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Editors’  Introduction

The State of Health Care Management 
Research: A Critical Overview

Ewan Ferlie, Kathleen Montgomery,  
and Anne Reff Pedersen

Introduction: Purpose  
and Contribution

Why should anyone wish to edit, contribute a chapter to— or take the time to read— 
this Handbook? Firstly, the Handbook o�ers extensive and contemporary academic 
commentary on a major sector of societal, moral, scienti�c, policy, and economic 
importance. �e Handbook secondly explores various themes and perspectives in a 
more discursive manner than is possible in a conventional academic article. It thirdly 
seeks to operate at a broader level than the national level at which much health manage-
ment writing too o�en becomes trapped. �us, the core purpose of the Handbook is 
to o�er a variety of current scholarly perspectives to explore important policy devel-
opments evident in the health care management practice �eld and to do so on an 
international basis.

�e prime focus is on the meso level of the health care organization, in contrast to the 
macro level of health policy conventionally found in political science literature or the 
micro level of service delivery evident in an expanding body of health service research 
(HSR). �e Handbook relates academically to various perspectives drawn from organ-
ization studies and related social science disciplines. It seeks to develop a more theo-
retically informed perspective than apparent in much conventional health management 
writing.
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2   Ewan Ferlie, Kathleen Montgomery, and Anne Reff Pedersen

Reflections on the State of Much 
Health Management Research

We begin by critiquing much existing health management research, where two rather 
di�erent streams of literature can be distinguished: health services research (HSR) and 
managerial practice research. �e �rst body of literature, HSR, includes a growing �eld 
of applied and evaluative work on health service program and practice innovations. 
HSR has been advancing as a research area over the last two decades, building its own 
funding streams, academic communities, professional associations and new journals.

Nevertheless, there are several reasons why HSR has struggled to build an autonomous 
academic identity and a cumulative knowledge base of its own. It o�en tends to be near- 
clinical in orientation, with a focus on the measurement of patient outcomes and other 
performance indicators. Many HSR research designs call for multi- disciplinary, large- 
scale service evaluations, akin to other approaches in the biological and clinical sciences, 
but without attention to using and further developing underlying social science theory.

While the exploration of performance is a legitimate concern and re�ects a cost- 
containment agenda in the policy domain, this angle o�en dominates, crowding out 
more exploratory prisms available in the social sciences. Because much of the work is 
technicist and apolitical, it tends to neglect wider questions of power, politics and the 
in�uence of dominant ideologies and values on health care restructuring. For example, 
HSR- based organization studies o�en focus on measuring the impact of a focal inter-
vention or service innovation, o�en within a quasi- experimental design that mimics 
the logic of a randomised control trial, rather than assessing and analyzing the in�uence 
of the wider organizational contexts in which the innovation sits. However, elements of 
the contexts may be so toxic (e.g., low levels of trust, no organizational memory, weak 
organizational learning, or poor change management capacity) that nearly all interven-
tions are doomed to fail. Moreover, the search for external generalizability is typically 
pursued empirically rather than conceptually.

Further constraining its external generalizability, HSR is commonly heavily embed-
ded in national health care systems and therefore can be somewhat parochial. It is o�en 
too close to short- term local bubbles in health policy and reform, and lacks the critical 
distance of a long- term or comparative perspective (not asking, for example, why previ-
ous similar reorganizations have had mixed results).

We recognize the value of much HSR- orientated work, typically characterized by a 
large- scale data collection strategy and sophisticated statistical methods of analysis. 
But we suggest that HSR faces the danger of a descent into empiricism and capture by 
the �eld of managerial and clinical practice, being too o�en atheoretical, parochial, and 
divorced from wider social science currents, particularly those that have developed 
more recently or come from international rather than national authors (see Greenhalgh, 
2012, for a related critique of the intellectual limits of Cochrane Reviews, especially 
when applied in broader �elds than originally intended).

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   2 12/30/2015   11:53:34 AM



The State of Health Care Management Research   3

A second strand of generic business literature also has gained in�uence in health 
management practice, especially in more market- like health care systems such as the US 
(e.g., Porter and Teisberg’s 2006 text outlining a new model of value- led competition for 
American health care), but now in other systems too, such as the UK National Health 
Service (NHS). Such work comes from a very di�erent source than the near- clinical 
and technicist HSR stream. It is o�en produced by business school gurus or manage-
ment consultants involved in corporate change programs. �ese management texts 
help to di�use models, concepts, and large- scale organizational change programs from 
their origins in private �rms into the health care sector internationally. �ere is also a 
developing social science based literature that explores the di�usion and impact of such 
change programs, which can be taken as topics for scholarly inquiry in their own right.

Many of these popularly written blockbuster texts promote managerial “fads and 
fashions” (to use an analytic framing set up by Abrahamson, 1991, 1995), which have 
been di�used widely into health care settings, starting with cultural change programs 
(e.g., Peters and Waterman, 1982), later followed by business process re- engineering 
(BPR) (Hammer and Champy, 1993, represent the initial text; then explored in McNulty 
and Ferlie’s 2002 academic study of the di�usion and only partial implementation of 
BPR into a UK NHS hospital), then knowledge management initiatives (see the foun-
dational text by Davenport and Prusak, 1998; explored in more social science terms in 
NHS settings by Currie, Waring, and Finn, 2008) and most recently the Lean produc-
tion approach (see the well cited book from Womack, Jones, and Roos, 1990; explored in 
the NHS by Radnor, Holweg, and Waring, 2012).

�e appeal of these managerial texts is that they promote bold and accessibly written 
ideas that capture the managerial imagination and stimulate more action in the �eld 
than would be likely in the case of academic writing. On the other hand, they typically 
are not well linked to a broader academic base and do not take the form of traditional 
peer reviewed science. �ey are o�en functionalist and performance orientated, overly 
aligned with a managerial perspective, and cast clinicians, if considered at all, in the role 
of change resisters. Finally, while HSR is o�en methodologically sophisticated, these 
texts can be methodologically opaque.

Reviving Academic Rigor  
and Policy Relevance

�is Handbook represents an opportunity to develop— or rather revive— a third 
approach to writing in the health care management domain. We asked our distinguished 
authors to present a carefully considered overview of their areas of expertise. We did 
not expect them to present a mass of primary data, but rather to take stock and re�ect 
widely. We envisioned that the chapters would reconnect the analysis of the health man-
agement �eld with wider social science literatures and to revive its theoretical base. We 
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4   Ewan Ferlie, Kathleen Montgomery, and Anne Reff Pedersen

see this mode of writing as one that can fruitfully combine academic rigor and policy 
relevance, albeit in a long term, more indirect, and broader manner than in a highly 
applied mode of policy- driven research.

In re�ecting on earlier social science- based scholarship that has enriched health care 
management research, we note the distinguished body of work, much of it qualitative, 
which emerged in the 1960s and 1970s. For example, Go�man’s (1968) ethnography of 
an American psychiatric hospital as an organization helped developed the more general 
concept of a total institution. Freidson’s (1970a, 1970b) sociological analysis of American 
medicine as a dominant profession informed Alford’s (1977) political science- based 
analysis of the multiple forces involved in (resisting) plans for large- scale health service 
recon�guration in New York, together with an exploration of their di�erential power 
bases. Managers (here termed corporate rationalisers) began to emerge as actors in 
decision making in the health care �eld, although at that stage still secondary to domi-
nant professional groups. Mintzberg’s (1983) archetype of decision making in a profes-
sionalized bureaucracy moved an analysis of the e�ects of professional dominance up to 
the organizational level, with its suggestion that strategy making could in this situation 
be largely bottom up, coming from dominant professional segments.

Continuing this social science- based tradition, Scott et al. (2000) explored the rise 
of new organizational forms in American managed care in the 1980s and 1990s, which 
challenged professional dominance. Similarly, academic literature within the UK 
explored the e�ects of the NPM reforms of the 1980s and 1990s on health care and the 
extent to which managerialization was eroding professional dominance (Harrison et al., 
1992; Pettigrew, Ferlie, and McKee, 1992). �e relationship between the health care pro-
fessions and a more activist and reforming state seeking to reshape the health care sys-
tem remains a key strand in the current academic literature, as does the exploration of 
the emergence of new organizational forms, o�en driven by pressures for productivity. 
However, we will argue that this �ne scholarly tradition could be updated and broad-
ened. With this goal in mind, we articulate three propositions that guided our plans for 
the Handbook:

Proposition 1: Bringing Social Science Back into Health 

Management Research

We invited contributors to the Handbook to use social science and theoretically based 
perspectives to inform their analysis of substantive policy developments. �is orien-
tation is another source of external— but conceptually generated— generalizability, 
distinct from the search for empirical generalizability o�en found in large- scale HSR 
designs. Our contributors demonstrate several ways that theory can be fruitfully and 
creatively incorporated into examinations of health care management topics: First, clas-
sic theories can be reassessed for their relevance in today’s health care environment, with 
the potential for extending and modifying taken- for- granted assumptions inherent in 
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The State of Health Care Management Research   5

these traditional theories. Second, well- developed organization theory can be examined  
within a new context. �ird, theories from several perspectives can be synthesized into a 
new framework from which to study emerging and prevailing phenomena. And fourth, 
non- traditional theories can cast a new light and prompt new questions about long- 
standing relationships. We next illustrate how chapters in the Handbook use these vari-
ous approaches.

Several chapters draw on classic streams of literature that were developed originally 
within the general discipline of organization studies. �is represents a base discipline 
that has been broadening considerably since its early roots in contingency theory intro-
duced in the 1960s that explored organization/ environment �t and focused on ques-
tions of organizational structure. Early organization theorists embraced the notion of 
professionalized bureaucracy as a new organizational form to explore strategy making 
in the context of powerful organizational members, who accepted professional author-
ity structures that were distinct from typical bureaucratic control mechanisms. In their 
chapter, Shortell and Addicott demonstrate that the classic tenet “form follows function” 
no longer applies in the development of many new health care organizational forms in 
health care today.

Since the 1980s, several new perspectives have emerged within the broad discipline of 
organizational studies (Clegg and Hardy, 1996), encouraging analyses that go beyond a 
focus on formal structure and take into account newer prisms such as gender, sustain-
ability, and micro practices. �is shi� is evident in several Handbook chapters that dem-
onstrate an enhanced interest in organizing as a human activity rather than the study 
of formal organization. �us, there is an increased interest in processes instead of, or 
as they interact with, structure, suggesting that day- to- day working life in health care 
organizations o�en is not directed by formal policy or regulations, but rather is depend-
ent on micro negotiations re�ecting dimensions as learning, culture, communication, 
and knowledge. Chapters by Nicolini, Scarbrough, and Gracheva; Mannion and Davies, 
Kjaer; Pedersen, and Pors; and Davies, Powell, and Nutley all re�ect this approach. In 
order to study such so�er topics, we also see greater use of qualitative methods, includ-
ing ethnography, organizational case studies, and a discursive analysis of texts.

Perhaps the strongest and most enduring theoretical in�uence on the health care 
management research �eld has been the sociology of the professions literature. Initially 
associated with concepts of professional power and dominance, this literature expanded 
to explorations of how a hierarchy of professions engages with one another (e.g., doc-
tors and nurses) and with organizational bureaucracies (e.g., doctors and hospitals), 
as well as how professional powers and jurisdictional claims for occupational turf are 
made and maintained, o�en through labor market shelters like credentialism (Abbott, 
1988; Freidson, 1970a, 1970b, 2001; Larson 1977) and how intraprofessional segmenta-
tion takes place (Montgomery, 1990; Montgomery and Oliver, 2007). Over the past two 
decades, this literature stream broadened to explore a counter current of possible de- 
professionalization, driven by the marketization and/ or managerialization of health 
care �elds evident from the 1980s onwards (e.g., Scott et al., 2000; Ferlie et al., 1996). 
Sociologists of the professions are now considering how technological changes are 
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6   Ewan Ferlie, Kathleen Montgomery, and Anne Reff Pedersen

fostering shi�s within the hierarchy of health care occupations and professions. In her 
chapter on professional interactions and professional boundaries, Fitzgerald suggests 
that multiple currents of role shi�s and maintenance of boundaries are simultaneously 
occurring.

Another strong theoretical stream that �gures prominently in health care is the 
new institutionalist perspective, which typically analyzes a whole organizational 
�eld and examines di�erent �eld- level logics of action associated with a variety of 
institutionalized actors. �is theory has been applied in various substantive sec-
tors, and health care settings are especially fruitful for analysis, as they are caught 
between the di�erent logics of two major entrenched forces:  the professions and 
the state. All too o�en, the traditionally dominant professions and tightly coupled 
nature of these actors in the health care �eld means that the status quo has been 
readily reproduced, and periods of radical change are rare (although occasionally 
evident, Scott et al., 2000). For example, Reay and Hinings (2005, 2009) use a new 
institutionalist perspective to model long- term dynamics in the Albertan health 
care �eld, where rising political/ managerialist and entrenched professional log-
ics appeared to coexist over an extended period of time. In her chapter, Lipworth  
takes an institutionalist perspective into a new context that brings pharmaceutical 
�rms and other commercial interests into an analysis of multiple logics in the health 
care organizational �eld.

In addition to these classic social science perspectives, the authors of several 
chapters synthesize multiple theoretical streams in presenting their topics. Reay, 
Goodrick, and Hinings provide a compelling synthesis of the classic theories of insti-
tutionalism and professionalization. Another example is the chapter by Doran et al. 
on clinical ethics support, which incorporates themes from bioethics into organi-
zational and professional development frames. Similarly, the chapter by Rathert, 
Vogus, and McClelland on patient- centered care and the chapter by Oldenhof, 
Postma, and Bal on replacing care combine theories of professional power and con-
trol with new developments that challenge traditional organizational structure and 
processes.

Finally, we see the value of bringing a critical theory lens to examine power and the 
prevailing status quo within health care, as articulated in the chapter by Kitchener and 
�omas reviewing critical management studies and the chapter by Currie and Martin 
on political narratives in the health policy domain. As with all instances in social sci-
ence when introducing emerging theory and modi�cations to existing theory, our con-
tributors worked hard to tread a �ne line between advocacy and discussion of new ways 
to conceptualize themes in health care. We encouraged authors to make links between 
general theory and the health care context and to discuss the limitations of their chosen 
approach.

We observe there is no one master theory that recurs across the chapters. Instead the 
chapters combine to o�er a rich picture of the varied ways that social science perspec-
tives can be borrowed, re- examined, re- contextualized, synthesized, and developed in 
the study of health care management and policy.
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Proposition 2: Exploring Health Policy  

Developments Academically

�e chapters o�en address— and also seek to reconceptualize in more academic and 
theorized terms— major developments in the health care policy �eld. As well as being 
theoretically informed, therefore, the chapters also relate to major domains of health 
policy and practice. �ey do so o�en in an indirect and autonomous way, rather than 
being captured by a short- term and narrow policy agenda.

Some policy- related themes are well known in the general management literature and 
have been brought into health care domain over the years. Many of these themes capture 
organizational policies and practices for optimal performance. For example, policies of 
long standing in the human resources �eld that relate to performance management and 
measurement are becoming more prominent in health care (explored in the chapter by 
Lewis); also receiving renewed attention in health care are elements of accountability 
and transparency (Chapter 17 in this volume by Levay and Chapter 21 by Vrangbaek and 
Byrkje�ot).

Similarly, the themes of organizational culture, leadership, and teamwork have long 
occupied scholars in general management, and three chapters demonstrate how insights 
from the general literature are a�ecting policy and practice in health care (see chap-
ters in this volume by Mannion and Davies on culture; Sergi et al. on plural leadership; 
and West and Markiewicz on team working). More recent themes in the general man-
agement domain that have relevance for health care include knowledge mobilization 
(Davies, Powell, and Nutley), situated learning (Nicolini, Scarbrough, and Gracheva), 
communication discourses (Kjaer, Pedersen, and Pors), partnerships (Bishop and 
Waring), and networks (Shea� and Scho�eld).

Other themes have developed within health care itself and have �gured prominently 
in health care policies and practices over the long term, some of which have then dif-
fused from health care into the general management literature. �ese include themes 
related to professional- organizational dynamics and to cost- containment, which are 
policy concerns to many organizations both inside and outside health care. For example, 
the long- running debate about the classic model of professional dominance in health 
care and the extent to which it has been eroded by managerialism, is explored in the 
chapters by Reay, Goodrick, and Hinings and by Fitzgerald. �e organizational conse-
quences of a cost- containment and productivity- based policy agenda represent another 
long- standing theme that arose within health care (addressed by Shortell and Addicott).

Several emerging policy issues of particular consequence in the health care domain 
are also explored in the Handbook. �ese represent policies speci�c to patient care, 
including patient safety and quality (Braithwaite and Donaldson), patient care deliv-
ery models (Rathert, Vogus, and McClelland ), clinical ethics support (Doran et al.), e- 
Health (Doolin), and spatial arrangements for patient care (Oldenhof, Postma, and Bal).

We observe that there has been a long- term proliferation of macro- level health policy 
initiatives and programs, which then seek to in�uence health care organizations at the 
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meso level. �e �eld is becoming more crowded and receptive to a variety of approaches 
and dictates, which seem to coexist rather than to displace one another. �is prolifera-
tion perhaps re�ects the increased production and di�usion of general management 
knowledge, models, and texts in advanced and knowledge- based capitalist economies 
(�ri�, 2005). As noted earlier, such management ideas typically move from their origi-
nal base in private �rms to public and health services settings (Sahlin- Andersson and 
Engwall, 2002) and across national borders. Idea carriers— management consultants, 
business gurus and think tanks— play an important di�usion role, stimulating new 
health policy initiatives (e.g., ideas around TQM, quality management, and now Lean 
came originally from Japanese car �rms such as Toyota).

It also is important to recognize the question of how enduring a policy- related theme 
has to be before it becomes mature enough to attract broader academic exploration 
and review. Several general management related themes now go back several decades 
(e.g., Peters and Waterman, 1982, was the �rst culture- related management text to dif-
fuse extensively into health care settings), and some themes that were developed within 
health care have also bene�tted from decades of academic study (e.g., professional dom-
inance models developed by Freidson in the 1970s). Others are more emergent and only 
now receiving attention in the academic literature. For these newer policy themes, both 
in the general management literature and in the health care �eld, several decades may 
indeed need to elapse before a substantial academic knowledge base accumulates. It is 
our hope that the chapters in this Handbook will serve as important contributions to 
advancing the future literature for these policy- related topics.

Proposition 3. Building an International Literature Base

 Health systems di�er from one country to another, and therefore the �eld faces the dan-
ger of parochial thought. All too o�en, academic writers face a strong pull to the �eld, 
perhaps with too much immersion in national detail, such as exploring the impact of the 
latest reorganization or a short- term policy bubble that generates transient excitement. 
�e aim of having an international focus taken, in the sense of including case examples 
from di�erent countries, gives the reader an undertanding of the local setting, empha-
sizing that health care management always is embedded in a local and national context. 
Yet, some of the phenomena explored in the Handbook, such as the patient- centered 
care movement or the development of quality standards, are of long standing interest 
comparatively and internationally, while at the same time operating within di�erent 
national economies and health care delivery systems. �ere is much to be learnt from 
the more frequent crossing of national frontiers and defamiliarization from policy phe-
nomena in order to avoid being too readily taken for granted or appearing as common 
sense in a particular country.

While not going down a formally comparativist route (such as that taken by Painter, 
Martin, and Peters, 2010; and Pollitt and Bouckaert, 2011), we deliberately tried to incor-
porate an international dimension in our selection of authors and topics to counteract 
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the tendency for much health management research work to remain narrowly in its 
own health system. We also sought to move beyond the predominance of perspectives 
from North America and the UK, to attract authors from other health systems and aca-
demic cultures. And we encouraged authors to cite appropriate examples from systems 
other than their own. To write and to read internationally is not therefore linked only 
to nationality, but to the ability to present relevant problems and broad areas of interest 
that communicate across national borders.

On re�ection, we were only partially successful in this endeavor: �e set of chapters 
includes authors from several North European countries, notably in Scandinavia and 
the Netherlands, as well as from Australia and New Zealand. However, contributions 
from Germany, France, Israel, and countries in Southern Europe remain a major gap, 
despite highly developed health care systems in these countries that could enrich the 
body of health management literature included in the Handbook. Chapters are also 
absent from Asia, Africa, and countries in the developing world, where challenges may 
be of a di�erent sort than confronted in systems represented here. Clearly, more work is 
needed to broaden the international and comparative element of health management 
research and writing.

Chapter Overviews

�e Handbook contains four parts, which operate at di�erent levels of analysis and dis-
play di�erent foci.

Part I: �eoretical and Political Approaches to Health 

Care Management and Organizations

Part I operates at the macro level of health care and health policy, with an overarching 
theme of exploring the value of distinct theoretical perspectives that can be brought to 
bear on key health policy issues.

