proved difficult. The model
therefore uses various socioeconomic indicators as proxies for healthcare need,
over and above that created by the demographic profile of the population. The
choice was based on evidence showing that use of hospital services in Sweden was
proportional to the relative need of major socioeconomic groups.21 22 Higher use
by more socially disadvantaged groups is assumed to translate into higher costs of
care, for which health authorities need to be funded.

Psychiatric services, however, were used at a low level by non-Nordic immi-
grants, perhaps not reflecting all their needs.22 Immigrant status was therefore
excluded from the analysis. A different model was devised for primary care (not
reported here).

Statistical analysis

The analysis makes use of the personal identification number, which everyone in
Sweden has and which can link healthcare records with census and other
socioeconomic databases. Since a new system of payment was introduced in 1994,
actual costs of care billed to purchasers have also been available for each individual
in the population. The analysis has four main stages.

Stage 1—We created two new databases each year, linking the records on
healthcare use and related costs to data on age, sex, socioeconomic group,
education, cohabitation and marital status, country of birth, and housing condi-
tions. One database covered a 30% random sample of the country’s population,
containing their socioeconomic characteristics and any health care they had used.
The other database included all people with inpatient care and their background
variables.

Stage 2—We then tested different models (with multivariate Poisson regression
of outpatient and inpatient episodes) to select the demographic and socioeconomic
variables that had the greatest effect on use, controlling for other variables. The
variables selected by this process for the final model were (a) age in 10 classes; (b)
socioeconomic groups in four groups based on occupation and employment
(education for pensioners); (c) cohabitation and marital status in four classes; and
(d) housing in five classes, according to tenure and size. Sex was not included in
the final model. The effect of including sex made a negligible difference to the
distribution of resources as the distribution of men and women did not differ
between districts.

Stage 3—A matrix was constructed in which each cell represented a unique
combination of the selected variables. In each cell, weights were calculated equal to
average costs per inhabitant. Separate weights were calculated for acute medical
and surgical care, non-acute care, and psychiatric care. Because actual costs were
not available for psychiatry, the costs for this specialty were estimated on the basis
of number of bed days and outpatient visits. Table 10.2 shows an abridged version
of the matrix.
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Stage 4—A corresponding matrix with the number of inhabitants in each of the
nine health authority areas was then constructed, and each individual was ascribed
a weight based on their social and demographic characteristics. These weighted
individuals were then summarised for each area and the budget calculated as a
proportion of the total sum for the whole county council (Table 10.3).

Table 10.3 Per capita weighting for the nine health authorities in Stockholm
County Council, according to Stockholm model, 1995–7

Per capita weights

Health authority Interim model,
1995

1996 1997

Norrtälje 98.5 96.4 100.6

North east 96.7 96.6 97.9

North west 91.4 94.5 94.2

Central Stockholm 127.7 120.3 119.2

West Stockholm 99.1 100.3 98.6

South Stockholm 122.7 116.3 117.4

South west 97.6 99.5 98.1

South east 83.4 85.9 86.2

Södertälje 93.0 96.0 95.7

Whole Stockholm county 100* 100* 100*

*100=Kr9166 per inhabitant in 1995; Kr9082 per inhabitant in 1996; Kr8979 per inhabitant in 1997.

Implementation

The model has been applied gradually in calculating health authority budgets in
Stockholm County Council since 1992. Before 1996, costs were estimated from
the number of admissions and bed days, whereas the 1996 budget was based on
actual costs for the purchasers.

Overall, the model has allocated more resources for the care of people living in
more disadvantaged socioeconomic circumstances (Table 10.2). The resulting
ranking of authorities in Table 10.3, based on these costs, follows the known
differentials in health, demographic, and socioeconomic factors in the county.23

The interim model used in 1995, based on estimated costs, allocated a large
share of the budget to areas containing a high proportion of elderly people and
people living alone. As the year unfolded, it became apparent that the interim
model might have overcompensated for the costs of providing health services for
elderly people. In fact, central Stockholm, with the highest proportion of elderly
people, could not spend all its allocated budget, whereas the suburban areas with
young families ran up budget deficits. When actual costs became available for the
1996 model, it was found that each bed day was cheaper for elderly than for
younger age groups. In 1996 therefore the share of the budget was reduced for
central and south Stockholm and increased for suburban areas (a shift of 1.4% of
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the budget) (Table 10.3). Politically, this was seen as too great a shift to be
achieved in one year. The county council therefore gave extra funds in the 1996
allocation to the authority hardest hit by the redistribution.

Insights from these developments

What are the lessons from these British and Swedish experiences? In both
countries the principle has been firmly established that healthcare resources should
be distributed in proportion to the relative needs of local populations. It is a step
forward that serious attempts are being made to translate this principle into
practice, but the quest for improvements continues.

Making best use of available data

The experiences illustrate two different ways of going about the task, largely
determined by the need to make the best use of whatever data are routinely
available in each country. This has led to an analysis based on area of residence
(ecological analysis) in Britain and an approach based on data from individuals in
Sweden. Several commentators have concluded that individual level analysis is the
better option, to reduce the problems of confounding and misclassification.24 25

The Swedish approach has made the most of the opportunity offered by newly
available individual data, though this was the only practicable option for Sweden
because the small numbers obtained from area based data would have made the
resulting statistical models unstable. It did, however, restrict the choice of
indicators of need. For example, no suitable health indicators were available that
could be linked to the other individual level data.

The York model has to rely on data for small areas, not directly linked to
individuals, which brings added problems of interpretation. On the other hand,
with care it can include additional local data on mortality and morbidity,
increasing its sensitivity to geographical variations that are not simply the sum of
individual variations in the basic sociodemographic characteristics.

Proxies for need

Both the British and Swedish approaches are based on the assumption that the
different needs for health care of the various sections of the population are
matched by their differential use of services. But in practice the use of services is
influenced not only by legitimate need but also by supply and many other
socioeconomic factors, so the match is not perfect. Given the circumstances,
informed judgments have to be made on the most practical solutions. The Swedish
decision, for example, to leave out an indicator of “ethnic group” from the final
analysis was based on the evidence that non-Nordic immigrants have higher
psychiatric morbidity but a relatively low rate of use of psychiatric services.
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Incorporating a factor based on use by ethnic group would have led to fewer
resources being allocated to health authorities with large immigrant populations.

Taking deprivation into account

Both approaches consider it essential to take social and material deprivation into
account. They have both selected employment factors and living alone as impor-
tant indicators of increased need for healthcare resources. Sweden has added
indicators of poorer housing, and Britain has added households containing
singlehanded carers (including single parents) as well as direct health indicators.

Two new relevant findings emerge from the Swedish data on differential costs
of care. Firstly, the analysis of actual costs for care of different groups provides a
direct demonstration of the higher costs incurred by more disadvantaged groups in
the population and the need for extra resources in areas where the proportion of
people from these groups is greatest. Secondly, the comparison of estimated costs
in 1995 with actual costs in 1996 revealed the scale of the bias introduced when
only estimated costs are used. A similar problem with estimated age-cost weights
was encountered in the British formula introduced in 1991, when it was applied to
populations at district level.16

Political reality

Both experiences illustrate the highly political nature of resource allocation. The
Swedish model ran into some difficulties when quite large shifts had to be achieved
in the switch from the interim model in 1995 to the full model in 1996, particularly
as the overall funding per inhabitant was falling over the same period. Although full
implementation was agreed for 1996, a one-off compensation, as mentioned
above, was given to the authority that stood to lose the most. Agreement on full
implementation for 1997 was politically easier, as the shifts in funding were not as
great.

In 1995 the York model was not implemented in full in Britain because of the
government’s nervousness over the size and direction of the implied shifts in
resources, generally from suburban towards poorer areas. Identifying two separate
models (Table 10.1) allowed room for subsequent manoeuvre. There are even
suggestions now that the market forces factor, introduced into the British formula
by the Department of Health, is seriously undermining the model’s attempt to
allocate resources according to need.26

This illustrates the need to ask continually whether the policy as implemented
is achieving its original objectives of equitable resource allocation.

Effects of cost containment

Finally, both approaches illustrate the complications of trying to devise and
implement an equitable formula in a time of cost containment, when any
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redistribution of resources is much more painful. Some commentators suggest that
the strain imposed by the prolonged underfunding of the British NHS in the 1980s
was a key factor in the decision to overhaul the original formula created in the late
1970s.13 The drastic cuts that have had to take place in Sweden in the 1990s with
the economic recession mean that the effects of resource allocation are not easy to
disentangle from the effects of cutbacks.

Yet it is at just such times that efforts need to intensify. The joint effects of
cutbacks and market-style reforms could be especially damaging to access to
healthcare for the sections of the population in greatest need, as in a more
competitive environment resources tend to flow to more prosperous areas and
groups. It is important that the quest for equitable methods of resource allocation
continues and is taken up by the growing number of other countries facing a
similar challenge.

Summary

+ The United Kingdom and Sweden face similar problems in how to
achieve a fair allocation of resources within a purchaser-provider system.

+ In contrast with the British formula, the new Swedish approach is based
on individual level data and uses demographic and socioeconomic
variables as proxy measures of healthcare need.

+ The Swedish model incorporates actual, rather than estimated, costs of
care.

+ The resulting model allocates proportionately more resources to popula-
tions with poorer health and socioeconomic characteristics.

+ Both the Swedish and British approaches illustrate the practical problems
and the highly political nature of resource allocation.

+ These experiences hold important lessons—not least for the growing
number of other countries with a similar quest.
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11
Economics, QALYs and medical ethics: a
health economist’s perspective
Alan Williams

Extracts from Williams A (1995) Economics, QALYs and medical ethics: a health
economist’s perspective. Health Care Analysis 3: 221–226.

Introduction

This paper explores how medical practice ought to be conducted, in the face of
scarcity, if our objective is to maximise the benefits of health. After explaining
briefly what the cost-per-QALY criterion means, a series of ethical objections to it
are considered one by one. The objectors fall into four groups:

a. those who reject all collective priority-setting as unethical;
b. those who accept the need for collective priority-setting, but believe it is

contrary to medical ethics;
c. those who accept the need for collective priority-setting, and do not believe

that it is contrary to medical ethics, but reject the role of QALYs in it;
d. those who accept the need for collective priority-setting in principle, but are

unwilling to specify how it should be done in practice.

The purpose of this discussion paper is to give each group a hard time!
Economics is about scarcity. Quality Adjusted Life Years (QALYs) are about the

benefits of health care. Medical ethics are about the way in which medical practice
ought to be conducted. This paper is therefore about how medical practice ought
to be conducted, in the face of scarcity, if our objective is to maximise the benefits
of health care.

Commonsense tells us that in the face of scarcity we should use our limited
resources in such a way that they do as much good as possible. In health care,
‘doing good’ means improving people’s life expectancy and the quality of their
lives. Since people value both of these fundamental attributes of life, we need a
measure of outcome which incorporates both, and which reflects the fact that most
people are willing to sacrifice some quality of life in order to gain some additional
life expectancy, and vice versa. This is precisely the role of the Quality Adjusted
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Life Year. If some health care activity would give someone an extra year of healthy
life expectancy, then that would be counted as one QALY. But if the best we can
do is provide someone with an additional year in a rather poor state of health, that
would count as less than one QALY, and would be lower the worse the health state
is. Thus the QALY is to be contrasted with measures such as ‘survival rates’,
commonly used as the sole success criteria in clinical trials, which implicitly
assume that only life expectancy is of any concern to people. The essence of the
QALY concept is that effects on life expectancy and effects on quality of life are
brought together in a single measure, and the bulk of the empirical work involved
in making the concept operational is concerned with eliciting the values that people
attach to different health states, and the extent to which they regard them as better
or worse than being dead. For the purpose of priority-setting in health care, being
dead is regarded as of zero value. A QALY measure can in principle embrace any
health-related quality-of-life characteristic that is important to people. The par-
ticular measure with which I am most familiar (the Euroqol measure) covers
mobility, self-care, usual activities, pain-discomfort, and anxiety/depression. Note
that ‘usual activities’ are whatever the individual’s usual activities are, and are not
restricted to work activities. So although developed primarily by economists, the
QALY is not a measure of people’s economic worth, but a measure of whatever
aspects of life they themselves value.

In the presence of scarcity, resources devoted to the health care of one person
will be denied some other person who might have benefited from them. Clinicians
are quite used to this phenomenon with respect to the allocation of their own time,
and of any other resources that they control as practice managers. They are trained
to discriminate between those who will benefit greatly from treatment and those
who won’t, and by this means ‘clinical priorities’ are established, which are based
on some broad assessment of risks, benefits and costs. The role of costs here is
crucial, because they represent sacrifices made by other potential patients who did
not get treated. Thus the economists’ argument that medical practice should
concentrate on those treatments that are known to be cost-effective, is designed to
ensure that the benefits gained by the treatments that are actually provided should
be greater than the benefits sacrificed by those who were denied treatment. That is
what ‘doing as much good as possible with our limited resources’ means.

Objections

I am constantly amazed at how controversial these commonsense propositions seem
to be. Priority-setting is inevitably painful, and its consequences are bound to be
unfortunate for someone or other. It is therefore understandable that many people
cling, with childlike naivety, to the romantic illusion that if only more resources were
devoted to health care they can escape from the process altogether. But when more
resources are made available, we still have to decide which are the highest priority
uses to which they should be put, so this is really no escape route at all.

The more interesting and substantial objections come from those who accept
the fact of scarcity, and are willing to face up to its implications, but reject the
approach I have outlined. They fall into four groups:
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1. those who reject all collective priority-setting as unethical;
2. those who accept the need for collective priority-setting but believe that it is

contrary to medical ethics;
3. those who accept the need for collective priority-setting, and do not believe

that it is contrary to medical ethics, but reject the role of QALYs in it;
4. those who accept the need for collective priority-setting in principle, but are

unwilling to specify how it should be done in practice.

By ‘collective priority-setting’ I mean priority-setting intended to guide the use of
public resources devoted to health care. I will summarise the key points at issue for
each group in turn.

Is all collective priority-setting unethical?

Those who reject all collective priority-setting as unethical typically assert that it is
immoral for one person to sit in judgement on the worth of other people’s lives,
which is what collective priority-setting requires us to do. However, since they
accept the fact of scarcity, they acknowledge that some people must be denied the
benefits of health care, but they want that done in a manner which is free of any
interpersonal judgements of relative worth. They believe that this can be done by
recourse to a lottery. The trouble with this supposed solution is that lotteries do
not fall like manna from heaven, but have to be devised and run by people, who
have to determine who shall be eligible, when, and under what conditions, for each
and every treatment that is on offer. So recourse to a lottery simply brings us back
to the very same priority-setting issues that it was supposed to avoid. They simply
appear in a different context, i.e. determining who is eligible to enter the lottery,
and with what probability they may win each prize.

Instead of seeking to avoid the making of interpersonal judgements of life’s
value, it seems more fruitful to seek as much detachment as possible when making
them. An entirely different sort of lottery could have an important role to play in
that process. What I have in mind is the thought experiment involved in
approaching collective priority-setting from behind the ‘veil of ignorance’. We have
to imagine ourselves outside the society of which we are members, and then
choose that set of rules for collective priority-setting which would be most likely to
achieve the distribution of health benefits that we think best for our society. Then,
and only then, will we be assigned, by lottery, an actual place in that society. We
may find ourselves favoured by our rules, or we may be one of the unfortunate
people who are disadvantaged by them, but we would have achieved a set of rules
which we would have to accept as fair. The question which I would ask the reader
to consider is whether, under these conditions, you would choose a set of rules
which would maximise the health of the community as a whole, as measured in
QALY terms, and, if not, why not?

Is collective priority-setting contrary to medical ethics?

My second group of objectors are those who accept the need for collective
priority-setting, but believe that it is contrary to medical ethics. In the extreme,
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such people believe that it is the doctor’s duty to do everything possible for the
patient in front of him or her, no matter what the costs. But in a resource-
constrained system ‘cost’ means ‘sacrifice’ (in this case the value of benefits
foregone by the person who did not get treated). Thus ‘no matter what the costs’
means ‘no matter what the sacrifices borne by others’. This does not sound to me
like a very ethical position to be in. Indeed, people who behave regardless of the
costs of their actions are usually described as ‘fanatical’, not as ‘ethical’. Moreover,
if medical ethics include an injunction to deal justly with patients, then there has to
be some weighing of the benefits to one person against the sacrifices of another. So
I think that this supposed ethical conflict between the economists’ argument that
costs (i.e. sacrifices) must be taken into account in every treatment decision, and the
precepts of medical ethics, is non-existent, because medical ethics does not require
everything possible to be done for one patient no matter what the consequences for
any of the others.

Why might QALYs be unethical?

My third group consists of those who accept the need for collective priority-
setting, and do not believe that it is contrary to medical ethics, but cannot accept
the QALY approach to it. There seem to be four distinct ethical issues raised here.
First, whose values should count? Second, how should we move from individual
values to group values? Third, should we not be concerned with the distribution of
the benefits of health care across different people, as well as with the total amount
of such benefits? Fourth, are there other benefits from health care which QALYs
do not pick up. I will tackle each of these in turn.

Whose values should count?

Whose values should count? As a health economist it is really not for me to say.
Nor, as a health economist, do I have to say, because the QALY concept is
extremely accommodating in this respect. In principle it can accept anybody’s
views about what is important in health-related quality of life, and anybody’s views
about the trade-off between length and quality of life. In practice, the early
empirical work was based on professional judgements (mostly those of doctors).
More recent work has been based on the views of patients and of the general
public, and my own work has concentrated on the latter, because I am anxious to
find out whether the values of the practitioners, their patients, and the general
public coincide. What the QALY concept does, quite properly, is bring this
question to the fore, and points up the difficulties that are likely to arise if the
priorities of a particular group of patients differ from those of their doctors or of
the wider society of which they are part. In principle, since every treatment
decision entails benefits to some and disbenefits to others, in a democratic society
the views of all affected parties should count. Since the sacrifices involved in
treating particular groups of patients will be widely spread and difficult to identify
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with any precision, this points inexorably to the general public as the most
appropriate reference group. Some people have advocated using the values of a
particular reference group as the collective view (e.g. the views of the most
disadvantaged, or of people with particular moral, legal or political authority). At a
personal level I feel distinctly uncomfortable about such proposals, preferring a
simple populist stance. But, as I said earlier, adoption of the QALY approach does
not require you to adopt this particular stance, although I must confess that it is
one that I personally find very compelling.

Individual values or group values?

How should we move from individual values to group values? Once again, as a
health economist, who am I to say? Once again, I don’t have to say, because there
is nothing in the QALY approach which requires aggregation to be accomplished
in any particular way. But collective priority-setting does require a collective view,
so some method of aggregation has to be adopted, and whatever method is used, it
will have strong ethical implications. The simplest method is to postulate that
everybody’s views count equally, and a simple average is then taken to represent
the collective view. A somewhat more complicated position is involved in taking the
median view as the collective view. The median view is the one that would
command a simple majority in a voting system. With a skewed distribution of
values (which is what is commonly found) it gives less weight to extreme views
than would the taking of a simple average. But whichever position is taken on this
issue, the QALY approach has the great advantage that it is not possible to hide
what you have done, so it is quite easy for others to tease out the ethical
implication and help ensure that you are held accountable!

Is the distribution of QALYs important?

The next set of objections to the QALY approach concentrates on whether simple
maximisation of health (with all its utilitarian overtones) is really an adequate
representation of social objectives in the health care field, or whether we are not
also concerned with how the benefits of health care are distributed with the
population. My theme here is the same as before … there is nothing in the QALY
approach which requires QALYs to be used only in a maximising context, although
it was QALY maximisation that I asked you to think about earlier as a collective
prioritising rule. The use of QALYs in more complex rules is perfectly possible,
and almost certainly needed if collective priority-setting is to reflect the views of
the general public. The simplest and commonest use of QALY calculations at
present is based on the assumption that a year of healthy life expectancy is to be
regarded as of equal value to everybody. Note that this does not say that it is of
equal value to everybody, because that is unknowable. What it says is that if that
social judgement is appropriate, then what follows from it will be appropriate. If it
is not, then what follows will be irrelevant. A strong egalitarian case could be made
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for that assumption, since it implies that it does not matter at all who the
beneficiary is. Like Justice, it is Blind. There is no discrimination on grounds of
race, sex, occupation, family circumstances, wealth or influence. In this respect it
follows precisely the assumptions underlying the use of the more conventional
outcome measures used in clinical trials, which just count the number of people
with the specified outcomes characteristic. But following hallowed tradition may
not carry much weight if a sizeable majority of the general public would prefer
some discrimination between potential beneficiaries according to their personal
characteristics or circumstances. For instance, there is ample evidence that most
people (including the elderly) would give extra weight to benefits accruing to
young people over the same benefits accruing to old people. There is a similarly
widespread view that people with young children should have some priority over
their childless contemporaries. It is quite possible to build these differential
weightings into QALY calculations, the implication being that instead of maximis-
ing unweighted QALYs, we would need to weigh them according to the relative
priority assigned to the particular characteristics of the beneficiary. There are some
especially interesting issues concerning the preferential treatment of the poor. The
general principle, which is widely assented to, is that access to health care should
not depend on people’s wealth. This implies that it should not depend on people’s
lack of wealth either! So discrimination in favour of the poor seems inconsistent.
But if it is desired to use the health care system as a way of compensating people
for other deprivations they suffer, then again, QALYs can be weighted accordingly.

Are there benefits other than health improvements?

Last in this group of objectors are those who assert that there are other benefits
from health care than improvements in health. There obviously are. For instance,
the provision of health care generates a livelihood for millions of people. Moreover,
some people get satisfaction from health care in ways which do not show up as
improved health. But the question is, how relevant are these other benefits for
priority-setting in health care? To the extent that health improvements are the
dominant consideration, then QALYs, in some form or other, must be the
dominant concept, on the benefit side, in collective priority-setting. If the
improvement of health plays only a subsidiary role, then QALYs will play only a
subsidiary role. There seems little more to be said, except possibly to challenge
those who reject QALYs to say what they believe the main benefits of health care
are, if they are not improvements in the length and quality of people’s lives.

Fine in theory – but unacceptable in practice?

This brings me to my final set of people, those who accept the need for collective
priority-setting in principle, but are unwilling to specify how it should be done in
practice. At a personal level they have my sympathy, because of all the difficulties I
have outlined. But at a professional level I feel somewhat aggrieved by their
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behaviour, because a typical stance is to point out all the difficulties involved with
some particular approach, and then to sit on the fence waiting for the next
candidate to come by, and then do the same again. This would be fine if the
implied ideal method were available to us, or if we could suspend all health care
decision-making until it were. But there is no perfect system on offer, and we can’t
wait. As with a well-conducted clinical trial, the new has to be compared
systematically, according to preselected criteria, with what already exists. This is
what needs to happen in the field of priority-setting. If the same criteria as are used
to criticise the QALY approach were used in an even-handed way to criticise
current practice, or any feasible alternative to it, how would these other methods
make out?

So let me end with my favourite Maurice Chevalier story. When he was getting
quite old he was asked by a reporter how he viewed the ageing process. ‘Well’ he
said ‘there is quite a lot I don’t like about it, but it’s not so bad when you consider
the alternative!’

Perhaps the same is true of the QALY approach to collective priority-setting in
health care. If so, we should beware of rejecting potential improvements simply
because they fall short of perfection!
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12
The development of health
technology assessment
David Banta

Extracts from Banta D (2003) The development of health technology assessment.
Health Policy 63: 121–32.

Introduction

Health technology assessment (HTA) was first conceptualised in about 1976.1

During the last decade, the field has grown remarkably, especially in Western
Europe, and it gains visibility and support everyday. At the same time, important
related evaluation activities, such as the Cochrane Collaboration (CC) and the
evidence-based medicine (EBM) movement, have also developed.

This paper attempts to answer three questions:

1) Why has the evaluation of health interventions grown so rapidly?
2) Whose interests are driving this development?
3) What can be expected from HTA in the future?

An important point to keep in mind is that the context of HTA is crucial. The
health system of any country reflects its history, its culture, and many values and
preferences. The same applies to HTA, which is part of that health system.
Therefore, any global conclusions concerning HTA can only be partial and
tentative, and may risk excessive dependence on partial evidence, anecdote and
stereotype.

Furthermore, those working in HTA are not academics. They are not involved
in comparative analysis of what they do and why. Nor are they under any pressure
to develop conceptual clarity. Instead, they are involved in the demanding,
everyday business of trying to help policy-makers solve difficult problems. There-
fore, even good descriptions of HTA activities are hard to find. As to answering
why a particular country has chosen a particular model for its programme and a
particular model of HTA, such information is just not available in a formal and
analytical sense.
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A historical perspective on health technology

Despite the long history of health technology, effective therapies were rare until
recently. In 1980, Beeson compared treatments recommended in a 1927 textbook
of medicine to those recommended in 1975. He rates the value of 60% of the
remedies in 1927 as harmful, dubious, or merely symptomatic, while only 3%
provided fully effective treatment or prevention.2 By 1975, effective regimens
increased sevenfold and dubious ones decreased by two-thirds.

Technology can be simply defined as: “… the systematic application of
scientific or other organised knowledge to practical tasks”.3 This definition, in its
breadth, emphasises the pervasiveness of technology. Health care technology may
be defined as “The drugs, devices, and medical and surgical procedures used in
healthcare, and the organisational and supportive systems within which such care
is provided”.4 Thus, a cardiac monitor is a technology. At the same time, an
intensive care unit—one of its component parts being the monitor—is itself also a
technology.

Scientific evaluation is largely a development of very recent times. Throughout
recorded history, physician assessment has had an important role in the selection
of therapy. Most studies, however, utilised personal and anecdotal information.5

The singlemost important problem with this early research was lack of a control or
comparison group to assure that the observed effect was in fact due to the
intervention.

It was not until Bradford Hill formulated the principles of the randomised
controlled clinical trial (RCT) in the mid-1930s that scientific assessment began to
be accepted. The first randomised, controlled, double blind study was directed by
Hill and tested a vaccine for pertussis (whooping cough). Hill also collaborated
with Daniels in developing a randomised clinical trial of streptomycin in tubercu-
losis, published in 1948.5 By 2002, hundreds of thousands of RCTs have been
carried out. Cost-benefit and cost-effectiveness analyses (CEA) is a development
of the 20th century; the growth in the number of CEAs in health care began in the
mid-1960s.6 In recent years, a great effort has gone into developing more
standardised and valid methods of economic appraisal.7

A landmark in the development of the field of HTA was the 1972 publication
of Archie Cochrane’s book Effectiveness and Efficiency.8 He proposed a thorough-
going reform of health care evidence generation: “Its [the RCT’s] importance
cannot be exaggerated. It opened up a new world of evaluation and control which
will, I think, be the key to a rational health service”(8, p. 11). Cochrane noted that
“the increase in input since the start of the NHS has not been matched by any
marked increase in output in the ‘cure’ section” (8, p. 67). He advocated a “marked
increase in knowledge through applied medical research”, referring particularly to
randomised controlled trials to determine the efficacy (benefits) of interventions
(8, p. 78). With rare prescience, he suggested that the then Department of Health
and Human Services “might organise applied medical research to meet the need of
assessing medical research priorities and assuring that appropriate research was
carried out” (8, p. 79). The United Kingdom actually did set up such a programme
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in 1990.9 Cochrane recognised that an increase in applied medical research would
result in a probable decrease in clinical and administrative freedom (8, p. 81).

Development of HTA

The term HTA was first used in the United States Congress in about 1967, and
the U.S. Congressional Office of Technology Assessment (OTA) was established in
1972. The general definition of technology assessment used was: “a comprehensive
form of policy research that examines the short- and long-term social conse-
quences of the application or use of technology” (1, p. 45). In the health field, OTA
recognised that assessment would emphasise “efficacy”, since the goal of health
care is to improve health. The impact of health technology depends on its
pervasiveness; it touches virtually everyone’s life. Nonetheless, an important
motivation for development of the field was the rising expenditures for health care.
Therefore, costs and cost-effectiveness analysis have also been an important part of
HTA, gaining increasing attention.10

Simultaneous with the beginnings of the OTA in the U.S., Swedish researchers
began to evaluate selected health care technologies. The pressures were similar:
high expenditures for health care, the visibility of new technologies, and the
necessity to begin to rationalise health care technology.11 As the ideas of technol-
ogy assessment gradually spread to other countries, formal technology assessment
activities started.12 During the 1990s almost all Member States of the European
Union (EU) developed national and regional public HTA agencies and pro-
grammes.

Much of what the OTA did in its early years was transferred readily to other
industrialised countries, especially in Europe. Assessments were done in similar
style, focusing on effectiveness and cost-effectiveness. Policy analysis, however, has
not been as central a part of technology assessment in Europe. In part this is
because policy analysis in the broader sense is not as developed in Europe as it is in
the United States. Nevertheless, technology assessments done in Europe have
tended to pay more attention to broader social implications, especially issues such
as ethics and threats to solidarity.

In the United States, technology assessment has not been effectively estab-
lished within the national government. The Congress established a national
programme, the National Centre for Health Care Technology (NCHCT) in
1978,13 but it was abolished in 1981 as the result of budget cuts. The OTA was
itself abolished in 1997 because of cuts in the Congress’ own budget.

With time, HTA began to operationalise its original definition of technology as
“applied knowledge”. The term “medical technology” was more-or-less dropped,
to be replaced by “health care technology”. Within the last few years, the term
“health technology” has been more favoured. This change goes hand-in-hand with
the change in focus of HTA.

The CT scanner was OTA’s first target for HTA. Other early assessments dealt
with coronary artery bypass surgery, radical mastectomy, and other common and
expensive surgical procedures. Assessments of intensive care units and diagnostic
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equipment and tests were also undertaken. Over time, other areas of health care
have become the subject of assessments in HTA programmes. Nursing care,
mental health care, physiotherapy, and the doctor–patient relationship have been
the subject of assessments in recent years. The focus of HTA has shifted away from
technology to focus more often on health needs in what is sometimes termed
“needs-based technology assessment”.14 Again, the term health technology has
been increasingly operationalised. For example, assessments of strategies to help
people quit smoking, including the use of tax policies or regulations concerning
smoking in public places, have been carried out. The scope of HTA today is
enormous, potentially covering all determinants of health.

Beginning in 1987 in Sweden, formal public HTA programmes associated
with ministries of health developed in Western Europe, and in many other
countries of the world.

Discussion

It seems obvious to say that HTA has developed and grown up in a time of
heightened concern for rising health care expenditures, associated in part with
rapid technological change. These expenditures and their apparently obvious link
to new technologies helped lead to a search for the “culprit”.15 The culprit seems
to be technology, associated with the ageing of the population and increased
population demands. At the same time, clinicians and researchers have produced
growing evidence of poor quality of care, use of ineffective and untested technol-
ogy, and overuse and inappropriate use of technology.11 This has led to calls for
“value for money” in health care.

In effect, concerns about expenditures have drawn attention to technology, its
benefits and harms. Clinicians and clinical epidemiologists have laboured to
produce evidence of this poor quality when it occurs; and policy-makers have, in
general, been sensitive to this evidence. However, despite considerable media
attention to these problems, the general public in most countries has not yet been
drawn into a public debate, nor into the search for solutions.

Despite early concerns about social and ethical issues surrounding the devel-
opment and diffusion of health technologies, these have been relatively invisible in
the growing field of HTA. In effect, the field has been driven since its early days by
policy-makers’ concerns about expenditures (costs). With time, quality concerns
have become increasingly prominent. Clinicians, especially those dedicated to
EBM, have advocated a new form of practice, which would address quality
directly. Managers and administrators have generally not yet actively embraced
HTA.

The future of HTA

The future is not easy to predict. One thing is clear, however. The linkage of HTA
and formal policy-making has its limits. Formal policies provide a structure for
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administrative and clinical decisions, but they leave a great deal of freedom to
make decisions, especially with physicians. For this reason there is increasing
attention given to the dissemination and implementation of HTA.16 In essence,
this means actions at the operational level of clinical medicine.17 There is also
increasing discussion of the importance of involving the lay public in these matters.

As Cochrane observed more than 20 years ago, the development of better and
better information to guide decisions seems to imply a decrement in professional
and managerial freedom.8 This judgement seems correct. As better and better
evidence for benefits and cost-effectiveness becomes available, it seems unlikely
that practice not in accord with the evidence will be tolerated by consumers and
policy-makers. Coverage decisions are already made more and more frequently
based on HTA. Still, implementing HTA results into clinical practice remains a
formidable challenge.

International co-ordination and co-operation is not yet well-developed, but it
seems to offer large advantages in the future. The main reason for this is the sheer
magnitude of the task. Thousands of health technologies need to be assessed.
Many of these have never been assessed and remain unproven. Others are
efficacious for some indications but are over-used. The task of identifying
candidates for assessment, synthesising the evidence, and, where necessary, carry-
ing out prospective research such as RCTs, is the work of many years.
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13
Explicit and implicit rationing: taking
responsibility and avoiding blame for health
care choices
Chris Ham and Angela Coulter

Extracts from Ham C and Coulter A (2001) Explicit and implicit rationing: taking
responsibility and avoiding blame for health care choices. Journal of Health
Services Research and Policy 6(3): 163–69.

Introduction

In an era of ever-increasing medical possibilities, publicly financed health care
systems face the challenge of determining what services should be covered for the
insured population. This challenge, usually referred to as health care rationing or
priority-setting – terms we shall use interchangeably – has led governments in a
number of countries to take a more systematic approach to the determination of
service coverage than has usually been the case in the past. Specifically, policy-
makers in these countries have encouraged explicit debate about priority-setting,
starting in the second half of the 1980s and continuing into the 1990s. In so doing,
they have built on efforts to strengthen health technology assessment and to
determine coverage of pharmaceuticals in order to address priority-setting in the
round.

One of the earliest examples was the US state of Oregon, whose work to draw
up a list of priorities for Medicaid as a way of expanding population coverage has
been widely studied and reported.1 The experience of Oregon finds echoes in
countries as diverse as Denmark, Finland, Norway, Sweden, the Netherlands, New
Zealand, Israel and now the UK as policy-makers seek to square the circle of
increasing demands and limited resources.2 In all of these systems, work has been
undertaken to develop more explicit approaches to rationing at a macro level in
recognition that diffusing blame and muddling through may no longer be suffi-
cient. In parallel, there have been efforts to strengthen decision-making at the meso
and micro levels in recognition that responsibility for rationing is located at many
different points. This work can be seen as an attempt by policy-makers to
supplement political bargaining over the allocation of health care resources with
efforts to puzzle more intelligently about priority-setting. This paper summarises
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the results of these efforts and assesses the implications for those charged with
making rationing decisions.

Rationing all around the world

Experience in systems that have sought to be more systematic in their approach to
determining what services should be covered for the insured population demon-
strates the menu of possibilities available to health policy-makers in setting
priorities at a macro level. Despite the attention given in health policy debates to
the development of a basic benefits package or a set of core services, only in
Oregon’s Medicaid programme has the priority-setting dilemma been addressed
mainly by excluding certain categories of treatments from funding. In Oregon this
was done by drawing up a list of condition–treatment pairs and ranking these in
order of priority.

When it was implemented in 1994, the Oregon Health Plan funded 565 out of
696 treatments, the main exclusions being treatments for minor medical conditions
or those for which evidence of effectiveness was lacking. In taking this approach,
policy-makers in Oregon were seeking to increase population coverage by limiting
service coverage, although even the original Oregon Plan included some services
that had previously been outside Medicaid, such as dental care. Subsequent
revisions have tended to increase the scope of service coverage to the extent that
most treatments are now covered.3 An example is cochlear implants, which were
added to the list of funded services when new evidence on the benefits offered by
implants became available.

Oregon aside, those responsible for rationing have adopted an approach
centred on the development of national frameworks to guide priority-setting rather
than on defined lists of treatments or services to be covered. The Netherlands and
New Zealand exemplify this approach. In the Netherlands, politicians have shied
away from the exclusion of services from funding after flirting with this strategy.
One of the reasons for their reluctance to go down the road of exclusions was
criticism from groups opposed to the removal of services from funding. An
example was the proposal to exclude funding of contraceptive pills from coverage
in the Netherlands, a proposal that was withdrawn after opposition from women’s
groups and family planning organisations. Similarly, in New Zealand, the
government-appointed Core Services Committee declined to draw up a list of
services to be publicly funded, even though it was charged with this task. The view
of the Committee was that priority-setting was best approached not by limiting
service coverage but by determining how services could be targeted on those
patients most likely to benefit. In both the Netherlands and New Zealand, effort
has focused on the development of evidence-based guidelines intended to ensure
that services are provided appropriately.

Research into explicit rationing at a macro level demonstrates that there are no
simple or technical solutions that can resolve the dilemmas facing decision-makers.
As Oregon discovered, techniques drawn from economics designed to compare the
costs and outcomes of health technologies are not sufficiently developed to provide
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a reliable basis for decision-making.4 This was starkly illustrated by the ranking of
tooth-capping above appendicectomy in the original Oregon list. Anomalous
results of this kind show the difficulties of applying economic analysis in practice
and also reveal gaps in the availability of information on costs and benefits.

Yet, even if information were more complete, the results of economic analysis
would still have to be interpreted by policy-makers in the process of determining
priorities, given that the aim of health policy is not simply to maximise health gain
for the resources available. As an example, the pursuit of equity may result in
resources being allocated to services for which the cost of achieving a certain
quantum of benefit is greater than for alternatives. Trade-offs of this kind are made
all the time in health policy and indicate the potential incompatibility of efficiency
and equity objectives.

Those responsible for priority-setting therefore have to confront the need to
make decisions in conditions of incomplete information and likely conflicts
between objectives. While one response has been to seek to fill the gaps in
information and to refine the tools to support decision-making – for example,
through an investment in health technology assessment and evidence-based
medicine – another approach has been to widen the debate beyond the experts
(whether physicians or economists) to include other stakeholders. An important
motivation in this context is that choices in health care involve making judgements
about the relative priority to be attached to different objectives and services. It
follows that these choices need to be informed by an understanding of community
preferences if they are to gain acceptance among those affected.

Public involvement in rationing

It was for this reason that decision-makers in Oregon, for example, sought to
strengthen their approach by drawing on public consultation and evidence of
community values in determining priorities for Medicaid. Other systems have also
endeavoured to engage the public in debate about rationing and a wide range of
methods have been used for this purpose. In part, this has been stimulated by a
concern to inform the public about the inevitability of rationing, and in part it has
been designed to use the public’s views to inform decision-making.

The need to make trade-offs in health care rationing has also led to an interest
in clarifying the values that should guide decision-making. In some systems, such
as in the Netherlands, Oregon and Sweden, values have been defined explicitly,
whereas in others they have emerged implicitly. The work done on values has been
used to aid the process of rationing by identifying criteria for making choices and
in some cases for ordering priorities. A distinctive feature of the Swedish approach
is the attempt to rank values, the highest priority being attached to respect for
human dignity, followed by solidarity or equity and then by efficiency.5 The
experience of Sweden reinforces our earlier observation on the potential conflict
between objectives.

With few exceptions, the articulation of values has remained a high-level
activity and little effort has been put into the use of values in decision-making or in
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day-to-day clinical practice. As a consequence, there is often a gap between the
proposals put forward by government committees and expert groups in relation to
rationing and what happens at the meso and micro levels. This is most apparent in
the case of countries like Norway and Sweden where the emphasis has been placed
on the promulgation of ethical frameworks at a macro level to guide decision-
making. The impact of such frameworks, based on the identification of core values
rather than core services, is difficult to determine precisely because they are
expressed in general terms and their effects have not been fully evaluated.

Set against this, explicit rationing may result in more resources being allocated
to the health care budget if the approaches adopted are sufficiently specific to
expose areas of underfunding and unmet need. This was one of the effects of the
Oregon Health Plan in that the legislature voted more resources for Medicaid to
enable the cut-off point for funding to be lowered when the effects of maintaining
previous funding levels became transparent. Similarly, in New Zealand, the
government provided extra funds to reduce waiting lists for surgery when it was
possible to identify patients who would benefit from treatment but were not
receiving it because of financial constraints. Experience in Israel reinforces this
point, with the government there increasing the health care budget to enable new
and relatively expensive drugs for cancer care to be included in the benefits
package following publicity demonstrating the denial of treatment to patients
(including children) in need.6

The politics of rationing

One clear conclusion from experience so far is the sheer messiness of health care
decision-making and the inherently political nature of priority-setting. The alloca-
tion of scarce resources between competing demands is both an economic
challenge and a political puzzle. Giving higher priority to one service means giving
low priority to another when budgets are fixed, and the evidence indicates that this
is likely to stimulate lobbying among those groups affected. One of the reasons
political leaders have been reluctant to engage in explicit rationing at a macro level
in the past is that in determining priorities they are also accepting responsibility for
what may be unpopular choices. This helps to explain why politicians in most
countries have declined to ration by excluding treatments or services from funding
even though priority-setting has become more explicit.

In these circumstances, there is a tendency for policy-makers to seek to avoid
blame either by ducking tough choices or by devolving responsibility to others.
Rationing by guidelines rather than exclusions is one manifestation of this in that it
leaves ultimate responsibility for deciding who should get access to health care
resources to agencies such as sickness funds and health authorities at the meso
level and to physicians at the micro level. The tendency of political leaders to avoid
blame for rationing is consistent with research into the motivations of politicians.7

It is also congruent with the findings of research into comparative social policy
demonstrating that retrenchment strategies are more likely to take the form of
relatively incremental and invisible initiatives than direct cut-backs.8
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Partly because of this, but also because of the obstacles to developing more
systematic approaches, some writers argue that muddling through is a virtue rather
than a sin and that whatever its weaknesses is to be preferred to the fruitless quest
for a technical ‘fix’. In other words, disillusion with the results of systematic
attempts to setting priorities is used to justify the status quo ante and to caution
against the pursuit of more ‘rational’ solutions. This is the contention of, among
others, Mechanic, who argues that implicit decision-making offers greater flexibil-
ity in circumstances in which judgements about treatments are surrounded by
uncertainty and the needs of patients are diverse.9 Mechanic acknowledges that
explicit approaches have a part to play at the macro and meso levels, but even so he
maintains that these approaches are liable to political manipulation and are not
sufficiently responsive to change. Mechanic’s view is endorsed by Hunter, who
contends that ‘muddling through elegantly’ is the most that can be expected and
who is even more sceptical than Mechanic about the desirability of explicitness.10

A related argument is advanced by Klein, who is sympathetic to the case for
muddling through but places greater emphasis on the need to strengthen the
institutional basis of decision-making. Writing as a policy analyst, Klein sees
priority-setting as ‘inescapably a political process’ in which debate and discussion
between different interests are inevitable.11 It follows from this that the challenge is
to devise mechanisms for addressing the intractable questions involved, while being
cautious about the likelihood of finding answers. Klein is here echoing Holm’s
analysis of experience in the Nordic countries which points to the increasing
interest in transparent and accountable decision-making processes at a macro level
rather than the pursuit of technical solutions.12

As Holm shows, policy-makers in these countries have turned their attention
to ways of strengthening decision-making processes to generate legitimacy for
rationing as the limits of technical approaches have been exposed. Specifically,
expert committees in both Denmark and Norway have made proposals for
widening the debate about priority-setting and involving a range of stakeholders.
The importance of transparent and accountable decision-making processes is
reinforced by Daniels and Sabin’s analysis of limit-setting decisions in managed
care organisations. On the basis of their analysis, Daniels and Sabin set out four
conditions that have to be met to demonstrate ‘accountability for reasonable-
ness’:13

1 Publicity condition: decisions regarding coverage for new technologies (and
other limit-setting decisions) and their rationales must be publicly accessible.

2 Relevance condition: these rationales must rest on evidence, reasons and
principles that all fair-minded parties (managers, clinicians, patients, and
consumers in general) can agree are relevant to deciding how to meet the
diverse needs of a covered population under necessary resource constraints.

3 Appeals condition: there is a mechanism for challenge and dispute resolution
regarding limit-setting decisions, including the opportunity for revising deci-
sions in the light of further evidence or arguments.

4 Enforcement condition: there is either voluntary or public regulation of the
process to ensure that the first three conditions are met.
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The relevance of these conditions has been demonstrated in studies of priority-
setting decisions in the UK as well as the USA, suggesting that the characteristics
of defensible decision-making apply regardless of differences in the funding and
provision of health care. This was clearly illustrated by the case of Child B, in
which an English health authority that declined to fund further intensive treatment
for a girl with end-stage leukaemia found itself vulnerable because of weaknesses in
the decision-making process.14 The common thread in both North American and
European experience is the need to show that the way in which priorities are set is
fair and reasonable even if agreement on the outcome is not possible. A similar
motivation can be detected in New Zealand where the work of the Core Services
Committee (since renamed the National Health Committee) has given particular
emphasis to raising public awareness of priority-setting in health care and bringing
choices out into the open.15 Having made this point, those involved in this work
recognise that much remains to be done to promote public involvement in and
understanding of priority-setting. In other words, just as techniques drawn from
economics and other disciplines are still in the process of development, so too
methods of public participation and stakeholder debate need to be refined.

A new synthesis?

To articulate these arguments is to illustrate that approaches to priority-setting do
not simply involve a choice between muddling through implicitly or pursuing
systematic and explicit alternatives. Our reading of the international evidence is
that these and related dichotomies fail to capture the complexity of rationing in
practice. Put another way, the policy learning that has occurred in the decade or so
since political leaders in Oregon and elsewhere grasped the nettle of explicit
priority-setting has highlighted not only the absence of technical solutions but also
the need to join together approaches that have often been presented as alterna-
tives.16

The argument can be taken a stage further by invoking the debate between
Klein and Williams that formed the centrepiece of the second international
conference on priorities in health care.17 Writing as an economist, Williams
challenged Klein’s contention (see above) that strengthening the institutional basis
of rationing was the issue that needed most urgent attention. Rather, Williams
maintained that effective priority-setting required clarity about objectives, informa-
tion about costs and outcomes, and the ability to measure performance. In other
words, Williams reasserted the case for technical solutions. For his part, Klein
responded that the key task was less to refine the technical basis of decision-
making than to construct a process that enabled a proper discussion to occur given
that questions of rationing ‘cannot be resolved by an appeal to science’.

Our view is that the debate between Williams and Klein is a defining example
of the false antitheses that have been so much in evidence in discussions in this
field, even accepting that their respective positions may have been artificially
polarised for the purpose of debate. The choice available to policy-makers is not
between more information and stronger institutions; rather it is how the work of
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institutions can be enhanced through the provision of better information and other
mechanisms. Expressed in the language used earlier in this paper, the challenge is
to improve both technical approaches and decision-making processes to enable the
judgements that lie behind rationing to be as soundly based as possible. In relation
to techniques, this means developing further the work of economists and others to
inform decisions on priorities. And in relation to decision-making processes, it
entails developing institutions capable of using these techniques and also of
involving the public and other stakeholders in debating priorities and making
choices.

To make this point is to suggest that strengthening information and institutions
also involves transcending another dichotomy – namely, that concerning the role of
experts and lay people in rationing. The challenge here is to find ways of enhancing
the contribution of the public in its many different guises alongside that of experts.
International experience testifies to the efforts that have been made to consult the
public and to promote democratic deliberation in health care through the use of
surveys, focus groups, consensus conferences and other methods. In parallel, the
advice of experts has been drawn on through membership of government commit-
tees set up to advise on priority-setting and use of the findings of evaluative
research. A new synthesis requires that the input of both experts and lay people is
seen as legitimate and relevant to decision-making on priorities and that continu-
ing efforts are made to find the most appropriate mechanisms for securing this
input. This has recently been recognised in the UK with the proposal to set up a
citizens’ council to advise the national agency charged with advising government
on priority-setting.

Similar considerations apply to the debate about the comparative advantages
of explicit and implicit decision-making. As experience shows, the choice between
explicit and implicit rationing hinges on how political leaders deal with controver-
sial choices when they arise. In the case of Israel, for example, an explicit approach
to the determination of additions to the services that should be covered was
combined with the imposition of limits on an implicit basis. Confirming our
reading of international experience, analysts of this approach have concluded that
‘The Israeli case suggests that explicit and implicit approaches to rationing and
priority-setting are not exclusive alternatives but rather complementary tools which
support each other’.6

Much the same applies in the UK, which is belatedly following the example of
the other countries reviewed here through the establishment of the other countries
reviewed here through the establishment of the National Institute for Clinical
Excellence (NICE) to advise politicians on priority-setting. The modus operandi
of NICE follows (unconsciously) the precepts of Daniels and Sabin with a
commitment to transparency and accountability in decision-making on the funding
of new technologies. This explicit approach goes hand in hand with a continuation
of implicit decision-making in many other aspects of rationing within the National
Health Service (NHS), including the decisions that physicians make on the
implementation of NICE guidelines and advice. Explicit rationing at a macro level
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is in this way combined with implicit rationing at a micro level. And at the meso
level, health authorities have adopted both explicit and implicit approaches in
discharging their responsibilities.18–20

The other element of the new synthesis is the use of exclusions as well as
guidelines in addressing the priority-setting dilemma. We have emphasised the
political obstacles to rationing by exclusion but, in addition, it has to be
acknowledged that there are other reasons for avoiding this approach to priority-
setting. The weight of evidence suggests that there are few treatments that are
wholly good or entirely bad and the challenge for decision-makers is to ensure that
services are funded and provided to those patients who stand to benefit. This was
expressed clearly by the chairman of the New Zealand Core Services Committee:

The approach we decided to take was one that has flexibility to take account of
an individual’s circumstances when deciding if a service or treatment should
be publicly funded. For example … instead of a decision that says hormone
replacement therapy (HRT) is either core or non-core … the committee has
decided that in certain circumstances HRT will be a core service and in others
it won’t be. The committee has recommended that HRT be a core service
where there is clinical and research-based agreement that it constitutes an
appropriate and effective treatment.21

It is this that provides the rationale for the development of guidelines designed to
target services and resources to achieve the most health gain for the population
served. In reality, guidelines can be used alongside exclusions, as in the approach
taken in the Netherlands, which combines the exclusion of a limited number of
services – examples being cosmetic surgery, adult dental care and homeopathic
medicines – with the use of guidelines for the majority of services in a manner that
is also finding favour elsewhere. Another example is the UK, where the exclusion
of new drugs such as Relenza from NHS funding is occurring at the margins, with
the main emphasis being placed on the use of guidelines intended to ensure that
those services that are funded are used appropriately and effectively. Indeed, in the
UK, NICE has since reversed its original decision on Relenza and the drug can
now be prescribed within defined guidelines. A further example is Oregon, where
the inclusion of services on the list of funded treatments is accompanied by the use
of guidelines to ensure that these services are provided appropriately. It might be
added that setting priorities through guidelines preserves the degree of discretion
in the treatment of individual patients that, for Mechanic, provides the basis for
implicit rationing in health care.9

Having made this point, it is important to recognise the force of Norheim’s
argument that guidelines themselves need to be developed through fair and open
procedures. That is, the increasing reliance on guidelines in rationing requires the
same rigour in relation to how guidelines are determined as decisions on whether
or not to exclude services entirely from funding. Only in this way, Norheim argues,
will it be possible to demonstrate that guidelines are acceptable and the decisions
on which they are based defensible.22
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Conclusion

In conclusion, it is not necessary to subscribe to a view of policy-making as red in
tooth and claw to recognise the way in which debates about priority-setting
illustrate the quest for power and influence in the health sector. This is evident in
the role of pressure groups in lobbying for additional resources for their priorities
and the strategies used by political leaders to evade responsibility for unpopular
choices. One of the conundrums in this context is the willingness of politicians to
be brave (or foolish, depending on your point of view) in some systems, but not in
others, by encouraging explicit rationing at the macro level. The point here, to
reiterate our earlier argument, is that explicitness tends to enhance accountability
by making transparent the location of decisions and runs counter to the blame
avoidance strategies that often motivate politicians.

Having made this point, there is evidence of learning in the policy process,
exemplified by the retreat from purely technical solutions and the efforts made to
involve the public in debates on rationing. There is also an increasing focus – in
what Holm describes as the second phase of priority-setting23 – on the process of
determining priorities. The interest in decision-making processes is at once a
response to the shortcomings of technical solutions and an attempt to earn
legitimacy for what will often be difficult choices. Furthermore, by widening the
circle of participants in decision-making and demonstrating that the way in which
decisions are made is rigorous and fair, those responsible for rationing are,
consciously or unconsciously, striving to achieve accountability for reasonableness
in the rationing process.

There is also evidence of learning in the partial retreat from explicitness in
some countries. The renewed (in some cases, continuing) focus on the meso and
micro levels of rationing can be interpreted as a return to blame avoidance as
decision-makers respond to the costs of being explicit about priorities at the macro
level by shifting (or maintaining) the emphasis and responsibility to agencies such
as sickness funds and health authorities and to physicians. If this interpretation is
correct, then the recent interest in explicit rationing may be a temporary aberration
in a much longer history of muddling through and evading responsibility. In other
words, the political costs of explicitness may outweigh the benefits and this could
result in a return to previous decision-making processes.

The force of this observation is underlined by experience in those countries
such as the USA that (with limited exceptions like Oregon) have chosen not to
ration explicitly. As the US experience suggests, there remain fundamental political
obstacles to adopting a different approach, not least because:

The American way of rationing is to decentralize (in political terms hide) the
choices; the result is rationing through an accumulation of narrow public
policies, private decisions and luck.24

This is because, in the USA, ‘attempts to ration health care explicitly are political
dynamite’. Nevertheless, decisions about limits to coverage and whether to fund
new technologies have to be taken. In the USA, these decisions fall to public
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agencies, insurers and managed care organisations. Whether they like it or not,
these agencies are involved in rationing.25,26

In both the USA and elsewhere, the release of the rationing genie from the
bottle has had the effect of initiating a debate that will be difficult to halt. At a time
when there is increasing public awareness of the possibilities created by medical
advances and the denial of access to treatment, the challenge is not how to avoid
discussion of rationing at the macro level but rather how to develop an informed
democratic consensus model in which through broad mechanisms of public
deliberation there is debate about how limited health care resources can be
distributed. The rationale for encouraging democratic deliberation is that choices
in health care involve moral issues that should be neither hidden nor fudged.27 If
those responsible for rationing continue to obfuscate and fail to confront the
dilemmas directly, then public confidence in the legitimacy of decisions and those
charged with making them will be further undermined. In this sense, the case for a
systematic approach is at root an argument to maintain, and in some cases restore,
faith in the political system and to strengthen democratic practices. It is also an
argument for finding a way of increasing the resources available for health care in
the light of evidence that explicitness makes it more difficult for policy-makers to
evade responsibility for difficult choices.
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PART 4
Markets and choice in health care
Introduced by Naomi Chambers

As noted in the introductory chapter to this reader, governments throughout the
world (OECD, 2005) have been attracted by the use of markets and choice in
health and public sector reforms in order to drive up efficiency, quality and
responsiveness. This part identifies those key texts that have influenced both the
marketization of health care and the increasing emphasis on choice.

The evidence base for this policy direction is not clear. The USA, for example,
is an extreme example of the use of markets both in financing and provision of
health care and demonstrates both the best features (clinical outcomes and
resource utilization) and the worst (population coverage) of this policy, described
vividly by Walshe (2001).

Certain writers have provided the rationale for the use of markets. Above all,
Enthoven’s analysis of the principles of managed competition in relation to health
care has been particularly influential (Enthoven, 1993). Enthoven writes from a US
health system perspective, with its strong cultural preferences for limited
government, pluralism and individual choice, and in which, for the majority of the
population, the employer provides health insurance as part of the remuneration
package. Managed competition is defined as a purchasing strategy to obtain
maximum value for money for employers and consumers. The price competition
that it focuses on is the annual premium for comprehensive health care services,
not the price for individual services. Crucial to the concept of managed competi-
tion is also the role of the ‘sponsor’, which is the employer, or representative of
the employer (but could also be a state government in the case of Medicaid and
Medicare programmes for the poor and elderly) who establishes rules of equity,
selects plans and manages the enrolment process, and creates price elasticity
(reduced prices with increased demand). To underline the influence of Enthoven, it
could be argued that successive health system reforms in many other countries;
for example, the UK, the Netherlands and New Zealand have been predicated
largely on the virtues of the principles of managed competition but further
influenced by a communitarian or solidarity ethos that is largely absent in the US
cultural tradition.
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Julian Le Grand offers an interesting argument around the need to take
account of human motivation and behaviour in the development of quasi-markets
and the growth of legal welfare (legislation about minimum wage, working hours,
etc.) in social policy. The quasi-market has been seen as a response to the
wastefulness, inefficiency and unresponsiveness of post-war welfare institutions
financed and operated by the state. Le Grand argues however that the increasing
preoccupation of policy makers with viewing, respectively, the providers (particu-
larly the professionals) as no longer ‘knights’ (public spirited altruists), and
recipients of welfare as no longer ‘pawns’ (passive and grateful), but both sets as
‘knaves’ (in one way or another self-interested) is essentially flawed as the reality
is much more complex and not yet well understood. Clumsily constructed policies
can ‘crowd out’ altruism and turn knights into knaves and what is required instead
is robust policies that do not depend on any simplistic view of human behaviour
(Le Grand, 1997).

One of the operating tools of the quasi-market in health care has been the
discipline of commissioning, which also incorporates the activities of purchasing,
contracting and procurement. Evidence for the impact in terms of efficiency and
effectiveness is mixed, although there are signs that as far as responsiveness is
concerned, at least in terms of access, some gains have been made (Ham,
2008). Asymmetry with regard to power and influence with provider organizations
and lack of integrated clinical governance and clinical engagement structures
appear to continue to hamper efforts of commissioners, at least in the UK (Light
and Dixon, 2004; Woodin, 2006).

When Alain Enthoven first turned his gaze to the UK NHS in 1985, he coined
the term ‘the internal market’, which has been a cornerstone of (at least) English
health policy ever since, and out of which the commissioning discipline was
developed. His reflections, from an academic public policy perspective, and as
someone with no NHS background but a sophisticated grasp of the US health
system, go nicely hand in hand with the Griffiths Management Inquiry report,
produced by a prominent UK businessman, also without NHS experience, which
was published two years earlier and is examined in some detail, with original
extracts, in Part 7 of this reader. Enthoven talks compellingly of the ‘gridlock’ of
forces that make change difficult to come about, mirroring Griffiths’ metaphor of
the NHS as a directionless and floating ‘mobile’. In addition to the notion of the
internal market, Enthoven’s prescription includes the need for demonstration
projects (pilots), the necessity of understanding costs of services and the
construction of a competing health maintenance organisation (HMO) model of
care. Over 20 years later, the NHS has made considerable progress with regard to
costing and pricing, but still underuses the discipline of piloting to assess the
appropriateness of policy interventions. The HMO model continues to be scruti-
nized. Presciently, and in remarkably similar terms to Griffiths, he talks of the
need for medical leadership to be strengthened.

The lack of an evidence base for the greater use of markets in health care has
already been touched on. Celia Davies, Paul Anand, Lidia Artigas et al. (2005)
take the three forms of governance of markets, hierarchies and networks, and,
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using the governance-incentives-outcomes (GIO) model, explore differences be-
tween them in relation to incentives and with regard to outcomes. The thrust is a
rich and dense multidisciplinary literature review covering the domains of econom-
ics, psychology, organizational studies, political science and socio-legal studies.
They provide a useful framework that link four main modes of governance and
types of incentive, and alert us to the dangers of building individualized incentives
into organizational design. The authors arrive at four main conclusions of
particular relevance to health care managers. First, in an echo of Le Grand’s note
of caution on this point, an expanded, more rounded and more critical framework
of thinking around incentives is required. Second, a clearer focus on the impact of
management practice rather than organizational form on outcomes is timely.
Third, issues of co-governance and multi-level governance are highlighted in an era
when partnership and whole system working is coming to the fore. Finally, the
study develops the notion of ‘democratic anchorage’ as an approach to assessing
performance that goes beyond measurement as the meeting of central govern-
ment dictated targets.

The final text relating to the place of markets in health care is a powerful
antidote to its allure. Richard Titmuss (1970) in the Gift Relationship makes a
conceptual connection from the procurement of human blood to social policy in a
plea for a non-market system based on altruism. He does this through a study of
the private market in blood in the USA and concludes that, in economic terms, it
is inferior in terms of efficiency as it is highly wasteful of blood, it is administra-
tively inefficient, costs five to fifteen times as much as the voluntary system in
the UK, and finally it is inferior in quality with higher risks of contamination. In
ethical terms, he argues that it results in redistribution of blood from the poor to
the rich. But his central point is that the buying and selling of blood (and, by
extension, the marketization of care) represses the expression of altruism and the
possibility of providing this lifegiving gift to ‘the universal stranger’.

Debate about markets and choice seemingly go hand in hand. Titmuss argues
that the true nature of choice in the social policy field is not made apparent by
those who argue for the market approach to medical care, as choice cannot be
considered independently from its social context (Titmuss, 1970: 312). Richard
Saltman (1994) cogently lays out the terrain with regard to choice within publicly
operated health systems. First, he provides a typology of patient empowerment
that appears to correspond closely to Arnstein’s frequently cited ladder of citizen
participation (Arnstein, 1969). The central point here is the degree of individual
leverage over specific service delivery decisions. Second, he goes further by
distinguishing two world views about patient choice: one is of ‘economic man’ or
patient as consumer (or object) in a business-driven model and the other is of
‘political man’ or patient as user (or subject) in a democratically driven analysis.
The former focuses on patient satisfaction indicators, about which he is scathing,
in a fashion that would now be deemed by some as dated, but provides a timely
reminder of the limitations of the patient satisfaction perspective. He provides a
critique of the primary and secondary factors that impact on the ability and desire
of patients to exercise choice. Finally, he argues for the long-term political benefits
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of an educated empowered population, which go beyond the specifics of service
delivery and are a reminder of Wanless’ ’fully engaged scenario’ (Wanless, 2002).

Perri 6 (2003) asks what can be learned from recent history in an analysis of
the experience of providing more choice across nine fields of UK public services.
He establishes that there is little consistency in the level of achievement of goals
that appear to have been achieved across the nine fields and identifies a number
of unintended consequences including distributional and efficiency problems
exacerbated by issues related to political risk. The former set of problems were
highlighted by Titmuss (1970). In contrast, however, Perri 6 argues that despite
the technical challenges and conflicts of values presented by choice policies,
incremental increases in satisfaction and efficiency can be achieved as long as
clear goals are set and policies are adequately funded ‘… to bear the costs of
conscientious choice’ (Perri 6, 2003: 265). His main caveat is that the ‘policy
inheritance’ (an echo of the path dependency argument rehearsed in Part 2 of this
reader) may define the range of organizational capabilities of the service that is
required to provide choice.

Summary

+ Use of markets in health care has an enduring appeal despite a lack of
evidence about its effectiveness as a policy tool.

+ ‘Managed competition’ is seen as a means of bridging the apparent
economic advantages of a market with ensuring desired social policy
goals.

+ A number of writers are appealing for a more nuanced understanding of
the complexity of human motivations when constructing a market model
of health care.

+ The construction and implementation of patient choice is not straightfor-
ward nor is it well understood but may be worth while in terms of
engagement and empowerment of patients, and building political legiti-
macy and responsiveness of services.
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14
Reflections on the management of the
National Health Service: an American looks
at incentives to efficiency in health services
management in the UK
Alain Enthoven

Extracts from Enthoven A (1985) Reflections on the Management of the National
Health Service: An American Looks at Incentives to Efficiency in Health Services
Management in the UK. London: Nuffield Provincial Hospitals Trust.

Summary

This essay is meant to be a sympathetic review of some problems of organization
and management in the National Health Service (NHS), with particular focus on
incentives for efficiency and innovation.

The NHS enjoys widespread support in Britain, and it produces a great deal of
care for the money spent. But given the tight limits under which it must operate,
the NHS will find it increasingly difficult to meet the demands placed upon it. The
NHS will need to find ways to produce even more value for money if it is to make
effective new medical technology available to all who can benefit from it at the
standards enjoyed in other industrialized democracies.

The NHS is caught in a ‘gridlock’ of forces that make change exceedingly
difficult to bring about. Public policy should seek to create an environment for the
NHS that is hospitable to quality-improving and efficiency-improving change.
Opportunities for constructive change should be nurtured, not politicized or
otherwise abused.

The NHS runs on the ability and dedication of the many people who work in
it. But its structure contains no serious incentives to guide the NHS in the
direction of better quality care and service at reduced cost. In fact, the structure of
the NHS contains perverse incentives.

The Griffiths NHS Management Inquiry recommended establishment of a
Health Services Supervisory Board to set policy and a full-time Management
Board to supervise implementation and control performance. It also recommended
that General Managers (GMs) be identified at Authority and Unit levels. Both
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seem to me to be very sensible ideas. But if the structure and incentives in the
NHS are not changed more fundamentally, these changes are likely to be little
more than cosmetic.

A decree requiring all Authorities to implement GMs is an unlikely way to
bring about real change. The idea of GMs would have had a greater likelihood of
success if it had first been developed and tested in a few interested pilot Districts.
National uniformity should not be a requirement in such organizational matters.

Competitive tendering from commercial contractors for catering, cleaning,
and laundry services could yield significant financial savings. Competitive tender-
ing can be the entering wedge for a great deal of management improvement.

Again, a circular directing all Districts to submit programmes is not the best
way to go about implementing this good idea. Better to begin with a dozen pilot
Districts whose managements are enthusiastic about the idea, develop and test it
with the benefit of expert advice, then push it to the maximum in the pilot
districts, and display the benefits for all to see.

NHS purchasing of acute care services from the private sector now appears to
be a matter of ‘targets of opportunity’. The NHS doesn’t know its own costs so it
isn’t able to recognize a good deal when it sees one. Cost finding systems ought to
be developed. The NHS ought to be willing to buy acute care services from the
private sector when it can get them at a lower price than the internal cost of
providing the services. The NHS could become more of a discerning purchaser of
services from competing private suppliers and thereby realize some of the benefits
of efficiency and innovation that competition in the private sector offers.

The NHS could benefit from making much greater use of demonstration
projects. As described to me, the ‘clinical budgeting’ experiments are too narrow in
scope and not likely to change things significantly. We do many demonstration
projects in the United States, and we learn a great deal from them.

Regional and District Medical Officers are drawn from community medicine.
They are not trained for management and their background is not the best for
persons expected to give leadership to the consultants. Medical leadership might
be strengthened by giving postgraduate management training to selected consult-
ants and by finding ways to make careers in top-level management attractive to
them.

Despite the efforts to implement the recommendations of the Resource
Allocation Working Party (RAWP), many inequalities of access and spending
persist. Moves toward equalization are inhibited by the difficulty of closing
facilities in the better-served areas. RAWP has been interpreted in a way that
implicitly equates spending in a District, with spending for services for the people
in a District. As a consequence, the only way to equalize the latter is to attempt to
equalize the former. But that is hard to do because of all the difficulties in shutting
down hospitals. I suggest dropping the implicit assumption that people must get all
their services in their own District, equalizing the need-adjusted per capita
spending on the people in each District by appropriating the funds to the District
Health Authority (DHA), and letting Districts buy services from other Districts as
needed. Among other things, this might let the London Teaching Hospitals
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compete for referrals from other Districts rather than face being ground down by
the relentless application of the RAWP formula.

This line of thinking could lead to an ‘Internal Market Model’ for the NHS.
Each District would receive a RAWP-based per capita revenue and capital
allowance. It would continue to be responsible to provide and pay for comprehen-
sive care for its own resident population, but not for care for other people without
current compensation at negotiated prices. Each District would resemble a
nationalized company. It would buy and sell services from and to other Districts
and trade with the private sector. In such a scheme, District managers would be
freed to use all their resources most efficiently. Some perverse incentives would be
eliminated. But the main defect in this model is a lack of powerful incentives for
NHS personnel to serve patients as efficiently as possible.

The dominant system of health care organization and finance in the USA is
still solo practice, fee-for-service payment to doctors, fee-for-service or cost-
reimbursement for hospitals, and insured patients with a cost-unconscious free
choice of doctor. This system is the most important contributor to the rapid rate of
increase in spending on health services that has now reached crisis proportions.

The main alternative to this system of organization and finance are HMOs
whose enrolled membership reached nearly 17 million Americans by the end of
1984, up 22 per cent from a year earlier. A HMO accepts responsibility for
providing comprehensive health care services to a voluntarily enrolled population
for a fixed periodic ‘capitation’ payment set in advance. Comparative studies show
that HMOs cut cost roughly 25 per cent compared to fee-for-service. Even if
Britain were never to adopt the HMO idea, I believe the HMO experience offers
useful insights and examples for the NHS.

For example, when it is in the doctors’ interest, they can do effective audit and
control of quality and economy of care. Economic interest can even motivate
doctors to expel poor performers from their group. In competition, doctors impose
on themselves controls they would never dream of accepting if the government
tried to impose them. Thus, ‘clinical freedom’ is giving way to effective control of
quality and cost-effectiveness.

I do not sense any serious demand for radical change in the structure of the
NHS. However, if British policy-makers were to seriously wish to examine a
radically different scheme for health care, I would recommend the competing
HMO model as the most promising candidate.

126 A READER IN HEALTH POLICY AND MANAGEMENT

Kerrypress Ltd – Typeset in XML A Division: part04 F Sequential 8



 

JOBNAME: McGraw−Mahon PAGE: 9 SESS: 25 OUTPUT: Thu Apr 2 14:23:19 2009 SUM: 39AFBF07
/production/mcgraw−hill/booksxml/mahon/part04

15
Links between governance, incentives and
outcomes
Celia Davies, Paul Anand, Lidia Artigas et al.

Extracts from Davies, Anand P Artigas et al (2005) Links Between Governance,
Incentives and Outcomes: A Review of the Literature. Lnodon: NCCSDO.

Section 4 Governance: policy analysis, public management and
political-science perspectives

The last 15 years have seen a transformation in the state, accompanied by changes
in the scope, organisation and significance of public-sector organisations. We have
witnessed not only the arrival of different techniques of management and the
disappearance of monopoly providers, but experimentation with new forms of
governmental control and the emergence of new kinds of agency engaged in
regulatory activity. Longstanding and monolithic public bureaucracies in health, as
in other areas of the public sector, have become discredited. The value not just of
hierarchies, but of markets and networks, has become part of a discussion of NPM
that has attracted attention among scholars and practitioners nationally and
internationally. At the same time, in a field that is growing rapidly, governance as a
concept has moved to centre stage and served to expand thinking from structures
of government to more complex processes of governing.

4.1 Governance regimes and incentive effects

It was always clear that the move to markets and managerialism in health,
education and other areas of public policy on the part of successive neo-liberal
governments in the UK and elsewhere from the 1980s onwards had a significance
that went beyond technique to the reconfiguring and re-imagining of public
services, the public sector and the role of the state itself. The much-cited articles
by Hood (1991) in the UK, Aucoin (1990) in Canada and the earlier full-length
monograph of Ostrom (1973) in the USA (cited in Toonen, 1998) are among
works that began to demarcate and assess the changes which together have come to
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be known as NPM. They include a strong emphasis on efficiency savings, meeting
performance targets, private-sector-style freedom to manage, regulation, and
restructurings to introduce quasi-markets and to create more autonomous agen-
cies.

Governance helps to capture these shifts, reinforcing the sense of an historical
break. Despite repeated attempts to clarify sets of meanings (Rhodes, 1997;
Stoker, 1998), the concept remains both contested and confused (Newman, 2001;
Pierre and Peters, 2000; Daly, 2003). Nonetheless, it serves an important function
in going beyond the straightforward notion that only governments govern. It
recognises a capacity for getting things done which is not captured in any simple
way by the power of government to command, encouraging analysts to study
political mobilisation across diverse networks and to probe beneath the surface of
the formal relations of co-ordination and rule (Stoker, 1998).

4.2 Markets, hierarchies and networks – typologies

Shifts between markets, networks and hierarchies as modes of co-ordination are
frequently alluded to in these discussions of regime change. Arguments positing a
move from bureaucracy to markets and thence to networks abound and are a
source of much debate (for example, see Blatter, 2003).

Newman sets out not three but four different models of governance. The
hierarchical model is oriented towards predictability, control and accountability and
corresponds to a now much-criticised ‘command and control’ form, high on
probity, yet castigated for inflexibility, slowness and reluctance to change. The
rational goal model reflects a focus on shorter time lines and attempts to maximise
outputs. Here, government exerts power through managerial means – attempting
to create direct incentives to deliver on its goals and targets in a context where local
managers are held accountable through contractual or quasi-contractual means.
The open systems model is oriented towards networks, where power is dispersed and
relationships adapt constantly to meet changed demands. It draws from a substan-
tial body of recent work in systems theory to depict a form that is ‘fluid, fast and
highly responsive’ and ‘accountability is low but sustainability is high’ (Newman,
2001: 35). Government steers but does not control in a direct way; self-
organisation predominates. Finally, the self-governance model is oriented inwards,
focusing on peer accountability among a company of equals and on fostering
relationships of interdependence and reciprocity. Newman uses it to characterise
government moves to build sustainable communities, drawing in local citizens. She
also uses it to depict self-regulation of the professions (Newman, 2001: 86ff).
Figure 15.1 represents a further development of this, focusing on incentives.

Newman avoids neat narratives of directional change and stresses the complex
overlay of these types on each other. Hierarchical governance remains crucial in
securing appropriate forms of accountability, while the idea of self-governance is
seeing something of a renaissance, albeit in rather different forms from the older
and now somewhat discredited idea of the self-governing profession. Self-
governance also, is perhaps emerging in a rather different guise in the increased
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significance of ideas of delegation to self-governing trusts or even to community-
based or self-help organisations. While such organisations may be in market- or
network-based relationships with each other and may be held to account through
hierarchical modes of governance, delegation endows them with considerable
autonomy coupled with new forms of responsibility for delivering outcomes in line
with government priorities. Arguments for the co-existence of markets, hierarchies
and networks have been advanced in the health context, both in the longer term
(Powell, 2003) and in the context of more recent NHS developments (Exworthy et
al., 1999).

6 and Peck (2004) offer a somewhat different way of mapping institutional
forms. Drawing from classic sociological theorising on the nature of social
integration advanced by Durkheim, they highlight four forms of solidarity with
associated clusters of institutionalised interests and preferences. There is the
familiar hierarchy, highly regulated and structured by rules, where actors are well

Solidaristic incentives

Self-governance
•  Self-managing groups
    or teams
•  Incentives based on
    mutually, shared identity
+  high commitment
–  incentives self-generated;
    may be out of alignment
    with government or
    organisational goals

Network governance
•  Mutual adjustment and
    negotiation across 
    organisational boundaries
•  Incentives based on
    reciprocity, trust
+  high commitment
–  time-consuming, may
    result in frustration and
    de-commitment   

Hierarchical governance
•  Bureaucratic management
•  Incentives based on
    'climbing the ladder'
+  clarity of rules and norms
–  inflexibility and/or 
    possibility of patronage

Market governance
•  Management by goals/
    targets
•  Incentives based on
    transaction, exchange
+  securing competitive
    success
–  individualistic, pits 
    individuals and/or 
    organisations against each
    other; perverse incentives

Individualised incentives

Traditional
forms Emergent

Figure 15.1 Modes of governance and incentives
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integrated and pursue status within the system. There is the enclave, internally
egalitarian but weakly regulated and sometimes in hostile confrontation with the
outside. Weak regulation and weak integration yield individualism with participants
pursuing individually rational strategies and becoming stratified according to their
success in this. Finally there is ‘the social world of the isolate’, which is ‘hardly able
to sustain collective action’ and where bonds to others are particularly weak and
sparse. While this typology maps less readily on to forms of formal organisational
arrangement than does that of Newman, the authors go on to tease out a series of
propositions about the dynamics of these forms, suggesting that initial reinforcing
factors for each type are replaced by disintegrative ones. They explain:

gradually more hierarchy undermines trust and clarity, more individualism
leads to mistrust and even corruption, more enclave leads to sectarian
paranoia, and more isolation erodes collective action. Political and manage-
ment reform projects … can readily set such dynamics in train. In this way,
what is in the first instance functional becomes dysfunctional.

6 and Peck (2004: 88)

This is a crucial point that highlights the dangers of reform projects producing
what Bovens et al. (2001) term ‘governance failure’ by intensifying the reliance on
a preferred model. The possibility that ‘the functional becomes dysfunctional’ is
also particularly important in the context of this section in that it suggests that any
fixed notion of a best practice in terms of governance arrangements may produce
efficiencies and improved outcomes in the short term, but may militate against an
organisation’s or service’s capacity to innovate or to address new problems or
issues.

How stable are mixed modes of governance? Newman argues that the
co-existence of competing governance forms within a single service or organisation
is likely to produce tensions that have to be resolved on the ground by practition-
ers, and traces some of the stresses, strains and sometimes de-motivational effects
that result. 6 and Peck talk a dynamic of change and also suggest the existence of
‘hybrids’ as a more settled combination. They argue that:

the greatest chance of stability … arises from certain kinds of four-way
settlement, which articulate all four solidarities in ways that each provides
some services to the others. These four-way settlements are sometimes called
‘clumsy institutions’ (Thompson, 1997) because they accept high transaction
costs for the robustness that comes from requisite variety.

6 and Peck (2004: 89)

4.5 Governance and performance

In the last 5 years there has been a growing emphasis on studying the links between
governance and performance. The papers from an international colloquium
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bringing together leading experts on governance and performance that took place
around the start of this study point to the complexity of such a project. While
rarely mentioning incentives in a direct way, these papers (along with others in the
database) do identify a number of ways in which the incentive effects of different
governance forms can be understood.

One theme problematises the outcomes to which incentives should be directed
(Baggott, 1997). Much of the literature, it has been pointed out, ‘takes the side of
elected government’ (Considine and Lewis, 1999), running the risk of being in
effect only about compliance (Schofield and Sausman, 2004). Skelcher and
Mauther (2004) importantly broaden the idea of performance to encompass a
notion of ‘democratic anchorage’, arguing that it is this that provides the means of
linking organisational activity and performance to collectively determined goals. A
second theme turns to outcomes in the context of networked governance. Based
on studies across Organization for Economic Cooperation and Development
(OECD) countries, Considine (2004: 10) notes the potentially innovative capacity
of partnerships. He embeds this, however, in a rich theoretical analysis and critique
of networked governance, arguing inter alia that partnerships must help service-
sector professionals and their counterparts ‘to “imagine” a different form of
community enterprise’ (Considine, 2004: 10).

This raises questions of context and of intervening variables that might
mediate the links between governance and outcomes. Ingraham (2004), in a 6-year
comparison of ‘high-capacity’ and ‘low-capacity’ cities in the US, offers two
important conclusions. First, management matters; the ability to provide leader-
ship stood out (Taylor, 2000; Meier and O’Toole, 2003). Second, external
structural and political constraints exerted a significant influence on overall
performance across both low- and high-capacity cities. The importance of political
constraints was a strong theme in Pollitt’s (2004) review of the application of a
model of governance, shared across a number of European countries, that
separates agencies from ministries, gives enhanced managerial freedoms and at the
same time performance-manages them (see also Pollitt and Talbot, 2004). His
analysis suggests that there is little evidence that this model is implemented in a
straightforward way or leads to significant performance improvements and he
concludes that:

reformers should direct their attention to a more fine grained analysis of the
nature of each task, of its likely political salience, and of what can realistically
be done about the motivation and skills of the staff concerned … effective
reforms need to take more account of the specifics of tasks, politics and
people.

Pollitt (2004: 17)

If the chain of cause and effect from governance through incentives to outcomes is
problematic in these ways, dynamics over time may also need to be the focus for
research. We have already noted the warning that the development of more
complex regulatory roles by states has created a more complicated set of institu-
tional incentives that, in turn, generates further regulatory activity (Saltman,
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2002). Drawing on their model discussed earlier, 6 et al. (2004) have now
compared defence procurement and health care in terms of patterns of inter-
organisational relations, institutional constraints and incentive effects. Their collo-
quium paper concludes that:

the governance strategies adopted have not invariably been successful not least
because of a tendency to reinforce hierarchical network forms to a degree that
may not always be appropriate and which may then produce unintended
effects, including the recrudescence of other forms.

6 et al. (2004: 10)

Also relevant to performance and equally challenging of a simple model of
determination of outcomes is the recently renewed interest in the theme of policy
implementation. Classic work by Lipsky (1980) gives attention to dilemmas of
discretion faced by the frontline welfare bureaucrat in a hierarchy and links with a
well-known stream of work in public policy analysis highlighting weaknesses in a
‘perfect implementation’ model (Hogwood and Gunn, 1984). More direct study of
the local ‘decision space’ for officials (Bossert, 1998) has been proposed recently,
and Considine and Lewis (1999) give a strongly empirically based demonstration
of variations in interpretations of new governance regimes at ground level. Martin
(2000) examines the transitions involved in implementing ‘best value’ in local
government. A recent symposium collects together and reviews papers on this
theme (Schofield and Sausman, 2004). These editors indicate that a return to
‘Lipskean discretion’ in contexts beyond hierarchy is now an important item for
the research agenda and suggest that implementation in collaborative forms of
governance may be more unpredictable than in the hierarchical settings studied by
Lipsky.

Bringing frontline professionals into this frame is important. The complex
ways in which professionals in the probation field assimilate and also transform
policy has been explored (Newman and Nutley, 2003). The work of Sheaff et al.
(2004a), examining the effects of (network-based) clinical governance on the
self-governance regime of GPs is relevant here. A Foucauldian perspective enables
these authors to highlight new forms of discipline and regulation that accompany
the apparent freedoms of network governance, while also suggesting ways in which
compliance was achieved through appeals to the legitimacy of clinical governance
as consistent with the self image of clinicians. Both papers can be viewed as
examples of a shift to the more constructivist post-structural perspectives offering
ways of understanding incentives as socially constructed and focusing on the
meanings which actors bring to their encounters and how these meanings are
linked to broader cultural and social processes. Study after study in the organisa-
tional and HRM literature has highlighted the critical importance of such factors
in shaping outcomes.

4.6 Conclusions

Political science provides a wealth of scholarship on national and international
scales, exploring changes in the scope and reach of the state as it shapes and
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reshapes understandings of its task of providing or regulating the provision of
public services. In doing so, it offers both important contextual understandings of
the changes with which health-care-delivery organisations must grapple and
warnings about overly simple modelling of the incentive effects of governance
forms. How then, does this material look when set against the questions of the
commissioning brief?

What are the different incentive effects of markets, hierarchies and networks
respectively on organisations and individuals who plan, manage and deliver health and
social care? The typology devised by Newman offers a distinction between individu-
alised incentives in markets and hierarchies and solidaristic/relational incentives in
different kinds of networks organisation. There is an important degree of conver-
gence here with the work of Hill and Lynn, working at the level of interagency
collaboration. Such typologies identify, at a broad and societal level, coherent
forms of governance, showing how these can be derived from a positioning on axes
relating for example to centralised control, stability and change or integration. The
logical types that emerge are capable of generating a series of testable propositions
about incentive effects, although it has not been the focus of work in this field to
take this route. However, authors draw attention to the reality of mixed and hybrid
forms where different governance forms may be overlaid on each other and
produce complex effects. This work also identifies added complexities in that an
outcome in one context may not be the same as an outcome in another; and an
outcome at time a may not be the same outcome at time b.

How do the different incentives of different forms of governance affect organisational
performance and how can these questions be researched? Political science has done
more than other disciplines to put the concept of governance on the map,
recognising the multiplicity of actors and agencies involved in getting things done
and seeking to capture historical shifts and to make societal comparisons. It offers
critiques of market-oriented governance that can be cast in terms of negative
incentives. Current work says less about hierarchy, giving attention instead to
network governance. There are moves to name new forms – co-governance,
multilevel governance and regulatory governance being some of these. Much of
this work seeks to delineate new forms rather than to test hypotheses about their
impact. An emerging area, however, does address performance effects. Key points
here include the importance of expanding notions of performance to encompass
democratic performance and innovative capacity, the crucial need to explore both
contextual and intervening variables which are capable of constraining perform-
ance, and the likely instability of chains of cause and effect over time. The rather
small amount of work at present concerned with frontline professionals and the
mindsets they bring when faced with policy levers with inbuilt assumptions about
incentives suggests that there is scope here for more study.

