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Foreword

As the shape of health care services is rapidly changing in response to a wide variety
of different factors, new opportunities are arising for nurses and nursing to develop
and expand the contribution that they make to patient and client care. Within this
context, there is a growing need for clinical leaders not only to develop their clinical
skills but also to find their way around the complex market arena in order to express
to others the rationale behind their services and the impact it has on patient and
client care.

The principle of marketing their services is new to many nurses, midwives, and
health visitors, as is the range of skills required to compete for resources and having
to account for their use in professional and business terms. However, it is vital that
such skills are learned if we wish to play a full role alongside medical and other
colleagues within both provider and purchaser settings, in shaping the type of care
which will be offered in the future.

Recognising these needs, the Department of Health commissioned this work which
offers both factual information about the structure of commissioner- and provider-
units within the health service, and very practical examples from the experience of
a number of clinical leaders about the influence of market forces on their day-to-day
lives. Positive actions which they have been able to take to ensure the services they

offer are well represented in business plans have been included and the new language
of marketing is made clear.

My thanks go to Dr Sandra Jowett for researching and preparing the text supported
by Professor Sally Redfern and Barbara Vaughan, whose experience of facilitating

and evaluating the Nursing Development Units programme has been drawn on in
developing the work.

I'am delighted to support this publication which, I have no doubt, will prove to be a
valuable resource in helping nurses, midwives and health visitors, whatever their
setting or speciality, to ensure that the services they offer are made explicit to others
and are well represented in business plans of the future.

RS

Yvonne Moores
Chief Nursing Officer/Director of Nursing
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Introduction

Aims of this report

This report has been written for practitioners who would like to consider how
marketing, particularly in the context of the purchaser—provider system, might be
relevant to their work. Drawing on the views and working practices of experienced
nurses it seeks to clarify some of the issues around marketing and purchasing! in a way
that will be helpful to practitioners. Appendices 1, 2 and 3 contain some of the
relevant background information about the climate within which marketing may
take place. There is information in this report for nurses who want to:

¢ play a more active role in the purchasing process;
e work pro-actively within a multi-professional forum;
e reflect on how nursing can be marketed effectively.

A recent government publication (GB DOH, 1993) emphasises that purchasers need
to know about good practice to ensure that it is more widely adopted. Interestingly,
the report highlights that very few purchasers know of the good practice for which
their providers have been singled out. It details a range of activities demonstrating
‘the potential of nurses, midwives and health visitors to take the initiative in
identifying gaps in service provision whether or not they are specifically nursing-
related’. Similarly, Bryant (1993) notes ‘the dramatic absence from the purchasing
literature of references to nursing, particularly in respect of descriptive accounts of
what is being done’ and stresses the need to write about what nurses are doing, to
stimulate discussion. The current report seeks to shed light on how practitioners can:

¢ identify gaps in provision;

® operationalise their ‘good ideas’ for developing practice;
* stimulate awareness and discussion of the structures in which they work.

1. The word ‘purchasing’ appears throughout this report because it is so widely used to mean
commissioning, that not to use it could be misleading.
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Study design

The main source of data for this study was a focus group undertaken at the King’s
Fund in March 1996. Focus groups are a well-established qualitative research method
used to investigate participants’ perceptions of defined areas of interest (Nyamathii
and Schuler, 1990). They are a valuable tool in the search for a systematic
understanding of everyday experience. Experienced practitioners, mainly clinical
leaders from Nursing, Midwifery, and Health Visiting Development Units (NDUs),
were invited to the group to discuss marketing and purchasing. Most of the examples
from practice displayed in boxes in this report emerged during this group discussion.
Further details of the approach taken are provided in Appendix 4 and the focus group
members are listed in Appendix 5.




Marketing — issues and strategies

Why marketing is relevant to practice

Participants in the focus group felt that there had been considerable changes in the
attitudes and perceptions of nurses in the last two or three years in relation to
marketing. There was much greater awareness of how nursing fits into the ‘business’
approach of the NHS. The point was made very strongly that, given the current
climate of change, it is important for all health care staff to be aware of the decision-
making and priority setting that is taking place and that nurses need to make their
voice heard. If this does not happen, changes will be made without the perspective
of the largest work-force in the NHS.

As Marsh and Macalpine (1995) suggest:

There is a need for awareness of the scope and strengths of the nursing role and
practice, as well as the confidence to use that awareness in working for change with
the other shareholders, who often have quite limited perceptions of the role of nurses
in the organisational setting.

In the same vein, Adirondach and MacFarlane (1990) explain that:

Sensible organisations are those which are taking action now to ensure they can take
advantage of the contract culture, without jeopardising their current activities or
losing sight of their objective. .

The case to be made here is that marketing is relevant to practitioners because it
underpins daily working practices — even at the level of when to discharge a patient
— and provides a route for them to develop their practice. Marketing, as described
here, broadens the nurse’s role and encourages professional development.

Marketing in this context can mean:

* finding a niche for a ‘good idea’ for extending practice or being innovative;

* knowing where these ‘good ideas’ could fit into the system;

* meeting people’s right to know — otherwise users may be unaware of a service
from which they could benefit;

® the development of reflective practice as a means of clarifying what is being
‘sold’; '

¢ celebrating achievements;
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* adopting a strategic approach to achieving service improvement;

* encouraging nurses to feel good about their work and about saying so in public;

* turning the one-way channel of information (from practitioners upwards) into
part of a genuine dialogue;

* writing effective action plans by knowing how your work fits into organisational
structures and procedures;

® an examination of ethical practices and dilemmas as staff consider more fully
how they should respond to situations.