Part I opens with Chapter  1 by Reay, Goodrick, and Hinings on institionalization 
and professionalization, recognizing the central role that these two classic theoretical 
perspectives have had over the long term in analyzing health care issues across organi-
zations and national systems. �ese authors see the health care �eld as both highly insti-
tutionalized and highly professionalized; they suggest that these two perspectives and 
literature streams should be brought more closely together. �ey review recent devel-
opments in what is now a rapidly expanding literature, highlighting three streams of 
work: the �rst stream re�ects on di�erent institutional logics now apparent in the health 
care �eld (professionalism, managerialism, and the market), where each logic is asso-
ciated with a di�erent power base and claim for control. �e second stream considers 
institutional agents of change and resistance within an institutional entrepreneurship 
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prism. Institutional entrepreneurship refers to the activities of social actors who use 
di�erent resources and institutional positions to create new institutions, transform 
existing ones, and resist changes imposed by others. �e third stream supports calls to 
bring back a consideration of front- line work— and the meaning of such work. Strong 
professionalization and institutionalization produce embedded work routines at the 
local level, which may prove to be resistant to top- down or radical change, evolving 
instead through an incremental pattern of change that reproduces the professionalized 
status quo. Work practices are thus �rmly embedded in wider institutional contexts. 
�is approach provides important insights into challenges when implementing major 
change initiatives.

Chapter 2 by Shortell and Addicott examines the nature and signi�cance of organi-
zational innovations and their links to function, using examples from the US and UK 
�ey argue that policy pressures and scienti�c advances are triggering attempts to 
reorganize the provider side of health care to reduce costs, assure quality and safety, 
and add value. �e chapter examines the link between form (the macro- level organi-
zational innovation) and function (micro- level goal- orientated activity), which is seen 
as emergent and negotiated rather than pre- determined. Shortell and Addicott sug-
gest that, rather than form following function, the reverse may be taking place, where 
organizational forms emerge �rst, followed by functions that are enabled by the newly 
emerged forms. �ey suggest that it is helpful theoretically to complement tradition-
ally in�uential approaches, such as institutionalism and a markets/ hierarchy/ networks 
typology, with newer perspectives that are better equipped to handle the relational 
aspects of complex, network- based modes of organizing. �is perspective not only 
opens the door to a substantial literature on network- based modes of organizing (see 
Ferlie et al. 2013 for a review), but also to work on complex adaptive systems, which has 
been applied to health care settings (Plsek and Greenhalgh, 2001; Trenholm and Ferlie, 
2013). Shortell and Addicott also suggest that, rather than representing ideal types, 
health care organizations are hybrid forms, some of which may endure over consider-
able time periods.

Chapter 3 by Currie and Martin connects to a small but interesting narrative- based 
stream of literature (Pollitt, 2013) on the rhetorical justi�cation of public policy reform-
ing that appears in public administration scholarship. �ese authors take as their focal 
case the rise of important and enduring NPM reform doctrines in UK health care (and 
more broadly across the public services) from the 1980s onwards, which they see as 
linked to the �atcherite political economy. �e construction of the NHS quasi mar-
ket in 1990 reforms serves as an emblematic example of such politically driven change. 
Previous to these initiatives, the health sector had been protected from top- down 
reforming, whereas it now became an early target for state- imposed reforms, given 
the scale, costs and visibility of the health care sector (Scott et al., 2000). �e analy-
sis thus proceeds over several decades, rather than o�ering a conventional short- term 
focus. Currie and Martin connect the recomposition of the health care �eld to long- run 
changes in the broader political economy, which generates ideologically informed nar-
ratives of reforming.
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In Chapter 4, Mannion and Davies examine the question of culture in health care 
organizations, returning to a theme that has assumed prominence over the last thirty 
years in health policy and practice in many countries. �e authors unpick the rise of the 
culture wave in the health care sector and explore various ways in which the term can 
be de�ned. �ey note that increased interest in culture may re�ect disillusion with the 
e�ects of recurrent and structurally based reform strategies in health care systems. �e 
interest in culture brings in a body of organizational knowledge from anthropology and 
sociology, as opposed to economics- based knowledge. It appears to be particularly rel-
evant in such areas as quality and safety, and sometimes is linked to the use of tools and 
techniques pioneered in Japanese �rms (such as TQM and Lean). Possible associations 
with the building of high performance organizations are also explored, and models for 
planned cultural change are introduced and discussed. In the midst of explicit attempts 
to manage cultural change and to create high performance cultures in health systems, 
Mannion and Davies explore ways to understand such grand change projects and ques-
tion the extent to which deep organizational culture is readily malleable to such top- 
down interventions. �ey argue that the �eld of culture and cultural change in health 
care organizations is a complex and contested one where more debate is needed.

�e last chapter in Part I, by Kitchener and �omas, constructs an argument for a 
critical stream in the health management literature. Critical management studies 
(CMS) has developed as a growing sub�eld in general management research, associ-
ated with post- modern forms of organizational sociology, and it has begun appearing 
in the health management domain, especially evident in the UK and Nordic countries. 
Much of the focus is on anti- new public management, drawing on a prism that consid-
ers NPM as over- emphasizing narrow questions of performance. �e authors argue that 
a critical perspective should act to defamiliarize taken- for- granted assumptions and 
to explore how these assumptions are constructed by political economic formations. 
Kitchener and �omas also note that there is a “booming silence” in mainstream health 
management research on issues related to social movements and social movement 
organizations. �is approach does not eschew value- laden concepts and terms, such as 
exploitation and surveillance, prompting the long- debated issue of value freedom ver-
sus value commitment within social science.

As a group, the chapters in Part I provide an exciting �avor of the rich and creative 
ways that theories from the social sciences can be brought into the health care domain, 
paving the way for the remainder of the Handbook to address substantive policy issues.

Part II: People in Health Care Organizations: Patients, 

Professionals, and Leaders

�e �ve chapters in Part II take the perspective of key actors in health care organiza-
tions:  patients (and their loved ones), professionals (physicians, nurses, and oth-
ers engaged in the clinical delivery of care, and leaders (those who assure the smooth 
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operations of the organization). Although these groups are thought of as distinct enti-
ties, they are of course interdependent; and it is their interactions that serve both as 
facilitators and barriers to the delivery of high quality health care. �e thorough reviews 
and innovative conceptual analyses in these �ve chapters advance our understanding 
of emerging challenges and exigencies within the health care sector today. In so doing, 
they reveal how approaches to health care delivery are a�ecting, and being a�ected by, 
shi�ing roles and goals among the people in health care organizations.

�e �rst chapter, by Rathert, Vogus, and McClelland, examines the rich literature on 
the increasingly popular model of health care delivery known as patient- centered care. 
�ey point out that, although the term is widely used, e�orts to measure the e�ective-
ness of patient- centered care are thwarted by a lack of conceptual clarity about what 
the term actually means. As a result, this approach can be interpreted and implemented 
across organizations quite di�erently. While most studies include the notion that patient 
preferences and values are key components of patient- centered care, these authors iden-
tify the goal of alleviating patient vulnerabilities as a central theme across studies. �ey 
encourage greater attention, both in delivery of health care and in studies of its impact, 
to the therapeutic relationship that supports caring and compassion for patients, as well 
as for care providers. In order to accomplish this goal, the authors emphasize the impor-
tance of the work environment that facilitates the ability of health care professionals to 
enrich the therapeutic relationship.

�e second chapter, by a team of scholars at the Centre for Values, Ethics, and the 
Law in Medicine at the University of Sydney, introduces the growing presence of clinical 
ethics support services (CESS) in health care organizations across the globe. Doran and 
colleagues de�ne CESS as an individual or group who can provide a suite of services to 
help identify and manage ethical issues that inevitably arise in the design and delivery 
of health care today. �ey argue that an interest in CESS has been generated by techno-
logical and societal changes that reveal the ethical complexities of patient care, several of 
which have received widespread media attention. Drawing on literature from multiple 
perspectives including bioethics, sociology of the professions, and patient advocacy, the 
authors provide a careful analysis of concerns that have been raised about the appro-
priate goals, functions, and models of clinical ethics support services. Many of these 
debates include how, where, and with whom the interactions encompassed by CESS can 
or should occur, as well as the training expected of CESS professionals. �is analysis 
demonstrates that, similar to the patient- centered care movement, even the most well- 
intentioned initiatives like providing CESS within health care face implementation 
challenges when stakeholders’ perspectives and priorities diverge.

In the third chapter of Part II, Fitzgerald revisits long- standing debates about the 
nature of interactions among health care professionals in the delivery and manage-
ment of health care. Using the theme of professional autonomy and shi�ing bounda-
ries, she o�ers a nuanced analysis of the interactions that key professional groups engage 
in, from high- level physicians to uncerti�ed health care assistants. Her examination of 
much of the empirical data on this topic reveals that the broad system of professions can 
be characterized by paradoxical dynamics: First, Fitzgerald reports that the boundaries 
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between physicians and nurses have remained relatively unchanged over time, with 
physicians maintaining their traditional professional dominance, and experiencing 
only a selected loss of task autonomy that is not accompanied by evidence of jurisdic-
tions being extended to other professions. At the same time, her analysis shows substan-
tial role blurring between nurses and other health care assistants, with many instances 
of task o�- loading by nurses onto other occupations lower in the professional hierarchy. 
�e issue of training and credentials for those at the lower ends of the system of health 
care professions remains inconsistent across locales, contributing to blurred legal and 
task boundaries. Fitzgerald also examines another form of role blurring that is occur-
ring at the elite levels of health care delivery: the hybridization of clinical and manage-
rial roles, undertaken by a subset of physicians. She observes that this phenomenon is 
generating new sub- boundaries both within and between professions and management.

�e fourth chapter in Part II provides an in- depth look at the challenges confront-
ing health care delivery from the perspective of leadership. Re�ecting some of the 
same issues raised in the �rst three chapters, Sergi and colleagues observe that health  
care organizations are typically characterized by di�use authority structures and diverse 
value systems. �is reality renders decision- making especially challenging, because the 
main actors— whether they are patients, professionals, or leaders— do not necessarily 
share the same priorities and concerns. �ese authors point to the need for plural forms 
of leadership, and they draw from an extensive literature to discuss several ways that 
plural leadership can be organized and practiced in health care organizations. �eir 
analysis includes case studies to illustrate when a particular form of plural leadership 
would be appropriate. Shared leadership, for example, may be most e�ective with inter- 
professional teams dealing with complex clinical cases, where team members bring 
di�erent clinical expertise; whereas pooled leadership may be most e�ective when the 
management of a clinical program requires co- leaders who bring clinical and mana-
gerial expertise to the table. (�is contrasts with the hybrid professionals discussed by 
Fitzgerald, where the clinical and managerial functions are merged in one individual.) 
�e authors conclude with a call for further research into the conditions under which 
the four forms of plural leadership are likely to �ourish and whether they can be deliber-
ately implemented or need to emerge organically.

Regardless of the form of plural leadership that may occur, the interdependence of 
people involved in health care delivery and management inevitably requires a teamwork 
approach, which is the topic of the last chapter in Part II. West and Markiewicz argue 
that, while team working is essential, its e�ectiveness is o�en assumed, masking a real-
ity that teamwork does not always contribute to higher quality of patient care or higher 
quality of sta� morale. �e complex nature of health care delivery and management, as 
noted in all the chapters in Part II, is seen as both a primary need for, as well as a major 
challenge to, working in teams. Also echoing concerns raised in other chapters, these 
authors lament a lack of conceptual clarity about what is a team and how to measure 
team e�ectiveness. �eir review of the literature highlights some of the key issues, such 
as objectives and task assignments, roles and interactions, con�ict, member diversity, 
and leadership. While such issues can arise regardless of context, the authors o�er a rich 
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analysis of the way these issues are confronted by teams working within health care, 
along with cautions about the danger to patients and sta� when teams fail to perform as 
intended.

Taken together, the chapters in Part II present a compelling picture of the challenges 
confronting the people in health care delivery and management as they strive, through 
various forms of interdependency, to achieve the goals of the system. Although the 
overarching goal of health care delivery is high quality of care for patients in need, the 
methods for accomplishing this fundamental goal are fraught with con�icts over val-
ues, priorities, and power. �ese authors do not present us with clear answers, but their 
cogent reviews and conceptual analyses give us some important guidance about how to 
think through the debates and issues, and highlight where additional research can be 
of value.

Part III: Organizational Processes and Practices

When health care management studies move beyond a focus on people in health care, 
they o�en explore the practices and processes that enable health care organizations to 
function. A practice perspective means that health care management can be under-
stood from an everyday angle by looking at how management goals and health policy 
reforms are translated into practice, and how the clinic or the department life is a part of 
a community of practice. A process perspective means that organizations are more than 
structures and forms; organizations also emerge from work processes or organizing 
processes, which involve interactions, learning, communications, and knowledge. �e 
�rst three chapters in Part III examine the importance of fundamental organizational 
processes within health care organizations that cut across speci�c policy issues, and 
how these processes can be understood as learning practices, knowledge mobilization  
processes, and communication practices, while the remaining four chapters focus on 
practices and processes as they relate to particular policy issues.

�e �rst chapter, by Nicolini, Scarbrough and Gracheva, explores learning in health 
care management; they de�ne learning as community of practice and argue that the 
concepts of learning have been used both to illuminate the challenges of creating a 
learning culture in health care and to establish initiatives promoting knowledge transfer 
and sharing. �e chapter illustrates how the ideas of community of practice and situated 
learning have been applied in diverse ways by health care organizations, and how these 
ways of knowing and learning have been inserted into established institutional order, 
and the mixed, but sometimes promising, outcomes which have �owed from them.

�e second chapter, by Davies, Powell, and Nutley, examines the concept of knowl-
edge mobilization, a broad term they use to cover activities aimed at collating and com-
municating research- based knowledge within health care organizations. Noting the 
international trend that emphasizes evidence- based knowledge, the authors illustrate 
how research- based knowledge interacts with other forms of knowing within organ-
izations and how it can inform health care policy and management. �ey review the 
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conceptual variations in the meaning of knowledge and knowledge �ows within and 
between organizations. �ey point out that knowledge �ow in health care is o�en slow, 
intermittent, and uncertain; and they discuss reasons why this is so, such as complex 
dynamics at the organizational level that must take into account issues of leadership, 
culture, and performance assessment. �ey also note the impact of the wider political 
context on knowledge mobilization and call for further research into how individuals 
and groups create and use knowledge to ensure that research- based knowledge informs 
policy and practice.

�e third chapter explores the organizational consequences resulting from an 
increased interest in health care communication. A discursive communication perspec-
tive highlights that one should not only look for the desired outcomes of communication 
initiatives, but also focus on unintended consequences in terms of changes in manage-
ment roles, challenges to professional values, and the reshaping of patients’ identities. 
�e authors, Kjær, Pedersen, and Pors, describe the expansion of organizational health 
communication and identify three distinct types of communications:  Clinical com-
munication, extra- clinical communication, and corporate communication. To discuss 
the consequences of these types of communication, the authors present examples of 
the institutionalization of communication ideals, the communicative management of 
meaning, and the role of communication tools as organizing technologies.

Taken together, the �rst three chapters in Part III demonstrate that organizational 
practices of health care management can be described in analytical terms of learn-
ing, knowledge, and communication. �at is, learning as “communities of practice,” 
knowledge as “mobilization processes” and communication as “discursive practices” 
all require an understanding of health care practice as places where the organizational 
actors engage in interpretations, social relations, and knowledge strategies. �ey have in 
common a shared understanding of health care management as social processes, which 
involve complex types of interactions, di�erent types of knowledge strategies, and dif-
ferent layers of communications and interpretations.

�e next four chapters in Part III focus on speci�c policy issues and their transla-
tion into organizational practice. Four important issues are examined: patient safety, e- 
health, performance, and transparency— each of which can be seen as having a global 
impact on health care organizations, as well as raising challenges to health care manage-
ment in practice.

Patient safety and quality are fundamental issues in health care delivery and manage-
ment; yet, as Braithwaite and Donaldson report, avoiding harm and improving quality 
of care has proved to be a challenging goal around the globe. �e authors review the sub-
stantial literature that has developed in recent decades, in order to reveal the scope of the 
problem and to uncover factors contributing to its persistence, at the individual, organi-
zational, and institutional levels. �ey then explore various approaches, strategies, and 
tools designed to tackle harm and improve care, discussing in some detail several of the 
more promising systems- based initiatives, which factor in the challenges of complexity 
and build on the naturally occurring resilience of health systems. �ey argue for part-
nerships between politicians, policymakers, managers, clinicians, patients, researchers 
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and other groups in order to meet the expectation of creating better safety and quality in 
health care management.

E- health, de�ned as the application of information and communication technology 
to support the organization, management, and delivery of health care, has become an 
issue of great interest and importance. �ere is much optimism internationally about 
the potential for e- health to drive widespread change in health care practice, as well 
as to improve the quality and e�ciency of health care delivery. In this chapter, Doolin 
explores the multi- level conceptualizations of e- health in practice, starting with the 
point of care at the bedside, moving to relations between health care providers across 
time and space, and ultimately to the consumers of health care, in the form of lifetime 
personal health records. Despite the promise of e- health, its implementation is a com-
plex and emergent process that requires consideration of local health care contexts, 
including substantial changes in work processes, interactions, and behaviors. Doolin 
concludes with observations about some unintended consequences of a poorly imple-
mented e- health policy and suggestions for future approaches that allow local �exibility, 
with agreed- upon standards and guidelines that avoid neither a top- down nor a bottom- 
up implementation approach.

In the next chapter, Lewis examines the link between performance measurement 
and performance management, pointing out many of the unintended e�ects of poorly 
implemented measurement practices. Although the need for performance manage-
ment is well accepted in many countries, Lewis explains that its substantial focus in the 
health care sector derives from reasons that are both �nancial (e.g., the size of expen-
ditures in health care and associated cost- containment policies) and existential (i.e., 
the essential life- and- death nature of the quality of health care). She reviews arguments 
justifying performance measurement, including for accountability and performance 
improvement purposes; and continues with a discussion of the challenges of measure-
ment itself and its relationship to management, illustrated with case examples of various 
management approaches to improve performance in health care organizations. She cites 
the conclusions in one inquiry that point to some of the distortions on performance 
management and measurement, noting that priority was placed on the achievement of 
targets and that statistics and reports were preferred to patient experience data. Lewis 
positions her analysis on what she terms a paradox of “too much and too little,” by which 
she means there is a theme of overload and duplication in terms of complicated statis-
tical measures, in the midst of inadequate attention to the more di�cult- to- measure 
qualitative indicators of patient care. Lewis concludes with some suggestions for mov-
ing toward a mixture of central and local measurement, combined with greater local 
�exibility and dialogue.

�e last chapter in Part III continues the theme of performance management, in this 
case through the lens of accountability to outside constituents and transparency in 
those e�orts. Levay notes that the increased pressures from outside actors are driven 
by policy reforms intended to make health care more e�cient and accountable to gen-
eral audiences, by applying business and market- like forms of control. Yet, there are 
many reasons why these approaches do not readily lend themselves to assessments of 
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performance that lead to improvements in health care and why they are not universally 
considered to be of value. Levay observes that relevant research comes from two distinct 
perspectives: a practitioner and policy- oriented lens aimed at providing guidance for 
transparency initiatives, and a social science lens that focuses on challenges resulting 
from the complex social relationships in health care. Quoting Donabedian (1980), she 
proposes that the question of performance and quality should be “What goes on here?” 
rather than “What is wrong, and how can it be made better?” She concludes that social 
science perspectives and policy- based perspectives can be mutually reinforcing in order 
to reap the potential bene�ts from transparency e�orts. She urges a shared framework 
that would allow more systematic study of strategies that professionals, patients, and 
organizations engage in when creating and receiving public quality information.

�e second set of chapters in Part III explore policy and management technolo-
gies that represent major movements within health care, each of which have garnered 
increased international attention in the last decade. Within these chapters, the authors 
provide illustrative stories behind these management practices, along with valuable 
insights that enable greater understanding of the pressures and barriers to successful 
implementation of the relevant practices. In so doing, the chapters allow critical re�ec-
tion of strategies for translating these management and policy initiative into organiza-
tional practices.

As a whole, the seven chapters in Part III provide analytical perspectives of essential 
organizational practices and processes, beginning with a focus on learning, knowledge 
and communication processes and practices, and concluding with in- depth assess-
ments of the challenges of implementing speci�c health care initiatives related to safety, 
e- health, performance, and transparency. A  key underlying theme appearing in all 
chapters is the importance of understanding heath care practices as situated, complex 
social processes, which are not easily controlled. Instead they reveal various mobilizing 
strategies and behaviors, including inertia and resistance, used by the professionals and 
managers to cope, learn, understand, and work in the everyday practice of health care 
organizations.

Part IV: Issues in the Health Care Organizational Field

�e �nal Part of the Handbook focuses on issues that go beyond the health care organi-
zation and incorporates institutional actors and publics in the broader organizational 
�eld. �e use of a �eld- level lens widens the analytical frame to shed light on the inter-
actions among important members of the organizational �eld that can have substan-
tial in�uence on governance and decision making about the policies and practices of 
health care management. Such �eld- level actors include members of local communities 
(as explored by Oldenhof, Postma, and Bal); networks of multiple health care organiza-
tions, (Shea� and Scho�eld); partnerships between public and private organizations in 
the delivery of care (Bishop and Waring); external actors involved in developing and 
overseeing accountability regimes (Vrangbaek and Brykje�ot); powerful representatives 
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of the pharmaceutical industry (Lipworth); and managerial consultants (Kirkpatrick, 
Lonsdale, and Neogy). Taken together, these chapters reveal the varied sets of public 
and private actors in the health care organizational �eld, whose di�erent interests and 
priorities complicate decision making in health care management.