Do different forms of governance produce different incentive effects on users of health
and social care and/or their carers? Much political-science scholarship takes for
granted a critique of both hierarchy and markets from the point of view of the
service user of public services. It focuses attention on new forms of networked
governance that have the potential to include service users, carers and members of
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the public in various ways. Within this way of thinking, analysts tend to focus not
so much on incentive effects of governance forms but on leadership styles and
practices that are capable of sustaining participation of service users and carers
with a view to creating shared forms of governance and joint decision-making.
Coming at this issue from a different tradition of scholarship, post-structuralist
theory emphasises how discourse constructs the user as passive in relation to
bureaucratic governance and as active, discerning and capable of choice in relation
to markets. Work on cultural governance questions the adequacy of both of these
formulations. Incorporation of this thinking into mainstream research is still at an
early stage.

What are the implications of the foregoing issues for the organisation of health and
social care services in England? This section offers several messages. First, it insists
on the importance of studying governance in a holistic way, paying attention to
ways in which the state itself is being reshaped through the rise, for example, of
regulatory agencies and the shift away from direct service provision. Second, it
warns of the potential loss of public values in the reorganisations that have
occurred. Thirdly, it firmly puts non-economic and non-individual incentives into
the frame, asking questions about performance in terms of legitimacy, ‘democratic
anchorage’, solidarity, integration and inclusion – implicitly offering the message
that building individualised incentives into organisational design runs the risk of
damaging social integration and dismantling notions of the public good.

6.2 Re-examining markets, hierarchies and networks

How useful is the model of markets, hierarchies and networks for describing key
variations in governance form and for predicting outcomes? The idea of a sharp
contrast between hierarchies and markets and their portrayal as alternative ways of
organising activity has been a leading idea in the social sciences for many years,
and this literature review has demonstrated the continuing importance of research
and scholarship on markets, networks and hierarchies (and variants of these)
across many of the disciplines represented in the report. A cynic, however, might
be tempted to conclude that markets have been over-modified (that is, that the form
has been so hedged about by qualifications that the ‘quasi’ in the quasi-markets
argument is in danger of eclipsing the ‘market’; see Exworthy et al., 1999: 17); that
hierarchies have been abandoned (in face perhaps of a common wisdom that
discredits bureaucracy as costly, inflexible and lacking in innovative capacity) and
that the concept of networks has been overextended.

Our proposals here are both to descend a level of analysis in order to carry out
more fine-grained work on the specificities of organisational forms and combina-
tions of forms, and to ascend a level of analysis to attend to the complex
relationships that are captured in the concept not so much of networks per se, but
certainly in discussions of networked governance.

Taking descent first: blanket assessments of market reforms in the public
sector remain unconvincing and points to a mixed bag of results. Encouraging
research which now focuses on some of the more specific institutional practices
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that are encompassed by the notion of market and building a better understanding
of the way that these work in practice in the private sector may now be more
productive. Contracting is a case in point. The literature that we have assessed
suggests that it would be timely to bring together work reviewed in economics, the
theorising on relational contracting and a stream of small-scale empirical studies
present in our database but not ‘owned’ by any particular disciplinary and
theoretical perspective, with a view to devising new comparative research. Such
research, focusing both on the construction and the day-to-day operation of
contracts in a series of different industries and sectors, should advance real-world
understanding and result in some clearer pointers on how to devise and operate
contracts that are more capable of delivering the health-sector outcomes that are
required. The related area of supply-chain management may offer another example
for comparative study, as might a study of the thinking that underpins different
decisions about decentralisation and divisional structures in large companies.

There is now also a detectable call for a return to studying the operation of
bureaucracy. From political science, Bevir and Rhodes (2003a) argue that notwith-
standing markets, hierarchy is still a major way of delivering services; from
sociology too, there are indications that a return to a consideration of the value of
bureaucracy is relevant (Du Gay, 1999, 2004; Kirkpatrick, 1999). Our review thus
suggests that it is now timely to revisit the classic positive outcomes of bureaucracy
– its reliability, probity and formal accountability with an empirical study – and to
ask whether modern bureaucratic forms can deliver these. Such a proposal perhaps
links with the widespread calls we have noted for more study on the ground of the
way that markets, hierarchies combine. It is time to recognise that markets,
hierarchies and networks are merely building blocks and to ‘meet complexity with
complexity’ (Bang, 2004: 160). New analytical schemes for classifying organisa-
tional forms are overdue (see Lowndes and Skelcher, 1998; Thynne, 2003). There
are signs also that a closer look at ways of organising and integrating professionals
is going to happen soon, as the discussion, for example, of P2 structures and
managed professional businesses indicated. Revisiting professional organisation
thus suggests a way forward. We did not find that the concept of hybrids at present,
however, serves to advance understanding much further.

6.3 Outcomes and the determinants of outcomes

Finally, underpinning the whole of this literature review has been the GIO model –
the notion that forms of governance (in the shape of markets, hierarchies and
networks) give rise to incentives and hence affect organisational outcomes. What
conclusions can now be drawn? Each of the sections, in their different ways, has
addressed aspects of the GIO model and most, in one way or another, have taken
issue with it. Psychology illuminates the space between incentives and outcomes,
helping to uncover something of the mechanisms by which incentives may work (or
why they may not), and to explain some of the complexity of apparent effects.

In this sense, it can be said to contribute to part but not all of the GIO chain.
At the same time, both psychology and HRM offer a more challenging message,
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namely that a key variable or set of variables affecting performance/outcome in
organisations is not ‘governance’, however defined, but managerial practice.
Considerable evidence is amassed to suggest that management, including HRM
practices, and leadership styles, together also with cultural factors, act as key
intervening variables and that it would be wrong to concentrate on structural
variables of governance alone. We have already seen unease about the concept of
incentives that is expressed strongly in work from the political-science/
policy-studies field. The messages of a series of very recent studies on governance
and performance summarised in that section concern: the multiplicity of outcomes
that need to be considered; the importance (again) of variables that intervene
between structure and outcome; the possibility of a changing dynamic over time
that is not captured easily by the statistical approaches usually employed in
quantitative studies; and the place of the discretion in implementation at the
frontline of service delivery. There is a plea too for research concentrating more on
the meanings that actors bring to their encounters in organisations and the
different narratives they construct. In the opinion, indeed, of at least one reviewer,
the interpretive turn in political science will set the agenda for the next decade
(Hay, 2004). There are parallels perhaps with the re-emergence of interest in
‘sense-making’ in organisational sociology (Weick, 1995) and with recent influen-
tial work on the power of narrative as a technique in the study of organisations
(Czarniawska, 1997).
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16
The gift relationship: from human blood to
social policy
Richard Titmuss

Extracts from Titmuss R (1970) The gift relationship: From human blood to social
policy. London: Allen & Unwin.

We need not wait for the Moralist’s verdict before calling one kind of action
good and another bad.

Lan Freed

Practically all the voluntary donors whose answers we set down in their own words
employed a moral vocabulary to explain their reasons for giving blood. Their view
of the external world and their conception of man’s biological need for social
relations could not be expressed in morally neutral terms. They acknowledged that
they could not and should not live entirely as they may have liked if they had paid
regard solely to their own immediate gratifications. To the philosopher’s question
‘What kind of actions ought we to perform?’ they replied, in effect, ‘Those which
will cause more good to exist in the universe than there would otherwise be if we
did not so act’.

For most of them, the universe was not limited and confined to the family, the
kinship, or to a defined social, ethnic or occupational group or class; it was the
universal stranger. Unlike some of the ‘tied’, ‘credit’ and ‘deposit’ systems depicted
in earlier chapters, there was no prescribed and specified discrimination in the
destination of the gift. One of the principles of the National Blood Transfusion
Service and the National Health Service is to provide services on the basis of
common human needs; there must be no allocation of resources which could
create a sense of separateness between people. It is the explicit or implicit
institutionalisation of separateness, whether categorised in terms of income, class,
race, colour or religion, rather than the recognition of the similarities between
people and their needs, which causes much of the world’s suffering. By not doing
something – by not giving donors a ‘right’ to prescribe the group characteristics of
recipients – the Service thus presumes an unspoken shared belief in the universal-
ity of need. This case study of blood donor systems demonstrates the extent to
which the policy values of the Service are held in common by the individual
voluntary donor in Britain.
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It also shows that detailed, concrete programs of political change – undramatic
and untheatrical as they may often appear to be – can facilitate the expression of
man’s moral sense. Thus, it serves as an illustration of how social policy, in one of
its potential roles, can help to actualise the social and moral potentialities of all
citizens.

None of the donors’ answers was purely altruistic. They could not be, for no
donor type can be depicted in terms of complete, disinterested, spontaneous
altruism. There must be some sense of obligation, approval and interest; some
feeling of ‘inclusion’ in society; some awareness of need and the purposes of the
gift. What was seen by these donors as a good for strangers in the here-and-now
could be (they said or implied) a good for themselves – indeterminately one day.
But it was not a good which they positively desired for themselves either
immediately or ultimately.

In certain undesired circumstances in the future – situations in which death or
disability might be postponable – then the performance by a stranger of a similar
action would constitute for them or their families a desired good. But they had no
assurance of such action nor any guarantee of the continued existence of the
National Health Service. Unlike gift-exchange in traditional societies, there is in
the free gift of blood to unnamed strangers no contract of custom, no legal bond,
no functional determinism, no situations of discriminatory power, domination,
constraint or compulsion, no sense of shame or guilt, no gratitude imperative and
no need for the penitence of a Chrysostom.

In not asking for or expecting any payment of money, these donors signified
their belief in the willingness of other men to act altruistically in the future, and to
join together to make a gift freely available should they have a need for it. By
expressing confidence in the behaviour of future unknown strangers, they were
thus denying the Hobbesian thesis that men are devoid of any distinctively moral
sense.

As individuals they were, it may be said, taking part in the creation of a greater
good transcending the good of self-love. To ‘love’ themselves, they recognised the
need to ‘love’ strangers. By contrast, one of the functions of atomistic private
market systems is to ‘free’ men from any sense of obligation to or for other men
regardless of the consequences to others who cannot reciprocate, and to release
some men (who are eligible to give) from a sense of inclusion in society at the cost
of excluding other men (who are not eligible to give).

Those donors to the National Blood Transfusion Service we have described in
much detail were free not to give. They could have behaved differently; that is to
say, they need not have acted as they did. Their decisions were not determined by
structure or by function or controlled by ineluctable historical forces. They were
not compelled, coerced, bribed or paid to give. To coerce a man is to deprive him
of freedom. Yet, as this study has shown comparatively, private market systems in
the United States and other countries not only deprive men of their freedom to
choose to give or not to give but, by so doing, escalate other coercive forces in the
social system which lead to the denial of other freedoms (and maybe life itself) to
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other men who biologically are in no position to choose – the young and the old,
the sick, the excluded and the inept as well as the sellers of blood.

As freedoms are lost in the blood marketplace, truth is an accompanying
victim. In studying different blood donation, clinical laboratory and medical care
systems we were led to ask, in earlier chapters, what particular conditions and
arrangements permit and encourage maximum truthfulness on the part of donors
– the maximum now demanded by medical science? To what extent can honesty be
maximised? Is a society’s need for honesty in one critical area of life compatible
with incentives towards dishonesty in others? We were led to these questions not
simply because of a belief in the will to know what is true as a value in itself but
because of its crucial role today in the application of scientific medicine.

The paid seller of blood is confronted and, moreover, usually knows that he is
confronted, with a personal conflict of interests. To tell the truth about himself, his
way of life and his relationships may limit his freedom to sell his blood in the
market. Because he desires money and is not seeking in this particular act to affirm
a sense of belonging, he thinks primarily of his own freedom; he separates his
freedom from other people’s freedoms. It may be of course that he will not be
placed, or may not fully realise that he has been placed in such situations of
conflicting interests. If so, it can only be because medicine in the person of the
doctor has failed to fulfil its scientific basis; it is not seeking to know what is true.
In this, as in increasingly large areas of medical care today, the rationality of
applying scientific knowledge now imposes on medicine new obligations to make
explicit (where they are concealed), and to eliminate, situations of conflicting
interests. These obligations are logical consequences of the transformation of folk
medicine into scientific medicine. They raise in scientific forms the question of
‘truth maximisation’. The social costs of untruthfulness are now clear and they fall
randomly on rich and poor alike. The dishonesty of donors can result in the death
of strangers.

The unethical consequences of not seeking to know what is true in one sector
of medical care spreads corrosively into other sectors and begins to envelop
broader areas of social life and non-market institutions; some evidence of the
growth of unethical practices affecting prisons, homes for retarded children,
hospitals and clinical laboratories was provided in earlier chapters. It seems that
more people have less protection against new forms of exploitation as market
considerations and the conformities of market behaviour invade the territory of
social policy.

It is because we reject both the notion of historical inevitability in the making
of social policy and the fetish of the final solution that we have ended this study
with some discussion of the individual’s right and freedom to give. We have tried to
argue in relation to this particular area of human conduct that certain instruments
and institutions of policy have a potential role to play in sustaining and extending
personal freedoms. These have positive and negative aspects; both have to be
exercised politically and have to be continually facilitated if they are to survive.

In a positive sense, we believe that policy and processes should enable men to
be free to choose to give to unnamed strangers. They should not be coerced or
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constrained by the market. In the interests of the freedom of all men they should
not, however, be free to sell their blood or decide on the specific destination of the
gift. The choice between these claims – between different kinds of freedom – has to
be a social policy decision; in other words, it is a moral and political decision for
society as a whole.

There are other aspects of freedom raised in this study which are, or can be,
the concern of social policy. Viewed negatively or positively, they relate to the
freedom of men not to be exploited in situations of ignorance, uncertainty,
unpredictability and captivity; not to be excluded by market forces from society
and from giving relationships, and not to be forced in all circumstances – and
particularly the circumstances described in this study – to choose always their own
freedom at the expense of other people’s freedom.

There is more than one answer and there should be more than one choice in
responding to the cry, ‘Why should I not live as I like?’. The private market in
blood, in profit-making hospitals, operating theatres, laboratories and in other
sectors of social life limits the answers and narrows the choices for all men –
whatever freedoms it may bestow, for a time, on some men to live as they like. It is
the responsibility of the state, acting sometimes through the processes we have
called ‘social policy’, to reduce or eliminate or control the forces of market
coercions which place men in situations in which they have less freedom or little
freedom to make moral choices and to behave altruistically if they so will.

The notion of social rights – a product of the twentieth century – should thus
embrace the ‘right to give’ in non-material as well as material ways. ‘Gift
relationships’, as we have described them, have to be seen in their totality and not
just as moral elements in blood distribution systems; in modern societies, they
signify the notion of ‘fellowship’ which Tawney, in much that he wrote, conceived
of as a matter of right relationships which are institutionally based. Voluntary
blood donor systems, analysed in this book, represent one practical and concrete
demonstration of fellowship relationships institutionally based in Britain in the
National Health Service and the National Blood Transfusion Service. It is one
example of how such relationships between free and equal individuals may be
facilitated and encouraged by certain instruments of social policy. If it is accepted
that man has a social and a biological need to help, then to deny him opportunities
to express this need is to deny him the freedom to enter into gift relationships.

From our study of the private market in blood in the United States, we have
concluded that the commercialisation of blood and donor relationships represses
the expression of altruism, erodes the sense of community, lowers scientific
standards, limits both personal and professional freedoms, sanctions the making of
profits in hospitals and clinical laboratories, legalises hostility between doctor and
patient, subjects critical areas of medicine to the laws of the marketplace, places
immense social costs on those least able to bear them – the poor, the sick and the
inept – increases the danger of unethical behaviour in various sectors of medical
science and practice, and results in situations in which proportionately more and
more blood is supplied by the poor, the unskilled, the unemployed, Negroes and
other low income groups and categories of exploited human populations of high
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blood yielders. Redistribution in terms of blood and blood products from the poor
to the rich appears to be one of the dominant effects of the American blood-
banking systems.

Moreover, on four testable non-ethical criteria, the commercialised blood
market is bad. In terms of economic efficiency, it is highly wasteful of blood;
shortages, chronic and acute, characterise the demand and supply position and
make illusory the concept of equilibrium. It is administratively inefficient and
results in more bureaucratisation and much greater administrative, accounting and
computing overheads. In terms of price per unit of blood to the patient (or
consumer), it is a system which is five to fifteen times more costly than the
voluntary system in Britain. And, finally, in terms of quality, commercial markets
are much more likely to distribute contaminated blood; the risks for the patient of
disease and death are substantially greater. Freedom from disability is inseparable
from altruism.
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17
Patient choice and patient empowerment in
northern European health systems: a
conceptual framework
Richard Saltman

Extracts from Saltman RB (1994) Patient choice and patient empowerment in
northern European health systems: a conceptual framework, International Journal
of Health Services. 24(2): 201–29.

The issue of patient choice has become an important touchstone of health care
reform across Northern Europe. The proper role for patients as against physicians
and other professional providers, on the one hand, and health sector administra-
tors and managers, on the other, is under increasing scrutiny with publicly
operated health systems in Britain and the Nordic countries. In a similar if
converse pattern, the existing degree of patient choice and/or influence over both
logistical and clinical issues has come under growing cost-related questions in
liberal, social-insurance-based systems of continental Europe such as those of The
Netherlands, France, and Germany.

The introduction of greater patient choice can be very much a two-edged
sword, cutting both for and against the ability of a health system to achieve sound
policy objectives. Like most market-derived reforms, the balance of positive to
negative consequences in the introduction of choice reflects the organizational and
institutional context within which patients make their decisions. Indeed, the
outcome of the same act—for instance, selecting one’s primary care
physician—can have opposite effects upon the overall performance of a health
system. Choosing one’s primary care physician can have positive policy-related
results if, by selecting from among a number of general practitioner (GP) or
GP-led primary care teams, a patient feels a stronger commitment to what shifts
from “the” to “his or her” doctor, and thus greater comprehensiveness and
continuity of preventive as well as curative health services are possible. This type of
bond between patient and primary care provider also can result in lower health
care costs, because of both more knowledgeable diagnosis and patient manage-
ment as well as higher levels of patient compliance.

Alternatively, increased patient choice can result in exactly the opposite
policy-related outcome. If, as in some continental countries and, most egregiously,
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in the United States, patients can choose a narrowly trained specialist or subspe-
cialist as his or her primary care physician in a fee-for-service payment environ-
ment, the outcome is likely to be expensive, technically driven, curative rather than
less expensive, socially driven, preventive-directed services. In this latter instance,
the combination of patients hopping around from specialist to specialist in search
of coordinated care, with physicians earning a fee-for-service payment for each
extra diagnostic test or therapeutic effort, is likely to produce high costs, low
continuity, and less favorable rates of patient compliance.

In sum, the question of choice needs to be analyzed as a question not only of
the patient role but of the structural context within which the patient exercises that
role. The same act can have different outcomes for health policy, and thus lead to
different recommendations, contingent upon the general characteristics of the
health system within which choice is adopted. As a consequence, patient choice
cannot stand alone as an isolated policy objective. By itself, choice would result in
the dismantling of major health, social, and financial advantages that have been
built up within publicly operated health systems over a number of decades. If
accompanied by major changes in system structure such as the privatization of
publicly operated facilities, the introduction of voucher systems for private sector
services, and a reduction in direct administrative controls without a requisite
increase in regulative and evaluatory mechanisms, the introduction of choice can
have very different—and very deleterious—consequences. Thus, the central policy
challenge regarding choice is to understand it as a mechanism capable of
improving the performance of current publicly operated health systems, within
existing publicly accountable parameters that define present arrangements. It is
within this specific policy framework that this study is presented.

Conceptualizing patient empowerment

The notion of empowering patients has taken on considerable currency within the
last several years. It is not uncommon to hear managers and planners in the United
Kingdom claim that the central motivation behind one or another structural
change in the delivery system is to “better empower” their patients. This language
will likely become a feature of Nordic health care debates as well: in Sweden, the
conclusion of the National Commission on Power and Citizenship that citizens felt
“least powerful” in the health sector1 suggests that this type of discussion is already
underway.

The phrase “empowerment” is one that takes on different meanings for
different groups. What managers in the United Kingdom have in mind is not at all
related to what patient advocates understand by the term. Moreover, the notion of
empowerment reflects a variety of connected components, ranging from choice of
individual provider to influence over treatment modalities, from control over
budgetary allocations to elections for health-related politicians. Like much of the
current search toward a new paradigm in Northern European health systems, there
is as yet little agreement as to what the proper meaning of this term should
incorporate.
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Drawing on varying opinions being voiced in current debates, Figure 17.1
presents a rudimentary typology of patient empowerment. Starting with patient
advice and appeals, it moves from the least to the most empowered priorities for
the individual patient. This continuum is characterized by the change from moral
suasion (the ability only to ask to be heard) through formal political control (the
ability to select key health-related officials) to countervailing power (the ability to
control one’s own organizational destiny). This is of course a composite overview,
in which certain finer distinctions have been overlooked: for example, that citizens
select insurance packages and elect political officials, while patients choose
physicians and hospitals. Some analysts also might disagree about the relative
placement of different activities: there is a tendency for elected officials and
planners to overstate the value of elected officials and collective choice, thereby
conflating formal or content democracy with direct or process democracy.2

The central point, however, is the degree of individual leverage over specific
service delivery decisions. Ultimately, as the hierarchical arrangement of alterna-
tives suggests, it is budgetary authority and resource allocation that are the only
practical surrogates for organizational power. To become empowered, therefore,
patients have to wrest substantial control over these two financial mechanisms away
from managers as well as from physicians.

The typology set out in Figure 17.1 attempts to classify the concrete degrees of
authority that can be considered to create “empowered patients.” Among various
distinctions established within it, two analytically important dichotomies bear
mention. One is the distinction between logistical and clinical treatment forms of
choice. (For an example of the intellectual confusion created by conflating these
two strategies, see note 3, which insists that evidence indicating patients know little
about clinical conditions leads to the conclusion that patients are incapable of
choosing a GP.) Logistical in this context refers to issues of scheduling, timing,
physician responsiveness, and convenience; clinical treatment refers to selection
among alternative indicated medical, surgical, rehabilitative, or long-term custodial
options. The second dichotomy is that between content and process forms of
democratic authority.2 As noted above, content democracy is a measure of formal
political control over decisions in a particular subject area—for example, through
general election of a national government and representative assembly. Process
democracy refers to the direct participation of citizens in decisions about a subject
area—both collectively through local boards and/or individually through personal
decisions. Modifying Hirshman’s4 notions about organizational behavior, the
concept of process democracy moves beyond formal electoral authority to create
both “voice” (forums for verbal participation) and “choice” (options to select
alternative approaches). Saltman and von Otter2 have argued that “choice” should
include not just the option to withdraw from the public arena and “go private,” but
also “lateral entry” within present public institutions—that is, withdrawing only
from one particular public provider not from the entire publicly operated system.
In Figure 17.2, content democracy refers to patient choice among both logistical
and clinical alternatives, but both available within existing publicly operated health
systems.

146 A READER IN HEALTH POLICY AND MANAGEMENT

Kerrypress Ltd – Typeset in XML A Division: part04 F Sequential 28



 

JOBNAME: McGraw−Mahon PAGE: 29 SESS: 25 OUTPUT: Thu Apr 2 14:23:19 2009 SUM: 07AEBD23
/production/mcgraw−hill/booksxml/mahon/part04

COUNTERVAILING
POWER

7.  Patient choice of physician and hospital (with budget links)
a.  Some Swedish County Councils (Stockholm, Malmöhus,
     Project 90 in Bohuslän

6.  Patient influence over treatment modality
a.  requests for second opinions
b.  participation in M.D. decisions
c.  choosing alternative specialists

5.  Elected democratic control over finance and provision
a.  at municipal level via boards of health (Finland)
b.  at county level (Sweden, Denmark)
c.  at national level, through legislative accountability (U.K.)

4.  Patient choice of physician and hospital (without budgetary
      link)

a.  most Swedish County Councils
b.  pre-1989 official possibility in U.K.
c.  parellels to school choice in U.S.

3.  Annual patient selection of insurance carrier
a.  HMO model (U.S.)
b.  Dekker/Simons plan (Netherlands)

2.  Legal remedies
a.  malpractice lawsuits (U.S.)
b.  no-fault patient compensation (Sweden)
c.  national physician discipline board (Sweden)

1.  Patient advice and appeals
a.  Community Health Councils (U.K.)
b.  public sector ombudsman (Sweden)
c.  patient association (U.K., Sweden, etc.)

FORMAL
POLITICAL
CONTROL

MORAL
SUASION

Figure 17.1 A typology of patient empowerment
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Beyond viewing patient choice in terms of logistical versus clinical and content
democracy versus process democracy terms, one can also see it in commercial
versus democratic and thus economic versus political categories (Figure 17.2).
Taking this perspective, patient choice has increasingly been viewed in the United
Kingdom as the introduction of a commercial or “business” model into the prior
catchment-based planning structure. In this approach, health services are implic-
itly understood to become commodities in a market within which patients exercise
“consumer-sovereignty” in their selection of one over another “product,” with
patient decisions based on essentially the same criteria as those used to select any
other consumer durable in a competitive marketplace: that is, price, quality, the
availability of after-purchase servicing, and the like. This commercial or business
approach applies in practice what neoclassical economists discuss in theory:
notions about “rational economic man” making individual decisions based on
sufficient information and time. This perspective typically is associated with
conservative political parties, and is often utilized to justify the introduction of
vouchers for purchase of services from either public or private providers (about
which more will be said below).

• logistical vs. clinical

• content democracy vs. process democracy

• commercial vs. democratic

• economic vs. political

• individualist vs. communitarian

Figure 17.2 Alternative forms of patient choice

The conceptual alternative is to view patient choice as an exercise in democratic
rather than commercial rights. In this second perspective, patient choice becomes a
mechanism whereby individuals can exercise more influence over what happens to
them inside a publicly operated health system, and thus more control over the
conditions within which they live—a central tenet of democratic theory in general.
In this understanding, choice of hospital and physician (like that of school or
day-care center) gives individuals the ability to influence the provision of important
residence-tied services in much the same way that citizens in advanced industrial
societies have at least some degree of influence if not control over political activity
(through elections), economic activity (through labor union membership and
(codetermination), and also social insurance (through registration, payout options,
and so forth). Patient choice becomes a political characteristic in which patients
through their participation help legitimate the underlying authority and appropri-
ateness of the service delivery system. This democratic political view of patient
choice logically should be associated with progressive political parties, which in
other areas of society traditionally have supported individual participation and
local control.
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A further dichotomy regarding choice, and an interesting concomitant of the
economic versus political argument, might be termed the possessive individualist
versus the social communitarian view of patient choice. These distinctions are
derived from an ongoing academic debate in the United Kingdom about the need
to revive the necessary characteristics for what has been termed “civic republican-
ism.”5 In this context, patient choice can be seen as part of a general movement
not just toward empowered patients but rather a broader notion of “citizenship.”
Drawing on the ancient Greek tradition of the polis, civic republicanism would
understand choice as a duty not a right, as based in motivation and education not
passive consumption, and as requiring “doing” rather than “getting” or “taking.” In
effect, citizens in this model contribute to the social whole by their acts—hence the
classification social communitarian—rather than simply taking from it as a part of
“possessive individualism.”6 One valuable insight into choice from this analytic
perspective is that appropriate exercise of patient choice, like that of political
citizenship generally, is not natural at all but rather the gradual outcome of
learning and education. In effect, competent patients like sagacious citizens are
made not born. In taking the distinctions between economic and political notions
to this level, one can argue that patient choice, seen as a component of civil
republicanism, can become part of the philosophical antidote to possessive
individualism rather than its synonym. In concrete political terms, rather than
adding yet another instrument to the 1980s armamentarium that eliminates social
responsibility over increasing areas of human activity, patient choice—properly
construed and introduced in a correctly constructed environment—could become
a mechanism to educate citizens into greater participation in society and responsi-
bility for their fellows. This would be a considerably different outcome from the
current state of patient powerlessness as described in some of the Swedish
Commission on Power and Citizenship studies.1

A third set of conceptual frameworks reflect the distinction between patient
satisfaction and patient empowerment (Figure 17.3). Stated starkly, the extensive
paraphernalia that managers have begun to develop in the United Kingdom and
elsewhere to address the patient as a consumer—service guides, marketing surveys,
advertisement campaigns, patient advocacy schemes, and patient satisfaction
surveys—reflect a fundamentally different understanding of the role of the patient
than does direct decision-making about appropriate providers made by the patient
as user. To draw on a 19th century philosophical metaphor, the patient as
consumer remains the compliant object of the service delivery system, in contrast to
the patient as decision-making user who thereby becomes the active subject of the
service system.2

These distinctions reflect an assessment that managerial decision-making
authority is neither challenged by nor shared with patients when the patient is viewed
as a consumer. On the contrary, managers seize upon various marketing vehicles in
an effort primarily directed toward increasing the market share of their own
institutions. Winkler has characterized this process of managerial manipulation
along the following three-part continuum: (a) customer relations: polite attentive-
ness in the attitudes of receptionists, telephone operators, etc.;(b) neutralization:
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including a token consumer representative on various provider committees; and (c)
marginalization: emphasizing patient satisfaction within the existing resource-
allocating infrastructure. Even self-advocacy, whether by formal advisory groups
such as community health councils in the United Kingdom, by organized patient
groups or by officially appointed “patient representatives” (such as the Swedish
ombudsman), fails to break out of this manipulative context. In the final analysis,
advocacy is premised on the “good will” of the manager, and as such involves the
exercise, to refer to the earlier conceptual continuum (Figure 17.1), of moral suasion
rather than anything approximating countervailing power. As recent history in the
United Kingdom, Sweden, and Finland has demonstrated, even recourse to the
ultimate advocacy tactic—utilizing the media to print unfavorable stories about
managerial abuses—can be dismissed by managers and planners as unrepresentative
and no more than “waving the bloody shirt.”

• consumer vs. user

• object vs. subject

• marketing vs. decision-making

• patient satisfaction surveys vs. patient choice

• managerial paternalism vs. managerial responsiveness

Figure 17.3 Patient satisfaction versus patient empowerment

What emerges from this conceptual analysis is a complicated two-part picture.
First, the notion of patient empowerment can be viewed as a continuum, in which
substantially varying degrees of patient involvement in the workings of the health
system are referred to as “empowerment” by one or another participant in the
current health care debate. Second, there are the substantially less nuanced set of
dichotomies that distinguish what can be broadly characterized as two distinct
Weltanshauungen or world-views about patient choice. One view is that of “eco-
nomic man” in a consumer-characterized business-driven model; the other is
“political man” in a user-characterized democratically driven analysis. While these
two world-views of patient choice partially overlap with the continuum framework,
they represent the two basic nuts-and-bolts alternatives that could be deemed the
“true” form of patient choice. During the 1980s, the view of the patient as the
economic consumer received a wide and substantive airing in many international
forums. In contrast, the notion of patients as political or democratic users has only
begun to be explored within the context of publicly operated health systems.2

Achieving patient empowerment

The process of empowering patients within publicly operated health systems is far
from a tabula rasa situation. In bits and pieces, patients already have considerable
empirical experience with the exercise of influence (or even occasionally control)
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over logistical and/or clinical aspects of the health care they receive. Moreover, past
experience has clarified the objectives that an effective patient-empowering system
should seek to accomplish, and the types of institutional innovations that greater
empowerment would require.

Modifying factors

In thinking about patient choice and the process of empowering patients, one
limiting factor is the degree of patient willingness to utilize choice options when
offered. While this restriction is the obvious concomitant of any new form of
freedom—that people who receive it may not be either prepared for or interested in
utilizing it—thus far there has been little relevant research about factors that
influence patient willingness and/or ability to make choices about the use of
specific health services.

Conceptually, four major categories of modifying factors can be identified. As
indicated in Figure 17.4, they fall into primary and secondary categories of
influence.

I. Primary Influences
Structure of health care services
Structure of financing
Type of care (acute vs. elective)
Number of accepted treatment options

II. Secondary Influences
A. Social Influences

Education
Occupation
Social class
Social networks
Religious affiliation or ethnic status

B. Psychological Influences
Mental attitude
Childhood experiences and habits

C. Demographic Influences
Rural vs. urban
Majority vs. minority (ethnic or racial group)
Age
Sex

Figure 17.4 Factors that modify patient decision-making

Primary factors clearly reflect the types of systemic opportunities and/or obstacles
discussed above. Whether patients have a structural alternative, for example, in
terms of service provider or institutions, and whether that alternative is financed on
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an equal basis to other forms of care, has a fundamental impact on the ability of
patients to exercise choice. Also in this category are the clinical characteristics of the
care involved: acute care, particularly trauma care, is very limited in terms of the
latitude for patient choice that is available for elective, rehabilitative, or chronic care.
Similarly, if a particular condition is viewed by most clinicians as having only one
acceptable treatment modality, patient choice becomes limited to a single yes-or-no
decision.

The more helpful portion of Figure 17.4, however, falls in the area of secondary
influences. They include the elements of an individual’s makeup and/or situation
that help explain how different types of patients can be expected to respond to
opportunities regarding influence or choice regarding health care services. As Figure
17.4 indicates, these secondary influences can be separated into three sub-groups:
social influences, psychological influences, and demographic influences.

Patients’ preferences

In reviewing the evidence that supports the notion of patient choice as a viable
goal, perhaps the most important aspect is that patients prefer to have choice. How
much choice, at what level, and to what degree may well be secondary to the
simple desire of patients to be empowered in the process itself. In logical terms,
one only needs two good alternatives in order to become empowered. Moreover, as
the marketing strategies of large retail businesses suggest, a small shift of 1 or 2
percent of patronage can make a substantial impact on a supplier’s overall financial
situation. Thus, only a few patients need exercise choice for the impact to have a
salutary influence on provider expectations in a way that benefits all patients
whether they intend to change provider or not.

Moreover, patients prefer to make good choices. Outcomes-related research in
the United States indicates that patients choose to go more often to hospitals that
had better-than-expected outcomes and/or a medical school affiliation.7 Thus,
even when systematic information about outcomes is not available, patients who
have the ability to choose their provider appear to select a higher-quality institu-
tion.

An important observation is that modern medical procedures often involve
personal life-style as much as expert scientific criteria.8 The prostatectomy,
mastectomy, and childbirth examples all involve what are personal preferences
regarding treatment alternatives and/or how one wishes to lead ones’ life. As a
consequence, patients are increasingly insistent that they as well as their physicians
be involved in making elective treatment decisions.

One should further note that it is the perception of a choice that can be equally
as important as the reality of it.8 If a patient feels he or she had a hand in selecting
the site and provider, or an influence in deciding the treatment modality, the
patient not only is likely to be more satisfied with the outcome but also—an
important clinical issue—may well be more compliant with the treatment and
pharmacological schedules established by the physician. This is not an argument
for fraudulent marketing on the image of choice alone, but rather a recognition
that the perception of choice itself is valuable.
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Objectives of effective patient influence
Having surveyed the current evidence for patients’ interest in and ability to make
decisions related to their care, and then reviewed the key factors that appear to modify
and/or delimit that interest and ability, it is possible to draw together what the
objectives or goals of empowering patients might be. What precisely could be achieved
by empowering patients? What contribution to the structure of health services and of
the overall welfare state could a well-designed program of patient choice make?

The objectives of patient empowerment include a wide range of changes in the
structure, character, and outcome of health-related activities (Figure 17.5). At the
most concrete level, patient empowerment should result in a practical improve-
ment in the patient’s situation within the service delivery system. Improvement
should take place with regard to logistical matters—for example, shorter queues,
increased on-time appointments by physicians, and greater responsiveness to
patient desires for information and education—as well as clinical decision-making
matters—direct participation where appropriate in decisions about elective, reha-
bilitative, and/or chronic treatment patterns.

A necessary concomitant of these direct service delivery outcomes is increased
patient influence over budgetary allocations. In most aspects of publicly operated
health systems, budgets are distributed on a command-and-control basis according
to incremental criteria. For patients to enjoy enhanced logistical and clinical
influence, however, their decisions must be directly tied to the short-term
budgetary mechanism—patient choice must be the steering mechanism.9 Thus, a
key objective of enhanced patient influence is a restructured budgetary framework
in publicly operated health systems, such that patients not providers or managers
make the central allocative decision. Of course, this reformed budgetary frame-
work in no way requires that exclusively fee-for-service medicine be introduced,
nor that global budgetary ceilings cease to be set by politically accountable
authorities. Experience from the United States with exploding health care costs,
overinvestment in expensive medical facilities, and overtreatment of many clinical
conditions makes clear the debilitating consequences of allowing pure fee-for-
service reimbursement to predominate at either the GP or hospital level. What is
necessary, however, is to enable patient choice to replace much of the present
top-down command-and-control allocative mechanism for distributing health care
resources within the established financial ceilings.

• Reduction of logistical obstacles (queues, etc.)

• Influence over clinical treatment decisions

• Influence over budgetary allocations

• Improvement in clinical quality

• Direct participation in residence-tied services (“process democracy”)

• Direct political accountability of providers

• Legitimation of health system decision-making

• Civic republicanism and public duty

• Education for choice and self-autonomy

Figure 17.5 Objectives of patient empowerment
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Parallel to improved outcomes in clinical and logistical arenas is an improvement in
the quality of care. Generally speaking, the quality of clinical care per se is high in
publicly operated health systems. One area of potential quality improvement that
does exist concerns consistency of outcomes—ensuring that patients in smaller
and/or more rural institutions receive the same standard of clinical care and as a
result have similar levels of outcomes after treatment. Additional improvements are
important in developing arrangements in areas such as continuity of care (between
hospital, primary care, and social and home care services) and responsiveness of
professional personnel to patient preferences and concerns. In all these matters,
heightened patient involvement in the choice of provider, and in the concomitant
allocation of budgets, can have a salutary impact. While patients obviously are not
qualified to pass judgment on technical aspects of health services, they are entirely
capable of making astute assessments about many outcomes, as well as about the
process involved in achieving them. Further, on issues connected with selecting
treatment options for rehabilitative or chronic conditions, custodial care for the
elderly, and also elective clinical procedures amenable to patient involvement
through such devices as interactive video discs, the central patient pressure is likely
to focus on the quality of the services available, and the likelihood of as successful an
outcome as possible. This emphasis by empowered patients on quality contrasts
notably with the probable primary emphasis of managers in a contract-based reform
system upon issues of cost.10

Continuing through the objectives of patient empowerment (Figure 17.5), the
remaining five outcomes focus on issues of politics and education. With regard to
politics, empowered patients can be expected to have an impact on at least four
areas. First, enhanced patient choice and influence involves direct participation by
patients in one of the key residence-tied services they receive in modern society
(education and child care are two other important services to residential commu-
nities). This outcome reflects a broader argument about the need for the welfare
state to move beyond formal to process forms of democratic control.11 If citizens
can have at least some direct input into the political, economic, and social
insurance dimensions of their lives, then the logic of democratic theory suggests
that citizens also should have similar levels of direct input into key welfare state
services that are tied to the communities in which they live—such as health care
and education. Patient choice of provider and site as well as influence over
treatment decisions, when tied to budgetary allocations, increases the direct
participation of the citizenry in the process of governing what is ostensibly their
health system.

A second political factor concerns accountability of providers. In the prior
command-and-control model, physicians and nurses were accountable not to
patients but to the elected authorities that administered the health care system
whether at the national (United Kingdom), regional (Sweden, Denmark), or
municipal (Finland) level. Once patient choice is put in place—and backed up with
a budgetary mechanism—then providers also become directly accountable to the
patients they serve. This is not to argue that physicians will suddenly become
subservient to patients any more than they have been to politicians and adminis-
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trators. Indeed, the potential for “provider capture” will continue as before.
However, empowered patients reflect a shift in at least some authority from
politicians to individual citizens, and as such have the opportunity to redress the
decision-making balance in a positive manner.

A third political outcome from patient empowerment concerns the overall
legitimacy of the service delivery system. An important long-term factor in citizen
willingness to pay for publicly operated health systems is their sense that the overall
goals and structure of the health system are politically appropriate and broadly
acceptable to the population as a whole. Legitimacy enables a health system to
impose changes and/or sacrifice on various components—on patients and provid-
ers in particular—in order to achieve benefits for the good of the system overall. If
citizens feel that they have a direct participatory role in the decisions made within
the health system, particularly as they affect the specific care they receive, they are
more likely to regard the entire sector as politically legitimate and thereby worthy
of their long-term support.

Fourth and last, patient empowerment can, as noted above, take the form
of enhancing citizen duty and “civic republicanism.” Properly construed and
constructed, patient choice can overcome the centrifugal tendencies of possessive
individualism by leading citizens to recognize that their participation and
decisions can construct a new public “commons,” within which choice enhances
rather than reduces the options available to their peers. Thus, seen as a duty
rather than a personal indulgence, patient empowerment can add a new participa-
tory democratic dimension to the political reconstruction of post-industrial
society.

These four outcomes from patient empowerment—direct participation, politi-
cal accountability, system legitimation, and civic republicanism—together indicate
the potentially powerful political consequences that patient choice can generate.
Well beyond its impact on the specifics of service delivery (i.e., logistical, clinical,
and quality of care activities), patient choice has a strongly political dimension that
should be borne in mind by both advocates and detractors.

The final outcome from a properly defined program of patient empowerment
involves citizen education. In many respects, this category reflects the translation of
the other outcomes listed in Figure 17.5 from patient choice into a learning
process: that is, learning to choose a provider, learning to participate politically,
etc. Nonetheless, the educational component of the benefits of a patient choice
program is considerable, and in a certain sense deeper and more potentially long
lasting. Indeed, to return to the theme of civic republicanism, it is difficult to
overestimate the importance of an educated citizenry, capable of participating in
the political decision-making process, for the maintenance and continuation of a
strong and stable democratic system of government.
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18
Giving consumers of British public services
more choice: what can be learned from
recent history?
Perri 6

Extracts from Perri 6 (2003) Giving consumers of British public services more choice:
what can be learned from recent history? Journal of Social Policy 32: 239–70.

If there is to be a significant extension of individual consumer choice schemes in
public services, it will be important that their design reflects learning from the
experience of choice in the last decade or more. There is a need for comparative
analysis of that experience between different fields of public service. For, while
many factors that explain the consequences of introducing or extending individual
choice may be specific to particular services, comparative analysis is the most
effective method for distinguishing those service-specific factors from ones that are
more generic. Moreover, policy debate about choice is often conducted by
reference to general claims about its benefits, difficulties or unwanted conse-
quences, or to hypothesised inferences from one field to another, for the evaluation
of which comparative analysis is well suited. Comparison should also illuminate
the range of possible designs for choice schemes, and may suggest important clues
about the reasons for their being selected, and, we might hope, at least some
hypotheses for further exploration about the relationship between goals, designs
and consequences.

This article offers a preliminary and provisional comparison based on a review
of literature on the experience of individual consumer choice since the late 1980s
in nine fields of British public services, examining what can be said about the
extent to which the likely goals were achieved, and of other problems encountered.

The social policy literature is bulging with very diverse taxonomies and
discussions of problems with consumer choice programmes. In order to introduce
some order into the discussion, some forcing of material into a taxonomy and
perhaps even some arbitrariness in selecting priority problems is unavoidable. In
focusing on the three categories of problems, Table 18.1 attempts to mitigate these
problems by taking categories from the literature wherever possible, and by
selecting problems on each of what appear to be the three main areas. These are
problems of distributional process and outcome (coded D), problems of efficiency
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(coded E) (one problem at least has had to be given both codes: no doubt there is
a case that others could be too), and problems of political risk (coded P) by which
is meant the possibility that politicians and professionals may be subject to
embarrassment and criticism in the media or from interest groups for allowing
some consumers to rely on public funds when they choose certain services that
may be deemed by others to be ‘bad’, ‘frivolous’, ‘inappropriate’ or ‘ineffective’
choices.

Table 18.1 summarises the findings of the review of the literature on these
problems.

On the evidence of the literature reviewed here, there is remarkable variation
between the nine fields in the UK, in what has been attempted, in what has been
achieved, and in the incidence of the problems encountered.
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Few would oppose increased choice for consumers of public services on
general principle. However, designing policies to support greater individual choice
presents government with both technical challenges and with conflicts of values. If
they are willing to settle upon clear goals – a big ‘if ’ in any policy process – then
they must choose between the available goals, and be willing to accept that all the
good things do not go together. The review suggests that goals of maintaining and
incrementally raising satisfaction, and some improvement in efficiency can be
achieved, but those of responsiveness and experiment are more difficult and more
expensive to achieve. The tighter the fiscal constraints and rationing, the more
difficult it is to achieve these goals.

Moreover, if policy makers are concerned about equitable distributional
outcomes, and want to avoid some of the problems of adverse selection, zero-sum
polarisation and segregation on the basis of ascribed characteristics, then they
must be prepared to spend large sums, for none of the design solutions to these
problems are cheap. Adequate differential weighting of vouchers, expansion of
total market size, compensation for incentives to cream-skim, and transaction cost
absorption are all expensive. That there are hard choices to be made between
combating social exclusion and fiscal rectitude is hardly news, but at a time when
New Labour ministers are proclaiming loudly that they can achieve both, perhaps
a reminder is timely.

Moreover, any initiative to extend consumer choice must take account of the
lessons of the last fifteen years, and in particular of the experience of implementing
the reforms of the third Thatcher administration. These represent the policy
inheritance (Rose and Davies, 1994), and that inheritance, whilst by no means
immutable, also defines the range of existing organisational capabilities in each of
these services. New or extended programmes of consumer choice would require
new capabilities among voucher-issuers and producers, even if they can be
designed in ways that do not assume any change in the patterns of consumer
preferences and willingness to bear the costs of conscientious choice.
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PART 5
Accountability and regulation
Introduced by Kieran Walshe

We live in the age of accountability – what Michael Power memorably termed ‘the
audit society’ (Power, 1999). Teachers, doctors, social workers, lawyers, manag-
ers, architects and accountants – all have found themselves and the organiza-
tions they work in subject to ever greater external scrutiny, as the willingness of
the public to trust professionals and the organizations they work in to do a good
job has been replaced by an increasing demand that they demonstrate or prove
how well they are doing. This part explores the relatively recent growth of
regulation and other forms of external accountability in the health care sector.

It is worth beginning with some theory, by way of background. In conventional
economics, the need for regulation is often somewhat reluctantly acknowledged
and seen as an unfortunate consequence of ‘market failure’ that should be
avoided if at all possible (Ogus, 1994). In other words, economists would
generally prefer to see systems managed by the idealized discipline of the
marketplace, rather than overseen by regulators or subject to intervention and
control from government agencies. In a market, they argue, poor performance by
a provider leads to consumers going elsewhere, and that provider must improve or
go out of business. Scarcity of a product results in the price going up, and that
leads to increased production until a price is found at which supply and demand
are in balance. Competitive pressures act continually to drive providers to
innovate and improve in order to keep pace with others and to secure competitive
advantage. That is all very well, but the practical reality is that perfect markets are
rarer than economists would like them to be, and that many markets exhibit one
or more signs of market failure.

There are five commonly acknowledged causes of market failure: the exist-
ence of natural monopoly or monopsony (where there is only one supplier or
purchaser of something and so no effective competition); information asymmetry
(typically when purchasers lack information about the goods or services they are
buying or know less than producers do, and so they cannot make informed
purchasing decisions); so-called moral hazard (where a good is paid for by one
person or group and consumed by someone else so the consumer has no
economic incentives to constrain or limit use); public goods (where what is being
produced is effectively for a whole community and so cannot really be purchased
by individuals just for themselves); or externalities (where the production and
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supply of something has effects or consequences for others, apart from the
purchaser or consumer alone). All of them apply, to varying degrees, to the health
care industry and this helps to explain why there are very few countries in which
markets and competition play significant roles in health care provision, and why
government intervention and regulation are commonplace. Moreover, healthcare
systems are laden with non-economic goals, which cannot be secured through the
market alone. There are often distributional justice concerns like fairness and
equity, and social goals like promoting social solidarity, and protecting vulnerable
groups like the old, the young, socially excluded groups, immigrants and those
unfortunate enough to have serious or chronic illnesses. These legitimate and
important goals are another reason why governments choose to intervene in the
health care system, and why they often play substantial roles in healthcare
financing and provision, as discussed in Part 1.

In the past, governments often secured their control of the health care system
through ownership – the state both raised the funds (whether through taxation or
compulsory insurance schemes) and spent it (through hospitals and clinics for
which government owned the assets, employed the staff and controlled their
operation). Paradoxically, in such state-operated health care systems, health care
professionals often had considerable clinical freedom and performance was often
not actively measured or managed. However, in health care and in other public
services, there has been an increasing shift over the last two decades away from
government-run health care systems and towards systems in which funding and
provision are in the hands of a variety of more independent and autonomous
entities, and government is at arm’s length from the health care system (Preker
and Harding, 2003). In place of direct control through ownership, governments
have increasingly turned to systems of regulation to govern health care systems
and to provide them with mechanisms to achieve their policy goals. Moreover,
changing societal notions of accountability have led to a growth in performance
measurement and management, designed to assure us that health care providers
are offering high-quality, effective health care.

But how should governments regulate health care systems, or how should
performance be measured? What needs to be regulated, and what are the
structures, systems and processes that government needs to put in place? What
makes for effective (or ineffective) regulation and how do governments ensure
that they are not simply replacing market failure with some form of regulatory
failure? How should performance targets, incentives or measures be set, and
what effects do they have on providers’ behaviour and performance?

This part presents a series of readings that explore the widespread growth in
public services performance measurement and regulation over the last 20 years,
and offers a number of theoretical and conceptual frameworks for understanding,
analysing and critiquing regulatory and other approaches to improving perform-
ance.

It starts with a contribution from Michael Power (2000), who originated the
term ‘audit society’ to describe the growth of all forms of formal oversight and
accountability in his seminal book of the same name (Power, 1999). Here, he
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reviews the central arguments of that book, writes thoughtfully and reflectively
about the way in which the ideas he pioneered have been taken up and used by
others, and sets out the case for further empirical research to understand the
effects of the audit explosion. He outlines the capacity for audit to be either a
force for improvement and a foundation for intelligent and sensitive oversight, or
an increasingly ritualized, formulaic and bureaucratic exercise undertaken for
symbolic reasons. Audit can be used to rebuild trust in institutions or to replace it.

Then Christopher Hood, Oliver James and Colin Scott 2000) present a cogent
and comprehensive analysis of the growth of public services regulation in the UK,
and its causes and consequences. They argue that despite the deregulatory
rhetoric of government, there has been a continuing growth in the scale and scope
of regulation in government, driven in part by the reduction or removal of other
control mechanisms. They analyse the nature of those regulatory regimes, and
point in particular to growing concerns about regulatory burden and the emer-
gence of ideas like responsive regulation and enforced self-regulation as impor-
tant developments in regulatory policy.

There is a long and important history of external assessment in the health
care sector, which Charles Shaw (2001) describes in his paper, ranging from
voluntary and fairly informal programmes of medical peer review, to more
formalized and mandated systems of accreditation. He notes the growth or
proliferation of such schema across the health care systems of many or most
developed nations, and documents a shift towards more formal, explicit and
mandatory forms of assessment. While Shaw’s paper approaches the topic from
a UK perspective, Troyen Brennan (1998) provides a complementary account
oriented primarily towards the USA, which has probably the most closely regulated
health care system in the world. He considers the evolution of systems for
regulating doctors, hospitals and health insurers, before turning to explore the
extent to which regulation has contributed to improving quality, or could do so if
regulatory systems and policies more closely reflected our understanding of the
science of quality improvement in organizations. After Shaw and Brennan’s more
descriptive contributions, we move to Kieran Walshe and Stephen Shortell’s
(2004) paper that offers a framework for understanding and analysing systems of
social regulation, based on fieldwork undertaken mainly in the USA, and which
tentatively sets out a number of principles for effective regulation.

Finally, this part moves from focusing on regulation to tackling the systems for
performance measurement, with a paper from Gwyn Bevan and Christopher Hood,
(2006), which elegantly explores another aspect of Power’s audit explosion – the
growth of targets, performance measures and league tables and their effects on
health care organizations. They conclude that while there is evidence that target
setting drives performance improvement, the widespread and pervasive nature of
gaming and perverse incentives creates serious concerns about its wider
benefits, though there are ways in which such problems can be ameliorated or
minimized.
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Summary

+ Public trust in health professionals has been replaced by an increasing
expectation that they demonstrate how well they are doing. As a
consequence, professionals such as teachers, doctors, accountants and
others are subject to greater scrutiny and this has resulted in the growth
of regulation and other forms of external accountability.

+ In conventional economics the need for regulation is seen as a
consequence of ‘market failure’ and hence something to be avoided. In
reality perfect markets rarely exist and many markets exhibit various
signs of market failure that are applicable to the health care industry.

+ Health care systems are also characterized by the existence of non-
economic goals so that concerns over fairness and equity, protecting the
vulnerable and promoting social cohesion are legitimate goals for
government intervention in health care.

+ The reading selected in this part explores some key questions in
relation to the regulation of health care and offers some theoretical and
conceptual frameworks for understanding and analysing regulation and
other approaches to improving performance.
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The audit society – second thoughts1

Michael Power

Extracts from Power M (2000) The audit society: second thoughts, International
Journal of Auditing 4: 111–19.

Summary

This essay reviews the central arguments of The Audit Society (Power, 1999) and
re-considers the causes and consequences of the audit explosion. In the UK during
the 1980s there was a systemic growth of auditing activity which needed to be
explained. The causes of this audit explosion can be found in three areas: the rise
of the ‘new public management; increased demands for accountability and
transparency; the rise of quality assurance models of organisational control. It is
argued that these hypothesized causes require further empirical support and that
more research is needed, particularly to demonstrate that the audit explosion is not
simply a UK phenomenon. The consequences of the audit explosion are also
considered and the role of auditable performance measures in shaping individual
and organizational activity is discussed. Again, it is concluded that greater
empirical analysis is required. The essay then addresses the criticism that the book
does not define auditing sufficiently clearly. It is argued that the vagueness of the
word ‘audit’ was an important condition of possibility for the audit explosion.
Finally, the prospects for reconstructing audit to avoid dysfunctional side effects
are considered.

Introduction

Financial auditing is an inferential practice which seeks to draw conclusions from a
limited inspection of documents, such as budgets and written representations, in
addition to reliance on oral testimony and direct observation. There is an
established tradition of investigating this inference process experimentally within
the frame of cognitive science, although very little, if any, of this kind of auditing
research is done in the United Kingdom. In contrast to this experimental tradition,
a smaller body of work has focused on the social and institutional support for the
elements of this inference process. Indeed, it is argued that the appropriate
organizing model for understanding auditing is not that of the isolated act of
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practitioner judgement, but that of collectively negotiated settlements (Power,
1995). From this point of view, the very possibility of individual judgement is the
product of many other factors, including training in institutionally accepted
practices of evidence collection, such as statistical sampling (Power, 1992; Carpen-
ter and Dirsmith, 1993).

This modest sociological project was given a new context and a dramatic shift
of focus as auditing broadly understood began to play a prominent social and
economic role during the mid to late 1980s. For example, the word ‘audit’ began
to be used with increasing frequency by politicians, regulators and consultants in
many different fields: health and safety, medicine, education, intellectual property,
environmental management as well as the more established corporate financial
auditing area (Power, 1994). During some ICAEW funded research on the border
territory between environmental and financial auditing (Power, 1997) I had a
hunch that something systematic was going on, something that could not be
captured or explained only by reference to financial auditing. This required a fresh
view of financial auditing as just one possibility in an evolving assembly of
techniques and procedures. From this point of view, it made sense to explore the
connections and resemblances between financial auditing and other forms of
assessment, evaluation and inspection. In short, it was necessary to look beyond
the ‘silo’ of financial auditing studies at monitoring, checking and reporting in
their most general sense.

The label for the hunch that something systematic was going on over and
above financial auditing was the ‘audit society’. The concept was invented, like
many ideas before it, in the LSE staff bar sometime in 1994; it was a kind of
marker, a logical space for future work, rather than a well-defined concept with a
clear point of reference. The German sociologist Max Weber once wrote that: ‘an
ingenious error is more fruitful for science than stupid accuracy’ (Quoted in
Collins, 1992). It is for others to judge whether, for all their flaws, the arguments
supporting the idea of the audit society are a useful error (see the critiques by
Bowerman et al., 2000; Humphrey and Owen, 2000). It is clear that the ideas of
the ‘audit society’ and of the ‘audit explosion’ (Power, 1994) require a great deal
more conceptual and empirical work.

To understand the audit society it is not sufficient, although undoubtedly
useful, simply to quantify the amount of auditing going on. It is also important to
understand the growth and circulation of an idea of audit, a growth in which
accountants have been powerful agents in selling their auditing capabilities but
which cannot solely be explained in this way. A practice like financial auditing is
not simply a collection of routines for collecting and evaluating evidence. It is also
very importantly an idea or model circulating in the institutional environment, an
idea whose fortunes practitioners themselves cannot control, hence the ‘expecta-
tions gap’ for financial auditing. This means that auditing is not merely done in a
technical sense, it is also used and appealed to, blamed, praised, regulated,
reformed, written about and debated. The idea of audit and what it can or might
deliver expresses the aspirational dimensions of the practice(s), dimensions which
are not always closely linked to actual operational capacity. In short, the further
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one is from the detail, the easier it is to talk of what auditing might, can and must
do. Naturally, some of this talk takes place in the profession itself, but it is not only
an internal affair.

Value for Money (VFM) auditing is a good example of the thesis; it was a
powerful idea for public sector reform long before it approached anything like a
consistent and coherent practice at the operational level. Indeed, the nuts and bolts
of VFM auditing continue to be hotly debated (e.g. whether effectiveness auditing
extends to evaluation type work) and the concept itself circulates freely despite
considerable operational variety (Pollitt et al., 1999). So the audit explosion was
not only the explosion of concrete practices, it was also and necessarily the growth
and intensification of an idea about audit in a number of different spheres. But
why?

Causes

Although it is undoubtedly a simplification, three more or less discrete causes or
pressures gave rise to the audit explosion in the UK in the late 1980s:

1. The cluster of ideas which constitute the ‘New Public Management’ (Hood,
1991) increased demands for financial and VFM auditing. The 1980s were
characterised by financial constraint and a commitment to organizational and
financial reform in public sector institutions. In this setting auditing and inspecting
practices became highly valued and important tools of change. In different ways
the National Audit Office and the Audit Commission became prominent forces in
government, playing an evolving and complex constitutional role. In the late 1990s
these pressures for change in the UK have not abated: for example, the Audit
Commission will establish a ‘best value’ inspectorate (Thatcher, 1999) and in
health care standards of clinical practice will be enforced by the Commission for
Health Improvement (CHI). While the word ‘audit’ may have decreased in
importance, the demand for monitoring has not. A fresh explosion may even be
predicted on the back of ‘best value’ demands.

2. The audit explosion was also driven by closely related political demands on
behalf of citizens, taxpayers, patients, pupils and others for greater accountability
and transparency of service providing organizations. These demands in the name
of accountability were not only confined to the public sector; they have also
surfaced in the private sector, most notably in the developments in corporate
governance. Indeed, private sector corporate governance thinking now provides a
template for the organisation of public sector control (London Stock Exchange,
1998). As accountability and governance issues span the traditional public-private
divide, financial auditing has been drawn into, and affected greatly by, these
pressures. It is still unclear how many of the proposals in the much discussed
‘Audit Agenda’ (APB, 1994), which was an exploration of the idea of financial
auditing, will work out and the field is being pushed in many new directions in the
name of accountability and assurance (AICPA). For example, internal auditing is
acquiring a new prominence, particularly as a result of recent guidance in the UK
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on internal control (APB, 1998; ICAEW, 1999; Power, 1999) and organizations
like the National Health Service are investing in risk management practices.

3. The third related cluster of pressures for an audit explosion have come about
from the rise of quality assurance practices and related transformations in
regulatory style. The origins of these pressures are complex and diverse, but a
simple and plausible story can be told with two parts.

The first part of the story concerns the emergence of quality assurance from
an industrial production context to become a universal schema (e.g. ISO 9000).
This all purpose structure is represented in Figure 19.1.

Quality assurance programmes require that organizations and their sub-units
establish objectives, design performance measures to reflect those objectives,
monitor actual performance and then feed the results of this monitoring back for
management attention. Quality auditing works both as the specific monitoring and
reporting part of the system and also, importantly, as the verification of the system
structure as a whole i.e. the integrity of the entire loop of self-observation which
this procedural structure represents. This epitomizes ‘control of control’ (Power,
1999, p.66).

The second part of the explanation is a parallel transformation in regulatory
style, which is moving away from a command and control mode of operation. The
intention is to regulate target organizations indirectly ‘from below’. Audit in its
various forms becomes an important possible solution to the problem of regulatory
compliance, it defines a space in which regulatory compliance can be negotiated
and constructed (Hutter, 1997). Regulatory systems rely increasingly upon ‘con-
trol of control’ i.e. the audit of self-control arrangements which are increasingly
characterized in terms of risk management. The audit of these internal controls or
self-checking arrangements is a growing industry, an internal control ‘explosion’
(Maijoor, 2000) which borrows its structure from the quality assurance model in
Figure 19.1. Perhaps nowhere is it more apparent than in the financial services
industry where regulation is explicitly designed to rely on internal and external
checking functions (Goodhart et al., 1998). Whether regulators are relying on
in-house risk management models for derivatives, or systems for teaching quality

OBJECTIVES

PERFORMANCE MEASUREMENT

MONITORING AND AUDIT

REPORTING AND FEEDBACK

Figure 19.1 A general model of self-auditing and control
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(Gray and Berry, 2000), the general model in Figure 19.1 is the same. Delegation
and internalization of control are coupled to audit processes which seek to
reconcile local learning and improvement mechanisms to demands for perform-
ance and regulatory compliance.

These then are three overlapping pressures for increased auditing, evaluation
and monitoring activity. But does this story make too little of accountants and of
Thatcherism in the 1980s? Certainly the large accounting firms have been
influential agents of change, and the position and role of accountants within
economic and political life in the UK as compared to other countries has
undoubtedly been a decisive factor in shaping the rise of auditing in this context.
However, that this is an incomplete picture is suggested by the fact that financial
audit, following the Eighth Directive, is itself subject to the same style of auditing,
through the operations of the Joint Monitoring Unit (JMU), as many hospitals,
schools and other organizations. One can hardly talk of a conspiracy, a rational one
at least, when the conspirators are subject to the very same changes they are
imposing on everyone else. It is interesting that many small UK accounting
practitioners have complained about the ‘audit’ of their auditing practices in
exactly the same terms that have been levelled against quality and medical auditing
i.e. it is too bureaucratic and too focused on form and process.

That The Audit Society is not simply about the consequences of ‘Thatcherism’
is clear from the intensification of the ‘culture’ of checking under ‘New Labour’ in
the UK. The welfare state is increasingly being displaced by the ‘regulatory’ state,
and instruments of audit and inspection are becoming more central to the
operational base of government. However, it remains to be seen how well this
argument travels to other countries and systems. The analysis was intended to be
generic, and one can hypothesize that an audit explosion would follow the diffusion
of the new public management. Further comparative research is needed to test this
view.

Consequences

It has been suggested that society is experimenting on itself (Beck, 1992).
Certainly, there has been little planning or testing of new auditing practices.
Auditing has been introduced as an agency of organizational change without a
measured consideration of benefits and possible dysfunctional effects. Although
some assessment in terms of compliance costs has been introduced, audit and
related ideas of monitoring continue to be understood uncritically; they can be
rapidly disseminated without developing an understanding of what may be at
stake. In this respect it is plausible to suggest that the audit explosion is
fundamentally an ideologically driven system for disciplining and controlling
doctors, teachers, university lecturers and so on, and not an instrument of genuine
accountability.

To analyse the consequences of auditing it is necessary to focus on the
development of what is audited i.e. the performance measures and other forms of
accounting which provide an auditable front stage for an organization (see Figure
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19.1). There is a developed research literature which draws attention to the role of
accounting innovations, particularly in management accounting, in constructing
organisational life (Miller 1994). This is not just a matter of what has been called
‘creative accounting’ i.e. the games that exist to circumvent the intentions behind
rules and regulations. Rather, accounting practices, and performance measurement
systems more generally, create and support a window on organizational life, one
which is often demanded by outside agencies, and which makes various kinds of
internal and external intervention possible.

The hunch behind The Audit Society is that the design of accounting reports,
and of the performance measures by which organizations can be judged, is greatly
influenced by the imperative of ‘making them auditable’, and that this has much to
do with agendas for control of these organizations. It follows that many audit
processes are not neutral acts of verification but actively shape the design and
interpretation of ‘auditable performance’. Audit agencies, such as the UK Audit
Commission, are active in shaping performance measures which enable audit and
inspection. Indeed, Bowerman et al. (2000) argue that it is audit which is really a
by-product of a more fundamental performance measurement explosion. They
have evidence that many performance indicators are produced but are not audited,
and that there is more of an audit ‘mess’ than a coherent ‘audit society’. However,
just because a performance measure is not in fact audited does not mean that it
was not designed with potential auditability in mind. In the end the argument is an
empirical one.

Empirical work also needs to focus on the growing population of ‘auditees’,
ie on the individuals who have experienced an intensification of checking and
evaluation of what they do. We are beginning to see how different games of
‘creative compliance’ are being played around the audit process, games which both
frustrate official intentions and which also lead to dysfunctional behaviour.
Auditing can create new interests at the expense of others.

The audit explosion refers to the rise of this systems structure and its role in
supporting regulation and managerial control. However, Figure 19.1 and the
system loop are only a blueprint. There is an extensive literature which questions
whether organizations do or could ever function according to the formal self-
transparency and vigilance required of Figure 19.1 and its real world instantiations
(such as ISO 9000 and its variants) (see Strathern, 1997). The formal manage-
ment control system functions primarily to make a certain style of auditing
possible; it buffers the auditor from an increasingly complex evidence base, is
cheaper than extensive attention to actual organizational process, and permits the
audit to provide more or less comforting signals to regulators and politicians.

In The Audit Society I argue that institutionalized pressures exist for audit and
inspection systems to produce comfort and reassurance, rather than critique. If
this is true and auditing systems are primarily about reaffirming order, then it will
be interesting to see how auditable outcome based performance measurement
progresses in the face of system decay, especially given political rhetorics of zero
tolerance for poor performance. We can expect to see acute problems for anxious
managers who, much like their former Soviet counterparts, will need considerable
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creativity to manage auditable performance favourably in the face of objective
decline. New pressure points, in the form of control agents and audit departments,
will be created at great cost to manage these contradictory forces.

Teaching and medicine are in a similar position; newly established systems of
auditing may have damaged local cultures of first order practice. Certain activities,
which are valued locally, are not represented by official systems or are lost in some
general concept of ‘goodwill’. Official auditable indicators, in the form of, say,
exam results and waiting times, have strange effects on the incentive structure of
individuals in organizations.2 If auditing processes get decoupled from core
organizational activities, these effects may be minimal and the audit process
becomes an expensive but harmless ritual, which is important for external
legitimacy. Where performance measures and systems developed for audit do
eventually force changes in organizational habits, these effects need to be system-
atically documented and fed back into the design process. In short, there is a need
for more research on the effects of making agents in organizations accountable in
terms of auditable measures of performance.

The audit society reflects the growing influence of auditors themselves as they
move into areas of wider influence and service provision. In particular, auditors are
de facto major interpreters of political mandates; accountability is concretely
realized in the audit process. While there is considerable discussion about the
constitutional position of the NAO and Audit Commission (White and Hollings-
worth, 1999) ideals of policy neutrality contrast with operational realities where
jurisdictions are blurred and where the distinction between audit and policy is
unclear. The UK Audit Commission has come to be an explicit agent of change by
promoting the systems which make auditing possible (Henkel, 1991; Thatcher,
1999).

Organizations must be changed internally to be audited, and in many cases
this may be desirable. It is not denied that it may be a good thing to require
teachers to think seriously about their objectives (Gray and Berry, 2000) or to
make the private world of hospital consultants more transparent. Nor does the idea
of the audit society assume a homogenous process of transformation across all
fields. The key issue is to draw attention to the fact that audits do not operate
neutrally and have effects on the auditee. The audit explosion has been insensitive
to whether these intended changes have been successful, and what unintended
changes may have resulted. But to say all this is to leave much of the empirical
work to be done in exploring the consequences of the growth of auditing and views
of these consequences will undoubtedly differ, as the essays in this volume
demonstrate.

Critique

Because the concept of the audit society was invented in advance of detailed
empirical work, there remain many unresolved issues and problems. Two will be
addressed below.
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1. It has been argued that the use of the word ‘audit’ is not significant. Auditing
practices are varied, and evaluation and inspection are different again (Bowerman
et al., 2000; Humphrey and Owen, 2000). A great deal of time and effort has been
invested in defining and distinguishing meanings of audit, especially in emergent
areas such as environmental and clinical auditing. There are also ongoing discus-
sions about the nature of VFM auditing and the difference between performance
or effectiveness auditing and financial auditing (Pollitt et al., 1999). Add to this
discussions about evaluations and assessments which do not have a verifiable
assertion, claimed as one of defining characteristics of audit, as their object and it
begins to seem as if the ‘audit society’ concept has no clear reference point.

It is difficult to deny the reality of this diversity, especially when this is reflected
in text books and official accounts. Despite a reasonable attempt (Power, 1999,
chapter 6), the relation between auditing, evaluation and inspection remains far
from clear. However, two points must be made. First, despite all these attempts at
definition and distinction, the vague idea of audit has been an important reference
point in policy; this vagueness can be observed and analysed. From this point of
view, The Audit Society is as interested in understanding the power of the word
‘audit’ as it is in defining it. The idea of audit (and auditors) consists of general
and highly idealized elements, and is appealed to and used in a wide variety of
policy contexts. The rise of auditing is also as much about the cultural and
economic authority granted to people who call themselves auditors as it is about
what exactly these people do. Indeed, we know that the people we call auditors
(and inspectors) actually do many different things.

To call something an ‘audit’ places it within a field of social and economic
relations which would be different if it was called an ‘assessment’ or ‘evaluation’.
Labelling activities as audits makes it possible for them to acquire the idealized
characteristics of audit over time. For example, the label ‘clinical auditing’ was
used to rename idiosyncratic research activity. Once this collection of ad hoc
practices came to be called ‘auditing’, it also became possible for it to acquire a
new public accountability role. In short, against critics of The Audit Society, the
argument is that vagueness is an essential part of the phenomenon. Once practices
can be appropriated by the discourse of audit they can begin to acquire similarities
and shared operational templates. In the audit society definitions of auditing are
dependent variables.

2. A second unresolved problem is the relation between auditing, organizational
democracy and transparency. Being made to be accountable, being required to
account and having this account audited, are not the same as being made more
transparent or publicly accessible (Bowerman et al., 2000). One might argue that
some audit processes discharge a certain style of accountability precisely to avoid
transparency. In other words, that an audit is done can be more important than
what is done and to whom any report is made; being audited per se is a badge of
legitimacy. Indeed, what seems to be important is less the disclosure to stakehold-
ers promised by the rhetorics of accountability, which lit the fuse for the audit
explosion, and more the private discipline of information gathering and control
which the audit process imposes.
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A related puzzle or paradox of the audit society concerns the nature and
periodicity of audit and inspection reports and the extent to which such reports
support deliberative processes. Where audit reports are not designed to continue
stakeholder dialogue then it is necessary to trust the auditors and their independ-
ence becomes an important benchmark of trust. Quality kitemarks and financial
audit reports are like this. They are intended simply to indicate the quality of
systems, products or services. In contrast National Audit Office VFM audit reports
are in narrative form. And social audits, which seem messy and diverse, may worry
much less about independent audit reporting and more about stakeholder involve-
ment (Cotton et al., 2000). Here the hypothesis is intriguing: greater stakeholder
involvement in auditing, of whatever kind, may alleviate anxieties about auditor
independence and may support less standardized reporting.

In The Audit Explosion I suggested that the audit society is a less trusting
society. However, it was pointed out that audit may in certain circumstances be
essential to restore trust between parties and to support institutions, such as capital
markets (Hatherly, 1995). This needs further investigation since many teachers
and doctors claim that evaluation processes have achieved precisely the opposite by
eroding informal goodwill and by making individuals develop new incentives
around crude performance measures. There is some work on these effects and
more is needed, but it is unlikely that issues of trust in the audit society are as
self-evident as The Audit Society suggests.

Research is also needed to address and evaluate the implications of new
auditing and inspection institutions for the audit society thesis. For example, the
National Institute for Clinical Excellence (NICE) will set clinical standards and
the Commission for Health Improvement (CHI) will enforce them and oversee
local clinical auditing activity. A super regulator for OFTEL, OFSTED and other
regulators has been proposed. Where do these processes of ‘control of control’
end? I have suggested that the audit society threatens an infinite regress to the nth
auditor as further layers of regulatory influence are created. But such a theoretical
regress must in practice stop somewhere, and further work is needed to document
and explain the patterns of ‘control of control’ in different fields.

Conclusion: reconstructing audit

The primary critical intention of The Audit Society remains relevant despite its
weaknesses as an empirical set of arguments; the book is simply a plea for greater
understanding of the consequences of checking and monitoring for industries,
organizations and individuals. Some forms of audit and inspection need to be
radically redesigned with greater sensitivity to their consequences and without
slavish adherence to performance measures which serve the audit process and little
else. But there is no general critical argument here, and each area needs to be
looked at on its own merits. The prospects of a light, self directed audit process,
which harnesses productive learning and self-help to regulatory compliance, is an
attractive ideal. Defensive auditing is the antithesis of this ideal.
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The audit implosion thesis is consistent with a more ‘responsive’ regulatory
philosophy (Ayres and Braithwaite 1992) and there is a potential both for the worst
excesses of the audit society to be realized and for something more relevant,
effective and sensitive to be created. As audit processes are re-designed to reflect
risk management ideals, the distinction between audit and consulting becomes
increasingly blurred (Jeppeson, 1998), and this may not be to the taste of
regulators like the SEC. But a form of anticipatory and integrated risk manage-
ment, overseen by the auditor/risk specialist may represent the best opportunity to
align public policy and corporate objectives. The motif of ‘control of control’ is
likely to remain relevant and useful in characterizing a regulatory system with a
greater accent on internal self-inspection. This is especially evident from recent
developments in financial services regulation (Goodhart et al., 1998).

Finally, the ‘audit society’ can be understood as a label for a loss of confidence
in the central steering institutions of society, particularly politics. So it may be that
a loss of faith in intellectual, political and economic leadership has led to the
creation of industries of checking which satisfy a demand for signals of order. In
the UK auditing and inspection will be set to work in the name of ‘best value’ and
‘joined-up’ government, but we may be forced to understand auditing as part of a
general language of decline which attempts to bridge the widening gulf between
plans and achievements. One might even see auditing as an elaborate form of
confession and periodic purification of organizational order. The interpretations
can become ever more exotic but the critical point is clear: a great deal of audit
activity has had little to do with efficiency, and few large companies believe the
stories of value added that financial auditors promote. The audit explosion is not
simply a functional response to complexity and to increasing risk in different areas
of society. And yet equally there is a need for more sensitive and more efficient
technologies of checking and assurance because of the manufactured dangers that
we now face.

Notes

1 This paper was originally presented at the Seventh National Auditing Confer-
ence, Cranfield School of Management, Cranfield University, March 21–2
1997 and at the ESRC/CIMA New Public Sector workshop, London School
of Economics and Political Science, April 28–9, 1997.

2 In the private sector it might be assumed that auditable performance measures
are fully integrated into the core of corporate life. However, here there have
also been extensive discussions about the limitations of financial indicators and
there is currently much interest in the reporting of non-financial information
(ICAEW, 1999). Experimentation in the UK with the Operating and Financial
Review is an attempt to pluralize corporate reporting, but the doubtful
auditability of qualitative information is regarded as a serious constraint on
developments.
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Regulation of government: has it increased,
is it increasing, should it be diminished?
Christopher Hood, Oliver James and Colin Scott

Extracts from Hood C, James O and Scott C (2000) Regulation of government:
has it increased, is it increasing, should it be diminished? Public Administration
78(2): 283–304.

This article looks at regulation of UK government, focusing on the secondary
overseers of public bodies beyond the courts and the legislature, the two classic
primary regulators of government in constitutional theory. First, it examines the
growth of such regulation from the mid-1970s to 1997 – an era of largely
Conservative rule witnessing the rise both of the so-called ‘New Public Manage-
ment’ and the claimed development of an ‘Audit Society’ (Power 1997). This first
section briefly summarizes findings to 1997 from our earlier research on regulation
of government (see Hood et al. 1999). In the rest of the article we apply the same
framework to examining changes in regulation of UK government under the Blair
New Labour government up to the publication of its Modernising Government
White Paper of 1999 (Cabinet Office 1999). The aim is to characterize and assess
the Blair government’s plans, practice and philosophy for regulation of government
and in particular to evaluate the precepts for regulation of the public sector
embodied in Modernising Government.

Our argument is that the two decades to the mid-1990s were an era of
dramatic but largely unacknowledged growth in regulation of government while
public service staff declined. This growth was not even and the style was not
uniform across the public sector. But regulation of government seems to have
become more formal, complex and specialized in many of its domains despite – or
perhaps because of – the ostensible ‘New Public Management’ drive to ‘let
managers manage’ in the public services. In some ways the Blair New Labour
government continued the pattern by announcing plans to extend regulation of
government by adding new regulators (notably for ‘OFSTED-izing’ the NHS) to
the Conservative-created ones. But in contrast to the unacknowledged and
unrationalized style of regulatory growth of the earlier era, a distinct philosophy of
such regulation began to emerge, partly expressed in the 1999 Modernising
Government White Paper. That philosophy embraced a first, albeit tentative,
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recognition of the compliance cost problem associated with public-sector regula-
tion and a doctrine of ‘enforced self-regulation’ involving aspirations to combine
the iron fist of Draconian central intervention with the velvet glove of self-
regulation. In our assessment of the public-sector regulatory philosophy associated
with Modernising Government, we argue that the strength of this approach is that it
embodies a basic design that could limit regulatory compliance costs in those
circumstances where wholesale abandonment of public-sector regulation is neither
possible nor desirable. Its corresponding weaknesses include a half-hearted and
limited development of the regulatory-design logic and untested assumptions
about the politics of regulatory escalation.

As noted earlier, we are concerned here with the secondary regulation of
government beyond the direct activity of the primary regulators (parliaments and
law courts). Such secondary regulation (roughly though not exactly analogous with
regulation of business firms) involves oversight of bureaucracies by other public
agencies operating at arm’s-length from the direct line of command, the overseers
being endowed with some sort of official authority over their charges (cf. Light
1993, pp. 16–17; Harden 1995, p. 302). This secondary regulation is a form of
steering or control system that involves a combination of information-gathering,
standard-setting and attempts at behaviour modification, but its particular institu-
tional manifestation as regulation broadly comprises three elements (see Hood et
al. 1999, pp. 8ff), all of which must be present:

1 one public bureaucracy in the role of an overseer aiming to shape the activities
of another;

2 an organizational separation between the ‘regulating’ bureaucracy and the
‘regulatee’, with the regulator outside the direct line of command (this feature
distinguishes intra-organizational controls from arm’s-length oversight by
another organization);

3 some official ‘mandate’ for the regulator organization to scrutinize the behav-
iour of the ‘regulatee’ and seek to change it.

No one of these elements (discussed at more length in Hood et al. 1999) is
sufficient on its own to distinguish secondary regulation of government from other
processes (like direct line-of-command control, advice or lobbying). It is only when
the three elements come together that the arm’s-length, authority-based features
characteristic of regulation are produced, and that secondary regulation (by
bureaucracies) is distinguished from primary control by legislatures and law courts.

On that three-part definition, numerous different families of secondary regu-
lators of government can be distinguished. For instance, some are agents of
legislatures (like parliamentary auditors), some are international overseers estab-
lished by treaty, some are quasi-independent from both legislature and executive
government (like probity overseers), some are executive-government organizations
created to oversee ‘doer’ organizations at arm’s-length, and some are regulators of
both public and private sector organizations (like data protection and safety-at-
work agencies). Methods vary too, including audit, inspection, adjudication,
authorization and certification. Like regulation of business, regulation of government
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involves a range of diverse organizations employing different instruments but
sharing the three characteristics outlined above.

Has it increased? Regulation of government to 1997

The scale of secondary regulation of UK government on the multi-criterion
definition given above cannot be estimated with precision. Dependent on precisely
what organizations we count as located within the public sector, our estimate of the
number of national-level ‘regulator’ organizations overseeing public-sector bodies
in the mid-1990s ran from about 135 to over 200. Our estimate of the staff size of
such regulator organizations ran from almost 14,000 to almost 20,000 and our
estimate of the direct annual running costs from about £750m at the low end to
about £1bn at the top end (see Hood et al. 1998 and 1999, pp. 21–8).

To the direct staff and operational costs of regulator organizations must be
added the compliance costs of such regulation – what it costs regulatees to meet
the requirements of those who regulate them. Compliance cost data are not
routinely collected across government as a whole, and we could only estimate them
on the basis of limited data (ibid). Defining compliance costs in the narrowest
possible way (excluding other costs and looking only at what it costs regulatees to
interact with their regulator, including provision of information requested, consult-
ing the regulator, setting up and acting as guides on visits and inspections), we
concluded that the compliance costs of regulation in UK government at the very
minimum matched the £750m to £1bn of direct spending on regulatory bureauc-
racies in the mid-1990s.

Moreover, there is evidence of considerable growth in regulation of govern-
ment as defined above over the two decades to the mid-1990s. Over a time when
UK government substantially downsized in public service staff numbers, second-
ary regulation of government seems to have ‘upsized’ markedly, in numbers of
organizations, direct spending and staffing. When we examined numbers of
regulators in 1976 and 1995 in different parts of the public sector, we concluded
that the number of ‘regulator’ organizations overseeing government had risen by
over a fifth during those two decades. Spending appeared to have grown more than
the body count of organizations. Over two decades to the mid-1990s overall
spending (in constant prices) on regulation of government seemed to have more
than doubled, with particularly vigorous growth in ombudspeople and funder-
regulators (see Hood et al. 1998; Hood et al. 1999, pp. 28–33).

For employment, we estimated that the total staffing of regulators of UK
government grew by about 90 per cent between 1976 and 1995, and that too is a
conservative figure. This dramatic staff growth contrasts sharply with what
happened to staffing in the public sector as a whole, with a fall of more than
30 per cent in total civil servants and over 20 per cent in local authority staff
(Cabinet Office 1995, p. 47; DOE 1996, p. 57).

In general, therefore, the answer to the first part of the question in the title of
this article would seem to be a resounding ‘yes’. Secondary regulation of govern-
ment outside the law courts and legislature grew substantially over the twenty years
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to the mid-1990s. This finding links to Hoggett’s (1996) observation that the
public management revolution produced increasing formality of controls and
Power’s (1997) claim that there was an explosion of formal audit associated with
declining trust in professional self-regulation. Whether or not Majone (1994) and
others are correct in identifying growth of a ‘regulatory state’ in society at large,
there certainly seems to have been increasing regulation of the state. But there was
no official policy of increasing regulation of UK government over the twenty years
to 1997, no official recognition of the overall pattern and no official discussion of
how regulatory growth fitted with the received managerial rhetoric of ‘letting
managers manage’ in public services. Regulation of government grew in an ad hoc
and unrationalized way and there was no equivalent to the official concern with
compliance costs imposed by government regulation of business.

Is it increasing?

The brief summary of our earlier work indicates that the Blair government
inherited a legacy of growth in numbers and cost of arm’s-length regulators of the
public sector, but no coherent doctrine about the design of such regulation.
Examination of the Blair government’s plans and activities from its election in
1997 to the publication of Modernising Government in 1999 indicates at least three
main features. The first is continuation and even acceleration of the previous
pattern of long-term growth in arm’s-length regulation of government. The second
is a continuing difference in the style of regulation applied to core Whitehall
departments from that applied to local government and other parts of the public
sector. The third is aspiration to move public-sector regulation in the direction of
‘enforced self-regulation’.