Involvement in decision-making

A recent report (GB. NHSE, 1994) outlines a strategy for the development of
purchasing, which represents ‘a significant step towards a primary care-led NHS, in
which decisions about the purchasing and provision of health care are taken as close
to patients as possible’. Nurses are potentially able to exert an influence on decision-
making at various levels. In the example in Box 1, community nurses are seeking to
have an impact at the practical level of service delivery and at a philosophical level
of service development. They are ‘selling’ their service to GPs, focusing on the skill
mix required for the work and the optimum ways to develop provision.

Box 1

A locality manager for community health services outlined two key ways in which she
and her colleagues needed to influence purchasers — one concerning practice and one
the whole service approach.

€ To move away from using number of patient contacts as the measure of service
delivery. Much more sophisticated recording systems are needed to reflect
accurately the wide range of activities community nurses undertake with patients.

¢ To emphasise the breadth and scope of the public health role community nurses
could play.

More specifically, the example in Box 2, raised by a member of the focus group,
highlighted how the nurse’s day-to-day professional judgements — this time relating
to an 85-year-old patient — need to be set in a broader context. One option here
would be to ‘protect’ junior colleagues by not discussing this wider context with
them. The issue then is the extent to which senior personnel should facilitate a
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working environment where all staff are aware of the background to decision-
making. A balance needs to be struck between putting staff in situations where they
could feel compromised and not giving them the possibly empowering information
that they might wish to utilise.

Box 2

There were concerns on a cardiology ward about when an elderly patient sheuld be
discharged. He had responded well to the treatment he had received, but nurses were
undecided about whether he should go home or whether the beneficial effects of
extending his stay slightly would reap rewards in the long-term. The ward manager’s
decision-making was informed by an understanding of the need to justify patient
throughput figures and other performance indicators. They provided the context for
professional judgements about patient care, although not all her nursing colleagues
were aware of the complexity of the decision-making process in which she was
involved.

As nursing’s working practices and roles change and develop, the opportunities for
playing a fuller role in decision-making and service development will increase. Group
participants outlined several ways (see Box 3) in which changes in their practice had
strengthened these possibilities. One practitioner explained how GPs were now
liaising with her and her colleagues far more regularly and were expecting to discuss
discharges from hospital and after-care with them. This responsiveness to the nurse-
led service emphasised how roles could be adapted. Five years ago, the current lines
of responsibility and contact would have seemed unrealistic.

-

Box 3
Examples of nurses’ changing role that may impact on their contact with others:
€ nurse-led services;
€ enhanced work in rehabilitation;
€ expertise in working with people with eating disorders;
& developments in treating cancers;
2

programmes for self-medication.
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‘Good ideas’

Another illustration of the way in which marketing has a practical significance for
practitioners relates to how to deal with ideas for extending practice. Without an
awareness of how they could ‘market’ developments, or indeed how they could be
incorporated into policy-making, nurses may not go beyond the ‘good idea’ stage.
The examples in Boxes 4 and 5 show how practitioners were able to move patient
care forward by working with the system in which they operated.

Box 4

Nurses working in a [nurse-led] children’s out-patient department were concerned
about the number of children they were seeing who suffered from enuresis. The
establishment of a nurse-led clinic specialising in this difficulty has proved to be a
great success. Initial concerns about the appropriateness of nurses managing this
service had been overcome and the clinic was thriving with a list of 70 or so children.

Box 5

Staff on an oncology ward were keen to develop their knowledge of ways in which
the ill-effects of treatments could be dealt with as part of their service to patients.
They found evidence that massage could be used therapeutically to good effect
following radiotherapy, and nurses were able to attend training courses on this
technique. By identifying this need, developing skills to enhance their practice, and
making the case for offering this service, the nurses were able to secure funding for 20
hours of staff time per week to offer massage to patients.
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What marketing is — and is not

In identifying how marketing can be an effective part of nurses’ working practice, it
is important to explore its many and varied facets. Patient satisfaction is one key
feature. As the example in Box 6 illustrates, one spin-off of best practice is that
‘consumer’ satisfaction (in this case of a relative) may result in some rather
unexpected marketing, and indeed may generate a network of ‘supporters’.

Box 6

A terminally ill patient was admitted to a ward for elderly people, following a series of
admissions to other areas. At this difficult and emotional time, his wife had been
unhappy with his previous placements and had not formed constructive relationships
with hospital staff. Being aware of these difficulties, staff in this ward, where the
patient subsequently died, worked extremely hard to forge links with his family and
were able to establish a mutual understanding. The patient’s wife appreciated this
effort at such a critical time, and she became an ‘ambassador’ for the ward,
‘publicising’ the quality of care she and her late husband had received throughout the
local community. Staff were delighted that their ability to provide such support, in
difficult circumstances, had had this wider impact on how their unit was viewed.
Such consumer satisfaction was a powerful tool in their development of a marketing
strategy for their work.

Some key characteristics (and some misunderstandings) in relation to marketing are
presented in Box 7 on page 8. The purpose of these lists is to spell out how marketing
can simply mean what many nurses are doing or. developing anyway, namely
evaluating their work so that it can be undertaken more effectively.

Communicating effectively

There is considerable scope for nurses to reflect on their practice and identify who
needs to know what about their work. Having identified the target groups, the
challenge then is to develop effective forms of communication. Bryant (1993)
suggests that ‘purchasing needs people who can listen to and speak several health
languages’ and that nurses are ideally placed to do this.

