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CHAPTER ONE

About this book
IDEN WICKINGS

The Griffiths Inquiry team’s report became available when this
book was within days of publication. Many of the Inquiry’s
recommendations are similar to the views in this book. In a few
cases there are differences. The contrasts and similarities are
briefly discussed in the Postscript on pages 150-151. However,
when considering the unit management teams that we describe
readers may wish to keep in mind the possibility that one of the
team may in future be designated as the unit’s general manager.

The patients and staff oi the NHS, and their relatives and friends,
have paid a high price for the 1982 reorganisation. It has proved
even harder to meet the cost this time than in 1974 because fewer
resources remained in terms of goodwill, and of people with the
necessary experience for the new or revamped jobs. Not least has
this been true in the units of management with which this book is
principally concerned and where disruption is still being suffered.
The first advertisements for the reorganised posts, those at district
management team level, were circulated in October 1981. In
mid-summer 1983, the journals were still filled with advertise-
ments for jobs in units, and the appointment of district functional
managers is only beginning in some regions.

So, it must be asked: ‘Has it all been worthwhile?’. The reply
throughout this book is: ‘Not yet, but it could be if . . .” Each
chapter tries to show in a simple way how the practical application
of some theoretical approaches might release the potential which
lies within unit managers. But this opportunity will be missed by
many health authorities, we judge, unless they act decisively. It is
fair to emphasise that this judgment has not been reached in an
ivory tower. The authors have been engaged, at the King’s Fund
and elsewhere, in the managerial development of many unit man-
agers over the last twelve months. They have also worked in other
capacities (as management consultants, undertaking research,
serving on health authorities, and so on) in most of the NHS
regions and numerous districts and units. This book deals with
academic viewpoints that have developed during this practical
experience.

The cost of the 1982 reorganisation in human and financial terms
should not be allowed to obscure the fact that it is a source of
potential benefits. The first is an end to ‘NHS reorganisation’ as a
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managerial tool to be wielded every few years. This is not a plea for
stagnation, but rather for different, less brutal methods of change.
If the new health authorities and their district and unit manage-
ment teams could be seen to be reasonably effective, then time
could be given to the more important task of producing a healthier
society whose members would receive better personal health care
when they needed it. Health education and preventive measures
are important, but the greatest need for improvement lies in the
care given to the elderly, the mentally ill and handicapped, to
children and to all those dependent on the NHS while living at
home. These services comprise the bulk of NHS care. Standards of
acute care must be protected at the same time, otherwise we shall
lose our international standing in medicine and nursing. For a
time, NHS managers must concentrate on the improvement and
consolidation of existing systems and politicians and their advisers
be diverted from the fascinating by-ways leading to yet more
national reorganisations. The cost to the patients of further restruc-
turing would be far too great.

The second potential benefit could be the destruction of the
myth that the NHS is being submerged under the weight of its
administrative bureaucracy. Such allegations are of course encour-
aged by evidence of ineffective or laborious management, just as
they disappear when managers use their substantial powers dyna-
mically. It is by no means certain that the NHS has suffered from
too many administrators as several studies have shown, including
Levitt (1977), NHS Consultants’ Association (1980), Maxwell
(1981), Culyer (1981) and Dixon (1983). But the Service’s senior
managers have been coping with needless organisational complex-
ities while struggling with industrial action (usually a result of
national policies on pay scales or resourcing levels), efficiency cuts,
enquiries, new management advisory services, performance in-
dicators, regional reviews, two new national planning systems and
so forth. These or similar problems will also have to be faced over
the next few years, because they are an inevitable part of the
increasingly ‘political’ NHS. They could be coped with better
through the simplified managerial arrangements we now have, pro-
vided the appointed managers are given clear briefs. If this happens,
‘administrator-bashing’ may become a less wide-spread sport.

However, these would be benefits for the entire NHS, whereas
this book is mainly concerned with improving unit management.
To this end we have concentrated on the new unit management
teams (UMTs). We have used this term, despite some possibility of
confusion with units of medical time — also known as UMTs — for
the reasons advanced in Chapter 6. We believe that, given the right

context, both individual unit managers and the UMT, could
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become powerful agents of change, able to improve the effective-
ness of unit staff. This in turn would improve the health service
offered to the British public. Therefore a number of chapters
attempt to show quite specifically how the creation of an appropri-
ate context could perhaps release the potential that lies within unit
managers; but understanding the effects of given contexts is
seldom simple and deserves careful consideration.

At this point it is timely to declare one of our beliefs: that it is
liberating and not restrictive for managers to have their territories
and personal powers made explicit. Without such clarity, any
manager will be forced either to act tentatively or to resort to
pressure plays. The latter will often succeed at first, meeting and
overcoming the initial apathy and timidity inherent in organisa-
tions that try to opergte in such a manner. But the potential for high
quality performance in a complex, multi-professional and often
stressful social institution like the NHS will only be realised when
managers in all disciplines can act confidently. It is in the establish-
ment of well designed contexts for unit managers that health
authorities and their DMT's can contribute best. This book makes
a number of practical proposals for their consideration and action.

A book of this type brings together authors with contrasting
perspectives and I hardly need to emphasise that there is no ‘party
line’ and no ‘College view’. Indeed, on some issues there are clear
differences between the approaches advocated: Tom Evans
emphasises the need to improve the managerial process itself,
whereas Maureen Dixon and Iden Wickings stress the importance
of a well designed organisational structure; June Huntington has a
major interest in the psychosocial factors which influence patients,
doctors and nurses while quite different paradigms underpin the
chapters by Gordon Best and Max Rendall. Despite these different
viewpoints, which we hope readers will find stimulating rather
than confusing, much more unites than divides us. In particular,
we all share the view that the UMT’s role is of crucial importance
since it is the link between the operational staff and those working
in the higher management posts charged with formulating strategy
and implementing national policies. Effective unit management is
a necessary condition if an effective service is to be delivered to the
patient. For this reason, each chapter offers suggestions which we
believe could contribute to this achievement.

In Chapter 2, Maureen Dixon sets out some of the criteria for
forming units of management identified before the latest reorgan-
isation. She describes the many different bases which have been
adopted for units, ranging from the geographical, through client
groupings, to particular clinical categories, such as obstetric care.
UMTs, and indeed their individual members, have been set up to

About this
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12 on their clients. June Huntington mainly uses examples from the

work at very disparate levels and an understanding of the conse-
quences is important for all managers. Where working levels across
a health authority, or inside individual UMTs, are not congruent,
then the contexts within which individual managers are expected to
work are deficient. The likely result will be poor performances for
which individuals will be blamed although it is their badly designed
roles which are at fault. There is evidence in Appendix II by
Catherine Shaw that the service has recently recreated some of the
problems which Maureen Dixon’s recommendations could help
overcome.

In the third chapter, Tom Evans turns to the practice of effective
management itself. If the context is right, what can be done to
achieve high performance? He identifies the need for a situational
diagnosis to be undertaken by each manager and emphasises that
no general prescriptive theory will fit the wide variety of units that
exists. To demonstrate his points, he covers four specific aspects of
the unit managers’ responsibilities: the implementation of policy,
involvement in the planning system, being a top manager in the
unit and being a part of the senior management cadre of the whole
district. A number of practical examples are included in this
chapter, which will help senior officers understand how to under-
take their own situational diagnosis.

The three following chapters deal with a number of specific
aspects of unit management that have only recently emerged as
national issues in the Service, including performance indicators,
the meaning of ‘community’, the psychosocial needs of patients
and the behavioural aspects of financial management. In the first,
Gordon Best analyses the theoretical background to the rapid
growth of performance indicators in the NHS and is critical of
much of the early work. He argues that a view of performance has
been taken that is too narrow and has strengthened managerial
accountability between statutory authorities rather than improved
performance. He gives examples of both good and bad indicators,
proposing that measures of final output need to be incorporated in
any reputable appraisal system. The significance for unit managers
is clearly argued, both as to the context in which they may find
themselves being judged and how care should be taken in the
design of indicators for use within the units.

The focus changes sharply in Chapter 5, where June Huntington
discusses the meaning of ‘community’, to which so much lip-
service is paid in the NHS; is it a term governments use to escape
their responsibilities?, she asks. She also considers the importance
— particularly from the patient’s point of view — of the mix of
technical and psychosocial stresses that professional staff impose




obstetric services, but there are some from the care of the young
and elderly as well. Her analysis is highly relevant to unit managers
and to those directly responsible for patient care.

Chapter 6 draws on some of the lessons learned about the
financial management of units during a series of workshops for
members of UMTs held both at the College and elsewhere. Finan-
cial control mechanisms are easiest to construct when DMTSs wish
to keep a rein on their units, yet these mechanisms can help or
hinder the emergence of powerful roles on UMTs. In this chapter,
the real or imaginary significance of the distinction between UMTs
and Unit Management Groups (UMGs) is drawn and practical
steps are described to encourage delegation.

Since Chapter 7 deals with the axis of health care management —
it is called ‘Medical care and units’ — it may seem perverse not to
have placed it earlier. But whereas most of the earlier chapters have
focused on matters of importance to the professional manager,
relatively few doctors choose to fill such a role and Max Rendall
explores some of the consequences. These include the emergence
of more complex relationships — advisory committees, representa-
tive roles and others which he describes. The implications of
clinical autonomy and what is sometimes called the ‘primacy’ of the
clinician are also considered.

In Chapter 8 a number of the issues that have emerged in earlier
chapters are gathered together. The question of whether units of
management are truly new is discussed, as are the current interests
in ‘general management’ and the possible role for a ‘unit chief
executive’. The chapter then describes how members of health
authorities and DMTs, and unit managers themselves, could each
help to achieve more effective NHS units. It concludes with an
account of the plans of the King’s Fund College for future work in
this field. We are aware that many questions are raised in this book
for which we do not have answers at present. Yet it seems to us that
strengthening unit management is a genuinely important objective
for the NHS, because patient care would be improved as a result.
Furthermore, such improvements would not depend upon the
availability of additional resources, and that is a significant con-
sideration today.

Some mention should be made of the two appendices. Appendix
I, by Gordon Best and Tom Evans, discusses planning as an idea.
At the College we have found that people use the term to encom-
pass widely different notions. Inevitably, confusion results. Best
and Evans produce a modest taxonomy, go on to offer a critique of
current NHS practice and end with some suggestions on the
management of planning.

About this
book
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actually been set up to form the new ‘units of management’. She
provides answers to such questions as: ‘are the gradings of posts
reflecting the national priorities?’; and ‘do nurses and adminis-
trators get similar grades for their roles in identical units?’. Her
appendix, however, also provides evidence to justify some of the
concerns expressed by Maureen Dixon in Chapter 2 and Iden
Wickings in Chapter 6 about the problems that face authorities
with units of widely varying sizes and types.

That, in outline, is what this book covers, but we hope that the
overall message will not be forgotten — that the benefits of this latest
exercise in NHS reorganisation will only be realised if unit manage-
ment achieves its full potential. This is largely the responsibility of
the health authorities themselves and their DMTs, who must
frame a constructive context for their UMTs to work in. If these
issues are fudged, the patients and the staff will suffer. If the issues
are well managed, all the costs of the 1982 reorganisation will have
been worthwhile.
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CHAPTER TWO

The organisation and structure of units
MAUREEN DIXON

Some emerging problems

In a King’s Fund Project Paper published just before reorganisa-
tion in 1982, (King Edward’s Hospital Fund for London 1982) the
following criteria were identified for assessing unit structures:

Do the proposals preserve as much flexibility as possible to
adjust structures in light of future learning?

Do they fit in with the DHAs strategy, in the sense of facilitating
and not obstructing general lines of intended development?

Do they seem workable for all the main professions and for all
four of the organisational facets mentioned above (institutional,
geographic, client group, functional specialisation)?

Do they make sense in the local context (ie do they pass the test
of common sense and of minimum unnecessary disruption)?
Do they represent value for money compared with other possible
solutions?

These criteria seem as good a place to start as any in assessing the
actual experience of unit organisation a year or so later. Of course, a
year is a short span in the life of an organisation and some districts
are still in the process of making appointments to their unit
management posts. But few would argue that the criterion of
minimum disruption has been met and experience of the new units
over the last year or so suggests that the other aims may be equally
elusive.

Decentralisation

Maximum delegation to units was the central theme of the 1982
reorganisation. Yet there are already indications that greater cen-
tralisation of decision-making may be the outcome. This trend
cannot be related totally to reorganisation. The contemporaneous
development of performance review mechanisms between DHSS
and regions and districts has also been a centralising influence,
paradoxically creating more rather than less intervention by the
‘centre’. At district level, there seems to have been varied success in
honouring the principle of maximum delegation. For example,
some districts have few district level posts in support functions and

16 paramedical services, but these districts seem to be the exception




rather than the rule. In general, the various occupational groups
have been able to safeguard the senior posts at the top of their
management structures and thus establish district-managed ser-
vices.

Another pressure for centralisation in some districts is the great
inequality in the size of the units. (Evidence of this and of other
inequalities among units is set out in Appendix II). Recognising
that post gradings are at best a proxy for size or level of responsi-
bility, it is quite striking how widely separated these are in some
districts. There seem to be two dangers in such inequality among
units. First, the units that are in this sense very large do appear to
involve decisions that, in terms of their consequences for the
district as a whole, are barely distinguishable from decisions taken
by the DMT. The very small units on the other hand appear to have
difficulty getting items on the district agenda. In either case, it
would not be unreasonable for district managers to delegate less to
their unit subordinates in an attempt to ensure that the weaker
units are not swamped by the stronger.

Reflecting DHA priorities

It is hard to find a district that does not have the development of
services for the elderly, the mentally ill and the mentally handicap-
ped as a high priority. Similarly, there are few districts where the
strategy is not to broaden the base of services in the community and
rationalise or reduce hospital services. Yet few districts have a unit
structure that reflects these priorities. Again, using post gradings
as an indicator of relative strength of units, the stronger units are
almost invariably the ‘acute’ hospital units whereas the unit posts
with responsibility for mental illness, mental handicap and services
for the elderly usually carry much more junior gradings.

Some districts have tried to overcome this asymmetry by group-
ing two or three of the ‘care group’ units under a single adminis-
trative role, thus justifying a higher grading for the post. But this
device does not, of course, achieve the same effect as having a
full-time unit administrator concerned with a single unit.

It may be argued that size, as measured by any of the traditional
proxies (population served, number of beds, geographical area,
size of budget) is not the point. Rather we should be concerned
with the intrinsic complexity of the work in the unit. The higher
gradings generally given to the acute unit posts suggest that the
work is seen to be more complex and challenging than the work in,
say, the community unit. But how justified is this assumption? In
the absence of clear managerial relationships and understood
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community or client care group unit can be both more uncertain
and demanding of individual initiative and creativity. Linkages
have to be established with local authorities and agencies in the
community; innovative patterns of service have to be created;
funding is both lower and less predictable than in the hospital
setting. So should not the unit managers be of comparable seniority
and experience?

This lower grading of non-acute care in health services did not,
needless to say, arrive with the 1982 reorganisation. Even within
the pre-1974 hospital service, the psychiatric sector was often
regarded as something of a backwater for the aspiring administra-
tor and the old public health service image still affects our view of
community services. But it does seem that the latest reorganisation
has done little to redress the balance. Some determined districts
did fight the grading battle to bring their priority units up to
competitive levels but in general the application of the grading
rules has resulted in a reinforcement of the status quo.

Defining units

The analysis so far has revealed one of the difficulties in talking
about units — the lack of commonly understood definitions. So one
so-called acute unit can include a DGH less psychiatry and obstet-
rics, whereas another can cover six small hospitals and all associ-
ated services in the community. Or one mental illness unit can be
concerned with all mental illness services across the district,
wherever they occur, whereas another includes only the hospital-
based psychiatric services.

Another sense in which the term unit has already become
relatively meaningless is as it is applied in nursing and administra-
tion. The normal situation is a one-to-one match of unit nursing
and administrative roles. But it is by no means rare for there to be
more nursing than administrative units. This is usually the result
either of a single administrator holding two or three unit roles or of
there being a unit for nursing purposes with no reflection in the ad-
ministrative structure, for example, midwifery or health visiting.

This emerging pattern challenges the integrity of the unit man-
agement team concept as originally espoused. The notion of an
administrator, nurse and representative of the medical staff work-
ing closely together does seem to be sustainable in the management
of large hospital units. But elsewhere the unit management
triumvirate may not be the natural organisational model. In some
situations it has clearly been felt artificial to set up matching
nursing and administrative roles and in many non-hospital units
the single medical representative is turning out to be either un-



acceptable (to clinical colleagues) or difficult to find. Some com-
munity units report difficulty in identifying a single representative
of general practice for example and in some mental illness or mental
handicap units the total electorate of clinicians is so small as to
render the representation principle meaningless. Furthermore,
some of the paramedical professions are arguing that their input at
unit level is vital in the priority care areas and so it is not uncommon
to find a unit management team encompassing seven or eight roles.
So the wide variation in organisation that has already developed
really does bring into question the idea of a uniform model for unit
management.

Bases for units

The limited experience of unit management so far suggests that it
has rarely been possible to define units on bases which are both
distinct and complementary. The predisposing effect of the pre-
vious structures no doubt has something to do with this as does the
perceived need to strengthen hospital management.

We have conventionally thought of the alternative bases for
units as reflecting four facets of health services organisation:
institutional, geographic, client group and functional/specialist.
But it is becoming clear that these four classifications are inadequate
if we are to understand how units are structured at present and
how they might be changed in the future. Hidden within those
four broad categories lie a number of significantly different ways
of thinking about, and providing, health services.

Primary dimensions often used in classifications of health sys-
tems* include:

medical/nursing specialties (maternity, obstetrics and paediatrics,
psychiatry, orthopaedics)

settings (hospital, nursing homes, health centres, community)
resources (hospital beds, equipment, nurses, doctors)
intervention modes (prevention, diagnosis, treatment, rehabili-
tation)

disease categories (cancer, heart disease, mental illness)

level of specialisation of care (primary, secondary, tertiary)
geography (all those services being provided and/or all those
receiving or requiring services within a particular geographical
area)

care group by age (the elderly, children)

client care group (the mentally ill, the mentally handicapped, the
terminally ill).

* See for example, US Department of Health, Education and Welfare 1977.
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Each of these dimensions is discrete; that is, if two or more
dimensions are used as the basis for defining areas of responsibility
at the same level within the same organisation, there are bound to
be areas of ‘overlap’ which could logically fit within one area or
another. A familiar example is the juxtaposition of a unit of
management for a DGH alongside a unit of management for mental
illness services. Which managers are then to be responsible for the
acute psychiatric services within the DGH?

In practice, these grey areas of accountability are often easily
identified and managerial accountability specified one way or the
other. But the larger the number of dimensions used for defining
managerial roles at the same level, the greater the potential for
overlap and confusion of accountability.

No district had the luxury of designing its new organisation from
scratch and the legacy of the pre-1982 organisations inevitably had
an important influence on the shape of the unit arrangements.
Nonetheless, some districts have been able to go further than
others, in simplifying inter-unit relationships by keeping their
respective areas of responsibility as mutually exclusive as possible.

There is a second sense in which the choice of bases for units is
not a neutral one. Although we do not yet have much experience of
the new units, there is evidence from elsewhere about the conse-
quences of choosing one type of basis rather than another. For
example some work of mine with health planning organisations in
Canada produced the following analysis:

To the extent that the structure is based on dimensions that are
basically institutional or professional in character, so there is the
tendency to reinforce the existing patterns of service and to
prevent developments which challenge institutional and profess-
ional boundaries. To the extent that the structure is based on
dimensions such as areas of health care, health care groups or
programmes, so there is an increased likelihood of identifying
needs that are not being met, of producing innovative solutions
and of providing services that cut across jurisdictional bound-
aries. (Dixon 1981)

In a number of health care systems, there does seem to be a move
away from the institutional/ professional model because it tends to
reinforce the status quo and limit the possibilities of innovation.
Models based on care groups have the intrinsic advantage of
directing attention to the consumers or potential consumers and
also tend to be more consonant with the organisations’ priorities.
So, for example, if accountability for all mental health services is

20 within one unit concerned with the full range of services in



hospitals, in the community and in the home, coordinated plan-
ning and development of services are facilitated rather than im-
peded by the organisational arrangements.

In a confidential report prepared for one health district in
England, the problem was described as follows:

The ‘overlap’ consequences of using different bases for defining
the Units were identified. For example, geriatric services appear
in at least four of the Units, mental illness services in at least five
Units and services for mothers and children in at least three
Units. The Mental Handicap Unit is apparently the only one
which comprehends accountability for a discrete area of service
for care groups.

Some difficulties are likely to be created by this situation includ-
ing:

continuation of the relative dominance of the hospital sector, five
of the Units being hospital based;

no organisational arrangements at Unit level to manage or plan
some services on a comprehensive, District-wide basis;

the complex financial arrangements required if budgets and
allocations are to be made to areas of service rather than through
the traditional functional hierarchies.

There has been some debate about the pros and cons of a totally
geographical model for units — simply dividing the district into
discrete geographical zones with each unit management group
accountable for the services that happen to be provided (or needed)
within its zone. Indeed, this is the situation in the Northern Ireland
health and social services system. Simple and clear as this geo-
graphical model is, it has not proved either possible or popular in
the English context. Few units, particularly those in urban set-
tings, could claim to encompass anything close toa comprehensive
range of services. So in practice, each unit has to provide a more
or less specialised range of service and draw its clients from
across the district.

Levels of work

We have already noted that in some of the new districts the units
are seen to be operating at significantly different levels of work,
reflected in the widely differing grades given to unit management
posts. It is also generally recognised that districts themselves differ
in the range and complexity of services for which they are account-
able and in population served. Do either of these phenomena
matter? Does it matter that a DHA/DMT will receive a different
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kind of response from its constituent units and a region from its
districts?

Research and development work with districts over the last year
or so suggests that these organisational inequalities do matter and
do limit the effectiveness of the organisation as a whole. In
particular, problems arise in:

— distinguishing the roles of the HA and the DMT

— clarifying the relationship between district and unit officers in
the same discipline

— establishing structures within units.

Distinctions between these levels in terms of ‘planning’ versus
‘operation’, or ‘policy-making’ versus ‘implementation’, do not
capture what the people in the posts experience as the differences.
The HA, district managers and unit managers must all generate
policy and plan. The DNO is no less concerned with the operation
of nursing services than the ward sister. So the perceived differ-
ences lie not in the type of activity being carried out but in the
degree of complexity and the breadth of perspective applied to the
activity. (Kinston 1982a)

During consultancy work with one district, I described the
problem in the following way:

A further concern . . . had been to produce units of similar size,
measured in terms of numbers of beds or developmental needs or
catchment area. Since there could be no intermediate level of
management between district and unit, this equivalence of units
1s necessary if they are to carry comparable decision-making
authority and thus compete equally for their share of district
resources. Another way of describing this equivalence of level
among the units is that they should be delegated the same
amount of decision-making authority or discretion by the DMT.
If any one unit is, in this sense, too close or too far away from the
DMT, it is unlikely that the unit could develop as the authori-
tative level of management it is intended to be.

These issues have been explored with a number of districts by
applying a model of work stratification. The model is fully de-
scribed and developed elsewhere (Jaques 1976) but the essence of
the theory is that work in organisations falls naturally into different
levels (or strata) with distinct characteristics. If work in units and
whole districts is organised with these strata in mind, then many
benefits follow. The theory can be described in more detail as
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The work to be done in organisations falls into a hierarchy of
discrete strata in which the range of the ends or the objectives to
be achieved and the range of environmental circumstances to be
taken into account both broaden and change in quality at
successive steps;

the work at successively higher strata is judged to be more
responsible but significant differences of responsibility are also
felt to arise within strata, ie these qualitative strata form stages
within a continuous scale of increasing levels of work or re-
sponsibility;

at least five such possible strata can be precisely identified in
qualitative terms;

these strata form a natural chain for delegating work and hence
provide the basis for constructing an effective chain of successive
managerial levels within the organisation;

the understanding of these strata can also provide a practical
guide to designing new organisations (or part-organisations)
according to the kind and level of organisational response re-
quired in relation to the social and physical environment in
which the organisation is to operate. (Rowbottom and Billis

1978)

(The main features of these strata or levels of work are summarised
in Table 1).

District-level work

It has been argued that the DHSS expectation of the 1982 reorgan-
isation was that it would produce stratum § districts, capable of
developing and implementing 5 to 10 year strategic plans. (Kinston
1982a) In the larger and more complex districts this expectation is
clearly being realised. But there are, no doubt, other districts in
which work at level 5 will not naturally be thrown up.

Kinston has discussed the significance for RHAs of having
districts operating in different modes:

This raises the question of whether such a mix of Districts at
different levels should be a transitional phase to be overcome by
fusing Districts or injecting more resources and up-grading
smaller Districts; or whether the mixture is to be accepted as a
permanent state of affairs. The existence of Districts doing
different levels of work has implications for the functioning of
District Health Authorities and for the relationship between
Region and the Districts. A major concern for Region must be
neither to expect too much from level 4 Districts nor to duplicate
the strategic work of level 5 Districts. (Kinston 1982a)
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Table 1 Summary of work strata

unit Stratum
management 4 e
span of
responsi-
bility Description of work Upper boundary
5 Comprehenstve field Not expected to make
(10 years) coverage making any decisions on the
comprehensive provision reallocation of
of services within resources to provide
some general field of services outside the
need throughout some given field of need
given territorial or
organisational society
4 Comprehensive service Not expected to make
(5 years) provision making any decisions on the
comprehensive provision reallocation of
of services of some resources to meet
given kinds according needs for services of
to the total and different or new
continuing needs for kinds
them throughout some
given territorial or
organisational society
3 Systematic service Not expected to make
(2 years) provision making any decisions on the
systematic provision reallocation of
of services of some resources to meet
given kinds shaped as yet unmanifested
to the needs of a needs (for the given
continuous sequence of kinds of services) within
concrete situatiohs which some given territorial
present themselves or organisational society
2 Sttuational response Not expected to make
(1 year) carrying out work where any decisions, ie
the precise objectives commitments, on how
to be pursued future possible
have to be judged situations are to be
according to the needs dealt with
of each specific
concrete situation
which presents itself
1 Prescribed output working Not expected to make
(3 months) towards objectives significant judgments

which can be completely
specified (as far as is
significant) beforehand,
according to defined
circumstances which
may present themselves

on what output to aim
for or under what
circumstances to

aim for it

24  Adapted from Health Services ed. E Jaques. Heinemann, 1978, p. 119.




The DHA itself is similarly crucial in determining the level of work
to be carried out within its districts. If the authority sees its role as
essentially strategic, it will increase the likelihood of level 5 work at
district and, by extension, level 4 work in units. If, on the other
hand, the authority seeks responses from its senior officers in level
3 and level 4 terms, the whole organisation will have difficulty in
breaking out of the constraints of its existing situation and systems
into more significant and higher levels of decision-making. (King
Edward’s Hospital Fund for London 1981)

Unit-level work

The level of work in units will be similarly constrained by the actual
level of work in the DMT. Ideally, the unit managers in nursing
and administration will be at one level of work removed from their
respective managers. So, in a level 5 district, the unit managers
would be delegated the discretion to undertake level 4 work:

developing comprehensive and costed plans up to a 5-year time
scale,

deciding priorities for the unit, and

relating to the clinicians who affect such decisions.

Although level 4 unit managers are accountable for the operational
management of services in their units they characteristically stand
back from the day-to-day operation and tackle the longer-term
issues involved in development and reallocation of services and
resources.

If, in practice, units are working at different levels, it is possible
that there will be a blurring of these district-unit managerial
relationships in two ways. The managers of some of the smaller
units may in fact be at two work levels removed from their district
counterparts, creating a managerial ‘vacuum’ in the intermediate
level into which there is a tendency for other roles (for example, the
deputy district administrator or the district planning officer) to be
drawn. In Table 2, this is shown as situation A.

Perhaps a less common situation is the unit managers in very
large units being too close to the district in level of work terms
(situation B), resulting in a blurring of decision-making and
authority. The unit managers will want to take on issues which
affect the district as a whole and will probably be seeking frequent
direct contact with the DHA. The district managers will be
conscious of this organisational crowding and may respond by
attempting to control the unit too tightly.

The
organisation
and structure
of units

To summarise, the most effective district-unit relationship, 25




Effective Table2 Different unit-district relationships

unit , . . "
managemen; ~ Work strata Managerial relationships Description
5 @ Comprehensive
Om field coverage
4 B) Comprehensive
service provision
3 M Systematic service
(A) provision
2 Situational
response
I Prescribed
output

Key: DM = district manager
UM = unit manager

towards which organisations might change over time, would have
all the units in a district at the same level of work, one level
removed from the DMT. This is shown as C in Table 2. The units
can then compete on equal terms for their share of district re-
sources and effective managerial relationships with maximum
delegation can be established.

Levels of work within units

If we apply the same kind of analysis to work within units, it is
again apparent how the actual level of district work will predict the
number of managerial levels in the hierarchy. In a level § district
with level 4 units, the nursing hierarchy within a unit, for example,
could sustain two levels of management — senior nurse and ward
sister are the usual role titles. If the director of nursing services in
the unit is in practice working at level 3, there would appear to be
only one level of nursing management required below the director
of nursing services role. Indeed, if an attempt to operate with more
managerial levels is made, the experience will be one of ‘over-
crowding’ with insufficient authority being vested in the in-
termediate managers’ roles.

Unit management teams

As mentioned earlier, the ‘classic’ unit management team, com-
prising nurse, administrator and a representative of the medical
staff, is by no means the only model of unit management emerging.
26 In some units there are two or more medical representatives; some




units share their administrator with other units; representatives of
paramedical disciplines have been included in some, particularly
long-stay unit management groups; two directors of nursing ser-
vices are included in a number of cases and in yet another variant
there is no elected medical representative but a specialist in
community medicine instead.

This variety of unit management arrangements seems inevitable.
Different types of service, the size and distribution of the medical
staff, the geography of the district and the political forces at local
level all combine to create different managerial needs. A unit
comprising a large teaching hospital is likely to throw up quite
different coordinative and planning tasks from a primary care or
community unit.

Inevitably, units will develop their own systems and procedures
for meeting, making decisions and communicating with the rest of
the organisation. Most unit management groups seem (o be de-
veloping a regular meeting schedule with associated agendas and
minutes and where all the members of the group work in the same
place these arrangements are usefully extended by more informal
_contacts.

Collective or individual accountability
for units

As implementation of the new structure continues, and as the unit
managers concentrate on cooperation and teamwork, some confu-
sion has appeared about the nature of accountability at unit level.
Many of the unit management job descriptions describe both
individual and collective responsibilities. It has become common
parlance to talk of the DMT delegating to the UMT or of the UMT
being collectively responsible for the quality of services In its
district. But how can this be so? The unit administrator and nurse
are fully accountable to their respective managers at district level
and the medical representatives are answerable to the doctors who
elected them. In the final analysis, it is these individual accountabil-
ities that will guide and affect the decision-making of members of
UMTs. Similarly it is these individuals who will be called to
account for their decisions to their managers or their constituents.

So as long as the fundamental working relationships of UMT
members are either as part of a managerial hierarchy or as an
elected representative, it is at least confusing to talk of collectively
or corporately accountable teams. This point applies equally well,
of course, to the DMT.
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Team decision-making

This is not to down-play the importance of collective decision-
making in unit management groups. Individual accountability
could in no way be adequately fulfilled in isolation from other
crucial colleagues. The major purpose of establishing cooperating
groups at unit level is to ensure that individual decisions are
informed by what is going on elsewhere in the organisation and by
the views of colleagues, so that qualitatively the decisions are
greater than the sum of the parts.

Prior to reorganisation, there was some suggestion that unit
management teams might make decisions by majority vote. This
was usually a response to an alleged slowness and levelling down of
decisions when consensus was the aim. But if unit management
teams are not collective or corporate bodies, it seems inescapable
that their decisions are made by consensus. The unit nurse or
administrator have somehow to reconcile the team’s decisions with
their own managerial responsibilities just as the medical rep-
resentative has adequately to satisfy the wishes of the group of
doctors being represented. It would therefore be just as inappropri-
ate to have a vote as it would to have a chairman or coordinator
making the decision when agreement cannot be reached. In either
case, the outvoted or overruled member of the unit management
group could not be expected to support, far less to implement, the
decision. If agreement cannot be reached, the administrator and
nurse must discuss the issue with their managers and the medical
representative must check back with his or her colleagues.

Medical representation in units

Although many aspects of the role of doctors in unit management
are discussed in Chapter 7, this analysis of unit organisation would
be incomplete without some consideration of the medical rep-
resentative’s role.

The rationale for the involvement of elected representatives of
consultant medical staff and general practitioners at unit level is
essentially the same as that leading to their inclusion on DMTs
since 1974. If services are to be managed effectively, planned
creatively and controlled financially, it is essential that clinical
medical staff contribute to the decision-making process. Since
consultants and GPs are not hierarchically organised, this con-
tribution has to be channelled through elected representatives of
groups of medical staff. These representatives speak for the groups
which elected them, are accountable to those groups and are
sanctioned by them in carrying out their representative function.
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So the medical representatives are constrained by expectations
and relationships that are very different from those affecting the
managers in the system. Effective medical representatives will
have a sense of the views of their constituents and reflect these
views even if they differ from their own. But they will also try to in-
fluence their constituents to reach a consensus which is accept-
able to other medical and managerial colleagues. (Jaques 1976)
The considerable skill required to mediate the potential power
and conflict in such roles is emphasised in Chapter 7.