Regulation of government apparently continued to grow in the early years of
New Labour. But there were some indications of a change in style, at least in
official doctrine. Modernising Government and the institutional design ideas on
which it built marked a departure from previous practice over public-sector
regulation in at least three ways.

One was the first tentative acknowledgement that excessive regulation and
regulatory compliance costs could be a problem for the public sector as well as
business firms. Modernising Government announced the extension of the deregula-
tion provisions (Part 1) of the Deregulation and Contracting Act 1994 to the
public-sector (Cabinet Office 1999, p. 38). This proposal was less dramatic than
might at first appear, since few of the burdensome regulatory requirements placed
on public-sector actors derive from legislation (and, as will be shown in the next
section, the deregulatory commitment appeared likely to have very limited overall
impact). But it was at least a notable shift in rhetorical tone from a previous
pattern of blithe disregard for the costs and burdens of public-sector regulation
coupled with official concern about compliance costs and egregious burdens of
regulation for business.

A second was more official concern with consistency of practice and linkages
among different regulators. Modernising Government (ibid, p. 23) expressed concern
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about the effect of audit and inspection processes in ‘hindering cross-cutting work’
and proposed more co-ordination of inspection functions, with the development of
a common set of inspection principles (ibid, p. 43). This theme was linked to an
emphasis on co-ordination that ran through the White Paper, and was reflected in
developments like the creation of a Public Audit forum and proposals for a new
Best Value inspectorate forum (ibid, p. 37). It suggests some reaction against the
ad hoc pattern of public-sector regulatory growth over the previous twenty years,
with no common practice and even deliberate proliferation of regulators pursuing
different and conflicting agendas (as in the early days of the Audit Commission).
How far the measures proposed were likely to achieve the co-ordination desired,
however, will be discussed in the next section.

A third was official embrace of ‘enforced self-regulation’ for large parts of
public-sector regulation. As noted earlier, Labour inherited a trend towards greater
formality in regulation of many public bodies (especially of local government and
the outer reaches of the public sector as seen from Whitehall), in the sense of less
involvement of regulatees in regulatory decision making and more formal sanction-
ing rather than persuasion (see Hood et al. 1999, pp. 194–7). By contrast,
Modernising Government (Cabinet Office 1999, pp. 30–1) stated a doctrine of
intervening ‘in inverse proportion to success’ and striking ‘an appropriate balance
between intervening where services are failing and giving successful organizations
the freedom to manage’ (skating delicately over the fundamental tension that may
be implied in those two goals). The same aspiration to ‘enforced self-regulation’
(developing a trend towards more formal and external regulation for public-sector
regulatees seen as poor performers whereas good performers are rewarded with
lighter oversight regimes) appeared in plans and designs announced by the Blair
government in several domains of public-sector regulation.

Enforced self-regulation consists of external enforcement of rules written by
regulated bodies and internal enforcement of externally set rules. Different types of
regulation are arranged in the form of a pyramid, with self-regulation at the
bottom, more interventionist styles of regulation in the middle and the most
interventionist types at the apex. Ayres and Braithwaite (1992, p. 116) elaborate
this approach, arguing that in many conditions it is an improvement on both pure
‘self-regulation’ and externally set and enforced regulations. Perhaps it is not
surprising that such a ‘third way’ model should appeal to New Labour policy
makers.

But – as with so many successful rhetorical strategies – whether this design for
both more and less regulation could be reflected in actual outcomes is problematic
and remains to be seen. How conflictual the model turns out to be depends on
how many public-sector regulatees are picked up as unsatisfactory by overseers and
pushed up to the higher levels of the enforcement pyramid. And here there is a
fundamental dilemma in regulatory strategy. To keep conflict to a manageable
level, the logic of enforcement pyramids suggests killing only an occasional
public-service admiral to encourage the others. That applies to school closures
under the OFSTED regime since 1992, in spite of recurrent tough-talking rhetoric
from successive governments about ‘zero tolerance’ of failure (cf. Hood et al. 1999,
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pp. 1544–5). But if failure and chronic under-performance in public services
provision is really as widespread as some of the ‘standards’ rhetoric suggests (cf.
Blair 1998, pp. 11 and 20), the logic would imply the execution of whole
admiralties, overloading the capacity of the centre. The compliance climate could
alter if central-local relations worsen, and high-level intervention against too many
authorities could turn what is intended to be an ‘enforcement pyramid’, with most
regulatees at the base, into a costly, litigious enforcement ‘cube’.

Should it be diminished?

If secondary regulation of UK government seems to have grown markedly over the
two decades to 1997 and to have continued in the early years of New Labour, is
there a case for reducing it? Those who complain about the burden of an ‘audit
explosion’ certainly think so. They see the advance in regulation of government,
with its growing direct and compliance costs, as over-ripe for a robust application
of the sort of cost-benefit scrutiny used for the appraisal of business regulation
over the past fifteen years. For those who accept Power’s (1997) thesis about an
‘audit explosion’, more regulation of government might be expected to consume
extra public resources in unnecessary ‘rituals of verification’ (ibid) without
removing deep-seated policy and administrative failings and possibly weakening
collegial systems of self-regulation inside the public sector.

Our interview programme (involving some 80 public-sector regulators and
regulatees) predictably indicated that regulatees outside central government de-
partments were more inclined to endorse some form of Power’s ‘audit explosion’
thesis than regulators and central departmental officials. But the implication that
formal regulation of government needed to be radically reduced was contested by
several senior civil servants, who argued that such regulation had developed
precisely because older, less formal systems of control had weakened in many parts
of the public sector. They pointed to trends such as a relative move away from
traditional career-service and jobs-for-life employment patterns in the public sector
(with more lateral entry into senior positions) undermining the traditional internal
conditions and incentives that supported mutuality-based controls in the public
sector. A Permanent Secretary drew an explicit parallel with the more formal
regulation applied to financial services as participation widened beyond a tradi-
tional elite whose unwritten rules were foreign to a new breed of entrants. Some of
the regulators related the growth of regulation to a broader change in the social
habitat of public services, with more litigious and less compliant consumers (cf.
Wood 1999) and less deference to public-service professionals. Even if there had
been no internal degeneration of mutuality-based collegial systems of control, such
external changes could be expected to prompt more challenges to cosy collegiality.
Given that it is unfeasible (and for many, undesirable) to turn the clock back on
such developments, it might be argued that it would be dangerous to return formal
regulation of government to the level of the 1950s and 1960s. Indeed, for bodies
like the World Bank (1999, p. 7, §3.12), explicit and properly enforced formal
regulation of government is a key element in achieving transparency and account-
ability.
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Modernising Government, and the various Blair government initiatives it de-
scribed and embraced, implied that regulation of government should both be
diminished and expanded. The ‘enforced self-regulation’ doctrine, as discussed
earlier, involves the deployment of heavier regulatory tackle against the incompe-
tent or recalcitrant, while lightening the regulatory yoke over good performers.
Some of the cultural and political conditions that appear to be needed for the
success of such a policy have already been discussed. Along with the enforced
self-regulation doctrine, Modernising Government implied that the quality of public-
sector regulation was more important than its quantity, and proposed a mixture of
mutuality among regulators and regulation of the regulators to improve the quality.
That represented a more coherent approach to designing regulation of government
than anything that had been produced in the previous two decades.

Conclusion

Regulation of UK government seems to have grown substantially during the ‘New
Public Management’ era (of bureaucratic downsizing and changing styles of public
service delivery) that preceded the Blair Labour government. Along with appar-
ently deregulatory ‘let managers manage’ rhetoric went a marked (but largely
unremarked) increase in the resources, staffing and organizational numbers of
arm’s-length regulators of the public sector. The UK’s New Public Management
era cannot be adequately understood without reference to this growth of public-
sector regulation. (Light’s (1993, p. 17) study of the Inspectors-General in the US
federal government also points to the contrast between Congressional and presi-
dential efforts to reduce regulatory compliance costs on business and ‘willingness
to impose an ever-increasing level of regulatory and reporting requirements on
executive agencies and their employees’.) Were the growth rates of the recent past
to be maintained, the new century would see rapid further expansion of public
service regulators relative to the ‘doers’ – a feature not usually included in visionary
statements about what public management will or should be like in the new
millennium.

Regulation in government continues to increase. Growth in regulator organi-
zations and the direct and indirect resource costs of regulation were a marked
feature of the plans and activities of the Blair Labour government up to the
publication of Modernising Government in 1999. But, as suggested earlier, the story
of public-sector regulation under the first two years of that government was not
simply one of continuing expansion but also of the emergence of a doctrine of
public-sector regulation explicitly embracing the idea of more ‘reflexive’ regulation
or ‘enforced self-regulation’.

Careful thought about the organization and administrative strategy of public-
sector regulation certainly seems to be needed, since it is hard to see how such
regulation could be returned to the level of thirty or forty years ago. A more
fragmented public service structure with more lateral entry is likely to be hard to
govern through traditional informal, mutuality-based approaches to bureaucratic
control, particularly when coupled with broader social developments augmenting

192 A READER IN HEALTH POLICY AND MANAGEMENT

Kerrypress Ltd – Typeset in XML A Division: part05 F Sequential 24



 

JOBNAME: McGraw−Mahon PAGE: 25 SESS: 35 OUTPUT: Thu May 7 10:28:00 2009 SUM: 5F501AB6
/production/mcgraw−hill/booksxml/mahon/part05

legal formalism, transparency and declining public trust in middle-class profession-
als. But (whatever novelty it may represent in other aspects of public management:
it has been examined here solely from a regulatory perspective), Modernising
Government represented only a modest break with traditional approaches to
public-sector regulation. It did not grapple seriously with the compliance cost
issue, beyond vaguely acknowledging the existence of the problem. Its enthusiasm
for administrative and policy fora did not apparently extend to promoting more
general exchanges across the regulatory ‘families’ and its enthusiasm for competi-
tion as one of five principles for improving public services did not appear to extend
to the regulators of those services. It would be easy to conclude that the traditional
pattern, in which regulators of government neither fully compete nor fully
collaborate, follow no general or consistent principles, and are not exposed to the
disciplines they impose on their charges, is set to continue.

The key doctrinal change over public-sector regulation in Modernising Govern-
ment (articulating a pattern developing particularly in local authority regulation
and partly built into pre-existing practice by some public-sector regulators) is the
enunciation of ‘enforced self-regulation’ as a general recipe. Some likely limitations
of that approach have been suggested earlier, including capacity limits to putting
hard cases ‘in the clinic’ and political processes tripping the enforcement escalator.
But unless a twenty-first century future in which more and more regulators oversee
each public service ‘doer’ is acceptable, some slackening in the pace of growth of
secondary regulation of UK government will need to take place. ‘Enforced
self-regulation’ in principle offers a way both to increase and diminish regulation of
government, reducing high-level bureaucratic routine while increasing overall
regulatory hitting power. It remains to be seen how far that approach lives up to its
promise.
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21
External assessment of health care
Charles Shaw

Extracts from Shaw, CD (2001) External assessment of healthcare. British
Medical Journal, 322: 851–54.

A rash of external inspection is affecting the delivery of health care around the
world. Governments, consumers, professions, managers, and insurers are hurrying
to set up new schemes to ensure public accountability, transparency, self regula-
tion, quality improvement, or value for money. But what do we know of such
schemes’ evidence base, the validity of their standards, the reliability of their
assessments, or their ability to bring improvements for patients, staff, or the
general population?

In short, not much. The standards, measurements, and results of management
systems have not been, and largely cannot be, subjected to the same rigorous
scrutiny and meta-analysis as clinical practice. No one has published a controlled
trial, and there are too many confounding variables to prove that inspection causes
better clinical outcomes, although there is evidence that organisations increase
their compliance with standards if these are made explicit. But experience and
consensus are gradually being codified into guidelines to make external quality
systems as coherent, consistent, and effective as they could be (Box 21.1). Much of
this consensus is ignored by those who develop and operate new programmes.

Box 21.1 Characteristics of effective external
assessment programmes
Give clear framework of values–To describe elements of quality, and their
weighting, such as the enablers and results defined by the European
Foundation for Quality Management
Publish validated standards–To provide an objective basis for assessment
Focus on patients–To reflect horizontal clinical pathways rather than vertical
management units
Include clinical processes and results–To reflect perceptions of patients, staff,
and public
Encourage self assessment–To give time and tools to internalise assessment and
development
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Train the assessors–To promote reliable assessments and reports
Measure systematically–To describe and weight compliance with standards
objectively
Provide incentives–To give leverage for improvement and response to recom-
mendations
Communicate with other programmes–To promote consistency and reciprocity
and to reduce duplication and burden of inspection
Quantify improvement over time–To demonstrate effectiveness of programme
Give public access to standards, assessment processes, and results–To be transpar-
ent and publicly accountable

In Britain there has been no consistent central strategy to support or
coordinate existing external assessment programmes. The NHS has introduced
new statutory bodies and triggered more formal programmes of visiting and
assessment. Each brings a burden of inspection and requires resources for
development, but responsibility for ensuring the integration, consistency, and value
of such programmes has not been defined.

This article describes the growth of external assessment and the issues it raises
around the world, particularly in Britain.

Common approaches

Many countries have voluntary and statutory mechanisms for periodic external
assessment of healthcare organisations against defined standards, and some have
been systematically compared.1–3 They are all meant to assure or improve some
elements of quality, but they are usually run by different organisations without
national coordination to make them consistent, mutually supportive, economical,
and effective. Broadly, these mechanisms include variants on five approaches (Box
21.2).

The International Organization for Standardization provides standards against
which organisations or functions may be certificated by accredited auditors. These
have been applied in health care, specifically to radiology and laboratory systems,
and more generally to quality systems in clinical departments.4

The Baldrige criteria have evolved into national and international assessment
programmes such as the Australian Business Excellence Model (www.aqc.org.au/)
and the European Foundation for Quality Management (www.efqm.org/).5

Box 21.2 Common models of external assessment in health care

International Organization for Standardization (www.iso.ch/)
Origin and focus–European manufacturing industry 1946; quality systems
(often within individual department or function)
Standards–ISO 9000 series (quality systems); also specific for radiology and
laboratory systems
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Products–Certification

Malcolm Baldrige “excellence” model (www.asq.org/abtquality/
awards/baldrige.html)
Origin and focus–US industry 1987; management systems and results
Standards–European and national variants published with criteria
Products–Self assessment, national awards

Peer review
Origin and focus–Health care; specialty based professional training, clinical
practice, and organisation
Standards–Variable detail, limited access
Products–Accreditation (of specialty training)

Accreditation
Origin and focus–US health care 1919; service organisation, performance
Standards–Published with criteria such as acute care, long term care, primary
care, networks
Products–Accreditation (of organisation or service)

Inspection
Origin and focus–National or regional statutes; competence, safety
Standards–Published regulations such as for fire safety, radiation exposure,
hygiene
Products–Registration, licensing

Peer review is based on collegiate, usually single discipline, programmes to
assess and give formal accreditation to training programmes but is now also
extended to clinical services.6

Accreditation relies on independent voluntary programmes developed from a
focus on training into multidisplinary assessments of healthcare functions, organi-
sations, and networks. These have spread from Western countries into Latin
America,7 Africa,8 and South East Asia9 10 during the 1990s. Mandatory pro-
grammes have recently been adopted in France,11 Italy,12 and Scotland.13

Registration and licensing are statutory programmes to ensure that staff or
provider organisations achieve minimum standards of competence. There are also
inspectorates for specific functions to ensure public health and safety.

National requirements

Several countries have recently received recommendations on their ability to
ensure high standards in health care nationally. The general conclusions on the role
of external agencies have been remarkably similar.

The US president’s advisory commission on consumer protection and quality
in health care recommended in 1998 that public and private programmes of
external review should make their standards, survey protocols, decision criteria,
and results available to the public at “little or no cost.”14 The organisations
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themselves should work towards a common set of standards, coordinate their
activities to avoid conflict and duplication, and commit themselves to a national
quality forum. This forum aims to devise a national strategy for measuring and
reporting healthcare quality and in 1999 began to standardise performance
measures for the nation’s 5000 acute general hospitals.15

In 1999 the US inspector general of the Department of Health reviewed the
external quality oversight of hospitals that participate in Medicare.16 She con-
cluded that voluntary “collegiate” accreditation by the Joint Commission on
Accreditation of Healthcare Organisations and “regulatory” Medicare certification
by state agencies had considerable strengths (Box 21.3) but also major deficiencies.
She recommended that both systems should harmonise their methods, disclose
more details of hospital performance on the internet, and be held more fully
accountable at federal level for their performance in reviewing hospitals.

An Australian taskforce recommended in 1996 that the government should
formally acknowledge independent assessment programmes that met defined
criteria and should enable them to disseminate information about their processes
and findings to the public.17 Two years later an expert advisory group recom-
mended “that accreditation or certification of healthcare organisations be strongly
encouraged with incentives, or indeed made mandatory, but choice of
accreditation/certification/award approaches be allowed.”18

In Scotland the Carter report on acute services recommended a single manda-
tory system of accreditation for hospitals and primary care.19 This should be patient
centred, clinically focused, and complementary to internal quality improvement,
and its explicit, measurable standards and reports should be in the public domain.
This recommendation led to the Clinical Standards Board for Scotland.

International solutions

Countries have good reasons to be able to show that healthcare standards are not
only consistent within their own territory but also that they are comparable with
those of their neighbours, suppliers, and competitors. Several recent European and
international initiatives are making traditional assessment methods more accessi-
ble, convergent, and relevant to health care.

Box 21.3 Features of collegiate and regulatory systems for
assessing health care

Collegiate

+ Focus on education, self development; improved performance, and
reducing risk

+ General review of internal systems
+ Based on optimum standards, professional accountability, and coopera-

tive relationships
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Regulatory

+ Timely response to complaints and adverse events
+ In depth probe of conditions and activities
+ Based on minimum standards, investigation, enforcement, and public

accountability

International Organization for Standardization–The ISO 9000 series of standards
were designed for manufacturing industries and have been criticised for using
language that is difficult to interpret in terms of health services. The 2000 version
will be more readily applied, and US and European initiatives are under way to
develop ISO guidelines specific to health care.

European Foundation for Quality Management–The original “business excel-
lence” model has given way to “excellence” in the 1999 version and has shifted
emphasis from “enabling processes” to results of concern to patients, staff, and
society.

Accreditation–The international arm of the US Joint Commissions on Accredi-
tation of Healthcare Organisations has developed a set of multinational accredita-
tion standards.20 In addition the International Society for Quality in Health Care
has developed (“ALPHA”) standards and criteria (available from the society’s
website www.isqua.org.au) against which an accreditation programme may apply
to have its standards and process assessed and internationally accredited.21 These
also offer a template for standardisation and self assessment to any external
assessment programme.

Programmes in Britain

The royal commission on the NHS recommended in 1979 that a special health
authority be set up as a development agency and guardian of standards.22 In the
early 1980s several monitoring agencies were suggested or piloted,23 but, despite
favourable response from national professional bodies to leaked proposals, no such
national agency featured in the government’s white paper of 1989 Working for
Patients.24

In the absence of any governmental lead, several small peer review and (some
large) accreditation programmes emerged as external voluntary mechanism for
organisational development. There are now over 35 such programmes with a
wealth of standards and trained assessors but little integration, consistency, or
reciprocity between them. Their number could be doubled if each royal college,
faculty, and professional association were to establish independent accreditation
programmes as a collegiate approach to clinical governance. NHS institutions also
have their share of visits from clinical training programmes, inspectors (such as for
fire regulations, environmental health, etc), and other watchdogs that have begun

200 A READER IN HEALTH POLICY AND MANAGEMENT

Kerrypress Ltd – Typeset in XML A Division: part05 F Sequential 32



 

JOBNAME: McGraw−Mahon PAGE: 33 SESS: 35 OUTPUT: Thu May 7 10:28:00 2009 SUM: 5A18DF6C
/production/mcgraw−hill/booksxml/mahon/part05

to publish standards (such as the NHS Information Authority Information
Management Centre for data quality and NHS Controls Assurance for risk
management and controls assurance).

The Clinical Standards Board for Scotland and the National Institute for
Clinical Excellence (NICE), and Commission for Health Improvement (CHI) for
England and Wales have been established to improve standards in the NHS. After
years of policy vacuum, an early common task must be to tidy up: they must
synthesise the experience of Britain and other countries;25 provide public access to
their own valid standards, reliable assessments, and fair judgments; and, above all,
avoid duplication and inconsistency in defining and measuring standards. In short,
they should be open to assessment against international criteria and lead the way to
consistency and reciprocity within and between systems for improving patient
services, clinical training, and public accountability.

Britain could borrow from the US and Australian recommendations for
partnership between state and independent programmes for external assessment
and define the terms of collaboration. Independent and statutory programmes
could be jointly assessed and harnessed according to general criteria drawn from
UK policy and experience overseas and from the more specific ALPHA standards.

We need to catalogue, harmonise, and orchestrate organisational standards and
their assessment, not only in the NHS but also in the independent and social care
sectors. The National Institute for Clinical Excellence has a clear responsibility for
defining clinical standards in England and Wales. The Commission for Health
Improvement is concerned with the organisation and delivery of clinical governance
and national service frameworks, but it has no mandate to define or orchestrate
organisational standards (even for its own reviews), and it is specifically excluded
from the independent sector. In Scotland the Clinical Standards Board integrates
some key features of these two bodies, particularly the task of defining and measuring
standards, both clinical and organisational. With yet broader vision, the Scottish
Executive has adopted a charter that sets out principles for public and professional
inspectorates whose role includes evaluation of cases in the public interest, including
health, education, and social work services (www.scotland.gov.uk). This offers a
starting point for coherence and learning within and between sectors, and an example
for the rest of Britain.

The UK Accreditation Forum (www.caspe.co.uk) was set up in 1998 to
support accreditation and peer review programmes, and the Academy of Medical
Royal Colleges (www.aomrc.org.uk/) is working towards more coherent procedures
for hospital visiting for recognition of training. Neither body has the resources or
the authority to standardise standards or to regulate the regulators across the
country.

What we need is a formal means to pool current experience, to drive
convergence, and to help new programmes to be efficient, complementary, and
effective–a resource centre to do for organisational and management standards
what NICE, the Cochrane Centre, and the Scottish Intercollegiate Guidelines
Network are doing for clinical practice. Its task should be to ensure that
organisational standards, assessments, and general results are in the public
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domain; that the legitimate interests of the public, professions, providers, and
funding bodies are balanced and supported; that lessons from successes and
failures are systematically embedded in common core standards for assessment;
that assessment methods and reporting are consistent in time, place, and service;
and that expenditure on the development and operation of external assessment
programmes is demonstrably justified by improvements in patient care.

Conclusions

Schemes for inspection, registration, revalidation, and review are proliferating with
little national coordination or regard for the evidence of what has worked or not
worked for health care in Britain or overseas. This leads to uncertainty among
service providers about which standards to adopt, inefficiency in developing new
inspection and development programmes, duplication and inconsistency of exter-
nal assessments, and an excessive burden on the services under scrutiny. The
collegial and statutory mechanisms need a public-private partnership, perhaps
similar to the National Quality Forum in the United States, to bring clarity,
consistency, and transparency to external assessment in Britain.

Summary points

External assessment and inspection of health services are becoming more
common worldwide, using a combination of models – ISO certification,
business excellence, peer review, accreditation, and statutory inspection

There is common concern that voluntary and statutory programmes need to
be integrated to ensure valid standards, consistent assessments, transparency,
and public accountability

International consensus on the effective organisation and methods of external
assessment is growing, but hard evidence of clinical benefit is lacking

The United Kingdom has many independent and statutory programmes but
no effective mechanism for coordinating their activity, standards, and meth-
ods according to this consensus

The NHS must be willing to support a public-private coalition to bring
realism, clarity, consistency, efficiency, and transparency to external
assessment
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The role of regulation in quality improvement
Troyen Brennan

Extracts from Brennan TA (1998) The role of regulation in quality improvement,
Milbank Quarterly 76(4): 709–31.

The quality of health care is not heavily regulated. Except for clinical laboratories
and nursing homes, few areas of health care are governed by rules, statutes, or
laws. Instead, the industry has been allowed to self-regulate, which means that the
rules regarding quality in health care are largely self-imposed. Perhaps in no other
industry has the privilege of profession been so dominant.

Over the course of the last 25 years, the field of health services research has
bloomed, as have new methods for measuring the quality of health care. Before
1970, quality existed simply in the eyes of the beholder. Since then, however,
various tools have been devised to measure health status, satisfaction, and a series
of outcomes.

For the past ten years, health care has struggled to integrate industrial methods
of quality improvement. Known in health care as “continuous quality improve-
ment,” these industrial models emphasize self-motivation to improve in cycles.
Only in the last five years have the two streams of health services research and
continuous quality improvement come together (Brennan and Berwick 1996;
Gosfield 1997).

Now that we are developing methods to assess quality and to integrate the
newly emerging data into improvement of health care, we might expect regulation
to become more effective. In order to judge whether regulation has evolved, it is
critical to find the answers to three questions:

1. Is there measurable evidence that regulation is working to improve the quality
of health care?

2. Are regulators aware of the tools developed by quality researchers, and are
they integrating them into their oversight activities?

After answering these two questions, we can then address the final one:

3. Is there a way to combine continuous quality improvement and modern
methods of quality measurement into a new regulatory format?
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The task is both descriptive and synthetic. As we shall see, the description will
suggest that there is little intertwining of quality improvement, quality measure-
ment, and regulation. However, the prescription will indicate that this need not be
the case and, in fact, that there have been some impulses in the right direction.

Space does not permit a complete review of all aspects of health care and its
regulation. For this reason, I will leave aside certain issues: First, in my review of
health care providers, I will omit the topic of long-term care and its regulation.
Second, I cannot review all sources of regulation, particularly self-regulation that
results from adherence to ethical criteria, a subject that has been addressed in
some detail elsewhere (Veatch 1995). As managed care becomes more prominent,
the role of ethics will become increasingly complicated (Rodwin 1995). Third, I
will not address regulation that is designed to control costs. These issues aside, I
turn to an analysis of regulation of quality.

The theoretical basis for regulation in health care

Experts in regulation often avoid defining the term (Breyer 1982). I have referred
elsewhere to regulation as any set of influences or rules exterior to the practice or
administration of medical care that imposes rules of behavior (Brennan and
Berwick 1996, 4). I am particularly interested in rules developed by state
legislators and public agencies and in common law rules developed by judicial
precedent. To paraphrase another legal theorist, I will address rules that are
prescriptive rather than descriptive (Schauer 1991).

Government regulation has a long history. In the 1930s, the New Deal gave
tremendous impetus to federal oversight of the economy (Vietor 1994). Another
burst of regulatory activity occurred when the redistribution impulses of the Great
Society strengthened the earlier New Deal initiatives. Surprisingly, under Presi-
dents Nixon and Ford a host of federal regulatory administrations was added to
the bureaucracy in Washington, but the system began to unravel when President
Clinton moved toward deregulation (Ayres and Braithwaite 1992).

As Breyer notes, a few common themes run through these regulations, which
were designed to achieve certain ends: constrain decentralized, individual decision
making in favor of a more coordinated, cohesive approach; control monopolies;
provide consumer information; decrease moral hazard and limit insurance arrange-
ments; and balance public welfare against private consumer choice. Regulators
accomplish these goals primarily by setting standards through rule making and,
secondarily, by using methods of culling.

The problem, to put it bluntly, is that regulation often leads to strife between
regulators and the regulated industry, and thus to frustration of the regulatory
intent. During the last few years, students of regulation have sought methods to
decrease this friction. John Braithwaite, for example, has led the way in advocating
a mix of persuasion and punishment to achieve regulatory goals. He would allow
extensive use of self-regulation but would impose certain boundaries on industry
license. Regulators would retain the ability to sanction the industry in order to
ensure that self-regulation occurs, an arrangement he calls “enforced self-
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regulation.” He has developed a full model, entitled “responsive regulation,” in
collaboration with Ian Ayres (Ayres and Braithwaite 1992).

Don Berwick and I have argued that responsive regulation entails at least five
different approaches to improving quality (Brennan and Berwick 1996). The first
is repair: identifying quality deficiencies and taking swift action to correct them.
The second approach is culling, or removing defects from a system. We have
suggested that culling, especially through licensing and disciplinary actions, is the
most prevalent method of regulating quality in American health care. A third way
is to encourage copying. Japanese industry, for example, provides forums as a way
for manufacturers to learn about competitors’ innovations. Elementary continuous
quality improvement principles give rise to the fourth approach, which can be
defined as learning through cycles. First described by Shewart (1937), the
Plan-Do-Check-Act cycle summarizes the learning formats used by entities that
are engaged in continuous improvement. Fifth, quality improvement emerges
through creativity. Some organizations cultivate an atmosphere in which creativity
thrives.

Quality-improving regulation in any industry should take advantage of one or
more of these five methods to attain its goals. Unfortunately, regulation in every
industry, particularly health care, often relies solely on culling. This tendency in
turn retards development of other approaches, as culling is often converted to
policing and quality improvement is treated as a matter of removing defects rather
than as a continuous process of improving standards of health care or, in the case
of other industries, manufacturing better products. Thus, traditional regulation
can frustrate continuous quality improvement wherever it is applied.

Regulatory formats are changing in health care. A few salutary developments
indicate an awareness that traditional culling is corrosive. These developments
point the way toward a better mix of continuous quality improvement regulation
and modern methods of measurement.

Partial answers to three questions

Returning now to the three questions posed initially, we ask first, “Is there
evidence that quality regulation is improving health care delivery?” There is little
evidence that regulation has improved the quality of health care. I have noted that
empirical strategies could be used to evaluate new quality rules, but there are few
standard approaches to quality regulation and few simple outcome measures to
evaluate its efficacy. Although measures like mortality rates, readmission, or even
patient satisfaction conceivably could be used to compare approaches, research on
this possibility has not been done. As a result, we regulate in an empirical void,
often addressing anecdotes and hysteria with far-reaching initiatives. The current
efforts to regulate managed care are an excellent example of a poorly informed
regulatory response.

Second, are regulators cognizant of quality measurement? The answer to this
is fortunately “yes.” The state data initiatives, the Joint Commission on Accredita-
tion of Healthcare Organization’s ORYX program, and the Peer Review Organiza-
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tions’ efforts to redesign the Scope of Work all suggest that quality measurement
can be integrated into regulation. Of course, regulators are concerned about the
state of quality measurement:

There is much interest, for instance, in evaluating performance of the
individual practitioner. On this front I am skeptical and suggest that we first
learn how to crawl. We presently have the about same level of sophistication
for measuring health-plan performance. On the bright side, we are rapidly
learning about the use of measurement in organized delivery systems such as
hospitals. (O’Leary 1995)

The ORYX endorsement of institutional leeway in choice of quality measures and
the HEDIS reliance on specific criteria suggest that quality measures will be used
more commonly in the future (Radical Statistics Health Group 1995).

Although these are encouraging developments, there is a significant gap
between health services research and quality oversight. Consider the relation
between quality outcomes and volume of services. Many studies have demon-
strated that mortality following coronary artery bypass graft surgery may be related
to the volume of procedures performed at specific centers (Grumbach et al. 1995).
Mark Chassin has suggested a regulatory strategy that would centralize procedures
at high-volume centers or that at least would monitor the number of procedures
performed by individual operators.

Like many other hospitals, Brigham and Women’s Hospital in Boston has
begun to track the outcomes of procedures it carries out. The hospital is also
examining the outcomes of individual operators and is recording both the total
number of procedures and the outcomes in credentialing files.

To discover whether other institutions were following the same procedures, I
conducted a survey of over 100 hospitals, which produced these initial findings:
less than 10 percent recorded the number of cases performed in credentialing files;
less than 5 percent were recording outcome measures. Thus, although research
clearly shows that doctors should perform a threshold number of procedures to
maintain proficiency, this finding apparently has not been transmitted to hospital
credentialing committees. Nor has any state legislature or hospital association
suggested that an individual should reach a threshold of experience before
continuing to perform a procedure. Indeed, any such proposals would probably be
the subject of significant legal challenges (Brennan and Berwick 1996). The
JCAHO stipulates that empirical information should be entered in credentialing
files, but there is no information on hospitals’ compliance with this requirement. In
summary, despite initial steps to integrate quality measurement and improvement
into regulatory oversight, there is considerable room for improvement.

Finally, we ask, can regulation promote quality measurement and continuous
quality improvement? Astute observers, like Alain Enthoven, worry aloud that any
form of regulation would stunt creativity and force slavish compliance with
meaningless outcome measurement strategies (Enthoven and Vorhaus 1997).
Moreover, any external oversight is prone to mindless policing: the regulator in
effect becomes a line boss, investigating the work of physicians or hospitals in order
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to sanction poor performance. This inspection format, as Don Berwick has argued,
frustrates efforts to initiate continuous quality improvement.

However, Berwick and I have argued that this need not be the case. The
responsive regulation philosophy, as outlined by Ayres and Braithwaite, encourages
self-regulation and innovation, provided that the regulatory agency is able to
punish those who do not participate in reasonable programs. The PROs, under the
fifth Scope of Work, the Joint Commission, and the NCQA are engaging in just
this kind of responsive regulation by allowing organizations to set their own quality
agendas, as long as these include measurement of outcomes and reasonable
improvement efforts.

I have suggested some ways to reinforce this impulse. First, I recommend that
regulators reduce the costs of inspection. The JCAHO and HEDIS surveys require
time and attention that are taken away from the energy required for true quality
improvement. As the NCQA and the JCAHO continue to minimize the prepara-
tion of materials needed for evaluation and to tailor their surveys to fit the internal
needs and constraints of the institutions, the survey itself takes on the aspect of a
quality consultation.

Second, I believe that regulation should be linked explicitly with shared aims.
Regulators should define specific goals and then give hospitals or physicians the
opportunity to meet them. We also recommend reducing the competition and
duplication among regulators. Very soon, both the NCQA and the JCAHO will be
interested in accrediting integrated delivery systems. Competition among accredi-
tors and regulators could improve the accreditation process, but it might also lead
to multiple (unnecessary) accreditation surveys.

We also recommend that regulators consider “safe havens” for major innova-
tion. The JCAHO encourages organizations to explore new strategies to improve
quality. Regulation can inhibit this kind of creativity. Re-engineering of delivery
systems is stymied when regulators dictate the details of their structure.

All these suggestions can be subsumed within one primary goal: to build on
existing efforts to integrate continuous quality strategies and quality measurement
into regulation. The achievements of the regulators that are accomplishing this
goal should be emulated and expanded.

Finally, we must engender public knowledge of quality measurement. Whether
they come through voluntary efforts of providers, or are required by the state, any
efforts to develop regionally standardized outcome measures and to provide this
information to the public must be encouraged. Although some would argue that
this is better done under the auspices of voluntary agencies than by state regulators
(Wilensky 1997), there is no empirical basis to believe that state initiatives will fail
(Derman 1997).

Slavish adherence to traditional principles of regulation, which are devoted to
the task of culling “bad apples,” will do little to improve the quality of medical
care. Regulators, particularly the JCAHO and the NCQA, have realized this.
Private and state institutions should be encouraged to continue to identify methods
of regulation that permit organizations to measure their own quality, to gauge it
against the standards of others, and to adopt strategies for change.
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23
Social regulation of healthcare organizations
in the USA: developing a framework
for evaluation
Kieran Walshe and Stephen Shortell

Extracts from Walshe K and Shortell SM (2003) Social regulation of healthcare
organisations in the United States: developing a framework of evaluation. Health
Services Management Research 17: 79–99.

Introduction

Healthcare organizations in the US claim to be among the most regulated
institutions in the world (American Hospitals Association, 2001). They are
certainly subject to greater regulatory oversight than healthcare organizations in
many other countries (Klein, 1987; Scrivens, 1995), an international trend also
observed in many other sectors of the economy (Anderson and Kagan, 2000;
Kagan and Axelrad, 2000). Healthcare organizations once faced relatively light
regulation; however, the rise of managed care and the growing Government role in
funding healthcare have seen a gradual but sustained growth in regulatory scrutiny
over the past three decades (Altman et al., 1999; Brennan and Berwick, 1996;
Levin, 1980). If regulation is ubiquitous in US healthcare, however, it is far from
uncontroversial. Some argue that regulation has been an important force for
improvement in American healthcare, driving change and raising standards over
many years (AHQA, 2000; NCQA, 2000; Schyve and O’Leary, 1998). Other
commentators assert that the regulation of healthcare organizations imposes a
substantial and unwarranted bureaucratic burden upon them, raises costs, acts as
an anticompetitive barrier to entry to the healthcare marketplace, stifles innovation
and improvement, and has other negative effects (AHA, 2001; Brennan and
Berwick, 1996; Goodman, 1980; Leyerle, 1994). Still others characterize health-
care regulation as captured by providers, and consequently ineffectual, and argue
that more aggressive regulatory strategies and greater efforts at enforcement are
needed (Dame and Wolfe, 1996; Latimer, 1997).

This debate has not generally been well-informed through empirical evidence
from research into the methods, costs and impacts of regulation in healthcare.
Despite the substantial and continuing investment by healthcare funders, payors

Kerrypress Ltd – Typeset in XML A Division: part05 F Sequential 45



 

JOBNAME: McGraw−Mahon PAGE: 46 SESS: 35 OUTPUT: Thu May 7 10:28:00 2009 SUM: 5C581E15
/production/mcgraw−hill/booksxml/mahon/part05

and providers in a wide range of regulatory arrangements, little research has been
conducted into how healthcare regulation works in practice (Brennan, 1996).
Without such empirical evidence, it has been difficult to develop a consensus
among policy makers, healthcare organizations, consumer groups and other
stakeholders about when and how regulation should be used.

Of course, the use of regulation in many other settings, both in the US and
abroad, has been extensively studied and there is a substantial literature drawing
on a range of academic disciplines, particularly economics, law, political science,
public policy and sociology (Noll, 1985). There are studies of the regulation of
coal mines (Braithwaite, 1985), occupational safety and health in the workplace
(Gunningham and Johnstone, 1999), industrial environmental pollution (Gun-
ningham et al., 1998), public or private utilities (Foster, 1992), the financial sector
(Chorafas, 2000), government agencies (Hood et al., 1999), social care organiza-
tions (Clough, 1994), schools (Wilcox and Gray, 1996), and a host of other types
of institutions. There is also a growing body of literature on the theory and practice
of regulation, which draws on research from a range of settings to offer some
important general theoretical tools and frameworks and generalized, widely rel-
evant insights into the regulatory process (Ayres and Braithwaite, 1992; Baldwin
and Cave, 1999; Bardach and Kagan, 1982; Breyer, 1982; Ogus, 1994). It seems,
however, that the empirical research, theories and policy experience of regulation
in these other settings have had little influence on the development of regulatory
policy and practice in healthcare (Brennan and Berwick, 1996).

This paper explores the development of the social regulation of healthcare
organizations and its effects on the quality of healthcare in the US, drawing both
on the existing literature and on the findings from an exploratory qualitative study
of regulators and regulated organizations. It first outlines the nature and need for
social and economic regulation, describes the development of social regulation in
US healthcare, presents a framework for analysing regulatory arrangements, which
is used to compare and contrast two major regulators, and examines what is known
about the impact of regulation on performance. The paper also describes a
qualitative study undertaken to explore the impact of regulation and the potential
characteristics of effective regulation and presents its findings in four main areas:
regulatory fragmentation; regulatory methods and processes; the costs of regula-
tion; and the impact of regulation. The paper concludes by drawing on both the
wider literature and the qualitative study to outline a tentative evaluative frame-
work for assessing the effectiveness of regulation and to set out some future
research needs in this area.

Social and economic regulation

Regulation has been concisely defined as ‘sustained and focused control exercised
by a public agency over activities that are valued by a community’ (Selznick,
1985). It is a collective function, in that a central entity — the regulator — is
mandated or empowered to act on behalf of everyone rather than individuals being
expected or even entitled to do so for themselves. In a market for goods or services,
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regulation interposes a third party — the regulator — into the normally bilateral
relationship between sellers and buyers. Although Selznick’s definition of regula-
tion speaks of a public agency, that is not synonymous with government:
non-governmental organizations often play a part in self-regulatory or government-
sponsored independent regulatory arrangements.

Regulation is often presented as a consequence of, or a response to, market
failure: when conditions such as monopoly or monopsony exist; or where there are
major information imbalances between buyers and sellers; or when goods are
consumed by one party and paid for by another; or where problems of scarcity or
the coordination of provision exist (Ogus, 1994). Regulation is also used to serve
social goals, such as the provision of public or collective goods; the implementation
of social values such as equity, diversity, social solidarity and compassion; and the
holding to account of powerful professional or corporate interests (Noll, 1985).

These different causes tend to produce different regulatory responses. Eco-
nomic regulation is usually a response to one or more of the conditions of market
failure outlined above, and often centres on controlling price, demand or supply
(Breyer, 1982). Economic regulation is used widely in US healthcare through, for
example, Medicare and Medicaid reimbursement mechanisms, certificate of need
controls on hospital and nursing home development, and controls on the health
insurance marketplace (Hackey, 1998; Hall, 2000; McClure, 1981). Social regula-
tion may also be a response to some forms of market failure, but it is often an
attempt to address wider social goals such as those discussed above. Social
regulation is directed at changing the behaviour and performance of organizations,
and is also widely used in US healthcare. Examples include the licensing,
certification and oversight of healthcare organizations by state and federal agencies,
and programmes of accreditation or certification by both governmental and
non-governmental agencies (Brennan and Berwick, 1996). Systems for economic
and social regulation often exist alongside each other and interact. This paper is
primarily focused on the use of social regulation, and its impact on the perform-
ance of healthcare organizations, but also draws on the economic regulation
literature, particularly in areas where there are important commonalities or
contrasts.

A framework for regulatory analysis

Amid such regulatory heterogeneity, it is helpful to have a framework or typology
through which different forms of regulatory arrangements can be compared and
contrasted. To this end, seven key properties of any system of regulation are
outlined in a framework in Table 23.1, drawing on previous work by Hood et al.
(1999) and Scrivens (1996), and two contrasting regulatory agencies are described
using this framework by way of illustration.

The framework sets out four dimensions concerned with the regulatory
environment or context, and three concerned with regulatory processes and
systems. The former concern the regulatory organization itself, how it is structured
and to whom it is accountable; the goals or objectives of regulation; the scope of
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regulation, which means what organizations and activities are to be regulated; and
the regulatory model underlying the approach to regulation. The latter dimension
is particularly important. Regulators can be described as either deterrence- or
compliance-oriented (Reiss, 1984). Deterrence regulators see the organizations
they regulate as ‘amoral calculators’, out to get what they can, and only likely to
conform with regulation if they are forced to do so. They tend to have distant,
formal and rather adversarial relationships with the organizations they regulate,
and to make extensive use of formal sanctions and penalties. By contrast,
compliance regulators see the organizations they regulate as fundamentally good
and well-intentioned, and likely to comply with regulation if they can. They have
closer and more friendly relationships with the organizations they regulate, are
often involved in support or educational activities, and only use formal sanctions or
penalties as a last resort. In practice, regulators often use a mixture of deterrence
and compliance strategies. Each has different advantages and disadvantages, and
different circumstances may require different approaches.

The three dimensions concerned with regulatory systems and processes are:
direction, which means how regulators set and communicate their expectations to
those they regulate; detection, which relates to how they measure and monitor
performance; and enforcement, which means the methods they use to persuade,
influence or make regulated organizations change their behaviour.

It can be seen that the two example regulators described in Table 23.1 using
this framework have quite similar regulatory objectives and methods for direction
and detection but very different regulatory models and approaches to enforcement.
In broad terms, the accreditation programme for hospitals of the Joint Commis-
sion on the Accreditation of Healthcare Organizations (JCAHO) is compliance-
oriented, educational, and relies primarily on the professionalism of its surveyors
and of hospital leaders to achieve change. In contrast, the state and federal
regulators of nursing homes are largely deterrence-oriented, use formal and more
adversarial survey methods, and have recourse to some serious sanctions and
penalties. This may be a reflection of differences in the political power, organiza-
tional culture and social context of hospitals and nursing homes, or a consequence
of the different status and powers of governmental and non-governmental regula-
tors, or both. There is a lack of research evidence to inform the inevitable debate
about which of these two approaches is more effective, or for what situations each
is better suited.
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Discussion and policy implications

The form and structure of regulation is highly dependent on its social, economic
and political context, and systems of regulation vary widely from industry to
industry and from country to country (Ayres and Braithwaite, 1992; Kagan and
Axelrad, 2000). For this reason, it is difficult to prescribe any one particular
approach, or to offer any universal templates or models. However, from the
extensive literature on regulation in other settings, and the more limited body of
work on healthcare regulation, including this exploratory study, some common
ground can be established, and some factors which contribute towards effective
healthcare regulation can be tentatively proposed. We set out ten such factors
below, and summarize them in Box 23.1. This list of the characteristics of effective
regulation is a highly provisional one, which may be incomplete and imperfect, and
further empirical work is needed to test its utility, but we regard it as a useful first
step towards the more rigorous evaluation of regulatory arrangements.

Box 23.1 Some principles for effective regulation

Improvement focus + Is performance improvement the explicitly stated,
primary objective of the regulatory process?

+ Are the regulatory arrangements directed at
promoting performance improvement, or are
there ways in which they might hinder or slow
improvement?

Responsiveness + Does the regulator have access to and make
prompt and timely use of a wide range of
different direction, detection and enforcement
mechanisms?

+ Does the regulator adapt or tailor its approach to
individual regulated organizations, making its use
of regulatory mechanisms contingent on the
response or behaviour of the organization?

Proportionality and
targeting

+ Is the level and scope of regulatory intervention
appropriately matched to the size and importance
of the performance problem or issue?

+ Are regulatory resources focused on or directed
towards those organizations or areas where
performance problems are known or suspected to
exist?

Rigour and robustness + Are regulations or standards developed through a
rigorous process that takes full account of
available evidence?

SOCIAL REGULATION OF HEALTHCARE ORGANIZATIONS IN THE USA 219

Kerrypress Ltd – Typeset in XML A Division: part05 F Sequential 51



 

JOBNAME: McGraw−Mahon PAGE: 52 SESS: 35 OUTPUT: Thu May 7 10:28:00 2009 SUM: 5F0D54B8
/production/mcgraw−hill/booksxml/mahon/part05

+ Are regulatory methods, especially those for
measurement, developed and tested rigorously,
and do they achieve adequate validity and
reliability in use?

Flexibility and
consistency

+ Do the regulatory arrangements allow sufficient
flexibility for regulatory staff to use appropriate
discretion in matching regulatory interventions
and actions to individual circumstances or
contexts?

+ Is the consistency of regulatory practice
maintained, through careful monitoring and
comparison of the work of regulatory staff, while
taking into account the need for flexibility?

Cost consciousness + Is the regulator aware of the full costs of
regulation, including costs both to the regulatory
agency and to regulated organizations?

+ Does the regulatory undertake a proper
comparison of the costs and benefits of
regulatory interventions, especially when new
regulatory interventions are being developed?

+ Does the regulator take steps to minimize the
interaction and compliance costs for regulated
organizations when it can do so?

Openness and
transparency

+ Is information about the design regulatory
process freely available, so that all stakeholders
are informed about how systems for regulation
are developed and set up?

+ Is information about the regulatory process itself
freely available, so that all stakeholders are
informed about the work programme of the
regulator, and plans and timescales for its
regulatory interventions?

+ Are the results of regulation, including the
findings and decisions about individual regulated
organizations, freely available to all stakeholders
including the public?

Enforceability + Does the regulator have access to and make
prompt and timely use of a wide range of both
incentives and sanctions with which it can
influence regulated organizations and promote
change?

+ Does the regulator use the minimum enforcement
action needed in order to secure change?
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+ Are improvement and good performance
recognised and rewarded by the regulator?

+ When persistent or serious problems of poor
performance are identified? Are they dealt with
promptly and fully by the regulator? Are top-level
sanctions (such as de-licensing) used if they are
needed?

Accountability and
independence

+ Is there a mechanism for holding the regulator
accountable for its actions, to those with an
interest in the area being regulated (including
patients and the public, healthcare funders and
payors, healthcare providers, and health policy
makers)?

+ Do the governance arrangements for the regulator
maintain a balance between different interest
groups or stakeholders and avoid any one group
being dominant?

+ Does the regulator have sufficient independence
of action from stakeholders or interest groups to
be able to take, actions that may not be
welcomed by some such groups?

Formative evaluation
and review

+ Does the regulator have systems in place to
monitor and formatively evaluate how its systems
of regulation work, and to assess their impact on
performance?

+ Are the results of evaluation reviewed and used to
modify systems of regulation where necessary?

First, it seems that regulation should be primarily directed at performance improve-
ment, and its ability to deliver improvement should be the main metric of any
evaluation. This might entail preventing poor performance, encouraging and
rewarding good performance, and supporting organizations’ improvement efforts,
but improvement should still be the name of the game. The problem is that the
aims of regulation are often unclear, and regulatory means and ends can easily
become confused. From our and other studies, it seems the process of regulation
can easily become a purpose in itself, at least for regulatory agencies. Too often, it
seems that regulatory output is measured in terms of the numbers of standards set,
surveys done, deficiencies found, or sanctions imposed. These may at times be
useful indicators of regulatory performance, but they are not adequate proxies for
real, sustained improvements in the performance of regulated organizations. If the
overall aim of improvement is not pursued directly and diligently, it seems that the
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regulatory process often develops its own momentum, and becomes difficult to
change even if it is clearly not working well, or if it creates barriers to improvement
rather than promoting it.

Second, it appears that regulation should be responsive by design, which means
that the regulator should have access to and make full use of a wide range of
different methods for direction, detection and enforcement (Ayres and Braithwaite,
1992). The aims of effective regulation are not served well by either of the
extremes of deterrence and compliance regulation. Our interviewees spoke elo-
quently of the frustrations of what might be termed regulatory mismatch — a lack
of congruence in aims and ideas between them and the regulators they encoun-
tered, because regulatory agencies applied standards and expectations that did not
fit the individual healthcare organization very well. Regulators should treat
regulated organizations differently, depending on how they behave, and should be
able to fit regulatory methods or interventions to the context. What is sometimes
called ‘one size fits all’ or ‘cookie cutter’ regulation should be avoided, because it
does not adequately reward quality care, nor does it do enough to address
poor-quality care. Highly prescriptive regulatory designs tend to narrow the scope
for this kind of regulatory differentiation, and may therefore make for less effective
regulation.

Third, it can be argued that the extent and nature of regulation should be
proportionate to the perceived quality problems or need for improvement, in the
sense that major problems evoke a major regulatory response, but minor issues
receive less regulatory attention. The lack of attention to regulatory costs high-
lighted by our interviews and discussed again below means there is at best an
imperfect consideration of whether the costs of a regulatory intervention are
merited by its likely benefits. Over-regulation is likely to result in a defensive or
adversarial response from regulated organizations, as well as wasting resources;
whereas under-regulation is unlikely to provide a sufficient stimulus to bring about
necessary improvements. Regulatory attention should also be targeted or focused
on those organizations or areas where performance problems are known or
suspected to exist, so that the return on investment in regulation (in terms of the
scope for improvement identified or realized) is maximized. Regulators have very
limited resources in comparison with the organizations they regulate, so every
decision to invest regulatory attention in a particular area has important opportu-
nity costs.

Fourth, regulatory methods should be demonstrably rigorous and robust in
scientific terms — something that many of our interviewees questioned for current
regulatory standards and processes. For example, standards should be developed
using a formal process of some kind, should take full account of available evidence,
and it should be possible to look behind the standards to see the underlying or
supporting evidence. When regulators set out to measure things, the tools they use
should also be developed and tested properly and should conform to established
standards for validity, reliability and general utility. Detection mechanisms such as
surveys should also be demonstrably rigorous and robust. This requirement might
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seem axiomatic, but it is evident that the scientific rigour of some current systems
of regulation has, at best, not been demonstrated.

Fifth, systems for regulation need to strike a difficult balance between flexibility
and consistency. Our study suggests that regulators tend to prioritize consistency, at
some cost to their flexibility. For effective regulation, regulatory staff need to have
sufficient scope and flexibility to use their discretion and professional judgement in
their interactions with regulated organizations, but fairness and equity demand
that regulations are applied consistently. Reconciling these two conflicting impera-
tives may be difficult, but it seems that an overemphasis on consistency is actually
the greater threat to effective regulation. In practice, scope for discretion is
compatible with consistent treatment, if regulatory staff are well trained and some
oversight of their use of discretion is maintained.

Sixth, the regulator should be aware of, and responsive to, the full costs of
regulation, and use established techniques for assessing costs and benefits in
designing systems of regulation. Our interviews suggested that costs are all too
frequently discounted or ignored, especially when they fall on other organizations
or are hidden because they never appear in any organization’s financial accounts
labelled as a cost of regulation. There are some well-established technical methods
for analysing the cost-effectiveness of regulation (Froud et al., 1998) but this is
more a cultural than a technical requirement. There is no point in requiring
regulators to measure cost-effectiveness if they treat the task as a hurdle to be
overcome and approach regulatory impact assessment determined to show that
whatever they do is cost-effective. Rather, the regulator should demonstrate an
awareness of and sensitivity to the costs that fall on regulated organizations, and be
genuinely committed to minimizing those costs while still pursuing their regulatory
mission.

Seventh, the regulatory arrangements should be open and transparent so that all
stakeholders are able to understand how they work and will know what to expect.
Our interview study suggested that privately conducted regulatory processes
provoke widespread suspicion about what is going on behind closed doors. The
development and implementation of regulation should be undertaken under public
scrutiny, and the findings from regulation should also be openly accessible.
However, there may be areas of the regulatory process, for example the negotia-
tions between the regulator and a regulated organization over what they must do to
achieve regulatory compliance, in which public scrutiny can be counterproductive.
Within the general imperative to be open and transparent, there has to be some
space for privacy and discretion.

Eighth, the regulator should have a wide range of enforcement strategies or
mechanisms available to allow it to make change happen when it is needed. Our
interviews suggest there is often a gap between the regulator’s theoretical powers of
enforcement, which sound considerable, and their actual application. Enforcement
action is time-consuming and expensive, and some sanctions (such as de-licensing
or the removal of accreditation) are impracticable and so are hardly ever used. We
suggest the regulatory enforcement mechanisms should include some incentives as
well as sanctions and should be used promptly when they are needed, although the
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regulator should aim to use the minimum enforcement action necessary to secure
change. There is a need for a more creative and improvement-oriented approach to
enforcement which is less concerned with penalties and more focused on creating
and sustaining change.

Ninth, the regulator needs to be both accountable and independent. A balance
needs to be found between ensuring sufficient accountability to the stakeholders in
the regulated area, including consumers, providers, funders and the public, and
providing the regulator with sufficient space to take actions which may sometimes
be unpopular with some groups. The literature tends to focus exclusively on the
problems of regulatory capture by providers, but our study suggests that regulators
dominated by any one stakeholder group — industry, government, funders,
patients or providers — can be damaged by these affiliations, whether real or
perceived. Regulators often act as an ‘honest broker’ in reconciling conflicting
stakeholder interests, but to do so they need to be (and be seen to be) relatively
independent of any one interest group.

Finally, the regulator should be committed to evaluation and review so that the
impact of regulation is monitored and evaluated and the results of such reviews are
then used to improve the systems of regulation. This might be taken to be
self-evident, given the relatively limited literature on the impact of regulation
(reviewed earlier), and the mixed messages about the benefits and disadvantages of
regulation arising from our study.

If the existing systems of healthcare regulation in the US are measured against
the principles for effective regulation set out in Box 23.1, most do not score highly.
All too often, US healthcare regulation seems to be adversarial, inflexible, slow,
cumbersome and expensive. Performance improvement, though nominally the
objective, often appears not to result. Regulatory standards and measures are not
usually developed and deployed with the level of scientific rigour and robustness
that might be expected. A ‘cookie cutter’ approach to regulation predominates, in
which all organizations are treated the same regardless of their history, perform-
ance or response to regulatory intervention. Enforcement mechanisms seem to
punish everyone more or less equally, to lack any positive incentives, and yet to be
inadequate when dealing with the small number of poorly performing, recalcitrant
organizations that need strict enforcement. The costs of regulation are frequently
ignored, and regulatory arrangements are rarely properly evaluated. While the
wider regulatory literature suggests that these problems are not unique to US
healthcare, it seems that much could be learned by examining approaches to
regulation in other sectors and countries and incorporating some of the principles
set out in Box 23.1 (Gunningham et al., 1998; Hood et al., 1999).

Conclusion

It was noted at the outset of this paper that regulation is a controversial subject, in
which different groups (e.g. healthcare providers, consumer groups, regulators,
etc.) have divergent views about what regulatory arrangements should be put in
place, and that as a consequence regulatory reform is fraught with difficulties.
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However, we can suggest a number of sample actions that regulatory agencies and
their stakeholders could consider. For example, cooperation among regulatory
agencies to coordinate their work and reduce duplication could be improved,
especially if it was required by Government or built into their legislative mandate.
Regulatory governance could be improved by reforming their board memberships
and bringing in all stakeholder groups. To make performance improvement more
central to regulation and to encourage partnership, some part of a regulatory
agency’s income could be linked to improvements in the performance of the
organizations it regulates. Better use could be made of regulatory impact analyses,
both to test the value of new regulations before they are implemented and to
undertake reviews of existing regulations. Limits on the total volume of regulations
could be used to make regulators and regulated organizations prioritize, and
remove old or outdated regulations.

This study confirms that there is a need for more research into healthcare
regulation, aimed at measuring its costs and impact more scientifically, and
developing a better understanding of regulatory methods and approaches and how
they work. But research alone will not change the way healthcare is regulated in the
US. The regulatory community — regulators, regulated organizations, patient or
consumer groups, and other stakeholders — needs to escape the current rather
polarized and politicized debate and move towards a more considered and
empirically founded approach to regulation, in which systems of regulation are
carefully developed, then piloted, and formatively evaluated during their imple-
mentation, and a greater consensus about their value and their contribution to
performance improvement is developed.
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24
What is measured is what matters: targets
and gaming in the English public health
care system
Gwyn Bevan and Christopher Hood

Extracts from Bevan G and Hood C (2006) What is measured is what matters:
targets and gaming in the English public healthcare system, Public Administration
84(3): 517–38.

Managing public services by targets: and terror?

In the mid-eighteenth century, Voltaire (in Candide) famously satirized the British
style of naval administration with his quip ‘ici on tue de temps en temps un amiral
pour encourager les autres’. In the early twentieth century, the USSR’s communist
czars combined that hanging-the-admirals approach with a system of production
targets for all state enterprises. The basic system survived for some 60 years, albeit
with various detailed changes over time, before the Soviet system finally collapsed
in 1991 (Ericson 1991) – a decline that has been attributed by some to not hanging
enough admirals to counter gaming produced by the target system.

In the 2000s, Tony Blair’s New Labour government in Britain adopted a
watered down version of that system for performance management of public
services, especially those in England. Having tagged a new set of government-wide
performance targets onto the spending control system in 1998, in 2001 it added a
key central monitoring unit working directly to the Prime Minister. From 2001, in
England, the Department of Health introduced an annual system of publishing
‘star ratings’ for public health care organizations. This gave each unit a single
summary score from about 50 kinds of targets: a small set of ‘key targets’ and a
wider set of indicators in a ‘balanced scorecard’ (Secretary of State for Health
2001a, 2002a; Commission for Health Improvement 2003a, b; Healthcare Com-
mission 2004). While the Blair government did not hang the admirals in a literal
sense, English health care managers (whose life was perceived to be ‘nasty, brutish
and short’ even before the advent of targets: Cole 2001) were exposed to increased
risk of being sacked as a result of poor performance on measured indices (Shifrin
2001) and, through publication of star ratings, also to ‘naming and shaming’
(Anonymous 2001) (something that had been applied to schools and local
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government in the previous decade). Although there have been developments in
performance assessment of public health care organizations in other UK countries
following devolution, the policy context differed from England (Greer 2004): there
was no emphasis on a few key targets, nor publication for ‘naming and shaming’;
nor was performance assessment linked with direct sanctions or rewards (Scottish
Executive Health Department 2003; Farrar et al. 2004; Auditor General for Wales
2005). Hence these countries offer a natural experiment in assessing the impacts of
the system of star ratings.

This paper seeks to explore some of the assumptions underlying the system of
governance by targets. To the extent that target systems of this type invite gaming
by managers and other actors, are there ways of making targets and performance
measures less vulnerable to gaming without scrapping them altogether?

The theory of governance by targets and performance indicators

Governance by targets and measured performance indicators is a form of indirect
control necessary for the governance of any complex system (Beer 1966). The
form of control that target systems represent is a version of homeostatic control in
which: (1) desired results are specified in advance in measurable form; (2) some
system of monitoring measures performance against that specification; and (3)
feedback mechanisms are linked to measured performance. Ironically perhaps, just
as the targets system was collapsing in the USSR, the same basic approach came to
be much advocated for public services in the West by those who believed in
‘results-driven government’ from the 1980s (see Pollitt 1986; Carter et al. 1995;
Bird et al. 2005). It resonated with the ideas put forward by economists about the
power of well-chosen numéraires linked with well-crafted incentive systems. It often
appealed to public managers themselves as well because it could be portrayed as an
alternative to the ‘double-bind’ approach to governing public services, one in
which agents must strive to achieve conflicting and often not-fully-stated objec-
tives, such that they fail whatever they do (Dunsire 1978). It also gave managers of
complex, pluralistic, professional-heavy public organizations an explicit rôle and
raison d’être.

Targets are sometimes kept secret. The type of regime considered here,
however, is one in which targets and measures are published. Performance against
those measures is also published (a principle going back at least to Jeremy
Bentham’s plans for prison management in the 1790s). The rewards and sanctions
include: reputational effects (shame or glory accruing to managers on the basis of
their reported performance); the award of bonuses and renewed tenure for
managers that depend on performance against target; ‘best to best’ budgetary
allocations that reflect measured performance; and the granting of ‘earned au-
tonomy’ (ascertained from detailed inspection and oversight) to high performers.
The last, a principle associated with Ayres and Braithwaite’s (1992) idea of
‘responsive regulation’, was enshrined as a central plank in the New Labour vision
of public management in its 1999 Modernizing Government White Paper (Cabinet
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Office 1999), as well as in a major review of public and private regulation at the
end of its second term (Hampton 2004).

Such rewards and sanctions are easy to state baldly, but are often deeply
problematic in practice. Summary dismissal of public managers can be difficult (as
was the case even in the USSR in its later years). The ‘best to best’ principle of
budgetary allocation will always have to confront rival principles, such as equal
shares or even ‘best to worst’ (implying give the most to the weakest or most
disadvantaged units) (Auditor General for Wales 2005). In addition, the earned
autonomy principle of proportionate response implies a high degree of discretion
accorded to regulators or central agencies that rubs up against rule-of-law ideas of
rule-governed administration.

There are also major problems of credibility and commitment in any such
system, given the incentives to ‘cheat’ both by target-setters and target managers
(see Nove 1958; Miller 1992; Kornai 1994; Smith 1995; Heinrich 2002; Hood
2002; Propper and Wilson 2003; Bird et al. 2005). One possible way of limiting
cheating and establishing commitment is by establishment of independent third
parties as regulators or evaluators (Majone 1996; Power 1999). In the English
variant of governance by targets and performance indicators in the 2000s – in
contrast to the Soviet model – semi-independent bodies of various types, often
sector-specific, figured large in the institutional architecture alongside central
agencies and government departments. But the commitment and credibility such
bodies could add was precarious, given that most of them had only limited
independence.

We now consider two linked assumptions that underlie the theory of govern-
ance by targets. One is that measurement problems are unimportant, that the part
on which performance is measured can adequately represent performance on the
whole, and that distribution of performance does not matter. The other is that this
method of governance is not vulnerable to gaming by agents.

Assumptions about measurement: synecdoche

As indicated in Figure 24.1, governance by targets implies the ability to set targets
relating to some domain (small or large) of total performance which is to be given
priority. That domain is here denoted as α, with performance outside that domain
(β) assigned lesser importance. So the task is to develop targets measured by
indicators, here denoted as M[α], to assess performance on α. The problem, as
stated by Carter et al. (1995, p. 49), is that most indicators are ‘tin openers rather
than dials: by opening up a can of worms they do not give answers but prompt
investigation and inquiry, and by themselves provide an incomplete and inaccurate
picture’. Hence, typically, there will be a small set of indicators that are ‘dials’ –
good measures (M[αg]) for a subset of α, here denoted as αg; a larger set of ‘tin
openers’ – imperfect measures (M[αi) for another subset of α for which there are
data available, here denoted as αi, liable to generate false positives and/or false
negatives; and another subset of α, here denoted as αn, for which there are no
usable data available. Accordingly, governance by targets rests on the assumptions
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(i) that any omission of β and αn does not matter; and
(ii) either that M[αg] can be relied on as a basis for the performance regime, or that

(M[αg] + M[αi]) will be an adequate basis for that regime.

What underlies these assumptions is the idea of synecdoche (taking a part to stand
for a whole). Such assumptions would not be trivial even in a world where no
gaming took place, but they become more problematic when gaming enters the
picture.

Assumptions about gaming

Governance by targets rests on the assumption that targets change the behaviour of
individuals and organizations, but that ‘gaming’ can be kept to some acceptably
low level. ‘Gaming’ is here defined as reactive subversion such as ‘hitting the target
and missing the point’ or reducing performance where targets do not apply (β and
αn). For instance, analysis of the failure of the UK government’s reliance on
money supply targets in the 1980s to control inflation led the economist Charles
Goodhart to state his eponymous law: ‘Any observed statistical regularity will tend
to collapse once pressure is placed on it for control purposes’ because actors will
change their conduct when they know that the data they produce will be used to
control them (Goodhart 1984, p. 94). And the 60-year history of Soviet targets
shows that major gaming problems were endemic in that system.

Three well-documented gaming problems of the Soviet system were ratchet
effects, threshold effects and output distortions. Ratchet effects refer to the
tendency for central controllers to base next year’s targets on last year’s perform-
ance, meaning that managers who expect still to be in place in the next target
period have a perverse incentive not to exceed targets even if they could easily do
so (Litwack 1993): ‘a wise director fulfils the plan 105 per cent, but never

Residual domain β Subset αn of domain α:
no measures

Subset αl of domain α:
imperfect measures M[αi]

Subset αg of domain α:
good measures M[αg]

Figure 24.1 Targeting priorities
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125 per cent’ (Nove 1958, p. 4). Such effects may also be linked to gaming around
target-setting, to produce relatively undemanding targets, as James (2004, p. 410)
claims to have applied to a number of Labour’s public spending targets in the UK
after 1998. Threshold effects refer to the effects of targets on the distribution of
performance among a range of, and within, production units (Bird et al. 2005),
putting pressure on those performing below the target level to do better, but also
providing a perverse incentive for those doing better than the target to allow their
performance to deteriorate to the standard (see Figure 24.2), and more generally
to crowd performance towards the target. Such effects can unintentionally penalize
agents with exceptionally good performance but with a few failures, while
rewarding those with mediocre performance crowded near the target range.
Attempts to limit the threshold effect by basing future targets on past performance
will tend to accentuate ratchet effects and attempts to limit ratchet effects by
system-wide targets will tend to accentuate threshold effects. Attempts to achieve
targets at the cost of significant but unmeasured aspects of performance (β and αn)
result in output distortions. Various such distortions were well documented for the
Soviet regime (Nove 1958, pp. 4–9), including neglect of quality, widely claimed to
be an endemic problem from Stalin to Gorbachev (Berliner 1988, pp. 283–4).

The extent of gaming can be expected to depend on a mixture of motive and
opportunity. Variations in the motives of producers or service providers can be
described in various ways, of which a well-known current one is LeGrand’s (2003)
dichotomy of ‘knights’ and ‘knaves’. Stretching that dichotomy slightly, we can
distinguish the following four types of motivation among producers or service
providers:

1. ‘Saints’ who may not share all of the goals of central controllers, but whose
public service ethos is so high that they voluntarily disclose shortcomings to

Figure 24.2 Crowding towards the target
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central authorities. A striking example of such behaviour in the English public
health care system was exhibited in 2000 by St George’s Healthcare NHS
Trust, which twice drew attention to its own failures after two series of bad
runs in its heart and lung transplantation programme and suspended its
transplant work itself before its status as a designated centre was withdrawn by
government (Commission for Health Improvement 2001, pp. 8–10).

2. ‘Honest triers’ who broadly share the goals of central controllers, do not
voluntarily draw attention to their failures, but do not attempt to spin or fiddle
data in their favour. Within the English public health care system, a notable
example of ‘honest trier’ behaviour was exhibited in the 1990s by the Bristol
Royal Infirmary, which did not attempt to conceal evidence of very high
mortality in its paediatric cardiac surgery unit. The problem turned into a
major scandal, but the official inquiry report into the issue began by saying
that ‘The story of paediatric cardiac surgical service in Bristol is not an
account of bad people. Nor is it an account of people who did not care, nor of
people who wilfully harmed patients’ (Secretary of State for Health 2001b, p.
1).

3. ‘Reactive gamers’ who broadly share the goals of central controllers, but aim
to game the target system if they have reasons and opportunities to do so. Such
behaviour was highlighted by a question from a voter that apparently non-
plussed Prime Minister Tony Blair during the 2005 British general election
campaign—that a target for general practitioners in England to see their
patients within 48 hours meant that in many cases primary care trusts would
not book any appointments more than 48 hours in advance (Timmins 2005).

4. ‘Rational maniacs’ who do not share the goals of central controllers and aim to
manipulate data to conceal their operations. In the English public health care
system, a notorious example of a ‘rational maniac’ is that of the late Dr Harold
Shipman who, as a general practitioner, killed at least 215 of his patients
between 1975 and 1998 (Secretary of State for Health 2002b, Summary,
paras 17–22). Shipman was a ‘rational maniac’ in that he appeared to be able
to stop killing when he had good reason to think he was under suspicion
(Secretary of State for Health 2002b, Chapter 13, paras 13.68–13.74).
Although Shipman was (we hope) exceptional, Kinnel (2000) claims ‘medicine
has arguably thrown up more serial killers than all the other professions put
together, with nursing a close second’.

Gaming as defined above will not come from service providers in categories (1)
and (2) above (though there may be problems about measurement capacity as
discussed in the previous sub-section at least for (2)), but will come from those in
categories (3) and (4). Accordingly, governance by targets rests on the assumption
that

(i) a substantial part of the service provider population comprises types (1) and
(2) above, with types (3) and (4) forming a minority;

and
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(ii) that the introduction of targets will not produce a significant shift in that
population from types (1) and (2) to types (3) and (4)

or

(iii) that M[αg] (as discussed in the previous sub-section) comprises a sufficiently
large proportion of α that the absence of conditions (i) and (ii) above will not
produce significant gaming effects.

These assumptions are demanding. LeGrand (2003, p. 103) argues that govern-
ance by targets can turn ‘knights’ into ‘knaves’ by rewarding those who produce
the right numbers for target achievement, even if it means avoidance or evasion
and neglect of β and αn. Berliner (1988, pp. 289–90) observes that ‘there have
been heroic periods in the USSR when large numbers of people were selfless
enough to provide the correct information required by planners to set taut but
realistic targets [that is, functioned as actors of types (1) and (2) above]’, but
argues that such periods were exceptional. Holmstrom and Milgrom (1991) in a
classic model of how agents respond to incentives based on targets such as student
performance in exams that omit key dimensions of performance (that is, where β
and αn are significant elements of performance), show that neither using a limited
set of good signals (M[αg]) nor a larger set of poor signals (M[αi]) will produce
results free from significant distortion by gaming. O’Neill (2002, pp. 43–59) argues
similarly, albeit in different language, about performance assessment of profession-
als. So even if a target system begins with assumption (i) above being satisfied, a
‘Gresham’s law’ of reactive gaming may mean that it fails to satisfy assumption (ii).
(Gresham’s law originally described the inevitability of bad money driving out
good, but applied to governance by targets, it means that actors of types (1) and
(2) above learn the costs of not gaming the system and shift towards type (3).)

If central controllers do not know how the population of producer units or
service providers is distributed among types (1) to (4) above, they cannot
distinguish between the following four outcomes if reported performance indicates
targets have been met:

1. All is well; performance is exactly what central controllers would wish in all
performance domains (αg, αi, αn, β).

2. The organization is performing as central controllers would wish in domains
αg and/or αi, but this outcome has been at the expense of unacceptably poor
performance in the domains where performance is not measured (αn, β).

3. Although performance as measured appears to be fine (M[αg], M[αi]) actions
are quite at variance with the substantive goals behind those targets (that is,
‘hitting the target and missing the point’).

4. There has been a failure to meet measured-performance targets (M[αg],
M[αi]), but this outcome has been concealed by strategic manipulation of data
(exploiting definitional ambiguity in reporting of data or outright data fabrica-
tion).
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Discussion

We have argued that the implicit theory of governance by targets requires two sets
of heroic assumptions to be satisfied: of robust synecdoche, and game-proof
design. And we have shown that there is enough evidence from the relatively short
period of its functioning to date to suggest that these assumptions are not justified.
The transparency of the system in real time seems to have exacerbated what we
earlier described as Gresham’s law of reactive gaming.

We see the system of star rating as a process of ‘learning by doing’ in which
government chose to ignore the problems we have identified. A consequence was
that although there were indeed dramatic improvements in reported performance,
we do not know the extent to which these were genuine or offset by gaming that
resulted in reductions in performance that was not captured by targets. Evidence of
gaming naturally led many critics of New Labour’s targets-and-terror regime to
advocate the wholesale abandonment of that system. But the practical alternatives
to such a regime (such as specific grants to providers to incentivize particular
activities, true ‘command and control’ from the centre in terms of orders of the
day, or governance by a double-bind approach that swings between unacknowl-
edged contradictions) are well-tried and far from problem-free. Nor is health care
truly governed by anything approximating a free market in any developed state:
regulation and public funding (even in the form of tax expenditures) take centre
stage in every case.

We conclude by considering how the theory and practice of governance by
targets could be redesigned so that it is less vulnerable to gaming. Although gaming
proved to be endemic in the much longer-lived Soviet targets regime, the prospects
for a more game-proof design may be better in a mixed-economy system for
delivering public services. Accordingly, we make suggestions for making systems of
governance by targets more proof against synecdoche and gaming difficulties, by
modified ways of specifying targets, measuring performance and monitoring
behaviour.

Complete specification of targets and how performance will be measured
almost invites reactive gaming by managers of service-providing units. Hence an
obvious remedy is to introduce more uncertainty into these specifications (Bevan
and Hood 2004) by making them transparent in process and in retrospect but not
in real time. Such a design would follow Heald’s (2003, p. 730) distinction
between ‘event’ transparency and ‘process’ transparency, with ‘assurance that
established procedures have been followed and that relevant documentation is then
placed in the public domain’ (Heald 2003, p. 71). When targets take the form of
general standards (as was proposed for assessment by the Healthcare Commission
(2005b) at the time of writing), advance warning of when assessments will be
made will be of only limited value to potential gamers. But when targets for
performance assessment are defined at a high level of specificity, there needs to be
some uncertainty about the monitoring process. In the case of speed cameras, for
example, drivers may know the cameras’ locations from website or other sources,
but do not know whether any particular camera is operating or what precise speed
trips the camera into action. It is possible for a lottery to be fully transparent in a
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real-time process sense if the programming principles behind it can be fully
revealed to the players, even if that does not enable them to know the actual
numbers it will reveal. Introducing randomness into monitoring and evaluation in
order to limit gaming violates only a very extended version of the transparency
principle and one that is arguably not appropriate for performance monitoring.

Another way of limiting gaming would be to fill the ‘audit hole’ referred to
earlier. Although British public services in general, and the English health care
system in particular, groan under regulation and audit from various inspectors and
auditors, audit of the data on which performance assessments are based is both
fragmentary and episodic. As the existence of gaming becomes more generally
recognized, failure to fill this hole invites the cynical view of the target regime as a
‘Nelson’s eye’ game, in which central government colludes with those who game
targets, by seeking improvements in reported performance only, and not providing
the organizational clout to ask awkward questions about the robustness of those
reported improvements. What is required is a new approach to performance data
provision and auditing, similar to that of the ‘Office of Performance Data’
advocated by Robert Behn (2001).

A second means of monitoring would be by supplementing the arcane and
impersonal process of reporting from one bureaucracy to another in a closed
professional world by a greater face-to-face element in the overall control system.
After all, in democratic theory the ideal of transparency is often seen as face-to-
face communication between governors and governed, and even in the Soviet
system it has been shown that public criticism of gaming by managers through the
media was a salient feature of the overall system that served to limit managerial
gaming. Indeed, it could be argued that face-to-face scrutiny of that kind is likely
to be far less vulnerable to the gaming strategies that can undermine the target
systems described here.

Of course, face-to-face interactions between health care providers and the
public are far from problem-free (something graphically brought out by the
Shipman case referred to earlier), and it is problems of that kind that has led to the
targeting systems monitored by professionals. However, finding a way that an
individual like Shipman will stand out from the vast majority (it must be hoped) of
medical practitioners who are not serial killers requires, even in retrospect,
elaborate statistical analysis. The final report of the Shipman Inquiry (Secretary of
State for Health 2004) recommended using a method of statistical monitoring of
deaths in general practices which, using historical data, would have identified
Shipman in 1988 (Aylin 2003). If such monitoring, using transparent thresholds,
had been applied to Shipman when he was in practice, however, then it is likely
that he would have managed his murder count and other deaths so that he would
have avoided generating a statistical signal. Goodhart’s law means that we may be
able to use statistical analysis on historical data to generate a reliable signal when
the people who generated the data knew that it would not be used for that purpose.
But once the individuals concerned know the data they produce will be used for
that purpose, their behaviour is likely to alter. Accordingly, if a transparent
monitoring system were introduced in response to Shipman, this would probably
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fail to detect another rational maniac of the Shipman type, but put many other
innocent GPs under suspicion of murder (Secretary of State for Health 2003).

Indeed, such a conclusion suggests that even and perhaps especially for the
professional monitors, some face-to-face scrutiny mixed with random visitations
may serve to limit the problems of synecdoche and gaming, particularly for
organizations as complex as acute hospitals, given both ambiguity in definitions
and noisy data. Since the 1990s in the US, the Joint Commission on the
Accreditation of Health Care Organizations has been seeking to move towards a
continuous process of monitoring hospital performance through performance
indicators, but the foundation of its accreditation programme continues to be
three-yearly inspection (Walshe 2003, p. 63). Evidence of target gaming by the
Commission for Health Improvement (2003c and 2004) came also from physical
inspections of systems to assure and improve quality of care. Ayres and Braithwaite
(1992) observe that it is rare for inspections of nursing homes in the US and
Australia to take place without a member of staff giving the inspection team a
tip-off of some value. It may be that a visit would have thrown up quality problems
such as those in the Bristol heart surgery unit discussed on page 235, lines 8–16,
above (where staff were distressed by what was happening), in a way that statistical
surveillance on its own could not have done.

However, at the time of writing, if anything, the performance management
system has been moving in the direction of widening rather than narrowing the
audit hole (Healthcare Commission 2005b). Even though star ratings are due to be
abolished, new systems of assessment and inspection emphasize delivery against
targets; self-assessment; and surveillance, using readily available data rather than
site visits (Healthcare Commission 2005b). These changes, together with the
transfer of responsibility for auditing the quality of data in the English NHS from
the Audit Commission to the Healthcare Commission (which lacks any physical
presence in NHS provider units) suggests less rather than more scope to discover
reactive gaming.

None of the measures we propose could be expected to remove gaming
completely. But both Soviet history and a broader institutional analysis suggests
that they could plausibly be expected to reduce it. And if, as this analysis has
shown, there are significant gaming problems in public health care that cannot be
prevented by measurement systems that produce a fully robust M[αg], then
corrective action is needed to reduce the risk of the target regime being so
undermined by gaming that it degenerates, as happened in the Soviet Union.
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PART 6
Quality and safety
Introduction by Kieran Walshe

In 1999, a report titled To Err is Human was published by the Institute of
Medicine, part of the prestigious National Institutes of Health in the USA (Institute
of Medicine, 2000). Publications like these are typically well reported in the
professional press (the New England Journal of Medicine, the British Medical
Journal, etc.) and, if they are lucky, also get a mention in the broadsheet
newspapers like The New York Times, The Washington Post, The Times or The
Guardian. This was different – the report led the TV news on all channels, and
was covered in depth for days across the media, with features in most major
newspapers. The reason was straightforward. For the first time, the Institute of
Medicine had highlighted the frequency and human cost of medical errors –
patients suffering illness or harm because of a failure of the health care system,
rather than because of their underlying condition or disease. They estimated that
1 in 20 inpatients suffered an adverse event, and that preventable adverse
events were the eighth leading cause of death in the USA, causing more deaths
than car accidents, AIDS or breast cancer. Each year between 44,000 and
98,000 US citizens were killed by medical errors. The financial cost was between
US$17 billion and US$29 billion a year, half of which was tied up in additional
health care costs associated with fixing the health problems resulting from
medical errors.

Around the same time, the quality of health care was also making headlines
in the UK, because of a scandalous failure in care at a paediatric heart surgery
unit in Bristol, which led to the deaths of around 35 babies, and which dragged on
for over five years during which the hospital authorities, Royal College of
Surgeons, Department of Health and others all knew about the problem but failed
to act to resolve it. Three senior and respected doctors were disciplined by the
General Medical Council, and two were struck off the medical register. A
subsequent public inquiry led by Sir Ian Kennedy was highly critical of the hospital,
the Department of Health and the NHS, and its recommendations led to a sea
change in clinical attitudes and to substantial legislative reforms (Kennedy, 2001;
Smith, 1998).

While some individual health professionals have been interested in the quality
of health care for at least 150 years, it has taken a long time in the UK for the
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health professions collectively to take the problems of poor quality seriously. At
times, the professions and health care providers have seemed complacent and
self-serving, more inclined to protect their fellow clinicians and their public
standing than to reveal or tackle problems of quality and performance. But wider
society has begun to realize just how dangerous hospitals and other health care
providers can be, and how much can be done to improve the quality and safety of
health care by applying approaches and techniques for improvement developed in
other industries and sectors. Over the last two decades, the quality and safety
agenda has ceased to be the preserve of a small number of pioneers and lone
voices in the clinical community, and has increasingly become part of the
mainstream of health care provision. Most European countries now have estab-
lished infrastructures for assuring the quality of health care, with legal require-
ments for health care organizations to participate in quality assurance, national
centres of expertise, and quality management or improvement departments and
staff in many or most health care organizations. Increasingly, information about
performance is published, and patients have rising expectations of their health
care experience and the outcomes of treatment.

At the same time, thinking about the concept of quality, the methods for
quality measurement, and the approach to quality improvement has been
changing. Once, quality was largely professionally defined, in technical or func-
tional terms, which took little account of the patient’s experience or views.
Improvement was seen as a matter for the individual clinician or clinical team, to
be achieved through education and increased technical or medical expertise. This
individualistic and informal approach, typified by the arrangements for ‘mortality
and morbidity’ meetings and medical audit groups, increasingly came to be seen
as inadequate both in process and results. Approaches to quality measurement
and improvement that had been developed in industry were introduced, which
brought both greater rigour to the business of measurement and saw the process
of clinical care as just that – an organizational process, to be mapped, planned
and evaluated, before changes were introduced to deal with delays, bottlenecks,
unnecessary work or waste, rework, and so on.

This part starts with a contribution from Avedis Donabedian (1988), a US
public health physician who pioneered research in the field of health care quality,
and whose classic textbook on the subject is still in print and relevant to today’s
health care organizations (Donabedian, 1980). His paper sets out the conceptual
territory of quality assessment, and unpacks the portmanteau term ‘quality’ into
some of its separate components – like the technical and the interpersonal
dimensions of care. He sets out a typology of structure, process and outcome
measurement that is still widely used, and his account of the challenges of
measurement using routine sources of data like the medical record is still highly
relevant.