Effective communication has two main components, and these are outlined in Box 8
on page 9. The first is how language is used to describe something in an intelligible
way to a range of audiences and the second is how appropriate terms are used to
encourage understanding. These points apply to both written and spoken wors.
Information leaflets, for example, may be introduced with the best of intentions and
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Box 7 — MARKETING

WHAT IT IS

ldentifying, anticipating, fulfilling,
‘customer’ needs

Acknowledging, recording and
publicising strengths and successes

Establishing professional office
practice for everyday activities such
as answering the telephone and
dealing with queries

Maintaining a courteous, helpful and
well-organised approach for everyone
who has contact with the service

Creating a welcoming, attractive
physical environment

Effective communication including
developing well-produced, accessible
written material

A set of attitudes and techniques designed
to evaluate what you do and how you do
it so that it can be done more effectively

PROVIDING AN EFFICIENT, EASY-TO-USE
SERVICE

yet, if the language is by, and for, professionals, large sectors of the target population

may ‘switch off’.

Clark et al (1995) explain how the NHS reforms have ‘ushered in a whole new
vocabulary” which has rapidly been adopted by those concerned with health care
provision. They quote the Hunter et al (1994) list of concepts which need to be
understood by health care professionals: managed competition, internal markets,
purchaser/provider separation, diversification of supply to include the voluntary and
private sectors, health gain, regulation and consumerism.

WHAT IT IS NOT

¢ Something only the commercial sector
needs to consider

A trend that will pass

A frivolous activity only useful to
influence consumer spending on food
etc

* Unnecessary in an organisation
providing a service

IRRELEVANT TO DEVELOPING BEST PRACTICE
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Box 8 — LANGUAGE DILEMMAS

There is a need to describe your aims and outcomes to a wide range of people
including:

4

4
4
4

purchasers
patients/clients/relatives/carers
other nurses

other health care workers

Each group uses different terms. The challenge is to use the appropriate terminology to
ensure effective communication, for example:

PURCHASERS MIGHT USE

performance indicators .
outcomes .
audits .
targeted services .
increased uptake of services .

NURSING COLLEAGUES MIGHT USE

holistic care

therapeutic management
reflective practice

self care

individualised care

The goal is the same — to share knowledge and experience — the words used are:
TARGETED FOR A SPECIFIC AUDIENCE

Developing communication skills

Spontaneous comments about the value of a communications workshop, held at the
King’s Fund, emerged from members of the focus group. This session had been
motivating and worthwhile, offering insights and advice on how to proceed as
professionals who wanted to publicise what they were doing. Drawing on

communications expertise had opened up a range of new possibilities, as outlined in

Box 9 on page 10.
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Box 9 — THE COMMUNICATION WORKSHOP

A one-day session of advice and discussion on effective communication had been held
for clinical leaders of NDUs. Four years on, the workshop, which was facilitated by a
professional communications expert, was warmly remembered by group participants as
having stimulated them to view their work quite differently.

The course aims were to: .
@ discuss communication challenges facing NDUs;

@ become familiar with procedures for dealing with the media; v
& consider options for local printed publicity.

The course content was:

@ dealing with the media;

€ communication challenges;

€ with whom do we want to communicate?

g

maintaining a high profile for NDUs.

There is some very useful literature available on developing skills to communicate
effectively, which may be drawn on by practitioners keen to develop in this way. The
example in Box 10 illustrates one strategy for use by those wanting to enhance the
effectiveness of their negotiations with others.

Box 10 — SEVEN KEY STAGES IN APPROACHING NEGOTIATIONS
Define goals and objectives ¢
Clarify the issues

Gather information

— ———e

Humanise and set the climate
Prepare for conflict

Prepare for compromise and resolution of the issues

* 6 6 & & 0 o

Prepare for agreement and confirmation

Source: Maddux (1988)
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Fisher et al (1991) write of ‘principled negotiation’ — a series of guidelines for dealing
with potentially fraught working relationships. Their suggestions include:

e playing a more active role in the purchasing process;

e separating the people (with whom you are negotiating) from the problem;

e focusing on the best outcomes rather than any entrenched ‘positions’ —
all players are interested in the best possible service for users;

e secking options for mutual gain and not ‘win or lose’;

¢ establishing objective criteria to aid decision-making.

Providers are reminded that negotiations are two-sided and that ‘you have something
they want’ — the ability to provide a good service, a responsiveness to users and the
community, flexibility and value for money — and urge them to ‘hold on to your
strengths’.

Similarly, Maddux (1988) emphasises the need to think through the issues, to
identify what is important and why, so that you can present your views to the other
party in a way that helps them to understand what you are saying. Trying to identify
priorities for the other party and how they are likely to respond should facilitate
constructive discussions. Maddux suggests that this work on identifying issues should
be followed by finding out about the people with whom you will be negotiating, and
the practical details of the negotiating process.

Information and anecdotes

The group participants discussed the use of anecdotes and case histories in the
process of negotiating with decision-makers. Having prepared carefully for meetings
or presentations to which they had been called, they had the relevant statistical
information available in detailed reports about what they were seeking to promote.
While not suggesting that anecdotes or the experiences of individuals could form the
basis for a debate, it was clear that sometimes they helped to force a point home or
to make concrete something of which the decision-makers may have had no
experience. One participant, for example, had prepared a paper on pressure sore
prevention and the strategies she and her colleagues were proposing for community
nursing. Their points and concerns had been accepted, but it was felt that their
photographic evidence of pressure sores had been extremely influential in gaining the
attention of the planners.