�e Oldenhof, Postma, and Bal paper from the Netherlands brings in a distinctive 
spatial perspective, drawing on concepts from human geography (Massey, 1997), which 
they argue are underexplored in the health care management �eld. �ey seek to make a 
“space for space” in the analysis of the location, and especially the relocation, of health 
care services, which constitute an important aspect of the governance of health care. 
�ey draw on Pollitt’s (2011) work in public administration scholarship, which suggests 
that space matters in in�uencing the trajectory of public management reforms in each 
country: local divergence is more likely than global convergence on one master reform 
paradigm. �e authors develop this general argument by looking at three concrete 
developments in the health care �eld: (i) e- health or the notion of placeless care; (ii) the 
concentration and replacement of hospital care; and (iii) replacing care by re- imagined 
neighborhoods. For example, they note that large- scale service recon�gurations and 
centralization are o�en justi�ed on the grounds of better clinical outcomes, but such 
e�orts may also generate perverse social and equity e�ects, especially in less technical 
or scienti�cally based areas of health care. �is chapter re�ects echoes of a policy rheto-
ric about new modes of co- production in health care, linked to decentralisation, par-
ticipation, and partnership with informal and third sector care providers. Interestingly, 
this theme relates to a strand of political science work (Lowndes and Sullivan, 2008; 
Newman and Clarke, 2009) on modes of neighborhood governance, along with a con-
sideration of their political and power e�ects.

�e second chapter, by Shea� and Scho�eld, explores networks as a growing form 
of governance in health care (as opposed to alternative market or hierarchy based 
modes). �e literature has so far concentrated more on market- based reforms in health 
care, rather than on these network- based reforms (see Ferlie et al., 2013), so this chap-
ter is a welcome corrective to an overly market- centric view. Shea� and Scho�eld draw 
examples from the UK NHS in the New Labour period in the early 2000s, when man-
aged network- based forms were seen as a reform re�ecting politically preferred val-
ues of collaboration, as opposed to NPM- style competition. �ey also brie�y review 
some international examples, as health care networks are also evident outside the 
UK Network- based forms of working are one way of pursuing the goal of more inte-
grated care. �e question of how a network- based governance mode plays out and 
how it relates to markets and hierarchy as alternatives is then an important one. Using 
Donabedian’s work (1980), Shea� and Scho�eld develop a typology of di�erent variants 
of networks (especially program and care forms of network) and consider what desired 
outcomes might be associated with each type. �ey call for more comparative research 
in what is still a developing area.

�e third chapter, by Bishop and Waring, examines the growing number of public- 
private partnerships in health care, apparent internationally but taking the example of 
the English NHS. Not only has there been a straightforward marketization of functions 
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moving into the private sector, but there also is a growing number of hybrid spaces 
and organizational forms (Skelcher and Smith, 2014), which cross traditional sectoral 
boundaries and are sometimes associated with NPM reforms. In English health care, 
major examples of partnerships include the Private Finance Initiative (PFI) designed 
to attract private capital to help build new hospitals; Independent Sector Treatment 
Centres providing elective surgical services for NHS- funded patients; and now 
increased tendering for community health services by private and third- sector provid-
ers, but under contract to NHS commissioners. �e remainder of the chapter considers 
four broad organizational and management challenges brought about by the growth of 
public- private partnerships in health care: namely, governance and accountability, man-
agement culture and identity, managing workforce and employment, and managing 
learning and innovation.

Vrangbaek and Byrkje�ot’s paper on Norwegian and Danish health care settings 
examines di�erent forms of accountability regimes fostered by continuing reforms. 
�ey draw on an expanding stream of political science- orientated work (e.g., Bovens, 
2007), which seeks to develop a typology of di�erent accountability regimes in the pub-
lic services. �ey suggest that forms of accountability in health care have proliferated, 
yet somehow co- exist and therefore become sedimented, similar to the multiple- logics 
perspective explored in other chapters. �eir review of the literature suggests tradi-
tional professional forms of accountability remain but have become more transparent 
and explicit, and have further been challenged by rising managerial and market- based 
modes, especially in high- NPM health systems. In post- NPM systems, lateral and 
whole- systems forms of accountability become more important. �ey also note that an 
emerging rights- based discourse opens up a possibility of more activist forms of judicial 
review. In the Danish and Norwegian cases, various shi�s to traditional accountabil-
ity regimes are noticeable, which complement professional dominance and traditional 
democratic notions. Specialist national- level agencies have recently been developing 
new quality indicators and accreditation standards. �e authors echo observations 
in earlier chapters regarding growing expectations of performance accountability in 
health care organizations, in addition to the traditional constitutional and democratic 
role that accountability regimes have played in these Nordic societies. A growth of legis-
lation enshrining patient rights and enhanced patient expectations of their rights is also 
recognized.

�e ��h chapter in Part IV, by Lipworth, examines the pharmaceutical sector as an 
increasingly important actor in the health care �eld, using an institutionalist prism and 
speci�cally tracing multiple institutional logics associated with di�erent players in the 
�eld. Using examples from Australia, the chapter explores the widespread in�uence 
of the bio- pharma sector on other players in the �eld, by creating various new organi-
zational forms, such as the medicines policy think tanks in Australia o�en funded by 
commercial �rms; or by changing existing forms, such as an expanding number of 
pharma- funded randomised control trials (RCTs) within hospitals. �e econom-
ics of the biotechnology sector and its links with venture capitalists as new actors are 
also of interest. Lipworth observes that there appears to be a nuanced or ambivalent 
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reaction from established players to the growing presence of big pharma, as it brings a 
new commercial logic into a traditionally professionalized �eld. She identi�es a com-
mon response of compartmentalization, as one mechanism for accommodating multi-
ple institutional logics in complex �elds, which enables traditional actors in the �eld to 
place limits around the rightful role of pharma.

Finally, Kirkpatrick, Lonsdale, and Neogy explore the increasingly prominent ques-
tion of the role of management consultancy as advisers within health care systems, given 
the extensive use of such consultants across health systems, especially in the US and the 
UK �is trend is attracting scholarly examination of the role and impact of management 
consultancy in general, although there is little analysis of their role speci�cally in the 
health care sector. Mainly, this scholarly work has focused on patterns of knowledge 
production, di�usion, and consumption. Illustrating their argument with an overview 
of management consulting activities in the UK, which seems particularly receptive to 
such involvement, the authors observe that such actors have not only played a key role 
in sponsoring NPM reforms, but they also have become well- embedded partners to 
reformist governments, who look to consultants because they may be suspicious of pro-
vider dominance and in- house advice. �e chapter serves as a useful ground- clearing 
exercise in what is a still emergent �eld and o�ers an ambitious research agenda in the 
conclusion.

Final Reflections

We hope in this handbook �rst of all to have contributed to bringing theory back into 
the academic study of health care management and to help reconnect it with a develop-
ing social science base. We see this task as a reanimation of some of the �eld’s founding 
texts. Many of the chapters clearly illustrate di�erent ways such theories can helpfully 
illuminate important aspects of current health care policy and practice.

We need, secondly, to continue to develop more international and comparative work 
so that we get beyond excessive local concerns with the details of our national health 
care systems. We need to bring in scholars from more health systems than have been 
represented in the Handbook so far. Comparative analysis is, of course, most demand-
ing to do well. Strong theoretical grounding provides one good basis for the stimulation 
of cross- national conversations. Building cross- national academic teams that can work 
on the more empirically related phenomena in di�erent health systems on a compara-
tive basis is another potential way forward.

We hope �nally that various chapters— notably in emergent areas such as clinical eth-
ics support services, knowledge management, and management consulting in health 
care— have not only taken a broad overview of their �elds but have used such an over-
view to propose a forward- looking research agenda in order to stimulate a future cycle 
of work.
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Chapter 1

Institu tionalization  
and Professionalization

Trish Reay, Elizabeth Goodrick,  
and Bob Hinings

Health care systems around the world are both highly institutionalized and highly 
professionalized (Abbott, 1988; Scott et  al., 2000). �is means that the many tightly 
interconnected mechanisms that constitute the health care system tend to consistently 
reproduce the status quo. As well, the highly professionalized nature of health care 
results in the traditionally conservative professions holding power to resist externally 
imposed change and to maintain stability in the system. And yet, we know that signi�-
cant change can be greatly needed. Quality and cost concerns are substantial motiva-
tors and have led to the development of carefully cra�ed change initiatives— however, 
observations show that sometimes change occurs and sometimes it does not. Scott et al. 
(2000) noted in their examination of health care change in the San Francisco Bay area, 
empirical studies of health care have provided scholars with “a marvelous opportunity 
to examine an institutional arena undergoing rapid, even ‘profound’ change” (2000, 
xvii). In contrast, McNulty and Ferlie (2002) investigated a large scale change initiative 
in the UK health system and found that very little actually changed. In this chapter, we 
are interested in the nature of health care systems and how the power dynamics associ-
ated with such highly institutionalized structures and professionalized delivery systems 
can lead to either stability or change.

In addressing power, and in particular, the notion of power dynamics, we are stressing 
the idea that actors (individual and collective) are a�ected by others actors, the social 
systems within which they are embedded and the technologies with which they work 
(Scott, 2001; Clegg, Courpasson, and Phillips, 2006; Lawrence, Malhotra, and Morris, 
2012). �us, power is about “the dimension of relationships through which the behav-
iours, attitudes, or opportunities of an actor are a�ected by another actor, system, or 
technology” (Lawrence, Malhotra, and Morris, 2012, 105). Power is enacted. �e dynam-
ics of power are about those relationships of e�ect between actors.
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Our focus on power dynamics re�ects our conviction that they are central to under-
standing how the status quo is protected and change is enabled. Both the highly insti-
tutionalized nature of the system and its reliance on highly professionalized service 
providers lead to particular power dynamics among �eld level actors who are able to sig-
ni�cantly impact organizational change, or resistance against change. �e professions 
and professional control over broad bodies of knowledge perpetuate established ways of 
thinking through tightly controlled professional education and regulation of the profes-
sional membership. As a result and as clearly illustrated by McNulty and Ferlie (2002), 
many well- intentioned, large scale radical change initiatives lead to limited or patchy 
alterations at best. On the other hand, some innovations such as micro- surgery have 
become implemented quickly and resulted in signi�cant reorganization of basic work 
patterns (Ferlie et al., 2005). �is suggests that when actors are aligned in particular 
ways, change is very di�cult if not impossible, but in other cases it occurs relatively eas-
ily. More work is needed to understand the similarities and di�erences and how power 
dynamics play out in di�erent ways.

�e health care context has provided fertile ground for scholars of both institu-
tions and professions. While most studies focus on either institutionalization or 
professionalization, we suggest it is critical to consider both these characteristics 
of the system to improve our understanding of change and stability, and the role of 
power dynamics in those processes. To this end, we provide here a short and selective 
review of the commonly separate literatures on institutionalization and profession-
alization in health care, and then highlight more current work that attempts to bring 
these concepts together in ways that reveal the underlying power dynamics and their 
impact on stability or change. We show how early conceptualizations in the institu-
tional literature focused on context and structure as a way to understand similarity 
across health care organizations, and later shi�ed to view context as a source that 
could enable radical change. We also show that somewhat in parallel, the sociology 
of the professions literature �rst focused on the distinctive basis of professionalized 
occupations such as physicians and their legislatively protected right to provide par-
ticular services (Freidson, 1988), then expanded the focus to a system of professions 
(Abbott, 1988). Later, this literature re- focused on the challenges facing professions, 
with particular attention to the ways in which con�ict among professions and con-
�ict between management and professions has impacted the health system. More 
recently, and what we argue is essential for the future, we see that a growing number 
of studies are bringing together knowledge about institutionalization together with 
professionalization in ways that help to illuminate the inherent power dynamics that 
can either maintain stability or facilitate institutional change. We group this research 
into three general approaches— (1) institutional logics, allowing speci�c attention to 
the professional logic as an organizing principle, (2) institutional agency, including 
“professionals as institutional agents” (Scott, 2008) and other examples of institu-
tional work, and (3) a constructivist approach focused on meanings of everyday work. 
We discuss studies within each of these approaches, showing how power dynamics 
are portrayed and the impact on organizational change. Finally, and in conclusion, 
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we propose three ways in which future research could improve our understanding of 
change in health care.

Institutionalization

Researchers of health care organizations have long been interested in the highly insti-
tutionalized nature of the health system. Scholars such as Borum (1995) and Pettigrew, 
Ferlie, and McKee (1992) in Europe, and Shortell (1988) and Alexander and Amburgey 
(1987) in the US focused their research attention on organizational change within the 
institutional environment of health care. �ese studies formed a foundation of work 
suggesting that health care organizations responded to changes in their environment, 
not only in response to technical demands, but also to normative and regulative forces 
(Alexander and D’Aunno, 1990). �is attention to the power of forces within an institu-
tionalized environment was consistent with, but also extended the early (neo) institu-
tional literature focused on similarity across organizations (Meyer and Rowan, 1977). 
Institutional theory at that time focused on isomorphic pressures as explanations for the 
observed similarity of organizations and stability of systems, thus situating sources of 
power within the “self- regulating” system structure. �is approach led to the concept of 
an organizational �eld: a set of actors consisting of key suppliers, resource and product 
consumers, regulatory agencies and other organizations that produce services or prod-
ucts and that participate in a common meaning system (DiMaggio and Powell, 1983; 
Scott, 2014). Health care scholars provided many excellent examples of organizational 
change within a highly institutionalized �eld where coercive, mimetic and normative 
isomorphic pressures convene in ways that lead to stability and predictability.

However, fundamental changes in health care organizational forms, authority and 
control patterns, and the implementation of “business” practices during the 1980s 
led researchers to question the value of current theory to explain observed changes 
(Alexander and D’Aunno, 1990; D’Aunno, Succi, and Alexander, 2000). By investigat-
ing these changes, scholars revealed new insights into the development and di�usion 
(or not) of new practices or organizational forms throughout the broader health care 
system (e.g., Burns, 1982; Fennell and Warnecke, 1988; Kimberly, 1978). �ey showed 
that mimetic forces (copying others) and normative forces (networking) were impor-
tant factors in di�usion. �rough further studies regarding the signi�cant di�erences 
in uptake of new medical advancements (both technical and organizational innova-
tions), researchers contributed to the development of institutional theory more broadly 
by showing the relationships between organizational characteristics or position and the 
relatively quick or slow adoption of innovation (e.g., Burns and Wholey, 1993).

D’Aunno, Sutton, and Price’s (1991) study of addiction treatment clinics is an exam-
ple of a further advancement in understanding how the highly institutionalized envi-
ronment of health care impacted processes of organizational change. �ey showed that 
organizations not only responded to changes in their environment, but they also found 
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ways to accommodate institutional pressures even if the pressures were dissociated 
from performance improvement (Greenwood and Hinings, 1996). Drawing on the “old” 
institutionalism (Selznick, 1949) and focusing more speci�cally on di�erences among 
organizational responses to institutional pressures, Greenwood and Hinings (1996) pro-
posed that power dependencies were important enabling dynamics for organizational 
change. �is theoretical advancement was important to an institutional understanding 
of health care because it not only drew on previous studies of change in health care (e.g., 
Burns and Wholey, 1993; D’Aunno, Sutton, and Price, 1991), it opened up consideration 
of new frameworks where power to change (or not) resided at the organizational level as 
well as within the institutionalized system.

Other scholars have also engaged with an institutional approach to understand 
change in health care settings. Earlier studies showed the importance of context and 
legitimation e�orts in analyzing the e�ectiveness of change initiatives (Pettigrew, 
McKee, and Ferlie, 1988). Building on concepts from the literature on transformational 
or radical change, scholars showed how health care reform initiatives could be charac-
terized by many twists and turns as change leaders responded to institutional pressures 
and unexpected resistance (Hinings et al., 2003; McNulty and Ferlie, 2002). �ese stud-
ies tend to show how powerful actors attempt to manage large scale change, and at the 
same time how other powerful actors try to resist.

In dealing with institutionalization and the power dynamics of both stability and 
change, a central feature is the highly professionalized nature of health care. In most 
jurisdictions, there are physicians who are o�en seen as the key players. But there are 
many other professions involved in the delivery of health care, such as nurses, physi-
otherapists, pharmacists, occupational therapists, dieticians, psychologists. It is this 
profusion of professions and their relative status and power in particular health care 
systems that is critical to an understanding of stability and change. So, it is to profession-
alization that we now turn.

Professionalization

Literature on the sociology of the professions shows a long- standing interest in phy-
sicians since they are one of the classic professions characterized by exclusive con-
trol over an abstract body of knowledge and autonomous practice (Freidson, 2001). 
Sociologists’ fascination with physicians extended to studying the health care system 
more broadly, especially with the rise of multiple allied health professions (e.g., nurses, 
dieticians, psychologists, rehabilitation therapists) that provide services within a system 
of professions (Abbott, 1988). �e earliest writing presented the professions in general 
as being functional for society by sustaining social order and providing a moral foun-
dation (e.g., Carr- Saunders and Wilson, 1933; Durkheim, 1957; Parsons, 1951). During 
the mid- 1900s, physicians enjoyed the “Golden Age of Medicine” (Freidson, 2001) dur-
ing which they held considerable control over the content and economic conditions of 
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their work. Researchers studied how medical students were initiated into a system that 
was almost entirely self- governing (Becker et al., 1961) and attributes of physicians’ work 
o�en served as comparison for other occupations (Freidson, 1988). Overall, these stud-
ies showed the stability of professions in society, and presented the health care system as 
resilient and strong, largely because of the in�uence of professionals. �ere was little, if 
any attention to change in health care organizations.

In the 1970s, consistent with a general shi� in sociology to focus on power and con�ict, 
the study of professions moved toward explanations of professionalization as a mecha-
nism by which members of an occupation exerted control over their work (Johnson, 
1972). �is perspective placed power at the center of professional studies, emphasizing 
the political and social power of the medical profession in health care (Larson, 1977; 
Starr, 1982). Physicians were viewed as leveraging their resources to gain a monopolistic 
position in the marketplace (Freidson, 1970). �is process was portrayed as a somewhat 
subversive “professional project” (Larson, 1977), where occupations acquired govern-
ment support to require credentialing for specialized skills, thus maximizing status and 
�nancial rewards for members of the profession.

Both the functionalist and con�ict view of professions focus on the professionaliza-
tion of single occupations. In contrast, Abbott (1988) set out the idea that professions 
operate as part of an interdependent system. �is view is particularly relevant in health 
care because of the large numbers of professions engaged in the provision of care; sys-
tems of professions must be the focus of analysis rather than any profession in isola-
tion, since professionalization takes place in relationship to other professions. �e 
dominance of physicians can be explained in terms of successful jurisdictional claims 
over a particular task domain which closes speci�c work to other occupational groups, 
resulting in “occupational closure” (Witz, 1992). Since shi�s in the occupational domain 
of one profession have an impact on nearby professions or in the creation of new occu-
pations, change in work activities are key to understanding changes in professionaliza-
tion. Consequently, the construction of boundaries between professions is important 
for their establishment and reproduction (Fournier, 2000).

Successful and unsuccessful jurisdictional claims derive from relative power and sta-
tus. �e successful claims of physicians and their continued dominance in most health 
care systems arise from the higher status that they have acquired over a long period of 
time, resulting in greater power. Introducing change into a health care system not only 
will encounter the “usual” issues of change (Greenwood and Hinings, 1996), but also 
the speci�c professional issues of jurisdictional boundaries (Reay, Golden- Biddle, and 
GermAnn, 2006). Consequently, power dynamics across di�erent professional groups 
are a source of change and resiliency in health care organizations.

As Abbott (1988) emphasized, these disciplinary boundaries between professional 
groups can be �uid. In health care, professional boundaries have been challenged as a 
result of cost concerns and associated personnel shortages in medicine, nursing, and 
allied health; tasks that were previously reserved for one professional group have been 
reassigned to other groups and unskilled workers have taken on tasks previously under 
professional control (Nancarrow and Borthwick, 2005). Similarly, the introduction of 
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inter- professional health care teams and new technology has recon�gured professional 
boundaries by changing the distribution of work between di�erent professions (e.g., 
Barley, 1986; Haland, 2012; Reay et al., 2013). However, most studies focusing on the 
highly professionalized nature of health care continue to view professions collectively 
as key �eld level actors that bring stability to the system by commonly resisting change 
initiatives.

Combining Institutionalization  
and Professionalization

In the sections above we have shown how attention to institutionalization and profes-
sionalization in health care has occurred somewhat in parallel. However, in reality, these 
two concepts are tightly intertwined in health care, and we see that researchers are now 
bringing them together in three di�erent ways that we discuss below.