Even before reorganisation, it became clear that no single
arrangement would provide appropriate medical representation in
all units. (McQuillan 1981) It was envisaged that units comprising
a single DGH might need only one representative of the consult-
ants but other units, particularly community units, might well
need more than one doctor to reflect the full range of clinical
involvement. (DHSS 1981a) Furthermore, the different district
medical advisory structures and their natural histories would
indicate different kinds of linkages between units and the medical
staff.

We do not yet have adequate data about the medical advisory
arrangements across the country so it is not possible to be certain
about the emerging patterns. But one can already see that some
interesting variations on the basic theme are developing. The first
of these arises in units where, for particular local reasons, there are
two and sometimes more identified clinical representatives. In
some instances this reflects the bringing together of two previously
separated hospitals (and medical advisory structures) in one unit,
both hospitals requiring medical representation on the unit man-
agement group. Another example is the inclusion of two or three
GPs in a unit management team for community services. As argued
below, this may be quite a natural response to the local political
realities and in some of these cases it is the hope and intention that
representation will eventually become more streamlined. But if
this does not happen, a real concern would be that differences of
view among the medical staff will be debated and worked through
in the unit management team instead of in the appropriate forum of
the medical committees. This could both slow down decision-
making in the unit management team and reduce the medical
representatives’ credibility with their constituents since the view
reached would properly be regarded as that of the team and not
necessarily that of the collective medical group.

Another variation, encountered in a few districts in England so
far, is the inclusion of a community physician as the sole doctor on
a unit management team. The Welsh report on medical advisory
arrangements suggested thata named community physician should
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be involved with each unit management group. (Welsh Office
1981) There would often seem to be obvious benefits in having a
community medicine input, particularly in community units. But
the community physician cannot fill the representative role in the
sense of being able to speak on behalf of the consultants or GPs
because, ultimately, he or she is part of the executive system and so
cannot be expected to take the place of the elected medical
representative at unit level.

Team size and relationships

The phenomenon of rather large unit management teams or groups
was noted earlier. This seems to occur particularly in the priority
care group units where there is a need to involve a wider range of
professions. (DHSS 1980a) Some unit teams are also including a
senior member of the finance staff to assist in developing local
budgets and financial control mechanisms. In some instances, the
finance adviser is regarded as a full member of the unit manage-
ment team, in others as a regular attender at the meetings.

This trend may be unexceptionable: those who need to work
together at unit level should do so and not worry about whether
they are members of the team or not. But there do seem to be two
important aspects of large unit management teams that deserve
attention:

— limiting the size of the team so that decision-making and account-
ability in the unit do not become amorphous;

— ensuring that the unit team comprises roles at the same or
reasonably similar level(s)of work.

On the question of team size, some districts have found it useful to
establish the idea of a ‘core’ unit management team, consisting of
the three (or four) roles which are primarily involved in manage-
ment and planning issues — resource allocation, setting priorities,
developing policy consistent with district guidelines and setting
and monitoring the standards of care being provided. Other crucial
roles have then been identified (in finance, the paramedical profes-
sions and local authority social services for example) which will
routinely be kept in touch with the core members’ work. The
team’s agendas, minutes and papers will be shared with those
working in these critical roles and their attendance at team meet-
ings arranged as necessary. But the members of the core team will
remain responsible for incorporating these external views in a
coordinated and budgeted plan for the unit. Itis hoped that such an
arrangement will both reduce bureaucratic procedures to a mini-

30 mum and locate accountability clearly in the structure.




It is inappropriate to regard local authority social services staff as
members of the core team because, crucial as their input may be,
the DHA cannot hold these persons accountable in any way. Their
allegiance will be to their own employing organisation through
their own managers.

The UMT-local authority relationship takes us back to the
question of similarity of level. Pre-1982 experience with, for
example, health care planning teams demonstrated the need for
members of such groups to be at reasonably comparable levels in
their respective organisations. Where there was a considerable
inequality in the levels of work, a number of problems arose. Two
examples can be quoted. Firstly, because people were working to
different time scales, some complained about the trivial issues
raised while others saw the whole exercise as irrelevant to their ‘real
problems’. Secondly, when more “unior’ people attended, they
clearly felt unable to commit their organisations and therefore
tended to bring their managers with them to meetings. So it does
seem important that those concerned with unit/local authority
issues, should operate with similar perspectives, power and time-
scales. In other words, they should be working at or near the same
level.

Functional and paramedical management

In reviewing the management arrangements being established for
functional and paramedical services, two quite obvious trends
appear which might give concern to unit managers. First, some
districts have been unable to avoid continuing with large numbers
of district level posts in these areas of work, in spite of official
encouragement to the contrary (DHSS 1980b).

For some activities, it would clearly be wildly uneconomic to
have each unit with its own department. Also it seems that some
functions, such as personnel, need a district presence so that
uniformity of policy and practice can be ensured. But many unit
managers point out that promises of greater delegation will be
frustrated if a whole range of the support and clinical services are
managed by specialists outside the unit’s control.

A second concern is the confusing way in which some of the
functional roles have been described. In what is often an attempt to
get round the fact that managers in a particular discipline do not
accept the idea of control by another profession;, a whole series of
complicated and sometimes conflicting role relationships are de-
fined. An actual example described the district head of a para-
medical department as being (a) administratively accountable to
the district administrator, (b) subject to the staff authority of the
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dinated by the district medical officer on development and plan-
ning and (d) advised clinically by a named consultant. It is
important to be clear why such arrangements should not be
acceptable. Dual or multi-accountability places pressures on both
the managers and the managed. Each of the several senior man-
agers given some authority will be frustrated by being incapable
of assessing the full range of demands the collectively managed
person faces. But, of more importance ultimately, none of the
senior managers involved can accept full responsibility for assess-
ing the performance or arranging for professional training and
development of the individual concerned.

Aberrant as this example may be, it is not hard to find similar
organisational fantasies in the role specifications and job descrip-
tions now extant. It does seem that these structures need to be
analysed in rather basic terms if we are to avoid extraordinarily
complicated and confusing patterns of work. Three simple ques-
tions will help here:

1 Is the function ‘manageable’ at all?
In some of the paramedical functions in particular, the heads of
department have established a position of independent profess-
ional status. They have not been full managerial subordinates of
any other role for some time. Where this is the actual and
recognised situation (and not simply an obfuscation to avoid
trouble), explicit monitoring and coordinating relationships will
be both sufficient and necessary. (Brunel University 1977)

2 To what level in the district does the function require professional
management?
There are some districts in which particular specialist functions
have been developed to a high level of sophistication and where
level 4 roles are sustainable. An example might be a large
physiotherapy department with its own training school in a
teaching district. But there are many functional or paramedical
departments where the head is characteristically a level 3 role,
directly managing the qualified, experienced staff and often
retaining personally a ‘clinical’ or ‘casework’ element. It would
be artificial, and felt to be so, if these roles were linked into the
organisation at an inappropriate level.

3 Towhom should the head of department be accountable?
In spite of the persuasiveness of so-called matrix management,
the experience in the NHS does seem to argue against forms of
dual accountability. The construct of ‘professionally account-
able to X and administratively to Y’ just has not worked in
practice. It seems pragmatically that where a full managerial
relationship is appropriate, a single accountable manager should




be identified. This manager should, of course, have the capacity
and knowledge to manage the head of department and should be
at the next higher level of work.

These principles can be combined in a number of ways, each of
which has predictable outcomes for unit management. These
models are shown in Table 3.

A variant of the district/unit adviser models which is quite
common involves one of the unit specialists moving between the
unit and the district roles and being accountable to both the unit
manager and a district manager respectively. This model depends
on the assumption that an individual can move in and out of roles at
two different levels of work and make decisions and work equally
effectively at both levels.

This idea, which is incidentally the same idea as ‘acting-up’ or
‘deputising’ in a managerial hierarchy, has not been found success-
ful in practice. If the individual is able to operate satisfactorily in,
say, a level 4 district role, then he or she is probably under-utilised
in the level 3 unit post. Conversely, if level 3 is for the time being
the individual’s natural level of work, he or she would not be able to
adjust their perspectives on demand to meet the requirements of
the level 4 post. Of course individuals do grow and mature, over
time into levels of work demanding greater capacity. But having
developed in this way, they do not readily, or particularly effec-
tively, do work at a level below their natural capacity. (Jaques

1976)

Applying the organisational principles

This chapter has explored various questions about unit organis-
ation and put forward some principles against which to assess and
develop particular structures.

1 The effect of a large number of district-level posts in para-
medical and support functions and of considerable inequality of
size (as indicated by gradings) among units, is likely to be
greater centralisation of decision-making rather than greater
delegation.

2 If the DHA’s priorities are not reflected in unit organisation by
priority care units having comparable power and status to acute
units, it seems unlikely that the relative position of the priority
care services will improve.

3 The particular basis for delineating the work of units within a
district should, as far as possible, be of the same kind in order to
minimise grey areas of accountability and authority.
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Table 3 Four models of functional or paramedical management

Model Relationship to unit Characteristics
i Centralised Service-giving and/or Potential economy of scale
District head of specialist function staff relationship Uniformity of service across district
accountable to district manager (or DHA) Optimum use of scarce skill/resource
District head of specialist function Unit managers cannot control
manages specialist staff some of whom may managerially or financially
be outposted to units
1i Decentralised Managerially accountable Control at unit level
No district head of specialist function in units Local variation
Close links with operational managers
Unit heads of specialist functions Greater flexibility within units
accountable to unit managers No uniformity across districts
il Unit Adviser Managerially accountable Provides for inter-unit cooperation
No district head of specialist function in units in specialist function
In coordinating role unit Retains control at unit level
One unit head of specialist function head of specialist function
coordinates other unit heads of same remains accountable
function when required to unit manager
iv Dastrict Adviser Two levels of managerial Creates senior role within specialist
District head of specialist function accountability — district function
accountable to district manager (or DHA) and unit High-level specialist advice to DMT
Unit heads of specialist function and DHA
accountable to unit managers Tends over time to create dual
District head of specialist function accountability for unit heads of
monitors and coordinates unit heads of specialist function

same function




likely to reinforce existing patterns of service and resource
allocation.

5 Itis important that all units in a district embody the same level
of work and that the DMT is working at the next higher level in
terms of decision-making and time span.

6 The level of work in a unit predicts the number of subordinate
levels available in the managerial hierarchies.

7 There is no single model of management which will meet the
needs of all units. But it does seem important to limit the size of
the ‘core” UMT and to ensure that the unit managers are
working at the same or reasonably similar levels.

8 UMTs cannot be held collectively accountable for work but
they need to make collective decisions. If such decisions are to
be acceptable and implementable, consensus is the appropriate
method of decision-making.

9 Medical representation is a vital aspect of unit management.
Wherever feasible, the views of the relevant medical staff
should be represented in a single elected role to avoid differ-
ences of view among medical staff being debated in the UMT
instead of in the medical committees. Community physicians
can make a special contribution in some units but they cannot
take on the role of medical representatives.

10 The heads of functional and paramedical departments should
either be clearly accountable to a single manager at district or
unit level or be recognised as independent, free-standing man-
agers accountable to the DHA and monitored and coordinated
by district-level staff.

Conclusion

This chapter has concentrated on the organisational questions
surrounding unit work. This is in no way meant to imply that the
skills, knowledge and capacity of the unit managers are not just as
important as organisational characteristics. But we now have a
good deal of evidence and experience about the conditions under
which effective work can be carried out, in units or elsewhere.
There has often been a tendency to blame individuals for poor
personal performance when the real problem has been an unclearly
or unrealistically defined role. Just as in any other part of the
organisation, it is vital that the unit managers understand and see
the sense in their roles and working relationships in order that their
personal performance can be enhanced.
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CHAPTER THREE

The unit manager
TOM EVANS

The issue at stake

It has been a common experience in the early days of the reorgan-
ised NHS to hear unit managers proclaiming their unsureness as
to what they are supposed to be doing. In part, clarity of the unit
role depends upon the well formed identity and self-discipline of
the DMT and that has often still been developing. The rhetoric is
that of a ‘strategically oriented DMT and semi-autonomous unit
managers responsible for the operational management of their
services’. But it may provide an unhappy combination of a seduc-
tive kernel of truth allied to a specification that is inadequate to
resolve the inevitable confusions that arise in practice. The anxiety
and uncertainty of unit managers have been exacerbated by the
feeling that the original idea of decentralisation was right, but that
what was given in principle has been taken back in practice.

No doubt the extended saga of implementing this reorganisation
has contributed to the confusion. Certainly the experiences of
many unit managers have been coloured by their inability to fill
establishments of subordinates, or, at least, to do so with any
confidence that they are making good appointments. It may be
argued that this is a transient concern and that things will sort
themselves out. This philosophy of ‘It’ll be alright on the night’
underestimates both the complexity of the unit manager’s task and
the careful thought that is necessary to carry it out successfully.

This chapter approaches these problems by focussing on the
manager of a unit and the choices of role and activity that he or she
must make. Because I am considering the position of the individual
unit manager I have written throughout of ‘the manager’ and what
‘he’ might do. It seemed clumsy to put ‘he or she’, and inappropri-
ate to use the plural when specifically concerned with the indi-
vidual director of nursing services or unit administrator. But,
although addressing each unit manager’s position so directly, this
chapter is not prescriptive. That is to say, it does not recommend a
‘best’ or even a ‘good’ way for the manager to do his job. Rather it
provides a framework to help the manager’s own diagnosis of what
is important in his situation, his analysis of his options and their
consequences, and his appraisal of his own actions.

The variety of conditions facing unit managers responsible for

38 units of radically different sizes and organisational complexity




would soon disprove any general prescriptive theory. The prob-
lems arising in a community unit will always have differences from
those in an acute unit, and so on. However, the need for the
manager to diagnose his own situational difficulties arises not
merely from these kinds of factors. Even within units which are
similar in size, complexity or service, differences will still arise
from local characteristics of physical location, population, idiosyn-
cracies of practice or personality. Successful management depends
upon an adequate response to these local characteristics and hence
requires a situational diagnosis. While this precludes a general
prescriptive theory, my intentions in this chapter are even more
modest than this suggests, in that differences between administra-
tors and nurses are not considered explicitly.

My concern is to identify what is peculiar about a managerial job
at unit level. Many additional refinements may be necessary. I
emphasise the important contribution that principles can make to
help managers understand their local situation and to develop an
effective response. Though this chapter focuses on the unit man-
ager and his choices, it recognises the importance of the organis-
ational structures in which any manager operates. Principles of
organisational design, at the level of the district as a whole, are dealt
with in Chapter 2. However, the design of any organisational
structure should still be responsive to the choices of those who
operate within it and the emphases they bring to their managerial
activities. There should be a continual interplay between the issues
discussed here and the principles of organisational design.

As a final preliminary, I should make clear one important
underlying assumption; namely, that the future role of unit man-
agers is genuinely at stake. If the response of DMTs to the present
confusions, and to the amorphous role of unit managers, is merely
to revert to past practice, to run units with a firm involvement by
chief officers, and hence to restrict the UMTSs’ discretion to
administrative and operational matters, then many of the issues
raised here will go by the board. My argument is concerned with
the manager’s choices of emphasis, whether as a nurse or adminis-
trator, and his need to establish dimensions of his role. His
relegation to the status of an administrative serf would make
managerial analysis of his function irrelevant. There is little doubt
that, unless the unit role can be seen to be developing credibly and
clearly, it will be subject in some places to precisely that type of
relegation. However, there are enough senior managers in all
disciplines who recognise the importance of delegating substantial
discretion to unit level for the unit manager’s role to survive the
confusing and inelegant practice which will characterise it initially.
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undermine those who seek to revert to simplistic, centralising
management practices, and will reassert the importance of think-
ing carefully about management responsibilities at unit level.

A framework

The most transparent truth about unit management is that there is
no simple model of the role. The argument of this chapter is that
there are a number of legitimate competing demands on the
attention of unit managers. However, these demands are presently
incoherent, are partially in conflict, yet mutually reinforcing. They
involve different balances of pressures from one managerial situ-
ation to another. The problem for the manager is to clarify and sort
out these demands, and to build a set of responses which are
mutually consistent and appropriate to the needs of his situation.
The focus in this argument is on managerial choice — conceptualis-
ing, selecting and building packages of activities and roles, which
reflect his sense of what is needed.

As a means of pursuing this argument, I suggest four types of
involvement which the unit manager faces:

1 Involvement in the implementation of policy
One facet of the unit’s responsibility is to carry out the policies of
the DHA and the DMT in so far as they are relevant to its
activities. In this sense there is a straightforward hierarchical
relationship between the unit and the district level managers and
members.
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However, the relationship between policy makingand implemen-
tation is not as clear cut as this suggests. The responsibility
of the unit in implementation will vary with the nature of the
policy, how closely it fits with local conditions, and the issues,
often involving respecification of policy, that arise in the attempt
to apply it. The processes of discussion and representation
through which policy emerges should test its feasibility in
implementation. But even so, the different perspectives of




district and unit will be reflected in imperfect fits between policy
specifications and their application. Moreover, much of the
learning about the qualities of policies in practice will occur at
unit level and will need to be refined and referred back to inform
the policy making system. Factors such as these make the unit
involvement in policy making and implementation worthy of
reflection and analysis.

Involvement in a system of planning

Planning is difficult and is amorphous in concept (see
Appendix 1). There are real choices to be made about its
purpose, its organisation and its relationship to management.
The dilemmas for the unit manager concern his own involve-
ment in the planning system, the choice of purposes and
methods, and the relationship of planning activities and routine
managerial work within his unit.
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The ownership of planning is clearly shared across the organ-
isation. The unit manager X is at the conjunction of the
planning system with the operational and management systems
of his unit. What considerations should he have in mind? What
should he be seeking to achieve?

Involvement as a top manager in the unit

Perhaps the most distinctive facet of the unit manager’s work is
his overall responsibility for the bit of the organisation he runs,
for its effective performance and its future development.

UNIT X
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This is a ‘last resort’ responsibility in the sense that if he does
not do it, the likelihood is that nobody will. It is also an
intangible responsibility that is easily squeezed by his concern
with the substantive activities of his unit. It embraces leader-
ship, design and development of systems, and the develop-
ment of the managers who work under him.

4 Involvement as member of the senior management system of the

district
The unit manager is not only a line manager, he is also a member
of the senior management cadre in the district.
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The responsibility of this membership may or may not fit
easily alongside his specific concerns as manager of his unit. The
possible conflicts of interests in these two roles are well known in
experience. Of course, the emphasis on and the integrity of the
senior management system will depend on the predelictions of
the chief officers and may vary widely between districts.

These four involvements are fairly obvious and highly interdepen-
dent. However, it is worth identifying them explicitly. Examining
them individually gives rise to a number of issues which are less
obvious. Exploring their inter-relationship highlights some prob-
lems for the unit manager in diagnosing what is useful in his
situation and in avoiding the frustrations of the worst type of role
conflict. At the end of this chapter, I shall discuss how the unit
manager might seek to balance his approach to, and priorities
between, these involvements to produce a coherent and evolving
posture for himself. "

Needless to say, these four instances are not intended to be

42 definitive; the manager may think of more and better. They are




intended to suggest the kinds of things he must consider and the
problem of balancing his activities.

Policy and its implementation — the unit involvement

In casting one facet of the relationship between district and unit as
that of policy making and implementation, some refinement of the
naive dichotomy between the two is necessary. To begin with,
implementation at the level with which we are concerned involves
substantial discretion. It is not the mechanical application of a
comprehensive and detailed specification received from above. For
the UMT, the problem is to exercise discretion in a way which is
faithful to policy, which meets operational requirements, but
which highlights any mismatch between the assumptions on which
the original policy was drawn and what appears in the process of its
application. Of course, in practice, policy making and implementa-
tion are not simply sequential. A good deal of testing of feasibility
goes into the initial formulation of policy. Nevertheless, policy
formation with only an outline of its properties in implementation
is a sufficiently common experience in the NHS to warrant their
notional separation.

The nature and problems of implementation will depend on the
type of policy and the way it is specified. It is clear from even the
most casual inspection that policy is not a homogeneous commod-
ity. There are various forms of policy which provide differing
specifications for the implementor. Again, without wishing to be
definitive, we may recognise three types of policy:

an outline decision as to what is to be done, which requires a
number of subsequent decisions to bring it to the level of
operational application;

statements of concern about particular activities, which do not in
themselves involve a decision for action and which are often
relatively amorphous as guidance for implementation;

objectives for management processes which are intended to be
applied across all the authority’s activities, for instance, the

aspiration to be a good employer.

Though there may be value in defining other categories of policy,
I will use these three to serve to illustrate the range of implications
for implementation.

The first type of policy — an outline decision requiring particularisa-
tion — is common and widely understood. An example of this kind
of policy is the recent exploration in one London district of the
possibility of amalgamating two sizeable obstetrics departments

The unit
manager

43




Effective
unit
management

from different hospitals. This idea was triggered in part by the
needs of a wider rationalisation of services, but it was also con-
ceived as the first example of the integration of services between the
two hospitals. Both departments had poor physical facilities in
need of substantial modernisation. Both reflected occupancy rates
below the average for units of their size. Demand was from a wide
geographic area, but, in some cases, there were particular medical
reasons for this. One of the hospitals had 76 obstetric beds and also
housed the regional neonatal unit; the other hospital had 38
obstetric beds.

The proposal was to base the combined unit in the hospital
which already had the larger department. To simplify slightly, the
first question was to decide whether to provide 95 beds or 75 beds.
The smaller size would be adequate to meet the needs of local
demand and the neonatal unit, but the larger could continue to
meet the existing workload with its geographically widespread
origins. Some improvement in physical environment would be an
intrinsic part of creating either unit, though more would be
essential rather than discretionary for the 95 bed option than for the
75 bed option. Other qualitative improvements, such as dedicated
ultra-sound, could be included in the project but are clearly not
essential to the basic conversion process. So the question of quality
improvement, how much is essential to the conversion as opposed
to desirable in improving the service, is difficult to identify clearly.

These bare bones of description indicate a fairly orthodox policy
implementation problem. Typically, the health authority or its
DMT will decide the general lines of the policy they want pursued;
the unit managers will be expected to accept the broad brush
decision, substantiate and refine it and create a workable version
which is consistent with what the policy makers are trying to
achieve. In the obstetric unit example, the UMT will need to work
through at least the following stages:

1 Defining the options in a way which distinguishes the different
bed-number solutions and the element of quality improvement.

2 The attribution of costs and savings, differentiating, for exam-
ple, between the various options and the marginal capital and
revenue costs.

3 Testing the context of the project with the region, comparing the
opportunity costs and benefits of other schemes and so on.

4 Negotiating with critical interests, the obstetricians, nurses and
midwives, and the community.

5 Presenting critical issues that arise to the policy makers in a real
time flow.

6 Planning the physical implementation.



None of this is very novel even if the scheme is a large one. The
art lies in undertaking these tasks in parallel so that the intentions
of policy makers are transformed into detailed proposals which
make sense to those who must practice within them and that the
further involvement of policy makers is efficiently based and
focused on the issues that are turning out to be important. To do
that effectively is not easy.

The second type of policy, the statement of broad concern, rep-
resents a different set of problems in implementation and can be
illustrated by another aspect of the obstetric case. The HA was very
concerned that the amalgamation would not be just a ‘bricks and
mortar’ exercise. The planning of the project should also be the
opportunity to review the quality and philosophy of obstetric care.
Among the issues raised were the question of consumer choice in
birth practice, how to preserve the variety of approach in the
amalgamated unit that there had been in the two, how to ensure
that there was continuity of care to enable mothers to elect for early
discharge, and so on. Many of these questions are politically
contentious. Obstetrics provides an interesting test case of the
relationship between public interest and clinical judgment and this
is referred to again in Chapter 5. Moreover, while there were some
clear strands to the Authority’s concern, the issues were not well
defined. Clearly, the implementor’s responsibility in this instance
consists largely of helping policy makers to clarify their concerns,
and to understand their implications in the operating system. But it
is also to represent those concerns to practitioners whose behaviour
may be affected by them. This responsibility calls partly for
analytic skills, but the kernel of it is transactive — developing both
the ability and the relationships to enable such qualitative issues to
be explored and to be made significant in guiding the delivery of
services.

The third type of policy, objectives for management processes, falls
somewhere between the first two. The aspiration, for example, to
be a good employer can often be rhetorical. Managers may deal
firmly with any example of discriminatory or unfair practices, but
still not make the routine achievement of good practices a positive
and important component of their management systems. Equal
opportunity policy, for instance, would command support in most
authorities without having any great significance in subsequent
action. Making such concerns competitive for management time,
being prepared to inspect existing practices in the light of equal
opportunity and where necessary to renegotiate them, establishing
systems for monitoring subsequent practice, are all essential to
making policy in this area stick. None of them is easy and in many a
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question of implementation requires the fashioning of policy in a
meaningful and useful form which enables a positive implementa-
tion to be undertaken and controlled.

Particularly in this third type of policy, the dynamics of how
policy comes up for consideration are important. I recall sitting on
a members’ panel, hearing an appeal against dismissal for unpro-
fessional conduct. It was clear from the evidence that the employee
had a very unsatisfactory work record over a long period of time but
that his managers had felt unable to dismiss him until the charge of
unprofessional conduct was brought. It was possible, as a result of
that hearing, for the Authority to make a clear policy statement that
it would have wished for dismissal on the broader grounds of
employment record and that, in future, where this had been
properly pursued, the Authority would support the action. This is
an example of how policy makers can gain an insight into manage-
ment practice and develop an appropriate response. Regrettably,
reliance on mechanisms such as appeals is not very systematic, so
the responsibility of the implementor for raising questions for
policy consideration is important. The creation of mechanisms for
doing so is a serious problem.

What implications does this diversity of policy have for the
manager as implementor? First, in a relatively placid world in
which issues are well understood from the start, the parameters for
implementation will be clear. But in a world of uncertainty and
innovation, the straightforward link will be broken. Policies will be
developed on one set of understandings which may or may not
correspond to what is revealed in implementation. Innovative
policies are inevitably more ambiguous and create greater surprise
in implementation. This has a special significance at times of
change. The first proposition therefore is that managers must
increasingly prepare themselves to implement policies which are
less clear, less structured, more in need of conceptual clarification.
These are the policies which demand more transactive ability to
make them stick, and rely more heavily on implementation
through process than through executive action.

Second, the manager needs to develop some ability to diagnose
what kind of implementation problem he is faced with, how it
should be handled and what kinds of risks are involved. This is one
of the skills that managers learn by practice, but can be improved
by having a systematic personal check list to test out any particular
situation. Managers should be cautious because the implementa-
tion of the outline decision type of policy is the most common and
best understood. This carries two dangers: that it is the type of
policy which receives all the attention; and that statements of




management processes’ will be implemented as if they were out-
line decisions.

Third, it is unlikely that for any manager the capacity for
diagnosis and the implementation of different types of policy will
be as good as it could be. Hence, there is the opportunity of
monitoring how policy was implemented, of evaluating how well it
was done and of learning systematically how to do it better. The
problem is sufficiently complicated to warrant some conscious
effort in evaluation and learning.

Finally, this area of implementation is one aspect of an important
role, that of intersect manager. In any organisation, those people
who are at the junction of the policy or guidance system and the
operational system are critical to its effectiveness. This is even
more important in health services where there is no simple hierar-
chical relationship between the manager and those delivering much
of the service. Management and service delivery are different but
equally legitimate perspectives, often based upon different con-
cerns, initial assumptions and values. It is an important role for the
intersect manager to facilitate the dialogue between these two
perspectives and to enable each to influence the other. In the
implementation of all types of policy, this facilitation will influence
both the effectiveness and relevance of policy.

These roles of implementor and intersect manager have been
applied only generally to the unit manager. The intention is to help
the unit manager to understand more fully what he is doing and
thereby focus upon the dilemmas in his role.

The unit manager’s involvement in planning

Where the nature of planning is straightforward and its practice
merely a matter of procedure and cycles, the involvement of unit
managers in the planning system would be that of the implementa-
tion of that practice within their part of the organisation. In
Appendix I, Gordon Best and I argue why that cannot be so.
Planning is, itself, an uncertain idea compounded by dilemmas
about what it is trying to do, about how successful it can be in
forecasting and analysing the complex, uncertain and turbulent
world in which we live, and about how we may judge its effective-
ness in an organisation. We identify two major strands in planning
ideas: an orthodox rational model of planning which relies on
analysis and clear objectives to define ‘best’ decisions, and a
learning model, which accepts the planners’ inability to resolve
uncertainty and complexity, is more exploratory and seeks, above
all, to facilitate learning. While these two strands are slight carica-
tures, they identify a major difference in perspective in planning
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literature. Though it may be little comfort to those who struggle
with planning in the NHS, much of the private sector experience of
corporate planning has led to scepticism about what the orthodox
approach can achieve and to experiments with alternative methods.
The difficulties experienced in industry are compounded in social
planning generally, and certainly in health service planning.

Anyway, the long and short of the issue is that the concept of
planning is not sufficiently coherent and specific to provide a clear
cut basis of practice in health organisations. Questions about the
intent of planning, its optimal organisation and procedures, and its
relationship to other activities are not clearly answered by any
existing concept of planning itself. The answers are matters of
managerial choice. The relationship of unit managers to the plan-
ning system may include helping to exercise those choices. That
relationship certainly will be affected by the choices that are made.

However, this discretion and the need for deliberate selection of
roles for planning are obscured in the NHS by four major pathol-
ogies which have dominated practice:*

Planning as ritual: a system defined mainly by procedures and
timetables.

Planning as picture painting: a snapshot of the future with little
reference to securing the change through which it may be
achieved.

Aggregating decisions: planning as a means through which deci-
sions are assembled and presented rather than influenced.
Focus on the supply side: in which there is little emphasis on
demand, values and the major issues of social planning.

The ease with which these pathologies have been accepted as the
reality of planning betrays the lack of a critical model. But once
recognised, these characteristics of practice together with the
ambiguity of the underlying concepts, ensure that planning cannot
be seen as a mature and stable system. To become effective, unit
managers must explore and develop from the failures of their own
practice. However, progress is not to be seen in terms of the
unveiling of a better model of planning. It will result partly from
the critical assessment of existing forms of planning and what it
does, and partly from the creation of a model with which to
structure choices about planning and its development.

A pragmatic approach to improve planning performance

As an example of the more pragmatic approach, let me summarise
the approach adopted in an area authority with which I was once

* See Appendix I for a more detailed discussion.
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involved. After a period of predominantly ritualistic planning in
which the strategic element was largely absent, three major objec-
tives were identified:

1 Linking operational proposals to criteria for choice. Operational
planning seemed to consist largely of a shopping list of proposals
which were not justified in terms of any explicit criteria, even
where radically different types of justification were implied. The
impression was that such criteria were not an important factor in
the development of the proposals. The first task seemed to be to
ensure that all proposals could be related to some explicit
criteria.

2 Founding these criteria in a coherent strategy. While several
criteria could be involved, some could be interpreted as con-
tributing to strategic goals whereas others were ends in them-
selves, possibly to be pursued at some cost to the strategic
goals.

3 Building a monitoring and control capability. Given criteria
against which proposals were justified, outturns should be moni-
tored to see whether the proposal did indeed achieve the ex-
pected benefit on whatever criteria had been cited.

The following categories of criteria were agreed:

a the need for rationalisation of facilities or resource use, giving
rise to revenue savings;

b supporting desirable developments, particularly of a research

and developmental nature;

replacement of obsolescent assets;

implementation of strategic priorities, such as emphasis on

specific care groups, or explicit strategies;

e meeting short-term budget constraints;

f remedying ‘black spots’ in the service;

g remedying temporary cuts;

h logistical requirements of operations.

a6

While these criteria were not novel, their application forced advo-
cates to be specific about their proposals and their expectations of
what would happen if the proposals were implemented. It also
compelled an assessment of how far these criteria were merely
proxies for the overall strategy, and this helped to illuminate the
strategy and its limitations.

At the time of which I write, there was also a background
concern with the purely incremental nature of the planning system.
The vast majority of the Authority’s work went without evaluation
or even inspection. There was some interest expressed in the
development of a zero-based or mixed scanning approach, but this

The unit
manager

49




Effective
unit
management

50

was regarded very much as a development which could be awaited.
In consequence, the pragmatic approach I have outlined was
adopted and found to be useful.

Managing planning

This quick sketch indicates how one authority assessed its planning
activity. The emphasis was on monitoring and learning, rather
than on any dramatic innovation in method. However, the
approach to deciding what needed to be done with planning was
fairly intuitive. It may be that a rather more systematic review of
the organisation’s planning capacity and needs could have pro-
vided an alternative focus for developing planning. That might
be achieved by an explicit approach to the choices and dilemmas in
managing planning.* If the substance of planning is largely intract-
able, then the advantage grows of focussing instead on the manage-
ment of planning as a means of structuring the choices and
judgments involved. A simple model of managing planning would
involve:

Audit: a review and assessment of the problems facing the
organisation to which planning might contribute, and of the
currently available resources, systems and skills.

Purposes: the identification and selection of appropriate pur-
poses and missions for planning.

Strategy: the approach to be taken to planning, its relationships,
roles and analytic base.

Implementation: design of the practice of planning, its organisa-
tion, system, procedures, methods and personnel.

Evaluation: assessing the effectiveness of planning in the light of
its espoused objectives, learning and improvement.

The literature on planning contains very little discussion and few
reports of the experience of managing planning. There is a clear
need to apply to the activity of planning the same standards of
explicit appraisal that planners seek to apply to the activities of the
organisation. At the end of the day, however, the issue is one of
managerial judgment; in this case, the judgment of those respon-
sible for planning. The purpose of the focus on managing planning
is to emphasise the role of diagnosis and judgment in assessing
and guiding planning.