Then follow two contributions from Donald Berwick, a paediatrian and founder
of the Institute for Healthcare Improvement, who has done more than almost
anyone else to bring quality improvement into the mainstream of US health care
and to bring industrial methodologies for improvement into widespread use in
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health care organizations. His 1989 paper from The New England Journal of
Medicine was, at the time, a huge challenge to the way that the US health care
system had been measuring and managing quality for decades, and a call for a
complete change of philosophy, towards a system based on the ideas of
continuous improvement, which the paper illustrates simply and profoundly. His
second paper, from the British Medical Journal in 1996, is a concise, elegant and
highly readable summary of the principles of continuous improvement. His great
skill as a communicator is put to work in showing the congruence between
traditional biomedical research and the clinical–scientific paradigm and the
methods of industrial quality improvement, particularly the ‘Plan Do Study Act’
cycle, and the focus on measuring and reducing variation.

This introduction began by mentioning the seminal role of the Institute of
Medicine report To Err is Human in highlighting the huge human costs of medical
errors. The report drew heavily on the work of Lucian Leape, who was one of the
leaders of the Harvard Medical Practice Study on which those estimates of harm
were based, and which was the first comprehensive epidemiological study of
adverse events in acute care. Leape’s paper from The Journal of the American
Medical Association in 1994 predates the IoM report by six years, and its clear
and insightful analysis of the causes of medical errors and strategies for their
prevention remains one of the best such accounts. He uses examples from the
aviation industry to illustrate the challenges for the health care sector, and sets
out five practical steps for error prevention.

Finally, the focus shifts to the evaluation of quality improvement programmes
– an important concern because of their widespread adoption in health care
organizations and systems in many countries. Has the growth of interest and
investment in quality and safety brought about worthwhile improvements in
patient care? The literature suggests that the implementation of quality improve-
ment systems and programmes is complex and the effectiveness of those
programmes is highly variable, which suggests that they need to be used carefully
and intelligently. Indeed, the wider quality improvement literature suggests that
programme ‘failure’ is a common and significant problem. In the last paper in this
part, John Øvretveit and Dave Gustafson tackle these questions in a paper from
Quality and Safety in Health Care in 2002, and outline a range of research
designs that can be used to test and learn from quality programmes. They set out
proposals for future research, and propose an eight-step process for studying a
quality improvement programme aimed at producing useful and transferable
knowledge about implementation.

Summary

+ Poor quality health care costs billions of dollars, and is a leading cause
of death. Hospitals are very unsafe places, with complex and vulnerable
delivery systems in which mistakes or errors are easily made.

+ In the last two decades, growing realization of the costs and effects of
poor-quality health care have led governments in many countries to
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legislate to require health care organizations to have quality assurance
systems in place, and to make it easier for patients and the public to
access information on the quality of care.

+ Traditionally, systems for assuring or improving quality in health care
relied heavily on voluntary participation, professional peer review and
educational programmes. But increasingly, modern approaches to qual-
ity improvement used widely in other industries have been adopted in
health care.

+ Quality improvement and assurance programmes can deliver major
improvements in the quality of care, but not all of them do, so there is a
real need to evaluate their implementation and use the results to
improve their design.
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25
The quality of care: how can it be assessed?
Avedis Donabedian

Extracts from Donabedian A (1988) The quality of care: how can it be assessed?
Journal of the American Medical Association 260(12): 1743–48.

There was a time, not too long age, when this question could not have been asked.
The quality of care was considered to be something of a mystery: real, capable of
being perceived and appreciated, but not subject to measurement.

The very attempt to define and measure quality seemed, then, to denature and
belittle it. Now, we may have moved too far in the opposite direction. Those who
have not experienced the intricacies of clinical practice demand measures that are
easy, precise, and complete—as if a sack of potatoes was being weighed.

True, some elements in the quality of care are easy to define and measure, but
there are also profundities that still elude us. We must not allow anyone to belittle
or ignore them; they are the secret and glory of our art. Therefore, we should avoid
claiming for our capacity to assess quality either too little or too much. I shall try to
steer this middle course.

Specifying what quality is

Level and scope of concern

Before we attempt to assess the quality of care, either in general terms or in any
particular site or situation, it is necessary to come to an agreement on what the
elements that constitute it are. To proceed to measurement without a firm
foundation of prior agreement on what quality consists in is to court disaster.1

As we seek to define quality, we soon become aware of the fact that several
formulations are both possible and legitimate, depending on where we are located
in the system of care and on what the nature and extent of our responsibilities are.
These several formulations can be envisaged as a progression, for example, as steps
in a ladder or as successive circles surrounding the bull’s-eye of a target. Our
power, our responsibility, and our vulnerability all flow from the fact that we are
the foundation for that ladder, the focal point for that family of concentric circles.
We must begin, therefore, with the performance of physicians and other health
care practitioners.
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As shown in Figure 25.1, there are two elements in the performance of
practitioners: one technical and the other interpersonal. Technical performance
depends on the knowledge and judgment used in arriving at the appropriate
strategies of care and on skill in implementing those strategies. The goodness of
technical performance is judged in comparison with the best in practice. The best
in practice, in its turn, has earned that distinction because, on the average, it is
known or believed to produce the greatest improvement in health. This means that
the goodness of technical care is proportional to its expected ability to achieve
those improvements in health status that the current science and technology of
health care have made possible. If the realized fraction of what is achievable is
called effectiveness, the quality of technical care becomes proportionate to its
effectiveness.

Here, two points deserve emphasis. First, judgments on technical quality are
contingent on the best in current knowledge and technology; they cannot go
beyond that limit. Second, the judgment is based on future expectations, not on
events already transpired. Even if the actual consequences of care in any given
instance prove to be disastrous, quality must be judged as good if care, at the time
it was given, conformed to the practice that could have been expected to achieve
the best results.

The management of the interpersonal relationship is the second component in
the practitioner’s performance. It is a vitally important element. Through the
interpersonal exchange, the patient communicates information necessary for
arriving at a diagnosis, as well as preferences necessary for selecting the most

Care by Practitioners
and Other Providers
Technical Knowledge,
  Judgement Skill
Interpersonal

Amenities

Care Implemented
by Patient
  Contribution of Provider
  Contribution of Patient
  and Family
Care Received by
Community
  Access to Care
  Performance of Provider
  Performance of Patient
  and Family

Figure 25.1 Levels at which quality may be assessed
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appropriate methods of care. Through this exchange, the physician provides
information about the nature of the illness and its management and motivates the
patient to active collaboration in care. Clearly, the interpersonal process is the
vehicle by which technical care is implemented and on which its success depends.
Therefore, the management of the interpersonal process is to a large degree
tailored to the achievement of success in technical care.

But the conduct of the interpersonal process must also meet individual and
social expectations and standards, whether these aid or hamper technical perform-
ance. Privacy, confidentiality, informed choice, concern, empathy, honesty, tact,
sensitivity—all these and more are virtues that the interpersonal relationship is
expected to have.

If the management of the interpersonal process is so important, why is it so
often ignored in assessments of the quality of care? There are many reasons.
Information about the interpersonal process is not easily available. For example, in
the medical record, special effort is needed to obtain it. Second, the criteria and
standards that permit precise measurement of the attributes of the interpersonal
process are not well developed or have not been sufficiently called upon to
undertake the task. Partly, it may be because the management of the interpersonal
process must adapt to so many variations in the preferences and expectations of
individual patients that general guidelines do not serve us sufficiently well.

Much of what we call the art of medicine consists in almost intuitive adaptions
to individual requirements in technical care as well as in the management of the
interpersonal process. Another element in the art of medicine is the way, still
poorly understood, in which practitioners process information to arrive at a correct
diagnosis and an appropriate strategy of care.2 As our understanding of each of
these areas of performance improves, we can expect the realm of our art to shrink.
Yet I hope that some of the mystery in practice will always remain, since it affirms
and celebrates the uniqueness of each individual.

The science and art of health care, as they apply to both technical care and the
management of the interpersonal process, are at the heart of the metaphorical
family of concentric circles depicted in Figure 25.1. Immediately surrounding the
center we can place the amenities of care, these being the desirable attributes of the
settings within which care is provided. They include convenience, comfort, quiet,
privacy, and so on. In private practice, these are the responsibility of the
practitioner to provide. In institutional practice, the responsibility for providing
them devolves on the owners and managers of the institution.

By moving to the next circle away from the center of our metaphorical target,
we include in assessments of quality the contributions to care of the patients
themselves as well as of members of their families. By doing so we cross an
important boundary. So far, our concern was primarily with the performance of
the providers of care. Now, we are concerned with judging the care as it actually
was. The responsibility, now, is shared by provider and consumer. As already
described, the management of the interpersonal process by the practitioner
influences the implementation of care by and for the patient. Yet, the patient and
family must, themselves, also carry some of the responsibility for the success or
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failure of care. Accordingly, the practitioner may be judged blameless in some
situations in which the care, as implemented by the patient, is found to be inferior.

We have one more circle to visit, another watershed to cross. Now, we are
concerned with care received by the community as a whole. We must now judge
the social distribution of levels of quality in the community.3 This depends, in
turn, on who has greater or lesser access to care and who, after gaining access,
receives greater or lesser qualities of care. Obviously, the performance of individual
practitioners and health care institutions has much to do with this. But, the quality
of care in a community is also influenced by many factors over which the providers
have no control, although these are factors they should try to understand and be
concerned about.

I have tried, so far, to show that the definition of quality acquires added
elements as we move outward from the performance of the practitioners, to the
care received by patients, and to the care received by communities. The definition
of quality also becomes narrower or more expansive, depending on how narrowly
or broadly we define the concept of health and our responsibility for it. It makes a
difference in the assessment of our performance whether we see ourselves as
responsible for bringing about improvements only in specific aspects of physical or
physiological function or whether we include psychological and social function as
well.

Before we set out to assess quality, we should have decided (1) how health and
our responsibility for it is to be defined, (2) whether the assessment is to be of the
performance of practitioners only or also include that of patients and the health
care system, and (3) whether the amenities and the management of the interper-
sonal process are to be included in addition to technical care. In a more practical
vein, we need to answer certain questions: Who is being assessed? What are the
activities being assessed? How are these activities supposed to be conducted? What
are they meant to accomplish? When we agree on the answers to these questions
we are ready to look for the measures that will give us the necessary information
about quality.

Approaches to assessment

The information from which inferences can be drawn about the quality of care can
be classified under three categories: “structure,” “process,” and “outcome.”1,4

Structure.—Structure denotes the attributes of the settings in which care
occurs. This includes the attributes of material resources (such as facilities,
equipment, and money), of human resources (such as the number and qualifica-
tions of personnel), and of organizational structure (such as medical staff organi-
zation, methods of peer review, and methods of reimbursement).

Process.—Process denotes what is actually done in giving and receiving care.
It includes the patient’s activities in seeking care and carrying it out as well as the
practitioner’s activities in making a diagnosis and recommending or implementing
treatment.
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Outcome.—Outcome denotes the effects of care on the health status of
patients and populations. Improvements in the patient’s knowledge and salutary
changes in the patient’s behavior are included under a broad definition of health
status, and so is the degree of the patient’s satisfaction with care.

This three-part approach to quality assessment is possible only because good
structure increases the likelihood of good process, and good process increases the
likelihood of a good outcome. It is necessary, therefore, to have established such a
relationship before any particular component of structure, process, or outcome can
be used to assess quality. The activity of quality assessment is not itself designed to
establish the presence of these relationships. There must be preexisting knowledge
of the linkage between structure and process, and between process and outcome,
before quality assessment can be undertaken.

Knowledge about the relationship between structure and process (or between
structure and outcome) proceeds from the organizational sciences. These sciences
are still relatively young, so our knowledge of the effects of structure is rather
scanty.5,6 Furthermore, what we do know suggests that the relationship between
structural characteristics and the process of care is rather weak. From these
characteristics, we can only infer that conditions are either inimical or conducive to
good care. We cannot assert that care, in fact, has been good or bad. Structural
characteristics should be a major preoccupation in system design; they are a rather
blunt instrument in quality assessment.

As I have already mentioned, knowledge about the relationship between
attributes of the interpersonal process and the outcome of care should derive from
the behavioral sciences. But so far, these sciences have contributed relatively little
to quality assessment. I cannot say whether this is because of a deficiency in these
sciences or a narrowness in those who assess quality.

Knowledge about the relationship between technical care and outcome de-
rives, of course, from the health care sciences. Some of that knowledge, as we
know, is pretty detailed and firm, deriving from well-conducted trials or extensive,
controlled observations. Some of it is of dubious validity and open to question.
Our assessments of the quality of the technical process of care vary accordingly in
their certainty and persuasiveness. If we are confident that a certain strategy of care
produces the best outcomes in a given category of patients, we can be equally
confident that its practice represents the highest quality of care, barring concern
for cost. If we are uncertain of the relationship, then our assessment of quality is
correspondingly uncertain. It cannot be emphasized too strongly that our ability to
assess the quality of technical care is bounded by the strengths and weaknesses of
our clinical science.

There are those who believe that direct assessment of the outcome of care can
free us from the limitations imposed by the imperfections of the clinical sciences. I
do not believe so. Because a multitude of factors influence outcome, it is not
possible to know for certain, even after extensive adjustments for differences in
case mix are made, the extent to which an observed outcome is attributable to an
antecedent process of care. Confirmation is needed by a direct assessment of the
process itself, which brings us to the position we started from.
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The assessment of outcomes, under rigorously controlled circumstances, is, of
course, the method by which the goodness of alternative strategies of care is
established. But, quality assessment is neither clinical research nor technology
assessment. It is almost never carried out under the rigorous controls that research
requires. It is, primarily, an administrative device used to monitor performance to
determine whether it continues to remain within acceptable bounds. Quality
assessment can, however, make a contribution to research if, in the course of
assessment, associations are noted between process and outcome that seem
inexplicable by current knowledge. Such discrepancies would call for elucidation
through research.

If I am correct in my analysis, we cannot claim either for the measurement of
process or the measurement of outcomes an inherently superior validity compared
with the other, since the validity of either flows to an equal degree from the validity
of the science that postulates a linkage between the two. But, process and outcome
do have, on the whole, some different properties that make them more or less
suitable objects of measurement for given purposes. Information about technical
care is readily available in the medical record, and it is available in a timely
manner, so that prompt action to correct deficiencies can be taken. By contrast,
many outcomes, by their nature, are delayed, and if they occur after care is
completed, information about them is not easy to obtain. Outcomes do have,
however, the advantage of reflecting all contributions to care, including those of
the patient. But this advantage is also a handicap, since it is not possible to say
precisely what went wrong unless the antecedent process is scrutinized.

This brief exposition of strengths and weaknesses should lead to the conclu-
sion that in selecting an approach to assessment one needs to be guided by the
precise characteristics of the elements chosen. Beyond causal validity, which is the
essential requirement, one is guided by attributes such as relevance to the
objectives of care, sensitivity, specificity, timeliness, and costliness.1(pp100–118) As a
general rule, it is best to include in any system of assessment, elements of
structure, process, and outcome. This allows supplementation of weakness in one
approach by strength in another; it helps one interpret the findings; and if the
findings do not seem to make sense, it leads to a reassessment of study design and
a questioning of the accuracy of the data themselves.

Before we leave the subject of approaches to assessment, it may be useful to
say a few words about patient satisfaction as a measure of the quality of care.
Patient satisfaction may be considered to be one of the desired outcomes of care,
even an element in health status itself. An expression of satisfaction or dissatisfac-
tion is also the patient’s judgment on the quality of care in all its aspects, but
particularly as concerns the interpersonal process. By questioning patients, one can
obtain information about overall satisfaction and also about satisfaction with
specific attributes of the interpersonal relationship, specific components of techni-
cal care, and the outcomes of care. In doing so, it should be remembered that,
unless special precautions are taken, patients may be reluctant to reveal their
opinions for fear of alienating their medical attendants. Therefore, to add to the
evidence at hand, information can also be sought about behaviors that indirectly
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suggest dissatisfaction. These include, in addition to complaints registered, prema-
ture termination of care, other forms of noncompliance, termination of member-
ship in a health plan, and seeking care outside the plan.

It is futile to argue about the validity of patient satisfaction as a measure of
quality. Whatever its strengths and limitations as an indicator of quality, informa-
tion about patient satisfaction should be as indispensable to assessments of quality
as to the design and management of health care systems.

Sampling

If one wishes to obtain a true view of care as it is actually provided, it is necessary
to draw a proportionally representative sample of cases, using either simple or
stratified random sampling. Because cases are primarily classified by diagnosis, this
is the most frequently used attribute for stratification. But, one could use other
attributes as well: site of care, specialty, demographic and socioeconomic charac-
teristics of patients, and so on.

There is some argument as to whether patients are to be classified by discharge
diagnosis, admission diagnosis, or presenting complaint. Classification by present-
ing complaint (for example, headache or abdominal pain) offers an opportunity to
assess both success and failure in diagnosis. If discharge diagnoses are used, one
can tell if the diagnosis is justified by the evidence; the failure to diagnose is
revealed only if one has an opportunity to find cases misclassified under other
diagnostic headings.

A step below strictly proportionate sampling, one finds methods designed to
provide an illustrative rather than a representative view of quality. For example,
patients may be first classified according to some scheme that represents important
subdivisions of the realm of health care in general, or important components in the
activities and responsibilities of a clinical department or program in particular.
Then, one purposively selects, within each class, one or more categories of
patients, identified by diagnosis or otherwise, whose management can be assumed
to typify clinical performance for that class.

This is the “tracer method” proposed by Kessner and coworkers.7,8 The
validity of the assumption that the cases selected for assessment represent all cases
in their class has not been established.

Most often, those who assess quality are not interested in obtaining a
representative, or even an illustrative picture of care as a whole. Their purposes are
more managerial, namely, to identify and correct the most serious failures in care
and, by doing so, to create an environment of watchful concern that motivates
everyone to perform better. Consequently, diagnostic categories are selected
according to importance, perhaps using Williamson’s9 principle of “maximum
achievable benefit,” meaning that the diagnosis is frequent, deficiencies in care are
common and serious, and the deficiencies are correctable.

Still another approach to sampling for managerial or reformist purposes is to
begin with cases that have suffered an adverse outcome and study the process of
care that has led to it. If the outcome is infrequent and disastrous (a maternal or
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perinatal death, for example), every case might be reviewed. Otherwise, a sample
of adverse outcomes, with or without prior stratification, could be studied.10–12

There is some evidence that, under certain circumstances, this approach will
identify a very high proportion of serious deficiencies in the process of care, but
not of deficiencies that are less serious.13

Measurement

The progression of steps in quality assessment that I have described so far brings
us, at last, to the critical issue of measurement. To measure quality, our concepts
of what quality consists in must be translated to more concrete representations that
are capable of some degree of quantification—at least on an ordinal scale, but one
hopes better. These representations are the criteria and standards of structure,
process, and outcome.14,15

Ideally, the criteria and standards should derive, as I have already implied,
from a sound, scientifically validated fund of knowledge. Failing that, they should
represent the best informed, most authoritative opinion available on any particular
subject. Criteria and standards can also be inferred from the practice of eminent
practitioners in a community. Accordingly, the criteria and standards vary in
validity, authoritativeness, and rigor.

The criteria and standards of assessment can also be either implicit or explicit.
Implicit, unspoken criteria are used when an expert practitioner is given informa-
tion about a case and asked to use personal knowledge and experience to judge the
goodness of the process of care or of its outcome. By contrast, explicit criteria and
standards for each category of cases are developed and specified in advance, often
in considerable detail, usually by a panel of experts, before the assessment of
individual cases begins. These are the two extremes in specification; there are
intermediate variants and combinations as well.

The advantage in using implicit criteria is that they allow assessment of
representative samples of cases and are adaptable to the precise characteristics of
each case, making possible the highly individualized assessments that the concep-
tual formulation of quality envisaged. The method is, however, extremely costly
and rather imprecise, the imprecision arising from inattentiveness or limitations in
knowledge on the part of the reviewer and the lack of precise guidelines for
quantification.

By comparison, explicit criteria are costly to develop, but they can be used
subsequently to produce precise assessments at low cost, although only cases for
which explicit criteria are available can be used in assessment. Moreover, explicit
criteria are usually developed for categories of cases and, therefore, cannot be
adapted readily to the variability among cases within a category. Still another
problem is the difficulty in developing a scoring system that represents the degree
to which the deficiencies in care revealed by the criteria influence the outcome of
care.

Taking into account the strengths and limitations of implicit and explicit
criteria, it may be best to use both in sequence or in combination. One frequently

256 A READER IN HEALTH POLICY AND MANAGEMENT

Kerrypress Ltd – Typeset in XML A Division: part06 F Sequential 13



 

JOBNAME: McGraw−Mahon PAGE: 14 SESS: 27 OUTPUT: Thu May 7 10:29:13 2009 SUM: 56255308
/production/mcgraw−hill/booksxml/mahon/part06

used procedure is to begin with rather abridged explicit criteria to separate cases
into those likely to have received good care and those not. All the latter, as well as
a sample of the former, are then assessed in greater detail using implicit criteria,
perhaps supplemented by more detailed explicit criteria.

At the same time, explicit criteria themselves are being improved. As their use
expands, more diagnostic categories have been included. Algorithmic criteria have
been developed that are much more adaptable to the clinical characteristics of
individual patients than are the more usual criteria lists.16,17 Methods for weighting
the criteria have also been proposed, although we still do not have a method of
weighting that is demonstrably related to degree of impact on health status.18

When outcomes are used to assess the quality of antecedent care, there is the
corresponding problem of specifying the several states of dysfunction and of
weighting them in importance relative to each other using some system of
preferences. It is possible, of course, to identify specific outcomes, for example,
reductions in fatality or blood pressure, and to measure the likelihood of attaining
them. It is also possible to construct hierarchical scales of physical function so that
any position on the scale tells us what functions can be performed and what
functions are lost.19 The greatest difficulty arises when one attempts to represent as
a single quantity various aspects of functional capacity over a life span. Though
several methods of valuation and aggregation are available, there is still much
controversy about the validity of the values and, in fact, about, their ethical
implications.20,21 Nevertheless, such measures, sometimes called measures of
quality-adjusted life, are being used to assess technological innovations in health care
and, as a consequence, play a role in defining what good technical care is.22,23

Information

All the activities of assessment that I have described depend, of course, on the
availability of suitable, accurate information.

The key source of information about the process of care and its immediate
outcome is, no doubt, the medical record. But we know that the medical record is
often incomplete in what it documents, frequently omitting significant elements of
technical care and including next to nothing about the interpersonal process.
Furthermore, some of the information recorded is inaccurate because of errors in
diagnostic testing, in clinical observation, in clinical assessment, in recording, and
in coding. Another handicap is that any given set of records usually covers only a
limited segment of care, that in the hospital, for example, providing no information
about what comes before or after. Appropriate and accurate recording, supple-
mented by an ability to collate records from various sites, is a fundamental
necessity to accurate, complete quality assessment.

The current weakness of the record can be rectified to some extent by
independent verification of the accuracy of some of the data it contains, for
example, by reexamination of pathological specimens, x-ray films, and electrocar-
diographic tracings and by recoding diagnostic categorization. The information in
the record can also be supplemented by interviews with, or questionnaires to,
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practitioners and patients, information from patients being indispensable if com-
pliance, satisfaction, and some long-term outcomes are to be assessed. Sometimes,
if more precise information on outcomes is needed, patients may have to be called
back for reexamination. And for some purposes, especially when medical records
are very deficient, videotaping or direct observation by a colleague have been used,
even though being observed might itself elicit an improvement in practice.24,25

Conclusions

In the preceding account, I have detailed, although rather sketchily, the steps to be
taken in endeavoring to assess the quality of medical care. I hope it is clear that
there is a way, a path worn rather smooth by many who have gone before us. I trust
it is equally clear that we have, as yet, much more to learn. We need to know a
great deal more about the course of illness with and without alternative methods of
care. To compare the consequences of these methods, we need to have more
precise measures of the quantity and quality of life. We need to understand more
profoundly the nature of the interpersonal exchange between patient and practi-
tioner, to learn how to identify and quantify its attributes, and to determine in
what ways these contribute to the patient’s health and welfare. Our information
about the process and outcome of care needs to be more complete and more
accurate. Our criteria and standards need to be more flexibly adaptable to the finer
clinical peculiarities of each case. In particular, we need to learn how to accurately
elicit the preferences of patients to arrive at truly individualized assessments of
quality. All this has to go on against the background of the most profound analysis
of the responsibilities of the health care professions to the individual and to society.
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26
Continuous improvement as an ideal in
health care
Donald Berwick

Extracts from Berwick DM (1989) Continuous improvement as an ideal in
healthcare, New England Journal of Medicine 320(21): 1424–25.

Imagine two assembly lines, monitored by two foremen.
Foreman 1 walks the line, watching carefully. “I can see you all,” he warns. “I

have the means to measure your work, and I will do so. I will find those among you
who are unprepared or unwilling to do your jobs, and when I do there will be
consequences. There are many workers available for these jobs, and you can be
replaced.”

Foreman 2 walks a different line, and he too watches. “I am here to help you if
I can,” he says. “We are in this together for the long haul. You and I have a
common interest in a job well done. I know that most of you are trying very hard,
but sometimes things can go wrong. My job is to notice opportunities for
improvement — skills that could be shared, lessons from the past, or experiments
to try together — and to give you the means to do your work even better than you
do now. I want to help the average ones among you, not just the exceptional few at
either end of the spectrum of competence.”

Which line works better? Which is more likely to do the job well in the long
run? Where would you rather work?

In modern American health care, there are two approaches to the problem of
improving quality — two theories of quality that describe the climate in which care
is delivered. One will serve us well; the other probably will not.

The theory used by Foreman 1 relies on inspection to improve quality. We may
call it the Theory of Bad Apples, because those who subscribe to it believe that
quality is best achieved by discovering bad apples and removing them from the lot.
The experts call this mode “quality by inspection,” and in the thinking of activists
for quality in health care it predominates under the guise of “buying right,”
“recertification,” or “deterrence” through litigation. Such an outlook implies or
establishes thresholds for acceptability, just as the inspector at the end of an
assembly line decides whether to accept or reject finished goods.

Those in health care, who espouse the Theory of Bad Apples are looking hard
for better tools of inspection. Such tools must have excellent measuring ability —
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high sensitivity and specificity, simultaneously — lest the malefactors escape or the
innocent be made victims. They search for outliers — statistics far enough from
the average that chance alone is unlikely to provide a good excuse. Bad Apples
theorists publish mortality data, invest heavily in systems of case-mix adjustment,
and fund vigilant regulators. Some measure their success by counting heads on
platters.

The Theory of Bad Apples gives rise readily to what can be called the
my-apple-is-just-fine-thank-you response on the part of the workers supervised by
Foreman 1. The foreman has defined the rules of a game called “Prove you are
acceptable,” and that is what the workers play. The game is not fun, of course; the
workers are afraid, angry, and sullen, but they play nonetheless. When quality is
pursued in the form of a search for deficient people, those being surveyed play
defense. They commonly use three tactics: kill the messenger (the foreman is not
their friend, and the inspector even less so); distort the data or change the
measurements (whenever possible, take control of the mechanisms that may do
you harm); and if all else fails, turn somebody else in (and divert the foreman’s
attention).

Any good foreman knows how clever a frightened work force can be. In fact,
practically no system of measurement — at least none that measures people’s
performance — is robust enough to survive the fear of those who are measured.
Most measurement tools eventually come under the control of those studied, and
in their fear such people do not ask what measurement can tell them, but rather
how they can make it safe. The inspector says, “I will find you out if you are
deficient.” The subject replies, “I will therefore prove I am not deficient” — and
seeks not understanding, but escape.

The signs of this game are everywhere in health care. With determination and
enormous technical resourcefulness, the Health Care Financing Administration
has published voluminous data for two consecutive years about the mortality
profiles of Medicare recipients in almost every hospital in the United States —
profiles that are adjusted according to complex multivariate models to show many
important characteristics of the patient populations.1 Such information, though by
no means flawless, could be helpful to hospitals seeking to improve their effective-
ness. Yet the hundreds of pages of data are dwarfed by the thousands of pages of
responses from hospitals, trying to prove whatever hospitals need to prove to build
their defenses. What else should we expect?

The same game is being played between aggressive Boards of Registration in
Medicine and other regulators that require hospitals and physicians to produce
streams of reports on the contents of their closets. In Massachusetts, for example,
merely talking with a physician about his or her involvement in a mishap may
commit a hospital administrator by law to report that physician to the Board of
Registration in Medicine.

The sad game played out in this theory and the predictable response to it
imply a particular view of the nature of hazard and deficiency in health care, as it
does in any industry playing such a game. The view is that problems of quality are
caused by poor intentions. The Bad Apple is to blame. The cause of trouble is
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people — their venality, incompetence, or insufficient caution. According to this
outlook, one can use deterrence to improve quality, because intentions need to be
changed; one can use reward or punishment to control people who do not care
enough to do what they can or what they know is right. The Theory of Bad Apples
implies that people must be made to care; the inevitable response is the attempt to
prove that one cares enough.

What a waste! The Theory of Bad Apples let American industry down for
decades. It took some visionary theorists, many of them statisticians, in companies
with great foresight to learn that relying on inspection to improve quality is at best
inefficient, and at worst a formula for failure.2–6 The Japanese learned first — from
American theorists, ironically — that there were far better ways to improve quality,
and the result is international economic history.7 Today, no American companies
make videocassette recorders or compact-disc players or single-lens-reflex cameras;
we have simply given up. Xerox engineers visiting Japan in 1979 found copiers
being produced at half the cost of those manufactured at Xerox’s facilities, with
only 1/30 the number of defects.8

What Japan had discovered was primarily a new, more cogent, and more valid
way to focus on quality. Call it the Theory of Continuous Improvement. Its
postulates are simple, but they are strangely alien to some basic assumptions of
American industry — assumptions fully evident in health care today. These
postulates have been codified most forcefully by two American theorists, W.
Edwards Deming5,9 and Joseph M. Juran4,10 — heroes in Japan today, and among
enlightened American companies. Juran and Deming, guided largely by a visionary
group of mentors at Western Electric Laboratories (later AT&T Bell Laboratories)
in the 1930s, drew on a deepened understanding of the general sources of
problems in quality. They discovered that problems, and therefore opportunities to
improve quality, had usually been built directly into the complex production
processes they studied, and that defects in quality could only rarely be attributed to
a lack of will, skill, or benign intention among the people involved with the
processes. Even when people were at the root of defects, they learned, the problem
was generally not one of motivation or effort, but rather of poor job design, failure
of leadership, or unclear purpose. Quality can be improved much more when
people are assumed to be trying hard already, and are not accused of sloth. Fear of
the kind engendered by the disciplinary approach poisons improvement in quality,
since it inevitably leads to disaffection, distortion of information, and the loss of
the chance to learn.

Real improvement in quality depends, according to the Theory of Continuous
Improvement, on understanding and revising the production processes on the basis
of data about the processes themselves. “Every process produces information on
the basis of which the process can be improved,” say these theorists. The focus is
oh continuous improvement throughout the organization through constant effort
to reduce waste, rework, and complexity. When one is clear and constant in one’s
purpose, when fear does not control the atmosphere (and thus the data), when
learning is guided by accurate information and sound rules of inference, when
suppliers of services remain in dialogue with those who depend on them, and when
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the hearts and talents of all workers are enlisted in the pursuit of better ways, the
potential for improvement in quality is nearly boundless. Translated into cultural
norms in production systems and made real through sound statistical techniques,
these lessons are at the core of the Japanese industrial revolution.7 They have
proved their worth.

In retrospect, their success is not all that surprising. Modern theories of
quality improvement in industry are persuasive largely because they focus on the
average producer, not the outlier, and on learning, not defense. Like Foreman 2,
the modern quality-improvement expert cares far more about learning and
cooperating with the typical worker than about censoring the truly deficient. The
Theory of Continuous Improvement works because of the immense, irresistible
quantitative power derived from shifting the entire curve of production upward
even slightly, as compared with a focus on trimming the tails. The Japanese call it
kaizen — the continuous search for opportunities for all processes to get better.11

An epigram captures this spirit: “Every defect is a treasure.” In the discovery of
imperfection lies the chance for processes to improve.

How far from kaizen has health care come! Not that the idea of continuous
improvement is alien to medicine; self-development, continuous learning, the
pursuit of completeness are all familiar themes in medical instruction and history.
Yet today we find ourselves almost devoid of such thinking when we enter the
debate over quality. The disciplinarians seek out Bad Apples; the profession, and
its institutions by and large, try to justify themselves as satisfactory. It is the rare
“customer” and “supplier” of health care today who function as partners in
continuous improvement; for the most part, they are playing a different game.

It would be naive to counsel the total abandonment of surveillance and
discipline. Even in Japan, there are police. Politically, at least, it is absolutely
necessary for regulators to continue to ferret out the truly avaricious and the
dangerously incompetent. But what about the rest of us? How can we best be
helped to try a little kaizen in our medical back yards? What follows are a few small
steps.

First, leaders must take the lead in quality improvement. Those who speak for
the profession, for health care institutions, and for large-scale purchasers must
establish and hold to a shared vision of a health care system undergoing
continuous improvement. The volleys of accusation and defense badly need to be
replaced by efforts to clarify the goals that producers and payers share, beginning
with this assumption: “Health care is very good today; together, we intend to make
it even better.”

Second, investments in quality improvement must be substantial. In other
industries, quality improvement has yielded high dividends in cost reductions12;
that may occur in health care as well. For the time being, however, improvement
requires additional investments in managerial time, capital, and technical exper-
tise. With the high discount rate in health care planning today, such investment
calls for steadfast long-term vision. The most important investments of all are in
education and study, to understand the complex production processes used in
health care; we must understand them before we can improve them.
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Third, respect for the health care worker must be reestablished. Physicians,
hospital employees, and health care workers, like workers anywhere, must be
assumed to be trying hard, acting in good faith, and not willfully failing to do what
they know to be correct. When they are caught in complex systems and performing
complex tasks, of course clinicians make mistakes; these are unintentional, and the
people involved cannot be frightened into doing better. In fact, if they are afraid,
they will probably do worse, since they will be wasting their time in self-defense
instead of learning.

Fourth, dialogue between customers and suppliers of health care must be open
and carefully maintained. As an incentive to improve quality, the threat of taking
one’s business elsewhere is pale compared with the reminder that one is committed
to a long-term relationship. Quality improves as those served (the customers) and
those serving (the suppliers) take the time to listen to each other and to work out
their inevitable misunderstandings. Just as marriages do not improve under the
threat of divorce, neither, in general, will health care.

Fifth, modern technical, theoretically grounded tools for improving processes
must be put to use in health care settings. The pioneers of quality improvement —
Shewhart,2,3 Dodge, Juran,4,10 Deming,5,9 Taguchi,13 and others14 — have left a
rich heritage of theory and technique by which to analyze and improve complex
production processes, yet until recently these techniques have had little use in our
health care systems. The barriers have been cultural in part; physicians, for
example, seem to have difficulty seeing themselves as participants in processes,
rather than as lone agents of success or failure. The techniques of process flow
analysis, control charts, cause-and-effect diagrams, design experimentation, and
quality-function deployment, to name a few, are neither arcane nor obvious;14,15

they require study, but they can be learned. Many will be as useful in health care as
they have been in other industries. Processes that can be improved by means of
systematic techniques abound in medicine. Those within institutions are obvious,
such as the ways in which hospitals dispense medications, transfer information, or
equip and schedule operating rooms. But even individual doctors create and use
“production processes.” In this sense, the way a physician schedules patients
constitutes a process, as does the way he or she prescribes medicines, gives a
patient instructions, organizes office records, issues bills, or ensures that high-risk
patients receive influenza vaccine.

Sixth, health care institutions must “organize for quality.” When other types of
companies have invested in quality improvement, they have discovered and refined
managerial techniques requiring new structures, such as are not currently found in
the American hospital or health maintenance organization. Quality engineers
occupy a central place in such structures, as quality is brought to center stage in
the managerial agenda, on a par with finance. Flexible project teams must be
created, trained, and competently led to tackle complex processes that cross
customary departmental boundaries. Throughout the organization, a renewed
investment must be made in training, since all staff members must become
partners in the central mission of quality improvement.
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Furthermore, health care regulators must become more sensitive to the cost
and ineffectiveness of relying on inspection to improve quality. In some regulatory
functions, inspection and discipline must continue, but when such activities
dominate, they have an unfavorable effect on the quality of care provided by the
average worker. This is not to argue against measuring quality and developing tools
to do so; without them, artisans could not improve their craft. The danger lies in a
naive and atheoretical belief, rampant today in the orgy of measurement involved
in health care regulation, that the assessment and publication of performance data
will somehow induce otherwise indolent care givers to improve the level of their
care and efficiency. In other industries, reliance on inspection as the agent of
change has instead more commonly added cost and slowed progress toward
improvement. So it will be in health care. Without doubt, regulators who willingly
learn and respect modern principles of quality improvement can have a helpful
role. They can do so as the partners of care givers in developing sound
measurement tools that represent common values and are for use primarily by the
producers themselves; by aggregating data centrally to help care givers learn from
each other; by providing technical support and training in methods of quality
improvement; and by encouraging and funding studies of the efficacy of technolo-
gies and procedures and thus expanding the scientific basis for specifying rational
processes of care.

In addition, professionals must take part in specifying preferred methods of
care, but must avoid minimalist “standards” of care. Linked closely to the reliance
on inspection to improve quality is the search for standards of care, which usually
implies minimal thresholds of structure, process, or outcome above which one is
safe from being labeled a Bad Apple. Quality-control engineers know that such
floors rapidly become ceilings, and that a company that seeks merely to meet
standards cannot achieve excellence. Specifications of process (clear, scientifically
grounded, continuously reviewed statements of how one intends to behave) are
essential to quality improvement, on the other hand, and are widely lacking in
medical care. Health care producers who commit themselves to improvement will
invest energy in developing specific statements of purpose and algorithms for the
clinical processes by which they intend to achieve those purposes. For example,
they will specify rules both for routine procedures (e.g., “What is our system for
dispensing medications correctly?”) and for the content and evaluation of clinical
practices (e.g., “What is our best current guess about the proper sequence of tests
and therapies for back pain, and how well are they working?”). Ideally, such
specifications are guidelines that are appropriate locally and are subject to ongoing
assessment and revision.

Finally, individual physicians must join in the effort for continuous improve-
ment. It may seem at first that the Theory of Continuous Improvement, coming as
it does from experience in large manufacturing companies, has little relevance to
individual physicians, at least those not involved in managed care organizations.
But the opposite is true. At the very least, quality improvement has little chance of
success in health care organizations without the understanding, the participation,
and in many cases the leadership of individual doctors. In hospitals, physicians
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both rely on and help shape almost every process pertaining to patients’ experi-
ence, from support services (such as dietary and housekeeping functions) to
clinical care services (such as laboratories and nursing). Few can improve without
the help of the medical staff.

Furthermore, the theory of quality improvement applies almost as well to
small systems (such as a doctor’s office) as it does to large ones. Individual
physicians caring for individual patients know that defects in the care they provide
do not usually stem from inattention or uninformed decisions. Yet hazards and
defects do occur. Often they originate in the small but complex sequences on
which every doctor depends, even sole practitioners. A test result lost, a specialist
who cannot be reached, a missing requisition, a misinterpreted order, duplicate
paperwork, a vanished record, a long wait for the CT scan, an unreliable on-call
system — these are all-too-familiar examples of waste, rework, complexity, and
error in the doctor’s daily life. Flawless care requires not just sound decisions but
also sound supports for those decisions. For the average doctor, quality fails when
systems fail. Without the insights and techniques of quality improvement embed-
ded in their medical practice, physicians are like anyone else who depends on
others to get a complicated job done. They can remain trapped by defects they do
not create but will nonetheless be held accountable for. The solo doctor who
embodies every process needed to ensure highest-quality care is now nearly a myth.
All physicians depend on systems, from the local ones in their private offices to the
gargantuan ones of national health care.

Physicians who doubt that methods designed to improve quality can help them
in daily practice may consider several questions. When quality fails in your own
work, why does it fail? Do you ever waste time waiting, when you should not have
to? Do you ever redo your work because something failed the first time? Do the
procedures you use waste steps, duplicate efforts, or frustrate you through their
unpredictability? Is information that you need ever lost? Does communication ever
fail? If the answer to any of these is yes, then ask why. How can it be changed?
What can be improved, and how? Must you be a mere observer of problems, or
can you lead toward their solution? Physicians and health care managers who study
and apply the principles of continuous improvement daily will probably come to
know better efficiency, greater effectiveness, lower cost, and the gratitude and
loyalty of more satisfied patients. They will be able to make better decisions and
carry them out more faithfully.

We are wasting our time with the Theory of Bad Apples and our defensive
response to it in health care today, and we can best begin by freeing ourselves from
the fear, accusation, defensiveness, and naiveté of an empty search for improve-
ment through inspection and discipline. The Theory of Continuous Improvement
proved better in Japan; it is proving itself again in American industries willing to
embrace it, and it holds some badly needed answers for American health care.
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27
A primer on leading the improvement
of systems
Donald Berwick

Extracts from Berwick DM (1996) A primer on leading the improvement of
systems, British Medical Journal 312: 619–23.

The nurse called me urgently into the room. The child, she said, was in acute
respiratory distress.

I had never met either Jimmy (the 6 year old boy) or his mother (an inner city
single teenage parent) before. His asthma attack was severe, his peak expiratory
flow rate only 35% of normal. Twenty years ago my next steps would have been to
begin bronchodilator treatment, call an ambulance, and send the boy to hospital.
That also would have been the story 10 years ago, or five, or two.

But today, when I entered the room, the mother handed me her up to date list
of treatments, including nebuliser treatment with β2 agonists, that she had
administered with equipment that had been installed in her home. It continued
with her graph of Jimmy’s slowly improving peak flow levels, which she had
measured and charted at home, having been trained by the asthma outreach nurse.
She then gave me the nurse’s cellular telephone number, along with a specific
recommendation on the next medication to try for her son, one that had worked in
the past but was not yet available for her to use at home.

My reply was interrupted by a knock on my door. It was the chief of the allergy
department in my health maintenance organisation. He worked one floor above me
in the health centre and, having been phoned by the outreach nurse, had decided
to “pop down” to see if he could help. He also handed me a phial of the same new
medication that the mother had just mentioned, suggesting that we try it.

Two hours later Jimmy was not in a hospital bed; he was at home breathing
comfortably. Just to be safe the allergy nurse would be paying him a visit later that
afternoon.

Improvement and change: a systems view

Any would-be leader of improvement must recognise the indissoluble bond
between improvement and change. Not all change is improvement, but all
improvement is change.
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The central law of improvement

The relation derives from what I will call the central law of improvement: every
system is perfectly designed to achieve the results it achieves. This aphorism
encodes an understanding of systems that lies at the root of current approaches to
making systems function better. The central law reframes performance from a
matter of effort to a matter of design.

The central law of improvement implies that better or worse “performance”
cannot be obtained from a system of work merely on demand. (A system of work
here means any set of activities with a common aim—a doctor’s practice, a
hospital, or a national health care system.) It implies that the results of health care,
such as mortality rates or the speed with which we address a patient’s anxiety, are
themselves properties of our system of care, just as the length of my maximum
long jump is inherent in the nature of my body (which is also a system). Mere
effort can, of course, achieve some improvements. But such improvement is not
fundamental; it does not often represent a new level of capability.

Learning points

+ Not all change is improvement, but all improvement is change
+ Real improvement comes from changing systems, not changing within

systems
+ To make improvements we must be clear about what we are trying to

accomplish, how we will know that a change has led to improvement, and
what change we can make that will result in an improvement

+ The more specific the aim, the more likely the improvement; armies do
not take all hills at once

+ Concentrate on meeting the needs of patients rather than the needs of
organisations

+ Measurement is best used for learning rather than for selection, reward,
or punishment

+ Measurement helps to know whether innovations should be kept,
changed, or rejected; to understand causes; and to clarify aims

+ Effective leaders challenge the status quo both by insisting that the
current system cannot remain and by offering clear ideas about superior
alternatives

+ Educating people and providing incentives are familiar but not very
effective ways of achieving improvement

+ Most work systems leave too little time for reflection on work
+ You win the Tour de France not by planning for years for the perfect first

bicycle ride but by constantly making small improvements

Saying that performance is a system characteristic does not imply that performance
never varies. Indeed, variation is inevitable. Waiting times go up and down; so do
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mortality rates. The central law does imply, however, a certain kind of
stability—namely, that both average performance and the degree of variation about
that average over time are characteristics of the system.

Now along comes a well intended government minister or manager or doctor
who wants to improve on the historical performance level of health care. Each,
from his or her own platform, tries to cause improvement: the minister publishes
league tables; the manager initiates internal audit and links pay to performance; the
doctor promises to try harder. According to the central law of improvement, the
results everyone wants to change are properties inherent in the system. Only if the
league tables cause the creation of new systems can we expect new results. If not,
not.

Herein lies the link between improvement and change. If we do not like
the current level of performance we must choose between change and frustration.1

You can see it clearly in the story of Jimmy. He ended up at home and not in
hospital because the system of care—of home nebulisation, training for the
mother, outreach nurses and home visits, and flexible schedules for consultants
and cellular phones—had changed and was capable of sending him home safely
and well.

Change of a system, not change in a system

This change in Jimmy’s care is change of a system, not change within a system.2

For Jimmy, change within the system would have meant my trying harder not to
admit or waiting longer before doing so; using more of a familiar drug, not turning
to a new one; getting the child more quickly to a nebuliser, not moving the
nebuliser, the peak flow meter, and the skill to the home.

We must be clear about the distinction between stressing the current system
(relying on more of the same) and introducing a truly new system. The former
butts without much effect against the walls of historical performance; the latter
leaps over them.

The new system of asthma care did not come from me. New systems do not
bubble up from below. If we sketch a diagram of “the system of asthma
care”—the network of cause and effect that sent Jimmy safely home that
day—then the circles will contain the names of people, departments, rules, pieces
of equipment, and the matrix of causes will stretch into the channels of nursing
command, the purchasing systems, the rules of hiring, the design departments of
equipment manufacturers, and the board of the health maintenance organisation
where Jimmy and I met. The diagram will show that Jimmy and I are not causes
much at all: we are mostly effects. The system could make us helpless; but instead
it met our needs. Unified by a common aim, the system let this little boy go
home.

To create great health we must create great systems of care for health.
Improvement begins in our will, but to achieve improvement we need a method for
systemic change, a model for improvement.
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A model for improvement

Nolan and colleagues have devised a simple and elegant model for achieving
changes that are improvements (Figure 27.1).3 Nolan’s model comprises three
basic questions and a fourth element that describes a cycle for testing innovations.

What are we trying to accomplish? Improvement must be intended, and
specific aims are crucial. If my daughter tries to learn to ride a bicycle she has a
chance of success. If she sets off to “improve transportation” she might not.

How will I know if a change leads to an improvement? Measurement is only a
handmaiden to improvement, but improvement cannot act without it. We speak
here not of measurement for the purposes of judgment (for deciding whether or
not to buy or to accept or reject) but for the purposes of learning (such as from
experiment, from others, or from history).

What changes could we make that we think will result in improvement? This
question addresses the central law of improvement en face. Since new aims require
changes of systems, it is important to be able to identify promising changes and to
avoid useless ones. Smart ideas for change can come from many places—from
experts, from science, from theory, from experience.

The plan-do-study-act (PDSA) cycle4 describes, in essence, inductive
learning—the growth of knowledge through making changes and then reflecting on
the consequences of those changes. Such inductive learning is familiar to scientists,
but such formal cycles of action and reflection are unusual in daily work. Nolan’s
model intends that the enterprise of testing change in informative cycles should be

Model for improvement

What are we trying to accomplish?

How will we know that a change is an improvement?

What change can we make that will result in an improvement?

Act             Plan 

Study         Do 

Figure 27.1 A model for improvement from Langley, Nolan, and Nolan.3 This
simple framework can guide specific improvement activities in personal work,
teams, or natural work groups
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part of normal daily activity throughout an organisation. This is what George Box
has called “the democratisation of science,” and it amounts to little less than a new
view of the nature of work itself.

Lessons from observing the model in action

The simplicity of Nolan’s model for improvement belies its sophistication. As we at
the Institute for Healthcare Improvement have worked with dozens of organisa-
tions trying to achieve specific breakthroughs in performance we have seen how
difficult it may be for leaders who intend to induce productive change. These four
simple steps—set aims, define measurements, find promising ideas for change, and
test those ideas in real work settings—challenge the mettle of the best and push
against many deeply held assumptions.

Lessons about setting aims

Intending to improve is a necessary first step towards improvement. The more
specific the aim the more likely the improvement. Leaders bear the obligation to
clarify aims. So many possible agendas are plausible for an organisation that
improvement efforts can easily become chaotic unless someone rallies effort
around a few specific purposes. Armies do not take all hills at once; someone must
say, “Take that hill.”

Figure 27.2 “We stack things everywhere in health care—patients in waiting
rooms, forms and equipment in bins, laboratory specimens for processing, and
phone calls on hold”
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People in health care organisations often rebel against the idea of pulling
together around a small set of shared purposes. We are used to suboptimising our
local profession or department.5 Nurses improve nursing; doctors improving
doctoring. But part by part improvement will not in general achieve the improve-
ment of systems as a whole. Indeed, collaboration may easily degenerate into the
more familiar job of making one’s own part better at the expense of the whole.6

Furthermore, without repeated clarification, aims drift. I have seen a team
working on reducing costs in an inpatient unit suddenly realise in its tenth hour of
meeting that at least half of the group had come to feel that costs ought not to be
reduced. No further progress was possible until they had again forged a shared
aim. Many teams have found it useful to “recite” aims at each meetings, just to
ensure that all members are still on board.

Ambitious aims and external customers

Two specific properties of aims for improvement can be particularly helpful in
building momentum for change. Firstly, aims should be ambitious. “Stretch goals”
make it immediately obvious that the current system is inadequate and that a new
one is required. In our work on reducing caesarean section rates the guidance
group chose a reduction of 30% as the breakthrough goal. A less ambitious goal
might have led simply to stressing the system to achieve marginal gains. By
contrast, a safe reduction of 30% or more required fundamental changes in patient
preparation, anaesthesia, labour management, and delivery technique.

Figure 27.3 Too many changes rely on stressing the existing system rather than
building a new one
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Secondly, we have noted how difficult it is to maintain focus on aims that
matter to society—that affect the external customers of our work, like patients,
families, and communities. It is sometimes easier to focus on internal reorganisa-
tion and improve in ways that are unimportant to outsiders. But it is meeting
external needs that ultimately determines the success or failure of organisations.
Reminding people of this and asking relentlessly, “What external needs are we
meeting?” is a mark of effective leadership.

Lessons about measurement

Health care is in the midst of a love affair with measurement. Report cards, league
tables, and mandatory reporting about, all in a search for better accountability and
an informed consumer. Belief in the wisdom of the market runs deep. But the
second question in Nolan’s model has little to do with selection, reward, and
punishment. It refers to measurement for learning.

All learners need some form of measurement. Firstly, measuring helps one
know if a particular innovation should be kept, changed, or rejected. My son, a
middle distance runner, found his new shoes to be an improvement because his
time in the half mile fell when he wore them. Secondly, measuring can help one
understand causes. When the car stops the fuel gauge on “empty” tells us why.
Thirdly, and more subtly, developing measurement helps to clarify aims; the
answer to Nolan’s second question helps refine the answer to the first.

Our institute is working with 12 organisations to improve asthma care. They
set out initially to try to reduce severe attacks and chose “visits to emergency
rooms” as a measure. This led to a discussion of how emergency room visits are
used and refocused the group on effective use of initial emergency visits to institute
definitive care. They changed their measurement to “repeat visits to emergency
rooms,” which better reflected their aims.

This friendliness between measurement and aims comes as a surprise to many
health care groups using the Nolan model. They are so used to experiencing
measurement as judgment that they have forgotten the role of measurement in
improvement.

The best is the enemy of the good

When leaders manage to overcome this fear they often run into a second barrier:
the search for perfect measurement. The rooting of health care in scientific
research has generated some myopia about the preconditions for inference. When
we try to improve a system we do not need perfect inference about a preexisting
hypothesis: we do not need randomisation, power calculations, and large samples.
We need just enough information to take a next step in learning. Often a small
series of patients or a few closely observed events contain more than enough
information for a specific process change to be evaluated, refined, or discarded,
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just as my daughter, in learning to ride her bicycle, sometimes must fall down only
once to learn not to try that manoeuvre again. In measurement for improvement
the best is often the enemy of the good.

Lessons about finding promising change concepts

Health care is rich in sources of ideas worth testing in the search for improvement:
medical journals, professional meetings, colleagues, consulting firms. In fact, good
ideas are so abundant that one wonders why systems of medical care change so
slowly.7 Patterns recur in the behaviour of leaders trying to introduce good ideas
for change into the system of care. Mostly these are to do with overcoming
resistance to change,8 the immense authority of the status quo in a complex human
system.

Effective leaders challenge the status quo both by insisting that the current
system cannot remain and by offering clear ideas about superior alternatives. We
have noticed that leaders who have a clear-headed view of a promising new
approach—what Nolan calls a “change concept”—and who can explain it with
confidence are more likely to succeed than those who merely state the new aims
and leave it to the workforce to come up with the new ways to achieve those aims.

Leaders cannot get by simply by “empowering” people to discover better ways
to work. In practice the workforce rarely comes up with a new concept bolder than
one that leaders have already put on the table as the alternative to the status quo.

Two examples of powerful change concepts may show why this is so. One is
the concept of “work removal,” the idea that work that helps no one should be
stopped.9 Workers rarely do this of their own accord, even if they know the work is
waste. The reasons are complicated, involving job security, incentives, and pride,
all of which conspire to maintain the status quo. It takes a senior leader, fully
confident in the general concept that systems normally contain major chunks of
valueless work, to insist that such waste be found and removed. The empowerment
comes in giving the workforce the time, authority, and safe harbour to find and
remove the waste.

Another change concept, even more powerful but even less likely to be
discovered by a workforce, is continuous flow. This is the alternative to batching:
making stacks of things to be worked on in due time.10 We stack things everywhere
in health care—patients in waiting rooms, forms and equipment in bins, laboratory
specimens for processing, and phone calls on hold. Most industries try to replace
batch processing with a more effective and less costly continuous process flow; but
this idea challenges basic assumptions in most health care systems. It seems self
evident (even though it is not true) that continuous flow systems must be more
costly, not less. The concept of continuous flow is at first so foreign that only
senior leaders can insist on its use.

In fact, health care leaders have tended to fall back on concepts for change that
are familiar but not very powerful—such as educating people and providing
different incentives. Both tend to rely on stressing the existing system, rather than
building a new one. In particular, teaching people facts so as to change their
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behaviour is a long, slow road. We have known for years that to reduce the use of
an overused laboratory test removing its name from a preprinted laboratory form
(requiring a doctor who wants it to write it in) works far better any number of
educational sessions about the proper use of the test.11

On the other hand, leaders who do want to accelerate improvement by
introducing highly leveraged concepts of change, such as continuous flow, need to
give people time to assimilate and test those concepts. Most work systems leave too
little time for reflection on work. It may be especially helpful to “walk through”
actual work systems, especially when searching for waste that can be removed. A
team of doctors, nurses, and others in a renal dialysis unit recently took the time,
with some facilitation, to walk through their own unit to identify waste in supplies,
time, equipment, motion, and other resources. Within an hour they had listed over
60 specific types of waste and could set about stopping many of them.

Groups that do begin to tackle system change sometimes fall victim to one
specific and toxic phenomenon that I call “trumping.” The telltale phrase that
precedes a trump is one like: “Nothing matters unless … ” Or, “We can make no
progress at all until … .” Though not strictly correct, they are true enough to divert
group energy entirely, especially when the person throwing the trump has high
status. Common trumps in American health care include, for example, malpractice
litigation, payment schemes, physician training, and unrealistic patient demands.
All are problems, but none need paralyse. Skilful leaders can address the trump
and disable it. “That is important, of course,” such a leader says, “but surely we are
clever enough to find plenty of other routes to improvement, even while we tackle
that barrier.”

Lessons about using PDSA cycles for learning

The plan-do-study-act cycle is a mnemonic for testing changes in real work
settings. It defines activities not normally part of work but which if made part of
work can convert a system from at best a merely stable one to one capable of
continuous learning.

Effective leaders of improvement insist that the status quo should be chal-
lenged continuously through the active testing of promising changes on a small
scale. Such testing is totally unfamiliar as part of normal work and most
organisations resist the concept. The resistance comes in many disguises, such as
the demand for perfect measurement, planning tests so large that they never occur,
or extending the time frame (“We’ll meet again next month”) exactly when it
should be shorter (“We’ll meet again tomorrow”).

In our institute’s work we have adopted the question, “What test will you run
next Tuesday?” as a way of emphasising that the tests implied in Nolan’s model are
not large, precisely designed trials that take months or years but small, clever,
informative PDSA cycles that can often start within days or hours of their initial
motivation. Large scale lessons come as we link small scale cycles cumulatively to
each other. My 9 year old daughter may be aiming for the Tour de France, but her
route to fame does not involve years of planning the perfect first bicycle ride.
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Instead, she takes small, informative steps one by one, using trials to gain
knowledge. When such trials, motivated by sound change concepts, do finally
occur, the most vulnerable step by far is study. The science in PDSA is in the act of
reflection, learning from what one did. Those who want improvement to occur
need to reserve specific times to ask, “What did we learn, and how can we build on
it?” Reflection on action is so crucial that leaders themselves should probably
model it in their personal behaviour.12

Conclusions

If we spoke a language different from English perhaps we would have a single word
to link together the three facets of our quest: improvement, change, and learning.
From the viewpoint of systems they are deeply united. The effective leader must
understand that the road to improvement passes through change and that one
efficient way to change is to learn from the actions we ourselves take. In trying to
escape from the fetters of historical performance the leader of improvement places
both popularity and certainty at risk. But this is what it took to send Jimmy home
safely in his mothers arms; this is what it will take in the future to improve the lot
of those who place themselves in our care.
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28
Error in medicine
Lucian Leape

Extracts from Leape H (1994) Error in medicine, Journal of the American Medical
Association 272: 1851–57.

For years, medical and nursing students have been taught Florence Nightingale’s
dictum—first, do no harm.1 Yet evidence from a number of sources, reported over
several decades, indicates that a substantial number of patients suffer treatment-
caused injuries while in the hospital.2–6

In 1964 Schimmel2 reported that 20% of patients admitted to a university
hospital medical service suffered iatrogenic injury and that 20% of those injuries
were serious or fatal. Steel et al3 found that 36% of patients admitted to a
university medical service in a teaching hospital suffered an iatrogenic event, of
which 25% were serious or life threatening. More than half of the injuries were
related to use of medication.3 In 1991 Bedell et al4 reported the results of an
analysis of cardiac arrests at a teaching hospital. They found that 64% were
preventable. Again, inappropriate use of drugs was the leading cause of the cardiac
arrests. Also in 1991, the Harvard Medical Practice Study reported the results of a
population-based study of iatrogenic injury in patients hospitalized in New York
State in 1984.5,6 Nearly 4% of patients suffered an injury that prolonged their
hospital stay or resulted in measurable disability. For New York State, this equaled
98 609 patients in 1984. Nearly 14% of these injuries were fatal. If these rates are
typical of the United States, then 180 000 people die each year partly as a result of
iatrogenic injury, the equivalent of three jumbo-jet crashes every 2 days.

When the causes are investigated, it is found that most iatrogenic injuries are
due to errors and are, therefore, potentially preventable.4,7,8 For example, in the
Harvard Medical Practice Study, 69% of injuries were due to errors (the balance
was unavoidable).8 Error may be defined as an unintended act (either of omission
or commission) or one that does not achieve its intended outcome. Indeed, injuries
are but the ‘‘tip of the iceberg’’ of the problem of errors, since most errors do not
result in patient injury. For example, medication errors occur in 2% to 14% of
patients admitted to hospitals,9–12 but most do not result in injury.13

Aside from studies of medication errors, the literature on medical error is
sparse, in part because most studies of iatrogenesis have focused on injuries (eg,
the Harvard Medical Practice Study). When errors have been specifically looked
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for, however, the rates reported have been distressingly high. Autopsy studies have
shown high rates (35% to 40%) of missed diagnoses causing death.14–16 One study
of errors in a medical intensive care unit revealed an average of 1.7 errors per day
per patient, of which 29% had the potential for serious or fatal injury.17 Opera-
tional errors (such as failure to treat promptly or to get a follow-up culture) were
found in 52% of patients in a study of children with positive urine cultures.18

Given the complex nature of medical practice and the multitude of interven-
tions that each patient receives, a high error rate is perhaps not surprising. The
patients in the intensive care unit study, for example, were the recipients of an
average of 178 ‘‘activities’’ per day. The 1.7 errors per day thus indicate that
hospital personnel were functioning at a 99% level of proficiency. However, a 1%
failure rate is substantially higher than is tolerated in industry, particularly in
hazardous fields such as aviation and nuclear power. As W. E. Deming points out
(written communication, November 1987), even 99.9% may not be good enough:
‘‘If we had to live with 99.9%, we would have: 2 unsafe plane landings per day at
O’Hare, 16,000 pieces of lost mail every hour, 32,000 bank checks deducted from
the wrong bank account every hour.’’

Why is the error rate in the practice of medicine so high?

Physicians, nurses, and pharmacists are trained to be careful and to function at a
high level of proficiency. Indeed, they probably are among the most careful
professionals in our society. It is curious, therefore, that high error rates have not
stimulated more concern and efforts at error prevention. One reason may be a lack
of awareness of the severity of the problem. Hospital-acquired injuries are not
reported in the newspapers like jumbo-jet crashes, for the simple reason that they
occur one at a time in 5000 different locations across the country. Although error
rates are substantial, serious injuries due to errors are not part of the everyday
experience of physicians or nurses, but are perceived as isolated and unusual
events—‘‘outliers.’’ Second, most errors do no harm. Either they are intercepted or
the patient’s defenses prevent injury. (Few children die from a single misdiagnosed
or mistreated urinary infection, for example.)

But the most important reason physicians and nurses have not developed more
effective methods of error prevention is that they have a great deal of difficulty in
dealing with human error when it does occur.19–21 The reasons are to be found in
the culture of medical practice.

Physicians are socialized in medical school and residency to strive for error-
free practice.19 There is a powerful emphasis on perfection, both in diagnosis and
treatment. In everyday hospital practice, the message is equally clear: mistakes are
unacceptable. Physicians are expected to function without error, an expectation
that physicians translate into the need to be infallible. One result is that physicians,
not unlike test pilots, come to view an error as a failure of character—you weren’t
careful enough, you didn’t try hard enough. This kind of thinking lies behind a
common reaction by physicians: ‘‘How can there be an error without negligence?’’
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Cultivating a norm of high standards is, of course, highly desirable. It is the
counterpart of another fundamental goal of medical education: developing the
physician’s sense of responsibility for the patient. If you are responsible for
everything that happens to the patient, it follows that you are responsible for any
errors that occur. While the logic may be sound, the conclusion is absurd, because
physicians do not have the power to control all aspects of patient care.22

Nonetheless, the sense of duty to perform faultlessly is strongly internalized.
Role models in medical education reinforce the concept of infallibility. The

young physician’s teachers are largely specialists, experts in their fields, and
authorities. Authorities are not supposed to err. It has been suggested that this
need to be infallible creates a strong pressure to intellectual dishonesty, to cover up
mistakes rather than to admit them.23 The organization of medical practice,
particularly in the hospital, perpetuates these norms. Errors are rarely admitted or
discussed among physicians in private practice. Physicians typically feel, not
without reason, that admission of error will lead to censure or increased surveil-
lance or, worse, that their colleagues will regard them as incompetent or careless.
Far better to conceal a mistake or, if that is impossible, to try to shift the blame to
another, even the patient.

Yet physicians are emotionally devastated by serious mistakes that harm or kill
patients.19–21 Almost every physician who cares for patients has had that experi-
ence, usually more than once. The emotional impact is often profound, typically a
mixture of fear, guilt, anger, embarrassment, and humiliation. However, as
Christensen et al20 note, physicians are typically isolated by their emotional
responses; seldom is there a process to evaluate the circumstances of a mistake and
to provide support and emotional healing for the fallible physician. Wu et al21

found that only half of house officers discussed their most significant mistakes with
attending physicians.

Thus, although the individual may learn from a mistake and change practice
patterns accordingly, the adjustment often takes place in a vacuum. Lessons
learned are shared privately, if at all, and external objective evaluation of what went
wrong often does not occur. As Hilfiker19 points out, ‘‘We see the horror of our
own mistakes, yet we are given no permission to deal with their enormous
emotional impact … The medical profession simply has no place for its mistakes.’’

Finally, the realities of the malpractice threat provide strong incentives against
disclosure or investigation of mistakes. Even a minor error can place the physician’s
entire career in jeopardy if it results in a serious bad outcome. It is hardly
surprising that a physician might hesitate to reveal an error to either the patient or
hospital authorities or to expose a colleague to similar devastation for a single
mistake.

The paradox is that although the standard of medical practice is
perfection—error-free patient care—all physicians recognize that mistakes are
inevitable. Most would like to examine their mistakes and learn from them. From
an emotional standpoint, they need the support and understanding of their
colleagues and patients when they make mistakes. Yet, they are denied both insight
and support by misguided concepts of infallibility and by fear: fear of embarrass-
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ment by colleagues, fear of patient reaction, and fear of litigation. Although the
notion of infallibility fails the reality test, the fears are well grounded.

The medical approach to error prevention

Efforts at error prevention in medicine have characteristically followed what might
be called the perfectibility model: if physicians and nurses could be properly
trained and motivated, then they would make no mistakes. The methods used to
achieve this goal are training and punishment. Training is directed toward teaching
people to do the right thing. In nursing, rigid adherence to protocols is empha-
sized. In medicine, the emphasis is less on rules and more on knowledge.

Punishment is through social opprobrium or peer disapproval. The profes-
sional cultures of medicine and nursing typically use blame to encourage proper
performance. Errors are regarded as someone’s fault, caused by a lack of sufficient
attention or, worse, lack of caring enough to make sure you are correct.
Punishment for egregious (negligent) errors is primarily (and capriciously) meted
out through the malpractice tort litigation system.

Students of error and human performance reject this formulation. While the
proximal error leading to an accident is, in fact, usually a ‘‘human error,’’ the
causes of that error are often well beyond the individual’s control. All humans err
frequently. Systems that rely on error-free performance are doomed to fail.

The medical approach to error prevention is also reactive. Errors are usually
discovered only when there is an incident—an untoward effect or injury to the
patient. Corrective measures are then directed toward preventing a recurrence of a
similar error, often by attempting to prevent that individual from making a repeat
error. Seldom are underlying causes explored.

For example, if a nurse gives a medication to the wrong patient, a typical
response would be exhortation or training in double-checking the identity of both
patient and drug before administration. Although it might be noted that the nurse
was distracted because of an unusually large case load, it is unlikely that serious
attention would be given to evaluating overall work assignments or to determining
if large case loads have contributed to other kinds of errors.

It is even less likely that questions would be raised about the wisdom of a
system for dispensing medications in which safety is contingent on inspection by an
individual at the end point of use. Reliance on inspection as a mechanism of
quality control was discredited long ago in industry.24,25 A simple procedure, such
as the use of bar coding like that used at supermarket checkout counters, would
probably be more effective in this situation. More imaginative solutions could
easily be found—if it were recognized that both systems and individuals contribute
to the problem.

It seems clear, and it is the thesis of this article, that if physicians, nurses,
pharmacists, and administrators are to succeed in reducing errors in hospital care,
they will need to fundamentally change the way they think about errors and why
they occur. Fortunately, a great deal has been learned about error prevention in
other disciplines, information that is relevant to the hospital practice of medicine.
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Lessons from psychological and human factors research

The subject of human error has long fascinated psychologists and others, but both
the development of theory and the pace of empirical research accelerated in
response to the dramatic technological advances that occurred during and after
World War II.26 These theory development and research activities followed two
parallel and intersecting paths: human factors research and cognitive psychology.

Human factor specialists, mostly engineers, have been largely concerned with
the design of the man-machine interface in complex environments such as airplane
cockpits and nuclear power plant control rooms. Cognitive psychologists concen-
trated on developing models of human cognition that they subjected to empirical
testing. Lessons from both spheres of observation have greatly deepened our
understanding of mental functioning. We now have reasonably coherent theories of
why humans err, and a great deal has been learned about how to design work
environments to minimize the occurrence of errors and limit their consequences.

A theory of cognition

Most errors result from aberrations in mental functioning. Thus, to understand
why errors occur we must first understand normal cognition. Although many
theories have been espoused, and experts disagree, a unitary framework has been
proposed by Reason26 that captures the main themes of cognitive theory and is
consistent with empirical observation. It goes as follows.

Much of mental functioning is automatic, rapid, and effortless. A person can
leave home, enter and start the car, drive to work, park, and enter the office
without devoting much conscious thought to any of the hundreds of maneuvers
and decisions that this complex set of actions requires. This automatic and
unconscious processing is possible because we carry a vast array of mental models,
‘‘schemata’’ in psychological jargon, that are ‘‘expert’’ on some minute recurrent
aspect of our world. These schemata operate briefly when required, processing
information rapidly, in parallel, and without conscious effort. Schemata are
activated by conscious thought or sensory inputs; functioning thereafter is auto-
matic.

In addition to this automatic unconscious processing, called the ‘‘schematic
control mode,’’ cognitive activities can be conscious and controlled. This ‘‘atten-
tional control mode’’ or conscious thought is used for problem solving as well as to
monitor automatic function. The attentional control mode is called into play when
we confront a problem, either de novo or as a result of failures of the schematic
control mode. In contrast to the rapid parallel processing of the schematic control
mode, processing in the attentional control mode is slow, sequential, effortful, and
difficult to sustain.

Rasmussen and Jensen27 describe a model of performance based on this
concept of cognition that is particularly well suited for error analysis. They classify
human performance into three levels: (1) skill-based, which is patterns of thought
and action that are governed by stored patterns of preprogrammed instructions
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(schemata) and largely unconscious; (2) rule-based, in which solutions to familiar
problems are governed by stored rules of the ‘‘if X, then Y’’ variety; and (3)
knowledge-based, or synthetic thought, which is used for novel situations requiring
conscious analytic processing and stored knowledge.

Any departure from routine, ie, a problem, requires a rule-based or
knowledge-based solution. Humans prefer pattern recognition to calculation, so
they are strongly biased to search for a prepackaged solution, ie, a ‘‘rule,’’ before
resorting to more strenuous knowledge-based-functioning.

Although all three levels may be used simultaneously, with increasing expertise
the primary focus of control moves from knowledge-based toward skill-based
functioning. Experts have a much larger repertoire of schemata and problem-
solving rules than novices, and they are formulated at a more abstract level. In one
sense, expertise means seldom having to resort to knowledge-based functioning
(reasoning).

Mechanisms of cognitive errors

Errors have been classified by Reason and Rasmussen at each level of the skill-,
rule-, and knowledge-based model.26 Skill-based errors are called ‘‘slips.’’ These
are unconscious glitches in automatic activity. Slips are errors of action. Rule-
based and knowledge-based errors, by contrast, are errors of conscious thought
and are termed ‘‘mistakes.’’ The mechanisms of error vary with the level.

Slips

Skill-based activity is automatic. A slip occurs when there is a break in the routine
while attention is diverted. The actor possesses the requisite routines; errors occur
because of a lack of a timely attentional check. In brief, slips are monitoring
failures. They are unintended acts.

A common mechanism of a slip is capture, in which a more frequently used
schema takes over from a similar but less familiar one. For example, if the usual
action sequence is ABCDE, but on this occasion the planned sequence changes to
ABCFG, then conscious attention must be in force after C or the more familiar
pattern DE will be executed. An everyday example is departing on a trip in which
the first part of the journey is the same as a familiar commuting path and driving
to work instead of to the new location.

Another type of slip is a description error, in which the right action is performed
on the wrong object, such as pouring cream on a pancake. Associative activation
errors result from mental associations of ideas, such as answering the phone when
the doorbell rings. Loss of activation errors are temporary memory losses, such as
entering a room and no longer remembering why you wanted to go there. Loss of
activation errors are frequently caused by interruptions.

A variety of factors can divert attentional control and make slips more likely.
Physiological factors include fatigue, sleep loss, alcohol, drugs, and illness.
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Psychological factors include other activity (‘‘busyness’’), as well as emotional
states such as boredom, frustration, fear, anxiety, or anger. All these factors lead to
preoccupations that divert attention. Psychological factors, though considered
‘‘internal’’ or endogenous, may also be caused by a host of external factors, such as
overwork, interpersonal relations, and many other forms of stress. Environmental
factors, such as noise, heat, visual stimuli, motion, and other physical phenomena,
also can cause distractions that divert attention and lead to slips.

Mistakes

Rule-based errors usually occur during problem solving when a wrong rule is
chosen—either because of a misperception of the situation and, thus, the applica-
tion of a wrong rule or because of misapplication of a rule, usually one that is
strong (frequently used), that seems to fit adequately. Errors result from misap-
plied expertise.

Knowledge-based errors are much more complex. The problem solver con-
fronts a novel situation for which he or she possesses no, preprogrammed
solutions. Errors arise because of lack of knowledge or misinterpretation of the
problem. Pattern matching is preferred to calculation, but sometimes we match the
wrong patterns. Certain habits of thought have been identified that alter pattern
matching or calculation and lead to mistakes. These processes are incompletely
understood and are seldom recognized by the actor. One such process is biased
memory. Decisions are based on what is in our memory, but memory is biased
toward overgeneralization and overregularization of the commonplace.28 Familiar
patterns are assumed to have universal applicability because they usually work. We
see what we know. Paradoxically, memory is also biased toward overemphasis on
the discrepant. A contradictory experience may leave an exaggerated impression
far outweighing its statistical importance (eg, the exceptional case or missed
diagnosis).

Another mechanism is the availability heuristic,29 the tendency to use the first
information that comes to mind. Related are confirmation bias, the tendency to look
for evidence that supports an early working hypothesis and to ignore data that
contradict it, and overconfidence, the tendency to believe in the validity of the
chosen course of action and to focus on evidence that favors it.26

Rule-based and knowledge-based functioning are affected by the same physi-
ological, psychological, and environmental influences that produce slips. A great
deal of research has been devoted to the effects of stress on performance. Although
it is often difficult to establish causal links between stress and specific accidents,
there is little question that errors (both slips and mistakes) are increased under
stress. On the other hand, stress is not all bad. It has long been known that ‘‘a little
anxiety improves performance.’’ In 1908, Yerkes and Dodson30 showed that
performance is best at moderate levels of arousal. Poor performance occurs at both
extremes: boredom and panic.31 Coning of attention under stress is the tendency in
an emergency to concentrate on one single source of information, the ‘‘first come,
best preferred’’ solution.31 (A classic example is the phenomenon of passengers in
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a crashed aircraft struggling to open a door while ignoring a large hole in the
fuselage a few feet away.) Reversion under stress is a phenomenon in which recently
learned behavioral patterns are replaced by older, more familiar ones, even if they
are inappropriate in the circumstances.31

The complex nature of cognition, the vagaries of the physical world, and the
inevitable shortages of information and schemata ensure that normal humans
make multiple errors every day. Slips are most common, since much of our mental
functioning is automatic, but the rate of error in knowledge-based processes is
higher.26

Latent errors

In 1979, the Three-Mile Island incident caused both psychologists and human
factors engineers to reexamine their theories about human error. Although
investigations revealed the expected operator errors, it was clear that prevention of
many of these errors was beyond the capabilities of the human operators at the
time. Many errors were caused by faulty interface design, others by complex
interactions and breakdowns that were not discernible by the operators or their
instruments. The importance of poor system design as a cause of failures in
complex processes became more apparent.32 Subsequent disasters, notably Bhopal
and Chernobyl, made it even clearer that operator errors were only part of the
explanation of failures in complex systems. Disasters of this magnitude resulted
from major failures of design and organization that occurred long before the
accident, failures that both caused operator errors and made them impossible to
reverse.26,32

Reason26 has called these latent errors, errors that have effects that are delayed,
‘‘accidents waiting to happen,’’ in contrast to active errors, which have effects that
are felt immediately. While an operator error may be the proximal ‘‘cause’’ of the
accident, the root causes were often present within the system for a long time. The
operator has, in a real sense, been ‘‘set up’’ to fail by poor design, faulty
maintenance, or erroneous management decisions.

Faulty design at Three-Mile Island provided gauges that gave a low pressure
reading both when pressure was low and when the gauge was not working and a
control panel on which 100 warning lights flashed simultaneously. Faulty mainte-
nance disabled a safety back-up system so the operator could not activate it when
needed. Similarly, bad management decisions can result in unrealistic workloads,
inadequate training, and demanding production schedules that lead workers to
make errors.

Accidents rarely result from a single error, latent or active.26,32 System
defenses and the abilities of frontline operators to identify and correct errors before
an accident occurs make single-error accidents highly unlikely. Rather, accidents
typically result from a combination of latent and active errors and breach of
defenses. The precipitating event can be a relatively trivial malfunction or an
external circumstance, such as the weather (eg, the freezing of O-rings that caused
the Challenger disaster).
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The most important result of latent errors may be the production of psycho-
logical precursors, which are pathologic situations that create working conditions
that predispose to a variety of errors.26 Inappropriate work schedules, for example,
can result in high workloads and undue time pressures that induce errors. Poor
training can lead to inadequate recognition of hazards or inappropriate procedures
that lead to accidents. Conversely, a precursor can be the product of more than
one management or training failure. For example, excessive time pressure can
result from poor scheduling, but it can also be the product of inadequate training
or faulty division of responsibilities. Because they can affect all cognitive processes,
these precursors can cause an immense variety of errors that result in unsafe acts.

The important point is that successful accident prevention efforts must focus
on root causes—system errors in design and implementation. It is futile to
concentrate on developing solutions to the unsafe acts themselves. Other errors,
unpredictable and infinitely varied, will soon occur if the underlying cause is
uncorrected. Although correcting root causes will not eliminate all
errors—individuals still bring varying abilities and work habits to the workplace—it
can significantly reduce the probability of errors occurring.

Prevention of accidents

The multiplicity of mechanisms and causes of errors (internal and external,
individual and systemic) dictates that there cannot be a simple or universal means
of reducing errors. Creating a safe process, whether it be flying an airplane,
running a hospital, or performing cardiac surgery, requires attention to methods of
error reduction at each stage of system development: design, construction,
maintenance, allocation of resources, training, and development of operational
procedures. This type of attention to error reduction requires responsible individu-
als at each stage to think through the consequences of their decisions and to reason
back from discovered deficiencies to redesign and reorganize the process. Systemic
changes are most likely to be successful because they reduce the likelihood of a
variety of types of errors at the end-user stage.

The primary objective of system design for safety is to make it difficult for
individuals to err. But it is also important to recognize that errors will inevitably
occur and plan for their recovery.26 Ideally, the system will automatically correct
errors when they occur. If that is impossible, mechanisms should be in place to at
least detect errors in time for corrective action. Therefore, in addition to designing
the work environment to minimize psychological precursors, designers should
provide feedback through instruments that provide monitoring functions and build
in buffers and redundancy. Buffers are design features that automatically correct
for human or mechanical errors. Redundancy is duplication (sometimes triplica-
tion or quadruplication) of critical mechanisms and instruments, so that a failure
does not result in loss of the function.

Another important system design feature is designing tasks to minimize errors.
Norman28 has recommended a set of principles that have general applicability.
Tasks should be simplified to minimize the load on the weakest aspects of cognition:
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short-term memory, planning, and problem solving. The power of constraints
should be exploited. One way to do this is with ‘‘forcing functions,’’ which make it
impossible to act without meeting a precondition (such as the inability to release
the parking gear of a car unless the brake pedal is depressed). Standardization of
procedures, displays, and layouts reduces error by reinforcing the pattern recogni-
tion that humans do well. Finally, where possible, operations should be easily
reversible or difficult to perform when they are not reversible.

Training must include, in addition to the usual emphasis on application of
knowledge and following procedures, a consideration of safety issues. These issues
include understanding the rationale for procedures as well as how errors can occur
at various stages, their possible consequences, and instruction in methods for
avoidance of errors. Finally, it must be acknowledged that injuries can result from
behavioral problems that may be seen in impaired physicians or incompetent
physicians despite well-designed systems; methods for identifying and correcting
egregious behaviors are also needed.

The aviation model

The practice of hospital medicine has been compared, usually unfavorably, to the
aviation industry, also a highly complicated and risky enterprise but one that seems
far safer. Indeed, there seem to be many similarities. As Allnutt observed,

Both pilots and doctors are carefully selected, highly trained professionals who
are usually determined to maintain high standards, both externally and
internally imposed, whilst performing difficult tasks in life-threatening envi-
ronments. Both use high technology equipment and function as key members
of a team of specialists … both exercise high level cognitive skills in a most
complex domain about which much is known, but where much remains to be
discovered.31

While the comparison is apt, there are also important differences between aviation
and medicine, not the least of which is a substantial measure of uncertainty due to
the number and variety of disease states, as well as the unpredictability of the
human organism. Nonetheless, there is much physicians and nurses could learn
from aviation.

Aviation—airline travel, at least—is indeed generally safe: more than 10 million
takeoffs and landings each year with an average of fewer than four crashes a year.
But, it was not always so. The first powered flight was in 1903, the first fatality in
1908, and the first midair collision in 1910. By 1910, there were 2000 pilots in the
world and 32 had already died.32 The US Air Mail Service was founded in 1918.
As a result of efforts to meet delivery schedules in all kinds of weather, 31 of the
first 40 Air Mail Service pilots were killed. This appalling toll led to unionization of
the pilots and their insistence that local field controllers could not order pilots to
fly against their judgment unless the field controllers went up for a flight around
the field themselves. In 1922, there were no Air Mail Service fatalities.32 Since that
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time, a complex system of aircraft design, instrumentation, training, regulation,
and air traffic control has developed that is highly effective at preventing fatalities.

There are strong incentives for making flying safe. Pilots, of course, are highly
motivated. Unlike physicians, their lives are on the line as well as those of their
passengers. But, airlines and airplane manufacturers also have strong incentives to
provide safe flight. Business decreases after a large crash, and if a certain model of
aircraft crashes repeatedly, the manufacturer will be discredited. The lawsuits that
inevitably follow a crash can harm both reputation and profitability.

Designing for safety has led to a number of unique characteristics of aviation
that could, with suitable modification, prove useful in improving hospital safety.

First, in terms of system design, aircraft designers assume that errors and
failures are inevitable and design systems to ‘‘absorb’’ them, building in multiple
buffers, automation, and redundancy. As even a glance in an airliner cockpit
reveals, extensive feedback is provided by means of monitoring instruments, many
in duplicate or triplicate. Indeed, the multiplicity of instruments and automation
have generated their own challenges to system design: sensory overload and
boredom. Nonetheless, these safeguards have served the cause of aviation safety
well.

Second, procedures are standardized to the maximum extent possible. Specific
protocols must be followed for trip planning, operations, and maintenance. Pilots
go through a checklist before each take-off. Required maintenance is specified in
detail and must be performed on a regular (by flight hours) basis. Third, the
training, examination, and certification process is highly developed and rigidly, as
well as frequently, enforced. Airline pilots take proficiency examinations every 6
months. Much of the content of examinations is directly concerned with proce-
dures to enhance safety.

Pilots function well within this rigorously controlled system, although not
flawlessly. For example, one study of cockpit crews observed that human errors or
instrument malfunctions occurred on the average of one every 4 minutes during an
overseas flight.32 Each event was promptly recognized and corrected with no
untoward effects. Pilots also willingly submit to an external authority, the air traffic
controller, when within the constrained air and ground space at a busy airport.