12 Every Nurse's Business

Looking outwards

Group participants were clear about how nursing needed to utilise its ‘marketable’
qualities and some of these suggestions are outlined in Box 11. There needed to be a
systematic ‘tuning-in’ to how nurses could play a full part in the system in which they
worked. By routinely noting their positive outcomes, nurses could be sending a much
more coherent message about their work. Similarly, finding out about parts of the
system that related to their work could significantly influence how much of a
contribution nurses made. For example, focus group members felt that it was possible
to ask for straightforward information about the relevant parts of a complex,

organisational framework, such as financing. These and other strategies are outlined
in Box 12.

Box 11 — MARKETING STRATEGIES

Group participants identified ways in which they and their colleagues could market
nursing more effectively:

€ Capitalise on positive outcomes/features of best practice.
€ Network effectively with all who have a stake in practice and its development.

@ Cstablish channels of communication to inform all who need to know about the
work of nurses and the successes. Resist the professional ‘pat on the back’ that
goes no further.

€ Remember that many people are in hospital because it is nursing they need, and
make the voice of nursing heard.

€ Develop an awareness and understanding of the parts of the structure and the
procedures that directly affect your work. It is not necessary to be aware of the
whole accounting structure of the organisation for which you work, for example,
but it is essential to be familiar with the part of that structure that impacts on your ¢
practice.

@ See your work as part of a strategic plan for providing the best possible care so that
you are not simply reacting to requests and demands.

@ Set your workplace development in the context of your organisation’s objectives
and with an awareness of purchasers’ priorities and plans.
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The group members varied in how much contact they had had with purchasers and
how appropriate it would be for them to have such contact in their current post. The
locality manager was in the most direct regular contact with purchasers and the
clinical leader, in a unit funded by extra contractual referrals (ECRs)? was also more
involved with purchasers than would generally be the case. For some of the group
members, knowing more about who the purchasers were and how they operate would
have been helpful. What group members had in common was a desire to know about
the structures that had an impact on how they worked, and to take all the
opportunities they could to market their unit and develop its potential. This was not
an elite that had worked though the process, but a group that wanted to be well-
informed and innovative.

Participants’ discussions of their marketing experience linked with a broad notion of
looking out beyond the immediate working environment and relating to others about
the practice in which you are engaged and the structures in which you work. The key
elements of these are presented in Box 12.

Box 12 — WORKING WITH OTHERS

PRACTICE STRUCTURES

Having contact with: Understanding:

®  nurses ¢ financial arrangements

¢ others ¢ purchaser—provider systems

* constraints on all key players

* where immediate practice fits into the
organisation
PROCEDURES

Knowing about:

* the organisation’s objectives

* priorities, strengths and limitations

* the consultative and decision-making procedures

¢ developing effective channels of communication

2. These are referrals to provider units which do not have a core contract with the purchaser.
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Group participants varied in the openness and supportiveness of the working
environment of which they were part. Some of them were in direct contact with
purchasers because of the role they had or the way their provision was organised.
What was clear, however, was that all were interested in maintaining an informed
presence and in being able to lead junior colleagues to an understanding of their
wider responsibilities to marketing, etc. An example of this is presented in Box 13.

Box 13

Staff in one unit were uneasy about the activity targets set for them for the coming
year and were concerned about the high level of corporate overheads operating in
their organisation. They saw the targets as having been imposed on them arbitrarily by
‘management’. The clinical leader had, in fact, been involved in setting them as part
of the negotiations for developing provision. These discussions had focused on how to
ensure that the service was cost-effective, yet maintained quality standards and the
capacity for staff support and development. It had been important here to emphasise
to staff that they had been represented in these negotiations and that their service did
not exist in a vacuum. An awareness of the connections between activity targets and
the cost of providing the service and of the relationship between price and market-
ability was essential if they were to understand, and respond to, the context in which
they worked.

Where lines of management were clear and supportive, group participants were
invited to contribute to business plans etc., but frequently information was all one-
way. Some did not know to what they were contributing, neither did they feel they
received sufficient feedback. They would like to have felt part of the wider structure,
rather than simply to have been transmitters of information about their unit.

Group participants felt that practitioners sometimes became embroiled in the
negative, frustrating aspects of their work and lost sight of the many positive
outcomes they secured. This need to emphasise achievements and effective practice
was not always recognised. A massage service for patients receiving radiotherapy
could be presented, for example, in terms of its proposed outcomes and its potential
for prevention. Such a service could:

¢ case the pain and discomfort for patients after treatment;
¢ decrease the chances of re-admission as an in-patient;
® shorten the length of stay in hospital by speeding up the recovery process.
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Linking such strategies with a business approach suggests ways in which practitioners
can influence the contracting process appropriately, as outlined in Box 14.

Box 14 — ErreCcTiVE CONTRACT MANAGER

j € Your business plan makes it clear that you know what you are doing as
* professional carers.

*

You have the means of ensuring that the quality of service to your clients is
4 appropriate to their needs.

You have ways of monitoring that it remains so.
Services are offering value for money and the costs have been thought through.

You have an appropriate and effective management structure.

* 6 o o

You can demonstrate a commitment to staff and to developing their skills and
competence.

4

You have information systems to tell purchasers how all these things are working.

Source: Dutfield (1993)

Box 15 overleaf illustrates the need to capitalise on positive outcomes. An
approach to work that was alert to marketing would have ensured that this positive
message was used constructively. The calls for evidence-based practice (GB Welsh
Office, 1995 and Vaughan and Edwards, 1995) illustrate the importance being
attached to the recording and dissemination of such outcomes. In the same vein,
Marsh and Macalpine (1995) report that ‘the key theme that emerged for nurse
managers was naming and recognising their value’. The need for a different approach
to ‘publicity’ is highlighted by the SNMAC3 (1995) who feel that: ‘Family health
visitors have been too reticent about the promotional and preventive value of what
they do, and often overlook rigorous evaluation of the innovative solutions to
problems they have detected’.