Competing Logics of Professionalism, Managerialism, 

and Market

A growing number of studies in health care have adopted a logics perspective as a way 
to examine the in�uence of professionalism in light of other guiding principles such as 
managerialism and the market. Two important studies for health care were published in 
close proximity that drew on a framework of multiple logics grounded in the writings of 
Weber (1978). In the sociology of the professions literature, Freidson (2001) set out an 
argument of consistent and generalized deprofessionalization over the past decades by 
labeling professionalism as the “third” logic, in comparison to the market and manage-
rial logics. Of particular interest to health care is Freidson’s approach to understanding 
the battle between physicians and managers for control over how services are organized. 
He set out a systematic framework to analyze professions and the pressures challeng-
ing their status and position in society. �e second study of particular relevance was by 
Scott et al. (2000). �ey explained macro- level changes in the US health care system by 
showing that older models of service provision were clearly guided by a professional 
logic— “medical professionalism” based on the unique knowledge and expertise of phy-
sicians that was used to determine appropriate patient care. However, this study shows 
that over time a new guiding logic of managerialism arose to challenge professional-
ism, suggesting a change process requiring the replacement of one dominant logic with 
another. Although they approach the issue of professionalism in competition with other 
organizing principles from di�erent perspectives, both studies employ the construct 
of “logics” to identify sources of power held by particular actors in the �eld. �at is, 
physicians hold power associated with professionalism while managers hold sources of 
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power aligned with a corporate or managerial model of organizing and potentially also 
aligned with market principles. �us, both these approaches present the introduction 
of change initiatives as a battle�eld where strength and strategy determine the course of 
events and the ultimate winner.

�e conceptualization of a battle between professional and managerial (and possi-
bly market) values is evident in a number of health care studies investigating organiza-
tional change, although the term “logic” is not always invoked. For example, researchers 
have identi�ed regulatory, market, and organizational changes that reduced profes-
sional oversight, changed the nature and content of professionals’ work and decreased 
professional autonomy (Borum, 2004; Doolin, 2002). Regulatory changes have been 
conceptualized as undermining traditional professional privileges and rede�ning the 
regulatory contract for professional groups (Adams, 2015; Coburn, 1999; White, 2000). 
Light (1993, 1995) attributed diminished professional control to the states’ counterac-
tions to the professions’ power to shape its own domain. In addition, market principles 
have been touted as the way to bring much needed discipline into health care under 
the guise of innovations such as managed competition and accountable care organiza-
tions (Light, 2001; Fisher et al., 2012). While bureaucracy was noted to be in con�ict 
with professional modes of organizing as early as the 1960s (e.g., Scott, 1965), changing 
employment arrangements due to the continually increasing numbers of professional 
groups within health care has resulted in a much stronger role for management and thus 
increasing in�uence of managerialism over professionalism (Everts, 2011). For example, 
some scholars suggest that physician autonomy has been diminished by the di�usion of 
clinical guidelines that replace traditional physician decision- making with procedural 
rules standardizing elements of clinical practice— a shi� toward bureaucratic control of 
medical activity (Adler and Kwon, 2013; Nigam, 2013). In other words, the relative power 
of di�erent occupational groups has changed with the waxing and waning of competing 
logics, changing the dynamics of professional relationships.

Other studies of health care have speci�cally drawn on the theoretical foundation 
of “institutional logics” to understand processes of change. Institutional logics are 
the commonly held values and beliefs that guide the behavior of actors within a �eld 
(Friedland and Alford, 1991). Kitchener (2002) showed that health care executives were 
expected to adopt particular managerial innovations in support of a political agenda to 
repress the logic of professionalism and shi� to one of managerialism. Dunn and Jones 
(2010) showed how medical education, the supplier of medical professionals, was alter-
natively dominated by the logics of care and science. Reay and Hinings (2005) investi-
gated a government- led change initiative to transform health care from being guided by 
the professional logic, to one guided by a logic of “business- like healthcare,” and found 
that the power of the medical profession was too much for the health care managers to 
overcome. �e result was an “uneasy truce” characterized by the co- existence of two 
�eld level logics, with neither able to gain dominance. In their follow- up study, Reay and 
Hinings (2009) provided more depth of understanding about how two competing logics 
can co- exist when key actors associated with di�erent logics hold relatively equal power. 
Drawing on the concept of collaboration, they found that physicians and health care 
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managers were able to work together in the same �eld, but be guided by di�erent log-
ics because they engaged in processes that allowed physicians to maintain control over 
some aspects of health care, while managers held the power to control over- arching, 
system- level issues. �e relatively equal levels of power held by physicians and managers 
meant that change initiatives could only succeed when goals were viewed as mutually 
bene�cial. �ese studies that are based on the concept of co- existing competing insti-
tutional logics give particular attention to the strength of professionalism (and medical 
professionalism in particular). �ey suggest that the power of professionalism must be 
respected. Change must be negotiated with the professions, even when there are strong 
competing logics such as the managerial or market logics that governments enact in 
their attempts to achieve increased e�ciency and external measures of e�ectiveness.

More recently, a growing number of studies in health care settings suggest that the 
relationship between logics may be cooperative as well as competitive and that multiple 
logics can be conceptualized as existing in combination or arranged in a constellation 
(Goodrick and Reay, 2011; Waldor�, Reay, and Goodrick, 2013). Competitive rela-
tions among logics imply that strengthening one logic necessarily results in weakening 
another logic, or that logics can be equally strong, resulting in a truce. Alternatively, 
cooperative relationships among logics imply that di�erent logics can jointly in�uence 
practice and that strengthening one logic may even result in strengthening another 
logic. For example in their study of pharmacists, Goodrick and Reay (2011) showed that 
the professional, market, corporate and state logics all in�uenced pharmacist practice to 
some extent. In analyzing changes over time, they showed that both the professional and 
corporate logics increased in strength as pharmacists shi�ed from being small business 
owners to being employees of large drug stores.

Somewhat similarly, McDonald et al. (2013) studied a UK change initiative designed 
to move health care away from medical professionalism toward a logic of “population 
based medicine.” �ey found that instead of competition between logics, each of the 
logics was simultaneously re�ected in di�erent dimensions of organizational activity. 
�is concept of complementarity among logics is important for health care manage-
ment because it moves away from a battle�eld mentality, suggesting that change can 
occur without threatening the professionalism of physicians or other health profession-
als. From this perspective, successful change relies on the recognition of intertwined 
power dynamics, and the cooperation of key actors within system is paramount. Power 
is not viewed as a zero- sum game, but as something that can be increased by all parties.

Institutional Agents of Change or Resistance

In contrast to the focus on logics outlined above, the second way that ideas about insti-
tutionalization and professionalization have been brought together to understand 
health care change is through a focus on the ability of institutional actors (organiza-
tions and individuals) to in�uence the process of change within an institutionalized 
context. From this perspective, power resides in the actors themselves. Some scholars 
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have adopted the concept of institutional entrepreneurship as a way to “reintroduce 
agency, interests and power into institutional analyses of organizations” (Garud, Hardy, 
and Maguire, 2007: 957). �e term “institutional entrepreneurship” refers to the activi-
ties of social actors with resources and interests in particular institutional arrangements 
to create new institutions or transform existing ones (Maguire, Hardy, and Lawrence, 
2004). �is conceptualization has served as an interesting theoretical platform to better 
understand how some health care actors can accomplish change more successfully than 
others. For example, Battilana and Casciaro (2012) showed that the network position 
of change agents a�ected their ability to initiate and facilitate the adoption of change  
in health care organizations. In addition, Maguire, Hardy, and Lawrence (2004) showed 
how the position of key individuals allowed them to bridge across diverse stakehold-
ers in ways that connected otherwise disparate values and facilitated the development 
of new HIV/ AIDS practices. More recently, Lockett et al. (2012) drew on the concept 
of institutional entrepreneurship in analyzing the success of change agents in cancer 
care networks. �ey found that actors in “medium” �eld positions (neither central nor 
peripheral) were best situated for successful agency because they were cognitively dis-
tant enough to envision desired changes, but central enough to hold power to enact 
those changes. Collectively, these studies focus on the power of particular positions in 
the health care system, and suggest that it is the creative and strategic use of positional 
power that facilitates successful change.

Other scholars have focused speci�cally on professionals themselves as the most 
powerful agents of stability or change. �at is, the power to make or resist changes to the 
highly institutionalized arrangements in health care is concentrated in the professions. 
DiMaggio and Powell (1983) recognized the importance of professionals in their now 
classic paper in which they delineated professionalization as one of the sources of iso-
morphic organizational change. �ey suggested that because professionals hold promi-
nent roles within organizations and �elds, they are well- placed to in�uence institutions 
through their normative power. Building on these concepts, Scott (2008) claimed that 
the professions are the most important institutional agents in modern society. He 
argued that the primary social function of the professions involves “creating, testing, 
conveying, and applying cultural- cognitive, normative, and or regulative frameworks” 
(2008: 233) that govern social spheres. �erefore, by de�ning reality, providing prescrip-
tive guidance, and controlling rewards and penalties, professionals hold signi�cant lev-
els of power in facilitating and regulating a broad range of activities (Scott, 2008, 2014). 
By focusing on an institutionally agentic role for the professions, this approach suggests 
that power dynamics are controlled by the professions. �e action of professions is a key 
mechanism through which institutions are created and tended, and e�orts at change in 
the health care context must take into account the ability of professionals to advance, 
transform, and resist change.

Although it is hardly news that professionals such as physicians hold signi�cant 
power and the ability to facilitate or derail change initiatives (e.g., McNulty and Ferlie, 
2002; Pettigrew, Ferlie, and McKee, 1992), we still lack knowledge about how the in�u-
ence of professionals plays out. Several scholars suggest that institutional entrepreneurs 
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(change agents) are more or less successful depending on their relationship to the domi-
nant professional hierarchy and their embeddedness in the �eld. For example, Battilana 
(2011) studied the relationship between professional status of the change agent and the 
likelihood of social actors initiating change initiatives that diverge from the institutional 
status quo of medical professionalism where physicians dominate all other profession-
als. She found that non- physician professionals were more likely than physicians to 
initiate changes that diverged from the model of medical professionalism. Somewhat 
similarly but in a di�erent context, Reay, Golden- Biddle, and GermAnn (2006) showed 
that professionals who were embedded in the established system could use their knowl-
edge of “how things work” to advance change initiatives designed to diverge from the 
status quo. �ey found that that nurse practitioners already working in the health care 
system in experimental projects were able to use their embeddedness as a resource to 
enact change. Castel and Friedberg’s (2010) study of the modernization of French can-
cer centers also shows the importance of embeddedness as a resource for change. �ey 
showed that because physician directors understood the connections between di�erent 
components of the health system, they were able to engage in “bricolage” (Rao, Monin, 
and Durand, 2003) and successfully blend together programs and ideas taken from dif-
ferent cancer treatment settings. �ese studies suggest that successful change agents in 
health care are savvy political actors who take advantage of their unique power sources 
(especially their knowledge of the setting) to achieve particular goals.

�e concept of institutional work (Lawrence and Suddaby, 2006)  is a theoretical 
development grounded in the concept of institutional entrepreneurship that holds 
potential to improve our understanding of processes through which actors can enact 
change or maintain stability in professionalized contexts (Muzio, Brock, and Suddaby, 
2013). Institutional work was introduced by Lawrence and Suddaby (2006) as a way 
of conceptualizing the role of embedded social actors in the processes of institutional 
creation, maintenance, and change. Institutional work is fundamentally about power 
dynamics. Rather than emphasizing how institutions govern action, the concept of 
institutional work focuses on how action a�ects institutions (Battilana and D’Aunno, 
2009; Lawrence, Suddaby, and Leca, 2009). Social actors are viewed as having the aware-
ness, re�exivity, and skill (Fligstein, 2001) to engage in actions that impact institutions. 
In contrast to the sometimes heroic tone of the institutional entrepreneurship literature 
(Suddaby and Viale, 2011), the concept of institutional work highlights how social actors 
are simultaneously constrained by institutions and able to shape them (Emirbeyer and 
Mische, 1998). Drawing on the sociology of practice (e.g., Bourdieu, 1977; Giddens, 
1984), actors are viewed as having both the ability to engage with their institutional envi-
ronment and to exercise some degree of agency relative to institutional reproduction 
or change. Institutional work consequently highlights the purposeful activities of social 
actors that a�ect the institutional order in which they are embedded.

�e concept of institutional work is just beginning to be fruitfully applied in studies of 
health care. To date, there has been more attention to “institutional maintenance” with a 
focus on the constraints that powerful actors can place on the possibility of fundamen-
tal change. For example, McCann et al. (2013) studied how the realities of paramedics’ 
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everyday work in the UK’s National Health Service set limits on the e�cacy of profes-
sionalization strategies. �ey showed that e�orts by the College of Paramedics to engage 
in institutional creation (to create professional status for paramedics) were thwarted 
by the institutional maintenance work of paramedics “on the ground” who reproduced 
existing power di�erentials in the �eld between the paramedics, ambulance trust man-
agers, regulating bodies, and other NHS clinical professionals. In another study of insti-
tutional maintenance, Currie et al. (2012) analyzed how specialist doctors used their 
professional power to take actions that maintained the status quo in spite of a govern-
ment initiative to introduce new nursing and medical roles in genetic counseling. �ey 
detail how specialists invoked the concept of risk which resonated with contemporary 
concerns about patient safety and quality to constrain radical change in health care. 
Instead of transferring responsibility to general practitioners and nurses, as intended 
in the change initiative, the specialists reverted to the established practice of delegating 
professional tasks. In doing so, they reproduced current institutional arrangements and 
thus maintained their status and power.

Notions of institutional entrepreneurship and work provide an agentic perspective for 
both resistance and change. And institutional work, in particular, deals with the embed-
ded nature of institutional agents. Professionalization is a particularly strong aspect of 
embeddedness, especially in health care, because most of the professions involved are 
relatively particular to the �eld of health care. Unlike accountants, lawyers, engineers, 
and management consultants, who can work in a wide variety of �elds (including health 
care), doctors, nurses, physiotherapists, and so on, are primarily located in health care. 
Health care professionals, therefore, have virtually no knowledge of how work is accom-
plished outside the health care system, further strengthening the commonly held views 
of the “right” way to do things. Embeddedness, then, is very important, but it is from 
such embeddedness that action is possible and that power is exercised. In examining the 
issues of work, embeddedness, resistance and change it is necessary to think about the 
nature of work and how the actions of professionals at the front line are important to our 
understanding of change and stability.

Bringing Work (and the Meaning of Work) Back 

into Health Care Studies

�ere have been ongoing appeals for organizational researchers to bring “work” back 
into organizational studies (Barley and Kunda, 2001; Phillips and Lawrence, 2012). We 
see that the topic of organizational change in health care is one of the places where atten-
tion to everyday work is perhaps most needed, but where there has so far still been insuf-
�cient attention. Since health care is both highly institutionalized and professionalized, 
established practices rely on interlinked professional and organizational activities that 
tend to reinforce “the way that things have always been done.” �ese established rou-
tines have been orchestrated to suit the most powerful actors (usually physicians in the 
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health care context) (Fligstein and McAdam, 2012), however these routines are also sus-
tained by the integrated relationships and power dynamics of all participants. �ere are 
many studies showing that organizational change designed by top managers o�en fails 
to reach the level of everyday work (e.g., Westphal, Gulati, and Shortell, 1997; Zbaracki, 
1998). In short, front line workers (especially professionals) can be particularly adept at 
avoiding changes in what they actually do.

When researchers focus on the nature of everyday work in health care and try to 
understand the associated meanings of that work, they �nd that successful change ini-
tiatives rely on new ways of thinking that somehow become embedded in new work 
practices (Reay et al., 2013). Of course, the important question is how such new ways 
of thinking can be developed. Grant et al. (2009) reported on their ethnographic study 
of changes in professional practice resulting from a new physician contract with gov-
ernment that included �nancial incentives intended to “improve the quality of patient 
care and reduce variation between practices” (2009: 230). �ey found that new working 
arrangements were developed, but the way in which change occurred recreated “well- 
worn professional boundaries and clinical hierarchies” (2009: 240) sustaining most of 
the previously existing power dynamics. Somewhat similarly, Waring and Currie (2009) 
engaged in an ethnographic study of a UK hospital’s experience in implementing patient 
safety systems. �eir �ndings suggest that change can only occur through the dynamic 
mediation of in�uences from the professional (physician) and management perspec-
tives, and point to the need for managerial dexterity in facilitating practice level change.

Some studies have investigated change in the work of health professionals by con-
sidering how work practices are embedded within the institutional context. Reay et al. 
(2013) studied change initiatives designed to shi� from a model of “autonomous profes-
sional care” to a model of “interprofessional team based care.” �ey focused on changes 
in work at the front line (delivery of services) and found that the role of managers was 
critical in accomplishing this transition; the most e�ective managers were able to engage 
with professionals by helping to disrupt institutional pressures that perpetuated the old 
ways of working. �is study showed that managers encouraged professionals to try new 
work routines, thus assisting in the creation of new meanings to support new (sustain-
able) ways of accomplishing work. A second study that takes this general approach is 
by Chreim, Williams, and Hinings (2007). �ey focused on changes in physician role 
identity by engaging in a longitudinal study with attention to the ways in which physi-
cians accomplished work and how they made meaning of new work arrangements. In 
this study, physicians provided the original leadership for change, however, their e�orts 
were both enabled and constrained by the institutional environment. In order to achieve 
the desired changes, physicians adopted and adapted interpretive, legitimating and 
material resources in the institutional context that impacted organizational arrange-
ments. �ese two studies (Chreim, Williams, and Hinings, 2007; Reay et al., 2013) are 
important because they highlight the tight connection between established work prac-
tices and the institutional context within which they exist. �ey suggest that change in 
institutionalized practices relies on actors’ use of power to disrupt institutional forces 
perpetuating the status quo.
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Other studies have also investigated changes in health professionals’ practice, but 
instead of analyzing the connection between practices and the institutional environ-
ment, they focused on the practices themselves. For example, Nicolini (2011) studied 
workplace practice in his study of telemedicine in northern Italy. �is longitudinal eth-
nographic study suggested that professional “knowings” are woven together in estab-
lished practice, and that power exists within the practice itself. �at is, professionals’ 
taken- for- granted knowledge about how work should be accomplished means that 
practice is the site of knowing and therefore the key to understanding either change or 
stability. Kellogg’s (2011, 2012) studies of health care practice provided further insights 
into changes in everyday work. She highlighted the way in which “reformers” (change 
agents) took action or were dissuaded from participating in a change initiative. She 
found that the nature of the established power dynamics among people in the work-
place was critical to understanding processes of change; professionals were particularly 
motivated by threats to status or loss of privilege. �erefore the meaning of the change 
initiative at the level of work was much di�erent than anticipated by top management. 
Kellogg (2012) showed that change could only be accomplished when that meaning 
and the power dynamics sustaining that meaning were taken seriously. �ese studies 
focusing particularly on workplace practice suggest that changes in how work is accom-
plished must recognize the established power dynamics either surrounding practice or 
inherent in the practice itself.

Overall, we see that research focused on the level of work holds excellent potential 
to improve our understanding of change and the power dynamics involved in change. 
�e key point in health care reform is o�en to make changes in the way services are 
provided, and yet research attention to this level has been lacking. Highly institutional-
ized practices take on a life of their own. Health professionals interact with each other 
in long established and taken- for- granted ways that show incredible resiliency. Studies 
that reveal the underlying meaning of these patterns can help to identify power dynam-
ics that can either enable or constrain desired change.

Conclusions and Future Directions

We see that all three approaches outlined above bring institutionalization and profes-
sionalization together in ways that hold signi�cant promise for improving our under-
standing of power dynamics and change in health care. Consequently we encourage 
researchers to continue on the paths set out in these studies utilizing an institutional log-
ics, institutional entrepreneurship/ institutional work, or workplace practice approach. 
In conducting our review of the literature, we observed that some studies combined 
aspects of two or more approaches (e.g., McCann et al., 2013; Kellogg, 2012) and we sug-
gest that even more integration would bene�t the �eld. We agree with Zilber (2013) who 
proposed that instead of segregating studies by either a framing of institutional logics or 
institutional work, researchers could generate a “more fruitful conversation” by bringing 
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the core arguments of each together (2013: 77). Particularly in health care studies where 
a key goal is to develop actionable knowledge that will improve delivery of services and 
potentially health care outcomes, it is important to maintain a focus on understanding 
reality. �erefore, we see that studies grounded in the literature on multiple institutional 
logics and institutional complexity could provide even better insights into change initia-
tives by considering the “institutional work” of professionals in terms of creating, main-
taining or disrupting existing institutions. �e reverse is also true. Studies focused only 
on institutional work tend to miss the importance of guiding logics that may be compet-
itive or complementary, and help to explain behavior that we label as taken- for- granted. 
In addition, we see that there is signi�cant potential value for studies framed either as 
institutional logics or institutional work to be more attentive to the nature and meaning 
of work at the front line. Without attention to the highly institutionalized practices and 
routines that characterize professional health care work, it is di�cult to develop mean-
ingful health care research. So our �rst suggestion for further research is that scholars 
should attempt to combine aspects of theory about guiding logics, agency of key actors 
and attention to everyday work in order to further improve our understanding of suc-
cessful (or unsuccessful) change initiatives in health care.