What, then, does all this imply for the unit manager in his
planning role?

The very ambiguity of the nature of planning and the need to

* See Appendix I for more detailed discussion.




choose its purpose and form, should eliminate any possibility of the
unit manager being a compliant cog within a planning system. He
must be involved actively in both the system’s design and develop-
ment. However obvious this may be in terms of logic, its adoption
would mark a radical departure from NHS practice.

The unit manager is in a unique position to contribute the
assessment and understanding necessary to several aspects of the
management of planning; particularly in audit, implementation
and evaluation, his information and perspective cannot be contrib-
uted by district managers. At the same time, he represents a
valuable test for district purposes and strategy, for unless the
intents and choices embodied in planning are congruent with the
way he intends to manage his unit, then both will be ineffective.

Finally, the unit manager has a dual ‘membership’ of both the
district planning system and of his unit and must expect conflicts
and stresses to result. The two sets of interests may not appear
consistent. There is no simple way of avoiding this. Its worst
manifestations are avoidable by fostering trust and tolerance in the
two systems.

The involvement that results from being
top manager of the unit

Perhaps the most familiar role for the unit manager derives from
his direct responsibility for a complete range of services and
personnel in his unit. Here I should emphasise his responsibility
for the quality with which his unit is managed. This is not a
responsibility that could easily be exercised by anyone else.
Moreover, as a relatively intangible concern, it can easily be
forgone in favour of more pressing activities. Consequently, it
requires a good deal of self-discipline if there is to be any systematic
review and evaluation of the quality of management within the
unit. Such a review has two elements:

Diagnosts and audit: to establish the present situation, the man-
agerial strengths and weaknesses of the organisation and to relate
these to the problems and challenges the organisation is facing.
Evaluation and development: to identify gaps in the quality of
management, to design and undertake development where
necessary.

These two elements of review need, in turn, to be applied to four
factors:

The systems through which the organisation is managed, par-
ticularly planning, information and control systems.
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unit
management The managers who work within it.

The unit manager himself as a ‘top’ manager.

1 Systems

The recent interest in information in the NHS, while long
overdue, still represents a fairly crude stab at the development of
management information systems. An effective information
system is about matching the demand for and supply of informa-
tion while balancing the cost of information provision with its
value in use. When the use of information is discussed, it usually
tends to be in terms of information in top level decision-making
by authorities or DMTs. While this is no doubt a high value use
for information, it is also a high cost use in that it is one-off and
requires special packages of information. In the first instance it
would probably be better to concentrate on the provision of
information for programmed use, where it is required contin-
ually in consistent form. This is more likely to focus on informa-
tion for management control, a much neglected concept in the
NHS. The development of integrated information and control
systems is a useful and feasible initial objective.

Management control is the process of establishing targets or
expectations for the organisation’s activities, of examining the
gap between expectations and outcome (the ‘variance’), and of
attributing that variance to causative factors, identifying
whether or not they were subject to the determination of mana-
gers. By this means we can establish whether failure to achieve
what was intended was due to unanticipated events or poor
managerial action. Though best known in the context of budget-
ing, the control process can be applied to any other facet of the
organisation’s work — unit costs, activity rates, service levels,
and so on. The concept of control is the cornerstone of any
systematic management geared to learning and the improvement
of performance.
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In the short run, the development of a strong management
control orientation linked with the information systems to sus-
tain it, would be a major achievement. In the longer term, the

52 task is to develop planning systems as the context for control. It
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is not enough to control to any expectations of outcome — these
expectations or targets must themselves be justifiable in the
intents and priorities of the organisation; that is one of the
purposes of planning. Control is then one element in a cycle.

The linkage between planning and control provides a context for
the provision of information, though the more strategic and
ill-structured the level of planning-control the more imprecise
(and probably expensive) are the information needs. Guiding his
organisation through its assessment of the existing state of
systems and the available strategies for their development is a
critical responsibility of the top manager. It is not a job which
can be done in abstract generalities, so the combination of a
rigorous overall view with a good empirical sense of system
provision and use is essential.

Orgamsation
The main concern is to assess and improve the performance and
effectiveness of the organisation. It is worth distinguishing
between substantive and quality (or process) approaches to
assessing performance and organisational effectiveness.

The substantive approach to the question of how well the
organisation is doing is about measuring, against some indi-
cators, such as:

its performance relative to other organisations;
its achievement of objectives or targets it has set itself;

its meeting of relevant environmental demands which it could
reasonably be expected to know about.

Since the ground is well trodden in other chapters, let me
content myself with two observations. First, substantive per-
formance assessment is about control, that is it is a matter of
attributing the variance. Only that shortfall which is caused by
factors under managerial control can reasonably be cited as poor
performance. Second, there is no chance of attributing the
variance in overall indicators unless there is a sub-structure of
control systems in the organisation to explain the component
variances.

The qualitative or process approach raises a different set of
issues. Here the organisation’s performance is set by the quality
and appropriateness of management activity and systems. Poor
performance at its most gross, such as when no relevant mana-
gerial information is being provided at all, is easily dealt with.
But usually, a conscientious effort is needed to assess any aspect
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of quality in the context of the whole organisation’s priorities for
improvement.

Organisational effectiveness may relate to wider characteris-
tics compared to the challenges of its environment. For example,
a rapidly changing environment may lead to adaptiveness being
regarded as a major criterion of organisational effectiveness. Or
the changing nature of the problems facing the organisation may
place a high premium on a form of learning which enables the
organisation to address radically different types of problems
rather than regarding all new problems as mere extensions of old
ones.

It should be clear that the assessment of organisational per-
formance and effectiveness requires considerable conceptual
and diagnostic skills from the successful top manager.

Managers who are subordinates
The quality of subordinate managers is clearly a major concern.
Among factors to be taken into account are:

their skills, analytic, conceptual and personal;

their attitudes, to their job, to responsibility, to risk and
innovation;

their models of themselves as managers, both as a guide to
their practice and as a framework for their learning;

their understanding of their roles and their capacity to accept
new or innovative roles;

their capacity to learn from experience and from others.

Over and above the need to be concerned with these personal
qualities of subordinate managers, there is the issue of what
facilities exist for their professional development and how the
top manager should encourage their use. The culture of the NHS
provides little supportive career planning. It is full of dis-
continuities, with huge career leaps alternating with static
prospects. Both the provision and use of management develop-
ment opportunities are primitive and mechanistic.

All in all the assessment and development of subordinate
managers is one of these areas in which the imagination and
commitment of unit and other top managers is most tested,
particularly since the investment of time and energy has an
apparently high opportunity cost when measured against im-
portant short-term pressures.




4 Self as top manager

The unit

Perhaps the most difficult assessment to perform is that of self. 4"ager

As an aid to that tortuous process, here are some structuring
questions.

Do you have and use good models of management?

Do you have clear strategies of what you are trying to do with
your organisation, its systems and your managers?

Do you see yourself as having a responsibility to absorb
uncertainty from your environment, to buffer your subordi-
nates from that uncertainty and to create space for them to
work? Do you do it?

Do you see yourself as directing or enabling your subordi-
nates?

What are your attitudes to the creation of discretion for your
subordinates? How do they use it?

Do you encourage or discourage the taking of risk by your
subordinates?

What is your attitude to deviant ideas coming from your
subordinates?

What do you think are your major responsibilities as a unit
manager?

Hopefully it will be seen that there are not simple ‘good’ answers
to these questions, even to those that appear to invite you to be
on the side of the angels. They are difficult issues to face,
particularly if, as a manager, you accept responsibility for your
subordinates’ sins of omission as well as those of commission. It
is equally possible to fail as a manager for what you do not do as
well as for what you do. This is a sobering thought and another
example of the wide and complex agenda that unit managers
face.

Membership of the senior management
cadre of the district

The unit manager’s fourth involvement is as a part of the senior
management of the district. The group of senior managers exer-
cises a number of important though intangible influences within
the organisation, including setting the tone and style of manage-
ment practice, forming perceptions and values, and establishing
the nature of managerial responsibility. These influences will
reflect both the understandings and the style of the senior managers
themselves. For instance, as the environment in which health
service managers are operating becomes more intractable, generat-
ing problems which reach deeper down into the organisation,
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expectations of the quality and roles of managers are being revised.
Itis clear that a traditional administrative model is inadequate. The
manager is variously expected to be more active, more decisive,
more entrepreneurial, more catalytic or whatever. The welding of a
sense of managerial style and role that is both relevant and accept-
able will depend on the example of the senior managers. Their
behaviour and directions of commitment will set the climate and
influence the sense of managerial purpose within the organisation
of which the unit manager is an important element.

There are two areas in which the exhibited commitments of
senior management will be most influential; (a) establishing an
acceptable domain for managers and demonstrating the responsi-
bilities that go with it, and b) developing a style of leadership.

In the NHS, the professional relationships within management,
and between management and the delivery of care, remain in an
emergent state. As the economic pressures on the service grow, the
impact of the style of management on issues of service delivery
becomes more pressing. For instance, at the ends of the spectrum,
management which is entirely containing and restrictive contrasts
with that which seeks to find ways in which the constraints may be
overcome by active redefinition of the problems. This contrast
between a controlling and an emancipating role for management is
common in many organisations. It corresponds to radically differ-
ent domains and methods of operating management and would
need to be accepted as legitimate by others in the organisation, in
our case, principally by clinicians. So, the questions of what
managers are perceived as doing, their legitimacy in doing it, and
the responsibilities they must accept are all interrelated and need to
be built up as a coherent package by senior management.

If the manager is to be anything more than a provider of
administrative support, then the idea of trusteeship or stewardship
is central. The manager acts on behalf of others, balancing interests
and concerns and seeking ways of reconciling conflicts. If manage-
ment is to be active, seeking balance through the creation of
opportunity, then a great deal of discretion and trust is involved.
Two opposite but equally destructive pathologies arise. The first is
where the right and legitimacy of managers to that discretion are
assumed, not demonstrated. The second is where it is not granted
and the positive functions of management are denied to the
organisation.

However, these questions relate not merely to the exercise of the
manager’s discretion in choosing between competing demands on
resources or facilities, but also to his responsibility for developing
the organisation. A major feature of the manager’s stewardship is to
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of the organisation, its management and the services it delivers. It
is not enough just to leave it as you find it. For instance, there is
little doubt that one of the characteristics of the management
culture in the NHS that impedes change is the limited and
predominantly administrative style of management that prevails. It
maintains existing practice; it is not entrepreneurial in seeking
actively to create opportunity; it is largely unconcerned with
evaluation. All of these characteristics could be seen as limiting
responses to the challenges NHS management must face. If this be
s0, it is a responsibility of senior management to influence and
change the culture of the organisation.

The same argument applies to the style of leadership offered.
Though each unit manager must determine his own leadership
style, the senior management group should also establish dominant
styles related to the predicament of the organisation and what the
group is trying to do with it. Again the dominant assumptions
which have prevailed in NHS management are worth challenging.
It is at least arguable that the complexity of the problems the
service faces and the substantial disruptions and changes with
which it is having to cope require the liberation of the manager’s
full range of energies and imagination. This might be expressed in
terms of attitudes to risk, or new ideas, or the emphasis to be given
to experimentation and learning. Such a liberation certainly
reflects a concept of leadership as enabling not directing, and an
emphasis in senior management on clarifying and giving shape to
problems rather than merely focusing on their resolution. This
approach would see leaders as educators and extenders, and stres-
ses their ability to conceptualise and to think about the forces
which are shaping the destiny and style of the organisation.
Perhaps most important is the capacity to imagine and give subst-
ance to images of the organisation which are not merely linear
extensions of what it is already. As W B Yeats said: ‘In dreams
begins responsibility’.

While some might consider such images of leadership fanciful,
there is increasing evidence to suggest that the problems of health
organisations cannot be resolved just by more of the same, by
increasingly intense application of existing solutions. Senior man-
agers must envisage clearly the impasse of managerial assumptions,
methods and imagination in which the NHS is lodged, and deter-
mine how they will by-pass or redefine it.

The unit manager plays an important part in the system of senior
management not merely because he is its most visible representa-
tive in his part of the organisation; he is also a major source of its
variety and hence its responsiveness. It is the most obvious of
truisms about health service management that the context in which
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58 in the light of what he thinks important. This implies a level of

it operates is complex and varied. The reconciliation of the per-
spectives and concerns of politics, the community, patients, doc-
tors, nurses, paramedics, porters and so on is the very nature of
managerial activity in the NHS. It is made the more difficult by the
uncertainties and ambiguities in which these issues are structured.
Ashley’s concept of ‘requisite variety’ stresses the importance of
internal variety if an organism is to perceive, understand and
respond to the complexities of the world it is dealing with. So it is
with the senior management of health authorities. The unit man-
ager brings a different perspective and sense of pressures to bear
from that of the district officers. He contributes to the variety of
understandings and concerns shared amongst those colleagues who
form the senior management and hence he extends its range of
possible responses. If these differences are suppressed by the chief
officers or under-represented by unit managers, the potential for
exercising sensitive leadership throughout the organisation will be
undermined.

Putting it together

The starting point of this chapter was that there is no simple,
mechanistic role through which the unit manager can structure his
work. He is inherently in the business of balancing a number of
differing types of involvement, some tangible and pressing, some
amorphous and easily ignored. His problem is to develop his sense
of the content and importance of these involvements and to weld
them into a package which makes sense to him. At all times he must
judge his own position in the light of the objectives and purposes of
his unit.

This will involve him in role development. It is unlikely that
those around him will understand either his problem or his prior-
ities in precisely the same way that he does. While it is not
necessary that everybody should share his perceptions, it is helpful
if role expectations can be created which are consistent with his
own choices of activities and relationships. That will not happen by
accident. It will require a good deal of sharing and discussion if
colleagues are to understand his commitments, particularly to the
intangible and developmental. So the unit manager’s task is one of
role creation to fit his diagnoses and selection of priorities.

Perhaps the most important consequence of the framework
presented here, is the need for the unit manager to be able to
analyse and assess his own predicament, his options and his
responses. The emphasis throughout has been on his choices in
structuring his activity and his need to develop himself and his role




self-consciousness and analysis of himself as manager that comes
only with deliberate effort. As with other managers who experience
severe confusion of role due to poor institutional specifications, a
‘Diagnostic — Audit — Development’ approach to himself is
essential. He will need to be able to diagnose and attach priorities to
the problems he faces, to take stock of his own capacity, and to
organise his own development in those areas where the greatest
gaps are apparent. It may not solve his problems in the short run,
but it provides some tools with which to handle the complexity he
faces. Most significantly, it enables the manager to learn.

At the end of the day, a personal commitment to learning and
improvement is the most important thing we can ask of him.

The unit
manager
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CHAPTER FOUR

Performance indicators: a precautionary tale
for unit managers

GORDON BEST

Introduction: the early steps in NHS performance appraisal

Few managers can have failed to notice the recent spate of activity
surrounding the two closely related issues of improved NHS
efficiency and better management accountability. In addition to
the recently launched independent management inquiry under the
direction of Mr Roy Griffiths, the last 18 months have seen the
birth of performance (or accountability) reviews, the introduction
of revenue reductions under the guise of ‘efficiency savings’ and
official backing for privatisation as a means for improving NHS
efficiency. Two key assumptions seem to pervade all of these
developments. First, that the NHS is in a variety of ways an
inefficient service; and second, one way of improving efficiency is
to strengthen mechanisms of management accountability.

Central to these developments has been an increasing concern
with devising ways in which the functional activities — or perform-
ance — of the NHS might be measured. This concern has given rise
to the development of what are erroneously referred to as ‘perform-
ance indicators’. The broad logic underpinning the desire to
develop indicators of NHS performance is both sound and fairly
obvious. It is felt that by quantifying various characteristics of
NHS performance, the overall achievement level of an individual
authority, unit or other functional sub-division of the service, can
be cast in comparative perspective. As a consequence, differences in
performance will be highlighted, giving rise to investigations of
why these variations exist. Once performance has been described
in measurable terms, expected performance can be systematically
compared with actual performance — a comparison which is ab-
solutely essential to the development of more rigorous forms of
management accountability.

At present, performance indicators are at a preliminary stage of
development with the first set of indicators having been tested
during the 1982 round of regional performance reviews. The role of
performance indicators in the regional reviews was summarised
clearly in a paper prepared by the DHSS for a conference spon-
sored by the Institute of Health Service Administrators (1982):

An additional element in the final seven reviews (in 1982) was the
use of statistical performance indicators, covering clinical, finan-




cial, manpower and estate management functions.

A DHSS Working Group was set up last year to develop
performance indicators as a means whereby objective statistical
information may be used as an aid to the assessment of efficiency
in the use of resource. The indicators have subsequently been
developed in close collaboration with Northern Region.

It has been recognised from the outset that no single factor
indicator or combination of indicators could lead to a firm
conclusion on whether the use of existing resources was
‘efficient’, ‘good’ or ‘bad’. Their function is to point to areas
which merit further investigation, and judgements can be
reached only after detailed study of local circumstances. They
will be used in the dialogues between RHAs and DHAs, but they
are also intended to enable DHA s to reach views on the perform-
ance of their own services.

Indicators are being introduced this year on an experimental
basis. Any modifications seen as necessary will be incorporated
in the list to be used in each of the 1983 reviews.

The general idea, therefore, would seem to be a hierarchical form
of performance review with the DHSS looking at regions, regions
at districts, districts at units and so on, in order to establish
whether measurable differences in ‘performance’ merit further
investigation. At present, therefore, the intended use of indicators
would appear to be limited to that of ‘diagnostic aids’.

As mentioned in the DHSS paper, the indicators under develop-
ment are of four types: namely, clinical, financial, manpower and
estate. Most of the clinical indicators are measures of bed ‘through-
put’ such as average length of stay (LOS), or annual throughput
per bed, although they also include indirect measures of inpatient
workload such as waiting lists per thousand population. The
financial indicators are made up of different categories of hospital
costs, sometimes expressed in relation to hospital workload — for
example, acute inpatient cost per case, and domestic and cleaning
costs per unit of floor area. The manpower indicators relate to
different categories of health service staff, again sometimes ex-
pressed in relation to workload — for example, midwifery staff per
number of births and lab scientific officers per number of requests.
The estate management indicators consist of measures such as
building area per bed and maintenance and operating expenditure
per unit of building development.

It is known that the DHSS has in hand a good deal of work
developing more sophisticated indicators, but it still seems clear
that most of the indicators are of one of three kinds: either they
describe an NHS ‘input’ such as the number of staff of a particular
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kind; or they describe an activity level or measure of workload — for
example, annual throughput per bed; or, they consist either of a
ratio of two inputs (for example, the ratio of nursing staff to
doctors), or the ratio of an input to workload (for example, catering
costs per inpatient day).

It is evident from even a cursory glance at the preliminary
indicators, that they imply a fairly narrow definition of ‘perform-
ance’. Others take a broader view. Robert Maxwell in a recent
paper, for example, has argued that the measurable assessment of
all social programmes and health services in particular should
occur in at least six dimensions: i) relevance to need; ii) ease of
access; iii) effectiveness; iv) fairness; v) social acceptability; and vi)
efficiency and cost. It does not require a lengthy analysis to
conclude that almost all the NHS performance indicators initially
tested fell into the last of these six categories.

This observation suggests that the development of valid and
useful performance indicators is unlikely to be a simple task. In
addition, it is difficult to imagine longer-term circumstances in
which the use of indicators will be limited to that of diagnostic aids.
Indeed, if no attempt is to be made to influence or control NHS
performance (as distinct from simply flagging up aberrant per-
formance), there is no obvious reason to explain why so much effort
should go into measuring and reviewing NHS inputs, activity
levels and costs. Perhaps more to the point, when the development
of performance indicators is set against the background of present
government policy toward the NHS, there is every reason to
suppose that it is only a matter of time until performance indicators
are utilised both as a means of prescribing desired performance,
and as tools for holding managers accountable for achieving that
performance.

If performance indicators are eventually to be used for these
purposes, it is quite clear that they will have to meet a number of
fairly rigorous requirements, which, to date, do not seem to have
figured in their development. In this chapter, therefore, we shall
focus on the nature of these requirements and on some of the
developments which are likely to occur if unsatisfactory indicators
are prematurely utilised for management accountability purposes.
The chapter is not, therefore, intended as a ‘cook book’ which will
allow managers to construct valid performance indicators for their
own units. Rather, it is intended primarily to enable unit managers
to see how their managerial role is likely to be influenced by the
increasing fashion for measurable performance assessment.




Performance indicators — a theoretical perspective

The preceding discussion made use of terms such as ‘input’,
‘throughput’ and ‘output’. This kind of terminology is encoun-
tered increasingly in the literature on health services management,
perhaps arising most frequently in discussing computer appli-
cations. The contemporary origins of such terms however are to be
found in communications engineering and, later, general systems
theory. Indeed, the analytical framework offered by general sys-
tems theory can lend considerable clarity to a discussion of per-
formance indicators.

One of the theoretical constructs of general systems theory is the
so-called ‘black box’ model of complex systems (Ashby 1956). The
basic components of this kind of model are set out in Figure 1.
Traditionally, the black box model has been used in an attempt to
understand (and then to predict or control) the behaviour of
complex systems. For example, psychologists have utilised such a
framework in attempting to understand how the central nervous
system works. Typically, systems investigated in this manner have
been ‘unobservable’ in the sense there is no possibility of construct-
ing a ‘causal’ explanation of their behaviour through observation of
their ‘inner’ workings. Hence the term ‘black (that is, opaque)
box.’

Figure 1 ‘Black box’ model of complex systems
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Within the black box framework, analysis must proceed on the
basis of observation and measurement of whatever features of the
system the external observer may be able to detect. In the case of
the central nervous system, for example, psychologists are able to
observe or detect many of the sensory inputs a person may receive
from their environment, and then record how the person reacts to
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repeatedly observing and recording how such sensory inputs relate
to behavioural outputs in different situations, the psychologist
attempts to establish systematic relationships between the two. On
this basis, an attempt is made to predict and/or ‘explain’ how
certain sensory inputs lead to (or are transformed into) given
behavioural responses.

As should be clear from Figure 2, it is possible to describe the
NHS in the same way. Here, the health service is treated as a
complex, imperfectly understood, system. Viewed like this, it is
clear that the NHS utilises a variety of inputs which are then
transformed into various outputs. For example, in order to func-
tion, the NHS requires the input of different types of professional
and ancillary staff working time; it requires a variety of phar-
maceuticals and surgical appliances; it requires beds, bed linen,
food, electricity and so on. It is a relatively straightforward matter
to enumerate and then measure many of the inputs which are
essential to the successful operation of the NHS.

Figure 2 A black box portrayal of the NHS
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Similarly, it is possible to enumerate and sometimes measure
many of the outputs of the NHS. Traditionally, the outputs of the
NHS are sub-divided into two types, namely: intermediate outputs
which are usually measures of workload or activity levels, and final
outputs which, it is held, relate more closely to the purposes or goals
of the service. Intermediate outputs are usually just measures of
how inputs are used and include such measures as beds occupied,
pharmaceuticals dispensed and surgical appliances fitted. Exam-
ples of final outputs include broken limbs satisfactorily mended,
hernias satisfactorily repaired and breech babies safely delivered.

There is often a systematic relationship between the inputs to,
and outputs from, the NHS. For example, it is known that, other




things being equal, the more acute beds there are available (input),
the greater the number of patients there will be to occupy them
(intermediate output). In general, it is true to say that the higher
the level of patient-related inputs, the higher the level of patient-
related activity which can be used as a measure of intermediate
output. These sorts of relationships between inputs and outputs
are, however, not clear cut and, in particular, will change depend-
ing on certain ‘external’ influences which vary from one set of
circumstances to the next. For instance, the inputs which will be
needed to ‘produce’ a given level of output in different districts,
will vary depending on such factors as the presence or absence of a
medical teaching responsibility; the level of social services pro-
vision; the age structure of the district’s population, and so on. In
systems theory, such factors are sometimes referred to as constraints
(Figure 1): that s, they are factors which are in some sense external
to the system under study but which constrain how the system is
able to transform inputs into outputs.

Within this type of framework considerable attention is given to
the identification and measurement of the system’s inputs and
outputs. Effort is then directed to the task of trying to establish
systematic relationships between the two in order to gain some
insight into the way in which given inputs lead to, or are trans-
formed into, particular outputs. At the same time, account is taken
of ‘external’ constraints which may influence how inputs are
transformed into outputs in differing circumstances.

It is worth noting that this perspective draws attention to certain
aspects of the NHS which are very poorly understood. Thus,
except in a few trivial instances, we simply do not understand how
different inputs to the NHS are transformed into outputs. For
example, no guidelines exist to suggest how, for a given diagnosis,
we might combine clean bed linen, food and other inputs with the
inputs of clinicians, nurses and ward orderlies to ‘produce’ a
healthy and satisfied patient at discharge. Indeed, for most di-
agnoses, there is not even a consensus about how long a patient
should remain in hospital. Yet since the quantity of inputs required
to care for a patient varies with the time spent in hospital, it is
hardly surprising to discover that there is no agreement about what
inputs are required to ‘produce’ a given level of (inpatient) output.
Similar confusion surrounds most other discussions of the
appropriate relationship between NHS inputs and patient-related
outputs.

In many respects then, the NHS resembles the theoretician’s
black box. Indeed, such a characterisation of the NHS provides a
useful perspective from which to survey present attempts to
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indicators presently under test simply relate inputs (for example,
number of staff of different kinds, beds, and so on) to prevailing
activity rates or measures of work done (for example, measures of
intermediate outputs). Where differences in these ratios cannot be
explained in terms of factors such as case mix or characteristics of
the population being served (that is, the terms of externally
imposed constraints on the black box), the implication is that these
differences will be taken as indicative of differences in ‘perform-
ance’.

Given that the NHS might reasonably be thought to qualify as an
example of a complex system, this approach to the construction of
performance indicators should not be lightly dismissed. Indeed, it
is possible to utilise the black box framework to provide a fairly
rigorous specification of those properties which we might expect
such performance indicators to possess. This specification can then
be used to examine present NHS initiatives.

Constructing valid performance indicators

To illustrate how the black box framework can be used to specify
the properties of valid performance indicators, it is useful to begin
with an analogy. For this purpose, Figure 3 attempts to portray the
familiar act of motoring within the black box framework.

Figure 3 The black box model applied to motoring

CONSTRAINTS

=
5]
3 2
P St o=t
Be glf &
SESE
Driver’s view ’ Speed of car '
Petrol ’ '
INPUTS ‘ AUS}?I%?:CI;LE Direction of OUTPUTS
QJJ__’ Complex system vement
Q_mgrs__> IOthers ’

In this case, the black box consists of a complex system made up
of two principal sub-systems, namely: the driver’s psychomotor
system and the mechanical systems which determine how the
automobile functions. The inputs to this black box are of two
types. First, sensory inputs such as the driver’s view of surround-
ing traffic conditions; information received from driving instru-
ments such as the speedometer and fuel gauge; and other sensory




feedback such as that received via the ‘feel’ of the steering wheel.
Second, there are inputs to the automobile’s mechanical systems
such as petrol, oil, air and so on.

What is clear from this portrayal is that the driver’s psychomotor
system and the vehicle’s mechanical systems combine in a complex
way to convert these inputs into a set of outputs which, themselves,
constitute one of the ‘purposes’ of motoring. These outputs include
the automobile’s direction of movement; the speed with which it
moves; the pattern of acceleration and deceleration, and so on. It is
also clear that any relationship which we may detect between these
outputs and the types of inputs above, will be influenced by a
number of ‘external’ factors — or constraints. For example, these
will vary with the surrounding traffic conditions; the state of repair
of the road surface; the weather; the presence or otherwise of
automatic transmission, and so on.

Keeping this black box model in mind, let us imagine that we are
the owners of a fleet of such motor cars and that we employ a
number of drivers to ferry cars between a number of destinations.
Assume also that, as owners, we possess a number of records which
describe certain aspects of each driver’s performance. For exam-
ple, we might possess records on the distance covered by each
driver; the tmme taken to cover different distances; the oil and
petrol used; and so on. In other words, we possess data on certain
inputs, (for example, oil and petrol consumed), certain outputs,
(for example, distance covered, average speed, and so on) which
characterise the performance of a complex system, the detailed
workings of which we do not fully understand.

Suppose also that, as owners, we wish to utilise this information
to construct indicators of each driver’s performance so as to
improve driver efficiency, thereby reducing costs. To focus on a
plausible and specific example, we might choose fleet running costs
as measured by petrol consumption. For this purpose, we might
examine available figures on each driver’s petrol consumption as
illustrated in Table 4.

Examination of these figures might suggest that, on average,
drivers working the fleet routes should achieve a petrol consump-
tion rate of not less than 30 miles per gallon of petrol used. After all,
it might be reasoned, six of the fleet drivers already do better than
30 miles per gallon and if those getting less than 30 could achieve
this minimum, savings in terms of fleet running costs would be
considerable.

We might therefore establish a minimum fleet petrol consump-
tion target of 30 miles per gallon. This target might be backed up
with some incentive arrangement such as a bonus scheme favour-
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Effective Table 4 Petrol consumption: hypothetical figures for 10 fleet drivers

unit Average miles per gallon of
t

managemen Driver petrol — last 12 months Urban route?
A 34 No
B 26 Yes
C 30 No
D 24 Yes
E 32 No
F 31 No
G 25 Yes
H 33 No
J 36 No
K 22 Yes

Average 29.1

access to the comparative figures contained in Table 4, we might at
this point expect certain drivers to object to this scheme. In
particular, those drivers with urban routes might point out that, on
average, they stand a much poorer chance of achieving the 30 miles
per gallon target than do drivers with non-urban routes. These
drivers would be drawing attention to a constraint which influences
the performance of the system of which they are a part (Figure 3),
but over which they have no control. As such, it would be
unreasonable to hold these drivers accountable for performance
which — through no fault of their own — they would be unlikely to be
able to achieve. As fleet owners we might therefore revise our
performance targets to 30 miles per gallon for drivers on non-urban
routes and 25 miles per gallon for urban drivers.

This example illustrates one way in which a knowledge of the
input and output characteristics of a complex, imperfectly under-
stood system might be used in an attempt to influence the be-
haviour or performance of that system. The specific illustration
chosen was that of expressing the level of (one) output achieved
(that is, route miles covered), per unit of input consumed (that is,
per gallon of petrol), while controlling for one important external
influence on system performance (that is, urban/non-urban driving
conditions). Performance indicators which, like this one, express
output per unit of input, are usually referred to as productivity or
‘efficiency’ indicators.* That is to say, while they may tell us
something about the efficiency with which the system in question

* Efficiency as used here simply refers to the input ‘cost’ of producing a unit of

output; it should not be confused with the broader concept of efficiency usually

employed by economists. This latter concept incorporates not only the idea of
70  productivity but also the appropriate allocation of inputs to different outputs.




operates, they tell us little about how effective the system is in
achieving given objectives or in producing desired results.

Despite the fact that an indicator such as miles per gallon
captures only the efficiency aspect of system performance, closer
examination of its properties provides a number of insights into the
difficulties of constructing valid performance indicators. In par-
ticular, the performance indicator in our illustration would seem to
possess three properties which, at a minimum, all valid indicators
must possess:

I The indicator must be performance calibrated
This property is easier to affirm than it is to assess. In the context
of indicators of efficiency, this will usually mean that some
measure of output will be expressed in relation to the input or
inputs required to produce that output. In our example, the
measure miles per gallon, that is, output per unit of required
input, was taken as one important indicator of fleet efficiency.

2 A movement in the indicator must be subject to unambiguous inter-
pretation
This property implies that indicators are useful only in so far as
an observed change in their value can be assigned a clear
meaning in terms of performance. For example, other things
being equal, an increase in the amount of petrol used per fleet
mile travelled suggests a decline in fleet performance because
fleet travel costs have increased. A decrease in petrol consump-
tion clearly implies the converse. Thus, the direction in which
the indicator is moving has unambiguous performance impli-
cations.

3 Movement in the indicator must be subject to influence by those whose
performance is being judged
This critical feature of performance indicators implies that two
conditions will be fulfilled before performance assessment takes
place. First, factors which influence the value of the indicator
but which are ‘external’ to the system, will be identified and their
influence taken into account before performance is assessed. In
our example, the fact that some drivers had urban and others
non-urban routes, is an illustration of an external factor which
influences system performance but over which drivers have no
control. Secondly, in addition to controlling for the influence of
external factors, it is necessary to ensure that any residual
movement in the indicator is subject to the control of those
whose performance is being assessed. Thus, in our example, in
addition to controlling for the influence of such factors as an
urban/non-urban route, it was also necessary to assume that by
controlling foot pressure on the accelerator, by changing gears,
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and by a variety of other means, each driver would be able to
influence fuel economy.*

This last property of a performance indicator is of particular
interest here because it highlights the relationship between
management accountability and control. In particular, it makes
clear that accountability depends on control in the sense that drivers
(or managers) cannot be held accountable for performance over
which they have no effective control. In our example, for instance,
it would clearly have been counter-productive to have attempted to
hold drivers accountable for aspects of fleet performance outside
their control. It would be as if, as fleet owners, we had attempted to
hold drivers accountable for the state of the road surface, or
passengers in the back seat accountable for fuel economy.

NHS performance indicators

As noted in the introduction to this chapter, the indicators of
performance being discussed in the present round of reviews are
very much “first generation’ indicators. Nevertheless, while await-
ing publication of the revised indicators, it may be useful to review
some of those presently under discussion against the criteria set out
in the previous section.