3. Standing Nursing Midwifery Advisory Committee.
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Box 15

Two surveys, conducted four years apart, by the Community Heajth Council in the
town served by a large maternity unit had suggested a decrease in post-delivery pain
and discomfort for local women. This decrease coincided with midwives taking a
more extended role in the suturing of women following childbirth. This potential
‘boost’ for the development of midwifery practice had not been capitalised upon, or
publicised to anyone outside the immediate practice environment.

As shown in Box 16, the role of practitioners is sub-divided into two approaches: pro-

active and re-active. The first is about looking outwards routinely and capitalising on

opportunities. It relates to Marsh and Macalpine’s point (1995) about the increasing

importance of practitioners asking: ‘How else could we do this?” The second is

concerned with responding to the views and reactions of others. Both have a key role

to play in the development of a responsive practice base.

PRO-ACTIVE

€ |dentify gaps

® Take steps to meet them

€ ‘Sell’ to managers and purchasers

e.g. Nurses working in oncology had
large numbers of patients with
lymphoedema for whom they had no
specialist service. Having identified a
need they undertook the appropriate
training to develop the service and
gained the necessary competences.
Specific support for those patients has
now become an integrated part of this
unit’s provision.

Box 16

RE-ACTIVE
€ Changing or ceasing service

e.g. A team of health visitors recognised
a need to respond more effectively to the
needs of their local population and
revised their staffing structure to allow
one colleague to work exclusively on
public health work. This specialist post
had enhanced the service’s responsive-
ness to clients and its involvement in
multi-agency work.

€ Starting new work in response to
‘customers’

e.g. When a patients’ forum was’
introduced, staff working with elderly
people were made aware that clients
were reluctant to use the garden due to
anxieties about not being able to contact
staff should they need to. Knowing of
thaese concerns, staff negotiated with
managers to extend the call-bell system
so that it could be used from the garden
area. This meant that clients could
benefit more fully from the outdoor
amenities available to them.
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Working with GPs, to take another example, could mean the development of a
shared understanding, as was the case in the community nursing service already
discussed; alternatively, it could refer to developing collaborative working practices
and channels for communication. One of the group participants reported that her
unit’s contact with GPs had highlighted the vast amount of documentation the latter
received. The unit had therefore made strenuous efforts to provide an accessible,
responsive system that GPs could access. GPs were visited, given written information
about the unit, and telephone calls and enquiries were dealt with efficiently. The
presentation of the unit was seen as crucial to ensuring its place in health care
provision. As one participant explained: ‘You could offer the most brilliant service
[to clients] and if the GP doesn’t know, so what?’

Public images

How the service appears to outsiders and the image it conveys has implications
beyond the nurses involved. The receptionist, for example, will be most people’s first
contact with the health centre and how the initial conversations with him or her are
received will influence how provision is seen. All the administration and clerical staff
need to be aware of the importance of their response to callers and visitors, and of
the part they have to play in creating the public image of the service.

The group participants were also accustomed to requests to visit their workplaces and
they had developed strategies to manage these demands. One effective system was to
decide on dates for visits well in advance, advertise them in the nursing press and
then give these dates to any enquirers. This limited the disruption to work and yet
gave a positive response to those who were interested in the unit’s practice. In some
instances, visitors were charged a nominal sum of £10 to cover costs (for example of
photocopied articles or refreshments).

This need to look beyond the immediate demands of the working environment can
be extremely stressful, and balancing competing pressures was a persistent theme in
the focus group. Identifying a specialist niche was an extra responsibility and it was
difficult to judge when to invest time and energy for a potential gain in the longer
term. If managers were unable to support an initiative at the early stages, it was
difficult for practitioners to decide whether to extend their work or to wait for support
that may not be forthcoming anyway. This need to be ‘visionary’ was new to most
practitioners and group members emphasised the need for support and effective
teamwork if they were to take it on. It required a commitment to planning for the
immediate working area that was pro-active and well-informed. An illustration of how
this shift had taken place was reported in the group, where members of one practice
unit move up a grade if they are able to generate the appropriate level of funding.




18 Every Nurse’s Business

Training

Group participants were clear that training was essential if practitioners were to
utilise fully the opportunities marketing presented. There was a consensus that there
should be some coverage of this topic in pre-registration courses to alert students to
the fact that this approach should be part of their work. It was agreed, however, that
pre-qualifying nurses were unlikely to have sufficient understanding of what nursing
entailed and its possibilities really to grasp the marketing points. It was post-
registration work that provided realistic opportunities to develop nurses’ awareness

and skills.

Practising nurses need to be conscious that marketing has real potential for
developing their work and there was optimism that, as more people in senior posts
acknowledge the importance of maintaining nursing’s profile, less-experienced
colleagues would be able to follow their example. This was not just seen as giving
people skills, but was a measure to encourage a climate where the patient is the
priority and nursing carefully monitoring, evaluating, and refining practice to
become as efficient and effective as possible.

Measuring progress

Moving on to monitoring, a marketing approach to organising data collection and
analysis can reap great rewards. The resulting information can be used to evaluate
quality and performance to professional standards. Some pertinent questions that
apply to both marketing and quality assurance are listed in Box 17.

Box 17 — MONITORING PERFORMANCE
What services are being provided?
What needs are services expected to meet?
How is meeting needs measured?
What are the optimum levels of performance and quality?

How are changing needs monitored and necessary adjustments made?