Our second direction for future research is for scholars to more clearly focus on 
the power dynamics inherent in health care settings, and how these dynamics play 
out in di�erent types of change initiatives. We have given attention to the underly-
ing assumptions about power in each of the research approaches identi�ed above— 
noting that (1) an institutional logics approach tends to present battle�eld imagery 
where logics either compete or strategies are developed to avoid battle, (2) an institu-
tional work (or entrepreneurship) approach tends to highlight the ability of power-
ful professionals to resist change or sometimes shows how savvy lower- status actors 
can use alternate sources of power to achieve desired changes, and (3) the meaning of 
work can reveal power dynamics that are embedded in professional workplace rela-
tionships or professional practices— these power dynamics can facilitate or impede 
change. We encourage researchers to go further in overtly studying the sources of 
power held by di�erent professions and how di�erent types of power are employed. 
�is might involve a return to earlier research on the sociology of professions that 
focused particularly on the importance of hierarchical relationships and how dif-
ferent professions resisted or enabled system changes. If combined with attention 
to everyday work, a more clear focus on power dynamics might help to reveal how 
professionals continue established routines— sometimes in spite of good reason for 
change. Pfe�er (2010) points out that if people ignore power plays, they are unlikely to 
achieve important workplace goals. Similarly, we suggest that if health care research-
ers ignore power dynamics, they are likely to miss critical aspects of the system they 
hope to understand.

A third suggestion for future work is that we encourage much more multi- level 
research. Several studies we discussed above employ multi- level methodology (e.g., 
Chreim, Williams, and Hinings, 2007; Reay et  al., 2013). However, such studies are 
still too rare in our view. We certainly know that multi- level studies involve signi�cant 
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time and e�ort, but we believe that such research is absolutely essential to improving 
our knowledge of health care because of its highly institutionalized and profession-
alized nature. Change initiatives at one level can rarely be successful without speci�c 
consideration and attention to other levels. For example, changes in public policy 
are highly unlikely to be re�ected in practice change without signi�cant work from a 
variety of well- positioned and engaged actors at mid-  and lower organizational levels. 
Institutionalized practices rely on institutionalized approaches to policy, in addition 
to the well- established ways of doing developed within all health professions. Further 
research that investigates these interconnections is essential.

Overall, in terms of research directions, we believe that all of these previous sugges-
tions, but especially research that deals with relationships between logics, work and 
meaning, will provide purchase on identifying when change will be di�cult, if not 
impossible, and when it is likely to occur with relative ease. It is in examining the ways in 
which actors are aligned with respect to particular issues and how the power dynamics 
play out in di�erent situations that we will gain a better understanding of successful and 
unsuccessful change.

In closing, we want to reiterate that health care is a setting where understanding the 
processes of institutionalization and professionalization and their interrelationship, is 
essential. Stability in the system is critical to the ongoing reliability and predictability of 
high quality services. However, the tightly connected roles and responsibilities of highly 
professionalized providers together with taken- for- granted assumptions about what 
health care services should look like, means that resiliency can triumph over change 
that is needed and desired. Our review of the literature shows that the topics of insti-
tutionalization and professionalization have received signi�cant attention separately, 
and are gaining increasing attention in combination. We encourage more research that 
advances this approach, and hope that with more focus on power dynamics and mul-
tilevel interactions we can increase our understanding of how successful change pro-
cesses in health care can occur.
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Chapter 2

A New Lens on 
Organizational 
Innovations in 

Health Care
Forms and Functions

Stephen M. Shortell and Rachael Addicott

A con�uence of forces, including the need to control costs and improve the quality of 
care while simultaneously incorporating new biomedical advances, is reshaping health 
systems across the globe (McClellan et al., 2014). �ese forces are giving rise to new 
types of health care organizations, modi�cations of existing types, and development of 
many innovations in care delivery and payment. �is chapter addresses the overarching 
question of whether existing theories of organizational change and innovation can ade-
quately explain the tumultuous changes occurring in the health care sector worldwide 
(Allen et al., 2011; Blumenthal and Dixon, 2012; Klein et al., 2013; Lee and Mongan, 2009; 
Porter and Teisberg, 2006). We focus primarily on England and the United States (US) 
but also note developments in Australia, Canada, New Zealand, and Singapore.

Our primary contribution is to question the sacred cow and long “received wisdom” 
that “form follows function” in making changes or introducing innovations to improve 
organizational performance. We de�ne form as a macro- level concept involving the 
overall structure of the organization in terms of its size, ownership, governance, and 
arrangement of divisions and departments. We de�ne function as a micro level con-
cept involving the activities carried out that constitute the work of the organization to 
achieve its goals. Rather than form following function, we suggest a new possibility in 
which organizational forms emerge �rst followed by functions that are enabled by the 
newly emerged organizational forms. In brief, new organizational forms are needed in 
order to implement the innovations in functions. We suggest that this may be a more 
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accurate and useful framing for understanding the seminal innovations occurring in 
the health care sector now and in the future.

We organize our assessment around four sets of questions. First, what are the inter-
nal and external conditions under which new organizations or new arrangements of 
existing organizations emerge? Second, does form always follow function as current 
theories suggest or are there examples where changes or innovations in organizational 
forms occur �rst before changes or innovations in functions? �ird, are some organi-
zational forms more conducive for making changes or innovations in functions than 
other forms? If so, what are these? Fourth, can you change forms without also changing 
functions and vice versa? What might be the consequences of changing one without the 
other? What might be some examples? We do not question that form may also follow 
function but suggest that this is most likely to occur in situations of small or modest 
change where existing forms can “absorb” the changes in functions or can be altered 
a�er the fact to �t the changing circumstances. But changes involving more complex 
interdependent functions are less likely to be accommodated by existing forms. Rather, 
they require changes in form prior to attempting to implement the changes in functions.

Conditions under Which 
New Organizational Forms/ 

Arrangements Emerge

A number of economic, political, clinical and demographic challenges are driving innova-
tions in the development of new organizational forms in the health care sector. All coun-
tries face economic pressures on their health care systems. In England, the National Health 
Service (NHS) budget has been e�ectively frozen— although there is increasing demand 
for services from an ageing population. �e NHS has struggled both to keep within budget 
and to hit key targets for patient care. In the US there is continuing pressure to constrain 
the rate of growth in costs which currently comprise 18% of the gross domestic product 
(GDP). �ese expenditures are likely to increase as the population over age 65 is growing 
in all countries and, in many countries, becoming more diverse and further increasing 
health inequalities. �ese factors have resulted in increased pressure on the health care 
workforce which is also in�uencing the development of new ways of organizing.

�e past seven years havegiven rise to signi�cant legislative reform in both England 
and the US. In England, the Health and Social Care Act of 2010 triggered a major struc-
tural reform with the abolition of existing regional health authorities and purchasers, 
and the development of new organizations with responsibility for strategic commis-
sioning. �ese new bodies (Clinical Commissioning Groups, or CCGs) were intended 
to be more clinically led, and work with partners across other public services to meet 
the needs of the population into the future. In the US, the A�ordable Care Act of 
2010 expanded health insurance coverage for the uninsured and created Accountable 
Care Organizations (ACOs) that would share in payment savings for providing 
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more cost- e�ective care to de�ned populations of patients, Penalties for hospital re- 
admissions were also implemented.

�ese pressures and political reforms in both the US and England but also in other 
countries such as Australia, Canada, New Zealand, and Singapore have triggered a 
movement towards more accountable and integrated forms of delivering health services 
(Donato and Segal, 2010; Gauld, 2014; Vedel, 2011; Stukel, 2013; Cheah, 2012). Service pro-
viders collectively take responsibility (across organizations) for the health and well- being 
of a de�ned population to improve the quality and patient experience of care, as well as the 
overall health of the population, and to reduce the rate at which costs are rising. �ese have 
led to a corresponding shi� in governance structures and mechanisms of accountability.

The English Context

Decades of regulatory restrictions and fragmentation between and within organi-
zations has le� a legacy, with barriers to achieving signi�cant organizational change. 
Organizational fragmentation is compounded by fragmentation of payment mecha-
nisms. Local, regional and national commissioners all take �nancial responsibility for 
di�erent parts of health and social care and rely on di�erent currencies and contracts. 
�is payment fragmentation is one of the main “wicked problems” facing the NHS, rep-
resenting a misalignment of purpose and incentives.

�e increasing dissatisfaction and fragmentation has led to e�orts to develop di�er-
ent organizational models and to pool budgets across commissioners. For example, the 
Better Care Fund has been established as a single pooled budget combining £3.8 bil-
lion of existing funding to support health and social care services to work more closely 
together. In many places this will require a signi�cant expansion of care services in a 
community setting and could act as a catalyst for introducing signi�cant changes. 
Recently, national agencies have joined together to promote a selection of integration 
archetypes through the Five Year Forward View— these archetypes represent interorgan-
izational models where providers integrate either horizontally or vertically (National 
Health Service, 2014). �ere are various pilot schemes to support these “vanguards,” 
regions which demonstrate the capabilities to develop into these archetypes. �e intent 
is to support plans to develop integrated care across the continuum.

The US Context

�e demand for greater value in terms of better health outcomes for the 18% of GDP 
investment has been a major motivator for change in the USHealth status outcome 
measures in the US are generally in the middle or bottom quartiles in international 
comparisons (Davis et al., 2014).With rare exception, the rate of growth in health care 
expenditures on an annual basis has been greater than the increase in GDP— usually by 
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several percentage points— with little demonstrable gains in quality a or outcomes of 
care. �ere is also widespread variation in health care spending with no correlation with 
quality of care (Aaron and Ginsburg, 2009; Wennberg, Fisher, and Skinner, 2002).

�e third party fee- for- service (FFS) payment system which rewards providers for 
providing more services contributes to the greater health care spending. �us, new pay-
ment policies in the Medicare program and among private commercial insurers are 
moving toward paying for value; paying for outcomes and results; paying for keeping 
well. �ese include bundled payments that pay one amount for all care (e.g., inpatient 
and outpatient) for given conditions such as hip and knee replacements; episode of care 
payments which proved a �xed amount over a �xed period of time for a given condi-
tion episode such as for diabetes; partial capitation which pays a provider a set amount 
per member patient per month for de�ned services (e.g., ambulatory care); full capita-
tion which covers all services provided; and global budgets in which providers assume 
full risk for all services provided to a de�ned group of patients over time. In the latter 
case any savings achieved are then shared between the payer and the provider on a pre- 
determined percentage basis, generally 50/ 50. Losses can be fully absorbed by the payer; 
shared between the payer and provider; or totally absorbed by the provider.

A third major factor driving change in the US is public demand for greater trans-
parency of data and accountability for results. �e ACA has extended health insurance 
coverage to approximately 25 to 32 million more Americans but to select wisely they 
need information not only on bene�ts and price but also on the cost and quality of the 
provider networks associated with each health plan. Employers are also increasingly 
demanding such information. �ese pressures are likely to grow with the increase in 
consumer cost sharing evident in most of the insurance plans being o�ered.

A fourth motivator for change is the recognition that the current fragmentation of the 
system is not capable of responding to the new payment models and incentives. While 
slowly changing, most physicians in the US still practice in groups of nine physicians 
or fewer (Burns, Goldsmith, and Sen, 2013). While there has been growing horizontal 
consolidation of hospitals with each other over many years, vertical integration between 
hospitals and physician organizations has been slower to develop although is now gain-
ing momentum. Combined with the above forces— the demand for greater value for 
the money spent, a concerted movement away from FFS payment, and the demand for 
greater transparency and accountability— the push for greater integration has given rise 
to several new organizational forms with ACOs, and Patient- Centered Medical Homes 
(PCMHs) being among the most prominent.

Forms and Functions— Who Leads?

What is di�erent about the reforms now taking place in both countries is the increasing 
recognition that policy goals of achieving “greater value for the money spent” will not be 
achieved without major changes in organizational forms for paying for and delivering 
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care. �ey cannot be accomplished within existing organizations. To succeed, changes in 
organizational forms will need to precede changes in functions. In England they include 
the creation of Clinical Commissioning Groups (CCGs), GP Federations, and vari-
ous forms of integrated care organizations and new contractual models. In the US they 
include Accountable Care Organizations (ACOs), Patient- Centered Medical Homes 
(PCMHs) and Accountable Communities for Health (ACHs) (Shortell, Gillies, and Wu, 
2010b). �ese models all seek to change the boundaries of existing organizations.

In England, many commissioners and providers have arguably reached the limits of 
what they can conceivably achieve through functional changes within existing organiza-
tional boundaries and informal relationships. �ey are now driving through fundamen-
tal shi�s in form in order to trigger the desired functional changes. �e combination of 
large scale contractual procurements and pooled or capitated budgets requires a new 
organizational form to emerge in order to successfully deliver the services. In the US 
e�orts to expand team- based care and the use of evidence- based processes to care for 
patients with chronic illness have proceeded slowly (Friedberg et al., 2014; Rodriguez 
et al., 2014; Wiley et al., 2015). For the most part, they have been gra�ed on to an exist-
ing delivery system comprised of small physician practices loosely linked to other 
care settings and with almost no linkage to community and social services. As a result 
there is growing recognition of the need for new organizational forms better equipped 
to develop and implement new innovations in care delivery. �ese include the earlier 
noted ACOs and PCMHs (Edwards et al., 2014; Rittenhouse and Shortell, 2009; Scholle 
et al., 2011).

To some extent, the above developments might be explained by coercive, mimetic, 
and normative pressures based on institutional theories of isomorphic change 
(DiMaggio and Powell, 1983; Tolbert and Zucker, 1983; Zucker, 1987). Coercive pressures 
to adopt speci�c features or practices include mechanisms of political in�uence, power 
relationships, demands of the state and other large actors.. Both the A�ordable Care Act 
in the US and the Health and Social Act in England represent signi�cant examples of 
such coercive political in�uence. Mimetic pressures are characterized as those encoun-
tered by organizations that when faced with uncertainty, will then tend to imitate their 
peers that are seen to be more successful or in�uential. In England, many new organi-
zational forms have developed in response to early initiatives elsewhere in the country, 
and from international examples such as the ACOs in the US and the alliance contracts 
in New Zealand and England.

Normative pressures are also operating and are changing the very nature of how 
health care services are delivered over time. For example, there is growing acceptance of 
health care team approaches (Grace et al., in press; Rodriguez et al., in press), delegation 
of tasks to nurse practitioners and others, and more attention being given to the need 
to engage patients and families in their care (Carman et al., 2013; Hibbard and Greene, 
2013). For instance, advances in drug therapies and diagnostic services mean that more 
people can receive treatment in their own home. Similarly, non- invasive treatments 
mean less concern for infection control and other follow up activities. When accom-
panied with other remote monitoring devices and new forms of communication (such 
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as electronic health records, mobile applications and telecommunications), these new 
ways of interacting are becoming normalized by health professionals and patients.

On the other hand, normative levers also recognize that there are fundamental prin-
ciples or norms that are untouchable. In England, such norms center on free health care 
at the point of use and a dominance of public funding and provision. In the US, these 
enduring norms are re�ected in preserving patient choice and pluralism in �nancing 
and delivery. �ese normative levers both drive organizational change but restrict the 
direction of change, as innovations must work around these untouchables— and thus 
develop imperfect and compromised organizational solutions.

�ese developing forms involving the relational properties of organizations have been 
largely ignored by existing organizational theories (Baum and Amburgey, 2002). �e 
markets, hierarchies, and networks framework has made signi�cant contributions to 
explaining archetypical organizational forms in many sectors (Greenwood and Hinings, 
1988; Greenwood and Hinings, 1993; Jung and Lake, 2011; Powell, 1990). �ese perspec-
tives acknowledge change over time in response to both internal and external forces but 
typically suggest that the hybrid states that emerge from such changes are temporary 
and that organizations gravitate towards a stable state. �e question that emerges, how-
ever, is at what point “temporary” becomes “enduring”? �e hybrid state becomes the 
new state representing a new organizational form itself and not a temporary response to 
the various forces? �e ongoing alliances, enduring networks, and other arrangements 
in the health care sector do not �t neatly within existing frameworks of organizational 
forms or change. Across both integrated care models in England and ACOs in the US 
and similar arrangements in other countries we are witnessing the creation and adap-
tation of seemingly enduring organizational forms. We suggest that these forms are 
emerging a priori to provide a platform for future changes in innovative care delivery 
models and related functions.

Within the above context, and following many others, we suggest that organiza-
tions exist to solve the twin problems of di�erentiation and integration (Galbraith, 
1973; Lawrence and Lorsch, 1967; Mintzberg, 1979). Di�erentiation involves the divi-
sion of tasks and specialization of functions needed to achieve the organization’s goals. 
Integration involves the unity of e�ort needed to coordinate the functions and tasks 
needed to achieve the goals. �e greater the division of labor and specialization of func-
tions, the greater the need for coordination and for more sophisticated forms of coordi-
nation (�ompson, 1967). Where tasks are only loosely linked to each other, centralized 
“pooled” mechanisms can be used. Where tasks are sequential (i.e., one way directional) 
transactional coordination mechanisms can be used such as written routines. But 
where tasks are reciprocally interdependent with much back and forth communication 
required, more �exible relational coordination mechanisms are needed.

We suggest that these foundational concepts and theories of organizations and organ-
izing (Weick 1969, 1974) are key building blocks for understanding the new forms of 
organizations emerging in the health care sector. Further, we suggest that they can help 
explain why it is that forms (i.e., organizations) o�en precede functions (i.e., organizing).
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�e problems for health care organizations to solve have changed dramatically with-
out, for the most part, a corresponding change in the organizations needed to solve 
them. In many respects, the growing demands of an increasing chronically ill popula-
tion have overwhelmed a health care system designed to primarily treat episodic acute 
illnesses. �e systems of care are roughly a century behind the needs of the population. 
Attempts to change the division of labor (e.g., develop primary care teams or consider 
more �exible workforce models) or develop new types of integration (e.g., care tran-
sition teams) have been largely ine�ective because they have been tried largely within 
existing organizational forms. Forms have not followed functions; largely due to the cul-
tural, institutional, and professional forces deeply embedded with each country’s health 
system. Taking care of people with chronic illness, and o�en with multiple chronic ill-
nesses, requires a very di�erent form of organizing. In particular, patients themselves 
become a key member of the health care team challenging the traditional doctor- patient 
relationship. Coordination is now needed across di�erent providers, teams, and set-
tings over time. �e traditional �ow of physician work is disrupted (Bodenheimer, and 
Bennett et al., 2009; Ho�, 2010). Meeting these challenges is di�cult to do without �rst 
changing the organization in which the functions are performed.

England: Examples and Challenges

In England, the last several years have seen new organizational forms developing across 
the bodies that both pay for and provide health care services. . Many of these initiatives 
are driven by a highly technocratic approach, relying on contracts and performance 
measures to drive new partnerships.

Clinical Commissioning Groups

Clinical commissioning groups (CCGs) are a core part of the government’s reforms to 
the health and social care system. �ey have replaced primary care trusts as the com-
missioners of most services funded by the NHS in England. �ey now control around 
two- thirds of the NHS budget and have a legal duty to support quality improvement 
in general practice, although national bodies have retained responsibility for commis-
sioning most primary care provision and specialized services. All GP practices were 
required to be members of a clinical CCG and 211 groups became operational in April 
2013. �e aim was to give GPs and other clinicians the power to in�uence commission-
ing decisions for their patients.

Each CCG has a constitution and is run by its governing body. Each CCG typically has 
geographical boundaries that are coterminous with those of local authorities, though 
one authority may contain several CCGs. Although all GPs must be a member of a CCG, 
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in practice CCG boards comprise a range of people from di�erent backgrounds, with 
GPs in a minority among accountable o�cers.

To promote integration, CCGs have developed complex governance arrangements 
that vary signi�cantly. �e majority have some form of locality structure to support 
GP engagement and local priority- setting. Partnership arrangements and alliances of 
varying degrees of formality are also common between CCGs, o�en including sharing 
senior management posts and development of joint commissioning plans. �ese part-
nerships are necessary so that smaller CCGs can operate at scale, but they do further 
complicate governance arrangements and can create additional barriers to engagement 
if decision- making at partnership level is seen as remote from local GPs.

GP Federations

In addition to their changing role as commissioners, there has been some change in 
the way GPs work as providers. GP Federations see groups of practices and their pri-
mary care teams working together, sharing responsibility for developing and delivering 
high quality, patient focused services for their local communities. Practices within a GP 
Federation may share responsibility for a range of functions, including developing, pro-
viding, or commissioning services, training and education, back o�ce functions, safety 
and clinical governance.

�ere are a range of Federation structures, from a relatively loose alliance to a highly 
managed model. Federations are typically structured through a collective legal entity 
such as a social enterprise, limited company or charity. �eir intention is to help ensure 
the continued viability of primary care— and the personal link between the patient 
and the GP— in a period when small or single handed practices, operating in isolation, 
are �nding it increasingly di�cult to provide a full range of clinical services, alongside 
ongoing operational practices and increasing commissioning responsibilities.

GP Federations intend to increase the range of primary care services by moving ser-
vices from hospital settings and developing as many services as possible within the com-
munity, including enhanced diagnostic services and minor surgery. GP Federations 
would o�er advantages to GPs and their sta�, not least of which would be the freedom 
to deliver a more professional and comprehensive service and allow them to operate 
at a scale necessary to deliver a broader range of services. But the greatest advantages 
are those that improve services for patients, including: better access to GP services with 
opening hours that re�ect the needs of the local community; di�erent ways of access-
ing services with booked appointments and unscheduled “walk in” clinics; services in 
familiar GP settings rather than in hospitals or hi- tech health centers; strong patient 
involvement with patient representation on Federation boards; tailored services speci�-
cally designed to address very local needs; a greater emphasis upon health promotion; 
and continuity of care with shared patient records and integrated care pathways.