Finally, safety in aviation has been institutionalized. Two independent agencies
have government-mandated responsibilities: the Federal Aviation Administration
(FAA) regulates all aspects of flying and prescribes safety procedures, and the
National Transportation Safety Board investigates every accident. The adherence
of airlines and pilots to required safety standards is closely monitored. The FAA
recognized long ago that pilots seldom reported an error if it led to disciplinary
action. Accordingly, in 1975 the FAA established a confidential reporting system
for safety infractions, the Air Safety Reporting System (ASRS). If pilots, control-
lers, or others promptly report a dangerous situation, such as a near-miss midair
collision, they will not be penalized. This program dramatically increased report-
ing, so that unsafe conditions at airports, communication problems, and traffic
control inadequacies are now promptly communicated. Analysis of these reports
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and subsequent investigations appear as a regular feature in several pilots’
magazines. The ASRS receives more than 5000 notifications each year.32

The medical model

By contrast, accident prevention has not been a primary focus of the practice of
hospital medicine. It is not that errors are ignored. Mortality and morbidity
conferences, incident reports, risk management activities, and quality assurance
committees abound. But, as noted previously, these activities focus on incidents
and individuals. When errors are examined, a problem-solving approach is usually
used: the cause of the error is identified and corrected. Root causes, the underlying
systems failures, are rarely sought. System designers do not assume that errors and
failures are inevitable and design systems to prevent or absorb them. There are, of
course, exceptions. Implementation of unit dosing, for example, markedly reduced
medication dosing errors by eliminating the need for the nurse to measure out each
dose. Monitoring in intensive care units is sophisticated and extensive (although
perhaps not sufficiently redundant). Nonetheless, the basic health care system
approach is to rely on individuals not to make errors rather than to assume they
will.

Second, standardization and task design vary widely. In the operating room, it
has been refined to a high art. In patient care units, much more could be done,
particularly to minimize reliance on short-term memory, one of the the weakest
aspects of cognition. On-time and correct delivery of medications, for example, is
often contingent on a busy nurse remembering to do so, a nurse who is responsible
for four or five patients at once and is repeatedly interrupted, a classic set up for a
‘‘loss-of-activation’’ error.

On the other hand, education and training in medicine and nursing far exceed
that in aviation, both in breadth of content and in duration, and few professions
compare with medicine in terms of the extent of continuing education. Although
certification is essentially universal, including the recent introduction of periodic
recertification, the idea of periodically testing performance has never been accepted.
Thus, we place great emphasis on education and training, but shy away from
demonstrating that it makes a difference.

Finally, unlike aviation, safety in medicine has never been institutionalized, in
the sense of being a major focus of hospital medical activities. Investigation of
accidents is often superficial, unless a malpractice action is likely; noninjurious
error (a ‘‘near miss’’) is rarely examined at all. Incident reports are frequently
perceived as punitive instruments. As a result, they are often not filed, and when
they are, they almost invariably focus on the individual’s misconduct.

One medical model is an exception and has proved quite successful in
reducing accidents due to errors: anesthesia. Perhaps in part because the effects of
serious anesthetic errors are potentially so dramatic—death or brain damage—and
perhaps in part because the errors are frequently transparently clear and knowable
to all, anesthesiologists have greatly emphasized safety. The success of these efforts
has been dramatic. Whereas mortality from anesthesia was one in 10 000 to 20 000
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just a decade or so ago, it is now estimated at less than one in 200 000.33

Anesthesiologists have led the medical profession in recognizing system factors as
causes of errors, in designing fail-safe systems, and in training to avoid errors.34–36

Systems changes to reduce hospital injuries

Can the lessons from cognitive psychology and human factors research that have
been successful in accident prevention in aviation and other industries be applied
to the practice of hospital medicine? There is every reason to think they could be.
Hospitals, physicians, nurses, and pharmacists who wish to reduce errors could
start by considering how cognition and error mechanisms apply to the practice of
hospital medicine. Specifically, they can examine their care delivery systems in
terms of the systems’ ability to discover, prevent, and absorb errors and for the
presence of psychological precursors.

Discovery of errors

The first step in error prevention is to define the problem. Efficient, routine
identification of errors needs to be part of hospital practice, as does routine
investigation of all errors that cause injuries. The emphasis is on ‘‘routine.’’ Only
when errors are accepted as an inevitable, although manageable, part of everyday
practice will it be possible for hospital personnel to shift from a punitive to a
creative frame of mind that seeks out and identifies the underlying system failures.

Data collecting and investigatory activities are expensive, but so are the
consequences of errors. Evidence from industry indicates that the savings from
reduction of errors and accidents more than make up for the costs of data
collection and investigation.31 (While these calculations apply to ‘‘rework’’ and
other operational inefficiencies resulting from errors, additional savings from
reduced patient care costs and liability costs for hospitals and physicians could also
be substantial.)

Prevention of errors

Many health care delivery systems could be redesigned to significantly reduce the
likelihood of error. Some obvious mechanisms that can be used are as follows:

Reduced Reliance on Memory.—Work should be designed to minimize the
requirements for human functions that are known to be particularly fallible, such
as short-term memory and vigilance (prolonged attention). Clearly, the compo-
nents of work must be well delineated and understood before system redesign.
Checklists, protocols, and computerized decision aids could he used more widely.
For example, physicians should not have to rely on their memories to retrieve a
laboratory test result, and nurses should not have to remember the time a
medication dose is due. These are tasks that computers do much more reliably
than humans.
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Improved Information Access.—Creative ways need to be developed for
making information more readily available: displaying it where it is needed, when it
is needed, and in a form that permits easy access. Computerization of the medical
record, for example, would greatly facilitate bedside display of patient information,
including tests and medications.

Error Proofing.—Where possible, critical tasks should be structured so that
errors cannot be made. The use of ‘‘forcing functions’’ is helpful. For example, if a
computerized system is used for medication orders, it can be designed so that a
physician cannot enter an order for a lethal overdose of a drug or prescribe a
medication to which a patient is known to be allergic.

Standardization.—One of the most effective means of reducing error is
standardizing processes wherever possible. The advantages, in efficiency as well as
in error reduction, of standardizing drug doses and times of administration are
obvious. Is it really acceptable to ask nurses to follow six different ‘‘K-scales’’
(directions for how much potassium to give according to patient serum potassium
levels) solely to satisfy different physician prescribing patterns? Other candidates
for standardization include information displays, methods for common practices
(such as surgical dressings), and the geographic location of equipment and
supplies in a patient care unit. There is something bizarre, and really quite
inexcusable, about ‘‘code’’ situations in hospitals where house staff and other
personnel responding to a cardiac arrest waste precious seconds searching for
resuscitation equipment simply because it is kept in a different location on each
patient care unit.

Training.—Instruction of physicians, nurses, and pharmacists in procedures
or problem solving should include greater emphasis on possible errors and how to
prevent them. (Well-written surgical atlases do this.) For example, many interns
need more rigorous instruction and supervision than is currently provided when
they are learning new procedures. Young physicians need to be taught that safe
practice is as important as effective practice. Both physicians and nurses need to
learn to think of errors primarily as symptoms of systems failures.

Absorption of errors

Because it is impossible to prevent all error, buffers should be built into each
system so that errors are absorbed before they can cause harm to patients. At
minimum, systems should be designed so that errors can be identified in time to be
intercepted. The drug delivery systems in most hospitals do this to some degree
already. Nurses and pharmacists often identify errors in physician drug orders and
prevent improper administration to the patient. As hospitals move to computerized
records and ordering systems, more of these types of interceptions can be
incorporated into the computer programs. Critical systems (such as life-support
equipment and monitors) should be provided in duplicate in those situations in
which a mechanical failure could lead to patient injury.
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Psychological precursors

Finally, explicit attention should be given to work schedules, division of responsi-
bilities, task descriptions, and other details of working arrangements where
improper managerial decisions can produce psychological precursors such as time
pressures and fatigue that create an unsafe environment. While the influence of the
stresses of everyday life on human behavior cannot be eliminated, stresses caused
by a faulty work environment can be. Elimination of fear and the creation of a
supportive working environment are other potent means of preventing errors.

Institutionalization of safety

Although the idea of a national hospital safety board that would investigate every
accident is neither practical nor necessary, at the hospital level such activities
should occur. Existing hospital risk management activities could be broadened to
include all potentially injurious errors and deepened to seek out underlying system
failures. Providing immunity, as in the FAA ASRS system, might be a good first
step. At the national level, the Joint Commission on Accreditation of Healthcare
Organizations should be involved in discussions regarding the institutionalization
of safety. Other specialty societies might well follow the lead of the anesthesiolo-
gists in developing safety standards and require their instruction to be part of
residency training.

Implementing systems changes

Many of the principles described herein fit well within the teachings of total quality
management.24 One of the basic tenants of total quality management, statistical
quality control, requires data regarding variation in processes. In a generic sense,
errors are but variations in processes. Total quality management also requires a
culture in which errors and deviations are regarded not as human failures, but as
opportunities to improve the system, ‘‘gems,’’ as they are sometimes called. Finally,
total quality management calls for grassroots participation to identify and develop
system modifications to eliminate the underlying failures.

Like total quality management, systems changes to reduce errors require
commitment of the organization’s leadership. None of the aforementioned changes
will be effective or, for that matter, even possible without support at the highest
levels (hospital executives and departmental chiefs) for making safety a major goal
of medical practice.

But it is apparent that the most fundamental change that will be needed if
hospitals are to make meaningful progress in error reduction is a cultural one.
Physicians and nurses need to accept the notion that error is an inevitable
accompaniment of the human condition, even among conscientious professionals
with high standards. Errors must be accepted as evidence of systems flaws not
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character flaws. Until and unless that happens, it is unlikely that any substantial
progress will be made in reducing medical errors.
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29
Evaluation of quality
improvement programmes
John Øvretveit and David Gustafson

Extracts from Øvretveit J and Gustafson D (2002) Evaluation of quality improve-
ment programmes, Quality and Safety in Health Care 11: 270–75.

In response to increasing concerns about quality, many countries are carrying out
large scale programmes which include national quality strategies, hospital pro-
grammes, and quality accreditation, assessment and review processes. Increasing
amounts of resources are being devoted to these interventions, but do they ensure
or improve quality of care? There is little research evidence as to their effectiveness
or the conditions for maximum effectiveness. Reasons for the lack of evaluation
research include the methodological challenges of measuring outcomes and
attributing causality to these complex, changing, long term social interventions to
organisations or health systems, which themselves are complex and changing.
However, methods are available which can be used to evaluate these programmes
and which can provide decision makers with research based guidance on how to
plan and implement them. This paper describes the research challenges, the
methods which can be used, and gives examples and guidance for future research.
It emphasises the important contribution which such research can make to
improving the effectiveness of these programmes and to developing the science of
qualify improvement.

A quality programme is the planned activities carried out by an organisation or
health system to improve quality. It covers a range of interventions which are more
complex than a single quality team improvement project or the quality activities in
one department. Quality programmes include programmes for a whole organisa-
tion (such as a hospital total quality programme), for teams from many organisa-
tions (for example, a ‘‘collaborative’’ programme), for external reviews of organi-
sations in an area (for example, a quality accreditation programme), for changing
practice in many organisations (for example, a practice guidelines formulation and
implementation programme), and for a national or regional quality strategy which
itself could include any or all of the above. These programmes create conditions
which help or hinder smaller quality improvement projects.
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Quality improvement programmes are new ‘‘social medical technologies’’
which are increasingly being applied. One study noted 11 different types of
programmes in the UK NHS in a recent 3 year period.1 They probably consume
more resources than any treatment and have potentially greater consequences for
patient safety and other clinical outcomes. Yet we know little of their effectiveness
or relative cost effectiveness, or how to ensure they are well implemented.

Decision makers and theorists have many questions about these programmes:

+ Do they achieve their objectives and, if so, at what cost?
+ Why are some more successful than others?
+ What are the factors and conditions critical for success?
+ What does research tell us about how to improve their effectiveness?

Some anecdotal answers come from the reports of consultants and participants,
and there are theories about ‘‘critical success factors’’ for some types of pro-
gramme. However, until recently there was little independent and systematic
research about effectiveness and the conditions for effectiveness. Indeed, there was
little descriptive research which documented the activities which people actually
undertook when implementing a programme.

Research has made some progress in answering these questions, but perhaps
not as much as was hoped, in part because of the methodological challenges. This
paper first briefly notes some of the research before describing the challenges and
the research designs which can be used. It finishes with suggestions for developing
research in this field.

Research into quality improvement programmes

The most studied subcategory of quality programmes is hospital quality pro-
grammes, particularly US hospital total quality management programmes (TQM),
later called continuous quality improvement programmes (CQI). Several non-
systematic reviews have been carried out (Box 29.1).2–6

There is evidence from some studies that certain factors appear to be
necessary to motivate and sustain implementation and to create conditions likely to
produce results. The most commonly reported are senior management commit-
ment, sustained attention and the right type of management roles at different
levels, a focus on customer needs, physician involvement, sufficient resources,
careful programme management, practical and relevant training which personnel
can use immediately, and the right culture.4–13 These demanding conditions for
success raise questions about whether the type of quality programmes which have
been tried are feasible for health care. These limited conclusions appear similar
across public and private, and across nations. However, there is little research for
non-US clinics and hospitals, for public hospitals, or systematic comparative
investigation to support this impression.
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Box 29.1 Non-systematic reviews of hospital quality programmes

The general conclusions of non-systematic reviews of hospital quality pro-
grammes are:

+ The label given to a programme (for example, ‘‘TQM’’) is no guide to
the activities which are actually carried out: programmes with the same
name are implemented very differently at different rates, coverage, and
depth in the organisation.

+ Few hospitals seem to have achieved significant results and little is known
about any long term results.

+ Few studies describe or compare different types of hospital quality
programmes, especially non-TQM/CQI programmes.

+ Most studies have severe limitations (see later).

With regard to research methods, studies have tended to rely on quality specialists
or senior managers for information about the programme and its impact, and to
survey them once retrospectively. Future studies need to gather data from a wider
range of sources and over a longer period of time. Data should also be gathered to
assess the degree of implementation of the programme. Implementation should
not be assumed; evidence is needed as to exactly which changes have been made
and when. Outcomes need to be viewed in relation to how deeply and broadly the
programme was implemented and the stage or ‘‘maturity’’ of the programme. To
date, for most studies the lack of evidence of impact may simply reflect the fact
that the programmes were not implemented, even though some respondents may
say they had been. Assessing the degree of implementation could also help to
formulate explanations of outcomes. There is a need for studies of organisations
which are similar apart from their use of quality methods and ideas, as well the
need for more studies to use the same measures—for example, of results, of
culture, or of other variables. Many of these points also apply to research into
other types of quality programmes.

Other quality improvement programmes

Few other types of quality improvement programmes have been systematically
studied or evaluated; there are few studies of national or regional programmes such
as guideline implementation or of the effectiveness of quality review or accredita-
tion processes.14 Managers have reported that organisations which received low
scores (‘‘probation’’) on the US Joint Commission for Accreditation of Healthcare
Organisations assessment were given high scores 3 years later but had not made
substantive changes.6 Few studies have described or assessed the validity or value
of the many comparative quality assessment systems,15–18 of external evaluation
processes,19–24 or have studied national or regional quality strategies or pro-
grammes in primary health care.25
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More evaluation research is also being undertaken into quality improvement
collaboratives. This is part of a new wave of research which is revealing more about
the conditions which organisations and managers need to create in order to foster,
sustain and spread effective projects and changes. Collaboratives are similar to
hospital quality programmes in that they usually involve project teams, but the
teams are from different organisations. The structure of the collaborative and the
steps to be taken is more prescribed than most hospital quality programmes.

One study has drawn together the results of evaluations of different collabora-
tives.26 This study provides knowledge which can be used to develop collaboratives
working on other subjects, helps to understand factors critical to success, and also
demonstrates other research methods which can be used to study some types of
quality programmes. The study concluded that there was some evidence that
quality collaboratives can help some teams to make significant improvements
quickly if the collaborative is carefully planned and managed, and if the team has
the right conditions. It suggested that a team’s success depended on their ability to
work as a team, their ability to learn and apply quality methods, the strategic
importance of their work to their home organisation, the culture of their home
organisation, and the type and degree of support from management. This can help
teams and their managers to decide whether they have, or can create, the
conditions to be able to benefit from taking part in what can be a costly
programme.

There is therefore little research into quality programmes which meets
rigorous scientific criteria, but some of the research which has been done does
provide guidance for decision makers which is more valid than the reports of
consultants or participants. There is clearly a need for more evaluations and other
types of studies of quality programmes which answer the questions of decision
makers and also build theory about large scale interventions to complex health
organisations or health systems. The second part of this paper considers the
designs and methods which could be used in future research.

Research challenges

These interventions are difficult to evaluate using experimental methods. Many
programmes are evolving, and involve a number of activities which start and finish
at different times. These activities may be mutually reinforcing and have a
synergistic effect if they are properly implemented: many quality programmes are a
‘‘system’’ of activities. Some quality programmes are implemented over a long
period of time; many cannot be standardised and need to be changed to suit the
situation in ways which are different from the way in which a treatment is changed
to suit a patient.

The targets of the interventions are not patients but whole organisations or
social groups which vary more than the physiology of an individual patient: they
can be considered as complex adaptive social systems.27 There are many short and
long term outcomes which usually need to be studied from the perspectives of
different parties. It is difficult to prove that these outcomes are due to the
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programme and not to something else, given the changing nature of each type of
programme, their target, the environment, and the time scales involved. They are
carried out over time in a changing economic, social, and political climate which
influences how they are implemented.28

One view is that each programme and situation is unique and no generalisa-
tions can be made to other programmes elsewhere. This may be true for some
programmes, but even then a description of the programme and its context allows
others to assess the relevance of the programme and the findings to their local
situation. However, at present researchers do not have agreed frameworks to
structure their descriptions and allow comparisons, although theories do exist
about which factors are critical.

Quasi-experimental designs can be used:29–30 it may be possible to standardise
the intervention, control its implementation, and use comparison programmes
within the same environment in order to exclude other possible influences on
outcomes. One issue is that many programmes are local interpretations of
principles; many are not standardised specific interventions that can be replicated.
Indeed, they should not be: flexible implementation for the local situation appears
to be important for success.5 TQM/CQI is more a philosophy and set of principles
than a specific set of steps and actions to be implemented by all organisations,
although some models do come close to prescribing detailed steps.

Research designs

The difficulties in evaluating these programmes do not mean that they cannot or
should not be evaluated. There are a number of designs and methods which can
and have been used: these are summarised below and discussed in detail else-
where.28–34

Box 29.2 A qualitative evaluation of external reviews of
clinical governance

One example which illustrates the use of qualitative methods is a study of the
UK government’s programme of external review of clinical governance
arrangements in public healthcare provider organisations.35 Members of the
review team as well as senior clinicians and managers were interviewed in 47
organisations before and after the review. A qualitative analysis identified
themes and issues and reported common views about how the review process
could be improved.

Although most interviewees thought the reviews gave a valid picture of
clinical governance, much of the knowledge produced was already known to
them but had not been made explicit. It concluded that major changes in
policy, strategy, or direction in the organisations had not occurred as a result
of the reviews, and suggested that the use of the same process for all
organisations was ‘‘at best wasteful of resources and perhaps even positively
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harmful’’. This study provided the only independent description of the
review process and of different stakeholders’ assessments as to its value and
how the process could be improved. The findings were useful to the reviewers
to refine their programme. One of the limitations of the study was that it did
not investigate outcomes further than the interviewees’ perceptions of im-
pact: ‘‘measuring impact reliably is difficult and different stakeholders may
have quite different subjective perceptions of impact’’.35

Descriptive case design

This design simply aims to describe the programme as implemented. There is no
attempt to gather data about outcomes, but knowledgeable stakeholders’ expecta-
tions of outcome and perceptions of the strengths and weaknesses of the
programme can be gathered. Why is this descriptive design sometimes useful?
Some quality programmes are prescribed and standardised—for example, a quality
accreditation or external review. In these cases a description of the intervention
activities is available which others can use to understand what was done and to
replicate the intervention. However, many programmes are implemented in
different ways or not described, or may only be described as principles and without
a strategy. For the researcher a first description of the programme as implemented
saves wasting time looking for impact further down the causal chain (for example,
patient outcomes) when few or no activities have actually been implemented.

Audit design

This design takes a written statement about what people should do, such as a
protocol or plan, and compares this with what they actually do. This is a quick and
low cost evaluation design which is useful when there is evidence that following a
programme or protocol will result in certain outcomes. It can be used to describe
how far managers and health personnel follow prescriptions for quality programme
interventions and why they may diverge from these prescriptions. ‘‘Audit’’ research
of quality accreditation or review processes can help managers to develop more
cost effective reviews.35

Prospective before-after designs: single case or comparative

The single case prospective design gathers specific data about the target of the
intervention before and after (or during) the intervention. Outcomes are consid-
ered as the differences between the before and after data collected about the target.
The immediate target is the organisation and personnel; the ultimate targets are
patients.
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Box 29.3 Example of a theory testing comparative design

The first comprehensive studies of effectiveness of TQM/CQI programmes
in health care also tried to establish which factors were critical for ‘‘suc-
cess’’.8–10 The methods used in these studies were to survey 67 hospitals,
some with programmes and some without, and later 61 hospitals with TQM
programmes, asking questions about the programme and relating certain
factors to quality performance improvement. The findings were that, after 3
years, the hospitals could not report clear evidence of results and that few
had tackled clinical care processes.

A later study tested hypotheses about associations between organisation and
cultural factors and performance.11 Interviews and surveys were undertaken
in 10 selected hospitals. Performance improvements were found in most
programmes in satisfaction, market share, and economic efficiency as meas-
ured by length of stay, unit costs, and labour productivity. Interestingly,
culture was only found to influence the patient satisfaction performance. It
was easier for smaller hospitals with fewer complex services to implement
CQI. Early physician involvement was also associated with CQI success, a
finding reported in other studies.6–7

This set of studies has a practical value. The findings give managers a
reliable foundation for assessing whether they have the conditions which are
likely to result in a successful programme. Another strength of this study was
to assess the ‘‘depth’’ of implementation by using Baldridge or EFQM award
categories.19, 21 Limitations of the study were that: precise descriptions of the
nature of the different hospital programmes were not given; only one site data
gathering visit was undertaken; and less than 2 years was taken for the
investigation so that the way the programmes changed and whether they were
sustained could not be gauged. Follow up studies would add to our
knowledge of the long term evolution of these programmes, any long term
results, and explanations about why some hospitals were more successful
than others.

Comparative before-after designs produce stronger evidence that any out-
comes were due to the programme and not to something else. If the comparable
unit has no intervention, this design allows some control for competing explana-
tions of outcomes if the units have similar characteristics and environments. These
are quasi-experimental or ‘‘theory testing’’ designs because the researcher predicts
changes to the one or more before-after variables, and then gathers the data before
and after the intervention (for example, personnel attitudes towards quality) to test
the prediction. However, when limited to studying only before-after (or later)
differences, these designs do not generate explanations about why any changes
occurred (Box 29.2).
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Retrospective or concurrent evaluation designs: single case
or comparative

In these designs the researcher can use either a quasi-experimental ‘‘theory testing’’
approach or a ‘‘theory building’’ approach. An example of the former is the
‘‘prediction testing survey’’ design. The researcher studies previous theories or
empirical research to identify theorised critical success factors—for example,
sufficient resources, continuity of management, aspects of culture—and then tests
these to find which are associated with successful and unsuccessful programmes
(Box 29.3).

Box 29.4 Example of an action evaluation comparative design

A 4 year comparative action evaluation study of six Norwegian hospitals
provided evidence about results and critical factors.4,7,36 It gave the first
detailed and long term description about what hospitals in a public system
actually did and how the programmes changed over time. The study found
consistencies between the six sites in the factors critical for success: manage-
ment and physician involvement at all levels, good data systems, the right
training, and effective project team management. A 9 year follow up is
planned.

In contrast, a ‘‘theory building’’ approach involves the researcher in gathering
data about the intervention, context, and possible effects during or after the
intervention (Box 29.4). To describe the programme as it was implemented, the
researcher asks different informants to describe the activities which were actually
undertaken.30 The validity of these subjective perceptions can be increased by
interviewing a cross section of informants, by asking informants for any evidence
which they can suggest which would prove or disprove their perceptions, and by
comparing data from difference sources to identify patterns in the data (Box
29.4).30,32,33

The choice of design depends on the type of quality programme (short or long
term, prescribed or flexible, stable or changing), for whom the research is being
undertaken, and the questions to be addressed (Was it carried out as planned? Did
it achieve its objectives? What were the outcomes? What explains outcomes or
success or failure?). Descriptive, audit, and single case retrospective designs are
quicker to complete and are cheaper but do not give information about outcomes.
Comparative outcome designs can introduce some degree of control, thus making
possible inferences about critical factors if good descriptions of the programmes
and their context are also provided.

Improving future research

Some of the shortcomings of research into quality programmes have been
presented earlier. The five most common are:
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+ Implementation assessment failure: the study does not examine the extent to
which the programme was actually carried out. Was the intervention imple-
mented fully, in all areas and to the required ‘‘depth’’, and for how long?

+ Outcome assessment failure: the study does not assess any outcomes or a
sufficiently wide range of outcomes such as short and long term impact on the
organisation, on patients, and on resources consumed.

+ Outcome attribution failure: the study does not establish whether the out-
comes can unambiguously be attributed to the intervention, or whether
something else caused the outcomes.

+ Explanation failure: there is no theory or model which explains how the
intervention caused the outcomes and which factors and conditions were
critical.

+ Measurement variability: different researchers use very different data to
describe or measure the quality programme process, structure, and outcome.
It is therefore difficult to use the results of one study to question or support
another or to build up knowledge systematically.

Future evaluations would be improved by attention to the following:

(1) Assessing or measuring the level of implementation of the intervention
(2) Validating ‘‘implementation assessment’’
(3) Wider outcome assessment
(4) Longitudinal studies
(5) More attention to economics
(6) Explanatory theory
(7) Common definitions and measures
(8) Tools to predict and explain programme effectiveness

Assessing or measuring the level of implementation of the intervention

Studies need to assess how ‘‘broadly’’ the programme penetrated the organisation
(did it reach all parts?), how ‘‘deeply’’ it was applied in each part, and for how long
it was applied. One of the first rules of evaluation is ‘‘assume nothing has been
implemented—get evidence of what has been implemented, where and for how
long’’.30 There is no point looking for outcomes until this has been established.
Instruments for assessing ‘‘stage of implementation’’ or ‘‘maturation’’ need to be
developed such as the adaptation of the Baldridge criteria used in the study by
Shortell et al5 or other instruments.

Validating ‘‘implementation assessment’’

Survey responses are one data source for assessing level of implementation and are
useful for selecting organisations for further studies. However, these responses
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need to be gathered from a cross section of personnel, at different times, and
supplemented by site visits and other data sources to improve validity.

Wider outcome assessment

With regard to short term impact, data need to be gathered from a wide cross
section of organisational personnel and other stakeholders and from other data
sources. Most studies also need to gather data about long term outcomes and to
assess carefully the extent to which these outcomes can be attributed to the
programme. The outcome data to be gathered should be determined by a theory
predicting effects, which builds on previous research, or in terms of the specified
objectives of the programme, and these links should be made clear in the report.

Longitudinal studies

Retrospective single surveys provide data which is of limited use. We need more
prospective studies which follow the dynamics of the programme over long
timescales. Many future studies will need to investigate both the intervention and
the outcomes over an extended period of time. Very little is known about whether
these programmes are continued and how they might change, or about long term
outcomes.

More attention to economics

No studies have assessed the resources consumed by a quality improvement
programme or the resource consequences of the outcomes. The suspected high
initial costs of implementation would look different if more was known about the
costs of sustaining the programme and about the possible savings and economic
benefits.37 Long term evaluations may also uncover more outcomes, benefits, or
‘‘side effects’’ which are not discovered in short studies.

Explanatory theory

For hospital programmes there is no shortage of theories about how to implement
them and the conditions needed for success, but few are empirically based. For
both practical and scientific reasons, future studies need to test these theories or
build theories about what helps and hinders implementation at different stages,
and about how the intervention produce any discovered outcomes. For other types
of quality programmes there is very little theory of any type. Innovation adoption38

and diffusion theories are one source of ideas for building explanatory theories, for
understanding level of implementation, and for understanding why some organisa-
tions are able to apply or benefit more from the intervention than others.38
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Box 29.5 Steps for studying a quality improvement programme

The methods used depend on who the research is for (the research user), the
questions to be addressed, and the type of programme. An example of one
action evaluation research strategy is presented here.30,36

+ Conceptualise the intervention. At an early stage, form a simple model of
the component parts of the programme and of the activities carried out
at different times. This model can be built up from programme docu-
ments or any plans or descriptions which already exist, or from previous
theories about the intervention.

+ Find and review previous research about similar programmes and make
predictions. Identify which factors are suggested by theory or evidence to
be critical for the success of the programme. Identify which variables
have been studied before and how data were collected.

+ Identify research questions which arise out of previous research and/or
which are of interest to the users of the research.

+ Consider whether the intervention can be controlled in its implementa-
tion (would people agree to follow a prescribed approach or have they
done so if it is a retrospective study?). If not, design part of the study to
gather data to describe the programme as implemented and to assess the
level of implementation. Consider whether comparisons could be made
with similar or non-intervention sites—for example, to help exclude
competing explanations for outcomes or to discover assisting and hinder-
ing factors.

+ Plan methods to use to investigate how the programme was actually
carried out, the different activities performed, and to assess the level of
implementation. Gather data about the sequence of activities and how
the programme changed over time. Use documentary data sources,
observation, interviews, or surveys as appropriate describing how inform-
ants or other data sources were selected and possible bias. Note differ-
ences between the planned programme and the programme in action,
and participants’ explanations for this as well as other explanations.

+ Plan methods to gather data about the effects of the programme on
providers and patients if possible. Data may be participants’ subjective
perceptions, or more objective before and after data (for example,
complaints, clinical outcomes), or both. Use data collected by the
programme participants to monitor progress and results if these data are
valid. Consider how to capture data about unintended side effects—for
example, better personnel recruitment and retention.

+ Consider other explanations for discovered effects apart from the pro-
gramme and assess their plausibility.

+ To communicate the findings, create a model of the programme which
shows the component parts over time, the main outcomes, and factors
and conditions which appear to be critical in producing the outcomes.
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Specify the limitations of the study, the degree of certainty about the
findings, and the answers to the research questions.

Common definitions and measures

Most studies to date have used their own definitions and measures of effects of
quality programmes. This is now limiting our ability to compare and contrast
results from different evaluation studies and to build a body of knowledge.

Tools to predict and explain programme effectiveness

Future research needs to go beyond measuring effectiveness and to give decision
makers tools to predict the effects of their programmes. Decision theory models
could be used to create such tools, as could tools which effectively predict the
outcomes of particular improvement projects.39

In addition there is a need for overviews and theories of quality improvement
programmes; we have not described the full range of interventions which fall
within this category and have only given a limited discussion of a few. Future
research studies need to describe the range of complex large scale quality
interventions increasingly being carried out and their characteristics—for example,
to describe and compare national or regional quality programmes. More consid-
eration is needed of the similarities and differences between them, of what can be
learned from considering the group as a whole, and of how theories from
organisation, change management, sociology, and innovation studies can contrib-
ute to building theories about these interventions (Box 29.5).

Conclusions

Although there is research evidence that some discrete quality team projects are
effective, there is little evidence that any large scale quality programmes bring
significant benefits or are worth the cost. However, neither is there strong evidence
that there are no benefits or that resources are being wasted. The changing and
complex features of quality programmes, their targets, and the contexts make them
difficult to evaluate using conventional medical research experimental evaluation
methods, but this does not mean that they cannot be evaluated or investigated in
other ways. Quasi-experimental evaluation methods and other social science
methods can be used. These methods may not produce the degree of certainty that
is produced by a triple blind randomised controlled trial of a treatment, but they
can give insights into how these processes work to produce their effects.

Conclusive evidence of effectiveness may never be possible. At this stage a
more realistic and useful research strategy is to describe a programme and its
context and discover factors which are critical for successful implementation as
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judged by different parties. In a relatively short time this will provide useful data
for a more ‘‘research informed management’’ of these programmes.

A science is only as good as its research methods. The science of quality
improvement is being developed by research into how changes to organisation and
practice improve patient outcomes. However, insufficient attention has been given
to methods for evaluating and understanding large scale programmes for improv-
ing quality. As these programmes are increasingly used, there is particular need for
studies which do not only assess effectiveness, but also examine how best to
implement them.
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PART 7
General management and
governance
Introduction by Naomi Chambers

In the beginning, there were governors, superintendents and administrators. But
against the backcloth of the dawning of the ‘new public management’ era, the
language used to describe the management of health services began to change
dramatically in the 1980s. This part focuses on classic texts that have given us
some of the new language which we now use, whose ideas endure and whose
messages have not dated, and more recent pieces, which are exceptional in
helping to make sense of the complexities of health management and governance
today.

Herbert Simon (1997) was not concerned with healthcare but he has provided
us with an early explication of the limitations of the traditional ‘rational economic
man’ approach to management and administration, which was expanded on later
by Mintzberg (1973). In particular, Simon introduced us to the concepts of
‘bounded rationality’ and ’satisficing’. Very simply, bounded rationality recognizes
that in the real world of organizational life, there are limits to the alternative
courses of action that can be chosen to solve a problem (because of lack of time,
understanding, etc.) and that an administrator (to use the term which was current
at the time that Simon wrote) has to make a choice that is ’good enough’; in other
words, which satisfices.

As administrators became managers, public management from the 1970s
became recognized as both an activity and as a field of study (Hood, 2005). ‘New
public management’ (NPM) then developed out of the identification of the design
principles and tools for government reforms that were taking place across a
number of countries from the 1980s onwards, and which contrasted with the
structures and processes associated with classical government bureaucracies.
These included the use of performance management tools, decentralization,
outsourcing, privatization and marketization, and the general infiltration of private
sector methods into the public sector.

In retrospect, one of the earliest examples of NPM in action was the adoption
of the Griffiths report by government. In his letter to the Minister of Health, which
constitutes what must rank as the most succinct report ever written about or for
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the NHS, Sir Roy Griffiths (1983) delivered a courteous but devastating critique of
its management. Controversially at the time, Griffiths argued that there are
overwhelming similarities rather than deep differences between health manage-
ment and business management. Griffiths’ diagnosis included imprecise manage-
ment objectives and their monitoring, little measurement of health output, sparse
clinical or economic evaluation of particular practices, or sense of how well the
service is meeting the needs of the patient and the community. As far as change
is concerned, he described the NHS as floating and directionless like a ‘mobile’,
with the labyrinthine processes of consultation resulting in institutionalized
stagnation. In bemoaning the absence of identifiable individuals performing the
general management role, he eloquently summoned the famous spirit from
nineteenth-century nursing in one of the most repeated and memorable descrip-
tions of the challenge for NHS management: ‘… If Florence Nightingale were
carrying her lamp through the corridors of the NHS today she would almost
certainly be searching for the people in charge …’ (Griffiths, 1983: 12).

Griffiths’ prescription included a new general manager role that would focus
on five areas: leadership, cost improvement, motivation of staff, the gearing of
professional functions to the overall objectives of the service and consultation for
major service reconfiguration. These remain fundamental considerations for
health service managers today. Indeed, his report provided the architecture for
the management structures still largely in place in the NHS, including resource
budgeting (now with the advent of foundation trusts described as service-line
economics), the involvement of doctors in management, and the accountability for
financial and service quality of the hospital chief executive (Griffiths, 1983).
Although geared towards the UK NHS, his diagnosis and prescription has
international as well as timeless resonance.

The advent of new roles for the senior managers in the UK NHS also brought
new responsibilities for managing strategic change. Andrew Pettigrew, Ewan Ferlie
and Lorna McKee’s (1992) analysis of the characteristics associated with
achieving successful change is simple, compelling and remains pertinent today.
They describe eight linked conditions, which are referred to as receptive contexts
for change, and which provide high energy around change. The list is familiar and
is reproduced from the original text in diagrammatic form in Figure 31.1 but is
worth repeating here, almost as a mantra for managers: quality and coherence of
policy, positive environmental pressure, supportive organizational culture, fit
between change agenda and its locale, simplicity and clarity of goals and
priorities, cooperative interorganizational networks, productive managerial–clinical
relations and availability of key people leading the change.

Selecting a couple of these conditions, managerial–clinical relations and
cooperative interorganisational networks, their continuing relevance can be simply
demonstrated. First, we have already alluded to the focus on managerial–clinical
relations that has been emphasized by writers from Griffiths and Enthoven
onwards, and is also given special mention in the Darzi report (2008). Second,
later writers on public leadership have emphasized the importance of building
long-term intersectoral relationships and leading across organizations (e.g. Good-
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win, 2005; Brookes, 2006). Pettigrew and colleagues also argue that this
framework of understanding about change is dynamic: nonreceptivity can move to
receptivity, patterns of connections across the eight factors will vary according to
local circumstances, and the process will be emergent and iterative. This
perspective on strategy presages the emphasis from the late 1990s on under-
standing and managing health care as a complex adaptive system (e.g. Plsek and
Wilson, 2001).

Carrying a central role in relation to strategy, and at the apex of the
organization, the work and performance of boards remain problematic. Bob
Garratt (1997) has helped significantly in clarifying the responsibilities of direc-
tors, the cycle of board activities and balance of board work although his
contribution is not always acknowledged in the manuals of best practice. One of
his main lines of argument is that there is a clear and iterative cycle of activities
in what he calls the ‘learning board’, which cover policy formulation, strategic
thinking, supervision of management and accountability to stakeholders as well
as an appropriate balance of attention that should be paid to internal (can you
hear your baby cry?) and external issues. As with Higgs (2003), but perhaps going
further, he also underlines the need for independence of thought among all
directors, not just the non-executive directors. This is a current source of tension
in the NHS and one of the paradoxes of the unitary board structure that allows
executives to be called to account while they are also full members.

Cornforth (2003) picks up this issue of the paradox at the centre of board
working in his typology of public sector boards. He describes broadly six types. At
one end, in the compliance model, the board members control and supervise
management decisions, and at the other end, in the rubber stamp model, board
meetings are largely symbolic and tend to ratify decisions taken by management.
In between there is a supporter’s club model where the focus is on the
improvement of external stakeholder relations, a political model in which a
democratic perspective holds sway with different members’ interests represented,
a co-option model focused on boundary spanning and securing resources from
external sources, and finally a partnership model where, as experts, the
executives and non-executives share interests and work closely together. Uncrea-
tive conflict may occur when individuals hold quite different beliefs about their
board and their role on it and it is worth exploring individual perceptions with a
degree of honesty to surface these differences. Finally, Cornforth makes a plea
for the reflexive board, which involves boards consciously trying to develop a
greater understanding of their performance, roles and behaviours and making
time for board reflection and development.

Garratt and Cornforth both allude to one legitimate role of the board and its
meetings, as the performance of an oft-repeated organizational ritual that sends
important messages internally and externally about the purpose and values of the
organization. Edward Peck, Perri 6, Pauline Gulliver and David Towell and
colleagues (2004) elaborate on this further by examining three theories of ritual in
relation to boards: as methods of, first, sustaining social solidarity between
members of an elite, and second, of institutionalizing codes of speech and, third,
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of creating consistent patterns of response. They go on to map the different kinds
of ritual behaviour that go with the four basic forms of organization drawn from
Durkheim’s theory of social integration, and indicate some of the consequences
of overuse of single forms. In an echo of Cornforth’s paradox perspective, they
refer also to the principle of requisite variety (Jessop, 2003) in their recommen-
dation about the need for variety and flexibility in the ritual framing of meetings in
order to reflect the complexity of the institutional context of health care.

Summary

+ There has been a switch from an emphasis on administration to
management in health care that mirrors the development of new public
management (NPM).

+ Private sector models have been influential in recent thinking about
strategic and operational management in health care.

+ Healthcare boards carry a series of inbuilt tensions as a result of
structures, organizational behaviours and rituals.
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30
Report of the NHS management inquiry
Roy Griffiths

Extracts from Griffiths R (1983) Report of the NHS Management Inquiry,
London: HMSO.

General observations

1. We were brought in not to be instant experts on all aspects of the NHS but,
because of our business experience, to advise on the management of the NHS. We
have been told that the NHS is different from business in management terms, not
least because the NHS is not concerned with the profit motive and must be judged
by wider social standards which cannot be measured. These differences can be
greatly overstated. The clear similarities between NHS management and business
management are much more important. In many organisations in the private
sector, profit does not immediately impinge on large numbers of managers below
Board level. They are concerned with levels of service, quality of product, meeting
budgets, cost improvement, productivity, motivating and rewarding staff, research
and development, and the long term viability of the undertaking. All things that
Parliament is urging on the NHS. In the private sector the results in all these areas
would normally be carefully monitored against pre-determined standards and
objectives.

2. The NHS does not have the profit motive, but it is, of course, enormously
concerned with control of expenditure. Surprisingly, however, it still lacks any real
continuous evaluation of its performance against criteria such as those set out
above. Rarely are precise management objectives set; there is little measurement of
health output; clinical evaluation of particular practices is by no means common
and economic evaluation of those practices extremely rare. Nor can the NHS
display a ready assessment of the effectiveness with which it is meeting the needs
and expectations of the people it serves. Businessmen have a keen sense of how
well they are looking after their customers. Whether the NHS is meeting the needs
of the patient, and the community, and can prove that it is doing so, is open to
question.

3. It therefore cannot be said too often that the National Health Service is
about delivering services to people. It is not about organising systems for their own
sake. In proposing the NHS in 1944, the Government declared that:
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– the real need is to bring the country’s full resources to bear upon reducing ill
health and promoting good health in all its citizens; and,

– there is a danger of over-organisation, of letting the machine designed to
ensure a better service itself stifle the chances of getting one.

Our advice on management action is not directly about the nature of the services
provided to patients. But the driving force behind our advice is the concern to
secure the best deal for patients and the community within available resources; the
best value for the taxpayer; and the best motivation for staff. As a caring, quality
service, the NHS has to balance the interests of the patient, the community, the
taxpayer and the employees.

4. One of our most immediate observations from a business background is
the lack of a clearly-defined general management function throughout the NHS.
By general management we mean the responsibility drawn together in one person,
at different levels of the organisation, for planning, implementation and control of
performance. The NHS is one of the largest undertakings in Western Europe. It
requires enormous resources; its role is very politically sensitive; it demands top
class management.

5. Management in this sense is currently provided only:

a. by the Secretary of State and the Minister of State (Health), but they have to
attend to their many other demanding responsibilities within DHSS, Govern-
ment and Parliament and to the electorate;

b. by the Permanent Secretary, but he has also to meet the demands of the other
main businesses within the DHSS and the requirement for him to support
Ministers in their other responsibilities;

c. at Regional and District level, by Chairmen appointed on a non-executive,
part-time basis (notionally two to three days a week, but in practice often
demanding more time).

This position is understandable but the problem arises in that the required
management support is given at the centre within the DHSS by senior officials and
groups, none of which is concerned full time with the totality of NHS manage-
ment; and at Regional and District level by professional officers required to work in
consensus management teams where each officer has the power of veto.

The position is complicated by the fact that Unit managers (administrator,
nurse and clinician) are still being appointed following the 1982 reorganisation. At
no level is the general management role clearly being performed by an identifiable
individual. In short if Florence Nightingale were carrying her lamp through the
corridors of the NHS today she would almost certainly be searching for the people
in charge.

6. Absence of this general management support means that there is no driving
force seeking and accepting direct and personal responsibility for developing
management plans, securing their implementation and monitoring actual achieve-
ment. It means that the process of devolution of responsibility, including discharg-
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ing responsibility to the Units, is far too slow. The centre is still too much involved
in too many of the wrong things and too little involved in some that really matter.
For example, local management must be allowed to determine its own needs for
information, with higher management drawing on that information for its own
purposes. The Units and the Authorities are being swamped with directives
without being given direction. Lack of the general management responsibility also
means that certain major initiatives are difficult to implement.

7. The accountability review process is a good, recent development which
provides a powerful management tool. But the management task is so demanding
and continuous that, without moving in the direction we are recommending, it is
difficult to see how this process can be sustained effectively given the other
pressures on Ministers and senior officials. The Review process needs to be
extended beyond Districts to Units of Management, particularly the major
hospitals, and it should start with a Unit performance review based on manage-
ment budgets which involve the clinicians at hospital level. Real output measure-
ment, against clearly stated management objectives and budgets, should become a
major concern of management at all levels.

8. Above all, of course, lack of a general management process means that it is
extremely difficult to achieve change. To the outsider, it appears that when change
of any kind is required, the NHS is so structured as to resemble a “mobile”:
designed to move with any breath of air, but which, in fact never changes its
position and gives no clear indication of direction. There are good reasons as to
how this has arisen and, indeed, some argument as to why in fact it is desirable.
But, over the rest of the decade when there is likely to be very considerable
pressure on resources, at least as compared with likely demand, the NHS needs the
ability to move much more quickly. Equally if the emphasis is on devolution, then
it needs a strong management process to enable this to be achieved, simply holding
at the centre sufficient control to ensure that appropriate standards and services
are maintained.

9. On the other hand, the presence of a general management process would be
enormously important in:

a) providing the necessary leadership to capitalise on the existing high levels of
dedication and expertise among NHS staff of all disciplines, and to stimulate
initiative, urgency and vitality;

b) bringing about a constant search for major change and cost improvement. It
can be argued that the NHS delivers an effective, low cost, medical service to
the individual patient. But, given an effective management process, the same
level of care could be delivered more efficiently at lower cost, or a superior
service given at the same cost. We were not asked to look for detailed ways of
increasing efficiency or making savings, or to highlight specific inefficiencies
we may have observed. Line management should be free to determine how to
achieve this, drawing on established management techniques and recent
developments in audit or “Rayner scrutinies”. Major cost improvement pro-
grammes can and should be initiated within the NHS, aiming at much higher
levels of efficiency to be sustained over much longer periods than at present.
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These should carry with them the inbuilt incentive that a significant propor-
tion of the savings made can be used locally to bring about further change and
improvement. It is almost a denial of the management process to argue that
the modest levels of cost improvement at present required of the NHS are
unachievable without impacting seriously on the level of services;

c) securing proper motivation of staff. Those charged with the general manage-
ment responsibility would regard it as vital to review incentives, rewards and
sanctions. Merit awards would be considered. Redeploying the non-efficient
performer would also be important, with dismissal as a last resort;

d) ensuring that the professional functions are effectively geared into the overall
objectives and responsibilities of the general management process. The pri-
mary reporting relationship of the functional managers should be to the
general manager, who should set, by agreement with the functional managers,
the priorities and programmes for their work. The relationship with the
professions at other levels should simply be one of seeking guidance or
monitoring of the professional aspects of their work. The present position
leads to unnecessary duplication of staff; too many purely professional meet-
ings, from the centre to the Unit; and the tackling of overall tasks in a
fragmented and divisive manner. Any apparent advantages of the functional
specialisms are nowadays more than offset by the need to establish the general
management process effectively;

e) making sense of the process of consultation. The NHS is a matter of
considerable importance to all members of the community and is political in
the best sense. A very great deal of importance is attached to ensuring that the
views of the community at all levels are taken into account in any decision.
The reality is, however, that by any business standards the process of
consultation is so labyrinthine and the rights of veto so considerable, that the
result in many cases is institutionalised stagnation – a result particularly
enhanced by the fact that the machinery of implementation is generally weak
and, as such, cannot ensure that the processes of consultation are effectively
implemented and quickly brought to a conclusion.

16. The Chairman of each Authority should be responsible for initiating this
change according to local requirements and possibilities. The main criterion
should be the identification of general management skills and experience: the
further away from direct patient care the more important it becomes to look for
such skills not necessarily professional disciplines. There can be no “single-bullet”
solution for the whole of the NHS and the timescale will vary according to the task
to be tackled.

The Unit

17. Units of management (particularly the major hospitals) provide the bedrock for
the whole NHS management process. It is there where most of the hospital
patients are seen, most of the money is spent and most of the staff are employed.
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Surprisingly, given the welter of reports on almost every aspect of the NHS over
the past 30 years, there has been no major review of the internal management of
the hospitals since the Bradbeer Report of 1954 (when most hospitals had an
individual manager in the shape of the hospital secretary, house governor or
medical superintendent). We have therefore commissioned some small-scale stud-
ies, with the support of the clinicians at six hospitals, looking, from the perspective
of the patient and the clinician, at the management of the Unit as reflected in the
treatment and administrative handling of the patient.

18. The 1982 NHS reorganisation has not yet resulted in the devolution of real
decision taking to Unit and hospital level. Many hospitals do not yet have budgets.
Most hospitals and Units are big enough in management terms to take all their
own day-to-day management decisions. The onus should be on higher manage-
ment to argue away from this position, if they think there is clear and accepted
justification for taking particular decisions at an identified higher level of manage-
ment.

19. We believe that urgent management action is required, if Units are to fulfil
their role and provide the most effective management of their resources. This
particularly affects the doctors. Their decisions largely dictate the use of all
resources and they must accept the management responsibility which goes with
clinical freedom. This implies active involvement in securing the most effective use
and management of all resources. The nearer that the management process gets to
the patient, the more important it becomes for the doctors to be looked upon as
the natural managers. This should be more explicitly recognised:

– in the doctors’ training – undergraduate, postgraduate, in-service, and in
preparation for particular clinical management posts; and

– in constructing the system of management budgets in a way which supports
this work and meets the medical requirement and interest.

20. We have not recommended that all consultants’ contracts should be held at
District level – even though many strong representations were made to us that that
should be the position; we believe that if there is a coherent management process,
it should not matter where the contract of employment is held. If our recommen-
dations are implemented, we believe the management problems related to the
holding of contracts at present felt to exist would disappear.

21. In identifying a Unit general manager we believe that the District
Chairman should go for the best person for the job, regardless of discipline. The
main criterion for appointment should be the ability to undertake the general
management function at Unit level and manage the total Unit budget.

Other aspects of management

Personnel

22. In the personnel field, as in all other aspects of our recommendations, the
essential changes required will need to be led from the top by an energetic, new
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style of management. We have accordingly proposed the appointment (initially
from outside the NHS and the Civil Service) of a Personnel Director whose main
responsibility would be to ensure that personnel relations support the new style of
management we are recommending. The opportunities to influence pay, career,
appointment and retention of staff are all important aspects of line management’s
responsibility to ensure real motivation of all staff, characterised by the more
thrusting and committed style of management which is implicit in all our
recommendations. In particular the Personnel Director would ensure that formal
structures of communication and informal means of consultation were established
to secure the full commitment and involvement of staff.
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31
Shaping strategic change
Andrew Pettigrew, Ewan Ferlie and
Lorna McKee

Extracts from Pettigrew A, Ferlie E and McKee L (1992) Shaping Strategic Change.
London: Sage Publications.

Receptivity and change in the NHS: the eight factors

The rather scattered and eclectic literature review has established there is not a
strong social science tradition of theorizing about receptive context for change.
Neither is there a great welter of empirical studies in organizational settings seeking
to describe and explain differences in the rate, pace and depth of change in
contrasting contexts. Before going on to synthesize our own findings about why
Districts facing similar environmental and policy pressures behave at times
similarly and at times differently in achieving outcomes, there are some final
intellectual caveats to be made about the structure of our argument.

First, the eight factors outlined in Figure 31.1, which are derived inductively
from our studies of strategic service change in the NHS, should be seen as providing
a linked set of conditions which provide high energy around change. This energy and
the capabilities which underpin it cannot be conjured up over a short period of time
through the pulling of a single lever. The past weighs a heavy hand in determining
local perceptions, and layers of competence emerge only slowly to enable and
protect champions of change. The factors represent a pattern of association rather
than a simple line of causation, and should be seen as a series of loops rather than a
causal path between independent and dependent variables (Pettigrew, 1990).

Secondly, notions of receptivity and non-receptivity are dynamic not static
concepts. Receptive contexts for change can be constructed through processes of
cumulative development but such processes are reversible, either by the removal of
key individuals or ill considered or precipitous action. But movement from
non-receptivity to receptivity is equally possible (the Preston acute sector case
study perhaps illustrated the beginnings of such a process), encouraged either by
the environment or ‘policy’ changes at higher tiers and by managerial and
professional action at local level.

Thirdly, in the way that continued processes are reversible so they are also
indeterminate in their outcomes and implications. We are presenting a view of
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change processes which recognizes emergence, possibility, precariousness and
iteration. Although it is possible to identify patterns in such processes (and our
eight factors organize such patterns), those factors have to be constructed,
maintained, elaborated and fashioned idiosyncratically in particular localities.

Finally, our observations may be limited as our sample has been drawn from
Districts selected as carrying a high strategic service change load as defined in the
terms current in the mid 1980s. Our Districts may not be typical, and we need to
test the robustness of our findings against successor managerial change agendas
(see, for example, Pettigrew et al., 1991).

Factor 1: The quality and coherence of ‘policy’ – analytical and
process components

The quality of ‘policy’ generated at local level was found to be important, both
from an analytic and a process perspective. It was not always enough to take
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Change
agenda
and its
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Figure 31.1 Receptive contexts for change: the eight factors

SHAPING STRATEGIC CHANGE 323

Kerrypress Ltd – Typeset in XML A Division: part07 F Sequential 13



 

JOBNAME: McGraw−Mahon PAGE: 14 SESS: 30 OUTPUT: Thu May 7 10:29:25 2009 SUM: 5BD1C2B9
/production/mcgraw−hill/booksxml/mahon/part07

perhaps dated central policy ‘off the shelf ’, and the policy as well as the managerial
process was important. Analytically, data played a major role in substantiating a
solid case, especially in relation to convincing scientific publics, and we would not
generally support the argument of ‘paralysis by analysis’ (Peters and Waterman,
1982). The ordering of such data within clear conceptual thinking helped frame
strategic issues, especially where they were initially characterized by complexity
and uncertainty, and gave direction. Strong testing of initial thoughts was also
important in ensuring that a strategic framework considered questions of coher-
ence between goals, was feasible (a strategy should not create unsolvable problems)
and complemented the service strategy with parallel functional strategies (such as
finance, human resources, communications).

Perhaps analytical considerations represent necessary conditions, while suffi-
cient conditions relate to attention to processes of negotiation and change. Here
the starting point was critical: a broad vision seemed more likely to generate
movement than a blueprint. Such broad visions were found to have significant
process and implementation benefits in terms of commitment-building and allow-
ing interest groups to buy into the change process, and allowing top-down pressure
to be married with bottom-up concern as the field gets scripted in rather than
scripted out.

The role of broad, rather imprecise visions in stimulating change processes has
also been reported by Pettigrew (1985a), Baier, March and Saetren (1986) and
Pettigrew and Whipp (1991). Baier et al. note that policy support may increase
with the ambiguity of proposed policies, but at the cost of administrative
complications. There may be a threshold effect in operation here. Our own studies
of attempts to close psychiatric hospitals demonstrate that the absence of a shared
world view at the front end of the policy process can cause inertia.

It was also important to marry strategic and operational change by breaking a
strategy down into actionable pieces. Policy had also to be matched to a realistic
and achievable financial framework, and wobbling regional capital budgets in
particular could destabilize strategic change exercises. Finally, long-term issues
(such as psychiatry) needed to be kept on change agendas, which could be difficult
in the NHS where there is a tendency for every issue to be famous for 15 minutes.

Factor 2: Availability of key people leading change

An important factor which makes change highly contextually sensitive is the
availability of key people in critical posts leading change. We do not here refer to
heroic and individualistic ‘macho managers’, but rather leadership exercised in a
much more subtle and pluralist fashion. The small group – as well as one
individual – could be an effective vehicle, so conscious team-building could be
important, with selectors (such as District Chairs) pulling together officers from
diverse constituencies and providing complementary assets or skills. There was a
critical role for continuity: paradoxically there is a requirement for a substantial
degree of stability in the effective management of strategic change and the case
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studies do not support the argument that posts should rotate every two years, at
least where there is a strategic change exercise underway.

The link between the unplanned movement of key personnel and the draining
of energy, purpose, commitment and action from major change processes has now
been established from a whole series of research studies (Klein, 1976; Goodman
and Dean, 1982; Kanter, 1985; Pettigrew, 1985a). What is rarely mentioned as a
corollary of the problem is that the change process or programme then goes into a
period of regression leaving the newcomer manager to start again but now possibly
in a soured and non-receptive context for change.

The diversity of leadership was also apparent both in terms of its occupational
base (clinicians as well as managers) and hierarchical level. Many frontline workers
(for instance in HIV/AIDS) demonstrated great commitment and skill in the
development of services. Often it was personalities not posts that were important:
personal skills were more important in managing change than formal status or rank
within the organization. Recent research (Pettigrew and Whipp, 1991) and writing
(Nadler and Tushman, 1990) in private sector strategic change processes also
points to the need to broaden and deepen the leadership cadre if long-term results
are to be achieved in change processes.

Pettigrew and Whipp (1991) specifically use the term ‘leading change’ rather
than ‘leadership’ to denote the collective, complementary and multi-faceted aspect
of leading change. Leadership, they suggest, has too many connotations of
individualism, and too often, one-dimensional heroism. The tasks of leading
change are about the resolution of a pattern of interwoven problems, not the
tackling of single great issues. The problems of maintaining simultaneous action
over a long-term process are at their sharpest in leading change. The need appears
to be for not boldness nor decisiveness, as much as for a combination of planning,
opportunism and the adroit timing of interventions. The task of leading change is
as difficult if not more difficult in the NHS, and we saw a similar pattern of
diversity and complementarity being fashioned and used in our receptive contexts.

Factor 3: Long-term environmental pressure – intensity and scale

Studies of strategic change outside the NHS (Pettigrew, 1985a; Tushman and
Romanelli, 1985) have highlighted the significant role of intense and large-scale
environmental pressure in triggering periods of radical change. The picture in the
NHS is more complex, as in some instances excessive pressure can deflect or drain
energy out of the system. Goodman and Dean (1982) have noted the same
phenomenon in private sector change. They note that inadequate environmental
buffering is a key factor in helping to drain energy out of major change processes.
In other cases environmental pressure can produce movement, especially if the
pressure is skilfully orchestrated. Perhaps the use to which financial pressure is put
depends on the prevailing distribution of power, history and assumptions of each
District. In some of our Districts, financial crises produced a wide range of
pathological organizational reactions such as delay and denial, collapse of morale
and energy and the scapegoating and defeat of managers (Dutton, 1987).
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Financial crisis was here seen as a threat to the organization, rather than as an
opportunity for radical reconfiguration. In others (such as Paddington in the late
1970s) financial crisis was even played up and skilfully orchestrated by manage-
ment in order to accelerate the process of rationalization.

Factor 4: A supportive organizational culture

‘Organizational culture’ is a currently fashionable term and remains a fascinating
but difficult topic to study. ‘Culture’ refers to deep-seated assumptions and values
far below surface manifestations (who gets to park in front of the hospital?),
officially espoused ideologies, or even patterns of behaviour. The past weighs a
heavy hand in shaping these values, setting expectations about what is and what is
not possible. This may be both a strength (as in Parkside’s experience in the acute
sector) or a weakness, as difficult experiences in the past are projected forward.

Lorsch (1986) has discussed the invisible barrier of culture causing strategic
myopia and therefore inertia in organizations. For him, a supportive organizational
culture is about challenging and changing beliefs about success and how to achieve
it. This factor and requirements to encourage flexibility were illustrated in our case
data.

Broadly our studies in both the public and the private sector conclude that
tremendous energy is required to effect cultural change. Programmatic change
strategies contain important weaknesses (Beer et al., 1990), but there are some
other clues about how culture change management is being attempted. One avenue
is through the use of leaders as role models for a wider diffusion process. Another
feature is the attempt to create a general managerial cadre as opposed to a small
number of general managers. There may be a role for action as a demonstration
effect as behavioural change may precede attitudinal change. We know that
rewards – broadly defined – may be important, and that there is an extremely
important role for Human Resource Management policies and practices, some-
what neglected perhaps in the NHS in the past.

It is not possible in the NHS to talk of a single culture, but rather of a
collection of different subcultures which may inhabit the same District. If we
concentrate on the managerial subculture, we can select out some features of a
District culture associated with a high rate of change:

+ Flexible working across boundaries with purpose-designed structures rather
than formal hierarchies; non-representational mode of working; focus on skill
rather than rank or status.

+ An open, risk-taking approach. Some innovations may fail, but it is important
that the innovators are not punished.

+ Openness to research and evaluation.
+ A strong value base which helps give focus to what otherwise might be a loose

network.
+ Strong positive self-image and sense of achievement.
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Such features of local culture do not, of course, develop by accident. They develop
characteristically from the values and change experiences of key leaders in the
District, interlinked with environmental pressure and effective managerial–clinician
relations.

Factor 5: Effective managerial–clinical relations

The managerial–clinical interface was obviously critical. The pattern found was
one of wide variation in the quality of such relations, and when clinicians had gone
into opposition, they could exert a powerful block on change. Perhaps more
surprisingly managers varied in the extent to which they saw relationship-building
and trading with clinicians as a core part of their brief.

The importance of effective managerial–clinical relations in stimulating strate-
gic change has also been reported in studies of the US health care system. Shortell,
Morrison and Friedman (1990) present this as a dominant theme in their work,
emphasizing the significance of looking for common ground, involving selected
physicians early on in planning, carefully identifying the needs and interests of key
physicians, and working on a daily basis to build a climate of trust, honesty and
effective communications (1990, p. 237). Hocking (1991) has identified a similar
pattern in the university sector, where relationships between professionals and
administrators can be a stimulant or block to major change.

Manager–clinician relations were easier where negative stereotypes had broken
down, perhaps as a result of the emergence of mixed roles or perspectives. For
managers, it was important to understand what clinicians valued (medical records
may be not so important to managers, but are of great importance to clinicians),
and hence what they had to do to engage in effective trading relations. Those
managers who were best were those semi-immersed in the world of clinicians,
which was a great advantage enjoyed by those general managers who had been
previously NHS Administrators. It is helpful to understand the implications of
medical workflow for the design of a hospital, and perhaps even help clinicians to
do their own planning (such as Approvals in Principle) as a way of earning trust.

From a clinical perspective, there is an important group of clinicians – who
have often come up through the MEC – who think managerially and strategically.
Clinical directors may increasingly form a second such hybrid group, and they will
be directly linked to their business managers. These are clinicians who think across
the patch, and may even be able to speak for the medical community as a whole.
Such strategic clinicians are critical people for management to identify, foster and
encourage and under no circumstances should they be driven into opposition by
trivia. Considerable managerial acumen was needed to foster positive alliances and
managers sometimes had to enter into deals, offering incentives while holding on
to the core objective, and enforcing penalties where this was seen as politically
possible.

Upward and downward spirals in the pattern of managerial clinician relations
were evident in some of the case studies: relationships could quickly sour but were
slow to build up.
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The formation of lines of communication – to teams, to the MEC, to newly
appointed clinicians – itself takes a long period of time.

Factor 6: Cooperative inter-organizational networks

Many changes in the priority group sector in particular were underscored by the
development and management of inter-organizational networks with such agencies
as Social Services Departments and voluntary organizations. DHAs had little
power in such settings, but rather had to win influence. A number of features could
enrich these networks, such as the existence of boundary spanners who crossed
agency divides (e.g. DHA members who also served on SSD Committee) and clear
referral and communication points.

The most effective networks were both informal and purposeful (rather than
self-absorbed and narcissistic), but – as a consequence of the personalities not
posts argument – also fragile and vulnerable to turnover. One Director of Social
Services might be interested in mental handicap, the next in the elderly. But at
their best such networks provided opportunities for trading and education, for
commitment and energy-raising and for marrying top-down and bottom-up
concerns. The significance of purposeful networks and their role as arenas for
trust-building, bargaining and deal making is a key part of Rosabeth Kanter’s
(1985) perspective and data on how substantial change occurs.

Factor 7: Simplicity and clarity of goals and priorities

This focusing issue arises from the conclusion that managers varied greatly in their
ability to narrow the change agenda down into a set of key priorities, and to
insulate this core from the constantly shifting short-term pressures apparent in the
NHS. The danger was that the number of ‘priorities’ would escalate until they
became meaningless. Rather, persistence and patience in pursuit of objectives over
a long period seemed to be associated with achieving strategic change. So
managers may be wise to ignore or minimize some of the ever-changing sources of
pressure, while using others to amplify their pre-existing change objectives. Skills
in complexity and conflict reduction could also be important here, in trying to
contain complex problems in simpler organizational frameworks.

The question of simplicity and clarity of goals and priorities is one aspect of a
much more general analytical and practical problem of how the nature of the
context of change influences the rate and pace of change. Dufour (1991) cites Van
Meter and Van Horn (1976) and Grindle (1980) as important contributors to the
debate about how implementation gaps are linkable to variability in the content of
change. Thus Van Meter and Van Horn (1976) argue the implementation process
is likely to be influenced by the amount of change involved and the extent of goal
consensus among the participants. Grindle (1980) indicates that changes with
long-range objectives, requiring considerable behavioural adaptation, and depend-
ing on networks of widely dispersed units (characteristics present in our cases of
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psychiatric hospital closure) will be far more difficult and onerous to implement.
Dufour’s own research (1991) on factors influencing the rate and pace of closure
of general practitioner maternity units also contributes to the debate about how
content may influence pace of change. He is able to show in some of his cases how
the shrinking and de-escalation of the change content brought sudden movement
in previously contentious and deadlocked processes. Thus one way to simplify and
clarify is to shrink the problem at the outset, or alternatively to break the problem
into more manageable and actionable pieces once the change process is underway.

Factor 8: The fit between the district’s change agenda and its locale

Private sector research on, for example, human resource change has indicated that
various features of the locale where change is to occur may inhibit or accelerate
change. Thus Hardy’s studies (1985) of organizational closures demonstrate how
and why climate building for such changes is linkable to high levels of unemploy-
ment and consequential changes in the power balance between managers and trade
unionists. There is also evidence (for example, Bassett, 1986; Marchington, 1989)
that the incidence and timing of joint consultative arrangements is often linked to
the enhanced opportunities afforded by ‘green field sites’.

In the NHS the nature of the locale also had an impact on how easy it was to
achieve change:

+ The degree of coterminosity with SSDs.
+ Whether there is one large centre of population or two or more major towns.
+ Whether there is a teaching hospital presence.
+ The strength and nature of the local political culture.
+ The nature of the local NHS workforce.

While many of these factors may appear beyond management control, awareness
of their influence could nevertheless be important in anticipation of potential
obstacles to change. Some of them may also be reshaped in the long term by
higher tiers (boundary changes, removal of local authority and trade union
representatives from the DHA) or locally through Human Resource Management
activities.

Some implications of the findings

We repeat that the eight features of receptivity should not be seen as a shopping list
or as discrete factors but, as Figure 31.1 indicates, they represent a highly
intercorrelated combination which taken together may raise energy levels around
change in ways which are highly District-specific. Thus, in, for example, Padding-
ton the timing and rate and pace of change was influenced by the combined and
additive effect of seven of the eight features in our model. Environmental pressure
over a long period of time was a constant stimulus for change to rationalize acute
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service provision. For this pressure to be recognized and effectively orchestrated, a
team of change leaders had to be built and an evolving sense of focus, direction
and purpose created. The team over time learned progressively how to evolve and
negotiate a pattern of agreement with key clinicians, and work with key actors in
and outside the Districts in ways which additively constructed stepping stones for
change. The small movements forward further enhanced the receptivity for change
and allowed further action to occur, sometimes occasioned by chance, and other
times as a result of planned activity. The fact that, compared with Bloomsbury,
there was a simpler political and structural context for change (there being only
one teaching hospital in Paddington, compared with two in Bloomsbury) also
eased the on-going process of change and learning. But even in this relatively
receptive setting for change, the process was full of complexity, indeterminism and
simultaneity. Dead ends and blocks emerged. Sudden opportunities for movement
had to be exploited on a constantly moving stage. Energy once orchestrated had to
be sustained. We repeat there is no simple recipe, no quick fix in managing
complex change.
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32
The fish rots from the head
Bob Garratt

Extracts from Garratt B (1997) The Fish Rots from the Head: The Crisis in our
Boardrooms: Developing the Crucial Skills of the Competent Director. London:
Harper Collins.

The board’s role in the learning organization

There is a simple three-level hierarchy in organizations which the Chinese have
used for some 5,000 years, and the Greeks (whose words we still use in English)
evolved some 3,500 years ago:

Policy

Strategy

Tactics/Operations

Policy and strategy are the worlds of the board and directors. The remaining
ninety-nine percent of the people in the organization will spend their lives in the
operations loops of learning, dealing tactically with the immediate problems of
crises and deviations from plans. This is both necessary and sufficient for work
groups, but it should not preclude them from having an input on policy and
strategy. They too are living in the changing outside world and may well have good
information or ideas for the board on how to help redirect the business to keep it
alive within its energy niches.

Taking the three-level hierarchy of policy, strategy, and operations, one can
overlay a figure-of-eight, or double-loop, of learning over the hierarchy which puts
the board at the centre of the learning cycles, not at the top of the organization. The
Learning Board should be the central processor for the two cycles of organizational
learning – operational (day-to-day) and policy/strategic (long-term).

In the operations loop of learning the customer-facing staff, supervisors,
managers and support staff are charged with listening carefully to the external and
internal customers and then creating and improving systems of product or service
delivery which are effective from the customer’s point of view. Once the customer
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is convinced of your promises about ‘good value for money’, then you can set
effectiveness levels of performance for your staff to aspire to before you begin to
focus on organizational efficiency – whilst ensuring you always keep that public
perception of effectiveness firmly in the customer’s sight. ‘Bottom-line’ fixation to
the exclusion of customers’ concerns looks wonderful to the accountants in the
short term, but tends quickly to create a non-learning organization. It is a very
good way of losing everyone’s job in the long term.

In the policy loop of learning, the directors are both listening to what
operations tell them is going on, and simultaneously monitoring the complexity
and chaos of the continual changes in those external environments which create
their ecological niches for their enterprise – the levels outside of which the
organization will die. These levels must be monitored in the following environ-
ments: political, physical environmental, economic, social, technological and trade.
The dynamic balances struck here by the board are crucial to the effectiveness of
the organization in relation to the outside world.

It is the board’s role to ensure that the dynamic balance is kept between
organizational effectiveness and organizational efficiency. When the chips are
down, it is usually better to maintain customer-perceived organizational effective-
ness at all costs, provided the cash keeps flowing, rather than internally-perceived
organizational efficiency, since concentration on efficiency alone usually leads to
corporate collapse in the medium term.

The Learning Board is the centre of the Learning Organization’s ‘business
brain’. This model allows for a clearer understanding of the tasks of the board,
who should take the leading roles, and when.

Figure 32.1 The double loop of learning, part i
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There are two sides to a Learning Board: Conformance and Performance.
‘Conformance’ involves two aspects: Accountability (conformance to legislation,
regulation, shareholder and stakeholder wishes and audits) and Supervision of
Management (conformance to key performance indicators, cashflow, budgets and
projects). ‘Performance’ involves Policy Formulation and Strategic Thinking,
which drive the whole enterprise forward allowing it to survive and grow by
maintaining and developing its position in its energy niches.

So the detailed model of the Learning Board is shown in Figure 32.3 (opposite).

Directors’ roles

One can immediately sense whether a board is a conformance-orientated or
performance-orientated type. A deeper question is whether they do this con-
sciously or unconsciously. Do the directors position themselves and budget their
time so that they can learn continuously from actions and feedback? What roles
should the executive and independent directors take to ensure such continuous
learning? There are many ways of dividing up the combinations of short- and
long-term thinking and internal and external orientations amongst directors; none
is right for all occasions. It is up to the chairman to ensure that such division of
labour is effective.

One way is for the independent directors to be focused on the policy role with
the executive directors focusing on the conformance aspects of accountability and
supervision of management. Strategy is agreed by both types of director.

Figure 32.2 The double loop of learning, part ii
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Other boards will say this is not correct and focus their independent directors
on the external aspects of policy and accountability, leaving the executive directors
to deal with the internal aspects of strategy and supervision of management. I
think that this is also a very useful working definition for the basic definition of
responsibilities of the chairman (policy and accountability) and the chief executive
(strategy and supervision of management).

But it is not the only possibility. Given the growing diversity of many boards it
is not wise to be too prescriptive here as the best split of the roles and
responsibilities depends on the combination of personalities and capabilities at the
time. What is important is that a board fully addresses the issues of ‘who does
what’: where scarce resources are best deployed at board level, and whether the
chairman and chief executive’s roles are explicit to both the board and the
stakeholders.

I have noted in my work that the biggest problems seem to arise if the dividing
line between independent and executive directors is drawn diagonally from top left
to bottom right of the Learning model. Here the chairman is definitely responsible
for policy and the chief executive for supervision of management, but there is every
possibility for confusion and argument about strategy and accountability unless
there is a highly robust process by which the directors debate and reach consensus.
Such a process is rarely well-developed and so turf wars break out between the two
types of director.

Similarly, a line drawn top right to bottom left often leaves the chairman
clearly responsible for accountability (which is the law in many countries), and the
CEO for strategic thinking. But it also means that policy and supervision of
management are likely to be contentious. In theory, sharing these two between all

Figure 32.3 The full learning board model
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directors leads to solutions of the highest common factor. My observation is that
they more often fall into the lowest common denominator trap.

A better approach is for the board as a whole to design the main focus of their
responsibilities collectively as simply directors, to allocate leadership appropriately,
based on the individuals available, and to review the outcomes of these decisions at
least annually as part of the corporate governance audit process.

The key point is that independence of thought is demanded of all directors when
on a board. This requires that they use their ‘naive intelligence’ to advantage,
pursue discriminating questions until they get a satisfactory answer that they and
other board members understand, are not put off by the technobabble from other
disciplines, and pursue the company’s interests above all else. It is the chairman’s
role to ensure that this happens.

The role of the board and its directors in the twenty-first century will be more
and more concerned with balancing internal and external issues in a rapidly
changing world. Directoral competence – independence of imagination and
thought, plus the nous to run an effective enterprise – will determine an
organization’s success. Directing is becoming a proper job in itself. It is each
director’s duty to ensure that he or she is trained for it.
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33
The governance of public and
non-profit organisations
Chris Cornforth

Extracts from Cornforth C (2003) The Governance of Public and Non-Profit
Organizations: What do boards do? London: Routledge.

The reflexive board: maintaining a dynamic balance

A theme throughout has been the inadequacy of current academic theories of
boards as a way of understanding boards or as a guide to action. Each of the
different theories tends to give pre-eminence to one particular role of boards [see
Table 33.1]. They ignore the multiple and sometimes conflicting roles that boards
play and the way these may shift over time in response to changing circumstances.
Contextual factors need to be explicitly built into our theories of organisational
governance.

Equally, much of the prescriptive or ‘how to do it’ literature on boards is
flawed. In the desire to improve board performance there is a tendency to portray
an idealised or heroic model of the board (Herman, 1989). The board is
simultaneously strategic – driving forward organisational performance; a careful
steward of the organisation’s resources; accountable to the organisation’s stake-
holders; a critical friend to management – able to offer support but also monitor
and challenge poor performance; a vital source of information and contacts on
external threats and opportunities, etc. The danger with this idealised view of
boards is that if the gap with practice is too large, it can become demotivating and
provide a poor guide to action (Herman, 1989; Cornforth, 1995).

The boards of non-profit organisations and quangos also face new challenges.
There are increased pressures for improved performance and accountability. Public
and non-profit organisations are increasingly subjected to scrutiny by the media,
and their failings are quickly pointed out. At the same time public and political
concern over the performance of many types of organisations has grown. Regula-
tory regimes have been tightened. Many funders are requiring organisations to
specify performance targets and put in place systems to monitor and report on
their performance. As the demands on boards are increasing, there are growing
problems of recruitment, and many board members report lack of time as the main
constraint on their involvement.
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How can boards deal in a realistic way with these new challenges and the
difficult and often ambiguous roles they have to carry out? Relying on how things
have been done previously or simple prescriptions by themselves is unlikely to be
adequate. Boards need to become more reflexive. This involves boards consciously
trying to develop a greater understanding of their behaviour, roles and impact. As
part of this process boards need to develop a capacity to regularly review their
composition, the roles they play, board performance and how they work together
and with management. As a result, the reflexive board will need to give a high
priority to its own maintenance and development. Unfortunately, under pressure
of time, this is a function that often is neglected.

This raises the question, who should be responsible for board development
and relations with management? While formally it is usually regarded as the board
chair’s responsibility to carry out this function, they often do not have time to carry
out this role. Noting this problem, Drucker (1990: 13) suggests the only answer is
to assign this responsibility to the chief executive. However, this runs the danger of
the board becoming the creature of the chief executive. Again it is unlikely that
there is one best way to resolve this tension. What is most important is that boards
and senior management find a way to ensure board review and development stay
on the board’s agenda.

Boards also need new conceptual tools to help them reflect on and understand
the complex challenges they face. Hopefully, the paradox perspective presented in
this book will provide one useful framework for enabling boards to think about
their different roles and the difficult tensions and ambiguities they face. Rather
than search for the right board model or approach, boards need to try to find the
right balance between the different ‘pulls’ created by the paradoxes given the
circumstances they face. Board dysfunctions or problems usually occur when
boards become attracted to one ‘pole’ and are no longer able to maintain a
‘balance’, for example, when boards trust and support management so much that
they forget to scrutinise their proposals and ask the hard questions, or become so
involved in operational detail that they forget the big picture and neglect the
organisation’s strategy.

Table 33.1 A comparison of theoretical perspectives on organisational
governance

Theory Interests Board members Board role Model
Agency
theory

Owners and
managers
have different
interests

Owners’
representatives

Compliance/
conformance:
safeguard
owners’ interests
oversee
management
check
compliance

Compliance
model
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Stewardship
theory

Owners and
managers
share interests

Experts Improve
performance:
add value to top
decisions/strategy
partner/support
management

Partnership
model

Democratic
perspective

Members/the
public contain
different
interests

Lay
representatives

Political:
represent
constituents/
members
reconcile
conflicts
make policy
control executive

Democratic
model

Stakeholder
theory

Stakeholders
have different
interests

Stakeholder
representa-
tives: elected
or appointed
by stakeholder
groups

Balancing
stakeholder
needs: balance
stakeholder
needs make
policy/strategy
control
management

Stakeholder
model

Resource
dependency
theory

Stakeholders
and
organisation
have different
interests

Chosen for
influence
with key
stakeholders

Boundary
spanning:
secure resources
maintain
stakeholder
relations
being external
perspective

Co-option
model

Managerial
hegemony
theory

Owners and
managers
have different
interests

Owners’
representatives

Largely
symbolic:
ratify decisions
give legitimacy
managers have
real power

‘Rubber-
stamp’ model
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34
Why do we keep on meeting like this? The
board as ritual in health and social care
Edward Peck, Perri 6, Pauline Gulliver and
David Towell

Extracts from Peck E, Perri 6, Gulliver P and Towell D (2004) Why do we keep on
meeting like this? The board as ritual in health and social care. Health Services
Management Research 17: 100–109.

Introduction

The formal meeting is one of the fundamental bases of organizational life, as much
in public services as in the private sector. In England, organizations in the National
Health Service (NHS) are overseen by boards of executive and non-executive
directors. These formal meetings are typically ascribed roles that involve the setting
and monitoring of policy and strategy. However, researchers have two opposed
views of meetings. One view is that the work of meetings is instrumental, palpable
and explicit: they are there to make decisions, to engage in deliberation, to
conciliate about content in conflicts. They are to be measured, on this view, by
how far they decide efficiently and effectively what they are officially supposed to
decide (Simon, 1997).

The other view is that meetings are for doing something organizationally
important but which is unspoken, does not appear on the agenda, and which gets
done successfully or otherwise, in the course of participants being in the same
place and speaking or remaining silent according to certain conventions. Meetings
are places where participants tell narratives about who they are collectively,
sustain culture, organize shared emotions, and conciliate over social relations in
conflicts. This second view is that the work of meetings is social, symbolic and
implicit: they are held to maintain organizational cohesion above all (Weick,
1995).

In this paper, we explore the relationship between these two views. Our
conclusions reflect on the place of the formal meeting in organizational life and the
implications of extending the membership of these boards to include groups that
have previously been excluded.
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The formal meeting as organizational ritual

There is an extensive literature on ritual. For the purposes of this paper, the
characteristics of ritual-like activities can be limited to those set out by Bell (1997)
in her synthesis of the anthropological research. She identifies six characteristics:
formalism; traditionalism; invariance; rule-governance; symbolism; and perform-
ance. Each of these is briefly introduced in the following paragraphs, with
connections made back to the review of the research literature on boards.

Bell notes that ‘formality is one of the most frequently cited characteristics of
ritual’ (p.139). The limitations on how something can be expressed, she argues,
also restricts what can be expressed. She points to the nature of formal speech as
an example, which ‘tends to be more conventional and less idiosyncratic or
personally expressive’ (p.139) than common speech. ‘Formalistic’ is itself one of
the terms that Winkler (1975) uses to describe the activity of the boards that he
observed, and Brannen et al. (1976) comment on the formal way in which
presentations were made to the BSC divisional boards.

‘Most rituals appeal to tradition or custom in some way’ (p.145), Bell claims,
although she also recognizes that ‘it is hard to make any clear distinction between
traditionalism and many other complex modes of ritualization’ (p.149). The
apparent points of continuity between the boards observed by Brannen et al.
(1976) and those described by van Vree (1999) suggests that tradition plays a
strong part in the life of formal meetings.

Bell sees invariance as ‘one of the most common characteristics of ritual-like
behaviour … a disciplined set of actions marked by precise repetition’ (p.150). The
consistency of behaviour described in the study by Peck (1995) suggests such
discipline.

Observance of rules within ritual, according to Bell, ‘hold individuals to
communally approved patterns of behaviour, they testify to the legitimacy and
power of that form of communication and perhaps they also encourage human
interaction by constraining the possible outcomes’ (p.155). Pettigrew (1992) draws
attention to the ‘norms’ of board conduct and Bell herself sees the ‘complex
negotiations that attend formal bargaining between company management and
labour unions’ (p.155) as an example of a rule-governed ritual.

Bell suggests that two sorts of activities using symbols make them characteris-
tic of rituals. The first is their use to differentiate some places from others by
means of distinctive acts or responses. Whilst acknowledging the importance of the
differentiation of place, some anthropologists (e.g. Turner, 1995; 1982) put more
emphasis on the importance of ritual and its symbols in the structuring of time.
The second, for Bell, is ‘the way they evoke experiences of a greater, higher or
more universalized reality—the group, the nation, humankind …’ (p.159). The
importance attached to minutes of formal meetings as symbols of continuity and
difference in the life of organizations is central to the research of Le Rocker and
Howard (1960).

In respect of performance, it is ‘the deliberate, self-conscious “doing” of highly
symbolic actions in public’ (Bell, 1997; p.160) that makes rituals what they are.
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The description of Starkweather of board behaviour as a ‘fiction’ stresses the
performative aspects of the meetings that he has experienced.

This identification of formal meetings as organizational ritual starts to explain
both their longevity and their continued influence in the context of research
evidence which typically reports that these meetings do not do what they are
supposed to do (e.g. set and monitor policy and strategy). It also opens up the
potential for examining formal meetings in health and social care organizations as
settings where central processes in the organizational life take place; processes, that
is, other than organizational decision-making.

Schwartzman (1989) identifies two such functions for formal meetings. First,
she argues that ‘meetings are an important sense-making for organizations and
communities because they define, represent, and also reproduce social entities and
relationships’ (p.39). Second, she contends that ‘meetings may be a major form for
the creation of community or organizational identity … the event becomes a vehicle
for the reading as well as validation of social relations within a cultural system’ (p.41).

The paper will focus upon three theories of meeting ritual from this literature:
as a method of sustaining social solidarity between members of any community
(e.g. Durkheim, 1995); as a way of institutionalizing codes of speech that both
reflect and reify power relationships (e.g. Bernstein, 1971); and as a process of
creating consistent patterns of response within which issues of importance are
selected and addressed (Goffman, 1967).

The case study of the JCB as ritual

One influential way of thinking about the variety of basic ways of organizing, and
the relationships between them, involves four basic forms: individualism; hierarchy;
enclave; and isolates (Thompson et al., 1990; Douglas, 1970; 1982a; 1982b). On
this account, meetings dominated by any one of each of these styles will tend to
adopt distinct ritual forms. These styles will reflect—but more importantly
reinforce—their institutional form of solidarity. The nature of these ritual forms
follows from the principle of organization, and, indeed, they arise because of the
institutional imperative to enact that principle of organization in order to bind
people into it.