* & & ¢ ¢ o0

Are those involved able to reflect on their practice and the organisation they work
for in a constructively critical way?

A PROCESS OF COLLECTING INFORMATION THAT CAN BE USED TO EVALUATE QUALITY AND
PERFORMANCE
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Frustrations/constraints

While there was a strong commitment among group participants to taking on the
broad role outlined in this report, they were sometimes aware that the system in
which they worked had not absorbed the change. Participants spoke fully, for
example, of the efforts they had made to publicise their work. Such activities made
considerable demands on practitioners who would not necessarily have the
experience or training to prepare conference papers or articles. Participants were
clear however that such activities had been worthwhile. Those involved had gained
in confidence from this wider context and had valued seeing how their work
compared with that being undertaken elsewhere.

Seeing the personal and professional growth of colleagues who had not previously
taken part in these activities had been rewarding, although the sometimes rather
‘picky’ requirements of conference paperwork, for example, had caused some
problems. The frustrations that going outside one’s main role can cause was conveyed
by one group participant who, having made considerable effort to involve colleagues
in developing presentation skills and the confidence to promote their work in this
way, had felt unsupported by senior management who had focused on the fact that
people were absent from the work-force, rather than on the valuable part they were
playing at a conference.

It was agreed by group members that the reward system within nursing needs to adapt
if these public presentations are to become part of nursing’s remit.

The main areas identified are listed in Box 18 overleaf.
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Box 18

Barriers and frustrations were identified that made this new role extremely demanding.
While the emphasis throughout was on solutions not problems, the difficulties
encountered need to be acknowledged. These included:

*

Decisions having to take into account financial considerations so that the
preparation and marketing in which the nurses engaged reflected this area of
decision making.

The need for nurses to clarify the ways in which they can impact on health care
decision makers.

Having to keep up the marketing momentum and not being discouraged. As one
clinical leader explained, ten responses to a mailshot of 100 may seem
disheartening but it means steady progress in the right direction!

Judging when to innovate so that staff did not feel they had wasted their time and
had no chance of further support, or that they were unable to be creative and
develop their practice.

Balancing these ‘extra’ activities with the pressing demands of the job to achieve a
workable compromise.

Features the group discussed included:

*

*
A 4
*

setting realistic time-scales for achieving goals;
self-discipline;
recognising that there are times when activities extend beyond the working week;

the liberating impact of having a stake/influence in your own working environment.
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Having outlined why marketing is relevant and some of the ways in which it may be
tackled, this section ends with a number of the main points to be considered by
practitioners who wish to develop their work in this way. Structural changes or shifts
in attitude may be initiated and sustained by key individuals, sometimes working in
isolation. The limitations of this ‘hero-innovator’ approach (Georgiades and
Phillimore, 1975) are clear, both from the organisation’s and the individual’s point of
view. Some strategies to help balance out the load are listed in Box 19.

Box 19 — MAKING CHANGE MANAGEABLE AND DO-ABLE

®  Delegating — utilising clerical support and relevant expertise, for example
marketing, the preparation of publicity materials.

® Exploring a range of resources to finance the support, for example one NDU took
a multi-agency approach to promote healthy eating, in collaboration with-a local
supermarket. Similarly, where NHS Trusts have facilities for preparing
presentations, publicity and marketing these are generally a cost-effective way of
bringing the NDU’s work to the attention of a range of people.

® Supporting colleagues to broaden their role, for example preparing conference
papers.

€ Developing a climate that supports and encourages innovation so that a range of
colleagues feels able to take on new challenges.

BASICALLY — AVOIDING PERSONAL OVERLOAD, BUT MAKING STEADY PROGRESS TOWARDS
YOUR GOAL!
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Appendix 1

Purchasers and providers

The internal market reforms in the NHS were introduced in the National Health
Service and Community Care Act (GB. DOH, 1990). They were operationalised in
stages from April 1991. The key feature of the reforms is the separation of purchasers
from providers. The simplest relationship is between one purchaser and one provider.
From April 1996, all District Health Authorities (DHAs) and Family Health Service
Authorities (FHSAs) merged into Health Authorities (HAs) to form integrated

purchasing organisations.

The basic components of the purchasing structure are listed below:

an HA purchasing and an NHS Trust providing;
® aGeneral Practitioner Fund Holder (GPFH) purchasing and an NHS Trust

providing.

In practice, arrangements are frequently more complex as purchasers and providers
form collaborative groupings. For purchasers this could include:

® a consortium of GPFHs;

® a consortium of HAs;

® an HA and the Local Authority (LA); .
¢ an HA and GPFHs.

For providers this could include:

® ahospital and community provider;

¢ an NHS provider and voluntary services;

¢ an NHS provider and the private sector;

® two separate hospital providers;

® an NHS provider and social services.

More complex arrangements exist when a provider also acts as a purchaser.
A provider may buy from another to comply with a contract held with a purchaser.
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GP fund-holders

GPFHs control their own budget and both provide and buy some health care. A
fund-holding GP can select secondary patient care, instead of relying on purchasing
decisions made by another body. The size of practice eligible for fund-holding status
has fallen from 11,000 patients (April 1991) to 5,000 (April 1996). In April 1995,
10,410 GPs in 2,603 practices, covering 41 per cent of the population, were GPFHs
(Holliday, 1995).