As a starting point, we might turn our attention to one of the
more familiar ‘clinical indicators’, length of (bed) stay. This
candidate indicator is frequently cited as one measure of bed
‘throughput’ — or, intensity of bed use. And although its use as a
performance indicator is always hedged with a number of qualifica-
tions, it is widely discussed and cited as one measure for identifying
districts or units whose bed throughput deviates significantly from
normal practice. In this respect, length of stay (LOS) is usually
calculated for a given specialty or case type and all units or districts
with beds of this type are compared to see if their LOS differs from
‘normal practice’. The clear implication of this kind of comparison
is that where a district or unit differs significantly from the norm,
this difference needs to be ‘explained’.

This kind of approach to performance assessment is not new,
growing out of a school of management thought often referred to as
‘management by exception’. The broad idea behind this approach

* Fulfilment of this last condition implies that the driver (or manager) has access to
that information which is necessary to make judgments about performance. In our
analogy, this is equivalent to assuming that the fleet driver has an accurate
speedometer as well as a knowledge of how much petrol is being used. In the NHS,
the question of what information is necessary to make judgments about perform-
ance is one which the Kérner Working Group and a number of others are presently
trying to answer. In a logical world, of course, this work would precede the
construction of performance indicators.




to performance assessment is that organisations (or managers)
whose performance is in some way exceptional by comparison with
similar organisations (or managers) elsewhere, are exceptional for
one or more of three reasons:

1 They are innovating: that is to say, the organisation or manager in
question has evolved or discovered a new way of discharging
their responsibilities.

2 They are in some sense failing (for example, they are making
inefficient use of resources). In this case, the organisation’s
performance appears to be exceptional because they are falling
below the standards of performance achieved by similar organ-
isations.

3 They are in some sense idiosyncratic (for example, they have a
peculiar workload). In this case, the aberrant performance is
attributed to some (usually) local idiosyncracy which may or may
not provide justification for the observed performance.

The theoretical rationale for management by exception grows from
the recognition that those who find themselves in the position of
trying to monitor and assess the performance of others, should: a)
identify and then decide whether to foster innovation; b) identify
and inhibit failure; and c) identify those ‘local’ circumstances
which justify deviations from normal performance.

It is easy to see how comparative measures of district or unit bed
throughput fit into such a framework. For example, a unit with a
particularly short LOS in a given specialty might, on the face of it,
be thought to be relatively efficient and therefore ‘innovating’ in a
way that might be copied by other, less efficient units. Equally,
those with a particularly long length of stay might be thought to be
relatively inefficient and making use of resources in a way which
should be discouraged. And, of course, a particularly long or short
LOS could simply result from certain local conditions which would
require justification in their own right (for example, a complex case
mix or high levels of day surgery).

To date, no attempt has been made to utilise indices of bed
throughput to arrive at judgments such as these. Rather, such
indices have been used simply as one means of identifying regions,
districts or units whose pattern of bed usage deviates significantly
from the norm. Like LOS, however, a number of the clinical
indicators presently under review (for example, annual case
throughput per bed, turnover of inpatient population, and so on),
are little more than readily available but partial measures of
intensity of bed use. As such, the use of such measures to identify
deviations from normal practice can be expected to focus attention
on regions, districts and units whose pattern of bed use is sig-
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nificantly more or less intense than the norm.

In so far as presently available measures of bed throughput do
highlight differences in intensity of bed use, their inclusion in
performance reviews has clear ‘efficiency’ overtones. Moreover,
given the present preoccupation with NHS efficiency, it will
require a determined effort to resist the temptation of making the
(apparently) short conceptual leap from the notion of ‘intensity of
bed use’, to the notion of ‘efficiency of bed use’. Such a shift in
emphasis, however, immediately removes a measure such as LOS
from the realm of one useful indicator for identifying exceptions to
a general rule, and confers upon it the status of a performance (that
is, efficiency) indicator in the sense that we have been using that
term here.

The possibility that indices such as LOS may be used as rough
and ready indicators of bed use ‘efficiency’ seems real enough. If
the results of such an application are to be fruitful, however, these
indices will need to be valid performance measures in the sense
described earlier. To demonstrate why this is the case, it is helpful
to examine how well an indicator such as LOS meets the three
criteria set out in the previous section (page 71).

1 Performance calibrated

Although LOS might be thought of as one rough and ready
indicator of how efficiently inpatient resources are being util-
ised, its status as an efficiency indicator in the out-
put-per-unit-of-input sense is, at best, dubious. For example, a
reduction in LOS for a given diagnosis could be accompanied by
an increase in patient readmissions for that diagnosis; equally,
a shorter length of stay might occur at the expense of bed occu-
pancy if the reduction is accompanied by an increase in the turn-
over interval between cases; or, a reduction in LOS could lead
to a shift in patient workload onto the outpatient department,
community services and/or social services. In all three cases,
the belief that resources are somehow more efficiently used,
or that performance has somehow been improved, is, at best,
dubious.

2 Movement interpretable
For the reasons just cited (and others), it is often unclear as to
whether a reduction (or increase) in LOS represents an improve-
ment (or decline) in performance. For example, a reduction in
average length of stay is often accompanied by an increase in
hospital activity rates and hospital costs per occupied bed day.
This is because the decline in length of stay, unless accompanied
by a lower bed occupancy rate, almost always increases the

pressure on operating theatres and other departments. Readmis-




sion rates and quality of care arguments aside, it is unclear at best
as to whether this represents an ‘improvement’ in efficiency.

3 Movement subject to influence

Even if it were to be accepted that LOS represented one valid
measure of performance and that, on the whole, a shorter LOS
represented an improvement in the efficiency with which in-
patient resources were used, its use as a valid performance in-
dicator would fall at this last hurdle. Consider for a moment
why LOS may vary from one unit to another. The reasons for
such variations are numerous, often interrelated and themselves
varied. For example, differing LOSs might reflect, or be in-
fluenced by, characteristics of the population being served;
complexities of case mix; levels of social service provision in the
community; day surgery rates; bed occupancy rates; readmis-
sion rates; differences in clinical practice or judgment; and so on.
As should be clear from our discussion in the previous section of
this chapter, LOS could not therefore be used as a valid indicator
of performance until the influence of all of these various factors
had been disentangled, and variations in LOS attributed to their
component causes. The importance of undertaking such an
exercise is twofold: first, it would provide responsible managers
with that information which would be necessary to make judg-
ments about how their ‘performance’ is influenced by each
factor; and, secondly, it would ensure that managers were held
accountable for reducing (or altering) LOS only if the observed
variations could be traced to factors over which they had effec-
tive control.

There is thus quite a wide gulf between the rather general notion
that exceptional lengths of stay are intrinsically interesting and
require explanation, and the more rigorous requirements which
would have to be met if measures of bed throughput are to be used
in assessing how efficiently inpatient resources are being utilised.
Indeed, in the light of the foregoing, it is perhaps not surprising to
discover that the present round of reviews would appear to be
much more circumspect in their approach to performance assess-
ment. In particular, while LOS is being used as one indicator to
compare different districts and regions, it is but one of a number of
clinical activity indicators being used in this way.

The selection of a good many of the clinical indicators being used
in the present round of reviews would appear to grow out of the
work of John Yates (1982). What would seem to be intended, if
Yates’s work is an accurate guide, is the use of a ‘cluster’ of
interrelated indicators which, it is felt, bear on some dimension of
performance such as ‘efficiency of bed use’. In his work, Yates has
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shown how, by carefully examining the interrelationship between
different measures of bed use, it is possible to identify differences
in utilisation which have clear resource implications. For example,
by examining the interrelationship between four measures (name-
ly, LOS; bed occupancy; case throughput; and case turnover
interval), it is possible to gain some insights into the reasons for
differences in a single index such as LOS, and to trace these
differences to their origins in clinical and administrative policies
(Yates 1982, pages 53—87).

In work along very similar lines to Yates, my colleague Iden
Wickings has developed an array of indicators related to estate
management (Wickings and Coles 1982). Using a technique called
cluster analysis, Wickings has shown how health authorities can be
grouped according to measures of their land holdings, building
stock, building services expenditure, and so on, and then com-
paréd in terms of a number of interrelated ‘performance’ dimen-
sions. On the basis of this array, he shows how health authorities
can make more informed assessments of their comparative per-
formance position as well as more informed choices of estate
management policies for the future. Like Yates’s work, this
approach relies on the systematic investigation of the inter-
relationships between a number of indicators which, it is felt, bear on
an important ‘dimension’ of performance.

On the face of it, work along these lines would appear to hold out
considerable promise for at least gaining some useful insights into
how various NHS resources can be utilised more efficiently. These
hopeful signs notwithstanding, it remains true to say that, to date,
the majority of work on performance indicators is characterised by
a common theme; namely, a preoccupation with efficiency of
resource use and, in particular, variations in resource utilisation
rates between different authorities and units.

Performance reviews: efficiency versus effectiveness

Implicit in much of the current work on performance indicators,
therefore, is the notion that questions of ‘good’ and ‘bad’ perform-
ance can sometimes, if not frequently, be reinterpreted as ques-
tions of how efficiently resources are being utilised. Thus, the
strong emphasis on input measures in relation to activity levels,
and throughput measures in relation to workload. And while it is
clear that the efficient use of resources is one important aspect of
performance it is equally clear that a performance review based
solely on this aspect could go badly wrong.

To see this, we can once again consider the problem faced by our
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notion that drivers should be able to get more output (that is,
route-distance covered) for each unit of input (that is, per gallon of
petrol) — an idea exactly analogous to trying to improve NHS
productivity. From this perspective an improvement in fuel econ-
omy, because it lowers fleet running costs, represents an improve-
ment in fleet performance. However, the problem is not this
simple. If, for example, the fleet of cars was owned by a company
wishing to market its products, and the drivers were salesmen, this
‘improvement’ could render the business bankrupt. That is to say,
if to achieve better fuel consumption drivers were forced to travel at
a lower average speed, it is quite possible that they would visit
fewer customers per unit time with the consequence that sales
volume would fall. Obviously, if the fall in sales were to more than
cancel out the savings in running costs, the former ‘improvement’
in performance would no longer qualify as an improvement. In
other words, it is quite possible that the desire to increase fleet
efficiency could come into conflict with the drivers’ ability to
pursue the overall purpose for which the fleet exists.

There is a clear sense, then, in which the pursuit of efficiency can
conflict with the effectiveness with which an organisation can
pursue certain objectives and produce certain results. Indeed,
beyond a certain point, there will almost always be a trade-off
between further increases in efficiency and the effectiveness with
which it is possible to pursue certain goals. The earlier example of
achieving a reduction in LOS at the expense of an increase in the
readmission rate is an illustration of this kind of conflict within the
NHS. It is difficult, therefore, to see how valid performance
indicators can be developed without first addressing the problem of
what the performance in question is intended to achieve.

Clearly the company owning the fleet of cars is not in business to
maximise the route distance covered per unit of petrol consumed: it
is in business to sell its products. Therefore the objective of
improving fuel consumption can only be pursued subject to the
proviso that this does not interfere with the company’s ability to
pursue its overall goal. In this case, the trade-off between efficiency
and effectiveness in the pursuit of certain results is clear enough. It
is obvious that improvements in fuel consumption are desirable for
as long as sales are on the increase, static, or falling so slowly that
the lost revenue is more than offset by the savings in travel costs.

Unfortunately, the trade-offs between efficiency and effective-
ness in the context of the NHS — while just as real as in the case of
our hypothetical fleet of cars — are much less easy to identify. There
can be little doubt, however, that just as with the fleet of cars the
pursuit of efficiency can often occur at the expense of effectiveness.
An example will perhaps make this point clear.
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Table 5 lists a set of interrelated efficiency and activity indicators
which relate to the provision of preventive primary care services for
children. Given data on each of these indicators for (say) all of the
districts in a region, the present approach to performance assess-
ment would suggest that districts appearing ‘exceptional’ on one or
more of these measures were worthy of further investigation. Such
an approach might result in the identification of a district with (say)
a considerably higher than average number of child health officers
per 1000 under-fives. At the same time, there may be no evidence
on any of the activity level indicators to suggest that this district is
coping with a greater workload. In other words, as far as it is
possible to tell from the indicators available, the district in question
would appear to be less efficient than most other districts in the
output-per-unit-of-input sense.

Table 5 Possible efficiency and activity level indicators relating to the
provision of preventative primary care services for the under-fives (A =
Activity indicator; E = Efficiency indicator)

1 Proportion of under-fives visiting mother and toddler
clinics A

2 Proportion of under-fives receiving clinic ‘screening’
investigations A

3 Number of clinic GPs/1000 under-fives (or under-fives

visits) E
4 Number of clinic/nurses/ 1000 under-fives (or under-fives

visits) E
5 Number of child health officers (CHOs) per 1000

under fives E
6 Number of post-natal health visits/1000 births A
7 Number of district nurses/1000 births (or gnder-ﬁves) E

Although no performance review has as yet gone as far as we are
about to suggest, it is quite easy to see how the above observations
could lead us to adopt a strategy not unlike that of the fleet owner.
We would know for example, that most districts were capable of
discharging a given level of workload for every child health officer
(CHO) employed. Equally, we would know that one district
seemed to require a larger number of CHOs to do the same work.
On this basis, and like the fleet owner, we might be tempted to set a
performance target of, say, so many CHOs per 1000 under-fives.
This would be done, remember, in the knowledge that many
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sacrifice in terms of workload. Moreover, if all districts were able to
achieve the target (rather than one or two being over the target),
this would constitute a more productive use of resources.

Figure 4 uses the black box framework introduced earlier to set
out what would almost certainly be a preferable approach to
performance assessment in these circumstances.

Figure 4 Application of the black box framework to the construction of
performance indicators for primary care services for the under-fives
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In this case, the same set of interrelated efficiency indicators are
seen for what they are; namely, a description of some of the input,
throughput, and intermediate outputs of a system which exists not
primarily to be efficient but rather to facilitate improvements in
child health. In other words, Figure 4 introduces a measure of one
final output of the NHS as a means of assessing how effectively the
child health resources in question are being deployed. In addition
to introducing a measure of final output into performance apprais-
al, this framework also draws attention to a number of constraints,
for example, the number of single parent families in the district,
which might influence how a district is able to deploy its child
health resources. The salient characteristics of this approach to
performance assessment are threefold:

1 It makes use of valid efficiency indicators possessing all of the
properties set out earlier in this chapter.

2 It attempts to assess performance by examining the inter-
relationship between a number of indicators all arguably related
to a common performance dimension (that is, preventing ill-
health and facilitating improved health in children).
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3 It relates the cluster of efficiency indicators to a measure of final
output in an attempt to avoid the trap of improving efficiency at
the expense of effectiveness.

Within this kind of framework, then, performance assessment can
proceed while taking account of some of the more likely trade-offs
between efficiency and effectiveness, as well as local idiosyncra-
sies which might influence what can be achieved in any particular
set of circumstances. Obviously, given the same or very similar
constraints on districts, a district obtaining more intermediate
outputs per unit of input (for example, having fewer CHOs/1000
under-fives receiving clinic examinations), could be said to be
making better use of their child health resources provided that this
was not associated with an upward movement in the indicator of final
output, that is, in the number of children reaching school age with
an undetected hearing or eye defect. Once again, I am making use
of a hypothetical example to illustrate the argument. As such, the
above illustration over-simplifies; for example, it is not yet possible
to obtain all of the data necessary to develop the measure shown
in Figure 4, nor can the use of the child health resources included in
the figure be simply and neatly associated with a single measure of
final output. Nevertheless, the example is primarily intended to
illustrate one approach to performance appraisal which may have
some promise as a model for the future development of perform-
ance indicators.

Conclusions: some implications for unit management

This chapter, while intended as something of an antidote to the
present fashion for NHS performance indicators, should not be
interpreted as a wholesale dismissal of efforts in this direction. In
principle, there is every reason to applaud attempts to be more
explicit about how the NHS is performing and to hold managers
responsible for maintaining and improving performance. Equally,
there is nothing intrinsically objectionable about utilising quanti-
tative information — or indicators — in attempting to achieve these
objectives. The single most important point to be made here is that these
are extremely difficult tasks to do well and an uncritical approach to the
construction of performance indicators can easily do more harm than
good.

In order to be as clear as possible about this point, it is perhaps
appropriate to provide a brief summary of the essential argument
developed in this chapter. What we have suggested is that the
majority of performance indicators presently being developed
within the NHS ought more appropriately to be called ‘productiv-
ity’ or ‘efficiency’ indicators. This is because most of such indica-
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tors fall into one of three categories: either they are measures of an
input to the NHS, an intermediate output (or activity level) of the
NHS, or some index of the relationship between an input and an
intermediate output (or another input). As such, these indicators
focus attention on differences in performance which tend to raise
the question, ‘How much output is being obtained for a given level
of input?’ — that is, they tend to highlight differences in productiv-
ity or efficiency.

Clearly, if such indicators do focus attention on genuine differ-
ences in productivity, they may well have utility as a means
whereby responsible managers can be held accountable for main-
taining or improving this aspect of NHS performance. Perform-
ance — or efficiency — indicators constructed for this purpose,
however, must possess a number of properties: first, they must be
performance calibrated in the sense described earlier; second, a
change in the value of an indicator must be susceptible to unam-
biguous interpretation; and, third, if the indicator is to be used
for management accountability, the managers in question must be
able to exert an influence over those factors which cause the indi-
cator to change value.

As illustrated earlier, however, even measures which fulfil these
three conditions do not necessarily constitute valid tools for improv-
ing NHS performance. Rather, there is a very real danger that the
casual use of preductivity or efficiency indicators will lead to a
situation in which managers will be encouraged to pursue effic-
iency at the expense of effectiveness in obtaining desired results.
In other words, in constructing performance indicators to promote
efficiency we must be willing to pose the question, ‘Efficient at
what?’. And the answer to this question can only be expressed in
relation to the final outputs of the NHS — that is, those outcomes
which directly or indirectly lead to the avoidance or the reduction
of pain, handicap and suffering. In this respect, we have suggested
that a cluster of interrelated performance measures intended to
focus attention on effectiveness in achieving one or a small number
of desired results may provide one way forward.

As implied in the introduction to this chapter, unit managers
would be well advised to take a close interest in the development of
performance indicators and their eventual use in performance
reviews. The crucial ‘interface’ role of the UMT suggests that unit
managers are likely to find themselves in pivotal roles if and when
performance indicators are introduced as tools of management
accountability. In concluding this chapter, therefore, it seems
appropriate to provide one or two illustrations of how unit man-
agers could well come face to face with performance indicators in

the not-too-distant future.
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One of the key interface roles identified by Tom Evans in his
chapter is that between policy and implementation. In this role, the
unit manager assumes an ‘implementing relationship’ with a high-
er, policy-making authority — usually the DMT or DHA. At
present, many unit managers in RAWP-losing districts are finding
themselves in just such a relationship with respect to so-called
‘efficiency savings’ policies that are decided at district level. Typi-
cally, district authorities subject to regionally-imposed revenue
reductions are passing these along to units with the expectation that
unit revenue requirements for the forthcoming financial year will
be reduced by some percentage of the total unit budget.

In most districts where this is happening, the size of the reduc-
tions is arbitrary, reflecting the ‘efficiency cut’ imposed on the
district by region. Also, the manner in which the reduction will be
effected is usually left to the discretion of unit management in
consultation with the DMT. With the advent of performance
reviews at unit level, however, all of this could change in quite
dramatic ways.

A likely development is the use of performance indicators in
determining the size of efficiency savings to be passed on to each
unit. In this case, savings imposed on the district could well be
passed on to units in accordance with their ‘performance’ as
measured by these indicators. Indeed, in at least one region such
a policy is already under active consideration as a means of
allocating efficiency savings to districts, and were it to be adopted
at unit level, one of the dangers highlighted earlier in this chapter
would surely become a reality.

For example, were the sizt of the reductions to be imposed on
each unit to be determined in accordance with relative performance
on such indicators as LOS or nursing staff per FTE doctor, there is
no guarantee that the size of the reductions would bear any
relationship to the scope each UMT would have for implementing
them. Indeed, while the use of such indicators would surely create
the expectation of increased efficiency, there is a distinct possibility
that the factors making the unit appear inefficient would not only
be obscure but, worse, be beyond the influence of the UMT.
Besides almost certainly being counter-productive, this situation
would provide a clear example of one of the dangers stressed
earlier: namely, a failure to recognise that managers can only be
held accountable for performance over which they have some
degree of control.

The role of the unit manager in the context of strategic planning
is another interface role which receives some attention in Tom
Evans’ chapter and in Appendix I. If, as suggested in Appendix I,
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future to a concern with providing senior management with an
on-going strategic direction for shorter term decisions, then per-
formance reviews could well become an important input to the
planning process. For example, the annual pattern of efficiencies
and inefficiencies identified at district reviews could well influence
district priorities in respect of unit development. In this case, the
importance of linking efficiency indicators to measures of final
output would be paramount. The alternative of relying solely on
efficiency indicators could well lead to priorities framed primarily
in terms of unit productivity —quite possibly to the detriment of the
district’s overall effectiveness in producing service results.

It may be, of course, that none of this will happen. It may be that
performance indicators will be painstakingly developed and re-
fined and only used when all of their present shortcomings have
been overcome. Alternatively, the fashion for performance indica-
tors may pass and they may never be used except in the very broad,
non-prescriptive manner presently advocated by the Department
of Health. It may be, in short, that performance indicators will
simply go away. A second view is that the notions of performance
review and improved public sector efficiency dovetail so neatly and
rest so comfortably with the other dimensions of current govern-
ment policy, that performance indicators are unlikely to go away.
Unit managers who choose to believe that they will, do so at their
peril.
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CHAPTER FIVE

The social context for units
JUNE HUNTINGTON

Social pressures on groups

The social context of the 1982 reorganisation includes five compo-
nents which will impact powerfully on unit management.

1 Government identification of ‘priority care groups’ in the old,
the mentally ill, the physically, mentally and sensorily handicap-
ped (DHSS 1981b).

2 Its determination that services to these groups should be
financed not from a resource increase, but from a resource shift
both within the NHS and from the NHS to the personal social
services.

3 An accompanying assumption that these populations can and
should be cared for in the community, and that a significant
proportion of those now cared for in institutions should be
returned to the community (DHSS 1981¢).

4 Government commitment to self-help in health care, with the
assumption that ‘we all have a personal responsibility for our
own health’ (Jenkin 1981), and that self-help and voluntary
effort must be more directly encouraged by the NHS.

5 In some areas of the service, for example that of maternity
services, the emergence of increasingly articulate, organised and
vociferous consumer groups which are demanding radical
changes in service delivery.

This list highlights a major difference between the NHS and most
industrial or commercial organisations. The NHS is not just an
organisation in which certain types of work get done. It is also a
national symbol which evokes powerful emotions both inside and
outside the organisation. Its establishment symbolised the political
victory of one set of values over another in our society at a particular
point in time. From the moment of its inception, the NHS, because
of its symbolic nature, has been a political football, kicked and
dribbled by political parties and pressure groups outside and by
sectional staff interests inside.

The NHS is an open system: changes in the political environ-
ment outside provoke shifts in the internal political environment,
producing at times an organisational climate of hostility and
competitiveness rather than one of trust and cooperation between
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organisational boundary as, for example, between consumers and  The social
researchers outside and minority groups within the professions context for
inside the organisation who seek to challenge the current patternof ¥
service.

In this chapter, I shall explore these components of the social and
political context of unit management so that managers may assess
1 their own and their unit’s current response to the intensity of
external and internal pressures upon them and the ways in which
they might wish to change that response.

The priority care groups
' The priority care groups comprise those for whom becoming a
patient and receiving all the treatment which medical science and
technology can muster, results not in cure or in immediate death
but in entering a condition accompanied by varying degrees of
‘ dependency. Cure being unavailable, these people need care. Who
| is to offer it and where?

For most of this century, those whose degree of disability or
handicap has been severe and who had no relatives able or willing to
look after them have been housed in institutions. Whether they
have been cared for is another question. Many of the long-stay
institutions of our health, welfare and penal services are in the
nature of Everest: they are ‘there’, and that is function enough so
far as society is concerned (Nokes 1967). It is significant that the
in-house term for some of them is ‘bins’, for many were set up to
take those the rest of society regarded as refuse.

As a result, the primary task or objective of these institutions
remains clouded in confusion and denial (Miller and Gwynne
1974). Their clientele has little or no political clout and seldom
produces organised and vociferous consumer groups. Significant-
ly, these clients are rarely if ever referred to as consumers, a term
which assumes the capacity to express satisfaction or dissatisfaction
with the service either directly or at the ballot box. They have had
to depend either on the representation of relatives who have
themselves been too ambivalent about institutionalising their
nearest and dearest to challenge the quality of care they receive, or
more usually on the outrage of staff who find work in the worst of
these institutions an affront to their own humanity, let alone that of
their patients. (Association for the Protection of Patients and Staff
1983).

To define these people as ‘priority care groups’ is one thing. To
mobilise sufficient concern, commitment and resources to translate
policy into practice is quite another. The status and prestige of
professions and organisations relates directly to that of their clien-
tele. Unit management staff who have accepted responsibility for 87
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the development and delivery of service to the priority care groups
will not find it suddenly easier to influence their colleagues in the
more prestigious sectors of the NHS, especially when their aim is to
secure a shift of resources in their own direction. It may well be that
a significant shift of concern, commitment and resources within the
NHS will result only from successful alliances built across its
boundaries with consumer groups, external researchers and con-
sultants, and other statutory and voluntary organisations.

Implicit in the government’s intention that services to the
priority care groups be financed not from a resource increase but
from a resource shift, is the assumption that ‘most people who need
long-term care can and should be looked after in the community’
(DHSS 1981c¢). In recent years, the cost of performing even the
most basic ‘warehousing’ function of long-stay institutions, as well
as the hotel function of acute units, has risen dramatically. This
economic reality, together with mounting evidence of the dehu-
manising effects of institutions and the government’s self-help
philosophy of life, has reinforced the political commitment to
‘community care’ as the resource-conscious, ideologically fitting
solution to the ills of both the priority care groups and the NHS.

Community care

‘Community’ is a flag word, one that provokes feeling rather than
thought. Bob Pinker, Professor of Social Work Studies at the
London School of Economics, suggests that ‘when our policy-
makers reach an intellectual impasse they cover their embarrass-
ment with the figleaf of community’ (Pinker 1982). One of his
Australian colleagues was just as near the mark when he termed
‘community’ the ‘aerosol word of the 1970s because of the hopeful
way it is sprayed over deteriorating institutions’ (Jones 1981).

Both motives for use of the word ‘community’ can be ascribed to
recent British governments. That ‘the community’ exists is taken
as fact rather than hypothesis, while the term ‘community care’
evades the all-important choice between two prepositions: is ‘com-
munity care’ to be understood as care in the community or care by
the community?

As the problems associated with institutional life are now com-
mon currency, a statement like ‘most people who need long-term
care can and should be looked after in the community’ is presum-
ably uncontroversial. The location of care is clear and acceptable.
The location of responsibility for that care is neither. That the
government in 1981 intended care in the community to mean care
by the community is implied in the salutary warnings contained in
the report of a study of community care (DHSS 1981d) which




There was little doubt that early discharge from hospital after
acute treatment, day surgery and out-patient treatment when
used as alternatives to in-patient care, and the emphasis on
avoiding long-term institutional care for the elderly, mentally ill
and mentally handicapped wherever appropriate, all depend for
their success on a high level of commitment from informal carers
— family, neighbours, and volunteers.

The cost-effectiveness of community care packages often de-
pends on not putting a financial value on the contribution of
these informal carers who may in fact shoulder considerable
financial, social and emotional burdens.

Early discharge and day surgery schemes work only if they are
backed up by adequate staff support in the community from
district nurses, general practitioners, health visitors, home
helps, social workers, and laundry services.

Care in the community can become a reality only if those in
hospitals and institutions are returned to a community-based but
adequately staffed service. If care in the community means care by
the community, and ‘community’ is taken to mean informal carers,
the result is a cynical shift of responsibility onto people who have
neither the requisite skills nor, more importantly, the resources to
assume that responsibility. More fundamentally, in many areas of
the country it is a shift of responsibility onto a figment of policy-
makers’ imagination, for ‘community’ as they envisage it may no
longer be there.

Their use of the term is often synonymous with that of ‘neigh-
bourhood’ which in turn implies a geographically defined place
within the boundaries of which people engage in ‘neighbouring’:
popping in and out of each other’s homes, reciprocally assisting
with shopping, child-minding, taking and collecting children to
and from school, and so on. We all like to believe that this kind of
community exists in our society. English people in particular,
whose way of life has been, and to some extent continues to be,
dominated by the image of the village, cherish the belief that
community still exists.

If we are to be honest, we must acknowledge that certain social
trends which have increased throughout this century continue to
erode community. Rapidity of transport has extended the distance
between home and school or work, families have become more
private and vulnerable to breakdown, producing increasing num-
bers of one-parent families and individuals who experience chronic
social isolation, while bureaucratisation of educational, health,
welfare and recreational institutions has intensified. Housing poli-

cies for inner cities have not only militated against the formation of 89
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Effective ‘community’, but have deliberately severed the shared identifica-

unit tion with a place and its culture which motivated human beings to

management  .are for each other. Similarly, the current pattern of unemploy-
ment impels many to abandon communities in which they may well
have spent most of their lives in order to seek work elsewhere,
while industries and firms which employed whole families through
generations are disappearing or have already gone.

More women than ever who are wives and mothers also work
full-time outside the home, and more who return to work after
having children expect to work until retirement. Even the DHSS
admitted that ‘social and demographic changes may reduce the
number of those people who have traditionally provided the
mainstay of informal care’ (DHSS 1981d).

Community care will not come cheap and will depend on
whether those employed in the NHS and the personal social
services can, through their pattern of service provision, create,
sustain, or re-create ‘community’ or more accurately ‘communi-
ties’ in a mobile, highly differentiated society. They can do this
only if their organisations model a genuinely caring human en-
vironment in the way that NHS staff relate not simply to patients
but to each other and to those outside their immediate organisation
who share in the provision of service.

‘Care’ and the NHS

When the objective of the NHS is said to be the provision of health
care, or that of the medical or nursing professions to be the
provision of medical or nursing care, the term is being used in one
of its dictionary definitions, that of ‘oversight with a view to
protection, preservation, or guidance’ (Onions 1973). This kind of
care is usually provided as part of a contractual obligation, the
recipient being entitled to receive the care that the organisation or
professional is obliged to provide. Fulfilment of the obligation
does not necessarily require that the provider ‘care for’ the reci-
pient in the sense of ‘feeling concern or interest’ or ‘having regard
or liking for’ (Onions 1973). v

Once the word ‘care’ is used as a verb, affective or feeling
components emerge. When we say a nurse ‘genuinely cares for her
patients’, we imply that in providing the service she also feels
concern for them. Our use of the possessive adjective ‘her’ implies a
degree of personal investment or involvement in their welfare.

In making these observations about the nurse we impute feelings
to her on the basis of behaviours we have witnessed. What has she
done to make us think she ‘cares’? Usually she has demonstrated
the capacity to respond sensitively to her patients’ needs, appearing
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at the right time’ and to ‘be there’ when needed. The source of this
capacity lies in her empathic response: she is able to put herself in
each patient’s shoes, and to do this as if she were the patient.

This empathic response does not derive wholly from feeling. To
be effective it must have a cognitive as well as an affective compo-
nent. In addition to ‘concern and regard for’ there must be ‘serious
mental attention to’ (Onions 1973). Empathic responses which
result in the recipient feeling cared for or cared about derive from
the responder having actively listened to him, having given ‘serious
mental attention to’ how he perceives and defines his current
situation.

This blend of ‘concern and regard for’ and ‘serious mental
attention to’ constitutes care at both the interpersonal level of the
individual nurse, doctor, or porter and patient, and at the organisa-
tional level of a unit and its clientele. The nurse, doctor or porter,
in the way they physically handle the patient, will convey to him
immediately whether or not they ‘care’. It is difficult to feign care if
you have to touch people: touch is more telling than talk.

Similarly, the organisation conveys whether it ‘cares’ by its
physical environment, its procedures and its overall climate. If, for
example management and staff of maternity services felt ‘concern
and regard for’ and paid ‘serious mental attention to’ women from
the lower strata of our society and those from its large and varied
ethnic groups, more use might be made of their services by these
women. Discussions of non-use are too often couched in terms of
the ‘failure’ of working-class or Asian women ‘to take up’ antenatal
services, rather than the failure of those services to attract these
women. ‘Serious mental attention to’ the way of life and the needs
of these women and to the current pattern of service provision
would reveal the mismatch between the two. Some maternity units
have engaged in such exercises and modified their pattern of service
accordingly.

I use the above example to suggest that the structure of the
service offered — where it is offered, at what times, in what kind of
setting, by what kind of staff — conveys care or lack of it to the
potential patient. The British Way of Birth (Boyd and Sellers 1982),
a report of a survey of a self-selected sample of 6000 women,
acknowledged to be skewed towards the more highly educated,
identifies the message many antenatal clinics convey to many
women. Waiting times, lack of facilities for toddlers to play, for
pregnant women to sit comfortably and to enjoy privacy while they
undress, absence of refreshments, distance from the clinic to
pathology laboratories, all these convey to women their lack of
entitlement, their lack of value in the eyes of those who run the
service.
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Effective Procedures also convey care or lack of it on the part of the
unit organisation. Procedures emerge or are created initially by indi-
management  yiduals or groups in the organisation, but are then institutional-
ised, converted into routines the continuance of which is then
independent of the initiator(s).
Atarecent one-day conference held at the King’s Fund Centre to
discuss Maternity Care in Action (DHSS 1982), Caroline Flint, the
Antenatal Clinic Sister at St George’s Hospital, London, spoke of
her clinic’s objective of enabling the pregnant woman to make a
friend who would see her all the way through the confinement and
beyond. The friend might be a midwife or other professional, or
another woman who is going through the same experience. She and
colleagues at the hospital had been giving ‘serious mental attention’
to the creation of a climate in the clinic which would achieve this
objective. She is also trying to attract women from those groups
who are said to ‘fail’ to take up antenatal care.
This ‘serious mental attention’ for Caroline Flint involved:

Trying to think how we would greet an honoured guest in our
own home. We would phone her and say ‘looking forward to
seeing you, here’s how you get here, this is what will happen’.
When she comes we would offer her a cup of coffee or tea. We
would then sit down and devote time to getting to know her and
allowing her to get to know us.