Similar examples exist in other countries. In the Quebec province of Canada, family 
medical groups and network clinics have formed to improve the integration of care for 
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older persons and people with chronic illness (Vedel et al., 2011). Similar developments 
have occurred in British Columbia and Ontario to facilitate quality improvement, 
access to care, and to create economies of scale (Hutchison et. al., 2011). In Australia, pri-
mary care organizations (PCOs) have emerged using a needs- based capitation budget to 
better manage the delivery of health care services to a de�ned population (Donato and 
Segal, 2010). In New Zealand, district health boards that fund regional hospitals have 
formed an alliance with corresponding primary health organizations (PHOs) to better 
integrate services across levels of care (Gauld, 2014).

Integrated Care Organizations

In contrast to some of the more speci�ed interorganizational partnerships in the US 
described below, many integrated care organizations in England have not thus far 
adhered to a single or series of speci�c models. However, more recent local and national 
initiatives suggest that there are movements towards a set of overarching interorgani-
zational models. �e Five Year Forward View sets out a national blueprint for a series of 
partnership models. Amongst other models, the vision describes integrated approaches 
such as multispecialty community providers (based around general practice) and pri-
mary and acute care systems (focusing on vertical integration). Local regions can 
“choose” which of these models they are to operate, and then apply to a pilot program.

In 2014, the British government selected 14 pioneering local areas to act as exemplars 
(or “vanguards”) of integrated care, demonstrating the use of ambitious and innovative 
approaches to e�ciently deliver person- centered and coordinated care across the whole 
of their local health, public health and care and support system for the bene�t of patients 
and service users. More recently, the government announced 29 vanguard communities 
to take forward the models described in the Five Year Forward View.

Alongside these models, there is an array of di�erent forms being discussed, pro-
moted and implemented— prime contractor, prime provider, integrator, lead provider, 
accountable provider, accountable care organization and alliance are some of these mod-
els (Addicott, 2014). All of these can then be administered within various structures— 
legal contract, an agreement or a memorandum of understanding. Providers then 
establish an organizational and/ or governance model to deliver care according to the 
terms of the contract.

Much of what is being seen in England is an attempt to use organizational form to 
stimulate changes in function, based on a theory by commissioners that a new innovative 
contract will drive providers to work together. �ese ideas tend to be adapted from ini-
tiatives from other countries such as Australia, New Zealand, or the U.S or other sectors,  
which are then reconceptualized for the NHS. Implementation tends to be highly tech-
nocratic, o�en ignoring relational aspects. Consequently, any relational con�icts even-
tually re- emerge, and can override the contractual or organizational form if they are 
strong enough. For example, a hospital can refuse to sign a sub- contract with a new 
overarching “integrator”— and the entire process grinds to a halt and the system defaults 
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to inertia or business as usual. Furthermore, there are concerns about the “compatibil-
ity” in the governance of the di�erent organizations that make up these alliances or new 
organizational forms. For instance, provider alliances in England can easily comprise 
voluntary/ not for pro�t, private, NHS, local council organizations. �e alliance itself 
typically forms its own governance arrangements, but the organizations within it have 
very di�erent “governance cultures” and realms of accountability (i.e., to sharehold-
ers, the public/ taxpayers, an electorate).�ere is need to study these hybrid governance 
structures.

US: Examples and Challenges

Two of the “new” organizational forms emerging in the US are based largely on alli-
ance and partnership formation involving pre- existing organizations. �ese are the 
Accountable Care Organizations (ACOs) and Patient- Centered Medical Homes 
(PCMHs). �e third, the Accountable Communities for Health (ACHs), is new but still 
based largely on organizations that pre- existed in sectors outside of health care such 
as education, housing, and transportation. We consider each in turn examining their 
formation and potential to meet the twin challenges of di�erentiation and integration.

Accountable Care Organizations

ACOs are entities that accept responsibility and accountability for both the cost and 
quality of care provided to a de�ned population of patients (Shortell and Casalino, 
2008). �ey typically include a physician organization and hospital and may also include 
nursing homes, skilled nursing facilities, home health agencies and related providers. 
�ey may be organized around an integrated delivery system (IDS), a multispecialty 
group practice, a physician- hospital organization, an independent practice association 
(IPA) or even a network of loosely organized practices (Shortell, Casalino, and Fisher, 
2010c). �ey enter into contracts with the Federal Government for Medicare patients 
and with private commercial insurers for other patients to accept a given amount of 
funds to care for a group of patients. Once various quality measures are met, they are eli-
gible to share in any savings that may have been generated by staying within the agreed 
upon allotment of funds. �us they have an economic incentive to better coordinate 
care and reduce unnecessary hospitalization, re- admissions, emergency department 
visits, and repeat testing.

�ere are currently over 700 ACOs in the United States with approximately half hav-
ing primarily Medicare contracts and half private commercial contracts with some hav-
ing both (Lewis et al., 2013; Muhlestein, 2013). �ey vary in the extent to which they are 
di�erentiated in regard to the services they provide and the number of di�erent types of 
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organizations that are ACO members (Colla et al., 2014; Shortell et al., 2014). Fi�y four 
percent (54%) are members of integrated delivery systems.

�e key aspect of this new payment/ organizational model is that it creates a plat-
form for functional innovation to occur. �is is particularly true where payment moves 
away from fee- for- service to include bundled payments, capitated payments, and global 
budgets that create incentives for providers to collaborate. In these settings one observes 
innovations in care redesign, care transition programs, medication management, del-
egation of more functions to other health care professionals, and new ways of engag-
ing patients and their families. �e ACO “form” precedes and allows the adoption and 
implementation of these innovations in functions in care delivery that are particularly 
important for people with chronic illness.

Evidence on the performance of ACOs in regard to costs, quality and patient experi-
ence is still emerging (Centers for Medicare & Medicaid Services, 2014; Colla et al., 2012; 
Epstein et al., 2014; Song et al., 2012; Song et al., 2014). �ere are many challenges includ-
ing the presence of still large numbers of small and independent physician practices that 
may not have the resources to accept accountability for cost, the need for strong physi-
cian leadership, the need for more timely data feedback from payers, the need for more 
interoperable electronic health records (EHRs), the need for greater change manage-
ment skills, the need to develop more e�ective teams, the need for e�ective partnership 
development; and the need to e�ectively engage patients and their families in their care 
(Burns and Pauly, 2012; Goldsmith, 2011; Larson et al., 2012; Mechanic and Zinner, 2012).

Primary Care Medical Homes

PCMHs have emerged primarily to provide more comprehensive coordinated care for 
people with multiple chronic illnesses. �e basic concepts have been around for sev-
eral decades. �ese include an emphasis on personalized, whole person, coordinated 
care across conditions, episodes of care, providers and settings over time organized by 
a primary care provider (Primary Care Collaborative, 2014). What is new is the empha-
sis on “new model” practice involving use of electronic health records, implementation 
of the chronic care model and participation in continuous quality improvement initia-
tives. (Friedberg et al., 2009; Rittenhouse and Shortell, 2009; Wagner et al., 2001). Most 
important, there are payment incentives for coordinating care and practices are eligi-
ble for additional income from participating in pay for performance and related pro-
grams. In many cases PCMHs are the building block for ACOs at the individual clinic 
practice site level. �ere are currently over one thousand PCMHs in the US (Edwards 
et al., 2014).

PCMHs primarily provide an organizational form for physician practices to bet-
ter address the integration function; speci�cally, the coordination of care. Examples 
include the addition of pharmacists and social workers on care teams, timely com-
munication with patients following hospital discharge or an emergency department 
visit, giving patients access to their electronic health record through portals and using 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   55 12/30/2015   11:53:36 AM



56   Stephen M. Shortell and Rachael Addicott

decision- making videos describing treatment options for elective procedures. �e 
PCMH enables these functional innovations to occur by providing a conducive organi-
zational structure and payment model.

�e evidence to date on the impact of PCMHS on quality of care, cost and patient 
experience is mixed. Some have found positive associations with improved quality 
and decreased emergency department use, and reduced costs while others have found 
no such relationships (Friedberg et al., 2014; Ho�, Weller, and DePuccio, 2012; Kern, 
Edwards, and Kaushal, 2014; Reid et al., 2009; Werner et al., 2014). �e PCMH model is 
primarily aimed at increasing the capabilities of mostly smaller practices to provide care 
under risk- based �nancial models of payment. Given the many cultural and structural 
changes needed for this to occur, they are unlikely to spread rapidly without consider-
able technical assistance and support. For example, data exist showing that even larger 
physician practices use on average less than half of twenty recommended elements of 
an index measuring PCMH functions (Rittenhouse et al., 2008). �us, it is likely that 
the PCMH organizational form will need to be coupled with other forms such as ACOs 
to create the needed infrastructure and scale to address the challenges of di�erentiation 
and integration needed to improve care and reduce the rate of growth in costs.

Accountable Communities for Health

In both England and the US there is increasing recognition that in order to improve 
population health while constraining costs it is necessary to integrate health care ser-
vices with public health and community/ social services. �is requires the development 
of new organizational forms that can transcend sectors. For example, in the US ACOs 
are charged with the responsibility for improving population health but it is limited 
to the health of its own population of patients and not of the broader community. To 
address community wide issues that also involve the underlying social determinants 
of health, the health sector and its organizations need to engage with organizations in 
the education, housing, transportation, and other sectors that also in�uence population 
health (Halfon et al., 2014; Noble and Casalino, 2013; Shortell, 2013). Given new payment 
models that are rewarding providers for keeping people well and growing recognition 
of the role played by community- based social determinants of health there is increased 
interest in developing what have been variously called Accountable Care Communities 
(ACCs) or Accountable Communities for Health (ACHs). �e ACH is a cross sector 
alliance or partnership of all relevant sectors that in�uence the health of the entire com-
munity. Among its key functions are to: 1) conduct a health needs assessment of the 
community; 2) develop shared goals based on the health needs assessment; 3) allocate 
resources aligned with strategies and action plans to meet the goals; 4) develop data 
and information systems to measure costs, quality, and related metrics to assess pro-
gress toward the goal; 5) hold the various entities involved accountable for results and 
6) and develop a system for fairly allocating shared savings among the parties involved. 
�is new organizational form is essentially a population health management system 
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(Shortell, Gillies, and Anderson, 2010a) based on paying for health (Kindig, 1999). Key 
to its success is whether there exists su�cient cross- sector leadership in the community 
to come together to form such an entity; sometimes referred to as an “integrator.”

�e ACH recognizes that to address population health places increased demands on 
both di�erentiation of tasks and integration of e�ort to coordinate those tasks as the 
challenge is not only to do so within sector organizations but across them. �ere is an 
extensive literature on alliances and partnerships in both the health and non- health 
sectors (see for example Conrad et al., 2003; Gulati, 1998; Kaluzny, Zuckerman, and 
Ricketts, 2002; Zajac, D’Aunno, and Burns, 2011; Zuckerman and DAunno, 1990). It 
emphasizes the importance of developing shared goals from the outset, perceived value 
for the parties involved, frequent communication, skilled leadership with the abil-
ity to manage con�ict, and visible data to monitor progress among other needs. �ere 
are some emerging examples in the US including Akron, Ohio (Austen BioInnovation 
Institute in Akron, 2012) which has brought together 70 di�erent groups to focus on 
type 2 diabetes. Early results suggest a reduction in costs of (US)$3,185 per person per 
year; a decline in emergency room visits; and improved self- rated health. Participating 
organizations receive a share of the cost savings with the remainder re- invested into the 
ACC to sustain and expand e�orts. Based, in part on Akron’s early success, some states 
such as California and Minnesota are including the ACH concept in State Innovation 
Model proposals to the Federal government for development funds. Creating such 
cross- sector organizational entities is challenging given each sector’s own goals and 
objectives. �e key lies in creating su�cient shared goals in which each sector organiza-
tion involved realizes it cannot achieve its goals without close collaboration and coor-
dination with organizations in other sectors. In brief, a high degree of interdependence 
is needed (Shortell, Gillies, and Wu, 2010b). Once again, a new organizational form is 
needed in order to take on the many functions involved in improving population health. 
Organizational innovation precedes or enables functional innovations.

Similar organizational arrangements are emerging in other countries. For example, 
in Quebec, Canada, the earlier noted family medical groups (Groupe de médecine de 

famille, or GMFs) composed of 6 to 12 physicians are being formed to provide greater 
access and continuity of care including linkages to health and social services (Vedel 
et al., 2011). In Ontario, Canada, research has identi�ed multi- specialty physician net-
works which might become the basis for more formal organizations to provide more 
e�cient, integrated and accountable care (Stukel et al., 2013). In Singapore, the develop-
ment of the Agency for Integrated Care (AIC) has facilitated the linkage of primary care 
physicians with home care, day care centers, and social service agencies (Cheah, 2012).

Form- Function Alignment

Are some forms of organization more conducive for making changes in functions 
and processes than others? If so, what are they and why do they provide for greater 
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innovations in functions and processes than other forms? A  related question is to 
what extent does there need to be alignment between a given organizational form and 
given functions or processes? We suggest that the key to answering these questions lies 
in assessing the degree of change or innovation in functions and processes needed to 
achieve the organization’s goals. �is, in turn, is related to the organization’s degree of 
di�erentiation/ specialization in the tasks to be performed on the one hand and its need 
for integration and coordination of e�ort on the other hand. Di�erentiation can occur 
without a corresponding change or very little change in integration and vice versa in 
addition to changes in both. �e major challenge to the health care systems of England 
and the US is that the delivery of health care has become so much more complex requir-
ing increased levels of di�erentiation re�ected in increased specialization of tasks and 
services. �e integrating mechanisms have been largely absent or weakly applied within 
the existing organizational forms. Long standing e�orts in both countries to attempt 
this within the current historical organizational forms have had limited success, such as 
small physician practices and independent hospitals in the US and GP practices deliver-
ing a wider range of more traditionally acute care services in England (Imison, Naylor, 
and Maybin, 2008; Porter and Teisberg 2006). �us, there is a growing recognition of 
the need for changes in forms to serve as a foundation or platform to make changes in 
functions and processes to provide more integrated cost/ e�ective care in the face of the 
increased specialization of tasks and services. We suggest some of the forms that might 
be most conducive to making these changes.

Examples from England

Many initiatives in England are being designed by commissioners and policy makers, 
in partnership with providers. Many of these use contractual mechanisms to stimulate 
new organizational forms.

An emergent form sees a set of providers enter into a single agreement with a com-
missioner to deliver services through an alliance contract. �e commissioner(s) and 
all providers within the alliance share risk and responsibility for meeting the terms of 
a single contract. �ey are not coordinated by a single leader or integrator and there 
are no sub- contractual arrangements. Everyone within the alliance is an equal partner 
and they must instead rely on internal governance arrangements to manage their rela-
tionships and delivery of care. Alliance contracting is a fairly recent development in 
the NHS and most examples come from the construction industry in Australia or from 
health partnerships in New Zealand (Gauld, 2014; Timmins and Ham, 2013).

Alliance contracts rely on the strength of interpersonal relationships, requiring high 
trust. If the members of the alliance are not in alignment, then they are unlikely to reach 
their overarching objectives or outcomes. �e intention of this approach is that integra-
tion and collaboration are formalized through the contract, as commissioners and pro-
viders within the alliance are legally bound together to deliver the speci�c contracted 
service. As such, they should be incentivized to innovate and identify e�ciencies across 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   58 12/30/2015   11:53:36 AM



A New Lens on Organizational Innovations in Health Care   59

the system— rather than solely within their organization. �is is distinct from an alli-
ance of providers that might come together informally for a time- limited period on a 
particular project. An alliance contract legally binds commissioners and providers 
together to deliver services for a population on an ongoing basis.

A contract of this type carries greater �nancial and clinical risk for providers, who are 
accountable for their own performance and that of other providers within the alliance. 
�e provider members of the alliance will need to decide a formal “agreement” and gov-
ernance framework through which money can �ow and decisions can be made, as well 
as a model of service delivery. Providers establish an alliance leadership board where 
all members have an equal vote. Given the mutual dependencies, an alliance contract 
might be most suited where there are well- established provider relationships.

While the provider members of the alliance are accountable to the CCG, those within 
the alliance must determine the mechanisms and vehicle by which they will hold each 
other to account. �e alliance may decide to establish a special purpose vehicle (e.g., 
joint venture, community interest company or other legal structure) to govern the alli-
ance and stipulate the necessary safeguards around issues such as individual provider 
failure or malpractice. Alternatively, providers can collectively govern the alliance 
through an alliance leadership board with an agreed membership and terms of refer-
ence. �e commissioner will have a direct relationship and single line of accountability 
to this special purpose vehicle or leadership board.

Alternative interorganizational forms are emerging in areas where there is less his-
tory of collaboration and lower trust between partners. In these prime contractor 
approaches, a commissioner contracts with a single organization (or consortia) which 
then takes responsibility for the day- to- day management of other providers that deliver 
care within the contracted scope or pathway. �e prime contractor manages this supply 
chain through individual sub- contracts with each of the providers to deliver the speci�c 
contracted service.

�e commissioner retains overall accountability for the commissioned services 
through their direct relationship with the prime contractor, while the prime contractor 
holds each of the sub- contractors individually to account. �e prime contractor takes 
responsibility for designing a delivery model and patient pathway that will most e�ec-
tively meet the terms of the contract. �ey use the terms of the sub- contracts to stimu-
late the necessary behaviors and performance they wish to see across other providers.

�e prime contractor carries a great deal of risk for the population it covers, and 
must be comfortable that it has the skills and knowledge to be ultimately responsible for 
the performance of the sub- contracted providers. �e prime contractor manages this 
risk through the terms of the sub- contracts and how it holds those within the supply 
chain to account. �e terms of the sub- contracts intend to stimulate providers to work 
together and with the prime contractor to deliver care across the pathway. �ere is no 
necessity for providers to design a separate interorganizational form outside of these 
sub- contracts.

Typically— but not exclusively— the prime contractor is allocated a capitated budget 
to manage all care for the speci�c population or disease group. To varying extents, a 
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proportion of this budget is “at risk,” dependent upon the prime contractor (through its 
supply chain) meeting stipulated outcome measures. �e model is based on the premise 
that these measures are more likely to be achieved if the prime contractor manages the 
pathway and encourages providers to work together more e�ciently. In this sense, the 
commissioner contracts the prime contractor to be the service integrator.

In variations of the model, the prime contractor additionally provides services. �is 
alternative is o�en referred to as a prime provider model. While a prime contractor will 
not deliver care as part of the agreement, a prime provider would deliver some or all care 
within the contract. In situations where this approach has been employed, the intention 
is to limit further fragmentation that could be caused by introducing a new organization 
into the landscape (i.e., the integrator). Instead, the intention is that the prime provider 
has greater leverage for transformation by directly building their provider capacity and 
delivery model to meet the terms of the contract.

Examples from the US

It is important to recognize that ACOs, PCMHs, and ACHs are broad categories or types 
of organizational forms within which di�erent models or sub- types exist. Since ACOs 
o�en contain PCMHs and, in turn, are becoming a part of ACHs they serve as a good 
example for examining whether some speci�c types or forms encourage greater inno-
vation than other forms or types. While, as previously noted, there are over 700 ACOs 
in the US, research has identi�ed three dominant largely distinct sub- types or forms 
(Shortell et al., 2014). �ese are large Integrated Delivery System (IDS) linked forms 
o�ering a broad scope of services; small physician- led organizations o�ering a relatively 
narrow array of services; and hybrid joint hospital- physician or coalition led forms o�er-
ing an intermediate scope of services. For purposes of illustration, we consider how con-
ducive each of these forms might be for adopting and implementing three functional/ 
process innovations in�uencing the delivery of care— use of complex case managers; 
electronic health records; and patient activation and engagement (PAE) approaches.

Given the growing number of patients with multiple complex chronic illness, many 
providers are introducing complex case or care managers (typically nurses) who lead 
teams overseeing the care of these patients. We suggest that the IDS and Hybrid ACO 
forms may o�er the best platform for making such changes due to their experience with 
o�ering a broader scope of services (including post- acute care facilities) that patients 
with multiple chronic illnesses may need. Between the IDS and hybrid form one might 
favor the IDS given their more integrated structure and likely greater resources to initi-
ate such changes. �eir larger size alone provides economies of scale and scope to spread 
resource investments in hiring and training the complex care mangers. �e smaller 
physician led practices are less likely to be successful in implementing complex case 
mangers due to o�ering a more narrow scope of services and being less able to create 
economies of scale and scope in resource investments.
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�e adoption and implementation of electronic health records (EHRs) in the US has 
increased signi�cantly in recent years (Adler- Milstein et al., 2014; Furukawa et al., 2014; 
Hsiao et al., 2013), although there is considerable variability in regard to full use of its 
various functions and, in particular, in regard to inter- operability between hospitals, 
physicians, other providers, and payers (Adler- Milstein and Jha, 2012; Adler- Milstein 
et al., 2014; Hsiao et al., 2013; McClellan et al., 2013; Vest, Campion, and Kaushal, 2013; 
Williams et al., 2012). �e IDSs and physician led ACOS are more likely to be the form 
to promote the continued evolution and innovation in use of the EHR rather than the 
hybrid ACOs. Many IDSs have a long history of EHR use that can be drawn on, in 
addition to having the resources to invest. Physician led ACOs tend to score high on 
performance monitoring and accountability using measures such as, individual physi-
cian feedback reports on the quality of care provided to patients and, thus, have strong 
incentives to invest in EHRs to generate the needed data for the reports. �ey can also 
receive �nancial assistance through the Meaningful Use program (DesRoches et al., 
2013) and technical assistance support for implementing EHRs through the Regional 
Extension Center and other state and federally funded programs (Lynch et al., 2014). 
In contrast, hybrid hospital- physician ACOs must typically confront di�erent IT 
platforms and systems used by each party making implementing HER innovations 
di�cult.