Since April 1996 three types of fund-holding have been in operation:
¢ standard fundholding (reduced minimum of 5,000 patients to qualify);

* community fundholding (minimum of 3,000 patients — able to purchase
restricted range of community services);

¢ total fundholding (control over almost all purchasing decisions).
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Purchaser—provider contracts

Contracts specify the cost, quality and quantity of care to be provided. They are
produced at the end of the purchasing process and they set down in writing the range
of services that providers have agreed to deliver. They are the product of at least two
key decision-makers and they set out what both must do. Even though, in most cases,
they are not legally binding, considerable care needs to be exercised in thinking
through the implications of what is recorded on paper.

¢ Background

* details of the parties involved
¢ date and duration of contract
* name of authorised officer (purchasing)

* name of contracting officer (providing)

¢ Service specifications
® the organisation’s aims
¢ adescription of the service
* the objectives of the service
* where the service will be located and when delivered
e for whom it will be available
¢ fees and method of payment (if applicable)
* how the services relate to the overall executive plan

* options re sub-contracting and who would manage such a workforce
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& Service standards
¢ standard of service to be provided
e criteria for assessment of service
¢ user involvement
¢ complaints procedures
e criteria for sections/referral of patients/clients
* assessment and review of users

¢ system for discharge

¢ Equal opportunities

e procedures for ensuring fair access

* equal opportunities monitoring

¢ Shared responsibilities

* statements about which decisions purchasers will be expected to be

consulted, for example referrals, or which will be for providers only

¢ procedures for consultation and dispute resolution

¢ Monitoring and evaluation

* liaison group to oversee/advise on services provided under the contract

e how services will be assessed and by whom

¢ how frequently monitoring reports will be produced and what they should

cover

other monitoring tools — periodic inspections, surveys of users, independent

assessments, procedures for negotiating changes in services due to changing

needs or demand
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It is crucial when commissioning services to establish quality standards agreed by the
purchasers and the provider, and informed by the needs of users. Purchasing
authorities need to build quality standards into each phase of the purchasing cycle in
consultation with the providers.

¢ Quality criteria
® effectiveness (achieving the intended benefits of intervention)
® acceptability and humanity (to both service user and provider)
® equity and accessibility (availability to all)
* efficiency (the avoidance of waste)

® appropriateness (tailoring services to need)

€ Financial
® cost and payment method
® basis for payment — block, per capita, cost per volume
® the cost of the service in the previous year (if applicable)
®* management costs (preparatory and continuing)
® timing of staged payments
® conditions for payment
* frequency and content of financial reports by provider to purchaser

® procedures for reviewing and varying unforeseen costs
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& Staffing

* number of staff and staff ratios
* staffing grades and structure
® selection and recruitment and purchaser’s role

* terms and conditions of employment

€ Review and variation

* frequency and process of scheduled reviews

* procedures for altering/varying contracts — dealing with unexpected

changes in needs or costs

response if there is a breach of contract or non-payment of monies due
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Producing contracts

In this section the types of contract are outlined, some trends in contracting are
listed and the cycle for producing contracts is itemised. The appendix ends with some
points about the negotiating process.

Types of contract

As the contracting process has developed, variations on these broad groupings have

evolved.
TypPes OF CONTRACT
Block a block contract for a whole service
Block with ceilings and floors agreed sum of money over a year to
activity/spending deliver a defined range of services,
e.g accident and emergency provision
to a local population
Cost and volume agreed price for a specified volume of
work — how many patients/clients are to
be seen

Cost per case prices for the treatment of individuals
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Trends in contracting

There have been shifts in the number of types of contract (Appleby, 1994). The
overall number has increased each year, particularly in 1993/4 when they rose from
around 1,200 to 3,200. For types of contract, in 1992/3 — 56 per cent were block
contracts and in 1994/5, this had fallen to just under 30 per cent with cost per case
and block contracts with ceilings and floors covering 28 per cent and 25 per cent
respectively. Other trends to note in relation to contracts were:

* Although there has been an increase in cost per case contracts in recent years,

spending has halved on this type of contract from £16 million to just under £8
million.

® The value of block contracts has also fallen by more than a half.

* Spending on block contracts with floors and ceiling has risen by over
60 per cent.

Spending on cost and volume contracts has risen by 14 per cent.

Appleby et al (1994) describe changes in the type of contract agreed between
Districts and their providers. The move is towards more sophisticated forms

with greater attention being paid to the analysis of the financial and other risks
involved.

There may be moves away from a ‘contract currency’ (Ham, 1994) for a whole

service or patient group to packages of care which can cut across traditional
definitions of specialties.

The cycle for producing contracts

* Purchasers undertake a need assessment and determine their purchasing
strategy.

® They decide and describe their objectives for meeting the health needs of their
population and the types of service they want to purchase to meet them.

These are written down in a Commissioning Plan or Purchasing Intentions that

determine service specifications (setting overall strategies, priorities and targets
for service development).

One or more providers identify how they can meet the purchaser’s objectives
and the costs of that provision.
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e Purchasers and providers clarify the situation — focusing on the service being
delivered, its quality and costs.

e Purchasers decide which combination of services they wish to buy and from

whom.

e Purchasers establish procedures to monitor services to ensure quality and value.

Two ‘CONFOUNDING FACTORS’
® Information required is often incomplete or inadequate.

@ Time, effort and/or expertise required is not always available.

Source: Yorkshire RHA/Greenhalgh and Company Ltd (1993)

Negotiating contracts

SEEING THE PURCHASERS’ PERSPECTIVE

€ What do they really want from this specific contract?

*

What do they see as the needs of these particular-clients?

® Which of the many possible deciding factors are most important for them at this
time?