Consider first the hierarchical form. Here, the ritual order must display both
the importance of the collective character of the organization (in this case, the joint
board) to its members and to any observers, and subtly remind people of the
boundary between insiders and outsiders; but it must also mark differences of
status and role within the group of insiders. As this paper has illustrated, when
such rituals are effective in their own institutional terms, they generate very
particular emotions that serve to bind people into the structure of the hierarchy. A
deferential respect for seniors is combined with a controlled sense of one’s own
role. Over time, being part of the ritual reinforces both the emotional commitment
and loyalty that the member feels, and also the sense of security that one’s
contributions and role are valued. However, when they fail in their own terms,
such rituals can produce demoralization and bemusement and a sense of banality
and sham among the ‘lowerarchy’.
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Each of the four basic ways of organizing can be shown to produce distinctive
emotions when they are successful and when they fail in their own terms. Figure
34.1 summarizes the main characteristics of each; it shows the four basic forms as
being derived from a cross-tabulation, first introduced by Douglas (1970) of
Durkheim’s (1951) two basic dimensions of social organization, and it also draws
on Handelman (1982).

Isolate Hierarchy
Exemplars of ritual style: satirical
stand-up comedy
Emotions elicited in ritual, when
successful in its own institutional
terms: irony, ridicule, stoic will to
endure
Emotions elicited when less
successful: bitterness, sense of
arbitrariness, opacity and banality

Exemplars of ritual style:
processions
Emotions elicited in ritual, when
successful in its own institutional
terms: respectful deference for
status, amour-propre for own role,
commitment, sense of security
Emotions elicited when less
successful: demoralization,
confusion and bemusement at
opacity and complexity of institu-
tions
Sense of banality

Individualism
Exemplars of ritual style: trade fair,
street market
Emotions elicited in ritual, when
successful in its own institutional
terms: aspiration, exictement,
controlled envy for competetive
rivalry
Emotions elicited when less
successful: insecurity, dejection at
own defeat, frustration at what
seems futile and self-defeating rivalry

Exclave
Exemplars of ritual style: religious
revivalist meeting, militant
picketing strikers meeting
Emotions elicited in ritual, when
successful in its own institutional
terms: passionate commitment,
collective effervescence, passionate
rejction of outsiders and those
seen as insiders who have betrayed
the institution
Emotions elicited when less
successful: schism

Figure 34.1 How different styles of organization produce different kinds of
ritual, with different consequences

Conclusion

This paper argues that researchers should be wary of putting too much emphasis
on the instrumental purposes of formal meetings. Such a focus creates expecta-
tions amongst researchers undertaking observational research, especially those
unfamiliar with the meeting-as-ritual, that can only be disappointed and where
their papers will repeatedly report on the apparent failure of meetings. However,
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this requires that studies of formal meetings in organizations develop a different
focus, and one that moves beyond descriptions of whether or not they fulfilled their
constitutional role.

Rather, the emphasis should be on formal meetings as rituals, exploring the
ways in which they create and recreate social solidarity. One such theory-driven
approach to this research has been presented and applied in this paper. It has
argued that the task of researchers is to see local systems as settlements between all
four of the potential forms identified in Figure 34.l, where potential instabilities of
each of the single forms and each of the two- and three-way hybrids may be
contained or exhibited. The principle of requisite variety in the ritual order of
meetings may be the only viable way to allow articulation of all the institutional
forms that make up the health and social care system, and further studies should
examine the extent to which these are used. Amongst the options available include
the following:

+ separation: distinct rituals for different occasions;
+ exchange: distinct forms of ritual for different parts of one meeting;
+ tolerated spaces: where all four forms can be articulated without disturbing

any too much (e.g. special away-day sessions with specific ritual order where
all stakeholders are given space to operate according to their own code).

Each of these is fragile. Separation can limit conflict, but it can also result in the
distinct meetings suffering all the problems of single-ritual forms. Exchange is
sometimes hard to structure well. Tolerated spaces often work best in provisional
settings rather than over the long term. Often, it will be necessary for organizations
to use each of these in turn. However, we have a lot still to learn about the social,
symbolic and implicit roles of formal meetings, and the theoretical frameworks that
can enable us to understand them.

Finally, the presence of users and carers at formal meetings is often described
as being ‘tokenistic’. The discussion in this paper suggests that this description
both distinguishes unhelpfully between them and other categories of attendees, as
the contribution of all the members is largely symbolic, and also fails to give
sufficient weight to the impact upon the enactment of the ritual of users and carers
being present.
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PART 8
Evidence-based policy and
management
Introduced by Kieran Walshe

The idea that evidence, from well-conducted research studies, should inform the
decision making of professionals like doctors, nurses, teachers, social workers,
managers and even policy makers is far from new, and might also seem relatively
uncontroversial. After all, who would argue that medical practice or school
education should be based on precedent, tradition or professional myths and
nostrums rather than a scientifically rigorous assessment of what worked? Yet, in
practice, for many decades, that is more or less what has happened. Decisions
about teaching literacy, sentencing policy, residential care, health system design,
medical practice, and so on have been shaped as much – or more – by the
countervailing forces of tradition (‘we’ve always done it this way’) and fashion
(‘this is the next new idea about how to do it’).

In the 1990s, a remarkable movement that started among clinical epidemi-
ologists at McMaster University in Canada and medical researchers in the UK and
elsewhere began to make a persuasive argument for change – and, remarkably, to
secure increasing support among the medical establishment. The rise of
‘evidence-based medicine’ was founded on three key factors. First, there was
growing evidence of the gap between optimal and actual medical practice, and the
harm that could result from failing to apply the best research evidence to the care
and treatment of patients. As Table P8.1 shows, it was not difficult to find stark
examples of overuse (operations and treatments in common use that were known
to be ineffective), underuse (procedures of proven efficacy that were not being
used routinely) and misuse (procedures where the evidence for their use was
inadequate, and there was much variation in clinical practice). Second, there was
much effort invested in organizing and presenting the vast body of medical
research literature in order to synthesize and systematize it and make it
accessible to clinicians. The Cochrane Collaboration was founded with the
ambitious long-term aim of developing and maintaining systematic reviews of the
literature oriented around the questions about accurate diagnosis and effective
treatment, which clinicians needed to be able to answer. Third, there was a
paradigmatic shift in thinking about how to train and develop clinicians, away from
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fact-based medical education and towards the scientific, clinical–epidemiological
method and a focus on problem-based learning and lifelong continuing profes-
sional development.

There was, of course, a reactionary response from some segments of the
health care professions – arguing, with some justification, that evidence-based
medicine seemed to want to reduce the complex science and art of clinical
practice to a ‘cook-book’ of guidelines, protocols and procedures, which left no
space for legitimate professional judgement. At times, the enthusiastic adherents
of evidence-based medicine seemed to overclaim the extent to which research
evidence could really be used to tackle real-life clinical questions, and it was clear
that in many areas of medicine, and in other areas of professional practice like
physiotherapy and nursing, there was a woeful lack of relevant and rigorous
research evidence.

Table P8.1 Examples of the research practice gap in clinical and management
practice

Clinical Managerial
Overuse Dilatation and curettage

(D&C) surgery for
menorrhagia – widely used
but shown to have no
therapeutic benefit

Mergers and
reorganizations as a
response to organizational
performance problems

Underuse Thrombolytic therapy
given to people who have
had a heart attack, to
make a subsequent heart
attack less likely

Skill-mix changes to replace
expensive health care
professionals with
lower-cost staff

Misuse Stroke care in acute
hospitals – huge variations
in service design and
configuration

Total quality management
and other forms of quality
improvement programmes

The evidence-based medicine movement made great strides in shifting the
thinking, not just of clinicians but also of health care managers and policy makers
about how health services should be provided. Internationally, the adoption of new
technologies – particularly expensive pharmaceuticals – became a much more
systematic and planned process driven less by the marketing endeavours of
pharmaceutical companies and more by health technology assessments, taking a
cold, hard look at the cost-effectiveness of new drugs and comparing them with
existing treatments before authorizing their use.

But the ideas of evidence-based practice also began to take hold in other
areas of the public domain – like education, criminal justice, social care, housing
and welfare reform. Moreover, clinicians in health care organizations, subject to
the new disciplines of evidence-based medicine and the concomitant restrictions
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on their ‘clinical freedom’ to prescribe and treat as they liked, began to ask the
difficult question – why shouldn’t managers be expected to show that their
actions and initiatives were backed by good, scientific evidence? It was not
difficult to come up with examples of overuse, underuse and misuse in the
managerial domain (see Table P8.1). Managers and policy makers intent on
reconfiguring hospital services, merging healthcare organizations or introducing
new organizational initiatives were rightly asked for the evidence that these
changes would ‘work’. Just as some clinicians found the new discipline of
evidence-based medicine and the constraints it imposed on their clinical practice
somewhat irksome, so plenty of managers and policy makers argued that it was
inappropriate, impractical or unwise to try to bring the rationalist, empirical and
scientific paradigm of evidence-based medicine to bear on the messy world of
policy making and organizational leadership.

The rise of evidence-based policy and management is still a work in progress,
and a debate that has yet to play out to the end. The readings that follow aim to
illustrate and explore a range of perspectives; first, by examining the inexorable
rise of evidence-based medicine and then by reviewing its spread from medicine
to other domains and sectors.

If there is a founding father of the evidence-based medicine movement, it is
Archie Cochrane, whose monograph on effectiveness and efficiency in health
services published in 1972 was the product of a lifetime in public health and
epidemiology research. Many people see this work as the manifesto for evidence-
based medicine, and his importance is reflected in the naming of the eponymous
Cochrane Collaboration. The book is a reflective, personal and sometimes
idiosyncratic account of his efforts to understand why we know so little about the
effectiveness of health services. The chapter from his book that is included here
focuses on the nature of and need for evidence.

The rise of the evidence-based medicine movement is neatly and clearly
explained in the next reading by William Rosenberg and Anna Donald. Writing in
1995, when the ideas were still relatively new to most medical practitioners, they
set out the case for making better use of evidence in clinical decision making, and
argue strongly that it is practical and feasible to use research evidence in
everyday clinical problem solving. Their paper is an intensely practical guide,
which cuts through the hubris and makes it clear that ordinary practitioners can
and should do much to practise evidence-based medicine. This paper is nicely
matched by the third contribution, from David Naylor, who writes reflectively and
sensitively about the difficulties that clinicians encounter in trying to bring the new
ideology of evidence-based medicine to bear in the real world. He explores the
‘grey zone’ of clinical practice, where evidence either does not exist or cannot
answer important questions, and argues for a careful reconciliation of the new
evaluative sciences and the traditional skills of clinical reasoning and professional
judgement – what might be called the science and art of medicine. This is not a
reactionary rejection of evidence-based medicine, but a thoughtful exploration of
its limits.
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The fourth and fifth papers in this part turn their attention to the ideas,
concepts and debates of evidence-based management. First, Kieran Walshe and
Tom Rundall discuss the parallels and difference between the clinical and
managerial worlds, and the extent to which the ideas of evidence-based medicine,
rooted in a positivist, empirically led view of the scientific method can be
transferred to the world of organizations and social interventions, usually the
preserve of social scientists. They argue that while there are important differ-
ences between the two worlds (which help to explain why clinicians and managers
find it hard to communicate sometimes, and why people who cross the divide like
clinical directors often find it hard to reconcile the two), the basic principles of
using evidence to inform decision making are eminently transferable. It is a point
that is amply demonstrated by the final paper from Denise Rousseau. Extracted
from her presidential address to the Academy of Management in the USA, it is a
practical, rational call for the wider management community – both in academia
and in practice – to embrace the case for evidence-based management. She
makes important links to the school of scientific management and the idea of the
natural science of organizations and sets out ways in which the ideas of
evidence-based management can be realized through better management educa-
tion, more relevant and applied research, and efforts to create ‘linkage and
exchange’ between academics and practitioners in the field of management.

Summary

+ It may sound obvious that important decisions should be based on
sound evidence about what works, but in many fields like healthcare,
education and public policy this has often been far from the case.
Examples of practices and behaviours that fly in the face of the evidence
abound.

+ The ‘evidence-based medicine’ movement has done much to change the
thinking of clinicians (especially doctors) about how they use evidence in
diagnosis and treatment decisions, and what can be done to improve
the effectiveness of medical care. It has led to a much more rigorous,
empirically based, scientific approach to evaluating new drugs and
therapies, for example.

+ The ideas of evidence-based medicine have begun to be taken up in
many other domains, where the same gap between research and
practice is found. While the nature of evidence and knowledge may be
different, the underlying philosophy has broad appeal, arguing as it does
for rigour and empiricism to be brought to bear in making decisions, and
for precedent, tradition, supposition and opinion to have rather less
influence.

+ Applying the ideas of evidence-based medicine to policy and manage-
ment decisions is a useful and important discipline, and there is much
that could be done to develop a stronger foundation for evidence-based
practice in the management community.

350 A READER IN HEALTH POLICY AND MANAGEMENT

Kerrypress Ltd – Typeset in XML A Division: part08 F Sequential 4



 

JOBNAME: McGraw−Mahon PAGE: 5 SESS: 20 OUTPUT: Fri Apr 3 09:19:23 2009 SUM: 64518893
/production/mcgraw−hill/booksxml/mahon/part08

References and further reading
Davies, H.T.O., Nutley, S.M. and Smith, P.C. (eds) (2000) What Works? Evidence-

Based Policy and Practice in Public Services. Bristol: The Policy Press.
Kovner, A.R., Elton, J.J. and Billings, J (2000) Evidence-based management,

Frontiers of Health Services Management, 16(4): 3–46.
Lavis, J., Gruen, R., Davies, H. and Walshe, K. (2006) Working within and beyond

the Cochrane Collaboration to make systematic reviews more useful to
healthcare managers and policymakers, Healthcare Policy, 1(2): 21–33.

Lemieux-Charles, L. and Champagne, F (2004) Using Knowledge and Evidence in
Healthcare: Multidisciplinary Perspectives. Toronto: University of Toronto
Press.

Lomas, J. (2000) Using linkage and exchange to move research into policy at a
Canadian foundation, Health Affairs, 19(3): 236–40.

National Audit Office (2003) Getting the Evidence: Using Research in Policy
Making. London: NAO.

Nutley, S.M., Walter, I. and Davies, H.T.O. (2007) Using Evidence: How Research
can Inform Public Services. Bristol: The Policy Press.

Pfeffer, J. and Sutton, R.I. (2006) Hard Facts, Dangerous Half-truths and Total
Nonsense: Profiting from Evidence Based Management. Harvard: Harvard
Business School Press.

Sackett, D.L. and Rosenberg, W.M. (1995) The need for evidence-based medicine,
Journal of the Royal Society of Medicine, 88(11): 620–24.

Tranfield, D., Denyer, D. and Smart, P. (2003) Towards a methodology for
developing evidence informed management knowledge by means of system-
atic review, British Journal of Management, 14: 207–22.

The readings
Cochrane, A. (1972) Effectiveness and Efficiency: Random Reflections on Health

Services. Nuffield Provincial Hospitals Trust [chapter 4: pp 20–25].
Rosenberg, W. and Donald, A. (1995) Evidence based medicine: an approach to

clinical problem-solving, British Medical Journal, 310: 1122–26.
Naylor, C.D. (1995) Grey zones of clinical practice: some limits to evidence based

medicine, Lancet, 345: 840–42.
Walshe, K. and Rundall, T. (2001) Evidence based management: from theory to

practice in healthcare, Milbank Quarterly, 79(3): 429–57. (extract.)
Rousseau, D. (2006) Is there such a thing as evidence based management?

Academy of Management Review, 31(2): 256–69. (extract.)

A READER IN HEALTH POLICY AND MANAGEMENT 351

Kerrypress Ltd – Typeset in XML A Division: part08 F Sequential 5



 

JOBNAME: McGraw−Mahon PAGE: 6 SESS: 20 OUTPUT: Fri Apr 3 09:19:23 2009 SUM: 43C7DAFA
/production/mcgraw−hill/booksxml/mahon/part08

35
Effectiveness and efficiency: random
reflections on health services
Archie Cochrane

Extracts from Cochrane A (1972) Effectiveness and efficiency: Random Reflec-
tions on Health Services. London, Nuffield Provincial Hospitals Trust.

Evaluation of evidence

Two of the most striking changes in word usage in the last twenty years are the
upgrading of ‘opinion’ in comparison with other types of evidence, and the
downgrading of the word ‘experiment’. The upgrading of ‘opinion’ has doubtless
many causes, but one of the most potent is, I am sure, the television interviewer
and producer. They want everything to be brief, dramatic, black and white. Any
discussion of evidence is written off as lengthy, dull, and grey. I have seldom heard
a television interviewer ask anyone what his evidence was for some particular
statement. Fortunately it does not usually matter; the interviewers only want to
amuse (hence the interest in pop singers’ views on theology), but when they deal
with medical matters it can be important.

The fate of ‘experiment’ is very different. Its current meaning, according to the
OED and normal scientific use, is ‘to test a hypothesis’. It has been taken over by
journalists and debased from its usual meaning and is now being used in its archaic
sense of ‘action of trying anything’, hence the endless references to ‘experimental’
theatres, art, architecture, and schools. (Someone once told me of a notice pinned
to a church door referring to ‘experimental’ baptism. I spent a happy half-hour
designing trials to measure the relative baptismal effectiveness of waters from the
Jordan, the Tweed, and the Taff.) This misuse of ‘experiment’ has, I think, altered
people’s attitudes to observational and experimental evidence.

The general scientific problem with which we are primarily concerned is that
of testing a hypothesis that a certain treatment alters the natural history of a
disease for the better. The particular problem is the value of various types of
evidence in testing the hypothesis. The oldest, and probably still the commonest
form of evidence proffered, is clinical opinion. This varies in value with the ability
of the clinician and the width of his experience, but its value must be rated low,
because there is no quantitative measurement, no attempt to discover what would
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have happened if the patients had had no treatment, and every possibility of bias
affecting the assessment of the result. It could be described as the simplest (and
worst) type of observational evidence.

Moving up the scale at the observational level, the main changes introducing
improvement are the appearance of ‘comparison’ groups, the introduction of
measurement and the exclusion of possible bias from the measurements. Compari-
son groups as they appear in the literature are a very mixed lot. Some are positively
grotesque, such as that old favourite ‘those who refused treatment’. They are
usually very different from the theoretical ‘control’ group, which should be the
same in all respects, which might influence the course of the disease, as the treated
group. This, of course, puts a limit on the possible accuracy of this sort of
investigation as we seldom if ever know all the characteristics that might influence
the course of the disease.

The best index in these sort of comparisons is the fact of death, where there is
little possibility of bias due to observer difference, but whenever other measure-
ments are made steps have to be taken to be sure the measurements have been
made without knowledge of which person has been treated. But even with all these
sophistications observational evidence is never very satisfactory. An example comes
from Palmer’s work in my own unit investigating a rather different form of therapy
(4). He took very detailed smoking histories from all the boys in a secondary
modern school on two occasions, one year apart. He then obtained a list of all the
boys who had been caned for smoking during that period. He was thus able to
compare ‘change in smoking habit’ in caned and uncaned boys (Table 35.1). The
results appear at first very striking. Those caned increased their cigarette consump-
tion significantly more than those who were not caned, but when one thinks about
it the results do not tell us anything at all. They are equally compatible with caning
increasing, decreasing, or having no effect on cigarette consumption.

Observational evidence is clearly better than opinion, but it is thoroughly
unsatisfactory. All research on the effectiveness of therapy was in this unfortunate
state until the early 1950s. The only exceptions were the drugs whose effect on
immediate mortality were so obvious that no trials were necessary, such as insulin,
sulphonamide, and penicillin.

Table 35.1 Change brought about in smoking habits of schoolboys by caning,
1961–2

Change in smoking habit

Increase Same Decrease Total X2 (2df)

Caned 8 (35%) 10 (43%) 5 (22%) 23 (100%) All caned v.
All uncaned

Uncaned 10 (8%) 82 (67%) 31 (25%) 123 (100%) 12.9 (P<0.01)

Source: Modified from J. W. Palmer’s Table IV (4).
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The critical step forward which brought an experimental approach into clinical
medicine can be variously dated. As previously mentioned I personally like to
associate it with the publication in 1952 by Daniels and Hill (2). At any rate there
is no doubt that the credit belongs to Sir Austin Bradford Hill. He has been much
honoured but I doubt if we honour him enough. His ideas have only penetrated a
small way into medicine, and they still have to revolutionize sociology, education,
and penology. Each generation will, I hope, respect him more. (My pet idea is that
there should be a ‘Bradford’ awarded to the best medical statistical paper of the
year!)

The basic idea, like most good things, is very simple. The RCT approaches the
problem of the comparability of the two groups the other way round. The idea is
not to worry about the characteristics of the patients, but to be sure that the
division of the patients into two groups is done by some method independent of
human choice, i.e. by allocating according to some simple numerical device such
as the order in which the patients come under treatment, or, more safely, by the
use of random numbers. In this way the characteristics of the patients are
randomized between the two groups, and it is possible to test the hypothesis that
one treatment is better than another and express the results in the form of the
probability of the differences found being due to chance or not.

The RCT is a very beautiful technique, of wide applicability, but as with
everything else there are snags. When humans have to make observations there is
always a possibility of bias. To reduce this possibility a modification has been
introduced: the ‘double-blind’ randomized trial. In this neither the doctor nor the
patients know which of the two treatments is being given. This eliminates the
possibility of a great deal of bias, but one still has to be on one’s guard.

There are other snags: first a purely statistical one. Many research units carry
out hundreds of these so-called tests of significance in a year and it is often difficult
to remember that, according to the level of significance chosen, 1 in 20 or 1 in 100
will be misleading. Another snag has been introduced by the current tendency to
put too much emphasis on tests of significance. The results of such tests are very
dependent on the number in the groups. With small numbers it is very easy to give
the impression that a treatment is no more effective than a placebo, whereas in
reality it is very difficult indeed to exclude the possibility of a small effect.
Alternatively, with large numbers it is often possible to achieve a result that is
statistically significant but may be clinically unimportant. All results must be
examined very critically to avoid all the snags.

Another snag is that the technique is not always applicable for ethical reasons.
There is, of course, no absolute medical ethic but the examples I quote here
represent the majority of medical opinion at present, though I do not necessarily
agree with them myself. They are: surgery for carcinoma of the lung, cytological
tests for the prevention of cervical carcinoma, and dietetic therapy for phenylke-
tonuria. No RCTs have ever been carried out to test the value of these standard
therapies and tests. In the first two cases the RCT technique was not available
when the surgical and medical innovations were made for carcinoma of the lung
and cervix. By the time such RCTs were considered by medical scientists the
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one-time ‘innovations’ were embedded in clinical practice. Such trials would
necessarily involve denying the routine procedure to half a group of patients and at
this stage are nearly always termed unethical. It can be argued that it is ethically
questionable to use on patients a procedure whose value is unknown, but the
answer is that it is unethical not to do so if the patient will otherwise die or suffer
severe disability and there is no alternative therapy. Such trials, it must be
accepted, cannot be done in areas where the consensus of medical opinion is
against them. This means, on the one hand, that patients’ interests are very well
protected and on the other that there are sections of medicine whose effectiveness
cannot at present be measured and which, in toto, probably reduce the over-all
efficiency of the NHS.

There are other limitations on the general applicability of the RCT. One
important area is the group of diseases where improvement or deterioration has to
be measured subjectively. It was hoped that the double-blind modification would
avoid this trouble, but it has not been very successful in, say, psychiatry. Similarly
the assessment of the ‘quality of life’ in such trials has proved very difficult. A good
example is the various forms of treatment attempted for recurrences after opera-
tion for carcinoma of the breast. We have so far failed to develop any satisfactory
way of measuring quality. Another area is relatively unimportant but worth
mentioning: the rare diseases. Here the problem is the scarcity. For instance, in one
case of porphyria variegata, in one acute attack renal dialysis appeared to be
life-saving. In the next two it had no effect. It would need co-operation from most
countries in Europe to complete a trial of this condition in a reasonable time.

Another very different reason for the relatively slow use of the RCT in
measuring effectiveness is illustrated by its geographical distribution. If some such
index as the number of RCTs per 1,000 doctors per year for all countries were
worked out and a map of the world shaded according to the level of the index
(black being the highest), one would see the UK in black, and scattered black
patches in Scandinavia, the USA, and a few other countries; the rest would be
nearly white. It appears in general it is Catholicism, Communism, and underde-
velopment that appear to be against RCTs. In underdeveloped countries this can
be understood, but what have Communism and Catholicism against RCTs? Is
authoritarianism the common link, or is Communism a Catholic heresy? Whatever
the cause this limitation to small areas of the world has certainly slowed down
progress in two ways. There are too few doctors doing the work and the load on
the few is becoming too great. An RCT is great fun for the co-ordinator but can be
very boring for the scattered physicians filling in the forms.

In writing this section in praise of the RCT I do not want to give the
impression that it is the only technique of any value in medical research. This
would, of course, be entirely untrue. I believe, however, that the problem of
evaluation is the first priority of the NHS and that for this purpose the RCT is
much the most satisfactory in spite of its snags. The main job of medical
administrators is to make choices between alternatives. To enable them to make
the correct choices they must have accurate comparable data about the benefit and
cost of the alternatives. These can really only be obtained by an adequately costed
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RCT. (For a much better account of RCTs the reader is referred to P. D. Oldham’s
book Measurement in Medicine, published by English Universities Press, London,
1968.)
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36
Evidence-based medicine: an approach to
clinical problem-solving
William Rosenberg and Anna Donald

Extracts from Rosenberg W and Donald A (1995) Evidence based medicine: an
approach to clinical problem-solving. British Medical Journal 310: 1122–26.

Doctors within the NHS are confronting major changes at work. While we
endeavour to improve the quality of health care, junior doctors’ hours have been
reduced and the emphasis on continuing medical education has increased. We are
confronted by a growing body of information, much of it invalid or irrelevant to
clinical practice. This article discusses evidence-based medicine, a process of
turning clinical problems into questions and then systematically locating, apprais-
ing, and using contemporaneous research findings as the basis for clinical deci-
sions. The computerisation of bibliographies and the development of software that
permits the rapid location of relevant evidence have made it easier for busy
clinicians to make best use of the published literature. Critical appraisal can be
used to determine the validity and applicability of the evidence, which is then used
to inform clinical decisions. Evidence-based medicine can be taught to, and
practised by, clinicians at all levels of seniority and can be used to close the gulf
between good clinical research and clinical practice. In addition it can help to
promote self directed learning and teamwork and produce faster and better
doctors.

Doctors must cope with a rapidly changing body of relevant evidence and
maximise the quality of medical care despite the reduction in junior doctors’
working hours and scarce resources. We are deluged with information, and
although much of it is either invalid or irrelevant to clinical practice, an increasing
amount comes from powerful investigations such as randomised controlled trials.
Yet we continue to base our clinical decisions on increasingly out of date primary
training or the overinterpretation of experiences with individual patients,1 and even
dramatically positive results from rigorous clinical studies remain largely unap-
plied.2 Doctors need new skills to track down the new types of strong and useful
evidence, distinguish it from weak and irrelevant evidence, and put it into practice.
In this paper we discuss evidence-based medicine, a new framework for clinical
problem solving which may help clinicians to meet these challenges.
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What is evidence-based medicine?

Evidence-based medicine is the process of systematically finding, appraising, and
using contemporaneous research findings as the basis for clinical decisions. For
decades people have been aware of the gaps between research evidence and clinical
practice, and the consequences in terms of expensive, ineffective, or even harmful
decision making.3 4 Inexpensive electronic databases and widespread computer
literacy now give doctors access to enormous amounts of data. Evidence-based
medicine is about asking questions, finding and appraising the relevant data, and
harnessing that information for everyday clinical practice.

Most readers will recognise that the ideas underlying evidence-based medicine
are not new. Clinicians identify the questions raised in caring for their patients and
consult the literature at least occasionally, if not routinely. The difference with
using an explicit, evidence-based medicine framework is twofold: it can make
consulting and evaluating the literature a relatively simple, routine procedure, and
it can make this process workable for clinical teams, as well as for individual
clinicians. The term “evidence-based medicine” was coined at McMaster Medical
School in Canada in the 1980s to label this clinical learning strategy, which people
at the school had been developing for over a decade.5

Evidence-based medicine in practice

Evidence-based medicine can be practised in any situation where there is doubt
about an aspect of clinical diagnosis, prognosis, or management.

Four steps in evidence-based medicine

• Formulate a clear clinical question from a patient’s problem

• Search the literature for relevant clinical articles

• Evaluate (critically appraise) the evidence for its validity and usefulness

• Implement useful findings in clinical practice

Setting the question

A 77 year old woman living alone is admitted with non-rheumatic atrial fibrillation
and her first bout of mild left ventricular failure, and she responds to digoxin and
diuretics. She has a history of well controlled hypertension. An echocardiogram
shows moderately impaired left ventricular function. She is an active person and
anxious to maintain her independence. During the ward round on the following
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day a debate ensues about the risks and benefits of offering her long term
anticoagulation with warfarin, and rather than defer to seniority or abdicate
responsibility to consensus by committee, team members convert the debate into a
question: “How does her risk of embolic stroke, if we don’t give her anticoagulant
drugs, compare with her risk of serious haemorrhage and stroke if we do?”

The questions that initiate evidence-based medicine can relate to diagnosis,
prognosis, treatment, iatrogenic harm, quality of care, or health economics. In any
event, they should be as specific as possible, including the type of patient, the
clinical intervention, and the clinical outcome of interest. In this example two
questions are prepared for a literature search. One question relates to prognosis
and her susceptibility: “How great is the annual risk of embolic stroke in a 77 year
old woman with non-rheumatic atrial fibrillation, hypertension, and moderate left
ventricular enlargement if she is not given anticoagulants?” The other question
concerns treatment and asks, “What is the risk reduction for stroke from warfarin
therapy in such a patient, and what is the risk of harming her with this therapy?”

Finding the evidence

The second step is a search for the best available evidence. To conduct searches on
a regular basis, clinicians need effective searching skills and easy access to
bibliographic databases. Increasingly the access can be proved by ward or surgery
based computers, complemented by assistance in obtaining hard copies of articles,
and enabled by librarians who teach searching skills and guide the unwary through
the 25000 biomedical journals now in print.6 7

Two sorts of electronic databases are available. The first sort is bibliographic
and permits users to identify relevant citations in the clinical literature, using
variations of Medline. The second sort of database takes the user directly to
primary or secondary publications of the relevant clinical evidence–the rapidly
growing numbers include the Cochrane Database of Systematic Reviews, Scientific
American Medicine on CD-ROM, and the ACP Journal Club (a bimonthly
supplement to the Annals of Internal Medicine which abstracts the relevant and
rigorous articles on diagnosis, prognosis, treatment, quality of care, and medical
economics from over 30 general medical journals). All these databases are, or soon
will be, available on line from local, national, and international networks such as
the internet.

While clinicians may make greater use of meta-analyses in the future, the
ability to appraise critically publications of all types will remain an invaluable skill.
Searches may fail to uncover well conducted and relevant meta-analyses and often
it will be impractical for a busy clinician to conduct an independent systematic
review of the literature each time a clinical question is generated. On these
occasions the most effective strategy will be to seek out the best of the available
literature and to appraise critically the evidence by using skills that can readily be
learnt.
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Appraising the evidence

The third step is to evaluate, or appraise, the evidence for its validity and clinical
usefulness. This step is crucial because it lets the clinician decide whether an
article can be relied on to give useful guidance. Unfortunately, a large proportion
of published medical research lacks either relevance or sufficient methodological
rigour to be reliable enough for answering clinical questions.8 To overcome this, a
structured but simple method, named “critical appraisal,” developed by several
teams working in North America and the United Kingdom, enables individuals
without research expertise to evaluate clinical articles. Mastering critical appraisal
entails learning how to ask a few key questions about the validity of the evidence
and its relevance to a particular patient or group of patients. Its fundamentals can
be learnt within a few hours in small tutorials, workshops, interactive lectures, and
at the bedside by a wide range of users, including those without a biomedical
background. This strategy has been developed for many different types of articles,
and can be used to evaluate original articles about diagnosis, treatment, prognosis,
quality of care, and economics as well as to evaluate reviews, overviews, and
meta-analyses for their validity and applicability.

The table shows a typical set of critical appraisal questions for evaluating
articles about treatment. Although they reflect common sense, the questions are
not entirely self explanatory; some instruction is needed to help clinicians apply
them to specific articles and individual patients. Self directed learning materials
have been developed to help users apply different critical appraisal questions to the
different sorts of clinical research articles on diagnosis, prognosis, therapy, quality
of care, economic analysis, and screening. These materials include the JAMA
series of user’s guides and the text Clinical Epidemiology: A Basic Science for
Clinical Medicine.9 Week long training workshops in evidence-based medicine are
held in various venues, but we have found that even people with limited experience
can readily learn how to practise evidence-based medicine in the context of their
own clinical practice. As with any other skill, expertise and speed come with
practice, and experienced practitioners can learn to appraise critically most articles
in under 10 minutes, transforming themselves from passive, opinion based
spectators to active, evidence-based clinicians.

Critical appraisal questions used to evaluate a therapy article10 11

Yes Can’t tell No

Are the results valid?

Was the assignment of patients to
treatments randomised?

Were all patients who entered the trial
properly accounted for and attributed
at its conclusion?
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Was follow up complete?

Were patients analysed in the groups to
which they were randomised?

Were patients, health workers, and study
personnel blinded to treatment?

Were the groups similar at the start of the trial?

Aside from the experimental intervention,
were the groups treated equally?

What are the results?
How large was the treatment effect?
How precise was the treatment effect?

Will the results help me care for my patients?
Can the results be applied to my patient care?
Were all clinically important outcomes considered?
Are the likely benefits worth the potential
harms and costs?

Acting on the evidence

Having identified evidence that is both valid and relevant, clinicians can either
implement it directly in a patient’s care or use it to develop team protocols or even
hospital guidelines. They can also use evidence to revolutionise continuing medical
education programmes or audit. In our experience, implementing the evidence is
best learned through group discussions, either on ward rounds or in other
meetings of the clinical team in which members explore ways of incorporating the
evidence into a patient’s clinical management.

Other requirements for practising evidence-based medicine

The ability to present published evidence quickly and clearly is crucial for clinical
teams with little time and much information to absorb.12 Medical journals have led
the way here with structured abstracts to help readers quickly retrieve key
information. Such clarity and quickness are equally important for clinicians when
they present evidence to their team. A preset, one page, user friendly summary
such as the one developed by doctors in training at McMaster University in
Ontario (unpublished data) can help this process and was the model for the
critically appraised topic that appears in the table.
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Added advantages in practising evidence-based medicine

For individuals

• Enables clinicians to upgrade their knowledge base routinely

• Improves clinicians’ understanding of research methods and makes them
more critical in using data

• Improves confidence in management decisions

• Improves computer literacy and data searching techniques

• Improves reading habits

For clinical teams

• Gives team a framework for group problem solving and for teaching

• Enables juniors to contribute usefully to team

For patients

• More effective use of resources

• Better communication with patients about the rationale behind manage-
ment decisions

Support from senior clinicians is critical to the success of introducing evidence-
based medicine.13 Seniors who practice evidence-based medicine are excellent role
models for training newcomers and allocating questions according to the skills and
time commitments of individual team members. Even when senior staff are
themselves unfamiliar with evidence-based medicine, their willingness to admit
uncertainty, to encourage scepticism, and to be flexible can help the team to
accommodate new evidence which may contradict previous assumptions and
practice.

Does it work?

An evidence-based approach to clinical care has been practised in many countries
under various guises. In the structured form described above it attracts both
support and criticism, often within the same hospital. The problem, ironically, is
that the approach is difficult to evaluate.14 It is a process for solving problems, and
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it will have different outcomes depending on the problem being solved. Trying to
monitor all the possible outcomes would be impossible, especially since many are
difficult to quantify. For example, a medical student who learns the importance of
good research methodology through practising critical appraisal may later on carry
out better research, but it would be hard either to quantify this or to link it directly
to evidence-based medicine.

None the less, evidence of the effectiveness of evidence-based medicine is
growing as it spreads to new settings. Short term trials have shown better and more
informed clinical decisions following even brief training in critical appraisal,15 and
although graduates from traditional medical curriculums progressively decline in
their knowledge of appropriate clinical practice, graduates of a medical school that
teaches lifelong, self directed, evidence-based medicine are still up to date as long
as 15 years after graduation.16 The review of the benefits and drawbacks of
evidence-based medicine that follows draws on our experience of teaching and
practising evidence-based medicine with clinicians and purchasers in Oxford.

Advantages

An immediate attraction of evidence-based medicine is that it integrates medical
education with clinical practice. We have observed that students and doctors who
begin to learn evidence-based medicine become adept at generating their own
questions and following them through with efficient literature searches. For
example, learners quickly learn to pick out good review articles and to use
resources such as the ACP Journal Club when they are appropriate to the question
being asked.17

Another advantage of evidence-based medicine is that it can be learnt by
people from different backgrounds and at any stage in their careers. Medical
students carrying out critical appraisals not only learn evidence-based medicine for
themselves but contribute their appraisals to their teams and update their col-
leagues. At the other extreme, seasoned clinicians can master evidence-based
medicine and transform a journal club from a passive summary of assigned
journals into an active inquiry in which problems arising from patient care are used
to direct searches and appraisals of relevant evidence to keep their practice up to
date.

The evidence-based approach is being taken up by non-clinicians as well.
Consumer groups concerned with obtaining optimal care during pregnancy and
childbirth are evolving evidence-based patient choice. The critical appraisal skills
for purchasers project in the former Oxford region involves teaching evidence-
based medicine to purchasers who have no medical training so that it can inform
their decisions on purchasing.18

A third attraction of evidence-based medicine is its potential for improving
continuity and uniformity of care through the common approaches and guidelines
developed by its practitioners. Shift work and cross cover make communication
between health workers both more important and more difficult. Although
evidence-based medicine cannot alter work relationships, in our experience it does
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provide a structure for effective team work and the open communication of team
generated (rather than externally imposed) guidelines for optimal patient care. It
also provides a common framework for problem solving and improving communi-
cation and understanding between people from different backgrounds, such as
clinicians and patients or non-medical purchasers and clinicians.

Evidence-based medicine can help providers make better use of limited
resources by enabling them to evaluate clinical effectiveness of treatments and
services. Remaining ignorant of valid research findings has serious consequences.
For example, it is now clear that giving steroids to women at risk of premature
labour greatly reduces infant respiratory distress and consequent morbidity,
mortality, and costs of care,19 and it is equally clear that aspirin and streptokinase
deserve to be among the mainstays of care for victims of heart attack.

Disadvantages

Evidence-based medicine has several drawbacks. Firstly, it takes time both to learn
and to practise. For example, it takes about two hours to properly set the question,
find the evidence, appraise the evidence, and act on the evidence, and for teams to
benefit all members should be present for the first and last steps. Senior staff must
therefore be good at time management. They can help to make searches less
onerous by setting achievable contracts with the team members doing the searches
and by ensuring that the question has direct clinical usefulness. These responsibili-
ties of the team leader are time consuming.

Establishing the infrastructure for practising evidence-based medicine costs
money. Hospitals and general practices may need to buy and maintain the
necessary computer hardware and software. CD-ROM subscriptions can vary from
£250 to £2000 a year, depending on the database and specifications. But a
shortage of resources need not stifle the adoption of evidence-based medicine. The
BMA provides Medline free of charge to members with modems, and Medline is
also available for a small fee on the internet. Compared with the costs of many
medical interventions (to say nothing of journal subscriptions and out of date
texts), these costs are small and may recover costs many times their amount by
reducing ineffective practice.

Inevitably, evidence-based medicine exposes gaps in the evidence.4 This can be
frustrating, particularly for inexperienced doctors. Senior staff can help to over-
come this problem by setting questions for which there is likely to be good
evidence. The identification of such gaps can be helpful in generating local and
national research projects, such as those being commissioned by the York Centre
for Reviews and Dissemination.20

Another problem is that Medline and the other electronic databases used for
finding relevant evidence are not comprehensive and are not always well indexed.
At times even a lengthy literature search is fruitless. For some older doctors the
computer skills needed for using databases regularly may also seem daunting.
Although the evidence-based approach requires a minimum of computer literacy
and keyboard skills, and while these are now almost universal among medical
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students and junior doctors, many older doctors are still unfamiliar with computers
and databases. On the other hand, creative and systematic searching techniques are
increasingly available,21,22 and high quality review articles are becoming abundant.
In the absence of suitable review articles, clinicians who have acquired critical
appraisal skills will be able to evaluate the primary literature for themselves.

Finally, authoritarian clinicians may see evidence-based medicine as a threat.
It may cause them to lose face by sometimes exposing their current practice as
obsolete or occasionally even dangerous. At times it will alter the dynamics of the
team, removing hierarchical distinctions that are based on seniority; some will rue
the day when a junior member of the team, by conducting a search and critical
appraisal, has as much authority and respect as the team’s most senior member.23
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37
Grey zones of clinical practice: some limits
to evidence-based medicine
David Naylor

Extracts from Naylor CD (1995) Grey zones of clinical practice: some limits to
evidence based medicine, Lancet, 345: 840–42.

In a recent attack on evidence-based medicine, a philosopher1 urged doctors to
defend clinical reasoning based on experience and pathophysiological mechanisms
and criticised the effects of clinical epidemiology and health services research on
practice. As head of a publicly funded institute concerned with abetting the
translation of evidence into practice in Canada, I wish those effects were even more
pervasive. But a backlash is not surprising in view of the inflated expectations of
outcomes-oriented and evidence-based medicine and the fears of some clinicians
that these concepts threaten the art of patient care.

Evidence-based medicine offers little help in the many grey zones of practice
where the evidence about risk-benefit ratios of competing clinical options is
incomplete or contradictory. Almost by definition, this intellectual terrain is poorly
charted, but research by RAND illustrates its potential dimensions. To develop
criteria for assessing the appropriateness of clinical procedures, RAND convenes
panels of clinical experts who rate hundreds of hypothetical cases on a risk-benefit
scale.2,3 Inevitably ratings for some scenarios cluster in the uncertain middle of the
scale, while for some others disagreement among expert panelists precludes
categorisation. When ratings of a given nation’s experts are applied to charts
audited in the same country, there is a surprising proportion of grey-zone
procedures (Table 37.1). Table 37.2 illustrates how cross-national panelists ratings
yield different results when applied to the same data. In the face of uncertainty, US
experts are more action-oriented than their counterparts in England; Canadians, as
usual, sit somewhere in the middle. Other RAND work shows that surgeons view
surgery with much less uncertainty than physicians, and generalists are more
conservative than specialists.4–7

All these ratings reflect not only evidence but also inference and experience.
Consequently, panelists may be “pooling ignorance as much as distilling wisdom”;8

and the decision-rules for what is equivocal versus inappropriate are themselves
arbitrary.9 If one demanded evidence from randomised controlled trials in support
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of each indication, the grey zone would be wider.10 Furthermore, these data are
from post hoc audits of discrete procedures studied partly because of their
resource implications. The evidence for those procedures, as well as the clinical
rationale for their use in any given patient, is (one hopes) better developed than for
many smaller-ticket items in routine practice. Thus the boundaries of the grey
zones are themselves uncertain, varying with the evidence and its interpretation.
Clinical medicine seems to consist of a few things we know, a few things we think
we know (but probably don’t), and lots of things we don’t know at all.

Why is the grey zone so large?

Ours is an era of chronic and expensive diseases. There are no vaccines yet for
atherosclerosis, cancer, arthritis, or AIDS. Until the ongoing revolution in molecu-
lar biology pays more concrete dividends we shall be muddling along with what
Lewis Thomas characterised as “halfway technologies”.11 However, medical mud-
ding is a profitable business, and the proliferation of new tests, devices, and drugs
continues at an unprecedented pace.

Although life would be simpler if these new technologies were always appraised
in rigorous studies with clinically relevant endpoints, current data are often
insufficient to guide practice. Another difficulty arises from the Malthusian growth
of uncertainty when multiple technologies are combined into clinical strategies.
Take two technologies and they can be used in two different sequences; take five,
and the number of possible sequences is one hundred and twenty. Furthermore,
the elements in a clinical strategy are usually tested in separate studies, leaving few
data on the chains of conditional probabilities that link sequences of tests,
treatments, and outcomes. The play of uncertainty can be shown quantitatively
when formal decision analysis is used as a tool to compare clinical strategies. The
outcome is often either a “toss-up” that rests squarely in the grey zones, or highly
dependent on assumptions about one or more poorly defined variables in the
model.12

When evidence alone cannot guide clinical actions, some will espouse mini-
malism whereas others will favour intervention based on inference and experience.
This conflict in philosophies is nothing new. A hundred years ago, Osler’s The
Principles and Practice of Medicine was praised by many but panned by some
because of the author’s unrelenting scepticism about unproven treatments. Of
course, those treatments endorsed by Osler were generally supported only by
findings from uncontrolled and unblinded case-series. The revolution in standards
of evidence required before clinical practices are accepted as legitimately beneficial
came about during the past 30 years. The cornerstone method remains the
randomised trial, abetted now by the widespread application of meta-analysis to
synthesise results from multiple trials. It is sobering to look back and recognise
how expert panels and guideline-setting bodies misguided the profession by failing
to aggregate the totality of information available from randomised trials;13 it is
more disturbing to look ahead and ask how practitioners can synthesise informa-
tion from the scores of trials published every month.
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Table 37.1 Proportions of procedures done for uncertain indications, based on
expert panel criteria

Procedure Location/sample Year n % uncertain
(95% CI)

Carotid
endarterectomy

USA, Medicare beneficiaries
in 3 states4,16

1981 1302 32 (30–34)

USA, 5 Veterans’
Administration teaching
hospitals in California17

1981 107 32 (23–42)

Upper
gastrointestinal
endoscopy

USA, Medicare beneficiaries
in 3 states16

1981 1585 11 (9–13)

Hysterectomy USA, 7 health maintenance
organisations, cases without
cancer or emergency
surgery18

1989–90 642 25 (22–29)

Percutaneous
transluminal
coronary
angioplasty

USA, 15 hospitals in New
York State19

1990 1306 38 (35–41)

Confidence intervals were calculated if not reported.

Table 37.2 Appropriateness of indications for cardiovascular procedures and
cross-national differences in expert panel assessments

Procedure Location/sample Year n Panel
nationality

Appropriate Uncertain Inappropriate

Coronary
artery
bypass graft

USA, 4 hospitals
in Washington
State7

1979–80 386 American 62 25 13

1982 British 41 24 35

UK, 3 hospitals
in Trent region20

1987–88 319 American 67 26 7

British 57 27 16

Canada, 13
hospitals in
Ontario and
British
Columbia21

1980–90 556 American

Canadian

88

85

9

11

3

4

USA, 15
hospitals in New
York State21

1990 1336 American 91 7 2

Canadian 85 10 6

Coronary
angiography

USA, 4 hospitals
in Washington
State7

1979–80 376 American 50 23 27

1982 British 11 29 60

USA, Medicare
beneficiaries in 3
states8

1981 1677 American 74 9 17

British 39 19 42
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UK, 3 hospitals
in Trent region20

1987–88 320 American 71 12 17

British 49 30 21

Canada, 20
hospitals in
Ontario and
British
Columbia21

American

Canadian

77

58

18

33

5

9

USA, 15
hospitals in New
York State21

1990 1333 American 76 20 4

Canadian 51 39 10

Against this backdrop, one better appreciates the importance of Effective Care in
Pregnancy and Childbirth.14 This compendium of meta-analyses has shaken obstet-
rics world wide, not only for what it shows to be true but also for the innumerable
clinical strategies that it puts in question. As an outgrowth of the maternity care
compendium, the International Cochrane Collaboration is developing meta-
analyses of all randomised trials in all areas of medicine, along with plans to
disseminate the findings widely. The Cochrane Collaboration is an enterprise that
rivals the Human Genome Project in its potential implications for modern
medicine. Nevertheless, we should be under no illusions about what its work will
yield. There will be surprises as we learn that some treatments were prematurely
discarded on the basis of trials too small to detect a meaningful treatment effect;
there will be validation for many strategies adopted on the basis of high quality
modern trials; but a huge amount of the output will be inconclusive and will
augment the grey zones of practice until a new generation of research is completed.

Reconciling the new evaluative sciences and old arts

In view of the limits of clinical research evidence one might expect paralytic
indecisiveness to be more common in practice. However, the human psyche is
malleable, and practice forgiving enough that clinicians rapidly become comfort-
able making decisions under conditions of uncertainty. Many treatments are
genuinely effective, some diseases remit irrespective of treatment, and a “dose of
doctor” is often salutary for patients in ambulatory care who present with
unexplained fatigue, undiagnosable odd spells, vague fleeting pains, and gut
motility disorders. We become confident in our educated guesswork to the point
where it is easy to confuse personal opinion with evidence, or personal ignorance
with genuine scientific uncertainty.

It does not help matters when clinical-guideline-writers fall into the same trap,
marshalling an expert consensus that fails to distinguish fact from fervour. If
clinical guidelines and other trappings of evidence-based medicine are to be
credible, they must distil the best evidence about what ought to be done in practice
in ways that honestly acknowledge what we do and do not know about a topic.
Read the recent compendium from the Canadian Task Force on the Periodic
Health Examination, a group of physicians trained in clinical epidemiology, and,
happily, that is exactly what occurs. There are no less than seventy-six preventive
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manoeuvres characterised by inconclusive evidence and labelled as “grade C
recommendations”, where “decision-making must be guided by factors other than
medical scientific evidence”.15

More generally, the prudent application of evaluative sciences will affirm
rather than obviate the need for the art of medicine. Clinical reasoning, with its
reliance on experience, analogy, and extrapolation, must be applied to traverse the
many grey zones of practice. Eliciting and respecting patients’ preferences is
especially important when there is reasonable doubt about the best course of
action. There will also be a place for the art of communicating in ways that help
patients live with what we don’t know, or what they think we know and won’t tell
them. And even good evidence can lead to bad practice if applied in an unthinking
or unfeeling way.

In sum, the limits to medical evidence continue to limit the ambit of
evidence-based medicine. The craft of caring for patients can flourish not merely
in the grey zones where scientific evidence is incomplete or conflicting but also in
the recognition that what is black and white in the abstract may rapidly become
grey in practice, as clinicians seek to meet their individual patients’ needs. To
paraphrase Osler, let us agree that good clinical medicine will always blend the art
of uncertainty with the science of probability. But let us also hope that the blend
can be weighted heavily towards science, whenever and wherever sound evidence is
brought to light.
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38
Evidence-based management: from theory to
practice in health care
Kieran Walshe and Thomas Rundall

Extracted from Walshe K and Rundell TG (2001) Evidence based management:
from theory to practice in healthcare, Milbank Quarterly, 79(3): 429–57.

Over the last decade, there has been a significant shift in the way that health care
professionals use evidence from scientific research in their clinical practice. The
concept of evidence-based health care (Sackett and Rosenberg 1995) has become
part of the language of clinicians, managers, policymakers, and researchers in
health services throughout the world. Though the notion of evidence-based health
care is far from new (Cochrane 1972) and the extent of its uptake in clinical
practice is uneven, the diffusion and adoption of the ideas associated with
evidence-based health care during the 1990s provide a remarkable testament to
their power and their relevance to the current problems and challenges of health
care systems in many countries (Davies and Nutley 1999). Moreover, the concept
has begun to spread to fields outside health care, with the establishment of
initiatives for evidence-based practice in social care, criminal justice, and education
(Davies, Nutley, and Smith 1999; Boruch, Petrosino, and Chalmers 1999), and
interest in its methodologies in many other scientific fields (Petticrew 2001).

However, the leaders and managers of health care organizations, while often
doing much to encourage clinicians to adopt an evidence-based approach to
clinical practice, have been slow to apply the ideas to their own managerial practice
(Hewison 1997). The rise of evidence-based clinical practice was prompted in part
by the existence of unexplained wide variations in clinical practice patterns, by the
poor uptake of therapies of known effectiveness, and by the persistent use of
technologies that were known to be ineffective. These problems are found equally
in managerial practice in health care organizations, and in the way that decisions
about how to organize, structure, deliver, or finance health services are made, yet
what might be called evidence-based management has made slow progress
(Kovner, Elton, and Billings 2000).

This article describes the main principles of evidence-based health care,
documents its increasing acceptance, and explores the reasons for its popularity. It
discusses the applicability of the ideas of evidence-based practice to health care
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management, and presents a comparison of the culture, research base, and
decision-making processes in the two domains, which helps to explain the slow
progress of evidence-based management to date. The work of the Center for
Health Management Research is described and used to explore the practicalities of
evidence-based managerial practice. The article concludes by outlining an agenda
for action to promote the development of evidence-based management in health
care. While the article focuses on clinical and managerial decision making, we
believe much of its content is equally relevant to policymakers and the way that
health policy decisions are made.

Evidence-based management: a slow start

There is plenty of evidence that a research practice gap exists in health care policy
and management (Lomas 1997), and that the problems of overuse, underuse, and
misuse that were described earlier in the clinical context can also be seen in the
way that health care organizations are managed and health services are delivered.
These instances have received far less attention and been less well documented
than some of their clinical equivalents, however (see Table 38.1). Though
quantitative data are hard to come by, there is little doubt that these problems
represent very significant costs to health care organizations, or that they have a real
impact on the quality of care and on patient outcomes.

At first sight, overuse seems to be the predominant problem in health care
management. Managerial practice has often been criticized for being influenced by
fads and fashions that are adopted overenthusiastically, implemented inadequately,
then discarded prematurely in favor of the latest trend (Abrahamson 1996; Walston
and Bogue 1999; Staw and Epstein 2000). However, it is also true that some
promising managerial innovations are very slow to spread, and underuse can be
observed (Christensen, Bohmer, and Kenagy 2000). More significantly, in almost
every area of managerial practice, we find massive variations between individual
health care managers and health care organizations that cannot easily be explained,
which probably indicate that substantial misuse exists.

Nevertheless, evidence-based management seems to have made little or no
progress in health care so far, at least in comparison with its clinical cousin. While
a few academics and practicing managers have written about it in largely positive
terms (Hewison 1997; Stewart 1998; Homa 1998; Axelsson 1998; Kovner, Elton,
and Billings 2000), governments, policymakers, and managers themselves have
shown a conspicuous lack of interest. Although there are some encouraging
developments—such as the Cochrane Collaboration’s effective practice and organi-
zation of care groups (Halladay and Bero 2000), the U.K. government’s new
health service delivery and organizational research program (Fulop, Allen, Clarke,
et al. 2001), the recently established Canadian Health Services Research Founda-
tion (Lomas 2000), and a new initiative to promote evidence-based management
by the Association for University Programs in Health Administration—we are still
a long way from seeing managers make proper use of evidence in their decision
making.

374 A READER IN HEALTH POLICY AND MANAGEMENT

Kerrypress Ltd – Typeset in XML A Division: part08 F Sequential 28



 

JOBNAME: McGraw−Mahon PAGE: 29 SESS: 20 OUTPUT: Fri Apr 3 09:19:23 2009 SUM: 6C552131
/production/mcgraw−hill/booksxml/mahon/part08

Table 38.1 Examples of the research-practice gap in health care management

Overuse + The usage of organizational mergers as a response to problems of
service quality, capacity or financial viability in health care
organizations (Blumenthal and Edwards 2000; Arndt, Bigelow,
and Dorman 1999)

+ The measurement of patient satisfaction using poorly
conceptualized, poorly designed instruments, which produce data
that often are not used (Sitzia and Wood 1997; van Campen,
Sixma, Friele, et al. 1995)

Underuse + The replacement of physicians with other health professionals in
providing many routine health services, especially in primary care
and accident and emergency department settings (Richardson,
Maynard, Cullum, et al. 1998; Richards, Carley, Jenkins-Clarke,
et al. 2000)

+ The concentration of workload for particular procedures at
institutions that handle substantial volumes of those procedures
and have better patient outcomes (Dudley, Johansen, Brand, et
al. 2000; Luft, Bunker, and Enthoven 1979)

Misuse/
variation

+ The use of community-based treatment (“hospital at home”
schemes and the like) as an alternative to hospital inpatient care
(Shepperd and Iliffe 1998)

+ The involvement of clinicians in the management of health
care provider organizations, and the structuring of clinical
management arrangements (Succi and Alexander 1999; Guthrie
1999)

+ The adoption and implementation of total quality management
or continuous quality improvement initiatives (Shortell, Bennett,
and Byck 1998; Blumenthal and Kilo 1998)

Comparing the use of evidence in health care management and in
clinical practice

The culture, research base, and decision-making processes of clinical practice and
of health care management are different in many ways (see, e.g., Mintzberg 1973;
Freidson 1980; 1986; 1994; Bazerman 1998; Drucker 1998; and Schein 1988).
This section highlights some of the differences, mainly by comparing the worlds of
doctors and health care managers, which may help explain why evidence-based
practice has been slow to progress in health care management. Of course, there are
also many similarities between the clinical and managerial worlds, and neither is as
homogeneous or as straightforward as this kind of comparative analysis may
suggest. However, this simplified and generalized comparison may be useful in
understanding whether and how the ideas of evidence-based practice might be
transferred from the clinical domain to the managerial domain (See Table 38.2).
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Culture

The clinical culture is highly professionalized, with a formal body of knowledge
that is shared by all members of the profession and acts as a frame of reference for
intraprofessional dialogue and debate. Entry to the profession is
controlled—limited to people who share that formal knowledge and have under-
gone specific training. This helps produce a disciplinary coherence in knowledge,
attitudes, and beliefs, which fits well with the structured and directed approach to
knowledge that is found in evidence-based practice. In contrast, health care
managers are a highly diverse group drawn from different professional and
disciplinary backgrounds, and they often lack even a shared language or terminol-
ogy with which to describe and discuss what they do. Many (though not all) have
some qualification in management or health care administration, but there is no
specified formal body of knowledge, training, or registration required to become a
health care manager, and many clinicians take on health care management roles
with little or no formal management training at all. Personal experience and
self-generated knowledge play a much larger part in determining how managers
approach their jobs, and there is much less reliance on a shared body of formal
knowledge in decision making. It is not surprising, therefore, that managers may
be less willing and less able to understand, accept, and use research findings in
their practice, both as a group and as individuals.

The clinical culture values scientific knowledge and research. Through their
training, clinical professionals are imbued with the primacy of the scientific
method as a way of knowing, and with a profound respect for the research process
and its outputs. Many clinicians receive some research-methods training as part of
their professional development, and have some ongoing involvement in research.
The structure of the profession bestows high status on those who engage in
research or pursue an academic career. Clinicians often have a twin career track in
research and clinical practice, and the structure of clinical academic departments
and academic health care facilities is predicated on the idea that individuals will
practice, teach, and research. In contrast, the managerial culture is intensely
pragmatic, and values the application of ideas in practice more than it does the
search for knowledge about those ideas. Managers lack an adequate understanding
of the research process, often have no research training, rarely have any ongoing
involvement in research, and are sometimes actively suspicious of the motives and
values of research and researchers. Health care managers and researchers in health
care management are not one community but two. Very few successful managers
are also successful researchers, and it is rare for individual careers to span both
worlds. We know of no posts in health care organizations in which senior managers
practice, teach, and do research in the way that is routine for many senior
clinicians. In general, practicing managers are much better rewarded than manage-
ment researchers, at least in financial terms. As a result, there is a research-practice
gap, not just in managerial practice, but between managers and researchers
themselves.
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Table 38.2 A comparison of clinical practice and health care management

Clinical practice Health care management

Culture + Highly professionalized, with a strong
formal body of knowledge and control
of entry to the profession, resulting in
coherence of knowledge, attitudes,
and beliefs

+ Much less professionalized, with much
less formal body of knowledge, no
control of entry, and great diversity
among practitioners

+ High value placed on scientific
knowledge and research, with many
researchers who are also practitioners
(and vice versa)

+ Personal experience and self-generated
knowledge highly valued; intensely
pragmatic

+ Less understanding of research; some
suspicion of value and of motives of
researchers

+ Divide between researchers and
practitioners, with little interchange
between the two worlds

Research and
evidence

+ Strong biomedical, empirical
paradigm, with focus on experimental
methods and quantitative data

+ Weak social sciences paradigm, with
more use of qualitative methods and
less empiricism

+ Belief in generalizability and
objectivity of research findings

+ Tendency to see research findings as
more subjective, contingent, and less
generalizable

+ Well-organized and -indexed literature,
concentrated in certain journals with
clear boundaries; amenable to
systematic review and synthesis

+ Poorly organized and indexed research
literature, spread across journals and
other literature sources (including gray
literature), with unclear boundaries;
heterogeneous and not easy to review
systematically or synthesize

Decision
making

+ Many clinical decisions taken every
day, mostly by individual clinicians
with few constraints on their decision

+ Fewer, larger decisions taken, usually
by or in groups, often requiring
negotiation or compromise, with many
organizational constraints

+ Decisions often homogeneous,
involving the application of a general
body of knowledge to specific
circumstances

+ Decisions are heterogeneous, and less
based on applying a general body of
knowledge to specific circumstances

+ Long tradition of using decision
support systems (handbooks,
guidelines, etc.)

+ No tradition of using any form of
decision support

+ Results of decisions often relatively
clear, and some immediate feedback

+ Results of decision and causal
relationship between decision and
subsequent events often difficult to
determine

The clinical and managerial cultures are profoundly different in many respects,
and while some aspects of the clinical culture seem inherently supportive of the
ideas of evidence-based practice, some traits of the managerial culture are neutral,
at best, and positively antagonistic to such ideas, at worst. Gaining greater
acceptance of the need for evidence-based managerial practice requires either
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some substantial changes in the managerial culture or the adaptation of the ideas
of evidence-based practice so that they are more congruent with the existing values
and beliefs of managers.

Research and evidence

Not only do clinicians generally have a greater respect for research and the
scientific method than managers do, they also have a different understanding of
what research is. Clinicians and managers come from very different research
traditions that might be very broadly characterized as the biomedical sciences
versus the social sciences, and this affects the way they engage with and use
research.

The clinicians’ biomedical background emphasizes the use of experimental
methods (with the randomized controlled trial seen as the “gold standard” of
research methodologies), quantitative data, and empiricism. These research
methods—and the processes of meta-analysis and systematic review that are then
used to synthesize research findings—are well suited to the explicit, empirical
paradigm of evidence-based health care. In contrast, managers may come from an
academic discipline in which observational methods are used, qualitative research
is more accepted and may even be the norm, and there is perhaps a greater focus
on theoretical development than on empirical theory testing. Synthesizing, gener-
alizing, and transferring research findings from one setting to another are contested
concepts, and the methodological challenges are much greater (Popay, Rogers, and
Williams 1998).

This difference may make clinicians more positivist in their outlook, ready to
believe that there is an objectively determinable “right answer” to research
questions, and so more willing to adhere to the findings from research. In
comparison, managers may, quite rightly, view the results of research as more
subjective, and contingent on the context for the research and on the characteris-
tics of the researchers themselves. Faced with research findings, especially those
that contradict their own experience or ways of doing things, managers may be less
willing to change their own views.

The evidence base for most clinical professions is both well-defined and
relatively well organized. Because clear professional boundaries have been estab-
lished, there will generally be a readily identifiable set of journals and other media
through which research findings are disseminated. Those dissemination channels
are almost all within the health care research and practice community, and are
often controlled by the professions themselves. Good bibliographic services (e.g.,
Medline) index the research literature and make searching for relevant research
relatively easy. While the volume of research evidence and the rate at which it is
published may present problems, the clinical literature is well organized and
indexed. The boundaries of research relevant to health care management, on the
other hand, are much more difficult to set. There are some journals specific to this
area, but much relevant research is published in clinical or general management
journals, or in a wide range of books, reports, and other outputs. While some
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specialist bibliographic services exist (e.g., Healthstar), their coverage is less
comprehensive, so searching for relevant research can be laborious. The so-called
gray literature (e.g., unpublished research reports) is much more important, but is
often not indexed anywhere. This means that the processes of secondary research
synthesis and meta-analysis, which have been so fundamental to the growth of
evidence-based clinical practice, are much more difficult to apply to the managerial
literature. Overall, managers may be acting quite rationally when, faced with such
a limited and disjointed research literature, they place more faith in their personal
experience and beliefs.

Clinical and managerial ideas about the generalizability or transferability of
research findings from one setting to another are also often different. In biomedical
research there is often, rightly or wrongly, a presumption of high generalizability,
based on belief in the universality of the scientific method. Research on a
particular clinical topic may have taken place in different countries, with different
populations and health care systems, but the results can often still be combined or
used together. In contrast, the actual or perceived transferability of managerial
research findings is rather lower. The research methods used, the importance of
local organizational context and culture, and the structural differences between
health organizations and health systems all make research transfer more problem-
atic. For example, whereas research undertaken in a Californian hospital on the
clinical management of endstage kidney disease may easily be used by British
clinicians, it is much less straightforward to take the findings of a U.S. study of the
leadership styles of hospital chief executives and to make them relevant to chief
executives in British hospitals.

Overall, the tightly defined, well-organized, highly quantitative, and relatively
generalizable research base for many clinical professions provides a strong and
secure foundation for evidence-based practice and lends itself to a systematic
process of review and synthesis and to the production of guidelines and protocols.
In contrast, the loosely defined, methodologically heterogeneous, widely distrib-
uted, and hard-to-generalize research base for health care management is much
more difficult to use in the same way. There are real methodological and
conceptual problems involved in framing research questions, searching the litera-
ture, appraising studies, and synthesizing or combining their results, which make
the development of evidence-based management more challenging.

How decisions are made

Managers and clinicians make very different sorts of decisions, and make them in
different ways, so it is not surprising that the way they use (or could use) evidence
in their decision making differs, too.

Clinicians make many decisions each day about the treatment of individual
patients, and it is these decisions that have been the focus of the evidence-based
practice movement. The time scale for each decision may be very short—a matter
of minutes or less—and they therefore need systems to help them collect and
assimilate the relevant clinical information and reach the right diagnostic or
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therapeutic decision quickly. They often use decision support systems of one sort
or another, whether they are handbooks, reference guides, textbooks, clinical
guidelines, or more sophisticated computer-based tools. These systems are useful
because many clinical decisions are basically similar (involving the application of
the same body of knowledge to different patients with the same condition). The
nature of clinical decision making both promotes and limits the development of
evidence-based practice. On the one hand, clinicians need and are used to working
with decision support aids (even if they don’t call them that), so it should be
possible to promote evidence-based practice by improving or replacing some of
those existing systems. On the other hand, because of the short time scale of
decision making and the sheer volume of decisions, evidence has to be delivered as
close to the point of care as possible, and be very easy to access, understand, and
use. The practical and logistical challenges of evidence-based clinical practice are
considerable.

In comparison, managers make rather fewer but larger decisions, and the time
scale for those decisions is usually longer. Major managerial decisions may take
weeks, months, or even years to be made and implemented, and it can be difficult
even to discern or describe the decision-making process or to pin down when a
decision is actually made. Managerial decisions are more heterogeneous, in the
sense that they do not usually involve the application of the same body of
knowledge to a series of similar but different circumstances, so guidelines or
decision support aids are seldom used in decision making. In any case, intuition
often plays a part in decisions that would defy any rule-based, procedural analysis.
In some ways, the different time scale and size of managerial decisions should
make it easier to find and use research evidence in decision making, but the lack of
what might be termed an explicit decision process and decision support infrastruc-
ture can make promoting evidence-based management practice more difficult.

Although their decisions may be constrained by resource availability, or by
other restrictions imposed by health care organizations, clinicians generally have
considerable clinical freedom and they make most of their decisions individually.
They may seek the advice of colleagues, and some decisions may be made in group
settings, such as medical rounds, nursing team meetings, or case conferences.
However, the great majority of decisions are made by clinicians as individuals, in a
relatively unconstrained context. For managers, decision making is much more of a
team or group activity. Managers make most of their decisions in concert with
others—through formal committees or informal groups—and securing the support
of others for a decision is often a key part of the process, involving negotiation and
consensus building both before and after the decision is made. Managerial
decisions are also often significantly constrained by organizational or wider system
requirements, such as resource availability, pressures in the health care market-
place, organizational policies and procedures, and stakeholders’ views and inter-
ests. These factors may act as limitations, or may even directly conflict with
research findings. Because of the constrained, contested, and political nature of
many managerial decisions, it may be difficult for managers to apply research
evidence even when it is available.
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Finally, the results of clinical decision making are often—though far from
always—apparent in the subsequent progress of the patient concerned, so there is
an immediate feedback to the decision-making clinician about the effects of the
decision. In contrast, the results of many managerial decisions are more difficult to
discern, both because the time scale for their effects is longer and because there are
many potential sources of confounding or bias that make connecting the decision
and its effects more difficult. In this sense, the results of clinical decisions may be
much more visible (both to the decision maker and to others) than the results of
managerial decisions.

Overall, the clinical and managerial decision-making processes are very differ-
ent. The technical challenges of delivering relevant evidence to clinicians to
support their decision making may be great, but the ideas of evidence-based
practice fit well with the nature of those decisions and the way they are made. For
managers, the technical challenges of delivering the evidence are probably rather
less, but the way that decisions are made means that there are few existing
traditions, systems, or processes that can be used to bring evidence to bear.

The future development of evidence-based management in health care

There is certainly considerable scope for making better use of research evidence
when deciding how to organize, structure, deliver, or finance health services.
Managers and policymakers are on shaky ground if they argue that the principles
of evidence-based health care—which they have advocated so enthusiastically for
clinical practice—do not apply to them. However, managerial and clinical practice
are very different, and so the implementation of evidence-based practice in health
care management is unlikely simply to follow the established clinical model, which
in any case is not as straightforward to apply as it might first appear (Nutley and
Davies 2000). Government agencies, health care organizations, research funders,
academic centers involved in teaching and researching health policy and manage-
ment, and the professional associations for health care managers all have some part
to play in this transition toward more evidence-based managerial practice.

If evidence is to play a greater part in managers’ decision making, it will be
necessary to change managers’ attitudes toward research evidence and the research
process. We need to make managers more aware of research, more interested in
undertaking or participating in research, and better equipped to understand and
act on the results of research. This kind of cultural and attitudinal change is
unlikely to happen quickly, but it is not difficult to identify a number of actions
that would help to promote it, some of which are already under way in some places
(Lomas 2000). For example, health care organizations could provide training for
managers in research methods, critical appraisal, and accessing the research
literature. They could provide resources and support to enable managers to
undertake or participate in research within their own organizations. They could
also offer more opportunities for managers to obtain postgraduate degrees, and
promote such study through their personnel policies and career structures.
Academic centers could provide more health management and policy programs,
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and could increase the focus on research and evidence-based practice in existing
programs. Together, academic centers and health care organizations could use
joint or visiting appointments, temporary transfers, fellowships, and other mecha-
nisms to build greater long-term managerial involvement in research, and to bring
health management researchers into more direct involvement in health care
management. They could collaborate in setting up organizations like CHMR to
promote the development of evidence-based practice. These measures would all
start to reduce the unhealthy divide that currently exists between the research and
practitioner communities in health care management, and to create a culture that
would be more supportive of evidence-based practice.

However, the implementation of evidence-based management practice is also
likely to need government-led or systemwide changes to—and increased invest-
ment in—the research and dissemination infrastructure. These steps can help
ensure that a coherent needs-related program of health care management research
is undertaken and that the results are then managed and disseminated in ways that
maximize their uptake. For example, research funding organizations could develop
more rigorous practitioner-focused approaches to assessing research need, and
could collaborate more closely in planning the research they commission. They
could move funding toward more secondary research projects, aimed at synthesiz-
ing existing research knowledge, and invest more in disseminating their findings.
Whether through the existing dissemination infrastructure (such as journals and
new entities like the Cochrane Collaboration) or through new channels of
communication, the results of all this research need to be presented in simple,
clear, accessible, and widely available evidence reports. Academic and practitioner
health management journals could collaborate to present research findings in a
format that managers find accessible and through journals that managers actually
read. Health care organizations could invest more in their local knowledge
management systems for managers, with better library access, more information
resources, and more professional support for managerial decision making.

These changes would not only create a cadre of health care managers who are
more able and willing to use evidence in their own decision making, and so
contribute to an improvement in the quality of health care management. They
would also enable managers to be better equipped to deal with the complexities of
clinical practice, and support the wider development of evidence-based health
care. In the long term, it is surely in the interests of all stakeholders in the health
care system to have better, more evidence-based processes for making managerial
decisions and developing health care policy.
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39
Is there such a thing as
evidence-based management?
Denise Rousseau

Extracts from Rousseau DM (2006) Is there such a thing as evidence-based
management? Academy of Management Review, 31(2): 256–69.

Introduction

I explore the promise organization research offers for improved management
practice and how, at present, it falls short. Using evidence-based medicine as an
exemplar, I identify ways of closing the prevailing “research-practice gap”—the
failure of organizations and managers to base practices on best available evidence.
I close with guidance for researchers, educators, and managers for translating the
principles governing human behavior and organizational processes into more
effective management practice.

Evidence-based management means translating principles based on best
evidence into organizational practices. Through evidence-based management,
practicing managers develop into experts who make organizational decisions
informed by social science and organizational research—part of the zeitgeist
moving professional decisions away from personal preference and unsystematic
experience toward those based on the best available scientific evidence (e.g.,
Barlow, 2004; DeAngelis, 2005; Lemieux-Charles & Champagne, 2004; Rousseau,
2005; Walshe & Rundall, 2001). This links how managers make decisions to the
continually expanding research base on cause-effect principles underlying human
behavior and organizational actions.

Evidence-based management, as in the example above, derives principles from
research evidence and translates them into practices that solve organizational
problems. This isn’t always easy. Principles are credible only where the evidence is
clear, and research findings can be tough for both researchers and practitioners to
interpret. Moreover, practices that capitalize on a principle’s insights must suit the
setting (e.g., who is to say that the particular performance indicators the executive
director uses are pertinent to all units?). Evidence-based management, despite
these challenges, promises more consistent attainment of organizational goals,
including those affecting employees, stockholders, and the public in general. This
is the promise that attracted me to organizational research at the beginning of my
career—but it remains unfulfilled.
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My great disappointment, has been that research findings don’t appear to have
transferred well to the workplace. Instead of a scientific understanding of human
behavior and organizations, managers, including those with MBAs, continue to
rely largely on personal experience, to the exclusion of more systematic knowledge.
Alternatively, managers follow bad advice from business books or consultants
based on weak evidence. Because Jack Welch or McKinsey says it, that doesn’t
make it true. (Several decades of research on attribution bias indicate that people
have a difficult time drawing unbiased conclusions regarding why they are
successful, often giving more credit to themselves than the facts warrant. Manage-
ment gurus are in no way immune.)

Sadly, there is poor uptake of management practices of known effectiveness
(e.g., goal setting and performance feedback [Locke & Latham, 1984]). Even in
businesses populated by MBAs from top-ranked universities, there is unexplained
wide variation in managerial practice patterns (e.g., how [or if] goals are set,
selection decisions made, rewards allocated, or training investments determined)
and, worse, persistent use of practices known to be largely ineffective (e.g.,
downsizing [Cascio, Young, & Morris, 1997]; high ratios of executive to rank-and-
file employee compensation [Cowherd & Levine, 1992]). The result is a research-
practice gap, indicating that the answer to this article’s title question is no—at least
not yet. What it means to close this gap and how evidence-based management
might become a reality are the matters I turn to next.

Why evidence-based management is important and timely

Evidence-based management is not a new idea. Chester Barnard (1938) promoted
the development of a natural science of organization to better understand the
unanticipated problems associated with authority and consent. Since Barnard’s
time, however, we have struggled to connect science and practice without a vision
or model to do so. Evidence-based management, in my opinion, provides the
needed model to guide the closing of the research-practice gap. In this section I
address why evidence-based management is timely and practical.

Calling attention to facts: “Big E Evidence” and “little e evidence”

An evidence orientation shows that decision quality is a direct function of available
facts, creating a demand for reliable and valid information when making manage-
rial and organizational decisions. Improving information continues a trend begun
in the quality movement over thirty years ago, giving systematic attention to
discrete facts, indicative of quality (e.g., machine performance, customer interac-
tions, employee attitudes and behavior [Evans & Dean, 2000]). This trend
continues in recent developments regarding open-book management (Case, 1995;
Ferrante & Rousseau, 2001) and the use of organizational fact finding and
experimentation to improve decision quality (Pfeffer & Sutton, in press).
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In all the attention we now give to evidence, it helps to differentiate what might
be called “Big E Evidence” from “little e evidence.” Big E Evidence refers to
generalizable knowledge regarding cause-effect connections (e.g., specific goals
promote higher attainment than general or vague goals) derived from scientific
methods—the focus of this article. Little e evidence is local or organization
specific, as exemplified by root cause analysis and other fact-based approaches the
total quality movement introduced for organizational decision making (Deming,
1993; Evans & Dean, 2000). It refers to data systematically gathered in a particular
setting to inform local decisions. As the saying goes, “facts are our friends,” when
local efforts to accumulate information relevant to a particular problem lead to
more effective solutions.

Although decision makers who rely on scientific principles are more likely to
gather facts systematically in order to choose an appropriate course of action (e.g.,
Sackett et al., 2000), fact gathering (“evidence”) doesn’t necessarily lead decision
makers to use social science knowledge (“Evidence”) in interpretating these facts.
In my introductory example of the health care system, the executive director might
have concluded that the performance differences across the twenty clinics were due
to something about the clinics or their managers. It was his knowledge of a basic
principle in psychology that gave him an alternative and, ultimately, more effective
interpretation. However, systematic attention to local facts can prompt managers
to look for principles that account for their observations. The opening example
illustrates how scientific principles and local facts go together to solve problems
and make decisions.

Opportunity to better implement managerial decisions

In highly competitive environments, good execution may be as important as the
strategic choices managers make. Implementation is a strong suit of evidence-
based management through the wealth of research available to guide effective
execution (e.g., goal setting and feedback [Locke & Latham, 1984]; feedback and
redesign [Goodman, 2001]). Indeed, with greater orientation toward scientific
evidence, health care management’s guidelines frequently reference social and
organizational research on implementation (e.g., Lemieux-Charles & Champayne,
2004; Lomas, Culyer, McCutcheon, McAuley, & Law, 2005). The continued wide
variation we observe in how organizations execute decisions (e.g., in goal clarity,
stakeholder participation, feedback processes, and allowance for redesign) is
remarkable, given the advanced knowledge we possess about effective implementa-
tion and what is at stake should implementation fail.

Better managers, better learning

Given the powerful impact managers’ decisions have on the fate of their firms,
managerial competence is a critical and often scarce resource. Improved manage-
rial competence is a direct outgrowth of a greater focus on evidence-based
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management. Managers need real learning, not fads or false conclusions. When
managers acquire a systematic understanding of the principles governing organiza-
tions and human behavior, what they learn is valid—that is to say, it is repeatable
over time and generalizable across situations. It is less likely that what managers
learn will be wrong.

Today, the poor information commonly available to managers regarding the
organizational consequences of their decisions means that experiences are likely to
be misinterpreted—subject to perceptual gaps and misunderstandings. Consider
the case of a supervisor who overuses threats and punishment as behavioral tools.
A punisher who keys on the fact that punishing suppresses behavior can completely
miss its other consequence—its inability to encourage positive behavior. Status
differences and organizational politics make it unlikely that the punisher will learn
the true consequences of that style, by limiting and distorting feedback.

The reality is that managers tend to work in settings that make valid learning
difficult. This difficulty is compounded by the widespread uptake of organizational
fads and fashions, “adopted overenthusiastically, implemented inadequately, then
discarded prematurely in favor of the latest trend” (Walshe & Rundall, 2001; 437;
see also Staw & Epstein, 2000). In such settings managers cannot even learn why
their decisions were wrong, let alone what alternatives would have been right.
Evidence-based management leads to valid learning and continuous improvement,
rather than a checkered career based on false assumptions.

Organizational legitimacy is another product of evidence-based management.
Where decisions are based on systematic causal knowledge, conditioned by
expertise leading to successful implementation, firms find it easier to deliver on
promises made to stockholders, employees, customers, and others (e.g., Goodman
& Rousseau, 2004; Rucci, Kirn, & Quinn, 1998). Legitimacy is a result of making
decisions in a systematic and informed fashion, thus making a firm’s actions more
readily justifiable in the eyes of stakeholders. Yet, given evidence-based manage-
ment’s numerous advantages, why then is the research-practice gap so large? I next
turn to the array of factors that align to perpetuate this evidence-deprived status
quo.

Why managers don’t practice evidence-based management

The research-practice gap among managers results from several factors. First and
foremost, managers typically do not know the evidence. Less than 1 percent of HR
managers read the academic literature regularly (Rynes, Brown, & Colbert, 2002),
and the consultants who advise them are unlikely to do so either. Despite the
explosion of research on decision making, individual and group performance,
business strategy, and other domains directly tied to organizational practices, few
practicing managers access this work. (I note, however, that of the four periodicals
the Academy publishes, it is the empirical Academy of Management Journal to
which company libraries most widely subscribe. So there is some recognition that
this research exists!)
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Evidence-based management can threaten managers’ personal freedom to run
their organizations as they see fit. A similar resistance characterized supervisory
responses to scientific management nearly 100 years ago, when Frederick Taylor’s
structured methods for improving efficiency were discarded because they were
believed to interfere with management’s prerogatives in supervising employees.
Part of this pushback stems from the belief that good management is an art—the
“romance of leadership” school of thought (e.g., Meindl, Erlich, & Dukerich,
1985), where a shift to evidence and analysis connotes loss of creativity and
autonomy. Such concerns are not unique: physicians have wrestled with similar
dilemmas, expressed in the aptly titled article “False Dichotomies: EBM, Clinical
Freedom and the Art of Medicine” (Parker, 2005).

Managerial work itself differs from clinical work and other fields engaged in
evidence-based practice in important ways. First, managerial decisions often
involve long time lags and little feedback, as in the case of a recruiter hiring
someone to eventually take over a senior position in the firm. Years may pass
before the true quality of that decision can be discerned, and, by then, the recruiter
and others involved are likely to have moved on (Jaques, 1976). Managerial
decisions often are influenced by other stakeholders who impose constraints
(Miller, 1992). Obtaining stakeholder support can involve politicking and compro-
mise, altering the decision made, or even whether it is made at all. Incentives tied
to managerial decisions are subject to contradictory pressures from senior execu-
tives, stockholders, customers, and employees. Last, it’s not always obvious that a
decision is being made, given the array of interactions that compose managerial
work (Walshe & Randall, 2001). A manager who declines to train a subordinate,
for example, may not realize that particular act ultimately may lead the employee
to quit.

Evidence-based management can be a tough sell to many managers, because
management, in contrast to medicine or nursing, is not a profession. Given the
diverse backgrounds and education of managers, there is limited understanding of
scientific method. With no formally mandated education or credentials (and even
an MBA is no guarantee), practicing managers have no body of shared knowledge.
Lacking shared scientific knowledge to add weight to an evidence-based decision,
managers commonly rely on other bases (e.g., experience, formal power, incen-
tives, and threats) when making decisions acceptable to their superiors and
constituents.

Firms themselves—particularly those in the private sector—contribute to the
limited value placed on science-based management practice. Although pharmaceu-
tical firms advertise their investment in biotechnology and basic research, the
typical business does not have the advancement of managerial knowledge in its
mission.

Historically leading corporations such as Cadbury, IBM, and General Motors
were actively engaged in research on company selection and training practices,
employee motivation, and supervisory behavior. Their efforts contributed substan-
tially to the early managerial practice evidence base. But few organizations today
do their own managerial research or regularly collaborate with those who do,
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despite the considerable benefits from industry-university collaborations (Cyert &
Goodman, 1997); the globally experienced time crunch in managerial work and
the press for short-term results have reduced such collaborations to dispensable
frills. Nonetheless, hospitals participate in clinical research and school systems
evaluate policy interventions.