Some examples of PAE innovations are the use of surveys to measure how activated 
patients are to participate in their care (Hibbard et al., 2004; Hibbard et al. 2007); train-
ing physicians and nurses in motivational interviewing focusing on soliciting informa-
tion on what really matters to patients; and the use of shared decision- making videos to 
help patients and family members to make decisions about elective procedures consist-
ent with their values and preferences (Arterburn et al., 2012; Elwyn et al., 2013). We sug-
gest that the IDS and physician- led ACO forms may be the best platforms to implement 
these innovations. �e IDS because of their ability to spread learning from one practice 
to another using their more integrated communication and coordination structures and 
the physician- led approach because of their greater ability to reach the front line clini-
cians to make the changes needed to incorporate these innovations in PAE. �e hybrid 
led hospital- physician ACOS may have a more di�cult time securing agreement among 
the parties involved given a greater variety of viewpoints on the pros and cons of these 
innovations.

�e above examples are intended only to illustrate how various organizational forms 
may be more or less conducive to facilitating internal innovations in care delivery func-
tions and processes. �ey do so by o�ering di�erent degrees of di�erentiation and inte-
gration within which functional innovations can occur. It is in this sense that one can 
consider the extent to which a given organizational form “�ts” or “matches up” with a 
given function or process innovation. �ere are many opportunities in both countries 
to further explore Form- Function relationships that can inform theory, policy, and 
practice.
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Changes in Form and Function

�e themes discussed in this chapter raise the questions of whether an organization can 
change form without a corresponding shi� in function, or vice versa. And what the con-
sequences might be of changing one without the other.

Figure 2.1 provides a framework for considering this issue. As shown, theoretically 
all four combinations are possible. But, as indicated we suggest that a priori changes 
in form will be most useful when signi�cant changes in functions are needed (cell 1).  
When the functional changes are minor or moderate, there is less need to change organ-
izational form as the existing structure can absorb or accommodate the new or altered 
function (cell 2). When organizational forms are changed without any apparent need to 
do so then there is either a waste of resources or the organization is making the change 
in anticipation of a future substantial change in function (cell 3). Finally, cell 4 depicts 
the status quo steady state situation where there is no need for either a change in func-
tion or form. Empirically, one could measure whether the changes in functions are 
minor, moderate, or major by such characteristics as whether the change involves recip-
rocally interdependent activities, the number of di�erent people a�ected by the change, 
the extent to which the change a�ects di�erent levels of the organization, the amount of 
resources involved, and the economics and other consequences of failure.

In summary, there have been numerous e�orts to change various functions and intro-
duce innovations in health care delivery, without giving su�cient attention to building 
a supportive organizational form. In England, existing institutions have been asked to 
take on additional commissioning and performance management responsibilities with-
out a corresponding shi� in form or governance. As indicated, this is now changing. In 
the US there have been long- standing e�orts to implement clinical guidelines and pro-
tocols; disease registries; care transition models, and continuous quality improvement 

Changes in Form

Yes No

C
h
a
n
g
es

 i
n
 F

u
n
ct

io
n Yes

Needed for

significant radical

change in function

Cell 1  

Can incorporate

minor or moderate

changes in function

Cell 2

No

May be wasteful

unless laying the

groundwork for

future substantial

changes in function

Cell 3

Status quo

Cell 4

Figure 2.1 FORM- Function Alignment Matrix

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   62 12/30/2015   11:53:36 AM



A New Lens on Organizational Innovations in Health Care   63

approaches and related changes in functions with highly varying success due, we argue, 
to failing to take into account the larger organizational setting or form in which these 
changes were embedded. �is, too, is now changing.

But aside from considerations of whether form should precede function. perhaps 
the more signi�cant consideration is the presence of a corresponding governance 
structure— across form and function— that either supports transformation, or actively 
or passively works against the ambitions of change. New organizational forms will likely 
require changes in governance and accountability.

Over time, we have seen a movement in how those delivering health services have 
been held to account. �ere has been a move away from an agency model of accountabil-
ity, where the accountability relationship is between the principal- agent or the doctor- 
patient. �is form of accountability is characterized by a lack of information, which 
can lead to uncertainty or trust issues. �e movement was then to a contract model of 
accountability, reliant on credible information and systems to override professional reg-
ulation and autonomy. �e move has since been to a governance model through loosely 
coupled networks. It is this model of accountability that might characterize current 
movements in the organization of health care in England and the US. �is approach 
requires leadership rather than authority, bargaining, negotiation, guidance and facili-
tation (Tuohy, 2003). However, across examples in England and the US at the moment, it 
appears that the thinking on governance has not caught up. �e approach to governing 
loosely coupled networks is not adequate for addressing the high- risk interdependent 
relationships described in these new organizational forms (Addicott and Shortell, 2014).

It is also important to recognize that some new organizational forms might be an 
enduring legacy of unsuccessful attempts at radical organizational change. Cancer net-
works in England serve as an example. Although initially conceived as a novel approach 
to managing knowledge across organizational and professional boundaries in cancer 
services, the model was eventually distorted by a prevailing emphasis on centrally driven 
performance management and structural reforms. �e result was an enduring, hybrid 
con�guration possessing characteristics of a market, a hierarchy, and a network form. In 
the US the Physician— Hospital Organization (PHO) model of delivering care met with 
highly variable success due to the challenge of overcoming historically very di�erent 
incentives and cultures between hospitals and physicians. Nonetheless, elements of it 
can still be found as part of an enduring legacy in the development of some ACOs.

An interesting question is whether these patchwork organizational forms are more 
adaptable? Various organizational forms have a “carrying capacity” or “absorptive 
capacity” for accommodating change in functions while maintaining essentially the 
same organizational form (Cohen and Levinthal, 1990). In England, these patchwork 
organizations can be seen where there are pockets of money all funding a single service, 
or with varying accountability mechanisms. In the US they can be found in the di�er-
ent models of ACOs and related forms as payment models evolve. �rough the exter-
nally changing environment, the function shi�s and the organizational form “makes 
do.” �e absorptive capacity of organizations is largely untested representing an area 
for further research. It is unclear whether there could be an external trigger such as a 
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new technological advancement, a sudden economic downturn or more slowly evolv-
ing demographic changes that would stimulate the need for changes in both forms and 
functions that might create a new entity. For example, an innovation in musculoskel-
etal care that focuses on building a pathway to encourage more community care might 
be challenged by a new simple/ cost- e�ective surgical treatment that changes the path-
way (function). �e question then becomes— does the structure (form) allow for this 
adaptability?

Conclusion

We have proposed that in the face of volatile signi�cant change in the exter-
nal environment— such as that occurring in the health sectors of England, the US, 
Australia, Canada, New Zealand, Singapore and, in many countries across the globe— 
one is likely to observe that changes in organizational form will precede changes in 
functions. Function follows form rather than the received wisdom of form following 
function. �is is because the complex external drivers require new forms or platforms 
for introducing new functions or making signi�cant changes in existing functions. 
�e demand for greater value in England and the US and, indeed, in many countries 
has been a major stimulant for the development of new organizational forms. While 
coercive, mimetic, and normative factors may explain why the new forms may share 
some commonalities over time and begin to look alike (e.g., ACOs in the US inte-
grated care models in England, primary care organizations in Australia, and primary 
health organizations in New Zealand) existing theories are challenged to account 
for many of the new developments. �e new forms such as clinical commissioning 
groups, GP federations, and integrated care organizations in England and ACOs, 
PCMHs and Accountable Communities for Health in the US and the arrangements 
in other countries do not �t neatly within existing frameworks. �ey have emerged, 
however, to deal with the fundamental organizational dual challenges of di�erentia-
tion and integration

Recognizing that the new forms may precede changes in or the development of new 
functions alters the way of thinking about form- function alignment or “�t.” Instead of 
trying to post- hoc �t form to functions one is placed in an a priori position of select-
ing an organizational form that can best accommodate or facilitate changes or innova-
tions in functions to be adopted and implemented. �e decision choice is anticipatory. 
In England the hope is that the CCGs participating in new payment and contracting 
arrangements will be able to support changes such as discharge planning innovations, 
use of community and social services and patient follow- up and feedback. In the US it is 
hoped that ACOs, for example, will support further implementation of electronic health 
records, care coordination programs, and various patient/ family engagement activities. 
In both countries the extent to which this occurs will depend importantly on the quality 
of management and governance of the new forms.
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�e re- framing of the “form follows function” paradigm opens up several new areas 
for research. For example prospective studies involving the introduction of new innova-
tions can be examined to see if they are preceded by changes in organizational forms or 
if such changes are made concurrently or sequentially. Given su�cient historical data, 
retrospective analysis could also be done involving the dates of past changes in organiza-
tional form relative to past changes in organizational functions linked to various meas-
ures of organizational performance. Where the external demands are such that they are 
likely to have a major pervasive impact on the organization then one would hypothesize 
that form preceding functional changes will be associated with better performance out-
comes, while the reverse might be hypothesized where the changes involved are minor. 
Signi�cant contributions could also be made by comparative qualitative case study 
research to further develop the typology we set out in  �gure 1, and characterize the con-
ditions that a�ect the interplay between form and function. Such studies could provide a 
rich understanding of what organizational leaders consider in making “form- function” 
decisions and the implications of those decisions for organizational performance
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Chapter 3

Narratives of 
Health P olicy

Graeme Currie and Graham Martin

Introduction

Regarding dimensions and the e�ect of policy in health care systems, we note the fol-
lowing terms as in�uential, at least in the Anglo- American context: “new public man-
agement” (Hood, 1991), in the development of which the United Kingdom has played 
a central role, and, within the United States, “Reinventing Government” (Osborne and 
Gaebler, 1992). However, readers should note the impact of new public management 
and Reinventing Government has spread beyond the United Kingdom and United 
States, particularly across North America, Australasia, and the Paci�c Rim, with both 
the World Bank and the Organisation for Economic Co- operation and Development 
(OECD) acting as conduits for the di�usion of reform (McLaughlin and Osborne, 2002; 
Pollitt, 2002).

As with a limited number of studies within the public administration domain before 
us, we seek to undertake a narrative analysis of health policy reform (Bevir and Rhodes, 
1999, 2006; Borins, 2011a, 2011b; Ferlie, Musselin, and Andresani, 2008; Pollitt, 2013). 
However, in contrast to Ferlie, Musselin, and Andresani (2008), who compared and 
contrasted two narratives of policy reform of new public management (Hood, 1991) and 
network governance (Skelcher, 2000), we consider them together, notably under one 
of our three narrative themes, “markets” (our other two themes are “management” and 
measurement’). As Ferlie, Musselin, and Andresani (2008) note, the two reform narra-
tives are not mutually exclusive and may well co- exist within the same country. A nar-
rative analysis takes a long view and looks for both change and continuity over time. By 
examining health policy reform as a narrative underpinned by three themes, we high-
light its intention to persuade its intended audience of the likelihood of a better future, 
assured by government intervention, at the same time as it sets that imagined future. 
To do so, a policy reform narrative encompasses the structure of any story or tale. �us, 
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we have villains, for example, protectionist professionals or administrative bureaucrats, 
whom heroes, such as market forces, inspirational leaders and external democratic 
accountability, will counter. �e broad long- term narrative within such structuring of 
the story is that governments are doing too much and must step down, displaced by 
a “steering” role achieved through external performance management as markets are 
instituted. So a policy narrative exhibits a beguiling and rhetorical quality meant to 
underpin the push for change.

In setting out our narrative analysis, we note a mixture of strategies, priorities, 
styles, and methods have been adopted by di�erent governments across the world, 
dependent upon their tradition regarding the role of the state (Pollitt, 2002). From the 
1980s forward, however, a number of commonalities are notable, re�ecting the rise of 
“New Right” governments with neoliberal policy agendas across much of the devel-
oped world. Accordingly, commentators characterize contemporary policy reform as 
exhibiting a number of themes. As a starting point, Ferlie et al. (1996) note three broad 
themes, which cohere around the “3Ms” of management, measurement and markets, 
around which other characterizations of policy can be considered, though we note 
emphasis has waxed and waned upon each of these themes. Such characterization of 
policy by Ferlie et al. (1996) is consistent with Hood’s (1991) emphasis upon manage-
ment and measurement of professionals, with greater emphasis on assuring quality of 
outputs, disaggregation of organizational divisions (o�en into units that compete for 
resource via market or other mechanisms), greater competition, the rise of styles of 
management modelled on the private sector (for a critique, see the following section, 
“�e Management �eme”), and discipline and parsimony in resource use. Similarly 
in the American context, Osborne and Gaebler (1992), in their description of entrepre-
neurial governments, highlight competition and management by markets rather than 
bureaucracy, customers and choice, empowerment of citizens, focus upon outcomes 
not inputs, that organizations should be driven by their mission not rules and regula-
tions, service delivery geared towards prevention rather than a�er problems emerge, 
revenue generation rather than spending, decentralization and participatory man-
agement. In their more radical critique of policy, Currie and Learmonth (2010) high-
light: professional- management relations; relationship between social and economic 
ends; policy desire for distributed governance; tensions between centralization and 
decentralization of government; increased emphasis upon leadership and other man-
agement apparatuses. Meanwhile, speci�c to health care policy, and discussing a pos-
sible transition to Post- new public management, Ferlie et al. (2013) identify a cluster 
of strands of policy, particularly evident in the United Kingdom, such as clinical gov-
ernance, patient safety, and evidence- based practice, and trace changing interactions 
between network, market and hierarchical forms of organization and governance. Such 
shi�s mirrored wider academic and policy challenges to the e�ciency and e�cacy 
of public bureaucracies as a means of achieving policy objectives and meeting client 
needs, and concerns about the extent to which professionals could be entrusted to put 
patients’ interests above their own (Le Grand, 1997). Responses to these concerns have 
manifested both in e�orts to increase managerial power, and more particularly in the 
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proliferation of markets and choice as a means of allocating resources within public 
services, including health care.

Our critique of policy is framed taking account of all these characterizations of policy 
reform, set out above, as applied to health care settings. Such reforms might be set in the 
context of wider political and economic change. �e rise of new public management 
was driven (principally) by right- wing governments with economically liberal agendas, 
whose policies were formulated as the decades of post- war growth came to an end, and 
with them the Keynesian consensus on the role and remit of the state in providing for 
its citizens. Facing �scal pressures, and seeking to address what had come to be seen as 
“overloaded” states with excessive burdens and ine�cient operating models, the gov-
ernments of �atcher in the United Kingdom, Reagan in the United States and others 
implemented reforms that sought to cut expenditure, increase contracting out of ser-
vices to non- state bodies, and challenge the monopoly and autonomy of state- employed 
professionals over services they delivered, whose integrity and ethos was increasingly 
challenged (Le Grand, 1997). �ough led by “New Right” governments in particular, it 
is important to note that this “hollowing out” of the state (Skelcher, 2000) through the 
introduction of new public management and associated reforms was not just the prod-
uct of neoliberal ideology. Among the early movers was the traditionally socially dem-
ocratic Labour government of New Zealand led by David Lange (Whitcombe, 2008); 
government de�cits, weakening growth and increasingly globalization were arguably 
at least as important as anti- state neoliberalism in driving reform. Regardless of their 
source, such political- economic shi�s had profound implications for the governance 
and organization of health care, as Scott et al. (2000) highlight in their examination of 
the shi� from an “era of federal involvement” in health care in the United States to an 
“era of managerial control and market mechanisms” in the early 1980s.

What some have termed “post- ” new public management should also be understood 
in terms of its wider political- economic context. �e rise of more networked forms 
of governance, that di�er from both the bureaucratic- hierarchical forms of the tradi-
tional Keynesian welfare state and the contracts and performance management regimes 
of the new public management, can be explained in part by the phenomenon of what 
Skelcher (1998) calls the “congested” or “appointed” state. As Skelcher (2000, 8) puts it, 
the hollowing out of the state associated with new public management “produces an 
environment of organizational and political fragmentation in which the old certain-
ties about the location of responsibility, accountability and authority for public action 
are lost.” �is, along with the protracted challenges caused by “wicked” issues that cross 
policy boundaries, has led to the proliferation of partnerships, networks, and quasi- 
governmental organizations in which increasing levels of responsibility and authority 
are invested (Kickert, Klijn, and Koppenjan, 1997). �e consequence is complicated 
relationships of accountability and oversight that involve multiple stakeholder groups, 
responsible for governing, coordinating and holding to account the agencies involved in 
service delivery. As with the reforms of the 1980s, the emergence of this era of “organi-
zational fragmentation combined with plural modes of governance” (Skelcher, 2000, 
12) in the 1990s and 2000s can be seen partly as a consequence of political ideology and 
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partly as an “historical inevitability.” Skelcher (2000) argues that the hollowed- out state 
resulted in something of a vacuum that had to be �lled by some form of alternative, 
non- hierarchical governance arrangements to ensure accountability and authority, but 
the inclusion of wider stakeholder groups— notably, in the UK, representatives of the 
public, and of the public- service professions— might also be seen as explicit e�orts on 
the part of governments since 1997 to foster democratic renewal (Barnes, Newman, and 
Sullivan, 2007), and to re- enfranchise professionals who had been side- lined by the 
original incarnation of new public management (Martin and Learmonth, 2012).

While taking a global view in this chapter, we draw upon particular examples from 
the NHS in England. �e NHS provides an exemplar for both policy reform and its 
e�ects since it might be seen as a “fast mover” regarding changes in management, meas-
urement, and markets (Martin, Currie, and Finn, 2009a), including both the emergence 
of the “hollowed- out” state during the �atcher years of the 1980s, and the development 
of the “congested” state of partnerships, non- governmental agencies and complex rela-
tionships of accountability from the late 1990s onward (Skelcher, 2000). On the one 
hand, we suggest that England represents an illuminating case that exhibits general 
features. On the other hand, new public management is a general structural prescrip-
tion spreading from Anglo- American countries, which represents a “loose collection 
of ideas.” Dependent upon the institutional context, these prescriptions are translated 
in national settings beyond England so that some of our narrative themes presented 
below— management, measurement, markets— are of greater or lesser signi�cance out-
side their Anglo- American origins (Barzelay, 2001; Christensen and Laegreid, 1999; 
Pollitt and Bouckaert, 2000).

The Management Theme

Management (including both managers and management principles), as a policy 
strand within health care systems, has increased in importance, beyond the idea that 
managers are merely agents for translation of policy intent. Until the 1980s, health care 
organizations in most countries can be seen as a Weberian bureaucracy, with a stand-
ard administrative hierarchy from national government, through regional or more local 
government, to operating units. �e stance of management was neutral, with a well- 
de�ned administrative cadre, which “valued probity, stability and due process” (Ferlie 
et al., 2013, 6), and was o�en characterized as o�ering a “diplomat” role (Giaimo, 2002). 
�is was manifested in “professional bureaucracy” arrangements (Mintzberg, 1979), 
where doctors were “�rst amongst equals” in taking on managerial roles. Commonly, 
regarded as the “senior” professional by their peers, they would manage colleagues, as 
a representative that bu�ered them from external intrusion from the civil service and 
politicians. In contrast, under the new policy doctrine encompassed within new public 
management (Hood, 1991) and Reinventing Government (Osborne and Gaebler, 1992), 
such arrangements were challenged as ine�ective and ine�cient, and markets, general 
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management and performance measurement were introduced within policy reforms 
(Ferlie et al., 2013).

Encompassed within the management theme of policy, we highlight sustained 
emphasis upon the type of proactive management evident in more vigorous private 
sector organizations, what commentators describe as generic transfer of management 
models and practices, derived from private sector settings, to the health care system set-
ting. A warning about a need for contextualization of private sector models and prac-
tices of management, when applied to health care, was o�ered by Pettigrew, Ferlie, and 
McKee (1992). At the same time, Pettigrew, Ferlie, and McKee (1992) argued we should 
not “throw the baby out with the bathwater” in rejecting private sector models and prac-
tices of management. It was not the management principle that was �awed, but rather 
o�en- crude application of those principles without concern for implementation, which 
led to their general lack of e�ectiveness. As such, we need to more carefully examine 
the contextualization of speci�c models and practices of management, as encompassed 
within health care policy, noteworthy examples being culture change, leadership, 
knowledge mobilization, and workforce development, which all need to take account of 
professional organization.