Sister Flint, mindful of the need to attract women into antenatal
care, also gave ‘serious mental attention’ to how she introduced
herself:

Who do we say we are? — ‘I’m Sister Flint’. Or do I say ‘I’'m
Caroline Flint, I’'m a midwife?’ We ask her what name she would
like us to call her.

Sister Flint has given ‘serious mental attention’ to the total environ-
ment of her clinic — physical, psychological, and social. From this
are emerging new policies and procedures which hopefully will
result in greater takeup of care.

A further example of a procedure which conveys care derives
from a geriatric unit. In a recent course on management skills
in geriatric medicine held at the King’s Fund College, Peter
Horrocks, a consultant geriatrician in Hull, described his unit’s
system of care which combines lower bed occupancy with high
throughput. His system aims to maintain the elderly in the com-
munity. He argues that this is more possible if relatives and GPs
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immediate admission or readmission of the elderly person in their
care. Readmissions are an inevitable and planned part of the
system, part of readmission procedure being that, as a routine, the
elderly person will usually return to the ward to which she was
previously admitted, so that the physical and personal environ-
ment is familiar to her.

These two examples of organisational procedures which suggest
that the organisation cares are the result of an empathy with the
patient that is based on both concern for her as a person in her
situation and the serious cognitive effort of thinking through that
situation and the ways in which the organisation can best make a
response to it. Responses of this type are made only when the
providers of care, be they individual professionals or whole or-
ganisations, recognise and affirm in both their individual work
behaviours and organisational procedures the patient’s fun-
damental entitlement to the service and his entitlement to be
treated as a whole person rather than simply the carrier of a disease.

Medical education’s emphasis on the physical sciences and the
acute setting has traditionally produced practitioners who cannot
see the person for the patient. In challenging and combating the
disease the person is by-passed. Yet a growing research literature in
psychosomatic medicine and social psychiatry suggests a subtle
and complex interrelationship of physiological, psychological and
sociological factors in illness.

Significantly, the most vociferous consumer criticisms of quality
of care currently directed at the NHS have emerged in maternity
services.

What could be done? An example in maternity care units

Ann Oakley’s work (1979, 1980) and The British Way of Birth
survey testify to the way in which the orientation to seek out and
combat pathology and in so doing to maximise the use of medical
technology has been extended into the care of healthy women.
Obstetric staff defend their practice by referring to their key
performance indicators — maternal, infant and perinatal mortality
and morbidity statistics. These may be indicators of performance
(see Chapter 4) but they are not sufficient indicators of ‘care’. Many
women on the receiving end of maternity services feel distinctly
uncared for. They do not even feel that staff are simply indifferent,
which is the dictionary’s suggested antonym of ‘care’. Many
mothers have experienced maternity ‘care’ as an assault on even
their basic humanness. Terms like ‘cattlemarket’, ‘animals’, ‘slabs
of meat’ and ‘herded’ appear frequently in descriptions of their
experience, an experience that is problematic for women who do
not see themselves as ill and who therefore reject the patient role.
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Faced with people who resist patienthood, staff may proceed to
deny these women’s entitlement to be perceived as persons. Staff
may insist on alienating the woman’s body from the rest of her, and
again I use the term in one of its dictionary meanings: ‘the action of
transferring ownership to another’ (Onions, 1973). Staff may focus
exclusively on the woman’s physiological functioning and on their
own definition of what this should be.

Pregnant and labouring women are then alienated from their
bodies at precisely the time they need to work with their bodies
rather than against them. Our sense of potency begins with our
bodies. The stretching and reaching out of the infant, the crawling,
standing, walking, running, and jumping of the toddler and young
child, the control over bowel and bladder: these are the earliest
experiences of potency and self-esteem.

As they grow up, females become particularly sensitive to the
potency of their own bodies ~ in attracting men. As Oakley shows,
the threat to self-esteem that is inherent in pregnancy and child-
birth in our type of society begins for some women just when their
bodies start to take on the pregnant shape. Some women experi-
ence these body changes and, later, the changed reactions of men
and women towards them once they become mothers, as a severe
loss of sexual identity and self-esteem.

Given the demands of raising small children, women need all the
self-esteem they can get. One of the objectives of maternity care
should be that of enhancing existing self-esteem and trying to
create opportunities in which its seeds can be sown where they
appear to be lacking. But how many unit managers feel that
achieving such an objective is a critical part of their role?

The physical environment and procedures of the service and the
orientation of staff are all important: Maternity Care in Action has
set out a checklist against which antenatal services can assess
whether they are providing good quality maternity care.

Despite official advice, consumer studies of obstetric ‘care’
suggest that some maternity units work to the ‘warehousing’ model
of institutions described by Miller and Gwynne (1974).

The emphasis on physical care may be carried to such extremes
that there is opportunity for only the most circumscribed activity
of any kind. With very few exceptions, inmates are continually
forced into a dependent role . . . The body is cared for, but any
manifestation of individuality is treated as trouble-making and
disciplinary measures are introduced to deal with the offender.

To be ‘entitled’ is to be regarded as ‘the agent of” something, the
one who acts to bring something about. Many women are now




demanding ‘active birth’ in which they are entitled to be the agent
of their own delivery.

Oakley has shown that contrary to popular assumption contem-
porary women suffer considerable loss in making the physiological,
psychological and sociological transition to motherhood. Loss of
work, financial independence, freedom, sexual and personal
identity are major threats to self-esteem. If the organisational and
professional procedures of maternity services deny the woman’s
entitlement to be perceived as a person, curtailing her choice and
control of where and how she shall give birth, providing minimal or
misleading information, then they infantilise her at precisely the
point in her development when she is entering the most demanding
adult role of her life.

The objective of the service should be not simply a reduction of
mortality and morbidity statistics nor the birth of a live healthy
child, but also the discharge from hospital of a mother who feels her
self-esteem and competence are not only intact, but preferably
enhanced by her experience of the service.

Some of the earlier evidence I have quoted was acknowledged to
be particularly representative of the views of more highly educated
women, but the promotion and support of self-esteem is even more
important in the maternity care of working class women. Melville
(1983) recently reported the findings of the Family Research Unit
at the London Hospital which has been researching the interrela-
tionships of depression in mothers and behaviour disturbances in
their young children. Their sample was predominantly working
class. Melville reports that even prior to delivery, during preg-
nancy, one in eight of their sample of 131 women was too de-
pressed to be able to cope, and three and a half years later this
proportion had risen to nearly a quarter. A further quarter were
depressed but still able to function. Significantly for this chapter
concentrating on care in the NHS, during pregnancy these
women were in contact with medical and other services but
their depression was rarely recognised, and professionals seldom
questioned whether help was needed or was feasible.

The research demonstrated that pregnancy and childbirth
caused definite stress, especially in women who had had some form
of psychiatric disturbance before they became pregnant. These
women became depressed during pregnancy and postnatally, a
finding which can be linked to Oakley’s on postnatal depression
which she found to be significantly affected by the amount of
medical technology used, the routinisation of surgical procedures
such as episiotomy, a low degree of maternal control over the birth
process and dissatisfaction with management of the birth.

These studies suggest that a major objective of maternity ser-
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vices could well be that of assisting women in making the transition

to motherhood, a transition that is as much social and emotional as

physical. To do this, the services would need to recognise women’s

need for support, particularly if they are without a pair-bond or
‘confidante’ relationship.

The London Hospital study produced a graphic account of 36
such women who had been admitted to local authority care during
their own childhoods. They were said to have got on badly with
their parents; if they were married, their husbands showed little
interest and involvement in their pregnancies; and their rela-
tionship to their parents remained poor. ‘So at a very vulnerable
time in their lives, these women who needed more support than
most were getting less.” (Melville 1983)

Subsequent to the birth, these women’s relationship to their
infants was poor, with little talking, touching and holding. The
social worker with the project suggested that these women still
needed nurturing themselves, and that having become pregnant
the care they received was ‘not as sensitive as it could be, given that
they are particularly vulnerable to insensitivity from staff’.

This social worker underlined the complexity of the task facing
the NHS if it is to take up the challenge of caring for these women.

Professionals can try to help, but they cannot give lasting
support in the same way as a relation or friend. Yet this is one of
the things these women have lacked all their life. I think that the
services should somehow try to uphold whatever vestiges of
natural support there are, but make sure it’s the right sort of
intervention. We need to find the sort of help they need and want.
Ante-natal care at home, for instance, is effective [italics in
original]. (Melville 1983)

Stephen Wolkind, Director of the Family Research Unit, suggests
that ‘the whole process of ante- and post-natal care should be
geared into the emotional level — finding out what individual
women want.” (Melville 1983)

Although not such an ‘at risk’ populatlon, the women in
Oakley’s and Boyd and Sellers’ surveys previously referred to, ex-
pressed a marked desire for continuity of care as embodied
in a particular person who would acknowledge and affirm their
entitlement to consistent and accurate information, to an under-
standing of their uncertainties and anxieties rather than ridicule or
dismissal, and to some emotional support.

These needs are shared by most patients in the health service.
When people face major changes for the worse in their bodily
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nosis, surgery, or terminal illness, especially in the hospital context
where they are confined to bed and their bodily functions attended
to by others, they may experience overwhelming anxiety and feel a
deep need for emotional support.

Loss of a body part through accident or surgery, diagnosis of an
illness condition which can only be contained and not cured,
demand a radical shift in the person’s concept of self and life style.
They threaten his psychosocial equilibrium and provoke anxiety
and a need to talk and be with someone who will listen and just ‘be
there’ for him. The function of staff willing to respond to these
needs is that of metaphorically, and sometimes physically, ‘hold-
ing’ the patient through his experience, of helping him to separate
fantasy from reality and to assess the appropriateness of inner fears
toouter threats, to accept his grieving in the face of losses which are
real, and to assert hope when the patient may feel despair. The
capacity to respond in this way depends on a capacity for empathy,
but more especially in situations in which the patient is very
distressed, a capacity to ‘stay with’ the patient emotionally, to be
flexible enough to take in the patient’s experience but to know that
one’s own ego boundaries are secure enough not to be incorporated
by it.

These demands are frequently made on staff in acute units and
there can be little doubt that the quality of care is judged by
patients according to the nature of the staff’s response. They are
not made so overtly perhaps in other units, but that is not to say
that they are not made at all. Studies of pregnant women quoted
previously suggest the need for emotional support from staff is
widespread. They contain many comments from women who felt
‘abandoned’ by staff, especially during labour. These studies
suggest that first birth in particular arouses great anxiety and
activates needs for attachment, needs to be metaphorically ‘held’
through the experience by someone who is both knowledgeable

and sensitive.
Many women do not receive this kind of response from staff in

maternity units. This may be related to their ambiguous status as
patients and to the primitive emotions that birth as well as death
arouses, particularly the emotion of envy. Whether staff can
respond caringly will also depend on whether their managers define
such a response as a legitimate, indeed inalienable, part of their
role, and on whether the staff themselves feel cared for by their
organisation. This is an issue I shall take up later.

Mothers often need emotional support when giving birth.
Bowlby has emphasised the situations in adulthood, as well as
in child care, which activate attachment behaviour directed ex-
clusively towards the ‘attachment figure’. Research suggests
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98 anaesthetic to find the sister showing her a polaroid photograph of

that the woman’s sexual partner is usually the person most able
to meet the needs expressed by her attachment behaviour.

As in the paediatric situation to which I refer later, hospital staff
find that encouraging the woman’s partner to take an active part in
labour and delivery produces in most cases a more cooperative
patient, providing they themselves define the process as a part-
nership. Unfortunately, some units still insist on the partner
leaving the room if complications arise, which is precisely the point
when the woman’s fears increase and when, correspondingly, her
needs to feel attached are raised.

A more important reason for maternity services to acknowledge
and affirm the couple relationship lies in the fact that the transition
to parenthood is a crisis point for the marital relationship (Oakley
1979, 1980; Clulow 1982). Contemporary research challenges the
old assumption that children make a marriage. The evidence, at
least in contemporary Britain and the United States, is that preg-
nancy, and more particularly the postnatal period, is a vulnerable
time for couples. As their marital roles become more segregated,
their level of satisfaction with the marriage decreases. This is
particularly apparent when external stressors of poor housing,
financial problems and social isolation are also present.

In these circumstances, it is vital that the maternity services do
not add to these stressors, and that, preferably, they are designed
and delivered to support and enhance the couple relationship.

A ‘husbands-in’ policy must, of course, never be imposed, for it
may not be congruent with the personality needs of either partner,
with the dynamic of their relationship, or its cultural background.
Henley (1979) warns maternity staff that they may think they are
helping to support family relationships by engaging the husband,
whereas the pregnant Asian woman might find this an insult.

In obstetrics, acknowledgement and affirmation of the patient’s
primary relationship must be considered in its other sense, that of
the bonding of the mother to her infant. There is evidence to show
that the formation of this relationship is a delicate process, whose
development can be arrested or damaged by thoughtless external
intervention (Klaus and Kennell 1976). The woman must be
allowed to ‘take possession of ” her infant.

Two final examples convey the contrast between ‘care’ and lack
of it in this context. In The British Way of Birth study one woman
was allowed to hold her son but wanted also to feed him straight
away. The midwife said ‘my mothers’ babies wait till they’re
washed’ and took almost two hours to clean him up and give him

back to the mother. By contrast, a woman whose baby had to be
taken to the residential nursery for sick children came out of



the infant in his incubator. This nurse showed great empathy with
this mother’s need to ‘claim’ her infant. Unless a mother can do
this, she will be unable to bond with the child. Maternity units
need to pay particular attention to their procedures with regard to
children born prematurely, or with handicap, disease or malforma-
tion, as separation of the infant from the mother inhibits bonding
and the mother’s sense of possession. Which leads us to the care of
children.

What could be done? An example for those with paediatric
units

Paradoxically, staff may find it easier to acknowledge and affirm
the patient’s entitlement to emotional support from them than to
acknowledge and affirm his entitlement to sustain his own primary
relationships while he is in the unit. This is seen clearly in
paediatrics, where some units continue to resist the introduction of
open visiting and ‘mothers-in’ policies.

For the young child, especially when under five years of age, the
mother is an ‘attachment figure’ in the sense that:

. . in the company of his mother he is cheerful, relaxed, and
inclined to explore and play. When alone with strangers he is apt
to become acutely distressed: he protests his mother’s absence
and strives to regain contact with her. These responses are at a
maximum during the second and third years of life and then
diminish slowly. Thenceforward, although attachment be-
haviour is less evident in both the frequency of its occurrence
and its intensity, it nonetheless persists as an important part of
man’s behavioural equipment, not only during later childhood
but during adolescence and adult life as well. In adults it is
especially evident when a person is distressed, ill, or afraid.
(Bowlby 1975)

Young children are still learning to come to terms with their
bodies. They frequently entertain primitive fantasies about bodily
function and about attacks on their bodies. Even in adults, any
threat to the body signals danger and usually provokes anxiety.
The need for surgery arouses primitive anxiety, as we would
normally fight or flee from a situation in which our bodies were to
be cut open and pieces removed. We submit ourselves to surgery
because we convince ourselves that it will, or might, make us
better. The ego, that part of us which perceives and makes sense of
external reality, asserts itself against the impulse to fight off or flee
from the threatened assault on the body. Adults are usually able to
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tolerate the conflicts and anxieties aroused by the need for surgery;
children find this very difficult and frequently impossible.

The body threat posed by medical procedures and surgery
arouse instinctual terror in the young child, a terror which
threatens to engulf him. In such a state he is beyond the reach of
reassurance or consolation from strangers. His own mother will
find it difficult enough to ‘get through’. The threat mobilises
intense attachment behaviour which is directed to his ‘attachment
figure’, usually his mother. He cries for her, clings to her, and will
not let her out of his sight. Her presence spells safety and protec-
tion. She takes over his temporarily disrupted ego function which
is, in normal circumstances, much less developed than that of an
adult, and ‘holds’ him through the experience.

Most paediatric units now recognise the value of maintaining the
child’s access to his primary relationship while he is in the unit.
There remain pockets of resistance to unrestricted visiting, while
some units which espouse the policy ensure that their environment
and procedures subvert it, there being no space or comfortable
seating for mothers, no refreshment or sleeping facilities. There is
little doubt that mothers, for whom the hospitalisation of their
children is also stressful, feel that the unit ‘cares’ when they are
welcomed on paediatric wards. There is also little doubt that
unrestricted visiting is usually in the best interests of the emotional
health of the child.

Collaboration in caring

Significant improvement of care in the priority services will depend
on the quantity and quality of collaboration both among different
professions and organisations within the NHS and across its
boundary with different professions, statutory and voluntary organ-
isations outside. Experience and research suggest, however, that
improvement of inter-professional and inter-organisational col-
laboration is notoriously elusive.

One reason is that individuals are reluctant openly to confront
differences in work groups, particularly when they know there are
differences but do not know others in the group well as individuals.
It is natural, especially in the early period of a relationship, to try to
avoid conflict. People are busy trying to make a good impression, to
appear open, trusting and ready to collaborate. The norm of
niceness is quickly established in such groups, especially if they
meet only briefly and sporadically.

To risk conflict, a group needs to know it has the time, goodwill
and social skills to work through and resolve it. Without these
qualities, people will avoid confrontation, perhaps by covertly
agreeing to alter the nature of the difference. A difference of



objective may be reduced to one of technical detail, while a
problem rooted in major structural difference between the indi-
viduals’ professions or organisations may be converted into one of
interpersonal communication.

The tendency to reduce major issues to problems of inter-
personal communication is rife in collaboration in the health and
welfare services. As I demonstrated in my own study of social work
and general medical practice (Huntington 1981) major inhibitors of
collaboration were not inter-personal but inter-professional differ-
ences. Professions and indeed organisations are distinct cultures:
systems of values, work orientation and focus, language and tech-
nology. Most of these cultural differences are also underpinned by
major structural differences: the sex, age, and social class structure
of the profession, its typical work settings, type and level of
income, and clientele.

Professions differ in their capacity to confront conflict. Doctors,
used to medical dominance in most settings in which they work,
have less need to develop skills in conflict confrontation and
resolution. If they are aware of inter-professional differences in a
situation, their power and status usually enable them to impose
their own definition of the situation. Others then comply, while
possibly festering with resentment. Significantly, however, doc-
tors are frequently loath to confront and resolve differences within
their own professional group.

General practitioners, for example, are notoriously reluctant to
do this in their partnerships. As a result, partnerships are often
vulnerable to breakdown and ineffective with regard to both
operational and strategic management of the practice. Differences
of objective and strategy are inevitable in such small and profes-
sionally autonomous organisations, and unless these differences
are acknowledged and consciously worked through the organis-
ation is weakened in its capacity for creative innovation.

In my own social work attachment project, the social worker was
constantly frustrated by the GPs’ resistance to facing obvious
differences in their professional objectives and strategies and
in hers. They feared that confrontation would threaten not only
their inter-professional relationship with her, but their intra-
professional relationship with each other. Unit administrators and
directors of nursing services will be well aware of this dynamic in
their own relationships with doctors, especially in the unit manage-
ment team.

Experiencing frustration in inter-professional and inter-
organisational collaboration, people may resort to a search for the
‘ideal’ structural solution: ‘If only we can get our roles and
accountabilities straight, or our professional boundaries defined,
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we’ll be OK’. Today, the complexity of care provision in the NHS
and personal social services defies one hundred per cent clarifica-
tion of roles and accountabilities. Whether people can work within
a less tightly prescribed structure depends not only on their
personalities — that is on how far they can tolerate ambiguity and
blurring of role boundaries — but on the degree to which the culture
of the overall system of care is shared.

If individual workers and organisations involved in the system
feel at one with its ‘mission’ — that organisational goals reflect their
own individual values — they will tolerate a far greater degree of role
blurring and flexibility. (Dockar-Drysdale 1968)

This can be seen frequently in primary health care. If attached
nurses and social workers feel their commitment to better patient
care is shared by the GPs, they are happy to work in a very flexible
manner. If this shared commitment is lacking — if the GP is in it for
the money, the health visitor for the hours, and the social worker to
develop expertise in family therapy — then inter-professional con-
flicts will always result in demands to tighten up structures, role
prescriptions and accountabilities.

It is not that definition and embodiment of tasks and account-
ability for their completion in a clearly articulated organisational
structure is undesirable or unnecessary, but rather that a precipi-
tate resort to structural solutions may close off opportunities for
more innovative and creative ways of working. Innovations will be
essential if services for the priority care groups are to be improved
at a time of financial constraint. Those involved in inter-
professional and inter-organisational collaboration must be able to
persist with the innovations, painful as this may be, for some
considerable time.

To do this involves the development of a comprehensive map of
the system of provision available for their care group. A profile will
be required of the total population, indicating those who are
receiving service, who need it but do not get it, and who will need it
in the future. This profile will list all statutory and voluntary
organisations, professionals and volunteers already involved or
available, and also show the actual and potential informal carers
who are available. If collaboration at authority, officer and practi-
tioner level is to be improved, everyone will need to increase their
knowledge of the structure and culture of the different organis-
ations and professions involved.

UMT cooperation with social services departments and
general practitioners

If unit managers in the health service wish to collaborate more
closely and effectively with social services departments, they will



need to understand their intense political environment. I began
this chapter with reference to the political environment of the
NHS, especially at national level. At local level, social services
departments work in an environment of even greater political
intensity, with local councillors putting direct, face-to-face press-
ure on social workers and their managers. Joint care planning
teams are bedevilled by the difficulty NHS staff have in under-
standing the constraints placed upon their social services depart-
ment colleagues by the council to which they are accountable.
Satyamurti (1981) offers an excellent description of the political
environment of social services departments.

The Rising Tide report (NHS Health Advisory Service 1982)
suggests the reason for good service development in the south coast
areas of England lies in the high proportion of elderly in the
population ‘forcing the developments earlier than elsewhere’.
Certainly this is a push factor to service provision, but district
health authorities may not secure the collaboration they want from
social services departments if in addition to elderly there are high
numbers of families and children at risk in the population. The
political pressures on these departments, especially those focused
on the deaths of children in care which have occurred over the past
fifteen years, have produced a primary and, in some departments,
an almost exclusive preoccupation with families and children at
risk.

In addressing the problems of the priority care groups, the NHS
cannot expect too much of the personal social services. There is
ample evidence that social services departments are experiencing a
crisis of management more serious than the NHS. Recent articles
in Community Care and Health and Social Services Journal point to
the considerable number of directors’ posts recently vacated, the
difficulty some authorities are having in making appointments, and
the alleged lack of good quality management training at chief
officer level. For unit managers who must collaborate closely with
social services departments, useful descriptions and analyses of
their organisational structures and managerial problems are
offered by Stevenson and Parsloe (1978), Mattinson and Sinclair
(1979), Satyamurti (1981), Lishman (1982) and Bamford (1982).

Unit managers find it difficult to collaborate with general medi-
cal practitioners. GPs are an idiosyncratic group with whom any
unit manager concerned with the quality of care must come to
terms. In my own book (Huntington 1981), I tried to interpret
general practice as a profession to social workers, who have often
been frustrated in their attempts to collaborate with GPs. The
interpretation may prove useful to unit managers, as may my
analysis of social work in the same publication. Indeed, the
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104 failure due to lack of support from above.

perspective developed in the book can be used to explore any
inter-professional relationship.

GPs aim to offer primary, continuing and comprehensive care.
Although the experiences of unit managers in inner London might
sometimes lead them to doubt this in practice, most GPs take pains
to meet these objectives. The content, focus, and rhythm of their
work, the type of relationship to patients in which it involves them,
and their relative independence of other professional groups and
organisations, are quite different from those of most hospital
consultants. Similarly, general practice as an organisation is differ-
ent from other organisations in the NHS. Yet collaboration with
GPs as professionals and with general practices as organisations is
vital to the success of priority care group and community provi-
sion. Useful reference is made to this on pages 40—50 of The Rising
Tide. Like the family of the elderly mentally infirm patient, the GP
may be persuaded to carry onerous responsibilities provided he is
assured of the accessibility and availability of back-up specialist
services when he needs them. This accessibility and availability
must be psychological as well as physical; that is, willingly offered
from a sense of trust in the GP’s own judgment.

Trust and reciprocal autonomy of judgment must of course be
two sided. Some GPs are concerned only with what they can get
or dump, rather than what they can offer. But there are other
organisations and professionals who use the GP in this way.

One way to promote trusting, rather than suspicious, collabora-
tion with GPs is to involve them in the planning of service provision
for a particular group, especially when this will involve a large
number of professionals and organisations. GPs are often loath to
attend meetings outside their own organisations, so it is necessary
to ensure that these are held at times and places reasonably
convenient to them. Monday mornings are simply not on for most
GPs, this being the heaviest surgery of the week. Of all profess-
jonals they are the ones most wedded to the personal approach,
and to the spoken rather than the written word. They abhor bu-
reaucracy and will resist it mightily. When they commit them-
selves to meetings outside the practice they have usually arranged
for cover by their partners. If the meeting is then cancelled at
short notice they become justifiably irate.

Inter-professional collaboration at service delivery level in the
NHS and personal social services is usually inter-organisational as
well. The organisations involved, being major public bureaucr-
acies, manifest several levels of responsibility. In these cir-

cumstances, collaboration in the field is vulnerable to sabotage
through lack of it in the higher reaches of the organisations or to




Conversely, Satyamurti (1981) warns that not much can be
expected of attempts to enhance inter-organisational cooperation
through setting up top level meetings. She suggests that these are of
less value in promoting cooperation than more informal rela-
tionships at field worker level, since top level discussions tend to be
characterised by the avoidance of conflict or discussion of specifics
and the mentioning of names, and are confined to general prin-
ciples and airing of shared grievances against third parties.

The Rising Tide report argued that

. . . the most harmonious services make joint strategies at Au-
thority level, plan together at officer level, and work closely
together at the point of delivering the service.

I wonder, however, whether this lateral collaboration at each level
is sufficient, or whether maximum feasible collaboration results
only when the corresponding vertical collaboration is also assured?

In an ideal world, inter-professional and inter-organisational
collaboration would be undertaken by staff whose own ego bound-
aries were flexible, those who were comfortable with ambiguity,
openness, and uncertainty. The NHS today is not an ideal world
and some personalities will find themselves in parts of the organis-
ion which are bearing the brunt of radical change. They will be
threatened by insufficient structure and will put up defences.
Alternatively, they will collude with colleagues to convert the
organisation into a defensive social system which functions to
contain their own anxieties rather than to care for patients or
clients. (Menzies 1970)

Defensive postures will close off individuals, organisations and
professions from the influence of others. Their over-riding concern
will be to maximise control of their own neck of the woods, to
ensure that their own work is tolerable and predictable, and to
export troublesome and onerous tasks to those beyond their own
tightly observed boundary. In such a climate, individuals, profes-
sions and organisations interacting with others aim to secure
maximum advantages for themselves. Political questions pre-
dominate: who gets what, when, how, how much, and with how
little cost to themselves? An external climate of severe resource
constraint only intensifies such parochialism.

The policies and practices of an organisation which operates as a
closed defensive system may sabotage other performances. Uni-
lateral introduction of a high turnover, rapid discharge policy by a
new consultant in a geriatric hospital unit without consulting those
responsible for geriatric care in the community, will wreck their
achievement of their own objectives and control over their own
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flow of work. Organisational and professional unilateralism is
guaranteed to prevent high quality health care, and more especially
in the priority services. The recipients of these services will
experience patchy, inconsistent and discontinuous provision, if
they experience any provision at all. They will not even experience
‘oversight with a view to protection, preservation, or guidance’
which I deemed to be the weaker or minimum definition of ‘care’.

If consumers are to experience this weaker definition of care or,
more desirably, its stronger definition as a combination of ‘concern
and regard for’ and ‘serious mental attention to’, service providers
must feel concern and regard for each other and think seriously
about each other’s internal and external organisational environ-
ment. The courtesy and understanding shown to patients by
professionals and organisations in the NHS must be extended to
everyone who contributes to the total system of service provision.
This will make possible a more caring service to the patient because
it allows each profession and organisation to anticipate the impact
of its policies and practices on other professions and organisations,
and to negotiate the inter-relationship of each other’s contribution
to a system of care that offers continuity and consistency to the
user.

Managerial implications of caring for our clients

Many people who choose to work in human service organisations
do so not simply out of the need to earn a living, but also out of a
desire to work in an organisation that expresses certain values
absent in others. By working in such an organisation the individual
hopes to express his own values and beliefs about human nature
and about the nature of human relationships.

Joining human service organisations is often an expression of
hope. It may be fantasy-based, grounded in the individual’s need to
find ‘ideal’ persons and social groupings outside himself; or it may
be reality-based, grounded in a capacity to appraise himself and to
recognise that he has certain strengths, energies and resources
which will be used more effectively in an organisation whose
primary task reflects, rather than counters, his personal values.

A person’s hope and commitment can only be used effectively,
however, if they are recognised by the organisation and its manage-
ment. If they are dismissed as irrelevant, or rejected as inappropri-
ate, hope will be replaced by cynicism or despair and energetic
commitment by passivity, apathy, destructive attacks on the organ-
isation and its clientele, on other workers or on the self.




The importance of creating a supportive environment for
unit staff

My first educational task at the King’s Fund College was to run an
administrators’ development course for young NHS adminis-
trators, many of them with low morale. I assumed initially that
this might relate to the uncertainties generated by reorganisation
and by the government’s commitment to privatisation of public
services. Closer contact suggested a more fundamental reason,
which lay in a lack of clear objectives and any management ap-
praisal of their performance. Many of them found it difficult, if
not impossible, to tackle their managers about this; yet the unit ad-
ministrators of tomorrow will be drawn from this group of people.
One of them is already administering a new community-based unit
where there is maximum uncertainty about objectives.

Responsibility for inter-organisational collaboration falls heavily
on community unit administrators and puts them in boundary
roles with maximum stress (Kahn et al 1964). I envisage particular
problems for those placed in such roles at a time when the
boundaries of their own organisational task have not been ad-
equately defined by senior management.

In such circumstances these staff, particularly the young and
inexperienced, risk being swamped by the unlimited needs and
demands of those beyond, as well as within, their own organis-
ational boundaries.

Unless these young people are helped by senior management,
and by further training, to define their own, and the organisation’s,
objectives, they will continue to be uncertain about their perform-
ance. A no feedback situation is a deadly experience for anyone
who is trying to grow. They cannot become the strategic managers
of tomorrow unless they become confident today. Confidence
comes from being able to meet objectives and achieve valued goals.
Although I am referring particularly to young administrators, I
have no reason to think that nurses have a much better understand-
ing of their objectives and their power.

Community-based units, particularly those charged with care of
the priority groups, will find themselves, like social services de-
partments, in a situation of unlimited demand quite unmatched by
resources. Organisations such as community health councils and
consumer groups have varied and conflicting expectations of the
unit’s role and tasks, and may confuse and inhibit the manager by
defining unfamiliar objectives and measures of performance.
Nonetheless, managers of community-based units must build
effective alliances with outside organisations if resources are to be
shifted from acute to non-acute sectors. They will be unable to do
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this if they react too defensively to the pressures emanating from
these organisations.

Some units have been created specifically to meet the govern-
ment’s objectives as spelled out in Care in Action. As such they are
innovatory. Miller, in an article entitled The Psychology of Inno-
vation in an Industrial Setting, writes:

One of the first tasks of a new organisation is to identify itself in
some special way, either consciously or unconsciously. This
implies a psychological constellation both in relating the organ-
isation to the outside world and in establishing structures and
processes internal to the organisation. The allegedly “new” ways
of doing things may relate to the development of new technol-
ogy, new social and organisational arrangements concerning
work, or whatever. Part of the psychology of such a venture will
be to harness shared social fantasies around the nature of this
‘new’ work . . . The organisers of such a venture are not likely
to see themselves as establishing just another plant, but to see it
as an improvement on all existing arrangements and a primary
source of hope for the future. (Miller 1979)

If unit managers are to harness both the social fantasies of their staff
and their commitment to improved care, they will need to demon-
strate their awareness of the emotional demands caring makes on
them. In the current political climate, many staff who are highly
motivated to care, and who have the capacity to be caring, will
continually experience a gap between their ideal way of working
and what can really be achieved with very limited resources. This
experience may, on occasions, produce despair rather than hope
and provoke feelings of ambivalence and guilt towards the re-
cipients of their care which staff, committed to help others,
find difficult to tolerate.

In such circumstances, staff cannot continue to care for patients
unless they themselves feel cared for. They toomust feel that they
are recognised and affirmed as whole persons and not simply as
bundles of skills or organisational resources to be spent — and
accounted for — by their managers. Of course, staff constitute
resources which must be deployed to best advantage, but in human
service organisations they are also individuals who must accept and
respond to the distress and dependency of others.

Organisational structure and climate tend to manifest the man-
agement’s assumptions about human motivation. Itis important to

question whether your unit’s structure and climate motivate your
staff to care.
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CHAPTER SIX

Finance in units

IDEN WICKINGS

Too little and too late?