The number and content of meetings required to decide on a final contract varies
considerably. In some instances, a small number of staff from purchasing and
providing will meet once or twice to secure a workable arrangement. On other
occasions a series of meetings, drawing in senior personnel, will be required to reach
a satisfactory outcome.
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Staff potentially included in the negotiating process:

PROVIDERS

Chief Executives
Clinical Directors
Medical Officers
Directors of Contracting
Directors of Quality
Unit Accountants
Directors of Nursing

Directors of Information

Features of negotiation

These include:

PURCHASERS

General Practitioners and their Fund Managers
District General Managers

Directors of Finance

Health Commission Managers

Directors of Contracting

Directors of Quality

Directors of Information/Planning

¢ There is discussion of a range of issues — not just price or any one other

dominant issue.

¢ [t should examine qualitative and quantitative aspects of service delivery. In
practice, price — or contract value — has proved to be a major issue (Yorkshire

RHA/Greenhalgh and Company Ltd, 1993).

¢  Careful preparation is required.

This includes obtaining and absorbing information about:

* the other ‘side’;

® your own organisation;

the procedures and practice of negotiation.
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Facts that providers should know about purchasers:

o the value and volume of contracts made by them (current and previous year)
* the purchasers’ actual (and potential) budget;

¢ the contingency reserves held in the previous year;

® the intended contingency reserves;

® the purchasers’ priorities;

¢ the number of extra contractual referrals (ECRs) in the previous year;

e the offers available from other providers (if applicable)

As explained (Yorkshire RHA/Greenhalgh and Company Lid, 1993), much of this
information should be relatively easy to obtain, as it is in the public domain. Sources
will include: the commissioning plan, statistical returns and previous contracts.
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Data collection and analysis

Background information

Prior to the focus group meeting, a series of telephone contacts was made. Each of
the 13 practitioners invited to the session was asked to provide brief details of their
work environment and their suggestions for topics for the focus group. In addition,
telephone calls were made to a variety of senior personnel, — both purchasers and
providers — mainly from a nursing background, to discuss key issues for exploration.
A list of issues generated from this process was sent to all those who would be
attending, prior to the session. These direct contacts were supplemented by a review

of some relevant literature.

The focus group

Sandra Jowett suggested topics to be covered during the meeting and Barbara
Vaughan participated in the discussion, contributing her detailed knowledge of the
work in which participants were engaged

As Macleod Clark et al (1996) explain, focus group interviews are being utilised
increasingly in nursing research. Their paper is recommended (Jowett, 1996) for its
‘detailed description of how the research was planned and conducted and in the
guidance it offers to others wishing to use this method’. A focus group was used in
this study, given that the aim was to generate information about how experienced
nurse practitioners had engaged in marketing practices and how they felt nurses
could and should develop this aspect of their work.

The focus group technique is described by Howard et al (1989) as being ‘simply a
discussion in which a small group of people under the guidance of a facilitator or
moderator, talk about topics selected for investigation. Participants answer the
questions posed by the moderator, make comments, ask questions of other
participants and respond to other participants’ questions’. The comment by Macleod
Clark et al (1996) that ‘they are a form of group interview that capitalises on
communication between research participants in order to generate data’ highlights
the strength of the approach undertaken for this study in that the points raised were
reflected upon and clarified by group members.
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The session ran between 10am and 4pm starting with an informal discussion over
coffee and including a short break for lunch approximately mid-way. Further
‘comfort’ breaks were taken as appropriate. Apart from these break times the whole
session was tape-recorded and notes of key points were hand-written throughout. Key
areas for discussion were listed on a flipchart prior to the session, with further
comments added as the group progressed.

The group was loosely structured with the following five broad sections:
1. Welcome and introductions

2. Open discussion

3. Reference to the points listed on the flip chart

4. Summing-up and opportunities for clarification

5. Expression of thanks to participants.

The open discussion section was particularly fruitful given that the participants had
already spoken to the facilitator about the work they were engaged in and were aware
of the purpose and aims of the group. As explained, a list of issues had been sent to
participants prior to the group — a list generated partly through the telephone contact
with them. The group discussion was lively and fast-moving, although all
participants took time to listen to the contributions of others and incorporated them
into their own response. Where there was discord, this was handled constructively
and honestly and differing views and experiences were respected.

Analysis

The author used three sources of information from the group to write this report —
the tape-recording, the notes made during the discussion and the headings written
on the flip charts and added to during the session. The tape was listened to carefully
noting down the key themes and points to emerge and working details of them as
they emerged. The information gleaned from the tapes was then supplemented by
that from the chart and notes. The examples from practice were drafted as they arose
on the tape and then slotted into the appropriate place in the report. Once the main

theme to be addressed in each of the boxes had been identified, other points were
collated within those groupings.
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Focus group participants

Christine Halek
Annex NDU

Karen lley
Byron NDU

Sue Lowson

Southampton NDU

Sue Mason

Glenfield NDU

Janet Sheard
Strelley NDU

Sandra Jowett
National Foundation for Educational Research (now working at Public Attitude
Surveys, High Wycombe)

Barbara Vaughan
King’s Fund
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Marketing - that is anticipating customer needs, developing
appropriate services and communicating their purpose effectively
- has become highly relevant to practitioners in all aspects of
health care. As working practices change and develop, nurses,
midwives and health visitors have greater opportunities to play a
significant role in influencing what is available to patients and
clients and the kigd of services which are offered. Thus the need
to understand the purpose and potential of marketing becomes an
essential part of successful service development.

Every Nurse’s Business offers a valuable source of information not
readily available elsewhere. It outlines the nature of marketing
within the current purchaser-provider structure of the NHS and,
using examples from practitioners, illustrates why such an

approach is relevant to the day-to-day work of service provision.
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