In contrast to more evidence-oriented domains, such as policing and educa-
tion, management is most often a private sector activity. It is less influenced by
public policy pressures promoting similar practices while creating comparative
advantage via distinctiveness. Businesses are characterized by the belief that the
particulars of the organization, its practices, and its problems are special and
unique—a widespread phenomenon termed the uniqueness paradox (Martin, Feld-
man, Hatch, & Sitkin, 1983). Observed among clinical care givers and law
enforcement practitioners too, the uniqueness paradox can interfere with transfer
of research findings across settings—unless dispelled by better education and
experience with evidence-based practice (e.g., Sackett et al., 2000).

Yet, despite all these factors, the most important reason evidence-based
management is still a hope and not a reality is not due to managers themselves or
their organizations. Rather, professors like me and the programs in which we teach
must accept a large measure of blame. We typically do not educate managers to know
or use scientific evidence. Research evidence is not the central focus of study for
undergraduate business students, MBAs, or executives in continuing education
programs (Trank & Rynes, 2003), where case examples and popular concepts from
nonresearch-oriented magazines such as the Harvard Business Review take center
stage. Consistent with the diminution of research in behavioral course work,
business students and practicing managers have no ready access to research. No
communities of experts vet research regarding effective management practice (in
contrast to the collaboratives that vet health care, criminal justice, and educational
research [e.g., Campbell Collaboration, 2005; Cochrane Collaboration, 2005]).
Few MBAs encounter a peer-reviewed journal during their student days, let alone
later. Consequently, it’s time to look critically at the role we educators play in
limiting managers’ knowledge and use of research evidence.

Evidence-based management and our role as educators

How professors contribute to the research-practice gap

Management education is itself often not evidence-based, something Trank and
Rynes implicitly recognize (2003) as the “dumbing down” of management
education. They also persuasively demonstrated that, in place of evidence, behav-
ioral courses in business schools focus on general skills (e.g., team building,
conflict management) and current case examples. Through these stimulating,
ostensibly relevant activities, we capture student interest, helping to deflect the
criticism “How is this going to help me get my first job?” Business schools
reinforce this by relying heavily on student ratings instead of assessing real learning
(Rynes, Trank, Lawson, & Ilies, 2003).
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Stimulating courses and active learning must be core features of training in
evidence-based management, because these educational features are good peda-
gogy. The manner and content of our approaches to behavioral courses perpetuate
the research-practice gap.

Weak research-education connection

Pick up any popular management textbook and you will find that Frederick
Herzberg’s work lives, but not Max Weber’s. Herzberg’s long-discredited two-
factor theory is typically included in the motivation section of management
textbooks, despite the fact that it was discredited as an artifact of method bias over
thirty years ago (House & Wigdor, 1967). I asked a famous author of many
best-selling textbooks why this was so. “Because professors like to teach Herzberg!”
he answered. “Students want updated business examples but can’t really tell if the
research claims are valid.”

This conversation suggests that professors are likely to teach what they learned
in graduate school and not necessarily what current research supports. (Since
many management professors are adjuncts valued for their practical experience but
are from diverse backgrounds, even educators of comparable professional age may
not share scientific knowledge.) I suspect that the persistence of Herzberg will
continue until all the professors who learned the two-factor theory in graduate
school (c. 1960–1970) retire.

Failure to manage student expectations

Student expectations do drive course content, and current evidence indicates that
there is a strong preference for turnkey, ready-to-use solutions to problems these
students will face in their first jobs (Trank & Rynes, 2003). What efforts do we
make to manage these expectations? Unless students are persuaded to value
science-based principles and their own role in turning these principles into sound
organizational practice, it will be nigh impossible for faculty to resist the pressure
to teach only today’s solutions.

We might start by asking students who they think updates more
effectively—practitioners trained in solutions or in principles. Effective practices in
2006 need not be the same as those in 2016, let alone 2036, when the majority of
today’s business students will still be working. If we teach solutions to problems,
such as how to obtain accurate information on a worker’s performance, students
will acquire a tool—perhaps, for example, 360-degree feedback. Yet they won’t
understand the underlying cognitive processes (whether feedback is task related or
self-focused), social factors (the relationships between ratees and raters), and
organizational mechanisms (used for developmental purposes or compensation
decisions), which explain how, when, and why 360-degree feedback might work (or
not).
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Lack of models for evidence-based management

Case methods are de rigueur in business schools, helping to develop students’
analytic skills and familiarity with conditions they will face as practicing managers.
The cases that I find most effective are those that have an individual manager as a
protagonist (as opposed to those that describe an organization without developing
one or two central personalities). A central character creates tension and evokes
student identification with the events taking place. That character is typically a
manager, who can be the change agent responsible for solving the problem or a
catalyst for the dysfunctional behavior on which the cases focus.

Either way, students have a model—a positive or negative referent—from
which they can learn how to behave (or not) in the future. As with most complex
behaviors, from parenting to managing, people learn better when they have
competent models (Bandura, 1971). Nonetheless, in twenty-five years of using
cases in class, I cannot recall a single time in which a protagonist reflected on
research evidence in the course of his or her decision making.

No expectation for updating evidence-based knowledge throughout the
manager’s career

Upon graduation, few business students recognize that the knowledge they may
have acquired can be surpassed over time by new findings. Although social science
knowledge continues to expand, business school training does not prepare gradu-
ates to tap into it. Neither students nor managers have clear ideas of how to update
their knowledge as new evidence emerges.

There are few models of what an “expert” manager knows that a novice does
not (see Hill, 1992, for an exception). In contrast, expert nurses are known to
behave in very different ways from novices or less-than-expert midcareer nurses
(Benner, 2001). They more rapidly size up a situation accurately and deal
simultaneously with more co-occurring factors. In the professions, extensive
postgraduate development exists to deepen expertise to produce a higher quality of
practice. In contrast, business schools often imply that MBAs know all they need
to know when they graduate.

Our own zeitgeist promoting evidence-based practice of management

Forty years elapsed between Semmelweis’s discoveries and the formulation of germ
theory. One hundred years later, even basic infection reducing practices such as
hand washing still are not consistently performed in hospitals (Johns Hopkins
Medicine, 2004). Considering the personal growth and social and organizational
changes evidence-based practice requires, our own evidence-based management
zeitgeist still has plenty of time to run.

The first challenge is consciousness raising regarding the rich array of evidence
that can improve effectiveness of managerial decisions. Educating opinion leaders,
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including prominent executives and educators, in the nature and value of
evidence-based approaches builds champions who can get the word out. Updating
management education with the latest research must be ongoing, demanding that
educators and textbook writers apprise themselves of new research findings. The
onus is on researchers to make generalizability clearer by providing better informa-
tion in their reports regarding the context in which their findings were observed.
All parties need to put greater emphasis on learning how to translate research
findings into solutions. In the case of researchers, too much information that might
affect the translations of findings to practice remains tacit, in the apparent
minutiae research reports omit, known only to the researcher. Educators need to
help students acquire the metaskills for designing solutions around the research
principles they teach. Managers must learn how to experiment with possible
evidence-based solutions and to adapt them to particular settings. We need
knowledgesharing networks composed of educators, researchers, and manager/
practitioners to help create and disseminate management-oriented research sum-
maries and practices that best evidence supports.

Building a culture in which managers learn to learn from evidence is a critical
aspect of effective evidence use (Pfeffer & Sutton, in press). Developing managerial
competence historically has been viewed as a training issue, underestimating the
investment in collective capabilities that is needed (Mohrman, Gibson, & Mohr-
man, 2001).

The promises of evidence-based management are manifold. It affords higher-
quality managerial decisions that are better implemented, and it yields outcomes
more in line with organizational goals. Those who use evidence (E and e) and learn
to use it well have comparative advantage over their less competent counterparts.
Managers, educators, and researchers can learn more systematically throughout
their careers regarding principles that govern human behavior and organizational
actions and the solutions that enhance contemporary organizational performance
and member experience. A focus on evidence use may also ultimately help to blur
the boundaries between researchers, educators, and managers, creating a lively
community with many feedback loops where information is systematically gath-
ered, evaluated, disseminated, implemented, reevaluated, and shared.

The promise of evidence-based management contrasts with the staying power
or stickiness of the status quo. Like the QWERTY keyboard created for manual
typewriters, but inefficient in the age of word processing, management-as-usual
survives, despite being out of step with contemporary needs. Failure to evolve
toward evidence-based management, however, is costlier than mere inefficiency. It
deprives organizations, their members, our students, and the general public of
greater success and better managers. Please join with me in working to make
evidence-based management a reality.
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PART 9
The social context of health
Introduction by Ann Mahon

Attempts to define health may be narrow and negative (health as the absence of
illness or disease) or broad and positive (health as a complete state of
well-being). This is not simply of academic interest because the lens employed in
looking at health has important implications. Rob Baggott points out that the
distinctions between positive and negative definitions of health have a bearing on
the boundaries of health policy:

Adopting the negative approach marks out a much smaller territory for
analysis. Here policy analysis focuses on the provision of health services.
However if a positive approach is taken health policy analysis becomes a
much wider field of study, incorporating a huge range of social, economic,
environmental and political processes affecting individual and community
health and well–being.

(Baggott, 2007: 1–2)

Individuals, families, communities and societies experience and define health,
illness and disease in the context of where they live and work, so that political,
economic, social and cultural factors determine what is considered to be health,
illness and disease but also what is considered to be the appropriate domains of
State, market and individual responsibility. Some of the vast amount of research
exploring how people define, experience and explain health and well-being was
recently synthesized by Hughner and Klein (2004). They found that, for example,
for some people health is about their functional ability – to play a sport, to walk a
short distance to the local shop, to carry out the skills needed for their work, to
look after their children and other family members. A loss of function leaving
someone unable to play a sport, carry out day-to-day activities, work in paid or
unpaid employment is thus defined as a decline in health status. For others health
might be about maintaining equilibrium and the connectedness between mind,
body and spirit, while health for others might be about freedom and choice – to
live their life in the way they wish to, to make choices about when to get up and go
to bed, and when and what to eat. Similarly, explanations for how and why people
remain healthy are also socially derived so for some it is the healing power of
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meditation; for others it is attitude and a positive outlook on life; for others it is
accounted for in the ‘bad habits’ adopted by themselves or by others – not looking
after yourself, smoking, drinking too much alcohol and eating the wrong food. Lay
people also comment on other external factors so that socio-economic factors,
government policy and the impact of government institutions, stress associated
with living in contemporary society and genetic predispositions are also seen as
influencing or determining health. What this synthesis reveals is a clear emphasis
by laypeople on what is now referred to as the social determinants of health – that
is the factors outside of health care that impact upon the health of the population.

Wilkinson and Marmot, two of the most enduring and influential writers in the
field of inequalities in health, distilled some of the key themes and policy options
in the relationship between population health and factors outside of health care
systems (Marmot and Wilkinson, 2003). While they recognize health care as an
important determinant of health (see Part 10 for a fuller discussion of this
debate), they identify 10 other broad factors as being more important. These
include health inequalities within and between different countries, caused by
inequalities in socio-economic conditions and played out in many different ways
through poor housing, overcrowding, poor sanitation and reduced life chances in
relation to education and employment. Early life experiences, in terms of
attachment, nutrition and health and social welfare have also been identified as
having a significant impact on health in later life. Both work and unemployment
are identified as factors determining health. For those in work hazards may be
direct such as an industrial accident or contamination but there is also increasing
awareness of how psychological factors relating to autonomy, for example, impact
on working life and subsequent physical and mental health. While work may cause
ill health, Wilkinson and Marmot suggest it is better to have a job than not.
Unemployment, uncertainty associated with job loss and the decline in material
circumstances all contribute to a decline in health affecting poorer individuals and
their families disproportionately. Other social factors explored in Marmot and
Wilkinson’s review include transport, food, addiction, social support, social
exclusion and stress.

Lay people, academics like Michael Marmot and Richard Wilkinson and
reformers and philanthropists, like Edwin Chadwick (who is the author of one of
the readings selected in this part) have a long tradition of recognizing the social
factors that influence health. However, in the field of health policy and manage-
ment, the emphasis has tended to be on the provision of formal health care with
policy makers and managers concerned with allocating resources and managing
and delivering health services to the sick, topics that are explored in some detail
in this reader. The balance is slowly but undoubtedly changing and many
governments and health care systems now recognize the impact that social,
economic and environmental factors have on health and policies are being
developed that encourage intersectoral and collaborative working between organi-
zations and government agencies and between countries at European and
international levels. It is against this contemporary background that the six
readings selected for this part of the reader are introduced. Most of the readings
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represent ideas that have become (almost) commonplace concepts driving health
policy today but which at the time of publication (or presentation) were seen as
ground-breaking, politically unpalatable, threatening, weak in evidence and politi-
cally motivated.

The first two selections provide two different but not unconnected contribu-
tions connecting primary care with socio-economic conditions. The World Health
Organization’s Alma Ata declaration is reproduced in full and it is almost
breathtaking to realize how such a concise document presented at the WHO
conference in 1978 in Alma Ata (now known as Almaty in Kazakhstan) has
subsequently been recognized as ‘the defining moment in contemporary history of
primary healthcare’ (Smith, 2006: 117). In its 10 sections, the declaration begins
by restating the WHO’s broad and positive definition of health as encompassing ‘a
state of complete physical, mental and social well-being, and not merely the
absence of disease or infirmity’ – but also as a human right. It then sets out the
role of governments, the ‘common concern’ that countries must share in relation
to health inequalities within countries and in particular between developed and
developing countries, and it defines primary care, both as an integral part of a
country’s health system but also as the overall social and economic development
of the community. The declaration has been a major influence in the development
of a broad and holistic definition of primary care in many countries and its
declaration remains as relevant today as in 1978.

A few years earlier, while working as a GP in the Welsh valleys, Julian Tudor
Hart wrote one of his most influential and enduring contributions to health care.
The inverse care law was and remains a damning description of a law that drives
access to healthcare – that ‘the availability of good medical care tends to vary
inversely with the need for it in the population served’. This law plays out not just
in primary care but in hospital care and community care and health promotion so
that those in greatest need of prevention are least likely to access it with the
consequence of increasing rather reducing inequalities.

Edwin Chadwick’s ‘General Report on the Sanitary Conditions of the Labour-
ing Population of Great Britain’ is the oldest of the selections in this reader and is
one of a number of historical documents that vividly described the appalling social
conditions that characterized industrial towns growing prolifically as a conse-
quence of the industrial revolution. Friedrich Engels, Charles Booth and Seebohm
Rowntree, among others, made similar historical contributions that offer vivid
descriptions of the social conditions that people were living in and how these
conditions were directly related to health and well-being. An excellent historical
account of the relationship between poverty, inequality and health is offered by
Davey Smith, Dorling and Shaw (2001).

More contemporaneously two readings have had an impact on health policy on
a global level. During the 1970s public health authorities in Canada, the UK and
the USA were increasingly aware that ‘their traditional duties had been super-
seded by new challenges’ and that ‘a new approach was needed’ (MacDougall,
2007). Although the political context in each of these counties was not receptive
to such radical proposals, they have in due course gone on to stimulate debate
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and reframe how problems are defined and addressed. Marc Lalonde, a Canadian
Minister of Health, made the case for a broader conceptualization of health
setting out two broad objectives and five strategies, including a health promotion
strategy.

Following on from the Lalonde report came the publication of the ‘Black
Report’. Commissioned by a Labour Health Minister in 1977 and reporting to a
Conservative Government in 1981, the report on Inequalities in Health was
Chaired by Sir Douglas Black. Hugely political, dismissed by government as
unaffordable and subsequently critiqued on the basis of its political bias and weak
or absent economic costings (e.g. Oliver and Nutbeam (2003)), the Black Report
went on to underpin public health policy in England, combining, as it did, the
masses of descriptive data on inequalities in health with the political enthusiasm
of the (New) Labour government in the late 1990s. Sally McIntyre offers an
excellent and detailed overview of the Black Report and the rationale for the
choice of explanatory framework (MacIntyre, 1997).

Finally, extracts from the second Wanless Report, commissioned to consider
the wider determinants of health in England and the cost-effectiveness of action
(Wanless, 2004), make up the final reading. Readers are encouraged to read the
full original document but the extracts selected provide some background in terms
of history, but also in terms of the thorny issue of ‘public health – whose
responsibility?’, particularly in the context of the different scenarios of public
engagement set out by Wanless in his earlier report (Wanless, 2002). At one level
it appears that the readings end where they began – emphasizing the importance
of involving individuals and communities in different aspects of health and
healthcare. The Alma Ata declaration stated in section IV that people have both
‘the right and duty to participate individually and collectively in the planning and
implementation of their healthcare’ and the subsequent development of user and
patient involvement in healthcare is described more fully by McIver (2006).
Wanless states that ‘Individuals are ultimately responsible for their own and their
children’s health and it is the aggregate actions of individuals which will be
responsible for whether or not such an optimistic scenario as “fully engaged”
unfolds’. For Wanless, individuals must take responsibility for their own health
behaviours. The other readings selected here provide a strong argument and
evidence base for ensuring that individual responsibilities are encouraged and
developed alongside policies that integrate individual responsibilities with actions
by other organizations and government bodies that address the social determi-
nants of health, many of which are simply outside of the scope of individuals’
influence and ultimately are political in nature. Crawford (1977) warns, in another
classic paper that is relevant here, that a victim blaming ideology inhibits our
understanding and recognition of the social determinants of health and instead
substitutes an unrealistic determinist behavioural model. The debate continues.
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Summary

+ Adopting a positive and broad definition of health has a bearing on what
is considered to be within or outside of the realms of health policy and
management.

+ Lay people and academics have a strong tradition of describing and
explaining health and illness behaviours with reference to the social
context where they are constructed, experienced and managed.

+ Since the 1970s governments have increasingingly recognized the limits
of narrow definitions of health and the need to look and respond to the
social determinants of health, which include, in addition to healthcare,
factors such as inequalities in health, work, employment, social exclu-
sion, addiction and food.

+ Most of the readings selected in this part provide an historical and
political background to the relationship between contemporary health
policy and the social determinants of health.

+ The increasing attention to the role and responsibilities of individuals in
maintaining a healthy lifestyle should be balanced with actions by
governments and others to address those factors outside of the
influence of individuals and their families.
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40
Declaration of Alma-Ata
World Health Organization

Extracts from Declaration of Alma Ata (1978) International Conference on
Primary Health Care, Alma Ata, USSR, 6–12 September.

The International Conference on Primary Health Care, meeting in Alma-Ata this
twelfth day of September in the year Nineteen hundred and seventy-eight,
expressing the need for urgent action by all governments, all health and develop-
ment workers, and the world community to protect and promote the health of all
the people of the world, hereby makes the following

Declaration:

I
The Conference strongly reaffirms that health, which is a state of complete
physical, mental and social wellbeing, and not merely the absence of disease or
infirmity, is a fundamental human right and that the attainment of the highest
possible level of health is a most important world-wide social goal whose
realization requires the action of many other social and economic sectors in
addition to the health sector.

II
The existing gross inequality in the health status of the people particularly between
developed and developing countries as well as within countries is politically,
socially and economically unacceptable and is, therefore, of common concern to
all countries.

III
Economic and social development, based on a New International Economic
Order, is of basic importance to the fullest attainment of health for all and to the
reduction of the gap between the health status of the developing and developed
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countries. The promotion and protection of the health of the people is essential to
sustained economic and social development and contributes to a better quality of
life and to world peace.

IV
The people have the right and duty to participate individually and collectively in
the planning and implementation of their health care.

V
Governments have a responsibility for the health of their people which can be
fulfilled only by the provision of adequate health and social measures. A main
social target of governments, international organizations and the whole world
community in the coming decades should be the attainment by all peoples of the
world by the year 2000 of a level of health that will permit them to lead a socially
and economically productive life. Primary health care is the key to attaining this
target as part of development in the spirit of social justice.

VI
Primary health care is essential health care based on practical, scientifically sound
and socially acceptable methods and technology made universally accessible to
individuals and families in the community through their full participation and at a
cost that the community and country can afford to maintain at every stage of their
development in the spirit of self-reliance and self-determination. It forms an
integral part both of the country’s health system, of which it is the central function
and main focus, and of the overall social and economic development of the
community. It is the first level of contact of individuals, the family and community
with the national health system bringing health care as close as possible to where
people live and work, and constitutes the first element of a continuing health care
process.

VII
Primary health care:

1. reflects and evolves from the economic conditions and sociocultural and
political characteristics of the country and its communities and is based on the
application of the relevant results of social, biomedical and health services
research and public health experience;

2. addresses the main health problems in the community, providing promotive,
preventive, curative and rehabilitative services accordingly;

3. includes at least: education concerning prevailing health problems and the
methods of preventing and controlling them; promotion of food supply and
proper nutrition; an adequate supply of safe water and basic sanitation;
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maternal and child health care, including family planning; immunization
against the major infectious diseases; prevention and control of locally endemic
diseases; appropriate treatment of common diseases and injuries; and provision
of essential drugs;

4. involves, in addition to the health sector, all related sectors and aspects of
national and community development, in particular agriculture, animal hus-
bandry, food, industry, education, housing, public works, communications and
other sectors; and demands the coordinated efforts of all those sectors;

5. requires and promotes maximum community and individual self-reliance and
participation in the planning, organization, operation and control of primary
health care, making fullest use of local, national and other available resources;
and to this end develops through appropriate education the ability of commu-
nities to participate;

6. should be sustained by integrated, functional and mutually supportive referral
systems, leading to the progressive improvement of comprehensive health care
for all, and giving priority to those most in need;

7. relies, at local and referral levels, on health workers, including physicians,
nurses, midwives, auxiliaries and community workers as applicable, as well as
traditional practitioners as needed, suitably trained socially and technically to
work as a health team and to respond to the expressed health needs of the
community.

VIII
All governments should formulate national policies, strategies and plans of action
to launch and sustain primary health care as part of a comprehensive national
health system and in coordination with other sectors. To this end, it will be
necessary to exercise political will, to mobilize the country’s resources and to use
available external resources rationally.

IX
All countries should cooperate in a spirit of partnership and service to ensure
primary health care for all people since the attainment of health by people in any
one country directly concerns and benefits every other country. In this context the
joint WHO/UNICEF report on primary health care constitutes a solid basis for the
further development and operation of primary health care throughout the world.

X
An acceptable level of health for all the people of the world by the year 2000 can be
attained through a fuller and better use of the world’s resources, a considerable
part of which is now spent on armaments and military conflicts. A genuine policy
of independence, peace, détente and disarmament could and should release
additional resources that could well be devoted to peaceful aims and in particular
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to the acceleration of social and economic development of which primary health
care, as an essential part, should be allotted its proper share.

The International Conference on Primary Health Care calls for urgent and
effective national and international action to develop and implement primary
health care throughout the world and particularly in developing countries in a
spirit of technical cooperation and in keeping with a New International Economic
Order. It urges governments, WHO and UNICEF, and other international
organizations, as well as multilateral and bilateral agencies, non-governmental
organizations, funding agencies, all health workers and the whole world commu-
nity to support national and international commitment to primary health care and
to channel increased technical and financial support to it, particularly in develop-
ing countries. The Conference calls on all the aforementioned to collaborate in
introducing, developing and maintaining primary health care in accordance with
the spirit and content of this Declaration.
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41
The Inverse Care Law
Julian Tudor Hart

Extracts from Tudor Hart J (1971) The Inverse Care Law, The Lancet,
27th February, 406–12.

Summary

The availability of good medical care tends to vary inversely with the need for it in
the population served. This inverse care law operates more completely where
medical care is most exposed to market forces, and less so where such exposure is
reduced. The market distribution of medical care is a primitive and historically
outdated social form, and any return to it would further exaggerate the maldistri-
bution of medical resources.

Interpreting the evidence

The existence of large social and geographical inequalities in mortality and
morbidity in Britain is known, and not all of them are diminishing. Between 1934
and 1968, weighted mean standardised mortality from all causes in the Glamorgan
and Monmouthshire valleys rose from 128% of England and Wales rates to 131%.
Their weighted mean infant mortality rose from 115% of England and Wales rates
to 124% between 1921 and 1968.1 The Registrar General’s last Decennial
Supplement on Occupational Mortality for 1949–53 still showed combined social
classes I and II (wholly non-manual) with a standardised mortality from all causes
18% below the mean, and combined social classes IV and V (wholly manual) 5%
above it. Infant mortality was 37% below the mean for social class I (professional)
and 38% above it for social class V (unskilled manual).

A just and rational distribution of the resources of medical care should show
parallel social and geographical differences, or at least a uniform distribution. The
common experience was described by Titmuss in 1968:

“We have learnt from 15 years’ experience of the Health Service that the
higher income groups know how to make better use of the service; they tend to
receive more specialist attention; occupy more of the beds in better equipped
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and staffed hospitals; receive more elective surgery; have better maternal care,
and are more likely to get psychiatric help and psychotherapy than low-income
groups—particularly the unskilled.”2

Non-statistical evidence

There is massive but mostly non-statistical evidence in favour of Titmuss’s
generalisations. First of all there is the evidence of social history. James3 described
the origins of the general practitioner service in industrial and coalmining areas,
from which the present has grown:

The general practitioner in working-class areas discovered the well-tried
business principle of small profits with a big turnover where the population
was large and growing rapidly; it paid to treat a great many people for a small
fee. A waiting-room crammed with patients, each representing 2s. 6d. for a
consultation … not only gave a satisfactory income but also reduced the
inclination to practise clinical medicine with skilful care, to attend clinical
meetings, or to seek refreshment from the scientific literature. Particularly in
coalmining areas, workers formed themselves into clubs to which they contrib-
uted a few pence a week, and thus secured free treatment from the club doctor
for illness or accident. The club system was the forerunner of health insurance
and was a humane and desirable social development. But, like the “cash
surgery”, it encouraged the doctor to undertake the treatment of more patients
than he could deal with efficiently. It also created a difference between the club
patients and those who could afford to pay for medical attention … in these
circumstances it is a tribute to the profession that its standards in industrial
practices were as high as they were. If criticism is necessary, it should not be of
the doctors who developed large industrial practices but of the leaders of all
branches of the profession, who did not see the trend of general practice, or,
having seen it, did nothing to influence it. It is particularly regrettable that the
revolutionary conception of a National Health Service, which has transformed
the hospitals of the United Kingdom to the great benefit of the community,
should not have brought about an equally radical change in general practice.
Instead, because of the shortsightedness of the profession, the N.H.S. has
preserved and intensified the worst features of general practice …

This preservation and intensification was described by Collings4 in his study of the
work of 104 general practitioners in 55 English practices outside London,
including 9 completely and 7 partly industrial practices, six months after the start
of the N.H.S. Though not randomly sampled, the selection of practices was
structured in a reasonably representative manner. The very bad situation he
described was the one I found when I entered a slum practice in Notting Hill in
1953, rediscovered in all but one of five industrial practices where I acted as locum
tenens in 1961, and found again when I resumed practice in the South Wales
valleys. Collings said:
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the working environment of general practitioners in industrial areas was so
limiting that their individual capacity as doctors counted very little. In the
circumstances prevailing, the most essential qualification for the industrial
G.P … is ability as a snap diagnostician—an ability to reach an accurate
diagnosis on a minimum of evidence … the worst elements of general practice
are to be found in those places where there is the greatest and most urgent
demand for good medical service … Some conditions of general practice are
bad enough to change a good doctor into a bad doctor in a very short time.
These very bad conditions are to be found chiefly in industrial areas.

In a counter-report promoted by the British Medical Association, Hadfield5

contested all of Collings’ conclusions, but, though his sampling was much better
designed, his criticism was guarded to the point of complacency, and most vaguely
defined. One of Collings’ main criticisms—that purpose-built premises and
ancillary staff were essential for any serious upgrading of general practice—is only
now being taken seriously; and even the present wave of health-centre construction
shows signs of finishing almost as soon as it has begun, because of the present
climate of political and economic opinion at the level of effective decision.
Certainly in industrial and mining areas health centres exist as yet only on a token
basis, and the number of new projects is declining. Aneurin Bevan described
health centres as the cornerstone of the general practitioner service under the
N.H.S., before the long retreat began from the conceptions of the service born in
the 1930s and apparently victorious in 1945. Health centre construction was
scrapped by ministerial circular in January, 1948, in the last months of gestation of
the new service; we have had to do without them for 22 years, during which a
generation of primary care was stunted.

Despite this unpromising beginning, the N.H.S. brought about a massive
improvement in the delivery of medical care to previously deprived sections of the
people and areas of the country. Former Poor Law hospitals were upgraded and
many acquired fully trained specialist and ancillary staff and supporting diagnostic
departments for the first time. The backlog of untreated disease dealt with in the
first years of the service was immense, particularly in surgery and gynæcology. A
study of 734 randomly sampled families in London and Northampton in 19616

showed that in 99% of the families someone had attended hospital as an
outpatient, and in 82% someone had been admitted to hospital. The study
concluded:

When thinking of the Health Service mothers are mainly conscious of the
extent to which services have become available in recent years. They were
more aware of recent changes in health services than of changes in any other
service. Nearly one third thought that more money should be spent on health
services, not because they thought them bad but because “they are so
important”, because “doctors and nurses should be paid more” or because
“there shouldn’t be charges for treatment”. Doctors came second to relatives
and friends in the list of those who had been helpful in times of trouble.
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Among those with experience of pre-war services, appreciation for the N.H.S.,
often uncritical appreciation, is almost universal—so much so that, although most
London teaching-hospital consultants made their opposition to the new service
crudely evident to their students in 1948 and the early years, and only a
courageous few openly supported it, few of them appear to recall this today. The
moral defeat of the very part-time, multi-hospital consultant, nipping in here and
there between private consultations to see how his registrar was coping with his
public work, was total and permanent; lip-service to the N.H.S. is now mandatory.
At primary-care level, private practice ceased to be relevant to the immense
majority of general practitioners, and has failed to produce evidence of the special
functions of leadership and quality claimed for it, in the form of serious research
material. On the other hand, despite the massive economic disincentives to good
work, equipment, and staffing in the N.H.S. until a few years ago, an important
expansion of well-organised, community-oriented, and self-critical primary care
has taken place, mainly through the efforts of the Royal College of General
Practitioners; the main source of this vigour is the democratic nature of the
service—the fact that it is comprehensive and accessible to all, and that clinical
decisions are therefore made more freely than ever before. The service at least
permits, if it does not yet really encourage, general practitioners to think and act in
terms of the care of a whole defined community, as well as of whole persons rather
than diseases. Collings seems very greatly to have underestimated the importance
of these changes, and the extent to which they were to overshadow the serious
faults of the service—and these were faults of too little change, rather than too
much. There have in fact been very big improvements in the quality and
accessibility of care both at hospital and primary-care level, for all classes and in all
areas.

What should be done?

Medical services are not the main determinant of mortality or morbidity; these
depend most upon standards of nutrition, housing, working environment, and
education, and the presence or absence of war. The high mortality and morbidity
of the South Wales valleys arise mainly from lower standards in most of these
variables now and in the recent past, rather than from lower standards of medical
care. But that is no excuse for failure to match the greatest need with the highest
standards of care. The bleak future now facing mining communities, and others
that may suffer similar social dislocation as technical change blunders on without
agreed social objectives, cannot be altered by doctors alone; but we do have a duty
to draw attention to the need for global costing when it comes to policy decisions
on redevelopment or decay of established industrial communities. Such costing
would take into account the full social costs and not only those elements of profit
and loss traditionally recognized in industry.

The improved access to medical care for previously deprived sections under
the N.H.S. arose chiefly from the decision to remove primary-care services from
exposure to market forces. The consequences of distribution of care by the
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operation of the market were unjust and irrational, despite all sorts of charitable
modifications. The improved possibilities for constructive planning and rational
distribution of resources because of this decision are immense, and even now are
scarcely realised in practice. The losses predicted by opponents of this change have
not in fact occurred; consultants who no longer depend on private practice have
shown at least as much initiative and responsibility as before, and the standards
attained in the best N.H.S. primary care are at least as good as those in private
practice. It has been proved that a national health service can run quite well
without the profit motive, and that the motivation of the work itself can be more
powerful in a decommercialised setting. The gains of the service derive very largely
from the simple and clear principles on which it was conceived: a comprehensive
national service, available to all, free at the time of use, non-contributory, and
financed from taxation. Departures from these principles, both when the service
began (the tripartite division and omission of family-planning and chiropody
services) and subsequently (dental and prescription charges, rising direct contribu-
tions, and relative reductions in financing from taxation), have not strengthened it.
The principles themselves seem to me to be worth defending, despite the risk of
indulging in unfashionable value-judgments. The accelerating forward movement
of general practice today, impressively reviewed in a symposium on group practice
held by the Royal College of General Practitioners,9 is a movement (not always
conscious) toward these principles and the ideas that prevailed generally among the
minority of doctors who supported them in 1948, including their material
corollary, group practice from health centres. The doctor/patient relationship,
which was held by opponents of the Act to depend above all on a cash transaction
between patient and doctor, has been transformed and improved by abolishing that
transaction. A general practitioner can now think in terms of service to a defined
community, and plan his work according to rational priorities.

Return to the market?

The past ten years have seen a spate of papers urging that the N.H.S. be returned
wholly or partly to the operation of the market. Jewkes,10 Lees,11 Seale,12 and the
advisory planning panel on health services financing of the British Medical
Association13 have all elaborated on this theme. Their arguments consist in a
frontal attack on the policy of removing health care from the market, together with
criticism of faults in the service that do not necessarily or even probably depend on
that policy at all, but on the failure of Governments to devote a sufficient part of
the national product to medical care. These faults include the stagnation in
hospital building and senior staffing throughout the 1950s, the low wages through-
out the service up to consultant level, over-centralised control, and failure to realise
the objective of social and geographical equality in access to the best medical care.
None of these failings is intrinsic to the original principles of the N.H.S.; all have
been deplored by its supporters, and with more vigour than by these critics. The
critics depend heavily on a climate of television and editorial opinion favouring the
view that all but a minority of people are rich enough and willing to pay for all they
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need in medical care (but not through taxation), and that public services are a
historically transient social form, appropriate to indigent populations, to be
discarded as soon as may be in favour of distribution of health care as a bought
commodity, provided by competing entrepreneurs. They depend also on the
almost universal abdication of principled opposition to these views, on the part of
its official opponents. The former Secretary of State for Social Services, Mr.
Richard Crossman, has agreed that the upper limit of direct taxation has been
reached, and that “we should not be afraid to look for alternative sources of
revenue less dependent on the Chancellor’s whims … I should not rule out
obtaining a higher proportion of the cost of the service from the Health Service
contribution.”14 This is simply a suggestion that rising health costs should be met
by flat-rate contributions unrelated to income—an acceptance of the view that the
better-off are taxed to the limit, but also that the poor can afford to pay more in
proportion. With such opposition, it is not surprising that more extravagant
proposals for substantial payments at the time of illness, for consultations, home
visits, and hospital care, are more widely discussed and advocated than ever before.

The Inverse Care Law

In areas with most sickness and death, general practitioners have more work, larger
lists, less hospital support, and inherit more clinically ineffective traditions of
consultation, than in the healthiest areas; and hospital doctors shoulder heavier
case-loads with less staff and equipment, more obsolete buildings, and suffer
recurrent crises in the availability of beds and replacement staff. These trends can
be summed up as the inverse care law: that the availability of good medical care
tends to vary inversely with the need of the population served.

If the N.H.S. had continued to adhere to its original principles, with
construction of health centres a first priority in industrial areas, all financed from
taxation rather than direct flat-rate contribution, free at the time of use, and fully
inclusive of all personal health services, including family planning, the operation of
the inverse care law would have been modified much more than it has been; but
even the service as it is has been effective in redistributing care, considering the
powerful social forces operating against this. If our health services had evolved as a
free market, or even on a fee-for-item-of-service basis prepaid by private insurance,
the law would have operated much more completely than it does; our situation
might approximate to that in the United States,15 with the added disadvantage of
smaller national wealth. The force that creates and maintains the inverse care law is
the operation of the market, and its cultural and ideological superstructure which
has permeated the thought and directed the ambitions of our profession during all
of its modern history. The more health services are removed from the force of the
market, the more successful we can be in redistributing care away from its
“natural” distribution in a market economy; but this will be a redistribution, an
intervention to correct a fault natural to our form of society, and therefore
incompletely successful and politically unstable, in the absence of more fundamen-
tal social change.
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42
Report from the Poor Law Commissioners on
an inquiry into Sanitary Conditions of the
Labouring Population of Great Britain
Edwin Chadwick

Extracts from Chadwick E (1842) Report from the Poor Law Commissioners on
an inquiry into Sanitary Conditions of the Labouring Population of Great Britain.
London: Poor Law Commission.

Recapitulation of conclusions

The last cited instance of the practical operation of measures for the abatement of
the nuisances attendant on common lodging-houses may also be submitted as an
instance of the advantages derivable from the extension of such fields of inquiries
as the present. On each of the chief points included in it there would have been a
loss of what I hope will be deemed valuable corroborative information, had the
inquiry been confined either to England or to Scotland. The observation of the
important productive use of the refuse of the city of Edinburgh would have been of
comparatively little value as evidence leading to practical applications, apart from
the observation of what is accomplished by the practical application of science to
sewerage and drainage for the immediate and cheapest removal of all the refuse of
towns by water through closed drains afforded by the operation in the Holborn and
Finsbury division of the metropolis. It may be stated confidently that, if the inquiry
could conveniently have had still further extension as to time and place, the
information would have been strengthened and rendered more complete. From
incidental facts I have met with, I am led to believe that the whole of the effects
which are the subject of the present report would have been still more strikingly
displayed in many parts of Ireland.

After as careful an examination of the evidence collected as I have been
enabled to make, I beg leave to recapitulate the chief conclusions which that
evidence appears to me to establish.

First, as to the extent and operation of the evils which are the subject of the inquiry:—
That the various forms of epidemic, endemic, and other disease caused, or

aggravated, or propagated chiefly amongst the labouring classes by atmospheric
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impurities produced by decomposing animal and vegetable substances, by damp
and filth, and close and overcrowded dwellings prevail amongst the population in
every part of the kingdom, whether dwelling in separate houses, in rural villages, in
small towns, in the larger towns—as they have been found to prevail in the lowest
districts of the metropolis.

That such disease, wherever its attacks are frequent, is always found in
connexion with the physical circumstances above specified, and that where those
circumstances are removed by drainage, proper cleansing, better ventilation, and
other means of diminishing atmospheric impurity, the frequency and intensity of
such disease is abated; and where the removal of the noxious agencies appears to
be complete, such disease almost entirely disappears.

That high prosperity in respect to employment and wages, and various and
abundant food, have afforded to the labouring classes no exemptions from attacks
of epidemic disease, which have been as frequent and as fatal in periods of
commercial and manufacturing prosperity as in any others.

That the formation of all habits of cleanliness is obstructed by defective
supplies of water.

That the annual loss of life from filth and bad ventilation are greater than the
loss from death or wounds in any wars in which the country has been engaged in
modern times.

That of the 43,000 cases of widowhood, and 112,000 cases of destitute
orphans relieved from the poor’s rates in England and Wales alone, it appears that
the greatest proportion of deaths of the heads of families occurred from the above
specified and other removable causes; that their ages were under 45 years; that is to
say, 13 years below the natural probabilities of life as shown by the experience of
the whole population of Sweden.

That the public loss from the premature deaths of the heads of families is
greater than can be represented by any enumeration of the pecuniary burdens
consequent upon their sickness and death.

That, measuring the loss of working ability amongst large classes by the
instances of gain, even from incomplete arrangements for the removal of noxious
influences from places of work or from abodes, that this loss cannot be less than
eight or ten years.

That the ravages of epidemics and other diseases do not diminish but tend to
increase the pressure of population.

That in the districts where the mortality is the greatest the births are not only
sufficient to replace the numbers removed by death, but to add to the population.

That the younger population, bred up under noxious physical agencies, is
inferior in physical organization and general health to a population preserved from
the presence of such agencies.

That the population so exposed is less susceptible of moral influences, and the
effects of education are more transient than with a healthy population.

That these adverse circumstances tend to produce an adult population
short-lived, improvident, reckless, and intemperate, and with habitual avidity for
sensual gratifications.
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That these habits lead to the abandonment of all the conveniences and
decencies of life, and especially lead to the overcrowding of their homes, which is
destructive to the morality as well as the health of large classes of both sexes.

That defective town cleansing fosters habits of the most abject degradation
and tends to the demoralization of large numbers of human beings, who subsist by
means of what they find amidst the noxious filth accumulated in neglected streets
and bye-places.

That the expenses of local public works are in general unequally and unfairly
assessed, oppressively and uneconomically collected, by separate collections,
wastefully expended in separate and inefficient operations by unskilled and
practically irresponsible officers.

That the existing law for the protection of the public health and the
constitutional machinery for reclaiming its execution, such as the Courts Leet,
have fallen into desuetude, and are in the state indicated by the prevalence of the
evils they were intended to prevent.

Secondly. As to the means by which the present sanitary condition of the labouring
classes may be improved:—

The primary and most important measures, and at the same time the most
practicable, and within the recognized province of public administration, are
drainage, the removal of all refuse of habitations, streets, and roads, and the
improvement of the supplies of water.

That the chief obstacles to the immediate removal of decomposing refuse of
towns and habitations have been the expense and annoyance of the hand labour
and cartage requisite for the purpose.

That this expense may be reduced to one-twentieth or to one-thirtieth, or
rendered inconsiderable, by the use of water and self-acting means of removal by
improved and cheaper sewers and drains.

That refuse when thus held in suspension in water may be most cheaply and
innoxiously conveyed to any distance out of towns, and also in the best form for
productive use, and that the loss and injury by the pollution of natural streams may
be avoided.

That for all these purposes, as well as for domestic use, better supplies of water
are absolutely necessary.

That for successful and economical drainage the adoption of geological areas
as the basis of operations is requisite.

That appropriate scientific arrangements for public drainage would afford
important facilities for private land-drainage, which is important for the health as
well as sustenance of the labouring classes.

That the expense of public drainage, of supplies of water laid on in houses,
and of means of improved cleansing would be a pecuniary gain, by diminishing the
existing charges attendant on sickness and premature mortality.

That for the protection of the labouring classes and of the ratepayers against
inefficiency and waste in all new structural arrangements for the protection of the
public health, and to ensure public confidence that the expenditure will be

418 A READER IN HEALTH POLICY AND MANAGEMENT

Kerrypress Ltd – Typeset in XML A Division: part09 F Sequential 20



 

JOBNAME: McGraw−Mahon PAGE: 21 SESS: 22 OUTPUT: Thu Apr 2 14:23:23 2009 SUM: 553ADDA4
/production/mcgraw−hill/booksxml/mahon/part09

beneficial, securities should be taken that all new local public works are devised
and conducted by responsible officers qualified by the possession of the science
and skill of civil engineers.

That the oppressiveness and injustice of levies for the whole immediate outlay
on such works upon persons who have only short interests in the benefits may be
avoided by care in spreading the expense over periods coincident with the benefits.

That by appropriate arrangements, 10 or 15 per cent, on the ordinary outlay
for drainage might be saved, which on an estimate of the expense of the necessary
structural alterations of one-third only of the existing tenements would be a saving
of one million and a half sterling, besides the reduction of the future expenses of
management.

That for the prevention of the disease occasioned by defective ventilation, and
other causes of impurity in places of work and other places where large numbers
are assembled, and for the general promotion of the means necessary to prevent
disease, that it would be good economy to appoint a district medical officer
independent of private practice, and with the securities of special qualifications
and responsibilities to initiate sanitary measures and reclaim the execution of the
law.

That by the combinations of all these arrangements it is probable that the full
ensurable period of life indicated by the Swedish tables; that is, an increase of 13
years at least, may be extended to the whole of the labouring classes.

That the attainment of these and the other collateral advantages of reducing
existing charges and expenditure are within the power of the legislature, and are
dependent mainly on the securities taken for the application of practical science,
skill, and economy in the direction of local public works.

And that the removal of noxious physical circumstances, and the promotion of
civic, household, and personal cleanliness, are necessary to the improvement of the
moral condition of the population; for that sound morality and refinement in
manners and health are not long found co-existant with filthy habits amongst any
class of the community.

I beg leave further to suggest, that the principles of amendment deduced from
the inquiry will be found as applicable to Scotland as to England; and if so, it may
be submitted for attention whether it might not be represented that the structural
arrangements for drainage would be most conveniently carried out in the same
form as in England, that is by commissions, of the nature of commissions of sewers
adapted, as regards jurisdiction to natural or geological areas, and including in
them the chief elected officers of municipalities, and other authorities now charged
with the care of the streets and roads or connected with local public works.

The advantages of uniformity in legislation and in the executive machinery,
and of doing the same things in the same way (choosing the best), and calling the
same officers, proceedings, and things by the same names, will only be appreciated
by those who have observed the extensive public loss occasioned by the legislation
for towns which makes them independent of beneficent, as of what perhaps might
have been deemed formerly aggressive legislation. There are various sanitary
regulations, and especially those for cleansing, directed to be observed in ‘every
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town except Berwick and Carlisle;’ a course of legislation which, had it been
efficient for England, would have left Berwick and Carlisle distinguished by the
oppression of common evils intended to be remedied. It was the subject of public
complaint, at Glasgow and in other parts of Scotland, that independence and
separation in the form of general legislation separated the people from their share
of the greatest amount of legislative attention, or excluded them from common
interest and from the common advantages of protective measures. It was, for
example, the subject of particular complaint, that whilst the labouring population
of England and Ireland had received the advantages of public legislative provision
for a general vaccination, the labouring classes in Scotland were still left exposed to
the ravages of the small-pox. It was also complained by Dr. Cowan and other
members of the medical profession, that Scotland had not been included in the
provisions for the registration of the causes of death which they considered might,
with improvements, be made highly conducive to the advancement of medical
science and the means of protecting the public health.

I have the honour to be,
Gentlemen,

Your obedient servant,
EDWIN CHADWICK
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43
Report of a research working group:
inequalities in health
Douglas Black

Extracts from Black D (1982) Report of a Research Working Group, Inequalities
in Health. London: Department of Health and Social Services.

Concepts of health and inequality

Throughout history different meanings have been given to the idea of ‘health’. One
is freedom from clinically ascertainable disease, which has been central to the
development of medicine. In ancient Greece the followers of Asclepius believed
that the chief role of the physician was to ‘treat disease, to restore health by
correcting any imperfections caused by the accidents of birth or life’ (Dubos,
1960, p. 109). Beginning with primitive surgical intervention and herbal treatment,
a tradition was established which was to prove, extraordinarily powerful, accelerat-
ing in the eighteenth century with the rise of science and again in the twentieth
century as a consequence of the massive resources provided for research and
innovation in medical technologies. The Cartesian philosophy of the body con-
ceived as a machine and the body controlled as a machine provided an impetus for
scientific experiment and a stream of practical outcomes which for an increasing
proportion of the population seemed to validate a mechanistic perspective.

There can be no doubt about the success with which such an ‘engineering’
approach in medicine has been applied. Medical education became concerned
with the structure and functions of the body and with disease processes, and
medical science became represented predominantly by the acute hospital with its
concentration of technological resources (Abel-Smith, 1964). The relatively re-
stricted and familiar use of the word ‘health’ is therefore associated with the belief
systems and the practice of a medicine from which its origins can be traced.
Health, which derives from a word meaning whole, is the object of the healing
process. To heal is literally to make whole or to restore health. The structure of
medicine and of the health services helps to sustain this meaning. Some (for
example, McKeown, 1976) have argued however that this development in medi-
cine has distorted our understanding of the problems of human health and
well-being and that there are alternative or complementary approaches which it is
increasingly important to clarify and properly finance.
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Much wider meanings have been given to the word ‘health’, which hold major
implications for the organization of society and the pattern upon which personal
life may be modelled. To the followers of the ideas symbolized in ancient Greece
by the goddess Hygeia, rational social organization and rational individual behav-
iour were all-important to the promotion of human health. It was an attribute to
which men were entitled if they governed their lives wisely and is echoed in today’s
‘life-style’ approaches to good health. According to them, ‘the most important
function of medicine is to discover and teach the natural laws which will ensure a
man a healthy mind in a healthy body’ (Dubos, 1960, p. 109). Implicit also are
ideas of the good life: not just freedom from pain, discomfort, stress and boredom,
which themselves extend beyond the competence of clinicians to diagnose or treat,
but positive expression of vigour, well-being and engagement with one’s environ-
ment or community. In some respects this more comprehensive approach reached
its apogee in the definition of health adopted at the foundation of the World Health
Organization at the end of the Second World War as a ‘state of complete physical,
mental and social well-being and not merely the absence of disease or infirmity’.
Adherents of this more comprehensive approach, which is usually called ‘social’,
have worked both within and outside medicine. In most countries there are
movements for physical fitness and good diet. Immunization is a standard public
health practice. And through direct and indirect ‘health education’ and counsel-
ling, higher standards of health are encouraged. In the case of children this wider
conception of health directs concern not only to the presence or absence of
disease, but to growth and development, physical, cognitive and emotional. (There
is, anyway, abundant evidence for the interaction of disease and development in
infants. Low-birth-weight babies show a higher mortality and also incidence of
neurological and physical disorder (Birch and Gussow, 1970, p. 52) and, later in
life, there is evidence for the aetiological significance of even mild under-nutrition
in inhibiting growth (Marshall, 1977, p. 118).) It becomes relevant to look at
evidence relating to acuity of hearing and vision in children, and at heights, weights
and age at the onset of puberty, even though none of these things is in any sense an
aspect of ‘disease’. Given the significance of this kind of thinking, we consider that
the different meanings of ‘health’ and hence of national objectives in maintaining
and promoting health are often not given as much attention as they might be, a
point we shall return to. Plainly for our purposes the ‘social model’ of health is
more relevant than the ‘medical’ and we have therefore in the main followed it.

The two models are not, of course, either exclusive or exhaustive. (Discussions
based essentially on the ‘medical model’ are given by Black (1979) and by Dollery
(1978)). Conceptions of health and illness vary among different groups within a
single society and between societies, as well as in any single society over time
(Morris, 1975). It is in part for this reason that ‘illness behaviour’ – the response to
symptoms and the tendency or reluctance to define any symptom as a health
problem and to seek medical care – varies between cultural and social groups
(Mechanic, 1968). Conceptions are moreover in constant process of adaptation or
revision. Changes occur by virtue of scientific discovery and innovation, and
developments in professional judgements of needs and the status of different
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diseases and treatments. They also occur in response to the pressure of established
interests, and the extent of public anxiety about illness or safety, as well as the
current level of demand for health, environmental and social services. Thus one
result of research on the elderly and disabled, and the heightening of public
interest and concern about their problems, has been that pain, discomfort, debility
and different forms of incapacity have come to play a more prominent part in
social and medical conceptions. If we consider mental illness or mental handicap,
or the history of ‘fringe’ medicine, to take very diverse examples, we can see how
conceptions of health and illness have changed. And just as conceptions themselves
may gradually change, elements within them are accorded different weight or
priority. We make this point for two reasons. The first is that our understanding of
‘health’ will always be evolving, and we must be prepared to absorb new knowledge
about changes in health and social conditions. The second is to make better
judgements about the strengths and weaknesses of the present health care services.

Concepts of inequality

The distribution of health or ill-health among and between populations has for
many years been expressed most forcefully in terms of ideas on ‘inequality’. These
ideas are not just ‘differences’. There may be differences between species, races,
the sexes and people of different age, but the focus of interest is not so much
natural physiological constitution or process as outcomes which have been socially
or economically determined. This may seem to be straightforward, but the lengthy
literature, and widespread public interest in the subject of inequality, show that
factors which are recognizably or discernibly man-made are not so easy to
disentangle from the complex physical and social structure in which man finds
himself. Differences between people are accepted all too readily as eternal and
unalterable. The institutions of society are very complex and exert their influence
indirectly and subtly as well as directly and self-evidently. For some the concept of
inequality also carries a moral reinforcement, as a fact which is undesirable or
avoidable. For others the moral issue is relatively inconsequential. For them
differences in riches or work conditions are an inevitable and hence ‘natural’
outcome of the history of attempts by man to build society, and they conclude that
the scope for modification is small and, besides other matters, of little importance.

Central to the development of work on inequality has been the development of
concepts of ‘social class’: that is segments of the population sharing broadly similar
types and levels of resources, with broadly similar styles of living and (for some
sociologists) some shared perception of their collective condition. This too has been
controversial and there remains considerable controversy within sociology about
the origins and relative importance of class in relation to social inequalities and
social change.

Throughout this report we shall employ occupation as a basis of class because
of its convenience. In particular we shall use the Registrar General’s categories as
follows:
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I. Professional (for example accountant, doctor, lawyer) (5 per cent)*
II. Intermediate (for example manager, nurse, schoolteacher) (18 per cent)
III N. Skilled non-manual (for example clerical worker, secretary, shop assistant)

(12 per cent)
III M. Skilled manual (for example bus driver, butcher, carpenter, coal face

worker) (38 per cent)
IV. Partly skilled (for example agricultural worker, bus conductor, postman)

(18 per cent)
V. Unskilled (for example cleaner, dock worker, labourer) (9 per cent).

Summary

In examining the state of health of a population it is necessary to remember there
are different meanings of ‘health’ which have different implications for action to
improve health. On the one hand ‘health’ can be conceived as the outcome of
freeing man from disease or disorder, as identified throughout history by medicine.
On the other hand, it can be conceived as man’s vigorous, creative and even joyous
involvement in environment and community, of which presence or absence of
disease is only a part. While there are many indicators of health and ill-health,
including mortality rates, morbidity rates, sickness-absence rates and restricted
activity rates, we concentrate most attention in this report, mainly for practical
reasons, on mortality rates.

Different meanings are also given to the term ‘inequality’. Interest tends to be
concentrated on those (substantial) differences in condition or experience among
populations which have been brought about by social or industrial organization
and which tend to be regarded as undesirable or of doubtful validity by groups in
society. Inequality is difficult to measure and trends in inequalities in the
distribution of income and wealth, for example, cannot yet be related to indicators
of health, except indirectly. Partly for reasons of convenience, therefore, occupa-
tional status or class (which is correlated closely with various other measures of
inequality) is used as the principal indicator of social inequality in this report.

The pattern of present health inequalities

Inequalities in health take a number of distinctive forms in Britain today. This
chapter examines the pattern of inequalities according to a number of criteria: the
relationships between gender and mortality, race and mortality, regional back-
ground and mortality, plus a range of measures of ill-health. But undoubtedly the
clearest and most unequivocal is the relationship between occupational class and
mortality.

Occupational class and mortality

Every death in Britain is a registered and certified event in which both the cause
and the occupation of the deceased or his or her next of kin are recorded. By
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taking the actual incidence of death among members of the Registrar General’s
occupational classes and dividing this by the total in each occupational class it is
possible to derive an estimate of class differences in mortality. This shows that on
the basis of figures drawn from the early 1970s, when the most recent decennial
survey was conducted, men and women in occupational class V had a two-and-a-
half times greater chance of dying before reaching retirement age than their
professional counterparts in occupational class I. Even when allowance is made for
the fact that there are more older people in unskilled than professional work, the
probability of death before retirement is still double.

What lies behind this gross statistic? Where do we begin to look for an
explanation? If we break it down by age we find that class differences in mortality
are a constant feature of the entire human life-span (see Figure 43.1). They are
found at birth, during the first year of life, in childhood, adolescence and adult life.
At any age people in occupational class V have a higher rate of death than their
better-off counterparts. This is not to say that the differences are uniform; in
general they are more marked at the start of life and, less obviously, in early
adulthood.

At birth and during the first month of life the risk of death in families of
unskilled workers is double that of professional families. Children of skilled
manual fathers (occupational class IIIM) run a 1.5 times greater risk.

Figure 43.1 Mortality by occupational class and age. Relative mortality (%) is
the ratio of rates for the occupational class to the rate for all males (or females).
(Source: Occupational Mortality 1970–72, HMSO, 1978, p. 196.)
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For the next eleven months of a child’s life this ratio widens still further. For
the death of every one male infant of professional parents, we can expect almost
two among children of skilled manual workers and three among children of
unskilled manual workers. Among females the ratios are even greater.

If we measure this against different causes of death – Figure 43.2 – we find
that the most marked class gradients are for deaths from accidents and respiratory
disease, two causes closely related to the socio-economic environment. Other
causes, associated with birth itself and with congenital disabilities, have signifi-
cantly less steep class gradients.

Between the ages of 1 and 14 relative class death rates narrow, but are still
clearly visible. Among boys the ratio of mortality in occupational class V as
compared with I is of the order of 2 to 1, while among girls it varies between 1.5
and 1.9 to 1.

Once again the causes of these differences can be traced largely to environ-
mental factors. Accidents, which are by far the biggest single cause of childhood

Figure 43.2 Infant mortality by sex, occupational class and cause of death.
(Source: Occupational Mortality 1970–72, HMSO, 1978, p. 158.)
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deaths (30 per cent of the total), continue to show the sharpest class gradient. Boys
in class V have a ten times greater chance of dying from fire, falls or drowning than
those in class I. The corresponding ratio of deaths caused to youthful pedestrians
by motor vehicles is more than 7 to 1. Trailing somewhere behind this, but also
with a marked class gradient, are infectious and parasitic diseases, responsible for
5 per cent of all childhood deaths, and pneumonia, responsible for 8 per cent of
the total. Most other causes of death show less clear evidence of class disadvantage
(Figure 43.3).

Figure 43.3 Class and morality in childhood (males and females 0–14).
(Source: Occupational Mortality 1970–72, HMSO, 1978, p. 160.)
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Among adults, taken in this context to be people aged between 15 and 64,
class differences appear to narrow further, but the overall statistic conceals a large
difference for those in their twenties and thirties and a relatively small one for
adults nearer pension age.

As in childhood the rates of death from accidents and infectious disease show
steep class gradients, but equally an extraordinary variety of non-infectious
diseases like cancer, heart and respiratory disease also show marked class differ-
ences (Figure 43.4).

Figure 43.4 Occupational class and morality in adult life (men and married
women 15–64), by husband’s occupation. (Source: Occupational Mortality
1970–72, HMSO, 1978.)
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Finally, as pension age is reached, class differences in mortality diminish still
further, but by this age classification by occupational class becomes less meaning-
ful. Information about occupation and cause of death recorded on death certifi-
cates for people over 75 is sometimes imprecise or inaccurate, particularly in the
case of widows who, dying in their seventies or later, may still be classified
according to the last occupation of husbands who may have died many years
earlier. Again, there is some movement late in working life from skilled to unskilled
occupations which is not reflected in the occupation reported at death. A minority
of men, dying in their sixties, are recorded with the skilled occupation held for
most of their working life rather than the unskilled occupation they may have had
in the last five or ten years of that life.

Occupational class may therefore be a weak indicator of life-style and life
chances over lengthy periods. Bearing this in mind, data about the mortality of
men aged 65 to 74 in 1970/72 showed that there were very large differences
between some groups of manual and non-manual workers. For example, the
mortality ratio for former miners and quarrymen was 149, gas, coke and chemical
makers 150, and furnace, forge, foundry and rolling mill workers 162, compared
with administrators and managers with a ratio of 88 and professional, technical
workers and artists with a ratio of 89 (OPCS, 1978, p. 107).

Conclusions

Several conclusions can be drawn. First, while cultural and genetic explanations
have some relevance – the latter is particularly important in early childhood – more
of the evidence is explained by what we call ‘materialist’ or ‘structural’ explana-
tions than by any other.

Secondly, some of the evidence on class inequalities in health can be
understood in terms of specific features of the socio-economic environment:
features such as accidents at work, overcrowding and smoking, which are strongly
class-related in Britain. Since such features are recognized objectives of various
areas of social policy we feel it sensible to offer them as contributory factors, to be
dealt with in their own right, and not to discuss their incidence further in
social-structural terms. The same is true of other aspects of the evidence which we
feel show the importance of health services themselves. Ante-natal care, for
example, is important in preventing perinatal death, and international evidence
suggests that much can be done through improvement of ante-natal care and of its
uptake. The international evidence also suggests the importance of preventive
health within health policy, despite studies, which suggest that few of the
differences in mortality either between nations, or between British regions, can be
explained in terms of health care provision. But beyond this there is undoubtedly
much which cannot be understood in terms of the impact of such specific factors.
Much, we feel, can only be understood in terms of the more diffuse consequences
of the class structure: poverty, work conditions (and what we termed the social
division of labour) and deprivation in its various forms in the home and immediate
environment, at work, in education and the upbringing of children and more
generally in family and social life.
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It is this acknowledgement of the complex nature of the explanation of health
inequalities – involving access to and use of the health services; specific issues in
other areas of social policy; and more general features of class, material inequality
and deprivation – which informs and structures the recommendations we make.

Notes
*The percentages are of the total number of economically active and retired males.
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44
A new perspective on the health
of Canadians
Marc Lalonde

Extracts from Lalonde M (1974) A New Perspective on the Health of Canadians.
Ottawa: Health Canada.

The ideas proposed in this paper provide a universal framework for examining
health problems and for suggesting courses of action needed for their solution.
Because they are comprehensive, they have a unifying effect on all the participants
in decisions which affect health, bringing together into one common front:

1. the health professions,
2. the health institutions,
3. the scientific community,
4. the educational system,
5. municipal governments,
6. provincial governments,
7. the federal government,
8. the business sector and trade unions,
9. the voluntary associations, and
10. the Canadian people as individuals.

The Health Field Concept disregards questions of jurisdiction which may be
important to governments but are not of primary concern to the people of Canada
when their health is at stake. It identifies requirements for health without regard to
the niceties of professional or sectoral boundaries, and it focuses attention on the
broad and important factors underlying the health of the population.

In putting the Heath Field Concept to work, that is, in using it for analysing
federal health policy, it was found that HUMAN BIOLOGY, ENVIRONMENT
and LIFESTYLE were national in character and that problems in these areas
tended to pervade Canada’s population with little regard for provincial boundaries,
always excepting purely local environmental matters. Protecting the food supply
from contamination and drugs from being abused, as well as recognizing alcohol
abuse, smoking, obesity, lack of physical fitness, chronic illness, mental illness,
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venereal disease and traffic deaths as national health problems, opens up corridors
in which federal leadership can function with considerable jurisdictional freedom
as long as it leads, reinforces and supplements, without duplication or conflict, the
goals and services of the provinces, and respects the provincial ascendancy in
health care services. In short, the first three elements of the Health Field Concept
are open to federal initiatives in addition to those which are already under way.

Turning to the expressed and latent needs and wants of the Canadian people,
this paper responds strongly to the recent trends and attitudes of Canadian society.
The preservation and enhancement of the environment are the goals of a very
strongly felt need and constitute a powerful current of popular opinion. In the
lifestyle area, nutrition and weight control, as well as mass physical recreation, are
subjects of growing interest, indicating an increased desire by many Canadians to
break out of an unhealthy pattern of living. These and similar national lifestyle
concerns can be eased by measures growing out of the Health Field Concept,
assuming such measures are wisely chosen and respond to Canadian needs.

For a more particular community, that of the research scientists, this paper not
only gives due recognition to the need for research in basic human biology, but also
points out the necessity of linking up the purposes and uses of health research to
problems in the environment, in lifestyle and in the delivery of care.

For the health professions, who often despair of getting patients to act on their
advice to reduce self-imposed risks, and of governments to attack the underlying
causes of sickness and death, this paper offers them the opportunity to recruit
powerful forces to their cause.

Voluntary associations, dedicated to increasing the awareness of Canadians of
the factors influencing health and to the gravity of specific diseases, will more
easily be able to identify and marshal the assistance of those who share their goals.

Neglected segments of the Canadian population, in terms of health, can look
forward to getting more of the attention they deserve. The chronically ill, the aged,
the mentally ill, the economically-deprived, the troubled parents, and others who
either are at high risk or are receiving insufficient health care, can expect that
programs for populations will increasingly recognize and respond to their needs.

The federal role suggested by this paper constitutes a promising new depar-
ture. In the past the Federal Government has limited its activities in the health field
to its traditional responsibilities such as quarantine medicine and the protection of
the food supply, to product safety, to ensuring accessibility to personal health care
through substantial financial assistance to provincial health insurance plans, and to
financing research. The basis for concentrating its interests in these areas has been
the belief that the improvement of personal health care was the principal means of
raising the level of health of the Canadians. In 1973, for example, the federal
contribution to provincial health insurance plans was 2,300 millions of dollars, and
financial barriers to medical and hospital care have largely been eliminated.

The evidence uncovered by the analysis of underlying causes of sickness and
death now indicates that improvement in the environment and an abatement in the
level of risks imposed upon themselves by individuals, taken together, constitute
the most promising ways by which further advances can be made.

432 A READER IN HEALTH POLICY AND MANAGEMENT

Kerrypress Ltd – Typeset in XML A Division: part09 F Sequential 34



 

JOBNAME: McGraw−Mahon PAGE: 35 SESS: 22 OUTPUT: Thu Apr 2 14:23:23 2009 SUM: 4FCE58A8
/production/mcgraw−hill/booksxml/mahon/part09

Accordingly, it is the intention of the Government of Canada, first, to
maintain at a high level the services and support provided through its present
activities in health protection, research and the financing of personal health care.
To these will be added measures directed at specific national health problems,
chosen in consultation with provinces, consumers, professions and associations
according to their gravity and incidence, and aimed at removing or reducing the
factors underlying sickness and death.

Some of these measures in time will no doubt be directed at environmental
factors, others will be directed at lifestyle risks, still others will expand the horizons
of health research, and yet others will encourage more personal care services to
neglected parts of the Canadian population. In every case the measures will be
based upon the expressed interest and concern of all those who contribute to the
health of Canadians, including in particular the people themselves.

Since direct health care is already consuming some 7% of the wealth that
Canadians produce annually, it is evident that the rate at which the Government of
Canada can expand its activities in the field of health is severely limited by
financial considerations. It is also true that measures directed at the prevention of
illness will take some time before they are translated into savings in the costs of
providing curative health services.

These two factors make it imperative that the measures developed in consul-
tation with provinces, professions and associations be chosen with great care, and
with due regard for the costs and benefits that can be anticipated. In choosing the
measures, consideration will be given to a number of factors, among which will be:

1. the gravity of the health problem,
2. the priorities of those who share in decision-making,
3. the availability of effective solutions, results of which are measurable,
4. the costs involved, and
5. the multiplier effect of federal initiatives in marshalling and accelerating

support from all those who make vital contributions to raising the level of
health or who have a key role in controlling the cost of health services.

With the foregoing considerations in mind, and with the recognition that the good
health of Canadians is an objective that shines brightly above the thicket of
jurisdictions and special interest groups, the Government of Canada proposes to
take steps that will start the nation on the road to levels of health even higher than
those that Canada now enjoys.

In taking these steps, the Government of Canada, in cooperation with others,
will pursue two broad objectives:

1. To reduce mental and physical health hazards for those parts of the Canadian
population whose risks are high, and

2. To improve the accessibility of good mental and physical health care for those
whose present access is unsatisfactory.

In pursuit of these two objectives, five strategies are proposed:
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1. A Health Promotion Strategy aimed at informing, influencing and assisting both
individuals and organizations so that they will accept more responsibility and
be more active in matters affecting mental and physical health.

2. A Regulatory Strategy aimed at using federal regulatory powers to reduce
hazards to mental and physical health, and at encouraging and assisting
provinces to use their regulatory powers to the same end.

3. A Research Strategy designed to help discover and apply knowledge needed to
solve mental and physical health problems.

4. A Health Care Efficiency Strategy the objective of which shall be to help the
provinces reorganize the system for delivering mental and physical health care
so that the three elements of cost, accessibility and effectiveness are balanced
in the interests of Canadians.

5. A Goal-Setting Strategy the purpose of which will be to set, in cooperation with
others, goals for raising the level of the mental and physical health of
Canadians and improving the efficiency of the health care system.
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45
Securing good health for the
whole population
Derek Wanless

Extracts from Wanless D (2004) Securing Good Health for the Whole Population.
London: HM Treasury.

Background to the review

The 2002 report “Securing Our Future Health: Taking A Long-Term View” set
out an assessment of the resources required to provide high-quality health services
in the future. It was based on first catching up, and then keeping up with other
developed countries, which had moved ahead of us over recent decades.

That report illustrated the considerable difference in expected cost depending
upon how well our health services became more productive and how well people
became fully engaged with their own health. Resources were needed not only to
satisfy short-term objectives, particularly access to service, but also to invest in
improving supply, by building the capacity of the workforce, improving informa-
tion technology support and renewing premises, and to invest in reducing demand
by enhancing the promotion of good health and disease prevention.

Many of the benefits of engaging people in living healthier lives occur in the
long term but there are also immediate and short-term benefits when demand for
health services can be reduced, especially in those areas such as acute services
where capacity is seriously constrained.

This further review has been focused particularly on prevention and the wider
determinants of health in England and on the cost-effectiveness of action that
can be taken to improve the health of the whole population and to reduce health
inequalities. It was asked to consider consistency of current policy with the
public health aspects of the “fully engaged” scenario outlined in the 2002 report.
The definition of public health for this review has been drawn very widely;
essentially it considers public health to be “the science and art of preventing
disease, prolonging life and promoting health through the organised efforts and
informed choices of society, organisations, public and private, communities and
individuals.”
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The recent history of public health

This review commissioned a study looking at examples of approaches to public
health in other countries. By and large, the key barriers to success overseas are
similar to those identified in this report. What is striking is that there has been so
much written often covering similar ground and apparently sound, setting out the
well-known major determinants of health, but rigorous implementation of identi-
fied solutions has often been sadly lacking.

There has also been limited assessment of the long-term impact on population
health, and inequalities, of key policies such as agriculture or the built environment
and this has led to situations difficult to resolve even in the longer term.

That said there have been considerable successes too. Protection against
infectious diseases, often major killers in the past, has generally been very effective
and remains a vital and successful part of public health. The initial HIV/AIDS
campaign was a powerful and positive case study and changes in behaviour such as
seatbelt wearing have been effectively introduced and gained widespread accept-
ance.

The growing public concern about issues such as obesity, children’s diet and
smoking in public places seems to signal a change in the current climate for public
health. This is a welcome and necessary first step towards public engagement. The
announcement of the forthcoming consultation period and of a White Paper on
Public Health suggests that the conclusions and recommendations of this Review
will be addressed by Government. It is vital that they are and the Review therefore
concentrates on the frameworks and processes, which are likely to encourage
sustained action. If they are not, yet another opportunity to act will have been
missed and the health care services will continue to run faster and faster to stand
still.

Who is responsible and what support is needed?

Individuals are ultimately responsible for their own and their children’s health and
it is the aggregate actions of individuals, which will ultimately be responsible for
whether or not such an optimistic scenario as “fully engaged” unfolds. People need
to be supported more actively to make better decisions about their own health and
welfare because there are widespread, systematic failures that influence the
decisions individuals currently make.

These failures include a lack of full information, the difficulty individuals have
in considering fully the wider social costs of particular behaviours, engrained social
attitudes not conducive to individuals pursuing healthy lifestyles and addictions.
There are also significant inequalities related to individuals’ poor lifestyles and they
tend to be related to socio-economic and sometimes ethnic differences.

These failures need to be recognised. They can be tackled not only by
individuals but by wide ranging action by health and care services, government –
national and local, media, businesses, society at large, families and the voluntary
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and community sector. Collective action must however respect the individual’s
right to choose whether or not to be “fully engaged”.

Shifting social norms is a legitimate activity for Government where it has set
for the nation objectives for behaviour change. This may take time to achieve, may
require careful judgement and it may at some stage be appropriately underpinned
by regulation, for example the wearing of seatbelts. The main levers for Govern-
ment action: taxes, subsidies, service provision, regulation and information are
considered.

Actions should be based on sound principles and good practices. A framework
for assessing priorities is vital and it should help identify which economic
instrument seems the most appropriate in each case. Interventions should tackle
failures as directly as possible and should ensure total costs are kept to a minimum
and are less than the expected discounted benefits. The overall distribution of the
impacts of all interventions to address a particular failure should be considered.
Individual programmes might worsen inequalities but still be very beneficial at the
whole population level; they should be accompanied by campaigns adequately
addressing the resulting inequalities. Individuals should balance their right to
choose their own lifestyle against any adverse impacts their choices have on others.

To assist the full engagement of the population, advice should be available
freely and in formats all find accessible, including the development of internet and
telephone services. The developing NHS Direct brand should be considered for
expanded use in this way.

Annual communication about the state of the population’s health and of the
main determinants of health should be made available at national and local
authority levels to encourage understanding. As would be standard practice in
marketing any product or service to the public, part of the regular management
process should be to obtain feedback from the population and important sub-
groups about whether the messages being communicated about public health were
being received and understood. Information should also be routinely collected
about the acceptability to them of possibly controversial state interventions.

Information and research

The very poor information base has been a major disappointment as it was when
writing the 2002 report. There is a need for significant and continuous improve-
ment if evidence is going to be used to drive decisions. The lack of conclusive
evidence for action should not, where there is serious risk to the nation’s health,
block action proportionate to that risk and, for example for infectious diseases and
terrorist threats, a good deal of subjective and experienced judgement is needed.

But generally evidence-based principles still need to be established for public
health expenditure decisions. Although there is often evidence on the scientific
justification for action and for some specific interventions, there is generally little
evidence about the cost-effectiveness of public health and preventative policies or
their practical implementation. Research in this area can be technically difficult
and there is a lack of depth and expertise in the core disciplines. This, coupled
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with a lack of funding of public health intervention research and slower acceptance
of economic perspectives within public health, all contribute to the dearth of
evidence of cost-effectiveness. This has led to the introduction of a very wide range
of initiatives, often with unclear objectives and little quantification of outcomes
and it has meant it is difficult to sustain support for initiatives, even those which
are successful. It is evident that a great deal more discipline is needed to ensure
problems are clearly identified and tackled, that the multiple solutions frequently
needed are sensibly co-ordinated and that lessons are learnt which feed back
directly into policy.

Targets and their achievement

In recent years, governments have set targets for many determinants of health
where behaviour change has been considered desirable and of benefit as well as for
the reduction of health inequalities. But those targets do not have comprehensive
coverage and have not always met the requirements of stretching ambition and
realism. The philosophies behind them have been inconsistent. So, the smoking
targets set in 1998 could be considered unambitious while the obesity targets
(1992) and the physical activity target (2002) seem highly aspirational. In none of
these cases does the target setting process encourage a belief that resource
management to achieve improvement will be optimal.

In spite of numerous policy initiatives being directed towards public health
they have not succeeded in rebalancing health policy away from the short-term
imperatives of health care. So it is not surprising to hear the view regularly
expressed that we have a “National Sickness Service”, dealing, as a priority, indeed
almost an exclusive focus, with an urgent need to improve short-term access and
quality. As a result, public health practitioners generally seem to feel undervalued.

Objective setting in future

The setting of quantified national objectives for changing the prevalence of all the
important determinants of health status for the medium and long term would help
inform future resource planning projections and immediate decisions. A great deal
of research, analytic thinking and consensus building is required to ensure these
objectives are carefully defined and the responsibilities for delivery are understood.
They would also be a major input into local decisions. And it is locally that much
of the activity needs to be planned and implemented by networks of local
authorities, health organisations and community and voluntary groups.

It is recommended that the Government should seek advice about what the
objectives for all major determinants of health should be and that these should be
subdivided where appropriate to cover important groups within the population, for
example by age, ethnicity or social class, particularly those key to achieving the
inequality objectives. It is suggested that, for these determinants, it may be
appropriate to set three year and seven year objectives and that they should be
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reassessed regularly, say a year before the three year period is up, in the light of
their importance for future health care demands, performance being achieved at
home and abroad, evidence of what is working and its cost-effectiveness. It is to be
expected that some objectives would be reassessed upwards and others down but
that all should be kept close to a trend which represents the best that we can do.

Delivery

While recent policy and activity has been directed at strengthening the public
health role of the NHS and local government and facilitating partnership working
to improve population health, difficulties remain in some areas due to capacity
problems, the impact of recent organisational changes and the lack of alignment of
performance management mechanisms between partners.

One of the most important components of the “fully engaged” scenario was
the assumption of increasing productivity gains. High productivity must also be a
feature of public health activity and measures of productivity will be required in
public health, as they are in health care services. Adequate workforce capacity will
need to be created with appropriately broad skill mixes. Because more of the
activity will be concerned with monitoring, interpreting data, identifying risk,
educating people and motivating them to change behaviour, the required mix of
skills will change. The role of self-care, the development of “the expert patient”,
possibly playing a much greater role in assisting other patients, and the role of
community pharmacists will also need to be developed to expand overall capacity
in the increasingly important management of chronic conditions and take pressure
off traditionally skilled people.

In the future, knowledge of genetics and of individual risk factors could have
an increasing influence in successfully creating a “fully engaged” population
through individualised health promotion and disease prevention. It is assumed that
much of this development will take place in primary care, which will change greatly
over the next decade if the health services are to move away from dealing
predominantly with the sick. Information Management and Technology (IM&T)
will be a massive driver of change and the big commitment which is being made to
improved technology in the NHS will have, as part of its justification, the
possibility of helping the identification of personalised risks from the information
stored about the individual. In order to discover how quickly these changes might
happen and to help find the evidence about the effectiveness of enhanced risk
management, it is recommended that an experiment should be established across a
range of primary care units to assess the benefits of additional resource in
information systems, in monitoring risk, in varying degrees of attention and in
advisory services. The experiment should be directed towards areas of inequality,
given that access to services there is a crucial issue, which must be resolved.

Primary care will not be the only support for individuals. Many organisations
will play a part in engaging individuals in thinking about their future health.
Employers may for example be able to create business cases for encouraging their
employees to consider the mental and physical health risks they face. Some
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interesting examples were drawn to our attention. None were in the public sector.
The NHS clearly should be thinking more about the health of its employees and
should pilot exercises to see what benefits it can obtain from taking action to
improve their health. Reduced absenteeism and better productivity and staff
morale would all be valuable for an organisation under continuing pressure.

Our health services must evolve from dealing with acute problems through
more effective control of chronic conditions to promoting the maintenance of good
health. This will need to be fully taken into account when resource allocation
formulae are revised. The implications for total government spending of these
significant shifts in emphasis, which will be reinforced by this Review, cannot be
estimated at this stage.

I have concluded that all the activity underway could well put us on course for
the solid progress scenario but the efficiency of the spending being incurred needs
to be kept under close review. A step change will be required to move us on to a
fully engaged path. In practice, full engagement will mean achieving the best
outcomes that individuals in aggregate are willing to achieve with strong leadership
and sound organisation of all the many efforts being made to help them.
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PART 10
Cultural critiques of formalized
health care systems
Introduction by Ann Mahon

Several parts of this reader have pointed to a loss of trust in medicine and health
care (Part 5), medical errors and accidents (Part 6), the relatively recent
introduction of evidence-based practice in preference to custom and fashion
(Part 8) and a recognition of the need to widen the domain of health policy to
include the social determinants of health (Part 9). The readings selected in this
final part of the reader introduce some broader and critical perspectives about the
impact of formalized health care systems on individuals and their families, on
communities and on society at large. They also trace, chronologically, the origins
of the shift from institutionalization towards community care – Goffman – our
contemporary concerns about medicalization and hospital-acquired infections and
the growth of ‘self-help’ movements – Illich and Kennedy – and more recently the
response from medicine addressing the balance for those who believe that radical
critiques, uncritically taken on board, have the effect of ‘throwing the baby out
with the bathwater’ – Bunker and Tallis.

In the aftermath of the Second World War there was enormous optimism
about the role of health care in contributing to a decline in infectious diseases, an
increase in life expectancy and a reduction in inequalities in health. However,
during the 1960s and particularly the 1970s some damning reappraisals about
the role of health care emerged and the contributions from Illich, Kennedy and
Goffman have been selected to give a flavour of the emerging critiques at that
time. Polemic in tone and literary in style made Illich’s and in particular Goffman’s
writings both accessible and open to criticism. Bunker and more recently Tallis,
are examples of readings that have attempted to respond to these ‘cultural
critiques’ of medicine. Bunker’s plea for a scientific and logical assessment of the
contribution of medicine makes an interesting companion to Tallis’ personal
defence of medicine grounded in his career as Consultant Geriatrician (and
philosopher).

Ivan Illich’s work has what Levin refers to as ‘shock appeal’ (Levin, 2003).
Illich identified three levels of pathogenic medicine that created physician-induced
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disease or ‘iatrogenesis’. First, clinical iatrogenesis – damage inflicted by doctors
on individuals, second, social iatrogenesis where society is encouraged to
consume medicine at all stages in the lifecycle leading to overmedicalization and
ultimately ‘the expropriation of health’. Third, he talks about cultural iatrogenesis.
At this level health professions have a deeper, culturally health-denying effect
insofar as they destroy the potential of people to deal with their human weakness
and vulnerability in a unique and autonomous way. Medicine exerts a self-
reinforcing loop of negative institutional feedback – medical nemesis – the inevita-
ble punishment for attempts to be heroic rather than human. Illich believes that
the reversal of nemesis can only come from within man. Medical nemesis is
resistant to medical intervention. In contemporary terms, concerns with cultural
iatrogenesis might be termed ‘social capital and positive psychology’. However,
given the increasing attention to social determinants of health and the role of
lifestyle, alongside debates about the role of medicine, Illich’s concerns about
iatrogenesis perhaps are less credible now than they might have been? The
publication of Medical nemesis followed the challenge set by Archie Cochrane
(see Part 8: Evidence-based policy and management) to improve efficacy. Even
where medical care is successful and adds to longevity for Illich, this simply
presents more opportunities to accumulate chronic disease; a view challenged by
Tallis among others. However, as Smith points out in the editorial to a special
edition of the British Medical Journal devoted to medicalization, ‘What was a
radical polemic in 1974 is in some sense mainstream in 2002’ (Smith, 2002).

Ian Kennedy, Professor of Law (1983), offers a view on the practise of
medicine – what it is and what it claims to be; hence, the title of his book (based
on the 1980 Reith lectures) ‘The Unmasking of Medicine’. By Kennedy’s own
admission, his writings are aggressive in style and designed to stimulate debate
and he acknowledges Illich among others as a key influence. For Kennedy the
nature of modern medicine is deleterious to the health and well-being of the
population. Kennedy makes a number of key points where he believes medicine
has taken the ‘wrong path’, points that are perhaps more familiar to us now than
then. Medicine is self-consciously scientific, curative, problem-solving, disease-
focused, interventionist and hospital-oriented, seduced by technology and elitist.
Like Illich he refers critically to the notion of medicalization and the social control
function performed by medicine, particularly in the diagnosis and treatment of the
mentally ill, studied some decades earlier by Erving Goffman.

Erving Goffman considers the mental patient using the notion of the career.
The main concern is with the moral aspects of career – the sequence of changes
that career entails in the person’s self and in his framework of image for judging
himself and others. He identifies three phases in the career of the mental patient.
Pre-patient, inpatient and ex-patient. He emphasizes the social beginning of the
patient career as distinct from the symptoms experienced or interpreted outside
of the mental institution. He makes the association between the career of the
mental patient and hospitalization and the fate of those in jails, monasteries and
concentration camps. He is subjected to mortifying experiences. As a patient
one’s past mistakes and present progress are under constant moral review.
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Goffman, like Illich, offers a dark and pessimistic account of the impact of
formalized health care or more specifically of psychiatric institutions on mental
patients. ‘Asylums’ concentrates on the individual self – the patient – and the
distinct phases that a patient passes through. Using the concept of the career,
Goffman’s work is concerned with the moral aspects and as such his work makes
a principled, passionate and enduring critique of mental institutions from the
perspective of the ‘underdog’ and with what Manning describes as a ‘tone of
moral outrage’. Elliot Freidson, reflecting on Goffman’s contribution to sociology,
refers to him as ‘the ethnographer of the self’ and argues that ‘What gives
Goffman’s work a value that will endure far longer than most sociology is its
intense individual humanity and its style’ (Freidson, 1983: 359).