An avowed intention of the 1982 reorganisation was to strengthen
unit management. HC(80)8 (DHSS 1980b) stated:

The early establishment of unit budgets is an essential element in
increasing local responsibility and accountability . . . District
treasurers should provide advice to the budget holder at unit
level through improved financial information systems.

The authority to grant or withhold resources is a genuine power;
the duty merely to keep within bounds set by others, to ‘do what
you are told’, does not confer power but restricts it. Since the
national intention was to strengthen unit management, this chapter
considers how different budgeting systems could contribute to that
achievement. But let me first quote some actual examples, taken
from three different health authorities, of the standing financial
instructions given to unit managers:

UMTs have a duty to investigate the expenditure being incurred
on the services they manage and to identify areas of savings
without reducing the level or standards of service being pro-
vided.

. . . any sum in excess of £5000 will revert to the DMT.

The DMT will agree at intervals each UMT’s main objectives
including planned virement within budget heads. Virement
outside these agreements above a level to be fixed will be subject
to DMT approval.

In my experience, the above quotations are fairly typical. It is, of
course, essential for UMTSs to manage their allocated resources
efficiently and prudently; but in financial matters, just as in other
aspects of unit management, health authorities and their chief
officers will usually get the performances that they deserve. If the
context for unit managers is restrictive, and delegation provides
little more financial power than the disbursement of the unit’s
small change, then DMT members will be pulled down into unit
affairs. The inevitable consequences are that high-level district




work does not get done and UMTs will be by-passed regularly by
those wanting decisions.

An alternative financial strategy is, of course, open to any health
authority: to build up the strength of its UMTs. This allows
quicker decisions to be reached and frees the DMT members for
those more difficult tasks that only they can perform. Strengthen-
ing unit management cannot be achieved solely by good financial
practices, but it cannot be achieved without them.

The standing financial instructions I have quoted exemplify the
fears and doubts with which many authorities viewed their units of
management in 1982. The opportunity still exists for changes to be
made, and I shall describe some practical steps later. However, an
important question about budgetary management underlies, at
least in some cases, the decision of many health authorities to talk
of unit management ‘groups’ instead of UMTs.

Unit management teams or groups?

Throughout this book, we have used the term ‘unit management
teams’ (UMTs) although we are aware that practice varies. No
particular term was used in HC(80)8 where there was a simple
statement to the effect that all units of management would need an
administrator and a director of nursing services, each accountable
to the appropriate DMT manager, and a representative of medical
opinion. In Chapter 7 Max Rendall explores the role of such a
representative, but many commentators have made the point best
expressed in the University of Birmingham Health Services Man-
agement Centre’s Handbook No 16 (1982) that such a doctor

. . can take a full part in major and difficult decisions on
finance, staffing, development, etc., for which substantial re-
sponsibilities are expected to be delegated to unit level. In such
circumstances the profession would lose a great deal of influence
on local issues if it did not take part: but would be very concerned if
major responsibilities were not delegated in the event [my emphasis]

Because this chapter is concerned with financial management, any
distinction between ‘UMTSs’ and ‘UMGS’ is relevant only if :

I the terms convey different working modes which will affect

financial management, and
2 more financial authority will usually be associated with one title

than with the other.

In fact only the first proposition is substantially correct. The term
‘group’ is more all-embracing than ‘team’. There is an immense
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sociological literature about groups, their characteristics and work-
ing constraints. Those familiar with the literature will know that
the term is ultimately too all-encompassing to convey an exact
meaning and most authorities have produced many sub-
categorisations.

On the other hand, while a ‘team’ is a type of ‘group’, the reverse
is not true. A team has some recognisable characteristics, including
the general notion that there are expectations that its members will
consciously try to harmonise their individual performances. Dic-
tionary definitions of teams often include words like ‘cooperation’.

In matters of financial management, the term ‘group’ might be
thought appropriate for those responsible for the distribution of a
shared resource, such as an equipment allocation, or for those
engaged upon some special project. However, when unit manage-
ment is the primary function with which we are concerned,
cooperative and mutually supportive activity should be the hall
mark. HC(80)8 asserted that an administrator, nurse and medical
representative would be the minimum requirement. Obviously
these roles are not interchangeable, and each is separately account-
able to his or her manager or the medical electorate. As Maureen
Dixon showed in Chapter 2, the inevitable result is decision taking
by consensus. Majority voting would be unacceptable as long as it
is laid down that ‘the unit nurse should be given responsibility for
control of the nursing budget (allocated as part of the district
nursing budget)’. Circular HC(80)8 also makes similar recom-
mendations about the administrative services budget. The NHS
experience since 1974 with district management teams employing
consensus decision-making about budgetary and other matters has
been broadly successful and a number of enquiries have found that
it continues to be supported by the majority of team members, who
appreciate the strength they gain from it. (Association of Chief
Administrators of Health Authorities 1975; Royal Commission on
the NHS 1979). It is difficult to force a change upon a resistant and
united DMT who, over time, build up shared practices and
methods of overcoming financial and other problems.

It seems likely that the term UMT was often avoided where
health authorities feared the creation of powerful, mutually sup-
portive teams of unit managers, taking decisions by consensus. Yet
it is precisely this type of unit management team that we hope that

this book will help to develop, and which was encouraged by
HC(80)8.




e oI aim

Developing UMT strength through delegation of
financial powers

In my view, the widespread concentration over the last few years on
levels of virement for UMTs has been entirely misplaced. Many
health authorities have issued standing financial instructions which
exemplify contortions that would have been admired by Houdini,
in the inevitably doomed attempt both to delegate boldly to their
UMTs while in fact restricting financial authority to the minimum.
As I suggested earlier, the power to grant or withhold resources is
very significant and UMTs need to be encouraged to use it if they
are to be effective, influential and capable of attracting an auth-
oritative medical representative into their membership.

Delegating financial authority to UMTs does not mean giving
them carte blanche. In particular UMTs would need to have their
financial plans approved at least by the DMT and to demonstrate
that they knew how to achieve these plans and not drift into
irretrievable overspending. But it is of specific importance that the
delegation must not consist of the DMT designing and approving
each of the unit budgets (with their administrative and nursing
components bounded by an impermeable membrane) and instruct-
ing their UMTs to stick to ‘their’ budget.

At this point, some definitions will help. In an earlier article
(Wickings, 1980) I used the following linked definitions, which
should help to clarify what could be meant by financial delegation
to UMTs. The definitions were:

Plan: objectives attainable within the limits imposed by the
resources available.

Resources: people, materials, buildings, systems and processes
available within a specified period of time.

Budger: financial statement of resources to carry out a plan.

I would like to add to the above three linked definitions the
following:

Allocation: a financial sum provided for unspecified uses within
defined limits. (This should be contrasted with a budget, where
the precise uses — the resources to be used — are already spe-

cified.)

In the DMT/UMT context, and using these definitions, the
sequence would be that DMTs, after gaining a sense of the health
authority’s strategic policies, could announce to each of their unit
management teams a provisional revenue allocation and agree or

Finance in
units

113




Effective
unit
management

specify the unit’s objectives. Each UMT, supported by the financial
advice urged in HC(80)8, would then be responsible for preparing
its own budget proposals for DMT or health authority approval. It
would be a test of UMT skills to show the extent to which the
authority’s overall objectives could realistically be incorporated in
the plan which, when finally approved, would be expressed as a
financial statement: the budget.

It will be appreciated that the preparation of their own budget
proposals would be a demonstrable power for UMTs to wield, just
as the clarification of service objectives for units would contribute
to developing the planning strategies described by Best and Evans
in Appendix I. A unique responsibility for DMT members is the
provision of the support necessary to allow their health authority to
develop its sense of corporate direction and its own strategic
objectives. Strengthening the UMT role allows DMTs more time
to provide this support. Appendix I emphasises the contribution
that the learning model of planning can make to these processes,
through the specification of corporate objectives, by improving
analytical skills, relating planning to management control and the
subsequent evaluation of how effective previous choices turn out to
be. Budget preparation, in the manner I have described can,
therefore, usefully contribute to strengthening unit management
while driving forward more powerfully the strategic development
of the district.

It is, of course, essential that budgetary practices follow organ-
isational reality and UMTs must be sensed by their staff and
colleagues to have the capacity and authority to wield these powers.
I refer later to some problems which face health authorities in this
respect. It is also essential that budget holders are named indi-
viduals, and not collectives. Consequently, each UMT’s budget
proposals must identify the parts of the whole for which different
managers will be responsible. But the significance of having
authority to make budgetary proposals about the distribution
of an allocation is that, within the allocation’s defined limits, the
territory is clear. The UMT can use all its skill and judgment
in the formulation of its own proposals. The DMT or health
authority may, of course, not accept these proposals and require
changes. But the position is quite different from that which
applies when UMT members are simply expected to stay within a
set of budgets handed down to them.

As a final comment on the process described, it will be seen why
virement becomes less of an issue. Every year, the UMT will be
expected to consider all parts of their organisation’s spending
patterns when making their plans, which in turn become budget

114 proposals. Once the budget has been approved for the year, they




will be expected to implement the plan for which the budget is the
financial statement. The UMT may judge, at any time, that they
would like their plans changed — temporarily or permanently — and
then must make proposals accordingly. This is quite different from
setting an arbitrary limit of, say, £5000, as in the earlier example,
which effectively restricts the UMT’s ‘financial territory’ to that
sum.

Allocations and priority care groups

Secretaries of State have regularly congratulated NHS treasurers
on the skill they have shown in achieving an end-of-year outturn
that matches the allocations passed down from the DHSS. This
achievement compares very favourably with many other big
spenders on behalf of HM Government, where effective control
has been less evident, particularly before the introduction of
cash limits.

It must be admitted, however, that in other respects the tra-
ditional styles of NHS financial management have not worked so
well. Many commentators were dissatisfied for years with the
failure both nationally and within regions to shift resources in real
terms into the less well-provided parts of the country. It took the
implementation of the RAWP methodology (DHSS 1976) to begin
to achieve significant change — change which should probably be
welcomed on grounds of equity despite the justifiable concerns
expressed by Max Rendall in Chapter 7. It may be noted that the
RAWP methodology involves changing allocations and requires
local managers to adjust their budgets to match. Yet, although
there has been some success in national resource redistribution,
there has been a consistent failure to achieve a sufficient movement
of resources, within authorities, from the acute care services to the
priority groups. This is despite the fact that it has been official
policy for many years. Richard Crossman drew upon his experi-
ences as Secretary of State when he gave long-stay care as an
example:

In fact, we are running a two class system in the Service. We are
treating patients in these long stay hospitals . . . as second class
citizens. (Crossman 1972)

Yet little change has resulted. Malcolm Forsythe, Regional Medi-
cal Officer SE Thames RHA, for example, has noted that the
national objectives articulated since Crossman’s time have not been
met. An example he quoted was that the total share of NHS
resources devoted to inpatient mental illness care had actually
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fallen, while the share spent on community care had only remained
constant (Forsythe 1981). More recent analyses offer some better
results (DHSS 1983) but the improvement is not impressive. The
feature which I want to emphasise here is the absolute success that
the Service has demonstrated in the matter of staying within its
allocations overall, and the relative failure to switch resources
within the allocations. This may well be due to existing NHS
budgetary practices and, as suggested in Chapter 2, to organi-
sational arrangements which reinforce the status quo. If authorities
were to use the principle of making allocations to care groups and
requiring the UMTs to produce budget proposals to show how they
will use these allocations, then more powerful resource shifts could
be achieved. Appendix II shows that very many units of manage-
ment align closely to care groups that would allow such national
priorities to be easily recognised. A mental illness or community
care UMT could be told, for example, that they should plan for one
per cent per annum increase in their share of the health authority’s
total allocation while another UMT might be told the opposite.
This requirement upon UMTs to plan accordingly during their
budgetary preparations would not only help to achieve the resource
shift but would strengthen the UMTSs’ local position.

Could UMTsSs cope with such an expanded role?

It must be admitted that there are some difficulties to be faced in
envisaging the type of expanded role for UMTs that I have
outlined. Commitment would be needed at all levels to bring about
the changes. Except in the very biggest units, the directors of
nursing services and the administrators have not had any experi-
ence in preparing budgets, or facing up to the rigours of cash-
limited allocations. Lack of experience can, however, be overcome
by time and appropriate management education. Such a develop-
ment would also impose fresh demands on finance departments.
Unless strengthening unit management is an important objective in
the health authority concerned, other financial activities will take
precedence and leave us with DMTs who are too busy on minor
matters to develop their strategic roles. Given the appropriate
commitment, however, these particular difficulties could be over-
come in any health authority within two years.

It is less easy to see how to overcome the difficulties caused by
UMTs, and individual UMT members, who have different ‘capac-
ities’. I am using the word capacity to embrace both the idea of
organisational work strata, as discussed by Maureen Dixon in
Chapter 2, and to incorporate ideas of the personal capacity of
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territory in depth, it would be widely accepted, I think, that the Finance in
managerial capacity at any moment will usually be different for a units
Scale 9 and a Scale 32 unit administrator. Similarly a DNS VI

would not be expected to have the same managerial capacity as a

DNS I+.

As a consequence, and in terms of managerial capacity, it will
usually be the case that a large unit (with a scale 27 administrator
and a DNS I, say) will have more managerial skills and, probably,
experience than a small unit with managers on relatively low
grades. I emphasise here that I am speaking of ‘managerial’ rather
‘ than ‘human’ capacity, and that often individuals develop a
! greater personal capacity as time passes. But it would be a
‘ manifest nonsense to pretend that all individuals and all UMTs
have equal capacities. Those interested in pursuing this topic
further may wish to read Rowbottom and Billis (1978) Jaques
(1976) Kinston (1982a) Jaques (1982) as well as Maureen Dixon in
Chapter 2.

A frequent dilemma for health authorities and their DMTs
is that the ‘work level’, of their various UMTs will be different.
The type of budgetary and service planning proposals that
UMTs will then make will vary according to their working
mode.

In summary, UMTs working at stratum 4 can be expected to
have wider ranging responsibilities, think in longer time spans, and
be ready and willing to achieve better services by redeploying
resources — trading off the less valuable service for the more
valuable. Stratum 3 teams can be expected to respond to concrete
L situations and identify and cope with changed demand levels for
‘ services of a consistent kind. Their time perspectives will be
shorter; they will feel unhappy if expected to decide upon trade-
offs between the uncertain benefits of redeployment towards new
developments and the certain costs to those existing services that
might be forced to cede resources.

The financial management of such different types of team will
not be the same, and yet each may purport to have the same
relationship to the DMT. Furthermore, some DMTs may them-
selves feel happiest working at stratum 4 and thus seek to contain
their UMTs within stratum 3 boundaries. The first quotation I
included earlier for the terms of reference for UMTs will be

recalled:

UMTs have a duty to investigate the expenditure being incurred
on the service they manage and to identify areas of saving without
reducing the level of standards of service being provided. [my

emphasis]
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Table 6 Work strata and budgets

UMT working UMT working
Features at stratum 3 at stratum 4
Characteristics  Systematic service Comprehensive service
of work provision with a provision, usually
2 year time per- of a range of
spective; responsible related activities,
for analysing current with a § year
trends and responding time perspective;
to a series of responsible for
concrete situations identifying short-
that presents itself falls or new
developments needed
in the service(s),
and expected
to reallocate
resources to meet
conceived shortfalls
or to achieve
developments within
managed services
Boundary Not expected to decide Not expected to
conditions upon the reallocation decide to
of resources to meet reallocate resources
as yet unmanifested to or from other
needs for the service unrelated kinds
managed of services

HC(80)8 asserted that unit management was to be strengthened,
that more power was needed at that level. This, if it is to mean
anything, implies that DMTs must seek to widen and lengthen
their own perspectives, thus giving UMTs ‘room to grow’. I know
of some DMTs which are already concerned with capital/revenue
trade-offs, exercises involving the major financial restructuring of
services, perhaps using the RHA as a ‘banker’, or working with
local authorities, or with neighbouring districts, universities and
medical schools, and so on. In many cases, the benefits from such
activities will not be apparent for five, ten or even more years. But
unless this work is going ahead, these benefits will never material-
ise and I see many DMTs taking no part in such strategic thinking.
DMTs that allow themselves to be pulled down into stratum 4 unit
affairs will be doing their health authorities, and the community
that both serve, a signal disservice.




Unit management and experiments in financial techniques

There are several new developments in financial management
techniques that will soon affect many UMTs. They share the
common element that the expenditure is recorded in relation to the
way clinical care is provided but in other respects there are
differences. These differences can be appreciated from Table 7,
which shows how different ways of recording the same total
expenditures are being used variously in (W) functional budgeting
(X) specialty budgeting and costing (Y) consultant budgeting and
costing and (Z) patient costing. Research into these systems is now
in progress both within single units and across all the units in
several health authorities.

Patient costing is still a long way off in the NHS, whereas
something similar can be achieved easily in those countries where
financial accounts are submitted to insurers. When it can be
achieved, it allows costs to be aggregated by diagnosis, by clini-
cian, by hospital and so on. Such costs can be incorporated in
epidemiological analyses designed to explore the comparative costs
and benefits of different health care programmes. The disadvan-
tages, at present, are that it is very expensive in administrative
labour to cost each patient’s care and many apportionments of
departmental expenditures have to be used.

Specialty costing is much less expensive to install and one system
is being widely tested in the UK. (Magee 1981). Under such a
system, the costs of a unit of management are divided as shown in
Table 7 and are then compared with those of similar units in other
authorities. Such costings are of considerable use to managers,
because without such data there is little evidence upon which to
base judgments about comparative levels of over- or under-
provision. However, as I and colleagues have argued elsewhere
(Wickings and others 1983) the evidence to date suggests that
changes in clinical behaviour are more likely to result from clinical
budgeting than from costing alone.

It seems probable that some system of clinical budgeting must be
adopted in the NHS because ultimately it is unacceptable for finite,
cash-limited resources to be used up on a first come, first served
basis. The same problems did not exist in the early decades of the
NHS because real resources were steadily growing; indeed, in real
terms NHS spending has more than trebled since 1948. During
these early decades, NHS managers were resource distributors,
adding resources first here, then there, in response to various
pressures. In future, however, NHS financial management must
be characterised by being redistributive.

The case for redistributive management becoming common is
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Table 7 Illustrative table of functional and clinical matrix*

Functional headings

Total of
Clinical headings departments
X ray Pathology Nursing Pharmacy etc shown
®) £ €y €y ® )
Surgeon Mr A
Patient Mrs P 7 2 30 10 49
Patient Miss Q 15 7 25 18 65 @)
Patient Mr R 2 5 45 0 52
Other patients 720 390 3200 540 4850
Total for Mr A 744 404 3300 568 5016
Total for Mr B 890 444 3750 485 5569 (Y)
Total for Mr C 960 218 3800 960 5938
Total for general surgery 2594 1066 10850 2013 16523
Total for general medicine 3000 3750 14950 3600 25300
Total for geriatrics 1500 1890 19250 2600 25240 X)
Total for psychiatry 300 150 11000 900 12350
Total for other specialties 1000 500 5000 1000 7500
Total for hospital or group 8394 7356 61050 10113(W) 86913

* Data for illustration only and to represent nominal financial units.

(W) = Functional budgets and/or expenditure.

(X) = Specialty budgets and/or expenditure.

(Y) = Clinical consultant budgets and/or expenditure.
(Z) = Patient costs.




based upon the need to judge competing clinical priorities. It has
come to be widely accepted that caring doctors and nurses will
invariably be able to see, or discover, new ways of helping their
patients. These new ways will usually cost more and often be
supplements to existing practices. Increasingly, the resulting
pressures will force resource managers to decide what limits must
be placed upon one service to accommodate an improvement in
another. Hiatt (1975) and Kinston (1982b) have demonstrated the
unavoidable inefficiencies which result from doctors sharing
pooled resources. As it becomes harder to fund developments,
such inefficiencies will become less tolerable and budgeting sys-
tems will be adopted throughout the clinical arena. The precise
systems will vary, depending upon the methods used to fund health
care. In the USA, for instance, experiments are in progress with
‘health maintenance organisations’ (North Carolina 1980) ‘decen-
tralised budgets’ (Solomons 1979) and with ‘diagnostic related
groups’ (Fetter and others 1977). Elsewhere Bally (1982) has
reported on experiments in Scandinavia and France. Other experi-
ments are in progress in Holland, West Germany and Australia,
and in Britain (Wickings 1977; Wickings and others 1983).

The longer term effect on UMTs of these costing and budgetary
developments is difficult to see clearly. Certainly, if UMTSs begin to
prepare their own budget proposals in the manner I am advocating,
they will need to reach prior agreements with their clinical col-
leagues. Much of the discussion will be about the comparative
advantages of different health care options, and UMTs will need all
their skills of redistributive financial management. I find it hard to
believe that UMTs, working in the extrapolatory mode described
earlier as typical of stratum 3, will be equipped to handle such
discussions.

Capacity differences within UMTs

I have suggested that strengthening unit management will necessi-
tate the introduction of new financial practices, and that the
increasingly harsh financial climate will bring other pressures to
bear upon the consensus operating UMTs. Each member will have
unique responsibilities and yet each will need to become part of a
cohesive team.

In this climate, one must note with concern two of Catherine
Shaw’s findings quoted in Appendix II. Firstly, the gradings of the
members of UMTs and also, one must expect, their personal
capacities, vary widely even in units where the administrative and
nursing boundaries are identical. For instance, Catherine Shaw has
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the UMT consist of a DNS I and a Scale 9 unit administrator. Such
disparities will doubtless impose additional pressures on UMTs
that are, in any event, going to be severely tested over the next few
years. The second feature of concern is that those UMTs working
in the priority sectors — mental handicap and illness, the care of the
elderly and so on - often have lower gradings than their colleagues
in the acute units. This is most marked with the unit administra-
tors. Over time, there must be disadvantages for units with weaker
senior managers and this will not be felt least in the competition for
scarce resources.

What can be done?

There is a considerable danger that many of the present financial
arrangements for UMT's accepted by health authorities will negate
the national intention to strengthen unit management. If signi-
ficant powers are not devolved to UMTs then it will be difficult to
persuade authoritive medical representatives to serve. If the UMTs
are not strengthened, DMTs will be drawn into unit affairs with
the consequence that higher levels of managerial activity will be
neglected.

One way to reverse this depressing sequence is to expect UMTs
to become the true managers of their services and to accept the
responsibility of preparing their own budgetary proposals for
DMT and health authority consideration. Such ‘higher level’
UMT behaviour would free DMTs to spend more time on strategic
policy formulation with their health authorities and, in relation to
financial management, undertake those tasks concerned with
capital/revenue trade-offs, the major financial restructuring of
services, cooperative project financing with other health districts,
local authorities, universities and so on. There is, of course, a
matching range of higher level DMT work in their non-financial
activities, but that is beyond the scope of this chapter.

To enable UMTs to carry out more responsible financial man-
agement, they will require good information services from the
finance department and, indeed, elsewhere. This was envisaged in
HC(80)8, but it will only be achieved if it is a priority within the
health authority concerned.

These are the problems. Some UMTs are unlikely to have the
capacity, collectively or as individual members, to cope with the
‘redistributive management and service planning’ which has now
become an essential requirement. This shortfall is a matter of con-
cern for management educationalists as well as those responsible
for recruiting managers to the Service. However, the way ahead
is reasonably clear: health authorities and their DMTs must take



the bold step of creating managerial space which their UMTs can
learn to occupy. It will take time, but it will never happen if the
potential development of UMTs is restricted by well meaning but
inhibiting minor regulations. It has been customary to encourage
the idea of delegation in the NHS for many years, but the creation
of UMTs affords a major opportunity to practice what has been
preached.

As I commented earlier in this chapter, strengthening unit
management cannot be achieved solely by good financial practices,
but it cannot be achieved without them.
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CHAPTER SEVEN

Medical care and unats
MAX RENDALL

The central concern of all health care, in whatever context it is
provided, is to help and comfort a patient at a time of need and
vulnerability. The illness or dis-ease may prove to be clearly
organic or to be largely emotional, or often some combination of
the two, but it may require the help of unique skills of several
health professions. As yet, however, it is still accepted that a doctor
has a special place in this process, which will vary greatly from case
to case, but which is of prime importance. In the exercise of this
role he will take decisions which either cost money directly, or
commit the time and energies of others. In some situations, such as
single-handed general practice, the consequences of this are readily
understood, but in large hospitals there are many doctors, who, as a
group, have a singular effect on determining the directions in
which organisations dedicated to the care of patients should move,
setting priorities, and deciding how money is spent.

This chapter examines some of the issues which follow from and
contribute to this unique position. Historically doctors have had an
astonishingly free hand in these respects, and maybe rightly so; but
it is unlikely that this state of affairs can persist indefinitely. This is
not because clinical freedom is thought to be undesirable, but
because we can no longer pay for decisions taken without careful
consideration of cost. The profession is a victim of its own success
in treating ever iller patients with hitherto unmanageable prob-
lems, but at a cost which can no longer be borne. This dilemma
forces upon us the necessity to make choices, and the medical
profession must take its rightful part in this process.

The need for doctors to share in today’s decision-making

Not all decisions taken by doctors have a direct bearing on the
treatment of a patient — indeed far from it. But there is a wide range
of questions to which doctors as professionals should make an often
crucial contribution; on many other issues the health authority,
DMT or unit management team will wish to consult medical
opinion in recognition of the collective wisdom which it may bring
to bear, and the power that it can wield; and there are yet other
matters which must be presented to clinicians not for a decision,
but for information.

The need for a formal structure within which such discussion




can take place and be minuted for future reference has long been
recognised. That is not to say that informal consultation or lobby-
ing is not permitted or is ineffective. Both are legitimate and
essential, and an understanding of how and when to use each
mechanism is a prerequisite of effective management.

The history of medical involvement in what may loosely be
called management decision-making is very mixed. On the one
hand stand the medical superintendents of the past —autocratic and
powerful figures clothed in frock coats; on the other are today’s
consultants, drawn or drafted, often with great reluctance, into the
process of management. A consultant’s presence here may owe
more to the fact that the arrangements dictate that a clinician must
be involved than that the individual concerned recognises what
opportunities are presented, and what influence he can have on the
way things are done. Of course the world has changed out of all
recognition from the times of our archetypal medical superintend-
ent. The size and complexity of today’s hospitals, and the technical
and interventional nature of medicine today would amaze him; he
would have scant regard for the problems of industrial relations,
work study, clinical budgeting, or any of the other trials and tools
of today’s manager. The reluctance to become involved in such
matters expressed by his modern counterpart is understandable.
Doctors spend years training to look after patients as effectively as
the knowledge and facilities of the moment permit. They have no
professional managerial competence, and are uneasy taking de-
cisions which may have the effect of restricting their colleagues’
clinical freedom. While, as medical representatives, they may work
with other managers, they fear that their colleagues will regard
them as having become ‘one of them’. It is a difficult role, but one
of great importance, and I will return to it in the last part of this
chapter.

Doctors are by nature entrepreneurial and independent-minded
achievers who are used to taking decisions for themselves. As
scientists they are trained to weigh up the available evidence, and to
change their practice in the light of new or contradictory informa-
tion if it is substantiated. Clinical decisions of this kind are taken
many times a day. Doctors rightly prize very highly the clinical
freedom to take decisions as they see fit in the interests of their
patients, and resent or resist any attempt to limit or circumscribe it.
In such circumstances it is understandable if, from time to time,
clinical decisions might seem to an outsider to be autocratic or
intuitive, and there is perhaps a case to answer.

The need for the participation of doctors in the management of
their own organisation has grown steadily. It is clear that today the
senior medical staff, and the juniors for whom they are responsible,
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are the most influential group in determining those policies and
practices which have a direct influence on how a great deal of
money is spent — on drugs, investigations, and other forms of
treatment. Almost all the services upon which they call are in-
creasingly labour intensive, and in many cases have high initial
capital costs as well. Even if there were no other reasons, the need
to commit money as effectively as possible would be sufficient to
demand medical participation, and the further need to ensure that
the services, once established, are run as efficiently as possible
inevitably involves medical cooperation and commitment.

The realisation that we can no longer count on a steady annual
growth in the money at our disposal has given a new urgency and a
finer focus to medical participation in the decisions of manage-
ment. Not only are we concerned now with the very best value for
money in the non-clinical parts of our organisations, but we are
facing the unpleasant reality of examining clinical practices by the
same criteria — a matter which hitherto we have shrunk from as
being too delicate and too dangerous. Issues of clinical freedom are
indeed under a new scrutiny. In the ‘good old days’ so recently
passed, most desirable developments in the services offered were
sooner or later funded by new money. Although at the time we still
felt very constrained by shortage of money, such days look attract-
ive indeed in retrospect, for today in many parts of the country
developments can only be funded at the expense of reductions in
existing services. It is of course highly questionable if it was ever
the intention of the Resource Allocation Working Party (RAWP)
that certain parts of the country should have to suffer actual cuts in
financial support. The philosophy was one of differential growth,
and, given the extraordinary variability in services up and down the
country, it was a principle which was hard to resist. However the
extension of RAWP methodology to the districts within some of
the ‘best provided’ regions has lead to actual cuts being imposed on
the ‘above target’ districts. This has produced a totally new
situation with consequences quite alien to the original intention. In
this bleak climate some very hard and unpalatable choices will have
to be made which may even prove to be unacceptable to significant
numbers of those who work in the hospital service. Consensus
management and acquiescence in the views of the majority may
well be in for a very rocky time, and the medical staff may indeed
find themselves to be front-line troops in the fight to maintain
standards. It will require very clear and unemotional thinking, a
preparedness to experiment and take risks, and an unusual degree
of leadership.

Never before, therefore, has there been a clearer need for
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organised and channelled is an important matter which is the
central theme of this chapter. But first we must look at some of the
ways in which hospitals differ from most other organisations.

The special features of medical organisations

It has long been fashionable to criticise the administration of
hospitals in this country, and much of this opprobium has come
from doctors. Some of it is undoubtedly fair comment, but much of
it is not, merely serving to perpetuate the divisions in a service in
which all those who work ought to be striving together to overcome
our common difficulties.

That there are deficiencies in the administration of our hospitals
and other medical organisations should not be surprising. On the
one hand you tend to get what you pay for, and the NHS does not
always offer rewards which are competitive with comparable posts
in industry and commerce. On the other hand there are a number
of special features which make the running of medical organisa-
tions formidably difficult by any standards. They do not share
many of the basic assumptions which the manager of a commercial
organisation would recognise as being fundamental to good prac-
tice, and yet they are increasingly being subjected to purely
financial control. It will be helpful to look briefly at some of these
sources of difficulty.

First and foremost it is essential to be able to define the objective
of any complex organisation, so that it is possible to judge the
overall success of the enterprise and to make decisions about the
contributions of its various parts. The profit motive may be
regarded as inappropriate in medicine, but where it can be used it
provides a very good discipline, it is easy to understand, and there
can be little argument about success or failure. There are of course
many secondary objectives in a commercial organisation, but they
are all subservient to the need to make a profit, or to yield a
satisfactory return on the capital invested. Medical organisations
can only define their objectives very loosely, which does not permit
critical and unequivocal judgments of success or failure to be made.
To provide the best care possible within the constraints of a limited
budget, against a background of almost limitless demand and an
inexorable increase in what is possible and what it costs, is very
difficult to express as an objective, and proves even more difficult
when it comes to measuring success.

If that were not bad enough, two of the fundamental quanti-
fiables of any commercial process — the input and the output — can
neither be controlled nor measured in health care. The extent to
which any acute hospital can control its workload is very limited,
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though not negligible. Year upon year the emergency work and the
case mix will not change greatly, but in the short term there can be
considerable variability. It can be argued that in the NHS, where
funding is not related in any direct way to output, quantification is
unimportant. It would nevertheless be very helpful indeed when
making comparisons, or in discussions on issues of the quality of
care, if output could be measured. There have been many attempts
to do this, but with little success so far, and indeed the problems are
probably insurmountable. How, for example, would one compare
a patient with brain damage from a severe head injury who survives
as a consequence of skilful medical care and dedicated nursing,
with the unexpected death from a pulmonary embolus of a patient
after a mastectomy for a carcinoma of the breast?

There are other important ways in which variables cannot be
controlled in our institutions. Clinical developments, frequently
led by research, are constantly changing current practice, and,
with very few exceptions, it is impossible to predict or anticipate
the new directions in which they will take us. These will in turn
create a demand for new facilities, new machines, more people,
different sterile goods, or other drugs. Some of these developments
are clearly cost effective, but others are much more questionable,
and they are all ultimately expensive.

Another way in which unpredictable growth in a medical or-
ganisation may occur, which is in many ways wholly desirable but
may nevertheless pose problems, is the creation of departments by
energetic and ambitious individuals who offer services far beyond
what was expected of them. Consequently patients benefit but the
DMT has to meet unplanned expenditure. The last source of
difficulty — and the most troublesome — is changes in national
policy, often associated with changes in government, mediated by
the Department of Health and Social Security or the regional
health authority. Doubtless some changes are unavoidable, but the
examples of inefficiencies in nationalised industries caused by
radical changes of policy have been largely ignored and, in con-
sequence, the NHS has had to suffer the paralysis brought about by
two reorganisations.

There are, too, some unique financial features of medical or-
ganisations in the NHS. Whilst the cash limit system has proved
remarkably successful in limiting overall health care spending, it
may also be seen to encourage the less energetic and to stifle
enterprise. As has been hinted previously, cash limited allocations
are not directly work related, and certainly provide little in the way
of incentives. It is of course regrettable that only a real shortage of
money has concentrated the mind adequately on efficiency, and it
seems that the profession and our patients will have to pay a heavy




price for it. Nevertheless, this process cannot go on indefinitely
without inflicting serious damage on the service. Given some
system of built-in incentives it is likely that more could be achieved
with available resources, but present funding arrangements do
little to encourage enterprise and harness enthusiasm.

Another strange feature of hospitals is the reversal of the usual
trade-off between capital expenditure and revenue saving. Almost
invariably in hospitals capital projects cost more to run, be they
new buildings or a body scanner. Perhaps this is related to the fact
that hospitals are not allowed to borrow money. The requirement
to pay back loans for capital projects constrains extravagance in
commercial enterprises. Is it surprising that some critics compare
the NHS unfavourably with commercial enterprises?

Finally, and very irr)1p0rtantly, the usual pattern of management
and workforce, with all the mechanisms and relationships which
have evolved between them in any conventional business, has had
to accommodate in hospitals a group of powerful and independent-
minded individuals who remain outside the usual lines of responsi-
bility and accountability in the organisation. The senior medical
staff of a hospital are, in the main, a self-regulating peer group, but
their influence on all aspects of the way the hospital is run is crucial.
They do however, particularly as individuals, pose serious prob-
lems for the administrators. There are some obvious reasons for
this, most notably that many of the administrative staff in contact
with consultants are young and relatively inexperienced, which,
almost by definition, consultants are not. Coupled with the tradit-
ional but out-moded notion of the subservient administrator and
the all-powerful and omniscient consultant, this places the young
administrator at a severe disadvantage and perhaps fosters the well
known adage about the NHS - that it is ‘over-administered and
under-managed’. The difference between doctors and adminis-
trators is important and not simply one of degree. As money
becomes even scarcer the need to manage rather than administer
will become more apparent. These circumstances could provide
common ground for doctors and administrators to join in confront-
ing the over-riding problem in the health service — the provision of
high quality care at a realistic cost.

Clinical autonomy, and doctors as resource managers

In a civilised society all freedom must lie within the law. Any
calling which can lay claim to being a profession will have a discrete
body of knowledge which it calls its own, with a well regulated
training and a closely controlled entrance qualification. It will have
carefully nurtured professional standards and codes of behaviour,
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and mechanisms for self-imposed discipline for those who trans-
gress these limits. In many cases there will be statutory bodies
which reinforce and guarantee some of these features and provide a
degree of protection to the public at large. These features are
common to many professions but doctors have certain unique
privileges — the ability to prescribe drugs, a recognised and re-
spected place in society, and freedom to practice within this
professional framework. There are still other limitations, of which
the most important are such explicit policies as may from time to
time be introduced in the NHS, the available resources, and
generally acceptable standards of behaviour in society.

Clinical freedom, perhaps better called clinical autonomy,
means that a doctor is free to investigate and treat his patients in
whatever way he feels to be in their best interest. It is a feature of
practice in the NHS which is universally regarded by doctors as
essential, and its continued guarantee has been a major factor in
persuading medical men and women to cooperate with government
in setting up the NHS, and in subsequent attempts to reorganise it.
It remains today the cornerstone of practice in Britain. It is a
genuine freedom which is, of course, circumscribed by law.

Clinical autonomy can be said to lie in the fact that the decisions
of a doctor when treating a patient are not subject to managerial
control. In this respect there is an important difference between,
for example, a managerial decision that a certain drug should not be
available on the grounds of cost, and a decision, arrived at by a
majority of informed colleagues, that the drug should only be
prescribed if certain clinical criteria are satisfied. This kind of
self-regulation is increasingly necessary to ensure that the money
available is spent as effectively as possible. In this sense, the doctor
is autonomous rather than free, and clinical autonomy more
accurately describes the notion which we are examining. No matter
how tight constraints become, clinical autonomy must be pre-
served, but within a realistic framework determined by the avail-
able resources, be they money, people or facilities. Discussions
which touch on this sensitive issue will be difficult and will only
reach acceptable conclusions if the majority of clinicians are per-
suaded by the case being put.

There has been a school of thought which advocated the notion
that clinical autonomy sprang directly from the unique nature of
medicine and the need for doctors to retain their professional
dignity and self-importance, which made it entirely inappropriate
to subject them to binding managerial decisions. This rather
nineteenth century conclusion seems muddle-headed, and it may
have sprung from the practical difficulties of imposing any other
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been a real issue in the days when medicine was relatively impotent
and comparatively cheap, social attitudes different, and the need
for decisive managerial action very limited. A more cogent argu-
ment, put forward by the Brunel Health Services Organisation
Research Unit (Jaques 1978), is that clinical autonomy was the
direct consequence of the decision to provide an individual and
personal health service in which there was to be a confidential
relationship between the patient and a particular doctor. This was a
specific item of social policy which obviously had a far-reaching
effect on how the service would be organised, since such a re-
lationship cannot, by its nature, be managed in the formal sense.
Thus, GPs and consultants only enjoy this autonomy if they
continue to provide a personal service. Doctors practising in other
settings will not necessarily share this autonomy, but may be
organised in the traditional managerial hierarchy. The belief
underlying the decision that the NHS would provide personal
clinical care was that this pattern of practice was the most effective
way of helping an individual to cope with all aspects and consequ-
ences of an illness. If this justification is accepted, any change from
a one-to-one relationship with a known doctor would presumably
carry with it a threat to clinical autonomy. A general practitioner
deputising service is an example of such a change, since it can
obviously be a managed service. It will be interesting to see if these
and similar variations continue to enjoy clinical autonomy.

The concept of clinical autonomy is, however, very complex
and, in effect, its operation is not totally restricted to those doctors
who have a one-to-one relationship with a patient. It is to some
degree enjoyed by pathologists and radiologists, and is increasingly
being laid claim to by certain nurses, physiotherapists and similar
professionals. In an effort to elucidate the matter more fully, the
Brunel Unit has identified at least four components of clinical
autonomy. First is the most obvious, that a practitioner can
exercise professional judgment without having to submit to the
scrutiny of others. This they have called ‘independent practice’.
Second, the patient has a theoretical right to choose his doctor, and
the doctor has the right to accept or reject the patient. This ‘right to
choose’ is clearly essential if the relationship of confidence and trust
upon which the service is founded is to be anything more than a
hollow promise. Third is what has become known as ‘prime
responsibility’ which acknowledges that the doctor is in a unique
position to deploy whichever of the available treatments or re-
sources of the NHS he feels to be most appropriate for his patient.
He is, in this respect, the conductor of an orchestra. Fourth, only
doctors are expected to coordinate the care of other professions on
behalf of each patient, so the medical profession alone is said to
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have ‘primacy’. Doubtless others will lay claim to prime responsi-
bility and to primacy in due time, but to date the only group which
can reasonably claim all four elements, and hence enjoy true
clinical autonomy, is the medical profession.

So much then for the concept of clinical autonomy. The next
issue which arises is to what extent the role of a doctor as a
committer of expenditure or as a manager of resources is compat-
ible with clinical autonomy. In an ideal world, doctors would be
inspired managers as well as impeccable clinicians who would treat
patients as they wished in the confident knowledge that their
management was the most effective and the cheapest available.
Given that neither the world nor the doctors are ideal and that
medicine at its best is rapidly becoming too expensive for any
nation, more and more attention is being focussed on expenditure.
It therefore becomes inevitable that doctors, especially those in
hospital who are responsible for the expenditure of huge sums of
money, must, at a time of severe restraint, make choices and,
consequently, manage what is at their disposal. Far from being
incompatible with clinical autonomy, such involvement is the best
defence we can offer against those who will otherwise make much
more arbitrary and damaging decisions.

Provided we continue to finance medicine from public funds, the
sums available for health care will be determined by the politicians
of the day, but we will do well to remember that those who make
this decision will be conscious of society’s willingness to pay the
bill. We are now in a time when we cannot expect to finance new
developments with new money. If we are committed to practising
and providing up-to-date care, as we are, we must finance innova-
tions by increased efficiency and by trimming back less desirable
services. :

At the present time we are seeking new ways of making these
very difficult and unpalatable choices. The philosophy upon which
medical men are brought up is totally incompatible with the idea,
now being widely discussed, that criteria other than medical need
should determine whether a patient is treated, and how. The only
sensible way to avoid having these criteria forced upon them is for
clinicians to exercise a degree of constraint, discipline and self-
control hitherto unknown to them. The most promising practical
way forward is to devolve to clinicians responsibility for the control
of spending without proscribing freedom of choice. Thiscan beina
budget, with their agreement in advance to the incentives for
success and penalties for overspending. Although there are mani-
fold difficulties in this approach, there is evidence that doctors can
work in this way, and that it gives them certain worthwhile
advantages. The role of the consultant member of a DMT or UMT




in this overall process of resource management is different and it
will now be discussed.

Medical representation in the new units

The 1982 reorganisation abolished the area health authorities, and
introduced the notion of units to organise and manage the services.
Some units are concerned with client groups and others with the
management of services on a particular site. The former may well
ignore the traditional demarcation between hospital care and care
in the community and seek to provide an integrated and effective
service for the group of patients concerned, be they the mentally ill,
the mentally handicapped, the young, the elderly, or those having
maternity care. Units concerned with the management of services
on a particular site are very often having to deal with acute services
based on one or more hospital sites.

The membership of unit management teams (UMTs) is usually a
senior administrator, a director of nursing services and a clinician,
but some may include a representative of the district treasurer. Itis
important to recognise that the doctor alone on a UMT is not
directly accountable to his counterpart on the DMT. Medical
representatives are answerable to those who elect them, their
colleagues, and it is not a relationship such as that of a manager to
his subordinate. Because other members of a UMT could be
instructed to carry out a policy which will be unacceptable to the
clinician, it is essential to understand the strains these different
relationships can impose.

The special position of the doctor on the UMT underlines the
need for him to be able to consult and report to his colleagues. In
the case of units based on client care groups, the Cogwheel division
or divisions concerned provide a ready made forum in which the
views of all grades of medical staff, can be made known. If there is
no community services division, there may well be other meetings
of the staff concerned which could fulfill this role. A great problem
arises where there are large acute service units, particularly if there
is more than one in a district. In these circumstances, a large
number of senior clinicians may wish to take part in discussions but
meetings of the main medical advisory committee could become
too parochial. Other means of obtaining advice would then have to
be found. In some cases the informal approach might work,
although that would have its dangers for the individual concerned.
Unit Medical Advisory Committees (UMACs) might be consi-
dered, but most consultants feel that there are too many commit-
tees already. Nevertheless, if UMACs can command attendance
they are an obvious solution. An alternative is to use an existing
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forum. Some districts have a general purpose committee which,
with alterations to its constitution and membership, might serve
this purpose.

The extent to which the management of services in the NHS is
being devolved to units differs considerably up and down the
country, but, whatever form they take, they offer new opportu-
nities for imagination and innovation. It also means, however,
that the unique position of the clinician could lead him into serious
and even damaging conflicts of loyalty. His best defence is to
have a close and realistic relationship with his colleagues, enabling
him to listen to their advice and to take his problems to them
while explaining the problems of the organisation which he serves.

The historic development of medical advisory systems in the
NHS

The development of the National Health Service brought with it a
uniformity of structures hitherto unknown, making it possible for
the then Ministry of Health in the 1960s to initiate the setting up of
medical advisory committees in all hospitals. These had an elected
membership drawn largely from the consultant body, with the
specific task of advising the hospital management committee
(HMC) ‘on matters of legitimate concern’. The Ministry of Health
at the time felt that there were extensions of the traditional advisory
role which should be taken on by these committees — what might
today be called monitoring activities — but these suggestions were
largely ignored. These new committees, in many but not all cases,
took over the functions of the medical staff committee, which
consisted of the entire consultant body. They began to develop
expertise and generally to raise the level of debate and concern
amongst doctors for matters hitherto regarded as strictly adminis-
trative.

The increasing costliness and organisational complexity of hos-
pital treatment, and hence the difficult decisions needed, led to the
publication of the three Cogwheel Reports in 1967, 1973 and 1974.
Consultant numbers had greatly increased and a less unwieldly, yet
truly representative, mechanism was needed. The Cogwheel re-
ports introduced a structure which made it quite unavoidable that
clinicians should become more deeply involved in consultation and
decision-making on a wide range of issues. The efficient use of
resources was one of the matters singled out for specific mention,
and the essential involvement of junior medical, nursing and
ancillary staff in discussions which led to properly considered
advice was formalised. Most important of all, though, was the
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in the affairs of the district and its hospitals. This marked the
coming of age of medical advisory machinery, but the clinicians
were to come to the party as reluctant guests.

The full impact of the Cogwheel system coincided with the
changes brought by the 1974 reorganisation of the NHS. Rooted in
the belief that services should be organised on a district-wide basis,
with much greater integration of primary care and public health
services with the hospitals, the complexity and range of issues to be
considered became even wider. As if to mark the distance travelled
from the all-powerful chief executive of the pre-war voluntary
hospitals, consensus management came to the health service.
Somewhat surprisingly, it has worked remarkably well. It has
fostered a freedom of expression in discussion which might not
have been heard if there were a constant likelihood of being
out-voted. It ensures that, once a decision is taken, there is a real
commitment to making it work.

The Cogwheel structure of the various divisions, all represented
by their chairmen on the medical committee executive (MCE), is
designed specifically to offer advice from the medical staff to the
district management team, and more often than not the team’s
chief officers attend its deliberations. However, the executive is not
in a position to speak for the general practitioners of the district as
originally proposed. The 1974 reorganisation envisaged the district
medical committee (DMC) as the senior source of medical advice to
the DMT, since it brought together members from the three
branches of the service — general practitioners, hospital consult-
ants, and doctors in the community medical service — in a form
which enabled each group to put forward its views, which could
then be moulded into an integrated consensus. With few excep-
tions, however, the DMCs have not prospered, and, since the
findings of the Yellowlees Committee, districts are no longer
required to set them up. Other mechanisms for putting forward the
views of primary care are being tried, most commonly perhaps the
introduction of a division of primary care, which takes its place
beside the other Cogwheel divisions with its chairman on the MCE.
The GP member of the DMT is, of course, also very well placed to
speak for the interests of the general practitioner services, and
ensure that their voice is heard. Very important though the
primary care services may be, the majority of problems which beset
DMTs are much more concerned with the hospitals and the
containment of their costs.

A point of great importance, which is not often fully appreciated,
must be made before we leave the subject of medical decision
making and advisory machinery. The purpose of all the mechan-
isms we have been discussing is to represent the views of the

Medical care
and units




Effective
unit
management

medical staff to the DMT and to the UMTs. They serve as
representative or advisory bodies and are not either suitable for, or
intended to undertake, a managerial function. For example, the
day to day problems of managing a particular pathology laboratory
are not a matter for which the division of pathology can be held
accountable although, naturally, it would be interested in advising
on what changes in service the laboratories could offer. For the
efficient management of the financial and other resources of such a
service the head of the diagnostic department can properly be held
accountable to the unit administrator, or, in smaller authorities, to
a nominated chief officer on the DMT. These officers are whole-
time managers who can mobilise the necessary assistance to deal
with problems in a timely fashion if the departmental head cannot.
It should be emphasised, though, that this accountability is for the
department head’s managerial role and not for medical decisions,
which remain the consultant’s personal responsibility.

The role of the doctor on the UMT

As noted earlier, the clinician on a UMT is in a significantly
different position to others on the team. The unit administrator
and director of nursing services, and indeed any other non-medical
member, have an in-line relationship with a superior — probably on
the DMT. The doctor has not. Perhaps echoing the position of the
senior medical staff as a whole in the organisation, he is outside any
traditional hierarchy. He is in an obvious sense responsible to his
consultant colleagues, whose confidence he must retain, but he is
not their delegate.

The ‘medical representative’ has unusually wide powers and
duties. He is expected to lead, negotiate and make many judgments
on behalf of his colleagues. He is their nominee to serve on those
groups which must confront problems collectively and decide how
best they may be dealt with. In this process the clinician will put
forward clearly and forcefully the views of the medical staff. These
will be of paramount importance on some issues, and less compel-
ling on others. To be effective he must recognise issues of prin-
ciple; he must know where consensus lies and how fast, and how
far, it can be pushed. To do this he must maintain good communi-
cations with his colleagues and know how and when and where to
apply informal pressure. He must be aware of who forms and
influences opinion and who does not, and he must be prepared to
negotiate with a clear view of what he can give up to achieve his
objectives. In short he must be a politician. It is in the exercise of
informal personal qualities that his effectiveness will lie, not in his
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Bearing in mind the directly accountable relationship of the
majority of members of a UMT to the DMT, it is likely thata UMT
will, from time to time, be instructed to implement a policy
decision which the team finds damaging to the interests of those it
serves, or is in some other way undesirable. Clearly DMTs will be
at pains to avoid these problems if at all possible, but it seems likely
that some will be unavoidable in the financial climate in which we
now live. This will place the clinician on the UMT in a very difficult
position, because he may find himself party to a decision which his
colleagues cannot accept. Such issues will stretch his political skills
to the utmost, and success will depend as much on his ability to
explain to his colleagues the reasons which have led to the conclu-
sion reached as on his adroitness in selling a fait accompli. He must
always remember that there may be an issue on which he might not
be able to carry his colleagues and it is his duty and responsibility to
know where the frontier lies, and to make sure that he states the
position clearly in the discussions in the UMT. If he is unable to
deliver he must say so or he will have to resign. Otherwise, his
colleagues will be certain to make it impossible for him to continue
to act as their nominee.

In difficult times when unpleasant decisions must be im-
plemented, there is obviously a danger that the unit doctor could
acquire the reputation for being ‘one of them’, for collaborating
with the administration in the pejorative sense of that word. Itisa
danger which has to be accepted, but there are ways in which the
risk can be lessened. I have written of the importance of skilful
and sensitive communication, which is fundamental. Close con-
tact with the consultant member of the DMT will also pay
dividends. The DMT consultant must be aware of the anxieties
and priorities of the medical members of his constituent units;
they help him to shape his own views and allow him to give
early warning of problems coming down to the units. Most im-
portant of all, the UMTs should try to solve some long-running
problems; successes of this sort will build up capital for them on
which they can draw in less happy circumstances in the future.
There is nothing that will command the respect of a consultant
more than the ability to solve intractable problems quickly and
efficiently, and he will be prepared to repay the debt when
necessary.

The role of the clinician on a UMT will, of course, vary greatly
from unit to unit and from hospital to hospital. Some units will
make modest demands on time and energy and others will be close
to a full-time occupation. It goes without saying that the clinician
will need the help of an efficient secretary. The job will demand the
skills of a tight-rope walker at times, but the opportunities have
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Effective never been greater and it would be sad if consultants did not
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management

Effective medical representation
in units — four important points

1 Credibility for the medical representative
Maureen Dixon’s chapter listed the wide variety of units of
management. Some form natural units from the clinical stand-
point, and particularly where there are only one or two consult-
ants involved — for instance in some mental handicap units —
there is no question about the choice or role of the medical
representative. In other cases there can be problems. A frequent
difficulty arises where the health authority’s resources and
internal politics are dominated by one large district general
hospital. Distinguishing between the roles of the UMT and
DMT consultants can be difficult. Another situation which
poses problems comes about when a group of clinical specialities
in a unit make sense from the viewpoint of administration and
nursing yet fail to provide a logical basis for the clinicians. A
‘priority care group unit’, for example, which incorporates
community services, midwifery, mental illness, mental handi-
cap and geriatrics, provides no natural grouping to throw up a
clinician for the UMT. By definition, he cannot represent all his
colleagues with equal experience or insight, although he must
strive to do so.

2 The power delegated to UMT's
It should be obvious that if DMTs delegate little authority to
UMTs the medical representative’s role in the unit will be seen as
a waste of time. Unless significant and effective decisions can be
made by the UMTs, the medical staff will insist on dealing
directly with the DMT. This in turn will create powerless unit
managers.

3 Doctors on the health authority
It is important to emphasise that consultants or general prac-
titioners who are health authority members are not representa-
tives of their colleagues and should not be asked to act as such. A
medical representative on one of the management teams has to
judge which of his colleagues to listen to and which to ignore. If
doctors on the authority are treated as representatives, the
doctors on management teams will be faced with an impossible
balancing act.

4 The conveyor of unwelcome tidings
Sometimes it is inevitable that the representative has to convey
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It is important that both sets of colleagues realise that his
independent viewpoint is a highly prized asset and, if he is
thought to have lost it, it will become much harder to get a
broadly based consensus amongst the doctors. In particular, this
means that other members of the UMT may be well advised to
explain major difficulties or unpopular health authority policies
to the medical staff rather than expect the clinician to put
forward views which may be inimical to those of his medical
colleagues.
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CHAPTER EIGHT

Conclusions and an action outline
IDEN WICKINGS

What are units of management?

It is relevant to question whether ‘units’ are, in fact, anything new.
The notion that the cooperation of a doctor, a nurse and an
administrator should form the essential basis for the management
of a general hospital has been well established since the sixties,
although such triumvirates have sometimes been called hospital, or
sector, or service management teams. Perhaps this was to avoid the
ugly, quasi-military term ‘unit’ which the NHS now seems deter-
mined to use.

Outside the acute hospitals, however, the composition of man-
agement teams has varied in the past, and some have included
psychologists, therapists and social workers. Other teams have
incorporated several doctors or several nurses in order that differ-
ent parts of a comprehensive service could be represented. A
financial adviser could be found working with many of these teams
and sometimes this role had been elevated to full membership. So
the current emphasis on the three members of unit teams does
represent something of a change outside the general hospitals.

Since the implementation of HC(80)8 began, however, some
complications have emerged, even though the wider adoption of
the deceptively obvious ‘triumvirate’ had been expected to simplify
arrangements. In many so-called unit posts there is no alignment
between the nursing and administrative roles. For example, it is
common to find districts in which the acute hospital unit adminis-
trator is expected to cooperate with several directors of nursing
services who variously cover the acute, midwifery, psychiatric, and
child health/community nursing ‘units’. In such circumstances the
acute unit administrator will not usually be the administrator of the
last two units mentioned above. Furthermore, the elected doctors
on these other ‘units’ may be unfamiliar with the acute unit. The
various medical representatives may belong to committee systems
which are, at best, poorly integrated, such as the separate com-
mittees for general practitioners and consultants. It is, of course,
not only the administrators and doctors who are so enmeshed by
these complexities. The nursing unit managers principally pro-
viding community based or longer-stay care often have very
uncertain powers in the associated wards and clinics in the acute
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responsibilities. It is questionable whether ‘units’ exist in a mean-
ingful sense when the administrative, nursing and medical zones
of influence are very poorly aligned.

Any outsider looking in must regard the whole pattern, or lack of
it, as the product of a design conference held during that famous tea
party when Alice asked, very appropriately, ‘Is that the way you
manage?’.

General management in units

We cannot complain if an outside observer of unit management
today concludes that the overwhelming need is to simplify it,
particularly if the DHSS has reaffirmed the aim expressed in
HC(80)8 that units should be strengthened. While this book was
being prepared, the members of the NHS Management Inquiry
chaired by Mr Roy Griffiths have let it be known that they have
some sympathy with the concept of a general manager. It is not
difficult to see why, and most large organisations have one. Even
in other health care systems there are many examples of general
management roles, although it is always important to discover
precisely what powers these managers can, and cannot, exercise.
Such de facto authority has been wielded less frequently in
the past by nurses than by doctors or general administrators but
many nurses manage their own convalescent homes in the UK,
and in developing countries mission hospitals are often direc-
ted by nurses. Medical directors control many hospitals around
the world and quite recently Britain also had community and
preventative services solely under medical management. True, in
developed countries, there has been a widespread growth during
recent years in the proportion of hospitals coordinated by non-
medical general administrators, but no discipline can claim a
proprietary right to a general manager’s chair. But if there were to
be such an office in NHS units, what might this mean? Is general
management the same thing as having a chief executive ?,

It is worth clarifying what might be meant by such concepts in
relation to NHS units. A chief executive elsewhere has full manage-
rial authority over ‘his’ staff and can require this compliance, but
NHS clinicians have both the duty and the right to treat their own
patients in the manner they consider best within the constraints
described by Max Rendall in Chapter 7. We can be certain that this
aspect of the clinician’s role will remain unchanged, not because of
the power of the medical lobby, but because of the need for
confidentiality in doctor/patient relationships. If a clinician’s judg-
ment about the treatment needed by an individual patient was open
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that patient would need to be available to the higher authority.
Such a change would not only flout clinical autonomy but would
negate the principle that patients can rely upon their clinical and
personal data remaining confidential to their own doctor. We can
be certain that such a change would be unacceptable to our society
and so the concept of an overall chief executive can be put aside.

However, the same difficulties need not necessarily affect the
hierarchically organised professions and there are many examples
of nurses and others being managed by non-nurses. Nurses,
psychologists, therapists of various types and others such as works
professionals increasingly demonstrate that their professional de-
velopment has reached the stage at which management at the
operational level by members of other disciplines is not truly
satisfactory. The same cannot be said about higher level manage-
ment where the professional knowledge base is less important than
general managerial skills and-an understanding of policy. The issue
is that at some point managerial responsibility must be integrated
into something that becomes ‘general’.

Returning to our outside observer, Halpern (1983) has reported
that Mr Roy Griffiths, the chairman of the NHS Management
Inquiry Team, had ‘not talked specifically about the concept of a
chief executive’ but wanted ‘to develop a general management
concept to establish who is exercising the overall responsibility for
matching resources to the results which are . . . to be achieved’.
This seems entirely compatible with the points made above.

The general managerial responsibility could therefore be allo-
cated by a health authority to the most appropriate person who is
managerially accountable to them and who can exercise the neces-
sary authority over the managed staff in other professions. This
probably excludes the medical representatives who are, ultimately,
accountable to their electorate and not the authority. As Max
Rendall put it in Chapter 7, the financial climate has changed so
dramatically that some clinicians are realising that ‘choices will
have to be made which may even prove to be unacceptable to
significant numbers of those who work in the hospital service.
Consensus management and acquiescence in the views of the
majority may well be in for a very rocky time, and the medical staff
may indeed find themselves to be front-line troops in the fight to
maintain standards. It will require very clear and unemotional
thinking . . .” Health authorities will also, of course, need to think
clearly and unemotionally but they must be capable, finally, of
instructing their general managers. This cannot apply to a medical
representative who is unable to represent his colleagues if he is
being instructed to behave in a way that is inimical to their
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by general practitioners and consultants effectively excludes the
medically elected representatives from roles with the responsibility
for general management on behalf of the health authority. Other
ways have to be found, as have been described in earlier chapters,
to inter-relate the responsibilities of the clinicians to their own
patients, and the responsibilities of the managed hierarchies to the
health authorities and, ultimately, to the Secretary of State and
Parliament. The general management of units is quite feasible but
it excludes the clinicians from its grip. To reconcile the legitimate
objectives of clinicians and authorities, some form of consensus
mechanism seems inevitable.

Action proposals for health authorities

The unit structures introduced as a result of HC(80)8 were often
compromises and were selected in the light of various pressures
which affected health authorities at that time. Some of these
pressures have been referred to earlier, such as when the perceived
need to attract or keep able staff forced health authorities to ‘cobble
together’ units that would be large enough to justify senior grad-
ings. Other forces at work included a determination by some
authorities to have units that were care group based while their
neighbouring authorities perhaps held entirely different views. In
many instances decisions on these matters had to be reached very
rapidly and Appendix II reveals the complexity of some units and
the grading anomalies that affect some unit managers’ posts. It is
time for the structures and gradings to be carefully reviewed. Are
they optimally designed to achieve the authority’s objectives? Do
the structures give unit managers a proper opportunity to build
powerful UMTs or are they being forced to grapple with needless
difficulties? Can the unit managers establish effective working
relationships with their doctors?

Max Rendall wrote in Chapter 7: ‘Another situation which poses
problems comes about when a group of clinical specialities in a unit
make sense from the viewpoint of administration and nursing yet
fail to provide a logical basis for the clinicians. A “priority care
group unit”’, for example, which incorporates community services,
midwifery, mental illness, mental handicap and geriatrics.” Units
of this type will have great difficult in finding a suitable medical
representative to serve on the UMT. Where the UMT does not
seem a logical focus for senior doctors to raise important issues with
managers representing the health authority then they will by-pass
the UMT and seek to deal with the DMT directly. Nonetheless the
choice of unit structures will often have to be a compromise and no
one aspect is conclusive. Despite the difficulty concerning medical
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representation on such unit teams, these units may, as Max Rendall
puts it, make administrative and nursing sense. Presumably the
term ‘priority care groups’ means those which the authority has
decided need to be developed and improved. The effective achieve-
ment of such developments is dependent upon managers with the
personal capacity to envisage the way forward, the skill to turn
their ideas into practical proposals, and the competence to make
the changes.

The proposed developments must be competitive with other
bids for improvements arising in the district, and, once approved,
they must be implemented in the complex world described by Tom
Evans in Chapter 3. If the priority care groups do not have unit
managers with the capacity to meet these demands, then the
proposed developments will be inhibited. Maureen Dixon earlier
described such requirements in terms of work levels and empha-
sised that those managers who habitually operate in a systematic
way, principally responding to sequences of concrete situations
and perceiving their world in one to two year time spans, are
unlikely to be the most suitable in the developmental role. In this
light, there must be some concern at Catherine Shaw’s conclusion
in Appendix II that ‘as a general rule, the gradings accorded to unit
administrators working in the priority care groups compare less
favourably with [those] in the acute units.’ She also noted that the
administrative gradings in a number of units compared unfavour-
ably with those of the unit DNSs. It is, of course, true that
changing gradings and altering the composition of units will not
necessarily produce unit managers with the capacity to undertake
the demanding, developmental roles that I have described. How-
ever, it may well be timely for authorities and their DMTs to
review their unit structures and gradings to ensure that the
original designs offer the best chance of achieving the required
objectives. In particular, it is unlikely that the cause of ‘priority’
groups, and especially the cause of those complex units with
boundary roles impacting upon other authorities, will be best
served by having the lowest graded unit administrators working
in them.

The next major step that could help to strengthen UMT's would
be to have the managerial arrangements simplified where possible.
This certainly includes the clarification of the general management
responsibility mentioned by Mr Roy Griffiths, but also means
avoiding the ‘dual accountability’ situations and other needless
complexities described by Maureen Dixon. If accountability is
confused, then it is almost inevitable that poor performances will
result.

Finally, authorities could strengthen unit management by re-




quiring their UMTs to make their own budget proposals, as
described in Chapter 6. It is a relatively simple step, although
it imposes some extra demands upon the financial staff. It is,
however, quite different from handing a pre-determined bud-
get down to the UMTSs which effectively weakens rather than
strengthens their roles. It also means that health authorities
would need to determine the allocations and the objectives for
their units and neither will prove to be a simple task. But if
health authority members cannot handle the difficult issues in-
volved, they have no right to expect their managers to handle
them without guidance.

Action proposals for DMTs

It has been a repeated theme in this book that unit managers will
only achieve their full potential when the context for their roles is
well designed and when their powers and duties are made explicit.
Unless these conditions are fulfilled, unit managers will often be
forced to act indecisively. UMTs that cannot exercise significant
delegated authority will find it difficult to attract an influential
medical representative into membership. This lack of local grip
will lead to the DMT members becoming involved in affairs more
properly left to their subordinates. In turn, the DMT will be
prevented from undertaking its own high level work. This under-
performing sequence can be reversed by a conscious effort to
delegate from DMT members, provided they have the support of
their health authority. Inevitably there are initial risks while the
unit managers are left alone to develop their individual and collec-
tive capacities, but the long term costs resulting from too little high
level work being undertaken by the DMT are very significant. 1
quoted some examples from the financial scene in Chapter 6 but
similar issues are raised by service planning, by the need to
formulate criteria and strategies for district development and
by the responsibility for the formal evaluation of existing ser-
vices.

A significant responsibility for DMT members is to decide what
should be done when one or more of their UMTs fails to cope with
the expanded role outlined in this book. This is not simply in
relation to those matters just described but also includes the UMT’s
capacity to contribute towards the achievement of a genuinely
caring environment in the unit. June Huntington gave a number of
clear examples in Chapter 5. Such an achievement, although
principally the concern of the operational staff, can be fostered or
hindered by unit managers. Members of DMTs need to be con-
cerned to develop the personal and collective capacities of their unit
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148 proposals prove to be over-optimistic. If unit management is really

managers in this respect, particularly in those priority care units
with responsibility for the most vulnerable clients — although the
development of a caring environment is important in other units as
well. It is not always easy for DMTs to give sufficient emphasis to
this aspect of the unit managers’ roles when their health authorities
are beset by the need to achieve ‘efficiency savings’ and to contain
expenditure within apparently reducing RAWP targets. But only
the DMT members can give to UMTs an authoritative sense of

where the balance of effort should lie.
These are, of course, only some of the areas in which the DMT

members’ actions are critically important if effective unit manage-
ment is to be achieved. This is not intended to be a general
management textbook and no general prescriptive theories are
being advanced. There are, however, particular subtleties to the
relationships between the teams at district and unit level. As
described in Chapter 3, each unit manager faces a complex agenda
and 1s also personally involved in policy implementation and in
planning, while occupying distinctive roles as a top manager in the
unit and as a member of the district’s overall senior management
system. Tom Evans concluded that the most important thing that
can be expected of a unit manager is that he or she demonstrates a
commitment to learning and to personal improvement. Such a
commitment can be developed by the appropriate DMT member,
provided the unit manager concerned is faced with a comprehen-
sible task. But where the complexities of the structural relation-
ships with unit colleagues are so severe that they effectively defy
clarification any unit manager’s personal commitment will be
reduced. In these circumstances the DMT must act decisively to
reconstruct the unit roles.