Bunker (1995) assembled an inventory of the benefits of medical care
extrapolating from the results of clinical trials and meta-analyses. He estimated
that medical care could be credited with five of the thirty years of increased life
expectancy during the last century and with three of the seven years’ increase in
life expectancy since 1950. These estimates may appear conservative in the
context of a paper defending the role of health care but in comparison to earlier
works (perhaps most notably Thomas McKeown’s assessment of the relative role
of health care in the rise of life expectancy), they present a strong defence for
health care in general and medical care in particular. Bunker recognizes the
importance of social factors in determining health but argues that we know little
about how they might act to influence the health of individuals. In writing this
paper he is responding not just to the view that medicine has had little impact but
also to the view that it is impossible to quantify. To do this he selected conditions
for which strong evidence of efficacy was available and admitted that the current
knowledge about the impact of medicine is more speculative than precise, but
nevertheless informs the debate in a context where the scientific basis of
medicine is increasing. Thus, practical implications for increasing access to timely
and effective health care emerge from Bunker’s analysis and contrast with his
view that government inaction regarding the association between socio-economic
status and health may be due to the absence of practical solutions. Bunker’s
paper raises some important issues relating to how scarce resources should be
invested in order to improve the health of the population. Should our focus be on
encouraging people to live healthy lifestyles? Should the wider determinants of
health be addressed so that employment, addiction and nutrition become the
focus of investment rather than specific health care interventions? Bunker, not
surprisingly, favours investment in health care. But Bunker’s analysis has its
flaws. He is perhaps unduly optimistic about the role of health care (McKee,
2001). However, others are less convinced that attempts to quantify the relative
contributions of medical and other interventions are useful, meaningful or
possible (Tudor Hart, 2001). Nevertheless, as Frankel points out, Bunker makes
an important contribution to the debate in two ways. First, he was a pioneer of
critical, quantitative analysis of the benefits of medical care and, second, he
offered a formal response to Thomas McKeown (Frankel, 2001). Curiously, what
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he does not explore (but which he addresses in subsequent publications; for
example, Bunker, 2001) is the concept of iatrogenesis.

Ray Tallis offers a very personal account. He argues that scientific medicine
has never been in better shape and there have been significant improvements in
recent decades. Yet, despite this, there is pessimism, a pessimism that concerns
him because he believes that medicine is in danger of being corrupted from the
outside and is struggling to survive. He challenges some stereotypes associated
with the power of doctors and the powerlessness of patients and looks at the
accusations of medicalization from the perspective of the doctor or as he refers to
it ‘medicalization from the inside’. He argues that accusations made at medicine
are often societal rather than medical in origin. Tallis ends with a comment that
the notion of the ‘expert patient’ is not entirely new and consultation is a meeting
between experts. This is a salutary note to policy makers and professionals
introducing innovations in health care that, like the expert patient, often have a
history and endurance that precedes them.

All the readings selected here could and probably should be considered
essential reading for health managers and policy makers. The polemic nature of
some contributions has probably enhanced their influence because of the debate
or dismay they have generated and in that vein the last word here goes to Frankel:

It is a dull fact that where polarised positions exist either there is no single
truth, or the truth lies somewhere between the fortified positions of the key
protagonists.

(Frankel, 2001)

Summary

+ There was enormous optimism about the role of health care and its
potential to improve the health of populations and reduce inequalities in
health. During the 1970s such optimism was tempered by the emer-
gence of writings that reappraised the role of health care, collectively
referred to as cultural critiques of medicine in particular, but also health
care in general.

+ IIlich identified three levels of pathogenic medicine that created
physician-induced disease ‘iatrogenesis’. Continuing in the Illichian
tradition, Kennedy argued that the nature of modern medicine is
deleterious to the health and well-being of the population and medicine
has taken the ‘wrong path’. Like Illich, he refers critically to the notion of
medicalization and the social control function performed by medicine,
particularly in the diagnosis and treatment of the mentally ill, studied
some decades earlier by Erving Goffman.

+ Polemics stimulate debate but the reality is likely to lie in between
polarized positions.
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46
Limits to medicine
Ivan Illich

Extracts from Illich I (1977) Limits to Medicine, Medical Nemesis: The Expro-
priation of Health. London: Marion Boyars.

Defenseless patients

The undesirable side-effects of approved, mistaken, callous, or contraindicated
technical contacts with the medical system represent just the first level of
pathogenic medicine. Such clinical iatrogenesis includes not only the damage that
doctors inflict with the intent of curing or of exploiting the patient, but also those
other torts that result from the doctor’s attempt to protect himself against the
possibility of a suit for malpractice. Such attempts to avoid litigation and
prosecution may now do more damage than any other iatrogenic stimulus.

On a second level,1 medical practice sponsors sickness by reinforcing a morbid
society that encourages people to become consumers of curative, preventive,
industrial, and environmental medicine. On the one hand defectives survive in
increasing numbers and are fit only for life under institutional care, while on the
other hand, medically certified symptoms exempt people from industrial work and
thereby remove them from the scene of political struggle to reshape the society that
has made them sick. Second-level iatrogenesis finds its expression in various
symptoms of social overmedicalization that amount to what I shall call the
expropriation of health. This second-level impact of medicine I designate as social
iatrogenesis.

On a third level, the so-called health professions have an even deeper,
culturally health-denying effect insofar as they destroy the potential of people to
deal with their human weakness, vulnerability, and uniqueness in a personal and
autonomous way. The patient in the grip of contemporary medicine is but one
instance of mankind in the grip of its pernicious techniques.2 This cultural
iatrogenesis is the ultimate backlash of hygienic progress and consists in the
paralysis of healthy responses to suffering, impairment, and death. It occurs when
people accept health management designed on the engineering model, when they
conspire in an attempt to produce, as if it were a commodity, something called
“better health.” This inevitably results in the managed maintenance of life on high
levels of sublethal illness. This ultimate evil of medical “progress” must be clearly
distinguished from both clinical and social iatrogenesis.
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I hope to show that on each of its three levels iatrogenesis has become
medically irreversible: a feature built right into the medical endeavor. The
unwanted physiological, social, and psychological by-products of diagnostic and
therapeutic progress have become resistant to medical remedies. New devices,
approaches, and organizational arrangements, which are conceived as remedies for
clinical and social iatrogenesis, themselves tend to become pathogens contributing
to the new epidemic. Technical and managerial measures taken on any level to
avoid damaging the patient by his treatment tend to engender a self-reinforcing
iatrogenic loop analogous to the escalating destruction generated by the polluting
procedures used as antipollution devices.3

I will designate this self-reinforcing loop of negative institutional feedback by
its classical Greek equivalent and call it medical nemesis. The Greeks saw gods in
the forces of nature. For them, nemesis represented divine vengeance visited upon
mortals who infringe on those prerogatives the gods enviously guard for them-
selves. Nemesis was the inevitable punishment for attempts to be a hero rather
than a human being. Like most abstract Greek nouns, Nemesis took the shape of a
divinity. She represented nature’s response to hubris: to the individual’s presump-
tion in seeking to acquire the attributes of a god. Our contemporary hygienic
hubris has led to the new syndrome of medical nemesis.4

By using the Greek term I want to emphasize that the corresponding
phenomenon does not fit within the explanatory paradigm now offered by
bureaucrats, therapists, and ideologues for the snowballing diseconomies and
disutilities that, lacking all intuition, they have engineered and that they tend to call
the “counterintuitive behavior of large systems.” By invoking myths and ancestral
gods I should make it clear that my framework for analysis of the current
breakdown of medicine is foreign to the industrially determined logic and ethos. I
believe that the reversal of nemesis can come only from within man and not from yet
another managed (heteronomous) source depending once again on presumptious
expertise and subsequent mystification.

Medical nemesis is resistant to medical remedies. It can be reversed only
through a recovery of the will to self-care among the laity, and through the legal,
political, and institutional recognition of the right to care, which imposes limits
upon the professional monopoly of physicians. My final chapter proposes guide-
lines for stemming medical nemesis and provides criteria by which the medical
enterprise can be kept within healthy bounds. I do not suggest any specific forms of
health care or sick-care, and I do not advocate any new medical philosophy any
more than I recommend remedies for medical technique, doctrine, or organization.
However, I do propose an alternative approach to the use of medical organization
and technology together with the allied bureaucracies and illusions.

Notes

1 The distinction of several levels of iatrogenesis was made by Ralph Audy,
“Man-made Maladies and Medicine,” California Medicine, November 1970,
pp. 48–53. He recognizes that iatrogenic “diseases” are only one type of
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man-made malady. According to their etiology, they fall into several categories:
those resulting from diagnosis and treatment, those relating to social and
psychological attitudes and situations, and those resulting from man-made
programs for the control and eradication of disease. Besides iatrogenic clinical
entities, he recognizes other maladies that have a medical etiology.

2 “Das Schicksal des Kranken verkörpert als Symbol das Schicksal der Men-
schheit im Stadium einer technischen Weltentwicklung”: Wolfgang Jacob, Der
kranke Mensch in der technischen Welt, IX. Internationaler Fortbildungskurs für
praktische und wissenschaftliche Pharmazie der Bundesapothekerkammer in
Meran (Frankfurt am Main: Werbe- und Vertriebsgesellschaft Deutscher
Apotheker, 1971).

3 James B. Quinn, “Next Big Industry: Environmental Improvement,” Harvard
Business Review 49 (September–October 1971): 120–30. He believes that
environmental improvement is becoming a dynamic and profitable series of
markets for industry that pay for themselves and in the end will represent an
important addition to income and GNP. Implicitly the same argument is being
made for the health-care field by the proponents of no-fault malpractice
insurance.

4 The term was used by Honoré Daumier (1810–79). See reproduction of his
drawing “Némésis médicale” in Werner Block, Der Artzt und der Tod in Bildern
aus sechs Jahrhunderten (Stuttgart: Enke, 1966).
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47
The unmasking of medicine
Ian Kennedy

Extracts from Kennedy I (1983) The Unmasking of Medicine. London: Granada
Publishing.

The new magicians

My view can be stated briefly. Modern medicine has taken the wrong path. An
inappropriate form of medicine has been created, in large part by doctors and
medical scientists, and eagerly accepted by a willing populace. I will go further.
The nature of modern medicine makes it positively deleterious to the health and
well-being of the population. We have all been willing participants in allowing the
creation of a myth, because it seems to serve our interests to believe that health can
be achieved, illness can be vanquished and death postponed until further notice,
while it serves the interests of doctors to see themselves and be seen as, if not
miracle workers (and of course they would be the first to deny this), then at least
possible miracle workers.

Science has destroyed our faith in religion. Reason has challenged our trust in
magic. What more appropriate result could there be than the appearance of new
magicians and priests wrapped in the cloak of science and reason? Please
understand that it is we, all of us, who have hitched our wagon to the wrong star,
scientific medicine. The unhappy consequence is that medicine is perceived and
pursued in ways which do not best serve the needs of society. We do not put to best
use the skills and abilities of those who have become its practitioners.

At the outset, it is crucial for understanding that certain ground be cleared
before the enquiry can proceed. Medicine has perhaps two primary goals. One is
the maintenance and promotion of health. The other is the care and treatment of
the sick. In the achievement of the first goal, that of health, medicine can play only
a relatively minor role. We have seen already that health, properly understood, is
the product of the complex interaction of political, economic and social forces,
well beyond the power of those who work in the name of medicine to control. They
include such diverse factors as the level of affluence we have, the food we eat, the
home we live in and the job (if any) we have. For the most part, however, health is
not perceived in these terms. The medical model of health, which has it that health
is the product of medical care and the intervention of doctors, dominates the
thinking of doctors. And we, of course, have also come to be persuaded to accept
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this view. This is not only unfortunate and misleading, it is calculated to produce
attitudes and policies positively antithetical to producing and maintaining health.
The social model of health, quite simply, is successfully elbowed out. It barely gets
a look-in. As a consequence, we have been persuaded to look to medicine to
provide us with health, rather than to ourselves, to Government and to our social
and political institutions. This is the first sense in which medicine has taken the
wrong path, and I make this point here because it is so important in establishing
the background against which any discussion of medicine must take place. I will
return to it again and again, here and subsequently.

There is also, here, a second sense in which we can talk of a wrong turn. For,
even in those circumstances in which medicine can have any real effect on our
health, the way in which it is conceived of, taught and practised takes it in
directions which are not such as to achieve the results it is capable of, nor
necessarily productive of health. If we turn to the second goal of medicine, caring
for those whose health is impaired, here again, on balance, medicine has taken the
wrong path. This is what, in particular, I want to suggest in the points which
follow.

First, as now taught and practised, medicine is avowedly and self-consciously
scientific. Far be it from me to stand against the tide of history and suggest there is
more to understanding and caring than contained within the four corners of
science. But an education which demands high skills in scientific subjects before
going to medical school, and involves years of breathing the heady air of one field
after another of scientific endeavour once there, produces what it is intended to
produce: a doctor who sees himself as a scientist. It may not produce what is so
often needed: someone who can care. I am not suggesting that medical education
should not be scientific. Of course it must. But room must be found for other
disciplines, particularly the humanities.

My next point is that modern medicine has come to be thought of as
dispensing cures. The image created of medicine has increasingly become that of a
curative discipline in which the model of the doctor is that of the engineer/
mechanic applying the techniques of medical science to cure a sick engine. This
reaches its high point in what I see as an attitude to death in which dying has come
to be regarded as an illness. Call it an illness and you hold out hope of treatment,
control and even cure. Doctor, patient and family become locked in an unholy
danse macabre. Medicine provides another variation on the theme of the pursuit of
immortality, with the respirator symbolizing some kind of Promethean eternity.
But the engineer/mechanic model is an unfortunate one. Quite simply, the
problems that beset us now do not seem readily amenable to cure. And I speak
now of the generality of ills: those that kill us before our time, such as cancer, heart
disease, respiratory problems, and accidents; or those that chip away at our daily
pursuit of tranquillity – colds and coughs, aches and pains and simple unhappi-
ness. I do not seek, indeed it would be quite wrong, to belittle the contribution
scientific medicine has made and continues to make, both in curing infections, at
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least in their short-term effects, and in controlling and soothing numerous
otherwise intolerable conditions – in reducing sickness, even if it has had little
effect on mortality.

The idea of the doctor as an engineer, applying scientific principles directed
towards cures, produces a further consequence, which I shall make my third point.
It is that doctors are encouraged to adopt the mentality of problem-solvers.
Problems exist out there in the world which it is their job to solve. What is wrong
with that? Well, it is wrong in several respects. It is a mentality which creates
problems. Indeed, the more efficiently doctors look for problems, the more they
find and the more problem-solvers we need. It is a mentality which converts
modern medical care into crisis care. We wait for a crisis, a problem, then we take
it to the doctor and expect him to solve it. It is a mentality which fosters the
impression that the problem can be solved, an impression all of us readily adopt.
Finally, it is a mentality which ignores the notion that problems can be avoided,
that waiting for them to arise and then responding to them is a less than adequate
way of providing health care.

Fourth, another consequence of perceiving medicine as a scientific exercise has
meant that it is conceptualized and practised largely in terms of specific diseases.
Medicine is thus committed to a process of reductionism. The totality of a
complex human being, the product of innumerable forces, involving subtle
balances and interrelationships, is broken down. He becomes no more than a
collection of parts, one or more of which is diseased. Each disease then has its
particular name, locus and nature. It is this entity called the disease which then
receives attention, not the person. I am not suggesting that we should abandon the
notion of disease. It serves a purpose and anyway it is too much a part of our
vocabulary to exorcize it now. But, if illness is seen only in terms of specific
diseases, this induces a form of tunnel vision. The very skill of the doctor with
detail may cause him to lose sight of the whole. Miss A becomes an X-ray
projected on a screen, Baby B becomes a bad case of meningitis, Mr C becomes
the pain in the neck at four o’clock.

Of course, I readily concede that there are doctors who would regard this as an
unwarranted criticism, who seek to practise a type of medicine which looks to all
the circumstances of the patient. They are, I would suggest, adopting such an
approach despite their formal training rather than as a consequence of it. They are
responding to the reality of the problems they confront. Theirs are not as yet,
however, the views and values which direct the future shape of medicine.

My fifth point is that modern medicine teaches that the appropriate response
of the doctor to our complaint is to do something, and something aimed at a
particular disease entity. If he has been educated to think of himself as an applied
scientist and problem-solver and if there is a disease lurking somewhere, then it is
his job to seek it out and remedy it. This has meant that medical responses have
more and more taken the form of action against a disease entity, whether surgical
excision, or irradiation, or chemical destruction or, if these are not possible,
symptomatic relief. Whatever is decided upon, some form of bodily intervention
which is disease-specific is usually sought. Something must be done to satisfy both
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the expectations of the patient and the professional pride of the doctor, and it has
to be done to the disease, which is portrayed in terms redolent of morality or
religion, as something bad, or wrong, which is possessing the body. The process
has become one of applying taxonomical skills so as to identify the disease and
then deciding upon the appropriate disease-specific response.

Indeed the process may be even less complicated. A study conducted by
members of the Institute of Medical Sociology of the University of Aberdeen
showed that the consultant, knowing the limited range of treatments he has
available, is typically concerned from the outset of his contact with the patient with
the simple question: ‘Which treatment is most suitable?’ The choice is then
validated by appeal to the diagnosis.

What is wrong with this mentality of doing something? It is medicine by reflex:
wait for the problem and do something. It causes larger and more important
questions to be ignored, such as how the state of affairs came about, or what the
long- or short-term effects of the chosen response will be. It is particularly unlikely
that the question ‘Should anything be done at all?’ will be raised. These questions
will tend to be lost in the display of pseudo-scientific wizardry.

The sixth point concerning the inappropriate form medicine has taken is that
medicine is increasingly thought of in terms of hospitals. Indeed, the number of
hospitals is often cited as a measure of the quality of health care. For example, as
Michael Ryan points out in his book The Organization of Soviet Medical Care, the
Soviet Union was able to claim in the mid-1970s that, except for Sweden and
Norway, it had overtaken all other industrialized nations in the ratio of hospital
beds to population size. The implication was that its system of health care had
equally advanced, despite the long-standing inadequacy of its primary care
services, particularly in the countryside. The nonsense of this approach is obvious.
Indeed, apart from units concerned with accidents and, perhaps to a limited
extent, obstetrics, the fact that an ever-increasing proportion of our Health Service
budget, now around 65 per cent, goes to hospitals could be said to be evidence of
the failures of health care and how we perceive it.

If ever there was a case of putting the cart before the horse, this is it. If
preventive medicine, school health care, community health care and general
primary care meant anything, hospitals would be far less needed. Hospitals are the
epitome of the problem-solving, disease-oriented, applied science, engineering
approach.

The reasons why medicine is increasingly equated with hospitals are many.
Medical students are trained in hospitals. Hospitals are where they learn to see
themselves as applied scientists, problem-solvers and curers. Hospitals, particularly
teaching hospitals, are where all the interesting problems are. As Professor Miller
argues, ‘there is an excessive concentration on the hospital as opposed to the
community, and on the relatively small amount of serious illness that is treated in
institutions, at the expense of attention to common causes of disablement’.

In fact, it is general practitioners who deal with between 90 and 95 per cent of
all complaints taken to doctors. Furthermore, a 1973 study, Present State and
Future Needs of General Practice, published by the Royal College of General
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Practitioners, showed that the illnesses GPs were consulted about were not the
stuff of dramatic documentaries. They were, instead, predominantly minor ones,
such as coughs, stomach upsets, tonsillitis and earache. These outnumbered
tenfold complaints of major illnesses such as bronchitis and pneumonia. An
average GP sees only one or two cases of cancer a year. A congenital abnormality
could be expected only once in every five years.

Hospital doctors see themselves, and encourage others to see them, as an elite.
Those in the teaching hospitals are, of course, a kind of super-elite, leaders of the
medical world, shapers of medical education. These teachers become the role
models for the future.

Let me now come to my seventh point. With the increasing emphasis on
hospitals as the hub of medical care has come another unfortunate feature of
modern medicine: that medicine is and should be an enterprise calling for the use
of ever more advanced and complex technology. Christian Barnard filled the
massive football stadium in Rio twice when he talked of how he performed the
world’s first heart transplant, yet the majority of his audience could not afford the
simple medicine to rid themselves of their intestinal worms.

My eighth, and final, point concerning the inappropriateness of the way
medicine is perceived concerns the notion of illness. I have already spent some
time considering this notion and here will confine myself to two matters.

The first is the extent to which the notion of illness has been expanded. We
have seen that at base illness is a socially determined and evaluative term
susceptible of being put to different uses, so as to confer or deny the status of ‘ill’
on suitable candidates. The growing categorization of perceptions and circum-
stances as illnesses has been a feature of the past decades. Much of this expansion
has come through the notion of labelling, through the application of taxonomical
skills.

Nowhere is this more true than in the area of mental illness. Indeed, an
argument can be made for the proposition that the categories of mental illness
came first, the product of theorizing, and only later did there emerge a growing
army of people to fill these categories. But the process is not limited to mental
illness. The response to many of the problems of old age – which are, in fact,
problems of, for example, relative poverty, lack of adequate heating, and social
isolation – has been to treat them as separate, quite unrelated illnesses, and thereby
to medicalize them. The elderly are seen as ill. The consequence is that resources
are directed to the provision of doctors, nurses and hospital beds, rather than to
redressing the social ills the elderly encounter. In the process, not only is it
probable that more money is ultimately spent than would otherwise be necessary,
but also the elderly are denied the opportunity to retain the dignity that illness so
easily robs them of.

The expansion of the notion of illness also meets a social need. It allows us to
sweep under the social rug whole groups of people who are otherwise a nuisance.
They may not seek to be categorized as ill. Indeed they may resist or resent it. But,
if doctors are prepared to say that particular forms of behaviour, or merely the
incidents of growing old, are indeed illnesses, who are we to protest? The twinge of
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guilt we may feel about neglecting our fellow men, or even locking them away, is
salved by the reassuring knowledge that they are ill and are now in the best possible
hands in the circumstances. And, provided we keep our hospitals for the mentally
ill and long-stay patients out in the backwoods, and their hostels in the decaying
urban centres – indeed, anywhere but in our own particular neighbourhood – we
can keep up this fiction. In fact, we have in this way created a separate society for
the dispossessed and disadvantaged. Forgotten or underprivileged patients are
looked after in these institutions by doctors and nurses from overseas, while the
menial work is also done by immigrants – ‘The underprivileged caring for each
other in mutual understanding’, as Michael Wilson puts it in his book Health is for
People. Or is it mutual resentment? You may be intrigued to learn, by the way, that
the domestic running costs, just food, laundry, cleaning and so on, of an average
mental hospital are about one-third of those of a London teaching hospital. That
many are there in the first place is bad enough; that they should be so shabbily
dealt with demonstrates the extent of the neglect.

Let me now turn to my second point concerning the notion of illness. It has,
with disease, become the central concern of modern medicine. If we were to start
all over again to design a model for modern medicine, most of us, I am sure, would
opt for a design which concerned itself far, far more with the pursuit and
preservation of health, of well-being. What we have instead is the very opposite: a
system of medicine which reacts, which responds, which waits to pick up the
broken pieces – a form of medicine, in short, concerned with illness, not health. A
moment’s thought demonstrates the folly of this. But the interests which combine
to produce this state of affairs are too well entrenched for any redirection to be
accomplished easily. Nonetheless, the significance of the present state of medicine
should not be underestimated.

These are some of the ways in which medicine has taken the wrong path. They
are, of course, painted with the broad brush. It is important to realize that I am not
denying that every day up and down the country wonderful things are being done.
Despite this, could the nation’s health be better, or if not better then no worse, at
some gain, financial and social, to the citizenry if medicine took a different form?
But the present state of medicine will take some changing. It is cultivated by the
medical profession. It flatters the self-esteem of the doctor to see himself as the
applied scientist and problem-solver spreading health. The present state of
medicine has readily been adopted by a lay public, persuaded naively that herein
lies the path to health, and with expectations which may be unwarranted but which
are, of course, a product of the claims made by medicine.
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48
Asylums: essays on the social situation of
mental patients and other inmates
Erving Goffman

Extracts from Goffman E (1961) Asylums: Essays on the Social Situation of
Mental Patients and Other Inmates. London: Penguin.

Persons who become mental hospital patients vary widely in the kind and degree of
illness that a psychiatrist would impute to them, and in the attributes by which
laymen would describe them. But once started on the way, they are confronted by
some importantly similar circumstances and respond to these in some importantly
similar ways. Since these similarities do not come from mental illness, they would
seem to occur in spite of it. It is thus a tribute to the power of social forces that the
uniform status of mental patient cannot only assure an aggregate of persons a
common fate and eventually, because of this, a common character, but that this
social reworking can be done upon what is perhaps the most obstinate diversity of
human materials that can be brought together by society. Here there lacks only the
frequent forming of a protective group life by ex-patients to illustrate in full the
classic cycle of response by which deviant subgroupings are psychodynamically
formed in society.

This general sociological perspective is heavily reinforced by one key finding of
sociologically oriented students in mental-hospital research. As has been repeat-
edly shown in the study of non-literate societies, the awesomeness, distastefulness,
and barbarity of a foreign culture can decrease to the degree that the student
becomes familiar with the point of view to life that is taken by his subjects.
Similarly, the student of mental hospitals can discover that the craziness or ‘sick
behaviour’ claimed for the mental patient is by and large a product of the
claimant’s social distance from the situation that the patient is in, and is not
primarily a product of mental illness. Whatever the refinements of the various
patients’ psychiatric diagnoses, and whatever the special ways in which social life
on the ‘inside’ is unique, the researcher can find that he is participating in a
community not significantly different from any other he has studied. Of course,
while restricting himself to the off-ward grounds community of paroled patients,
he may feel, as some patients do, that life in the locked wards is bizarre; and while
on a locked admissions or convalescent ward, he may feel that chronic ‘back’ wards
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are socially crazy places. But he need only move his sphere of sympathetic
participation to the ‘worst’ ward in the hospital, and this, too, can come into social
focus as a place with a livable and continuously meaningful social world. This in no
way denies that he will find a minority in any ward or patient group that continues
to seem quite beyond the capacity to follow rules of social organization, or that the
orderly fulfilment of normative expectations in patient society is partly made
possible by strategic measures that have somehow come to be institutionalized in
mental hospitals.

The career of the mental patient falls popularly and naturalistically into three
main phases: the period prior to entering the hospital, which I shall call the
prepatient phase; the period in the hospital, the inpatient phase; the period after
discharge from the hospital, should this occur, namely, the ex-patient phase.1 This
paper will deal only with the first two phases.

The prepatient phase

A relatively small group of prepatients come into the mental hospital willingly,
because of their own idea of what will be good for them, or because of
wholehearted agreement with the relevant members of their family. Presumably
these recruits have found themselves acting in a way which is evidence to them that
they are losing their minds or losing control of themselves. This view of oneself
would seem to be one of the most pervasively threatening things that can happen
to the self in our society, especially since it is likely to occur at a time when the
person is in any case sufficiently troubled to exhibit the kind of symptom which he
himself can see. As Sullivan described it,

What we discover in the self-system of a person undergoing schizophrenic
change or schizophrenic processes, is then, in its simplest form, an extremely
fear-marked puzzlement, consisting of the use of rather generalized and
anything but exquisitely refined referential processes in an attempt to cope
with what is essentially a failure at being human – a failure at being anything
that one could respect as worth being.2

Coupled with the person’s disintegrative re-evaluation of himself will be the new,
almost equally pervasive circumstance of attempting to conceal from others what
he takes to be the new fundamental facts about himself, and attempting to discover
whether others, too, have discovered them.3 Here I want to stress that perception
of losing one’s mind is based on culturally derived and socially engrained
stereotypes as to the significance of symptoms such as hearing voices, losing
temporal and spatial orientation, and sensing that one is being followed, and that
many of the most spectacular and convincing of these symptoms in some instances
psychiatrically signify merely a temporary emotional upset in a stressful situation,
however terrifying to the person at the time. Similarly, the anxiety consequent
upon this perception of oneself, and the strategies devised to reduce this anxiety,
are not a product of abnormal psychology, but would be exhibited by any person
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socialized into our culture who came to conceive of himself as someone losing his
mind. Interestingly, subcultures in American society apparently differ in the
amount of ready imagery and encouragement they supply for such self-views,
leading to differential rates of self-referral; the capacity to take this disintegrative
view of oneself without psychiatric prompting seems to be one of the questionable
cultural privileges of the upper classes.4

For the person who has come to see himself – with whatever justification – as
mentally unbalanced, entrance to the mental hospital can sometimes bring relief,
perhaps in part because of the sudden transformation in the structure of his basic
social situation; instead of being to himself a questionable person trying to
maintain a role as a full one, he can become an officially questioned person known
to himself to be not so questionable as that. In other cases, hospitalization can
make matters worse for the willing patient, confirming by the objective situation
what has theretofore been a matter of the private experience of self.

Once the willing prepatient enters the hospital, he may go through the same
routine of experiences as do those who enter unwillingly. In any case, it is the latter
that I mainly want to consider, since in America at present these are by far the
more numerous kind.5 Their approach to the institution takes one of three classic
forms: they come because they have been implored by their family or threatened
with the abrogation of family ties unless they go ‘willingly’; they come by force
under police escort; they come under misapprehension purposely induced by
others, this last restricted mainly to youthful prepatients.

The prepatient’s career may be seen in terms of an extrusory model; he starts
out with relationships and rights, and ends up, at the beginning of his hospital stay,
with hardly any of either. The moral aspects of this career, then, typically begin
with the experience of abandonment, disloyalty, and embitterment. This is the case
even though to others it may be obvious that he was in need of treatment, and even
though in the hospital he may soon come to agree.

The case histories of most mental patients document offences against some
arrangement for face-to-face living – a domestic establishment, a work place, a
semi-public organization such as a church or store, a public region such as a street
or park. Often there is also a record of some complainant, some figure who takes
that action against the offender which eventually leads to his hospitalization. This
may not be the person who makes the first move, but it is the person who makes
what turns out to be the first effective move. Here is the social beginning of the
patient’s career, regardless of where one might locate the psychological beginning
of his mental illness.

The final point I want to consider about the prepatient’s moral career is its
peculiarly retroactive character. Until a person actually arrives at the hospital there
usually seems no way of knowing for sure that he is destined to do so, given the
determinative role of career contingencies. And until the point of hospitalization is
reached, he or others may not conceive of him as a person who is becoming a
mental patient. However, since he will be held against his will in the hospital, his
next-of-relation and the hospital staff will be in great need of a rationale for the
hardships they are sponsoring. The medical elements of the staff will also need
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evidence that they are still in the trade they were trained for. These problems are
eased, no doubt unintentionally, by the case-history construction that is placed on
the patient’s past life, this having the effect of demonstrating that all along he had
been becoming sick, that he finally became very sick, and that if he had not been
hospitalized much worse things would have happened to him – all of which, of
course, may be true. Incidentally, if the patient wants to make sense out of his stay
in the hospital, and, as already suggested, keep alive the possibility of once again
conceiving of his next-of-relation as a decent, well-meaning person, then he, too,
will have reason to believe some of this psychiatric work-up of his past.

Here is a very ticklish point for the sociology of careers. An important aspect
of every career is the view the person constructs when he looks backward over his
progress; in a sense, however, the whole of the prepatient career derives from this
reconstruction. The fact of having had a prepatient career, starting with an
effective complaint, becomes an important part of the mental patient’s orientation,
but this part can begin to be played only after hospitalization proves that what he
had been having, but no longer has, is a career as a prepatient.

The inpatient phase

The last step in the prepatient’s career can involve his realization – justified or
not – that he has been deserted by society and turned out of relationships by those
closest to him. Interestingly enough, the patient, especially a first admission, may
manage to keep himself from coming to the end of this trail, even though in fact he
is now in a locked mental-hospital ward. On entering the hospital, he may very
strongly feel the desire not to be known to anyone as a person who could possibly
be reduced to these present circumstances, or as a person who conducted himself
in the way he did prior to commitment. Consequently, he may avoid talking to
anyone, may stay by himself when possible, and may even be ‘out of contact’ or
‘manic’ so as to avoid ratifying any interaction that presses a politely reciprocal role
upon him and opens him up to what he has become in the eyes of others. When
the next-of-relation makes an effort to visit, he may be rejected by mutism, or by
the patient’s refusal to enter the visiting room, these strategies sometimes suggest-
ing that the patient still clings to a remnant of relatedness to those who made up
his past, and is protecting this remnant from the final destructiveness of dealing
with the new people that they have become.6

Usually the patient comes to give up this taxing effort at anonymity, at
not-hereness, and begins to present himself for conventional social interaction to
the hospital community. Thereafter he withdraws only in special ways – by always
using his nickname, by signing his contribution to the patient weekly with his initial
only, or by using the innocuous ‘cover’ address tactfully provided by some
hospitals; or he withdraws only at special times, when, say, a flock of nursing
students makes a passing tour of the ward, or when, paroled to the hospital
grounds, he suddenly sees he is about to cross the path of a civilian he happens to
know from home. Sometimes this making of oneself available is called ‘settling
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down’ by the attendants. It marks a new stand openly taken and supported by the
patient, and resembles the ‘coming-out’ process that occurs in other groupings.7

Once the prepatient begins to settle down, the main outlines of his fate tend to
follow those of a whole class of segregated establishments – jails, concentration
camps, monasteries, work camps, and so on – in which the inmate spends the
whole round of life on the grounds, and marches through his regimented day in the
immediate company of a group of persons of his own institutional status.

Like the neophyte in many of these total institutions, the new inpatient finds
himself cleanly stripped of many of his accustomed affirmations, satisfactions, and
defences, and is subjected to a rather full set of mortifying experiences: restriction
of free movement, communal living, diffuse authority of a whole echelon of
people, and so on. Here one begins to learn about the limited extent to which a
conception of oneself can be sustained when the usual setting of supports for it are
suddenly removed.

While undergoing these humbling moral experiences, the inpatient learns to
orient himself in terms of the ‘ward system’.8 In public mental hospitals this
usually consists of a series of graded living arrangements built around wards,
administrative units called services, and parole statuses. The ‘worst’ level often
involves nothing but wooden benches to sit on, some quite indifferent food, and a
small piece of room to sleep in. The ‘best’ level may involve a room of one’s own,
ground and town privileges, contacts with staff that are relatively undamaging, and
what is seen as good food and ample recreational facilities. For disobeying the
pervasive house rules, the inmate will receive stringent punishments expressed in
terms of loss of privileges; for obedience he will eventually be allowed to reacquire
some of the minor satisfactions he took for granted on the outside.

The institutionalization of these radically different levels of living throws light
on the implications for self of social settings. And this in turn affirms that the self
arises not merely out of its possessor’s interactions with significant others, but also
out of the arrangements that are evolved in an organization for its members.

Learning to live under conditions of imminent exposure and wide fluctuation
in regard, with little control over the granting or withholding of this regard, is an
important step in the socialization of the patient, a step that tells something
important about what it is like to be an inmate in a mental hospital. Having one’s
past mistakes and present progress under constant moral review seems to make for
a special adaptation consisting of a less than moral attitude to ego ideals. One’s
shortcomings and successes become too central and fluctuating an issue in life to
allow the usual commitment of concern for other persons’ views of them. It is not
very practicable to try to sustain solid claims about oneself. The inmate tends to
learn that degradations and reconstructions of the self need not be given too much
weight, at the same time learning that staff and inmates are ready to view an
inflation or deflation of a self with some indifference. He learns that a defensible
picture of self can be seen as something outside oneself that can be constructed,
lost, and rebuilt, all with great speed and some equanimity. He learns about the
viability of taking up a standpoint – and hence a self – that is outside the one which
the hospital can give and take away from him.
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The setting, then, seems to engender a kind of cosmopolitan sophistication, a
kind of civic apathy. In this unserious yet oddly exaggerated moral context,
building up a self or having it destroyed becomes something of a shameless game,
and learning to view this process as a game seems to make for some demoraliza-
tion, the game being such a fundamental one. In the hospital, then, the inmate can
learn that the self is not a fortress, but rather a small open city; he can become
weary of having to show pleasure when held by troops of his own, and weary of
having to show displeasure when held by the enemy. Once he learns what it is like
to be defined by society as not having a viable self, this threatening definition – the
threat that helps attach people to the self society accords them – is weakened. The
patient seems to gain a new plateau when he learns that he can survive while acting
in a way that society sees as destructive of him.

The moral career of a person of a given social category involves a standard
sequence of changes in his way of conceiving of selves, including, importantly, his
own. These half-buried lines of development can be followed by studying his moral
experiences – that is, happenings which mark a turning point in the way in which
the person views the world – although the particularities of this view may be
difficult to establish. And note can be taken of overt tacks or strategies – that is,
stands that he effectively takes before specifiable others, whatever the hidden and
variable nature of his inward attachment to these presentations. By taking note of
moral experiences and overt personal stands, one can obtain a relatively objective
tracing of relatively subjective matters.

Each moral career, and behind this, each self, occurs within the confines of an
institutional system, whether a social establishment such as a mental hospital or a
complex of personal and professional relationships. The self, then, can be seen as
something that resides in the arrangements prevailing in a social system for its
members. The self in this sense is not a property of the person to whom it is
attributed, but dwells rather in the pattern of social control that is exerted in
connexion with the person by himself and those around him. This special kind of
institutional arrangement does not so much support the self as constitute it.

In this paper, two of these institutional arrangements have been considered, by
pointing to what happens to the person when these rulings are weakened. The first
concerns the felt loyalty of his next-of-relation. The prepatient’s self is described as
a function of the way in which three roles are related, arising and declining in the
kinds of affiliation that occur between the next-of-relation and the mediators. The
second concerns the protection required by the person for the version of himself
which he presents to others, and the way in which the withdrawal of this protection
can form a systematic, if unintended, aspect of the working of an establishment. I
want to stress that these are only two kinds of institutional rulings from which a
self emerges for the participant; others, not considered in this paper, are equally
important.

In the usual cycle of adult socialization one expects to find alienation and
mortification followed by a new set of beliefs about the world and a new way of
conceiving of selves. In the case of the mental-hospital patient, this rebirth does
sometimes occur, taking the form of a strong belief in the psychiatric perspective,
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or, briefly at least, a devotion to the social cause of better treatment for mental
patients. The moral career of the mental patient has unique interest, however; it
can illustrate the possibility that in casting off the raiments of the old self – or in
having this cover torn away – the person need not seek a new robe and a new
audience before which to cower. Instead he can learn, at least for a time, to practise
before all groups the amoral arts of shamelessness.

Notes

1 This simple picture is complicated by the somewhat special experience of
roughly a third of ex-patients – namely, readmission to the hospital, this being
the recidivist or ‘repatient’ phase.

2 Harry Stack Sullivan, Clinical Studies in Psychiatry, edited by Helen Swick
Perry, Mary Ladd Gawel, and Martha Gibbon (New York: Norton, 1956), pp.
184–5.

3 This moral experience can be contrasted with that of a person learning to
become a marihuana addict, whose discovery that he can be ‘high’ and still
‘op’ effectively without being detected apparently leads to a new level of use.
See Howard S. Becker, ‘Marihuana Use and Social Control’, Social Problems,
III (1955), pp. 35–44; see especially pp. 40–41.

4 See Hollingshead and Redlich, op. cit., p. 187, Table 6, where relative
frequency is given of self-referral by social-class grouping.

5 The distinction employed here between willing and unwilling patients cuts
across the legal one of voluntary and committed, since some persons who are
glad to come to the mental hospital may be legally committed, and of those
who come only because of strong familial pressure, some may sign themselves
in as voluntary patients.

6 The inmate’s initial strategy of holding himself aloof from ratifying contact
may partly account for the relative lack of group formation among inmates in
public mental hospitals, a connexion that has been suggested to me by William
R. Smith. The desire to avoid personal bonds that would give licence to the
asking of biographical questions could also be a factor. In mental hospitals, of
course, as in prisoner camps, the staff may consciously break up incipient
group formation in order to avoid collective rebellious action and other ward
disturbances.

7 A comparable coming out occurs in the homosexual world, when a person
finally comes frankly to present himself to a ‘gay’ gathering not as a tourist but
as someone who is ‘available’. See Evelyn Hooker, ‘A Preliminary Analysis of
Group Behavior of Homosexuals’, Journal of Psychology, XLII (1956), pp.
217–25; see especially p. 221. A good fictionalized treatment may be found in
James Baldwin’s Giovanni’s Room (New York: Dial, 1956), pp. 41–57. A
familiar instance of the coming-out process is no doubt to be found among
prepubertal children at the moment one of these actors sidles back into a room
that had been left in an angered huff and injured amour propre. The phrase
itself presumably derives from a rite-de-passage ceremony once arranged by
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upper-class mothers for their daughters. Interestingly enough, in large mental
hospitals the patient sometimes symbolizes a complete coming out by his first
active participation in the hospital-wide patient dance.

8 A good description of the ward system may be found in Ivan Belknap, Human
Problems of a State Mental Hospital (New York: McGraw-Hill, 1956), Ch. ix,
especially p. 164.
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49
Medicine matters after all
John Bunker

Extracts from Bunker J (1995) Medicine matters after all, Journal of the Royal
College of Physicians of London, 29(2): 105–12.

There is a widely held view that medical care contributes little to health. ‘Most
doctors now understand’, Morrison and Smith state in a recent issue of the British
Medical Journal (BMJ), that ‘health results from a combination of social, eco-
nomic, and psychological as well as purely biological phenomena’;1 they suggest
that politicians are reluctant ‘to invest heavily in health services when they have
only a small effect on health’, and Smith later asks ‘if health care has only a limited
impact on the health of the population should doctors encourage the shift of
resources from health care to education, housing, and employment, which might
have a greater impact?’.2 The premise and its political consequences could hardly
be more clearly stated.

My colleagues and I, challenging the premise, have assembled an inventory of
the benefits of medical care. Extrapolating from the results of clinical trials and
meta-analyses we estimate that medical care can be credited with five of the 30
years of increased life-expectancy during this century and with three of the seven
years of increase in life-expectancy since 1950.3 By comparison, whatever indi-
vidual contribution social, economic, or psychological phenomena have made to
life-expectancy is purely speculative, for there are no data by which to measure
their specific effects.

The contribution of medical care to improvement in the quality of life has
been largely ignored in the debate; while its importance is clear enough, there has
been no easy way to measure it. But it is possible, again extrapolating from clinical
trials, to estimate the number of years of poor quality of life that individuals today
can be spared. I estimate that medical care has the potential to provide partial or
complete relief from an average of five years of the poor quality of life associated
with severe chronic disease.4

The view that medicine contributes little to health harks back 20 years to the
publication of Thomas McKeown’s The role of medicine.5 McKeown attributed the
dramatic increase in life-expectancy of the previous 100 years primarily to
nutritional, environmental, and behavioural factors, but he conceded that the
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evidence was no more than circumstantial. He believed that he had shown that
medical care was not responsible and concluded that social and environmental
factors must have been the cause.

In a second edition6 McKeown acknowledged that ‘it is not possible to
estimate with any precision the contribution which therapeutic and other advances
have made to the decline of the multiple non-infective causes of death which
together were associated with about a quarter of the reduction of mortality in this
century’. He thus acknowledged the possibility that medical care had made a larger
contribution, but as late as 1993 a BMJ review of citations of The role of medicine
concluded that the problem of a ‘relatively small impact of clinical medicine on
health outcomes [is] still with us’.7 Recent publications addressing the determi-
nants of health barely mention the contribution of medical care,8,9 some arguing
that there is too much.10,11

It is not that McKeown’s conclusions have gone unchallenged: distinguished
leaders in medicine including Walsh McDermott, Paul Beeson, and Sol Levine
have argued that medicine does, indeed, do good, but that ‘what the doctor does is
something that is extraordinarily difficult to analyze and measure’;12 that ‘although
most clinicians do not doubt that there has been substantial improvement in the
treatment of disease during the past few decades, it is difficult to assess the
dimensions’;13 and that ‘the use of easily available data such as mortality statis-
tics … which were not collected to test the proposition at issue …’ may not be the
most appropriate way to address the question.14

McKeown drew his conclusions from an epidemiological analysis of public
health data from years prior to 1971. The quarter century that followed has seen
an explosion of new medical treatments, many of which have been shown in
clinical trials and meta-analyses to result in considerable improvements in health;
and at the same time evidence crediting medical care with the extension of life
began to appear. The American economist Jack Hadley compared expenditures by
the government’s Medicare program with regional death rates and calculated that
for every 10% increase in expenditure there was a 1–2% fall in mortality.15 But
conflicting data also appeared, in which national age-specific death rates were
found to be greater in countries with greater numbers of doctors, and presumably
more medical care.16 Efforts to separate the effects of medical care from those of
other determinants using aggregate data have been fraught with similar difficulties.
Examination of the effect of individual medical interventions, one at a time, has
offered a more appropriate approach, and this is the approach we have taken.

For both life-expectancy and quality of life analyses we selected conditions for
which strong evidence of efficacy, usually in clinical trials, was available, and whose
prevalence is sufficient to create a notable impact when their effect is spread across
the entire population. Many less common or rare, but important, conditions were
therefore not included.
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Outcomes of medical care

Life expectancy

Estimation of months or years of increased life-expectancy attributable to the
treatment of a particular condition involved a two-step procedure: estimation of
increases in life-expectancy from the decline in diagnosis-specific death rates, and
estimation of how much of an improvement could be attributed to medical care
specifically. Documentation of the decline in disease-specific death rates was based
on annual reports from the National Center for Health Statistics (NCHS) in
Hyattsville, Maryland.17 The proportion of improvement attributable to medical
treatment was based, whenever possible, on clinical trials and meta-analyses.

Comprehensive annual reports of death rates have been published by NCHS
since 1950. The age-adjusted death rate for the American population fell from 840
per 100,000 in 1950 to 523 per 100,000 in 1989, with a rise in life-expectancy of
7.1 years. (Life-expectancy in England and Wales rose by almost exactly the same
amount during the same period, and I assume that the break-down by diagnosis
was roughly similar in our two countries.) ‘Diseases of the heart’ were by far the
largest contributors to the improvement, their age-adjusted death rate falling from
307 to 156 per 100,000 during the 39 year period, constituting just under half of
the fall in death rate from all causes (151/317 = 0.48). As a first approximation, we
estimated that the fall in death rate from heart disease contributed 0.48 × 7.1,
ie 3.38 years of improved life-expectancy.

Death rates for diseases of the heart, as well as for cerebrovascular diseases and
one or two other diagnoses, are also reported by the National Center for Health
Statistics by ten year age intervals, from which it was possible to construct an
adjusted life-table and hence more precise estimates of the change in life-
expectancy attributable to these diseases. The change in life-expectancy, based on
the life-table adjusted for the age-specific fall in heart disease deaths, was almost
identical to the approximation based on age-adjusted death rates,3 allowing us to
rely on the approximate method for other diagnoses.

For an estimation of how much of the fall in death rates from heart disease and
improved life expectancy to attribute to medical care, we relied heavily on
Goldman and Cook’s 1984 analysis.18 They reviewed evidence of the efficacy of
medical intervention in heart disease and estimated that 40% of the decline in
cardiac death rates for the years between 1968 and 1976 could be attributed to
coronary care units, treatment of hypertension, and medical and surgical treatment
of ischaemic heart disease. Accepting their analysis, we credited medical care with
40% of the 3.38 years of increased life-expectancy associated with the fall in
cardiac deaths for the entire 39 year period. Medical treatment at the beginning of
the period, we assume, contributed somewhat less than 40%, but treatment at the
end has clearly contributed a good deal more.

Tables 49.1 and 49.2 present our estimates of the gains in life-expectancy
credited to clinical preventive and clinical curative services, respectively. We credit
curative services with three and a half to four years of increased life-expectancy,
with the potential of adding an additional year and a half if efficacious care were
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made more widely available. We credit clinical preventive services with a current
gain in life-expectancy of a year and a half and the potential for an additional seven
or eight months.

All told, we estimated that together, clinical preventive and curative services
can be credited with about five of the 30 years increased life-expectancy gained in
the United States and in Great Britain during this century, ie 17 or 18%. This is
certainly a good deal more than McKeown was able to identify 24 years ago, but
still a relatively small contribution. To place a five year change in life-expectancy in
perspective, however, it may be useful to consider that a gain of five years in
life-expectancy is equivalent to a halving of death rate at every age. And for
comparison, the gain of five years in life-expectancy is roughly equivalent to the
loss in life-expectancy that an individual suffers by smoking a pack a day starting at
age 20; and it is roughly equivalent to the difference in life-expectancy between the
top grade and unskilled workers in the Whitehall study of British civil servants.19

Quality of life

Much of the debate over the contribution of medical services to health has been
based on death rates and life-expectancy, since they are relatively easy to measure.
The majority of medical care is, of course, devoted to improving the quality of life,
or, more accurately, to relief from the poor quality of life associated with many
chronic diseases. The need to measure quality of life and to assess its response to
therapy has been recognised for a good many years. Sophisticated measurement
instruments are now in widespread use in clinical research, but only fragmentary
data are yet available by which to determine the impact of medical care on the
quality of life at the population level.

Table 49.1 Clinical preventive services: estimated numbers at risk and gains in
life expectancy for those receiving selected successful services, with gain in life
expectancy for the US population and potential gain not yet achieved. (Reprinted
with permission from The Milbank Quarterly3)
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Clinical
preventive
service

Relevant
population

Individuals
affected by
condition in
the absence
of preventive

service

Gain per
individual
receiving

preventive
service

Proportion of
those at risk

receiving
preventive

service

Gain in life expectancy
distributed across US

population

Current Potential

Screening for
hypertension

All over age3 58 milliona

(10 million
moderate or
severe)

3 months 50% 1.5–2
months

1.5–2
months

Screening for
cancer of
cervix

Adult women 13,000b 96 days 60%–90% 2 weeksc 1 weekc

Screening for
colorectal
cancer

All 50–80
years of age

155,000b 2 weeks Unknown Unknown 1 week

Counselling
to stop
smoking

Smokers Smokers
(approxi-
mately
one-third of
population)a

3 months Unknown Unknown 1 month

Immunisa-
tion for
diphtheria

All children 40 deaths per
100,000b

10 months 73%–85%
preschool;
97%–98%
entering
school

10 months 0

Immunisa-
tion for
poliomyelitis

All 2,500
deathsb }

3 weeks 73%–85%
preschool;
97%–98%
entering
school

3 weeks 0

Immunisa-
tion for
tetanus

All 2,500
deathsb

Immunisa-
tion for
smallpox

All NAd 3–6
monthse

Almost all
before
immunisa-
tions; almost
nobody today

3–6 months 0

Immunisa-
tion for
influenza

All over 65 10,000–40,000
deathsb

3 weeks 30% 1 week 3 weeks

Pneumo-
coccal
immunisation

All over 65 400,000
casesb

6 weeks 14% 1 week 6 weeks

Hepatitis-B
immunisation

All 21,000 casesb 1.5–2
weeks

10% 1–2 days 1.5–2 weeks

Hormone
replacement

Postmenopau-
sal women

8,000 deathsb 3 months 50% 3 weeksc 3 weeksc

Aspirin
prophylaxis
for heart
attack

Men over 40 Approxi-
mately 30%
of men

Unknown Unknown Unknown Unknown

a Prevalence (all cases); b Incidence (new cases per annum); c Double for single sex;
d Not applicable following worldwide eradication; e Limited to this century only.
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Table 49.2 Clinical curative services: for selected diagnoses, estimated numbers
at risk and gains in life expectancy for those receiving successful treatment, with
gain in life expectancy for the US population and potential gain not yet achieved.
(Reprinted with permission from The Milbank Quarterly3)

Condition
treated

Relevant
population Number at risk

Gain per
individual
receiving
successful
treatment

(years)

Gain in life expectancy distributed
across US population

Current Potential

Cancer of
cervix

Adult women 13,000b 21d 2 weeksc 1 weekc

Colorectal
cancer

All 155,000b 12d 2 weeks 1 week

Peptic ulcer All 250,000b 10e 2 weeks Unknown

Ischaemic
heart
diseasef

All 6 milliona 14e 1.2 year 6–8 months

Hyperten-
sion

All 58 milliona 10e 3.5–4 monthsg 3.5–4 monthsg

Kidney
failure

All 41,000b 11e 2–3 months Unknown

Infant
respiratory
failure

Premature
infants

75,000–100,000b 20–30d 3–4 months Unknown

Appendici-
tis

All 273,000b 50d 4 months 0

Diabetes All 6 milliona 25 6 months Unknown

Pregnancy Women 15–44 4 millionb 45 2 weeksc 0

Pneumonia
and
influenza

All 400,000–1
millionb

9e 3 months 0

Tuberculo-
sis

All 27,000 casesb 15e 3 monthsh Uncertainh

Trauma All 50–65 millionb 24–38 1.5–2 months 3–4 months

a Prevalence (all cases).
b Incidence (new cases per annum).
c Double for women.
d For cancer of the cervix, colon cancer, infant respiratory distress syndrome, and appendicitis, we have

made rough approximations based on mean age at death and life expectancy at that age.
e ‘Gain in expectation of life at birth due to eliminating specified cause of death by race and sex, for

those who would have died, United States, 1979–81’ (National Center for Health Statistics, Curtin
and Armstrong 1988, Table E).39

f Includes coronary-artery surgery, coronary-care units, and medical management of heart disease.
g Impact of treatment of hypertension on stroke and heart mortality.
h Increased likelihood of poor compliance with treatment regimens and increased frequency of infection

with drug-resistant strains of tuberculosis make these estimates speculative and subject to change.

Ideally, one would like a single index of quality of life to pair with that for
life-expectancy. One candidate for this purpose that has gained some currency,
particularly among medical economists, is the quality-adjusted life year, or QALY.
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The QALY may be useful as a semi-quantitative basis for resource allocation; it
incorporates information on both life-expectancy and quality of life, and by
providing a single number may give an impression of precision. The quality of life
component is a subjective one, however, and may be a poor reflection of what
patients actually value.20

Whatever its merits in setting priorities for the purchase of services, the QALY
is of little use to doctors or patients in making clinical decisions. It does not help to
answer the patient’s question, ‘doctor, will the cataract operation allow me to read
again?’, nor will it help the doctor in his efforts to instruct a patient in balancing
the risks of stroke or heart attack against the unpleasant side effects of antihyper-
tensive therapy. If we want to measure these and similar questions more precisely,
there are more sophisticated ‘multidimensional’ measures of quality of life, such as
the Nottingham Health Profile and the SF-36, a 36 question ‘short-form’
instrument that measures functional status, mental health, and perceived well-
being.

But what of the need for a global index of quality of life that could be used to
estimate this important component of medicine’s contribution to the public’s
health? It would be of some interest to see this expressed in QALYs, and perhaps
such a summary statistic will be forthcoming. There are also global measures, such
as disability-free years and health-adjusted life years. Global indices of disability
such as these have the same problem as do ‘vital statistics’, including population
life-expectancy: unless disaggregated, there is no way of identifying the individual
determinants, let alone how much each contributes. If disaggregation allowed us to
make sense of life-expectancy, perhaps the same route would be successful in
estimating the impact of medical care on quality of life at the population level.

When medical care is successful in improving the quality of life, or in relief
from poor quality of life, it does so in many ways: by relieving pain, dyspnoea, or
depression; by restoring function, by improving vision; by preventing stroke, by
preventing osteoporosis. If we want to summarise such disparate conditions, we are
immediately faced with the well-known apples and oranges problem. There is,
however, a common denominator: severe chronic disease manifests itself in ways
that profoundly depress quality of life; these manifestations can be readily
measured and, added up, present an impressive inventory of the burden of chronic
disease. Their prevention or response to treatment can also be measured and
provide an equally impressive index of medicine’s contribution to health.

As a first approximation I have developed such an inventory, again from
secondary sources, of the months and years that an individual, or cohort of
individuals, has been spared the lessened quality of life associated with common
severe illnesses, mostly chronic, a few acute.4 Based on the inventory presented in
Table 49.3, I estimate that, on average, an individual has been relieved as a result
of medical care from about five years of poor quality. Estimates of increases in the
quality of life that I attributed to the treatment of hypertension illustrate how the
estimates were made.
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Table 49.3 Effects of treatments for selected conditions, estimated numbers at
risk, and symptomatic and functional relief for those receiving treatment.
(Adapted with permission from The Milbank Quarterly3).

Condition/
symptoms

Number at
risk

Lifetime
risk

Treatment Relief of
symptoms in

treated
patients

Proportion
treated

Potential
years of
relief per

100
population

Unipolar
depression

10.5
milliona

8–12%
men
20–26%
women

Drugs, ECT
psychotherapy

70–80% 50% 11

Ischaemic heart
disease and angina

150,000–
200,000b

10–15%
men
3–5%
women

Coronary artery
revascularisa-
tion; drugs

50–66% for 5
yrs.

? 20

Osteoarthritis
pain, joint
dysfunction

86,000b hip
41,000bknee
16 milliona

3–4% hip
1.5–2%
knee

Joint
replacement

85–90% pain
relief 70–80%
functional
improvement

? 20

Rheumatoid
arthritis

2.1 milliona 0.7%
men
1.6%
women

Drugs,
physiotherapy

Partial
symptomatic
& functional
improvement

Nearly all 20

Cancer, terminal;
severe pain

450,000–
475,000a

30% Analgesic drugs Nearly
complete relief

40–50% 15–30

Peptic ulcer severe
pain

250,000b 10–15%
men
4–15%
women

H2 receptor
blocking drugs

80–90%
healed in 4–8
wks

?

} 65–70

Gallstones with
biliary colic

0.5–1
millionb

27%
women
9% men

Cholecystec-
tomy

2/3 pain relief
at 2 years

?

Migraine, severe 18 million
women, 5.6
million
mena

10–15% Medication 50–75% relief ? 12–13

Post-operative
pain

22 million
operationsb

90% Epidural
anesthesia,
self-medication

Nearly
complete relief

25% 15

Benign prostatic
hypertrophy

125,000b 20–45% Prostatic
resection

79–93% relief
of symptoms

? 25

Osteoporosis &
fracture

1 millionb

(women)
10–12%
by age
65, over
20%
aged 80

Hormone
replacement
therapy; calcium

20%
reduction in
fractures in
1st 2 years,
then 60%
reduction

50% 17.5
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Condition/
symptoms

Number at
risk

Lifetime
risk

Treatment Relief of
symptoms in

treated
patients

Proportion
treated

Potential
years of
relief per

100
population

Poliomyelitis with
paralysis

All 0.5 to
1% prior
to 1950

Vaccine Nearly
complete
protection

74%
preschool
98%
entering
school

15–20

Rubella syndrome All 0.5 to
1% prior
to 1969

Maternal
vaccine

Nearly
complete
protection

98% 18

Non-fatal stroke 1.9 milliona 5% by
age 70

Treatment of
hypertension

50%
reduction in
incidence

50% 10–20

Asthma 10 milliona 5–10% Medication Relief of
dyspnoea
cough &
wheezing

50% 65–70

Myopia and
presbyopia

All but
blind

nearly
100%

Lenses Visual acuity
adequate for
most activities

Nearly all
at some
time

Cataract: 6 milliona 5–10% Lens removal;
intraocular
implant

75–95%
improvement
in visual
acuity

? 20–40

Impaired hearing 18 milliona

elderly
35–50% Hearing aid Improved

social
function,
communica-
tion

? 50

Trauma 50–65b

million
Nearly all Surgical

correction
rehabilitation

Restoration
of function,
pain relief
improved
appearance

? 20–30

? = not known; a = prevalence; b = incidence.

The treatment of hypertension contributes to the quality of life by lessening the
probability of non-fatal myocardial infarction and non-fatal stroke. Goldman and
Cook18 attributed 8.7% of the fall in fatal ischaemic heart disease that occurred
between 1968 and 1976 to the treatment of hypertension. Deaths attributed to
diseases of the heart fell, as discussed in the foregoing sections on life-expectancy,
from 307 to 156 per 100,000 between 1950 and 1989, about two-thirds of which
were attributed to ischaemic heart disease.17 If it is assumed that for every 100
ischaemic heart deaths there were 200 non-fatal ischaemic heart attacks, and if we
assume that patients survive on average ten years after a non-fatal ischaemic heart
attack, we estimate that there have been approximately 150 fewer years of
post-myocardial disability per 100 population in the lifetime of individuals today
than there would have been had deaths from ischaemic heart disease remained
unchanged from those of 1950. We credited 8.7% of this improvement, 13 years,
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to the treatment of hypertension. An increase in the medical control of hyperten-
sion above the 50% reported in 1986 by Drizd and associates21 could further
increase this benefit, perhaps to as high as 20 years per 100 population.

The age-adjusted death rate from cerebrovascular disease in the United States
declined from 88.6 per 100,000 in 1950 to 28.0 in 1989.17 The reported death rate
for strokes varies between 20% and 33%. We estimated, therefore, that between
120 and 240 fewer non-fatal strokes per 100,000 occurred in 1989 than occurred
in 1950. Assuming a five year average survival for patients suffering non-fatal
stroke, and therefore 600 to 1,200 fewer years per 100,000 of survival with stroke,
I estimate that there has been a decline in years with stroke of between 45 and 90
per 100 population. Marked increase in medical control of hypertension during
this period from less than 10% to approximately 50%,21 and the 45% reduction in
stroke observed in randomised trials of anti-hypertensive drugs22,23 could explain
as much as 15–20% of the reduction in stroke morbidity. Accordingly, I credit the
treatment of hypertension with a reduction of ten to 20 years of stroke-related
poor quality of life per 100 population.

The doctor-patient relationship

What happens between the doctor and patient during the medical encounter has a
profound impact on outcome. Its importance is unquestioned, but it has generally
been assumed that it could not be measured. On close examination, however, one
can find considerable quantitative evidence of benefits.

To begin with, there are some clear-cut effects for which quantification is
straightforward. The general practitioner, as primary care doctor, is, by definition,
a gate keeper, in that he or she must decide whether or not to treat and whether or
not to refer. The assessment and recommendation for or against therapeutic
intervention have a profound impact on outcome, the magnitude of which is
reflected in two and three-fold variations in rates of medical and surgical
intervention. How the clinician’s evaluation (with or without an explicit diagnosis)
and recommendation are communicated to the patient will also have a large impact
on outcome. Poor communication about drugs is considered to be largely
responsible for the failure of 30–55% of patients in America to adhere to
prescribed drug regimens.24

The decision to perform discretionary surgery is similarly affected by informa-
tion and advice given to the patient. Variations in what Wennberg calls surgeons’
‘practice styles’,25 their preferences for one or another therapeutic approach,
account for large variations in outcome. The patient’s participation when ad-
equately informed, as in the increasingly popular ‘shared decision making’ mode,
has already resulted in large changes in operation rates for benign prostatic
hypertrophy and for early breast cancer.26,27

Knowledge and belief are also key determinants of a patient’s peace of mind.
The provision of information can enhance patients’ sense of control or ‘self-
efficacy’, and perhaps optimism, each of which is strongly associated with
improved health status. Individuals who believe that their health is good live longer
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than others who manifest similar risk factors, but who assess their health as
poorer.28 Men recovering from myocardial infarction who ‘comply’ with prescribed
medicine, whether active or placebo, and who can be assumed to have a more
optimistic view of their prospects, die at half the rate of those who fail to take the
randomly prescribed medication.29,30

Optimism, a sense of hope, perhaps, a sense of control over one’s medical
destiny (or, at least, that one’s destiny is in the hands of a trusted doctor) may be
the common features that lead to better outcomes. If optimism and sense of
control promote health, can they be enhanced by doctors in their capacity as
information givers and carers? Surgical patients randomised to preoperative
instruction on how much pain to expect after the operation required less postop-
erative medication and were discharged earlier by the medical staff (who were
uninformed as to the randomised status of each patient).31,32 Patients suffering
from rheumatoid or osteoarthritis randomised to instruction in self-management
reported less pain and required fewer subsequent medical visits than control
patients.33 Surprisingly, the better outcomes were independent of subsequent
memory of the instructions or whether the recommended practices were adopted,
leading the investigators to conclude that the positive effects were mediated by
enhancing a sense of control.

The mechanism by which the positive effects of counselling, encouragement,
and reassurance are mediated may not be known, but the effect is a large one. The
placebo effect that accompanies a wide spectrum of medical and surgical interven-
tions is estimated to be responsible for about a third of their therapeutic
effects.34,35 The effect is equally large in ‘natural experiments’ such as the
Whitehall study of British civil servants, in which mortality rates vary two-fold
across employment levels, even after adjustment for all relevant risk factors, an
effect that has been attributed to control over one’s professional and personal life in
higher employment grades.19

Finally, the transfer of information alone is a product of the doctor-patient
encounter and has an important value independent of its use in any medical
decision. Asch and his colleagues, in an article entitled ‘Knowing for the sake of
knowing: the value of prognostic information’, developed a data-based model in
which the practice of performing tests that cannot alter management plans is
justified by the prognostic information it provides to patients.36 Berwick has
demonstrated that such information has monetary value to patients,37 and Sox has
reported an earlier return to full activity of men with clinically unimportant chest
pain when randomised to receive an electrocardiogram and measurement of serum
creatine phosphokinase.38

Conclusions

In a time of political ferment when hard choices must be made as to where and
how to spend public and private funds, it is important that decisions be made on
the basis of the best available information. Our estimates of medicine’s contribu-
tion to health are more than speculative and less than precise; they are approxima-
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tions extrapolated from secondary sources. We have urged that better data,
analysed with more sophisticated methods, be developed as the basis for a
continually updated inventory of life-expectancy and quality of life as improved by
medical care.3

These, or similar data, do not tell decision-makers what choices to make, but
they do help to inform the decision process. The public and its representatives in
Parliament or in Congress must choose among a large spectrum of competing
social programmes, only some of which are designed to improve health; and among
programmes to improve health, medical care is only one of several. Education,
housing, and employment, as the British Medical Journal has reminded us,2 also
affect health. But if we have been slow to document the effects of medical care,
and if our data are less precise than we would like, they are considerably firmer
than any that can be presented for the non-medical determinants of health.9

It is true that education, income, and occupation are strongly associated with
health, but, except for occupation, they are not independent determinants; they
may, indeed, be proxies for other determinants yet to be identified, and we have
only the vaguest idea of the mechanism by which they may affect health.
Education, housing, and employment are all highly important goods in their own
right, of course, with urgent and valid needs. Let us not, however, imagine that
enough is known about their effect on health to divert resources to them for that
reason alone.

The association of socioeconomic status with health has been known for a
great many years, but governments have been reluctant to take compensatory
action. Governmental inaction might reasonably be attributed to the absence of a
practical solution; indeed it is still unclear how to correct the disparities in health
that have been documented across all income and occupational levels, not merely
between the well-to-do and the poor and unemployed.39 By contrast, the scientific
basis of medicine is increasingly well understood, the outcomes of medical care are
being widely documented, and the cumulative benefits to the population can now
be tabulated as the basis for political action.
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50
Hippocratic oaths
Ray Tallis

Extracts from Tallis R (2004) Hippocratic Oaths. Atlantic Books.

A (very) personal introduction

Nothing could be more serious than the care of ill people, nor more deserving of
intelligent discussion. Few topics attract such media coverage; the National Health
Service is never far from the top of the political agenda; and most people regard
good health – and access to first-class care when they fall ill – as supremely
important. It is, therefore, regrettable that discussion of medicine – of medical
science, of clinical practice, of the profession itself – is frequently ill-informed.
Comment is often shallow, even when it is not riddled with errors of fact,
interpretation or emphasis. Reactive, piecemeal and disconnected from the big
picture, much analysis lacks historical perspective and ignores the complex reality
of medical care.

Notwithstanding all the books, column inches, air-time and screen-time
devoted to it, therefore, the practice of medicine remains virtually invisible.
Hippocratic Oaths, which contemplates the art of medicine from a broad perspec-
tive while not losing sight of the details, aims at making medicine more visible.
This is worthwhile not only because scientific medicine is one of the greatest
triumphs of humankind; but also because illness is potentially a mirror, albeit a
dark one, in which we may see something of what we are, at the deepest level.
Making medicine truly visible may cast some light on the greater mystery of what it
is to be a human being. That mystery is the starting point of this book.

Medicine, objectively, has never been in better shape. Its scientific basis, the
application of this science in clinical practice, the processes by which health care is
delivered; the outcomes for patients, the accountability of professionals, and the
way doctors and their patients interact with each other – all have improved
enormously even during my thirty years as a practitioner. Yet the talk is all of doom
and gloom: short memories have hidden the extraordinary advances of the last
century. The danger is that endless predictions of crisis may become self-fulfilling
by making the key roles of doctor and nurse deeply unattractive. This would be a
disaster, given that further progress will require more, not less, medical and
nursing time.
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The curious dissociation between what medicine has achieved and the way in
which it is perceived originates outside of medicine itself. While medical practice is
continuously improving, it has not kept up with patients’ rising expectations. Many
things are much better than they were, but few things are as good as people have
been led to expect. Changes in patients’ expectations reflect changes in the world
at large. What is more, there is a tension between the consumerist values of society
and the values that have hitherto informed medicine at its best; values that have
driven its gradual transformation from a system beleaguered by fraud, venality and
abuse of power1 to a genuinely caring profession whose practices are informed by
biological science and underpinned by clinical evidence.

I believe that medicine is in danger of being irreversibly corrupted. This threat
comes not from within (where its values are struggling to survive) but from society
at large. The most serious dangers emanate from those for whom the moral high
ground is a platform for self-advancement, many of whom have never borne, or
have been willing to bear, the responsibilities that weigh on the daily life of
practitioners. The unthinking voices of those who have a shallow understanding of
the real challenges of medicine (and an even shallower appreciation of its
achievements) will make patient care worse not better. Their influence already
threatens to bring about a disastrous revolution in the values and attitudes of
health-care professionals: if we are not careful, the patient-as-client will receive
service-with-a-smile from a ‘customer-aware’ self-protecting doctor delivering
strictly on contract. If the current debased public perception is not challenged,
medicine may become the first blue-collar profession, delivered by supine, ses-
sional functionaries. This will not serve the longer term interests of people who fall
ill.

Everyone agrees that we need to rethink medicine; in particular its relationship
to society at large. This book offers an introduction to that rethink. We need to
take a long view and to unpeel the layers of second-order discussion that takes so
much for granted and has hidden the reality of a deeply human, and humane,
profession. Only on the basis of an appreciation of what has been achieved, and a
better understanding of the ends, aims and ultimate limitations of medical care,
shall we be able to begin an intelligent examination of the present discontents and
the future path; and arrive at a clearer understanding of what might be expected of
medicine and of those who deliver medical care.

The empowered consumer

Exaggerating the power of doctors goes hand in hand with exaggerating the
powerlessness of the patient. The demonized doctor-perpetrator is linked with the
canonization of the patient-victim as if decline in physicianly goodness must be
compensated by an increase in patient saintliness.

The very suspicion which has sustained the attacks on the standing of doctors
is that people are not trustworthy: that is why we are invited to believe medical
power to be intrinsically malign and that, without ever-closer regulation of
activities, doctors will behave badly. Left to themselves, they will be negligent,
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blundering, idle, uncaring, ignorant, fraudulent scoundrels who will damage
patients by acts of commission or omission. But patients are people, too, and will
share the faults of their all-too-human doctors. The emphasis on patients as
‘consumers’ is an inadvertent reminder that they are essentially self-interested.

For a physician to talk of the (necessary, understandable) selfishness of
patients may be rather shocking. Despite all the cynical talk, it is still assumed that
the patient – doctor relationship is one in which the doctors cares and the patient is
cared for, the doctor is trustworthy and the patient trusts, the doctor respects and
the patient is respected. In other words, the doctor is expected to have human
qualities that consumerism cannot accommodate. And so we have a lopsided
idealism: the patient is an empowered consumer while the doctor must altruisti-
cally treat the patient as an end in himself or herself. Most importantly, she will
not pass judgement on the patient, whatever demands for treatment, time and
attention he makes. She will certainly not judge the patient as harshly as would
another patient, a fellow consumer, waiting in the same queue. Indeed, she will
welcome the extra challenge presented by the patient-as-consumer because it is
evidence of the empowerment of the hitherto powerless.

The implication that ‘the empowered patient’ is a new species created by
politicians and other advocates implies that medicine overall is not patient-
empowering. This is a grotesque, indeed curious libel. The doctor who gets you
back on your feet, relieves you of pain, helps you recover your independence,
assists you in dealing with incontinence, or postpones your death, is empowering in
a direct, fundamental and radical way that can be matched by few other
professionals. Indeed, empowerment is what medicine is largely about. In some
cases, of course, the treatment doesn’t work; in a minority of cases, the treatment
is worse than the disease. This will be disempowering but only incidentally so: the
adverse effects of unsuccessful treatments are rarely the result of a direct intention
to kill or maim. Even a doctor who cannot cure your condition, but at least shares
with you his understanding of what is going on, is empowering. In some cases the
attempt to communicate that understanding will fail and in other cases the
understanding will be wrong: doctors make mistakes like other human beings.

For some critics of the medical profession, this will be beside the point: those
who are preoccupied with the medical profession’s power to disempower are often
concerned more with the process – humiliating, undignified, inconvenient – than
with the outcome. And there will indeed be cases where the experience of the
treatment will be more disabling, humiliating, dependency-creating, than the
illness. But this is not routine and certainly not intrinsic to the patient–doctor
relationship.

Others who are preoccupied with the power of both individual doctors and of
the medical profession will focus on ‘medicalization’: the translation of human
unhappiness, foibles and faults – all the various ways in which humans may deviate
from the stipulated norm – into medical problems. The profession has been
criticized for medicalizing sexual diversity, grief following bereavement, hyperactiv-
ity in children, and childbirth, in pursuit of their ambition to be agents of social
control. However, there have been equally vocal critics of profession’s failure to
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acknowledge the same conditions as medical problems: doctors have been pilloried
for freeing sexual deviants, who subsequently turn out to be dangerous repeat
offenders, from institutions; for not diagnosing pathological grieving and withhold-
ing antidepressants; for failing to diagnose badly behaved children as having
Attention Deficiency Hyperactivity Syndrome and not offering medical treatment;
and for failing to intervene in childbirth.

‘Medicalization’ is often forced on doctors by the families of patients, as the
following examples demonstrate.2

An old man has attempted suicide with digoxin. The psychiatrist finds nothing
wrong with his psyche but writes that the patient’s intentions to commit
suicide were serious. The family, the social worker, and the legal adviser of the
hospital concur that the patient should be restrained in bed. The physician is
the one to write the order. On the day the patient is extubated [has the
nasogastric tube removed] he tells his story. He is lonely, sick and in pain. His
wife died and he is disappointed with his daughters. He wants to die. Because
the physician fears litigation, he renews his order of constraint. He knows that
he has done wrong.

The family of a sixty-year-old man with terminal metastatic cancer refuses to
take him back home. His pains are well controlled, and they know that nothing
more can be done for him. But we cannot conceive that he will die at home,
they say. The task to comfort and cope with the dying man is left to the doctor
who has known him less than a week.

Another aspect of medicalization is described by Roy Porter:

Thanks to diagnostic creep or leap, ever more disorders are revealed. Extensive
and expensive treatments are then urged, and the physician who chooses not to
treat may expose himself to malpractice accusations. Anxieties and interven-
tions spiral upwards like a space-shot off course … Doctors and ‘consumers’
are becoming locked within a fantasy that everyone has something wrong with
them, everyone and everything can be cured.3

As the authors of the paper from which these examples are taken, say:

These aspects of medicalization make doctors miserable. The bad things of
life: old age, death, pain, and handicap are thrust on doctors to keep families
and society from facing them. Some of them are an integral part of medicine,
and accepted as such. But there is a boundary beyond which medicine has
only a small role. When doctors are forced to go beyond that role they do not
gain power or control: they suffer.

This is how ‘medicalization’ looks from the inside. It is more often imposed on
doctors by societal expectations than imposed on patients by a power-hungry
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profession wanting to expropriate every human woe or variation for itself.4 It is
illustrated by the treatment of homosexuality as a sickness. An issue of the British
Medical Journal on the thirtieth anniversary of the official declassification of
homosexuality as a mental illness speaks of its medicalization as part of ‘medicine’s
shameful past’ and ‘one of its many mistakes’.5 This is unfair. From the standpoint
of the twenty-first century, this does look barbaric; but from the standpoint of the
1950s and 1960s, this was comparatively enlightened and more liberal than the
views in the population as a whole. After all, until 1967 in the UK and much later
in other parts of the world, homosexuality was a criminal offence with jail as the
standard management plan. What is more, it was the medical profession, against
much internal and external resistance, that accepted that homosexuality was a
personal choice rather than a crime or a sickness. In this respect the profession has
been doubly enlightened: first decriminalizing and then demedicalizing what
many – notably in the Catholic and Anglican churches and in Islam – still con-
demn as a mortal sin. The ‘shameful past’ is the past of society as a whole, not
medicine in particular, which remains ahead of much disempowering public
opinion.

The idealization of the patient as the marginalized, put-upon, disempowered
victim of medicine, or of a system of care (the NHS) that ‘seems to work for its
own convenience not the patient’s’,6 ignores the fact that the patient is primarily
self-interested and how his or her self-interest is potentially in conflict with that of
other patients. An anger that is not exactly selfless may none the less be moralized:
in asserting their rights, in expropriating power for themselves, patients often
believe they act on behalf of others; as victims they are striking blows for victims
everywhere. Time and again one hears it said by a complainant that his only
motive for suing for compensation is to protect others from the injustice/the
wrong/the blunder in future.

The emphasis on the ‘disempowering doctor’ when clinicians have never been
more able and willing to liberate patients from the intimate disempowerments of
illness, reflects how technology and technological skill – in short, expertise – are
taken most for granted when they are most effective: the hard-won, uncertain and
limited benefits of the past were more appreciated than the massive advances upon
which medicine presently stands.7 Routine success ceases to be success.

Because illness is intrinsically disempowering, those who try to deal with its
impact tend to be experienced as agents of disempowerment, even in those cases
where treatment is entirely successful. The very processes of cure and care seem to
compound the loss of volition resulting from illness. Clinicians, although they aim
to restore the health and freedom of the patient, may seem to be part of the
problem – a consequence of illness, rather than the solution. Anger at the
disempowerment of illness is especially likely to be transferred to those who try to
alleviate it where the process is complex, inconvenient and painful, and the
treatments, notwithstanding their net benefits, have adverse effects.

The General Medical Council’s list of the doctor’s duties includes the
command to ‘listen to patients and respect their views’. This is more than giving
the patient air-time to describe her symptoms: it includes acknowledging her
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expertise. A good consultation is a meeting between experts: while doctors are
experts on medical problems in general, patients are experts on how they
themselves experience these problems. Only the patient can determine whether she
is finding a treatment of net benefit.

In my own clinic, I often leave it to the patient who has had only rare minor
epileptic fits, to decide whether she wants to continue her anti-epileptic medica-
tion, with its side effects, or try doing without, knowing that this carries an
increased risk of recurrence of fits, with implications for driving and other
potential undesirable consequences. The same applies to the preference for
medication: if the patient says tablet A is preferable to tablet B, then it would be
absurd for me to contradict this, assuming that both tablets have the same general
efficacy and range of indications. I can bring the recent pharmaceutical literature
to the discussion and the patient brings her direct experience: we have the basis for
a dialogue in which each of us respects the other’s expertise. None of this is in the
slightest bit revolutionary or even exceptionally progressive.

Patients with chronic diseases will certainly be experts. Providing that they
have reflected responsibly on their experiences and acknowledge the limitations of
generalization from a single case to others, they have much to give other patients
with the same condition. If after fifteen years of living with diabetes I wasn’t some
kind of expert on it, there must be something wrong with me and/or my clinical
advisers.

Expert patients are often employed to instruct, encourage and support others.
What this brings to medical care is not as novel, or as subversive of the medical
establishment or challenging to the hegemony of doctors, as is sometimes
suggested. Doctors have for a long time encouraged patients to consult other
patients, particularly when they are contemplating medical procedures about
which they may be uncertain, such as amputations and colostomies. And support
groups run by patients have long been welcomed by physicians. Moreover, it is
routine in the research into the comparative benefits of treatments to include
patient preferences, and quality of life measures, in a systematic way. The ‘expert
patient’, in other words, is not new, except as a term of ideology: and here
problems may arise.

A patient who is expert on his or her own condition is not always an expert on
other patients, even those who have the same condition. This follows from the very
fact emphasized by those who stress the expertise of the patient: that every patient
is different. Extrapolating from one’s own experience to that of others is rarely
straightforward and this makes some expert patients a liability. A patient who, on
the basis of her own bad experiences with medication, advises others that they
should give up theirs may be well-intentioned but is dangerously irresponsible. She
is setting her own experience of a single case against the experience of many
thousands of other patients. Clinical advice is best rooted in rigorously conducted
trials which tap into the experiences of patients in a way that minimizes bias and
the play of chance. However, the use of expert patients as a new ‘epistemic
community’, a special caste whose views have to be deferred to, should be
evaluated as carefully as any other therapeutic ploy.
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Notes

1 The history of tribal or traditional medicine and, until relatively recently, of
Western professionalized medicine.

2 Leonard Leibovici and Michel Lievre, ‘Medicalization: peering from inside
medicine’, British Medical Journal, 2002, 324: 866.

3 Roy Porter, The Greatest Benefit to Mankind: A Medical History of Humanity
from Antiquity to the Present (London: HarperCollins, 1997), p. 718.

4 Some have suggested that the very use of the term ‘patient’ is disempowering,
recommending alternative terms such as ‘user’ and ‘client’. This has been
debated by J. Neuberger and R. Tallis, ‘Do we need a new word for patients?’,
British Medical Journal, 1999, 318: 1756–8.

5 Rhona MacDonald, ‘Lessons from medicine’s shameful past’, British Medical
Journal, 2004, 328: 411.

6 Alan Milburn, ‘Redefining the National Health Service’, speech to the New
Health Network, 4 February 2002. Tell this to the surgeon who has got out of
his bed night after night, or the physician who works 59 hours a week on a
37.5-hour contract, or a nurse who again and again is late picking up her
children because there is too much to do on the ward, to the GP who will have
seen a total of 250,000 patients in his forty-year career, or a manager who
comes in Sunday after Sunday to implement the latest government initiative.
In the most recent survey of NHS staff (reported in Hospital Doctor, 8 April
2004), 75 per cent of staff said they routinely worked more than their
contracted hours. Twelve per cent worked more than ten hours of unpaid
overtime in an average week. Finally, in a recent survey of 1,001 doctors,
77 per cent of respondents reported that their job prevented them from
spending adequate time with their family (Hospital Doctor, 8 April 2004, pp.
10–11).

7 This in part explains why, as Theodore Dalrymple has pointed out in Mass
Listeria.The Meaning of Health Scares (London: André Deutsch, 1998), p. 61,
that ‘trust in the medical profession seems to be inversely proportional to the
scientific basis of its practice: it was accorded the most authority when it least
deserved it.’
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A Reader in Health Policy and Management

This reader offers instant access to fifty classic and original readings in health policy
and management. Compiled by experts, the editors introduce a framework setting

out the key policy drivers and policy levers, giving a conceptual framework that provides
context for each piece.

Ten key themes are covered that are relevant to
managers and practitioners working in healthcare
systems throughout the world and reflect much of
the content of postgraduate programmes in health
policy and management. These are:

• The role of the state in healthcare 
• The policy making process 
• The allocation and distribution of resources 
• Markets and choice in healthcare 
• Accountability and regulation
• Quality and safety 
• General management and governance 
• Evidence based health policy and

management 
• The social context of health
• Cultural critiques of formalised healthcare

systems

Each reading is preceded with a short introduction, followed by a summary of key
messages, references and further reading so readers can explore areas of interest in
more depth. 

A Reader in Health Policy and Management is an ideal companion text to
Healthcare Management (edited by Kieran Walshe and Judith Smith) and is key reading
for postgraduate students, managers, leaders and clinicians working in healthcare. It will
also be of interest to those working in partnership with healthcare organisations and
located in the public sector, independent and voluntary sectors.  
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“This book shows the
great benefits of
expert selection of the
best writings on the
subject … this
selection in one place
is invaluable to
researchers,
practitioners, and
leaders of learning
programmes.”
Dr John Øvretveit, Director of Research
and Professor of Health Innovation and
Evaluation, The Karolinska Institutet,
Stockholm, Sweden