Action proposals for unit managers

Unit managers themselves can, of course, participate in many of
the proposals already put forward, but in addition there are steps
they can take independently. They can begin by undertaking their
own ‘situational diagnosis’. This means that they can review their
existing position and powers within the organisation and decide
whether changes would probably contribute to better unit per-
formance. Tom Evans argued earlier that the future role of unit
managers is at stake. If past practices are allowed to continue and
units are run with a firm involvement by chief officers, then many
of the issues we have raised will go by the board. To strengthen
their role, UMT's will need to show that they can think ahead and
they should have contingency plans prepared in case their current




to be strengthened, UMTSs cannot rely on being bailed out when
difficulties arise.

In this context unit managers must show that they can manage
financial and other resources well. That includes developing their
own skills in the preparation of budget proposals. Furthermore
they will need to show their capacity as managers of their own
commands, which requires the ability to develop their staff as well
as themselves. As professional managers they will also have the
opportunity to contribute to the wider, more strategically oriented
district management system.

These are not trivial tasks, and many unit managers may elect to
avoid such significant responsibilities through fear of criticism
from authority members and senior officers. Unit managers work-
ing in the manner we have envisaged would be highly visible in the
organisation. Many managers feel increasingly vulnerable in the
NHS and the growing use of performance indicators and other
methods of review has contributed to this. Yet effective unit
management depends upon accountability being clear and, in the
ultimate, no one benefits when these issues are fudged.

If unit managers are seen to be working in the way we have
outlined the medical profession will want to play a full part. UMTs
that have the benefit of a respected medical representative as a
member should be able to achieve an effective grip upon the whole
unit. A mutually supportive team can prove a powerful force,
enabling each unit manager to achieve a great deal.

The King’s Fund College’s future work with NHS units

At some time in our lives most of us depend upon the NHS.
Effective unit management forms an essential component in the
delivery of effective patient care. Achieving excellence in unit
management should become a major objective for the Service as a
whole.

We hope that if this book achieves nothing else it will demon-
strate the commitment shared by the College Faculty to the
encouragement of unit management in practice as well as in
concept. Many of the ideas in this book were explored in a series of
workshops for members of UMTs and we would all like to
acknowledge the contribution made by the members. The work-
shops have contributed to a redesigned package of activities at the
College. In future, courses will have a greater emphasis on case
studies and a heavier involvement by Faculty members. More time
is to be spent in exploring issues raised by course members and
there has been some reduction in the number of visiting lecturers
attending for single sessions. These changes have not only affected
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the specific courses for unit managers but are also reflected in the
general Senior Management Development Course, and indeed in
many other teaching activities. So far, these changes have been
welcomed by course participants but the process of development is
continuous.

The College has also expanded its activities in managerial de-
velopment in other ways, most notably by process consultancy
work in district locations with managers of various disciplines. We
believe that College based courses have an essential part to play in
managerial development but often it is better for College Fellows to
work alongside professional managers in their own districts.

Postscript: Effective unit management and the report of the
NHS Management Inquiry dated 6 October 1983 (The
Griffiths Inquiry)

The Inquiry’s report discusses the management and financial
arrangements of units in several sections, principally in paragraphs
8.1-8.6 and paragraphs 1721, and many of the views put forward
are much the same as those in this book. The following quotations
from the Inquiry’s report are relevant:

Units of management . . . provide the bed rock for the whole
NHS management process (para 17).

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 a higher management to argue away from this
position . . . (para 18)

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 (whose)
decisions largely dictate the use of all resources . . . This should
be more explicitly recognised: . . . in constructing the system of
management budgets . . . (para 19)

District chairmen should . . . plan for all day-to-day decisions to
be taken in the main hospitals and other Units of Management.
(para 8.1) . . . See that each Unit of management has a total
budget (para 8.4) . . . arrange for district procedures to spell out:
the role of the Treasurer’s department in providing management
accountant support to Unit managers in the development of their

budgets .. . . (para8.5.1) ensure that each Unit develops manage-
ment budgets (para 8.6).

Many of the earlier chapters in this book — particularly 2, 3,6 and




7 — provide some detailed suggestions which would achieve the
same ends as those sought by the Inquiry team.

Where there are differences, they are more matters of degree
than substance. For instance, although the Inquiry team was very
critical of consensus decision taking, which this book suggests is
essential in many instances, the Inquiry’s detailed proposals state:

A general manager should be identified . . . [and] we therefore
propose the identification of a general manager to harness the
best of the consensus management approach and avoid the worst
of the problems it can present (para 15).

The general manager’s role has been discussed earlier. Provided
that general management begins above the operational level it is
undoubtedly practical. But if unit general managers occupy differ-
ent professional roles from those of their district general managers,
problems could follow. This is because unit general managers
would then be accountable to two chief officers and the difficulties
that dual accountability causes are discussed in Chapter 2. Some
existing units may also be too small to accommodate a general
manager working above the operational level. The difficulties small
units could face in handling an expanded financial role identical to
that recommended by the Inquiry are described in Chapter 6.
Nonetheless, provided health authorities carefully review their
existing units and combine some units with others so that the unit’s
task and size is related to the role of a general manager, much would
be gained.

We hope that this book will be able to ‘flesh out’ the skeleton for
the stronger units of management that the NHS needs and the
Griffiths’ Inquiry recommends. The principal danger is that those
working in the NHS will feel themselves subject to another
reorganisation. Much will depend upon the sensitivity with which
the changes envisaged are implemented. In the introduction to this
book I wrote that “The cost to the patients of further restructuring
would be far too great.” It will present a considerable challenge to
those with major responsibilities in the service if they are to achieve
the undoubted benefits of effective unit management without
increasing the costs to both patients and staff. Let us hope that they
prove up to the task.
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Appendix I

Planning
GORDON BEST and TOM EVANS

The idea of planning and its underlying difficulties

In Chapters 3 and 4, we referred to issues of planning in health
services. In order to facilitate the flow of discussion, we have
gathered together some notes on the concept and practice of
planning which are intended to help the reader to understand
better the concerns raised in those chapters. In addition, the notes
are meant to be something of an antidote to the prevailing notion of
plahning within the NHS - a notion which tends to equate
planning with the procedures set out in the NHS planning system.

Traditionally, planning has been singled out as a special kind of
semi-autonomous management activity. Frequently, itis character-
ised as ‘thinking rationally about the future’. Conceived like this,
planning is fundamentally about two activities — prediction and
preparation. It is the process of trying to predict what the future
may hold and then attempting to prepare for the likeliest contin-
gencies.

Thus, planning is seen as future-orientated. As such, it is some-
times contrasted with management which, it is held, is more
concerned with immediate pressures, threats and opportunities
which need to be addressed on a relatively short time scale.
According to this view, the principal product of the planning
activity is a plan. Plans can take two broad forms: either they
consist of a specification of a more or less desirable future which
management is concerned to bring about (as with most architec-
tural plans); or they are ‘frameworks’ which are intended to
endow relatively short term management decisions with a consist-
ency of purpose in respect of certain agreed objectives (as with
most corporate plans).

Sophisticated versions of this view of planning admit to three
fundamental difficulties:

First, the all-pervasive presence of uncertainty about the future.
Toa greater or lesser extent, uncertainty undermines the predic-
tion or forecasting of the future — an activity which is almost
always central to traditional planning strategies.

Second, the recognition that most forms of real world planning
involve high levels of complexity — or ‘unknowability’. Thus, if
we cannot know with confidence what is or is not possible, or




what will happen if we do this or that, our ability to think Appendix I
rationally about the future is undermined.

Third, the inevitability of changing values and purposes. To a

greater or lesser extent, changing values undermine the notion of

endowing decisions with a consistency of purpose over time. We

cannot therefore decide in advance what will be desirable in the

future.

These three difficulties threaten to undermine any notion of
planning which is based on the premise that planning is primarily
about giving shape to the future.

Two models of planning

Broadly speaking, there are two quite different sets of planning
ideas which make contrary assumptions about how to deal with the
problems of future uncertainty, complexity and changing values.
At the same time, these two sets of ideas lead to different roles and
styles of planning.

The first set of ideas emphasises the capacity of planners and
senior managers to analyse their organisation’s environment and
problems. Its main aim is to provide a stable context for decision
making through forecasting and analysis. It is relatively optimistic
about the ability to forecast adequately; hence, coping with what is
still seen as uncertain, although a problem, does not disrupt the
main thrust of the analysis. In this ‘orthodox’ model of planning,
purposes and goals are assumed to be given and accepted, and
to remain relatively stable. The major concern is with finding
the best actions and decisions to achieve those goals.

In addition, there is a strong emphasis on coordination and
consistency. The actions and decisions of everyone within the
organisation have to fit together consistently with each other and
with the central choices which have been made. This approach has
a centralising effect, focusing on central judgment in the allocation
of resources and in directing innovation and change. It depends on
a flow of information which summarises local management action
and insight. The assumption is that given such an information flow
the central decision makers have the wisdom and understanding to
make the necessary choices. Learning is concentrated on improv-
ing analysis and information, and decision making can be concen-
trated at the centre. Finally, the mentality which tends to underpin
this idea of planning invariably exhibits two salient characteristics.
First, it is instrumental in the sense that its over-riding concern is
with finding ways to achieve desired ends; second, it is causal in the
sense that the major problems it recognises are those of estimating
the consequences of proposed actions.
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Fundamentally, this conception is of planning as a means of
control — control over the future, over local management decisions,
and over ultimate choice of purposes. Despite all the difficulties,
this model of planning its often held to be an ideal — somewhat
unattainable in practice, but worth aspiring to. The shortfall from
the ideal and the difficulties that it encounters, are not seen to
require a basic shift in the nature of planning. The limitations are
held to be kept within acceptable bounds by doing as well as
possible and seeking always to improve forecasting, analysis and
planning methods. The alternative is seen to be a collection of
short-term expedient decisions which, over time, will be found to
have had little overall coherence or consistency of purpose.

The second set of ideas is much less sanguine about the resilience
of planning analysis to the difficulties of uncertainty, complexity
and changing values. Advocates of this school of thought would
argue that these difficulties are so severe that the nature of planning
itself must change in response. The apparent stability which
forecasting and analysis introduce is chimerical, and it breaks
down when actions turn out to be inappropriate for a changing
world. What is more, social planning is inherently about conflicts
in values, so a model of planning which assumes the opposite
becomes a weapon used by the holders of one set of values against
the others.

A central tenet within this second set of ideas is the recognition
that there is a sense in which planning is not primarily about giving
shape to the future. Rather, planning can be seen as a process of
unveiling, analysing and then representing those strategic issues
which provide the context for managerial action and choice. Seen
from this perspective, while planning is in part about preparing for
the future (because an improved understanding of strategic issues
will necessarily colour our view of what is desirable and possible in
the future), it is primarily concerned with relating individual
actions to the strategic context within which those actions take place.

This second view, then, portrays planning as a learning activity.
It recognises that those who are a party to the planning process
must inevitably live with uncertainty and poorly understood com-
plexity, and that the task of planning is to help them to do so
effectively. It enables managers to be as strategic and purposive as
possible while allowing them to account for the way in which they
cope with uncertainty. In essence, it seeks to provide an evolving
flow of strategic context for individual decisions.

This second approach recognises value conflicts explicitly and
seeks to use planning in part as a means for clarifying differences
and, hopefully, finding an acceptable way of resolving them. It




such, that planning must be a continuous activity facilitating the
learning of everyone involved. Planning is enabling rather than
directive, helping managers and other participants to cope better
and to learn from their experience rather than seeking to coerce
them into a common or consistent set of responses. The ‘learning’
model of planning does not assume a monopoly of wisdom at the
centre, but respects a dispersal of wisdom which cannot be trans-
mitted to the centre by information flow. Planning is not separate
from management, but is a source of context and discipline for
managers to help them relate to a meaningful strategy. It should
help managers to cope with the remaining uncertainties and help
them to learn.

It should be clear that the ‘learning’ approach is about process,
influence and development. How things are considered and deter-
mined is important. Planning must influence understanding and
action. It is not only how we do things now but how we invest in
their future improvement and development that matters. Because
of these factors, the ‘learning’ model of planning seeks to relate the
substance of the strategy to the developing capacity of the organisa-
tion to manage change.

Though the ‘control’ and ‘learning’ models of planning have
been somewhat idealised, they represent radically different views
of what planning is about and how it might be effective. They give
rise to different problems of concept. Most importantly, they
suggest different directions in which the practice of planning in any
organisation might be developed and improved.

NHS planning - a critique of practice

As noted earlier, planning within the NHS is often regarded as
little more than a matter of conforming to the procedural arrange-
ments laid down in the NHS planning system. As such, the
practice of planning within the NHS might be said to be dominated
by four ‘pathologies’. These can be summarised as:

Planning as ritual. The NHS planning system is dominated by
rituals of timetables and procedures. This emphasis has been
reduced slightly in its most recent version. The fact that there is one
NHS planning system laid down by circular, however, ensures that
practice is dominated by the production of standard forms of plans
to externally imposed timetables. This is necessary to some extent
if planning is to be a means of communication between levels of the
NHS, but the outcome is an emphasis on reporting, accountability
and control rather than on learning and the effective management of
change. There is little doubt that the procedures and mechanisms
that characterise NHS planning reflect an emphasis on the hier-
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archy of organisations and their control rather than on the needs of
managers inside them.

Picture painting. The basic method of NHS planning is to
produce a snapshot of the service at some future point. This relies
primarily on forecasts of population and patient flows and on
centrally stipulated bed norms. The shortcomings of this approach
are well known; for example:

it is dominated by a concern with capital allocations;

it fails to link service planning with manpower and financial
planning;

it discourages contingency planning, and, therefore, the ex-
ploration of choice;

it focuses attention on two points in time (that is, the present and
the future) with little serious examination of how the picture of
the future is to be achieved.

The question is — what is it really for? One must conclude, again,
that it is about control in the hierarchy of organisations. Certainly, it
offers little support, or help in the resolution of uncertainty, for
managers in districts and units.

Aggregation of already determined decisions. Operational planning,
which is where one might expect the implications for management
to be most clearly felt, has often been a means through which
decisions are assembled and presented, rather than one through
which they are influenced. An acid test for planning would be how
far it could be a source of different but usable criteria in the
complex and politicised process through which development pro-
posals are produced. Anecdotal evidence suggests that, on the
whole, this has not been the case. In any case, it is doubtful if
standard formats for plans allow different criteria to be developed
which could be useful in that process.

Supply side planning. With its immense concentration on service
profiles and facilities and its identification of demands or needs
with bed norms, NHS planning has a strong supply side emphasis.
The much more complex questions of social planning, concerning
actual demand, priorities, consumer satisfaction, socio-economic
effects, gquality, and impact on the health status of the population,
receive relatively little emphasis. In part, this is because these
questions are especially difficult, but a supply side approach
severely inhibits both the style and use of health service planning in
its social context.




Managing planning

The existence of the four different pathologies we have identified
has important consequences. If we cannot rely on a well established
approach or set of procedures, then planning is a matter of dilemma
and choice. What planning can contribute, what problems it could
most usefully address, what organisation, role and method of
analysis are appropriate, are all matters of judgment for those who
are responsible for the planning activity. In order to tackle these
questions systematically, we have to focus on the management of
planning.

To focus on the management of planning is to underline again
the idea that planning is not in some sense a semi-autonomous
activity which can be ‘imported’ into an organisation, but, rather,
is a process which can take many forms and serve differing
purposes depending upon the needs of, and opportunities facing,
the organisation. Managing planning, then, is largely a matter of
being systematic and explicit in deciding what form the planning
process is to take, what purposes it is to serve, and how its results
are to be assessed.

A model intended to assist in managing planning would aim to
provide a framework within which these kinds of judgments and
choices could be made explicit as a basis for organisational l¢arning
and improvement. Broadly, such a model would embrace the
following aspects at least:

What problems should be addressed? That is, an audit of
problems and capabilities.

What is planning intended to achieve? That is, the purpose and
musstons for planning.

What form should planning take? That is, strategies for planning.
How is planning to happen? That is, the implementation of
planning.

What are the expected outcomes of planning and how are they to
be assessed? That is, the evaluation of the effectiveness of plan-
ning.

Each is discussed briefly below.

Audit

Perhaps the most critical element in situations where planning
roles are ambiguous and resources scarce is a perceptive diagnosis
of what really matters. It is important that planning should address
issues to which it might make a significant and effective contribu-
tion. It is equally important that the problems selected for attention
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should be those that determine the performance of the organisa-

tion. Planning audit — involving a review of the planning environ-

ment and an evaluation of planning resources — seeks a basis of
congruence between these two factors.

In so far as planning is concerned with the analysis and rep-
resentation of strategic issues as a context for managerial action,
an important aspect of planning audit will be the recognition of
which issues are strategic. For example, in most ‘social’ organisa-
tions, such as the NHS, a decision or choice will tend to be strategic
ifit:

— fundamentally constrains what options the organisation will be
able to pursue in the future (for example, major capital invest-
ments);

— or has an important impact on, or interacts with, the choices
which other senior managers or organisations are able to make
(for example, joint care initiatives);

— or represents a relatively irreversible ‘assignment’ of values in the
sense that the needs or aspirations of one sub-group of the
organisation (or population) are put before those of another (for
example, care group priority choices).

One of the problems for planning — and one which begins with the
planning audit — is how the strategic nature of such choices and
decisions can be recognised, analysed and given significance.

Purposes

Our brief review indicates what is readily apparent from the
planning literature, namely the wide variety of purposes which are
given to planning activity. For example:

underpinning strategic choice;

promoting entrepreneurship and innovation;

being a medium of participative dialogue;

facilitating the updating of the ‘dominant ideas’ of the organisa-

tion;

fostering the capacity to change, to reconceptualise or to learn.
Some clarity about what planning is being asked to do matters
greatly both in how we run it and how we assess its success or

failure.

Strategies

Given the purposes toward which planning is to be directed, there
158 follows the need for an explicit strategy for planning. At the very




least, adherence to either of the approaches outlined earlier in this
Appendix would generate a distinctive strategy for planning. Some
of the differences between strategies for planning arising from
those two approaches would be:

The specification of corporate objectives: the contrast between
establishing objectives for the organisation and increasing or-
ganisational purposiveness.

The use of analysis: the contrast between analysis as a tool for
directing choice, as distinct from analysis as a means for enabling
judgment to be brought to bear on choice.

The role of forecasting: an emphasis on prediction and buffering
against uncertainty as distinct from environmental scanning and
problem finding; that is, attempting to reduce rather than
manage uncertainty.

The relationship of planning to management: control rather than
learning, influence and development.

Strategic management: ‘blueprints’ for organisational develop-
ment rather than developmental purposes and roles for planning
to transform the capabilities for the organisation.

The concept of strategy for planning, therefore, envisages the
welding together of purposes, roles, structures, modes of analysis
and assumptions into some coherent planning response to the organ-
1sation’s need. It assumes that this task can be undertaken system-
atically in identifying variants in response, their properties and
resource needs; evaluatively in assessing choices among the
variants; and developmentally in building planning experiences and
skills which allow more effective responses in the future.

Implementation

The strategy adopted needs to be embodied in practice. The major
concern of the implementation stage is the design of that practice.
It will cover:

organisation for planning;

design and development of information and other systems and
processes;

procedures and planning cycles;

selection of methods of analysis;

developing managers (and others) to use planning consistently
with the strategy.

Though there is an enormous amount of specific material on these
issues available in the planning literature, little of it is related to
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purposes and strategies of planning. The problem is that, because
this is the most tangible aspect of planning, there is a tendency to
start here without reference to the earlier stages.

Evaluation

Perhaps the least addressed question in practice is whether plan-
ning is effective, and if not, why not? It should be clear that without
an explicit audit, and a definition of the purpose and strategy of
planning, this question is meaningless. Even with such specifica-
tion, it is difficult. In what terms should we monitor the effective-
ness of planning? The important thing is not to allow the best to
become the enemy of the useful. Evaluation is about learning. It
forces us to be explicit, no matter how crudely, about what is
intended and expected in comparison with what happens. Few of
the problems in planning can be resolved definitively. But we can
be systematic in assessing the way we use whatever limited
information or understanding is available and ensure that we
progress through experience.
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Survey of units and the gradings of unit managers
after the 1982 reorganisation

CATHERINE SHAW

Aims of the survey

Following the 1982 reorganisation of the NHS I undertook, on
behalf of the College, a sample survey of health authorities (HAs)in
the 14 regions in England. The brief for the survey was two-fold:
firstly, to find out how units have been defined (that is, which
service elements come under a unit of management) and secondly,
to look at the gradings of the administrative and nursing managers
in charge of the units. With the data collected, I hoped to
elucidate the following aspects of unit management:

I The number of units within districts and the bases upon which
units have been established

2 The relative status of the different ‘types’ of unit

3 The relative status of administrative and nursing unit manager
posts

4 Any geographical pattern in the gradings of unit managers.

Survey method

Initial consideration of how to choose a representative sample from
the 192 health authorities* in England included such variables as
population size and whether mainly urban or rural. However, there
are difficulties in defining a ‘rural’ or an ‘urban’ HA as many
combine both features within their boundaries. Even the calcula-
tion of population presents some difficulties in relation to catch-
ment areas and cross-boundary flows. It was, therefore, decided to
stratify the sample by region and then select the HAs at random. A
letter was sent to every fourth HA in England asking for details of
the number and types of their units and the gradings of the unit
administrators (UAs) and directors of nursing services (DNSs).
This method resulted in a range of between two and five HAs in
each region being asked to participate.

Of the 48 HAs in England which were asked to participate,
replies were received from 36 (75 per cent). Nineteen per cent of all
HAs in England are therefore included in the survey results. The

representativeness of the responding HAs by region is shown in
Table 8.

* Liverpool East, and Central and Southern are counted as one HA. Any future
reference to health authorities or districts will be based on this total.
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% of HAs in % of
England responding
Region (n = 192) HAs (n =36) % difference

Northern 8.3 II.1 +2.8
Yorkshire 8.9 11.1 +2.2
Trent . 5.6 -0.7
East Anglian . 0.0 —4.2
North West Thames . I1.I +3.3
North East Thames . I1.1 +2.8
South East Thames . 5.6 —2.2
South West Thames . I1.1 +4.3
Wessex . 5.6 +0.4
Oxford . 5.6 +1.4
South Western . 5.6 —0.1
West Midlands 8.3 —3.2
Mersey . 2.8 —2.4
North Western . 5.6 —4.3

Total 100.2

There is no clear geographical pattern evident in the representa-
tiveness of the responses, although three of the four Thames
regions were over-represented. The imbalance in the representa-
tiveness overall and the small size of the sample made any geo-
graphical analyses of doubtful reference and so this aspect of the
analysis has not been included.

In addition to any difference in regional representation, the
variation in the detail of the replies imposed certain limitations on
the data analysis. The exact responsibilities of the new post-holders
were not always available as some of the HAs sent a standard job
description to cover all their UAs and DNSs respectively. Inforraa-
tion on unit budgets and the number of staff for which a manager is
responsible was not available from every HA at the tme of the
research. All the information was collected in the first half of 1983.
Since that time a few of the unit manager grades may have been
reassessed.

Number and types of unit

HC(80)8 said health authorities ‘should arrange their services into
units of management, each with an administrator and a director of
nursing services, directly accountable to the district administrator
and district nursing officer respectively.’ In the survey there was
great variety in the number of UA and DNS posts. Out of the 36
districts there were only four where all the units had a matching
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UA/DNS combination. Overall there was a total of 183 DN posts
which related to 136 UA posts. Across all the responding districts
there were 81 units with matching DNS/UA roles. In the instances
where the one UA to one DNS pattern was not applied, the
following variations existed:

I One UA covering the services of two or three DNSs and
therefore relating to two or three DNSs. The DNSs for the
additional units were given one ‘administrative point of refer-
ence’.

Two UAs covering the services of three DNSs. The DNSs were
each given one main ‘administrative point of reference’.

Two or three UAs covering the services of three, four or five
DNSs where the DNSs liaise with two or three UAs (that is, no
‘administrative point of reference’ specified).

Most of the additional nursing units were in geriatrics, mental
handicap, mental illness and midwifery. There was a total of 31
separate midwifery units with no full-time administrative pres-
ence. The different organisational arrangements for UA and DNS
posts have been variously interpreted by the districts. For exam-
ple, two districts with the same pattern — three UA posts cor-
responding to six DNS posts — described themselves as having
three and six units respectively.

In analysing the number of units in a district I have taken the
existence of a DNS as indicative of a unit. It should be borne in
mind that this classification hides a considerable variation in
managerial relationships. There was great variety in the number of
units in a district, the smallest being three and the largest nine,
with an average of five. Although district population size appears to
have had some effect on the number of units — the largest district
had the most units - this was not consistently the case. Rather, it
seems that the greater the complexity and range of services in a
district, the larger the number of units established.

HC(80)8 gave examples of the types of units that could be
formed below district level: a large single hospital, the community
services of a district, client care units, maternity services, geo-
graphical units (hospital and community services for one location),
a grouping of smaller hospitals. Our survey included all of these
with the exception that there was no unit which could be con-
sidered wholly ‘geographical’, that is, providing all the hospital
and community facilities for one particular locality in a district.
There were, however, many units which could be termed ‘geo-
graphical’ in so far as neighbouring facilities of varying types
had been grouped together under one unit.

The classification of type of units varies from district to district.




Some have named their units after patient groups, others after
geographical location. It is impossible to assume, for example, that
the institutional and service elements in one so-called ‘acute’ unit
are the same as any other. The next section does, however, attempt
to establish broad categories of ‘type’ of unit in order to compare
unit manager gradings.

The relative status of different types of units

There are two questions of interest relating to the status of units.
Firstly, any observed relationship between type and status of unit
and secondly, any apparent differentials in UA/DNS gradings in
the same unit. The second point is more fully explored in the next
section which deals with the relative status of administrative and
nursing unit manager posts.

For the purposes of this part of the analysis, I have assumed that
post gradings are a proxy for the relative status of a unit. Due to the
variety in the ways in which most districts have divided the service
provision between UAs and DNSs, it was necessary to make a
separate analysis for each. See Figures 5 and 6 respectively.

The broad types of service referred to were broken down as
follows: ‘community’ refers to the UAs and DNSs in charge of the
community services of a district. In some of these units there were
small hospitals which had been allocated to the community unit
managers. A few of the UAs in this category had additional
responsibilities such as district general administrator or mental
handicap unit responsibilities. Under ‘mental illness, mental
handicap and geriatric’ are included all the units which provided
one or more of these services. The ‘acute based’ services account
for all the unit managers for whom the substantial component of
their unit was the provision of acute services. Under ‘other’ have
been included the unit managers with a function not commonly
found amongst the other unit managers in the survey. For the
DNSs, the 31 midwifery units are shown separately.

In Figures 5 and 6, it is quite striking how the managers of the
priority service units (community, mental handicap, mental ill-
ness and geriatric) have been graded lower than the acute based
units. In Figure 5 the number of UAs working in acute based units
accounts for approximately 39 per cent of the total number of UAs.
There were 25.5 per cent in the community units, 25.5 per cent in
the mental iliness, mental handicap and geriatric units and 10 per
cent under other. The strongest contrast in the UA gradings is
between the acute based UAs and the community UAs. Seventy-
seven per cent of the acute based UAs were on a scale 23 or above
whereas 91 per cent of the community UAs were on scale 18 and
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Figure 5 Unit administrators’ grades by type of unit
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Figure 6 Directors of nursing services’ grades by type of unit
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below. The UAs in geriatrics, mental handicap and mental illness
as a whole fared better than the community UAs with 69 per cent
on grade 18 and below. However, within this broad category most
of the higher grades (23 and above) were in the mental illness units.
The UAs in the mental handicap units fared better than the UAs in
geriatrics. In Figure 6, 27. 5 per cent of the DNSs are in acute based




units, I9 per cent in community units, 27.5 per cent in mental
illness, mental handicap and geriatric units, 17 per cent in midwif-
ery units and 9 per cent under other. The contrast between the
acute based and community units is not as marked as it was in the
case of the UAs. Ninety per cent of the acute based DNSs were on
grade III and above and 80 per cent of the DNSs in the community
units were on grade III and above, whereas just 50 per cent of the
DNSs in the mental illness, mental handicap and geriatric units
were on grade III and above. In this latter category, the same
pattern as the UAs was apparent: the higher grades were in the
mental illness units, and the DNSs in mental handicap units were
on higher grades than those in the geriatric units.

The relative status of administrative and nursing unit mana-
ger posts

Before the comparative gradings of UAs and DNSs is discussed, it
should be re-emphasised that in many instances the responsibilities
of the UAs and DNSs in the same district vary considerably. In this
survey, the 81 units where there appeared to be an exact match
between the UA and DNS posts are called ‘coterminous’. There
were 37 instances where the UAs and DNSs appeared to cover the
same services with the exception of midwifery services. In many of
these instances there was a UA for, say, acute based services
relating to the DNS for acute based services and the DNS for
midwifery. The relationship between the remaining UA and DNS
posts was more complex, there being for the most part two or three
DNSs relating to one unit administrator.

For this part of the analysis I have assumed there to be a broad
relationship between the UA and DNS grades as shown in Tableg.
The mid points of the salary scale for DNS and UA grades reveal
that UA grades 9, 14 and 18 compare closely with DNS grades VI,
V and IV respectively. The UA salary mid points are slightly higher
for grades 23, 27, 29 and 32 than the DNS equivalents.

Table 9 The equivalence assumed
between UA and DNS gradings

UA grade DNS grade

29/32 1+
27 II
23 111
18 IV
14 \Y%

9 VI
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Effective Figure 7 Comparison of UA and DNS grades in 36 HAs
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The distribution of UAs and DNSs amongst the managerial
grade bands is shown, in percentage terms, in F igure 7. The most
striking pattern to emerge is that 64 per cent of the DN'Ss were on
grade IIT and above, as compared with 41 per cent of the UAs who
were on grade 23 and above. The most common grade for the
DNSs was scale III, the number on this grade accounting for 33.5
per cent of the total. For the UAs, the most common grade was 14,
there being approximately 29.5 per cent on this grade.

To test the number of different levels of management in opera-
tion amongst the DNSs and UAs by district, an analysis of the
range of managerial gradings was carried out. Figure 8 shows the
different levels of unit manager gradings in existence amongst the
DNSs and UAs respectively. The number of gradings spanned has

168 been calculated using Table 9 as follows. If, for example, a HA




Figure 8 Span of management grades in 36 HAs
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had a total of three UAs on grades 9, 14 and 23 respectively, then
this combination of levels of management was noted as spanning 4
grades (by-passing grade 18). The most frequent span of grades in
both the administration and nursing units was found to be four, but
one HA had UAs in all six possible categories. The implications for
the unit managers’ relationships with each other, with the district
chief officers and for financial managers has been discussed more
fully in Chapters 2 and 6.

In comparing the status of UAs and DNSs within units I have
used only the 81 ‘coterminous’ units. Using the grade equivalents
identified in Table 9, a quite obvious pattern of differentials
between nursing and administration grades in the same unit
appears. Of the 81 ‘coterminous’ units, only 13 had ‘equal’ gra-
dings for the DNSs and UAs. There was only one unit in which the
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Effective Figure 9 Coterminous units. Comparison of UA and DNS grades in
unit 1) the community units and 2) the mental illness, mental handicap
management  and geriatric units
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UA was graded higher than the DNS counterpart; as it happens

this UA also acts as district general administrator. In the remaining

67 units, the DN'S was graded higher than the UA counterparts. In

31 of these cases the nurse was one grade higher than the adminis-

trator, in 27 instances two grades higher, and in nine cases three
grades higher.

Thirty (37 per cent) of the coterminous units were community

units and 31 (38 per cent) were mental illness, mental handicap and

170  geriatric units. The other 20 units (2 5 per cent) consisted of DGH




units, DGH and long stay, mixed long stay and specialist hospitals.
An analysis of the first two categories can be seen in Figure 9. In
both instances the DNSs appear to be more highly graded than
their UA counterparts, the contrast being most striking in the
community histogram.

Conclusions from the survey

I There are many HAs where the district services have been
divided differently between UAs and DNSs. Only four of the 36
responding HAs had matching UA/DNS units.

There is great variety in the bases upon which units have been
established. Some cater for one client care group, others appear
to be based on geographic convenience. More DNS than UA
units are based on client care groups.

There are substantially more DNS posts than UA posts. Some
UAs will be working with up to three DNSs and, in fewer
instances, the DNS will be relating to more than one UA.

The survey demonstrated great variety in the grading of unit
managers in most HAs. As a general rule, the gradings accorded
to UAs working in the priority care groups compare less favour-
ably with UAs in the acute units. The DNSs in the acute units
tended to be on higher grades than other DNSs, though the
contrast was not as marked as with the UAs.

The DNS gradings in the coterminous units were often higher
than their UA counterparts. The greatest difference was in the
community units.

Relationships between UMTs and within UM Ts may be compli-
cated by the variation in gradings.
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- The authors, all of whom work at the King’s Fund College,
I were concerned that benefits that still could result from
the 1982 reorganisation of the NHS will be missed by many
health authorities. In their view, the effective management
of units is a necessary condition if an effective service is to
be delivered to patients. -

The book puts forward a number of practical steps to be
taken by members of health authorities and district
management teams; identifies what could be done
independently by each unit manager; and argues that
achieving excellence in unit management should become
a major objective for the NHS.

Since its inception in 1897, the King's Fund has been
concerned, as the Act of Incorporation later expressed it,

‘with 'the support, benefit or extension of the hospitals of
London'. Today the Fund's interests also extend into
community care, research, the promotion of good
practices, and NHS managerial development.