It is useful for analytical purposes to consider culture management and leadership 
together as exemplifying policy- makers’ orientation toward interventions to address 
health service delivery problems, o�en focused upon a drive for greater integration 
or collaboration across constituent organizations and professions. Together, cul-
ture management and leadership exemplify attempts at generic transfer of manage-
ment models and practices from the private sector, and associated failings of crude 
transfer, as managerial attempts at re- organization are imposed upon professional 
organization (Pettigrew, Ferlie, and McKee, 1992). Despite critique, culture manage-
ment and leadership interventions, imposed from policy- makers, remain very visible 
currently. On the one hand, we might be somewhat supportive of such solutions for 
failure, on the basis at least they diverge from the large- scale organizational restruc-
turing that policymakers sometimes tend toward when faced with service delivery 
problems (Pettigrew, Ferlie, and McKee, 1992). On the other hand, the e�ectiveness 
of cultural and leadership interventions have su�ered from their top down imposi-
tion. It has been too readily assumed that poorly performing health care organizations 
could be transformed or “turned around” by managing the culture and parachut-
ing in charismatic leaders. Yet culture is something an organization “is,” rather than 
“has” (Smircich, 1983), nowhere more so than in health care where longstanding, dif-
ferentiated professional cultures are all- pervasive (Ferlie et  al., 2005). Meanwhile, 
rather than the individualistic variant of leadership associated with transformation, 
professional organization may demand distributed leadership aligned with the col-
legial tradition of professional organization (Currie and Lockett, 2011). So, culture 
and leadership interventions represent a classical contemporary response of policy- 
makers toward improving the performance of health care organizations, but also the 
seeds of failure that result in a policy implementation gap. In short, culture and lead-
ership interventions exemplify both the generic transfer solution and the problems 
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of implementation, and highlight the need for a more re�exive use of management 
models by policy makers.

A drive for more e�ective mobilization of knowledge has also been encompassed 
within the management policy theme (Canadian Health Research Foundation, 2003; 
Clark and Kelly, 2005; Davies and Nutley, 2000; Dobbins et  al., 2009; Lomas, 2007; 
Van Kammen, de Savigny, and Sewankambo, 2006; Verona, Prandelli, and Sawhney, 
2006; Ward, House, and Hamer, 2009a, 2009b), to address “wicked issues” (complex 
social problems, which are ill- de�ned and where any solution lies beyond the remit of 
any organization of professional group: Rittel and Webber, 1973). Recent policy toward 
knowledge mobilization has been focused upon accelerating, broadening and deep-
ening the translation of evidence to the frontline of service delivery, with concern for 
evidence- based health care (Dopson and Fitzgerald, 2006), or more narrowly, evidence- 
based medicine (EBM) (Sackett et al., 1996). Attempts to mobilize knowledge are also 
evident in workforce development, as new or changed roles are introduced, which 
impact existing professional jurisdiction. Such policy aims highlight the e�ect of, and 
upon, a signi�cant institution in health care settings, that of professional organization, 
which can be characterized as “medical professionalism” (Battilana, 2011). In particular, 
the interaction of macro- level in�uences (i.e., the institutionalized relationship between 
doctors and the state, and the dominance of the biomedical model that privileges doc-
tors in health care delivery) and micro- level practice (which gives rise to professional 
autonomy) frame the implementation of new health care professional roles (Bourgeault 
and Mulvale, 2006; Bourgeault et al., 2008; Harrison and McDonald, 2008; Reay and 
Hinings, 2009; Martin et al., in press). Regarding this, long- standing literature on the 
sociology of professions highlights the importance of policing of occupational bounda-
ries by professional associations, claiming exclusivity over knowledge that underpins 
their jurisdiction (Freidson, 1988, 1994; Nancarrow and Borthwick, 2005; Sanders and 
Harrison, 2008). Professional institutions however do not act in isolation to determine 
roles, but are in�uenced by relationships with the state and other professions within an 
interdependent system. Global policy focused upon workforce recon�guration repre-
sents a response to workforce shortages and the need to better utilize resources, serv-
ing as the means to accomplish patient- centered care (see, in the NHS: Department of 
Health, 2000a, 2000b, 2000c, 2002). Importantly, Nancarrow and Borthwick (2005) 
argue that this has resulted in dynamic boundaries between the professions, whereby 
opportunities for changes in jurisdictions of work are opened up; for example, nurses 
taking on responsibilities previously the domain of doctors. �is then represents state 
endorsement of challenges to medical dominance, with possibilities for some pro-
fessions to extend their remit by taking up new areas of work, while others engage in 
processes of diversi�cation, specialization and substitution. However, policy- makers 
arguably fail to adequately understand the social structures that underpin the intro-
duction of new roles for health care professionals within the existing division of labor 
(Currie, Martin, and Finn, 2009). Professions operate as part of an interdependent 
system (Abbott, 1988), where the activities and developments of one group necessarily 
impact upon, and are constrained by, other groups within the system. �us, workforce 
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modernization remains a contested area, nowhere more so than in health care, where 
it works against pre- existing, but dynamic, professional systems (Currie, Martin, and 
Finn, 2009; Hyde et al., 2005; Martin, Currie, and Finn, 2009b).

As well as the management themes above, we also need to consider the production 
of managers themselves within health care policy. Policy has exhibited a desire to bring 
generic or general managers, as well as generic or general management models and 
practices, into health care organizations. However, the signi�cance of the former can be 
over- estimated. Walshe and Smith (2011) noted that the general manager cadre in any 
English hospital constitutes only three per cent of the workforce, whereas hybrid man-
agers, fusing managerial and clinical roles, can constitute up to a third of the hospital 
workforce, many of whom come from the ranks of nursing (Burgess and Currie, 2013). 
Meanwhile, in the USA, it is not uncommon (unlike the UK) for doctors to head up 
hospital organizations (Montgomery, 2001). �us, we need to focus upon the develop-
ment of hybrid clinical managers as a signi�cant policy theme, with clinicians in hybrid 
managerial roles now expected to proactively manage their colleagues toward organiza-
tional aims (Ferlie et al., 2013; �omas and Linstead, 2002). Rather than controlling pro-
fessionals through managers, the policy intent is to convert professionals into managers, 
reconstituting clinicians’ subjectivities through their co- option into such roles, enabling 
professional governance from a distance (Martin and Learmonth, 2012). Despite policy 
intent, the general management cadre has not gained power from professionals, as those 
moving into hybrid roles have drawn upon professional and caring values to drive man-
agerial actions, enhancing their control and in�uence over key budgetary decisions. For 
example, McGivern et al. (2015) showed doctors moving into hybrid managerial roles 
did not merely resist managerial intrusion, but bu�ered their clinical colleagues from 
such intrusion, and co- opted managerial structures and processes to pursue clinical 
self- interest. In taking account of professional organization, we should note, however, 
that such opportunities may not be available to all professionals, with Cro�, Currie, and 
Lockett (2015) describing how nurses struggled to adapt to, and legitimize, hybrid man-
ager roles with other managers and their peers. Again, professional organization, both 
its inter- professional and intra- professional dimension, appears signi�cant (Lockett 
et al., 2014).

The Measurement Theme

�e issue of managerial control over professionals is a longstanding one that predates 
contemporary policy emphasis (Colvard, 1961; Engel, 1970; Hall, 1967; Mintzberg, 1979; 
Raelin, 1984, 1985, 1995; Scott, 1965, 1982), which is exempli�ed in health care organi-
zations (Argote, 1982; Hawkes, 1961). Professional organization cuts across manage-
rial organization, the latter privileging calculability, predictability, and standardization 
for resource allocation and control purposes (Ackroyd, Hughes, and Soothill, 1989; 
Freidson, 1994; Light and Levine, 1988; Scott, 1982), and the desire of policy- makers to 
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maintain control over professional jurisdiction (Lerner and Tetlock, 1999; Power, 1997). 
�us, we see more “hands- on,” directive management of professionals, and increased 
use of explicit standards and measures of performance (Hood, 1991), but resisted or co- 
opted by professionals.

In general, contemporary policy seeks to curb the powers of professionals. “Old fash-
ioned” Weberian bureaucracy was deemed unable to mediate professional power, but 
also unable to mediate managerial expansion of bureaucracy. Meanwhile, healthcare 
professionals on the frontline cannot be trusted to engage in self- regulation in the pub-
lic and patient interest. As a consequence, recent health care reforms illustrate a transi-
tion in the management of professional work exempli�ed by the introduction of more 
dynamic systems of governance, based on the use of evidence- based guidelines to direct 
professional practice and audit systems to assure compliance (Dopson and Fitzgerald, 
2006; Power, 2007). Harrison (2004) characterizes this as the emergence of Scienti�c- 
Bureaucratic Medicine whereby medical practice becomes rationalized and standard-
ized through “cook- book” guidelines, indicative of a shi� toward more “encoded” and 
bureaucratic knowledge (Lam, 2000). Flynn (2004) suggests, however, this also high-
lights an example of “so� bureaucracy,” as managerial expectations around service qual-
ity are more closely aligned with the performance expectations of doctors. Speci�cally, 
medical leaders become integral to the creation and monitoring of best- practice guide-
lines, indicative of “�exible corporatism” (Courpasson, 2000), while the responsibility 
for assuring adherence and performance becomes shared across professional networks 
(Shea� et al., 2004).

We also see an increasing pre- occupation with governance, speci�cally more surveil-
lance and regulation (Dent, Van Gestel, and Teelken, 2007; Hood et al., 1999). �is is 
particularly pronounced in England where the values and institutions of public sector 
professionals are increasingly questioned, none more so than the medical profession 
(Ackroyd, Kirkpatrick, and Walker, 2007; Harrison, 2009). Speci�cally, in response to 
concerns over the quality and outcomes of health care, policymakers have promoted 
clinical governance in the NHS as a way of engendering service improvement (Ferlie 
and Shortell, 2001; Scally and Donaldson, 1998). �e example of clinical governance in 
the English NHS is also re�ected in new forms of governance for health care profession-
als evident in other countries (Burau and Vrangbaek, 2008). Globally, the e�ect appears 
the same. Policy makers are so pre- occupied with inspection and performance man-
agement (Hood et al., 1999), that clinical governance becomes orientated toward the 
accountability demands placed upon senior management. In the process, clinical gov-
ernance becomes removed from day- to- day clinical sta� concerns and viewed by clini-
cal sta� as a managerially driven exercise to extend control over the front line, rather 
than toward service improvement (Degeling et al., 2004; Nicolini, Waring, and Mengis, 
2011). As Power (1997) argues, performance management and audit mechanisms (such 
as clinical governance) o�er reassurance or “comfort” that performance is being meas-
ured, but may not result in service improvement.

Beyond an increasing focus on outcomes, performance and ranking at the organi-
zational level, the rise of clinical governance and audit has also made possible an 
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increasingly forensic examination of specialist units’ and even individual clinicians’ 
performance. In the United States, the marketized health care system has long driven 
demand for detailed data on activity to assist billing and reimbursement by insur-
ance companies, and in recent years such management information has come to focus 
increasingly on compliance with evidence- based standards of care, with a view to reduc-
ing avoidable costs from misuse, overuse and under- use of care. �is has also led to the 
identi�cation of certain “never events”— interventions that are claimed to be entirely 
preventable, and which thus should never happen, such as wrong- site surgery— which 
have been deemed non- reimbursable by Medicare, Medicaid and many private insurers 
in the US (i.e., they carry a �nancial penalty for providers). Publication of individual- 
level data on the performance of physicians and surgeons is also relatively well estab-
lished in the United States, through what are known as “physician (or surgeon) report 
cards,” although this has been on a piecemeal basis, resulting in variation in content and 
quality (Marshall et al., 2000). Again, these feed into insurer and managed care organ-
ization decision making. In England, similar e�orts have been made to use the com-
missioning (purchasing) system as a means of incentivizing evidence- based practice 
and high- quality care. �is of course relies on reliable data on provider activity, open to 
commissioner scrutiny. �ere are increasing moves toward disaggregating and publish-
ing data to the level of the individual clinician, which bear similarities to the transpar-
ency movement in the United States.

However, the power of the medical and surgical professions remains critical. While 
these professions have undoubtedly been opened up to greater managerial, gov-
ernment and public scrutiny than ever used to be the case, in England this has been 
a process in which they themselves have actively participated, and retained in�uence, 
rather than a subjection to oversight on managerial terms. As such, transparency (par-
ticularly individual- level transparency) in health care has taken the form of what Gabe 
et al. (2012) label a “disclosure game,” in which, surgeons for example, have arguably 
gained the upper hand by self- disclosure, maintaining autonomy and control over the 
rules of the game and avoiding more punitive use of outcomes data by managers. �us 
doctors have to some extent been successful in co- opting managerial technologies to 
their own ends, rather than being subservient to them (Waring and Currie, 2009). An 
added complication in health care, of course, is knowledge asymmetry, and the com-
plexities added by individual patient heterogeneity and case- mix adjustment. Given 
these complications— and despite the shi�s toward individual patient choice as part of 
marketization noted above— it seems likely that outcomes data will be used more by 
purchasers, insurers, and by other professionals such as referring doctors in primary 
care (General Practitioners in the NHS), than by patients themselves (again, in contrast 
to some other �elds of public service, such as education, where client choice has been 
pursued with more vigor). To this extent, the realization of the new public management 
appears to have resulted more in a reordering of the relationships among professionals 
rather than a subjugation of professionals to management (Harrison and Ahmad, 2000).

Finally, linking the management theme to that of external measurement and con-
trol of professionals, another policy priority relates to quality improvement (QI) and 
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associated QI interventions. Approaches and interventions cohere under the notion that 
QI is an important value, all have similar underlying concepts, which Berwick (2008) 
claims can be similarly applied across private sector and health care organizations. First, 
all QI interventions hold a systems view regarding health care comprising a network of 
organizations, underpinned by a series of processes. Second, they focus upon the value 
of the customer (i.e., the patient). �ird, approaches and interventions are concerned 
with managing �ows across di�erent parts of the system. Fourth, they hold some con-
cern with variation, although di�erent interventions might seek to reduce variation or 
merely accommodate this. Finally, approaches and interventions seek to manage capac-
ity so that supply and demand balance (Boaden et al., 2008). Others, however, highlight 
challenge associated with generic transfer of QI from private to public sector, which has 
resulted in fragmented intervention, with di�erent labels being used for similar inter-
ventions, or vice- versa, and where implementation is insensitive to context (Robertson 
and Seneviratne, 1995).

The Markets Theme

Traditionally, health care systems worldwide have shown much heterogeneity in their 
organization. �e United States is usually characterized as representing one extreme, 
with no nationalized system and with even many poorer groups falling outside the 
safety- net state- purchased provision of health care via Medicare and Medicaid— though 
it is worth noting that even here, the state, via systems such as Medicare, Medicaid 
and the Veterans’ Health Administration, is responsible for a substantial proportion 
of health care expenditure. Providers in the United States are, though, by and large, 
in the private or not- for- pro�t sectors, and most physicians are self- employed private 
contractors who contract for services with hospital organizations rather than being 
employed by them. Many European systems, notably Germany and France, have tra-
ditionally operated a mixed economy, which includes a variety of private- sector and 
state- sector hospitals, and social and private insurance schemes, with both social and 
private insurers purchasing services from public and private hospitals, albeit with state 
regulation to ensure comprehensive coverage (Mattei et al., 2013; Palier and Davesne, 
2013). Worldwide, there has been a trend across OECD countries toward greater use 
of co- payment mechanisms, with responsibility shi�ed from private or state insurers 
toward individuals, resulting in greater out- of- pocket expenses for patients (Hossein 
and Gerard, 2013). With its integrated, fully nationalized system, in which private insur-
ance played a minimal role, the UK has traditionally represented the other extreme of 
a state- run and state- funded health care system, but as noted above critiques of public 
bureaucracies from the 1970s forward precipitated change in this regard. Consequently, 
the UK o�ers a particularly rich example of the growing signi�cance of markets under 
new public management, with splitting of purchasers and providers following a rapid 
trajectory toward a more mixed economy that has arguably accelerated further in the 
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last 5- 10 years. �at said, while England has o�en been characterized as a “fast mover” 
in terms of new public management- style reforms in general (Martin, Currie, and Finn, 
2009a), within health care greater competition became a prominent feature of reforms 
somewhat later than other aspects of new public management, perhaps in part due to 
concerns about the privatization of the NHS in a context where several formerly nation-
alized assets had been sold o�. So, even in those countries characterized as “fast mov-
ers” in response to the new public management narrative, we see the mediating e�ect 
of distinctive institutional context (Christensen and Laegreid, 1999). Such aversion to 
marketization is not limited to England: Palier and Davesne (2013) similarly note very 
limited privatization of health care services in France due to its political sensitivity, 
but accompanied by a much greater privatization of health risks, with reduced insur-
ance coverage and increased use of co- payment in relation to many health care services 
(which so far has not happened to any signi�cant degree in the UK). Nevertheless, over 
time, the basic format of marketization in health care in England and France is broadly 
in line with what might be expected from the predictions of the new public management 
scholars of the 1990s. As later discussed, distinctive institutional contexts may mediate 
the onslaught of the new public management narrative, but eventually its themes catch 
hold, even if somewhat translated (Christensen and Laegreid, 1999).

We emphasize that it is not that markets have supplanted other forms of organiz-
ing health care systems, but that markets, hierarchies, and networks co- exist (Currie, 
Grubnic, and Hodges, 2011). Alongside the development of markets has been a paral-
lel increase in the role of networked forms of organization in the governance of health 
care systems. �e network “solution” encompasses four aims, consistent with the con-
temporary health care policy narrative. First, network forms of organizing are expected 
to result in cost e�ciencies as constituent stakeholders pool resources (Entwhistle and 
Martin, 2005). Second, they encompass a social aim to assist in addressing “wicked” 
problems that defy the e�orts of a single agency (Rhodes, 1997). �ird, they aim to medi-
ate the democratic de�cit in society through inclusion of users, carers and public voice 
(McQuaid, 2000). Finally, they encompass an organizational learning aim to promote 
service development as knowledge is more e�ectively exchanged in a context of recipro-
cal and co- operative relationships within networks (�ompson et al., 1991). Again using 
the example of the English NHS, a continuum of network forms are in evidence, from 
managed forms of network, focused upon knowledge mobilization and service develop-
ment (Bate and Robert, 2002), to those whose service delivery is subject to centralized 
performance management, such as cancer networks (Addicott, McGivern, and Ferlie, 
2007), to more voluntaristic, self- organized forms of networks, such as communities of 
practice (Tagliaventi and Mattarelli, 2006).

�e third aim above— the involvement of patients and the public in networks with the 
aim of mediating any democratic de�cit— is worthy of further discussion, since again 
it represents an aspect of the development of policy in health care that was perhaps not 
anticipated by those who theorized new public management in the 1990s. Patient and 
public involvement has gone beyond market- oriented initiatives, for example, encom-
passing in England a “duty to involve” patients and the public in any major decision to 
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introduce, discontinue or recon�gure health care services. Ostensibly, this commitment 
to patient and public involvement might seem to re�ect a push toward democratization 
of public services, and undoubtedly it has been driven in part by the desire of patient 
groups, notably in the mental health sector, to challenge professional domination of 
decisions a�ecting them. Yet policy rationales seem confused about exactly what it is 
they wish to derive from patient and public involvement (Martin, 2008). O�en, it seems 
to be a further form of expertise that is required from patient and public involvement 
initiatives, one that is seen to lack from existing sources of knowledge in health care 
governance. To this extent, whereas the drive toward individual- level patient participa-
tion might be seen as the latest iteration of marketization, the movement toward greater 
collective- level patient and public involvement might be understood as further plu-
ralization of the stakeholders involved in networks aimed at addressing wicked issues 
(Martin, 2011).

Conclusion

In this chapter, drawing particular inspiration from illustrations within the English 
NHS, we have undertaken narrative analysis to present a longer- term retrospective look 
at the last 30 years of development of new public management policy in health care. 
Drawing upon a burgeoning narrative tradition that examines policy reform (Bevir and 
Rhodes, 1999, 2006; Borins, 2011a, 2011b; Ferlie, Musselin, and Andresani, 2008; Pollitt, 
2013) allows us to derive novel insight in two ways. First, we draw attention to politics 
and ideology underpinning reform beyond the more technical approaches to evaluation 
o�en evident in studies within health services research. Second, such a narrative analy-
sis highlights the beguiling and rhetorical quality of policy reform meant to underpin 
the push for change. Following this, we have examined whether its realization corre-
sponds with the rhetoric of change embedded in the policy narrative.

�e themes we identify, while illustrated through the English NHS, are ones that are 
evident in other new public management based health care systems. Doolin’s (2002) 
analysis of reforms in New Zealand, for example, highlights the signi�cance of our three 
narrative themes of management, measurement and markets in another national con-
text. Similarly, Reay and Hinings (2005) re�ect our narrative analysis, albeit themed by 
institutional logics, particularly re�ecting our management and measurement themes 
in Canada. Even in countries falling outside the new public management doctrine, as 
earlier detailed, narrative analysis of policy in the USA reveals that the management, 
measurement and market themes are particularly signi�cant (also see Kitchener, 
2002, and Kitchener, Caronna, and Shortell, 2005, for an institutional policy narra-
tive focused on these themes). So, we argue that national health care systems converge 
in terms of narrative themes identi�ed in English health care policy, although their 
details in the face of distinctive institutional contexts may vary when examined “on 
the ground”— and in some cases may deviate substantially from what early theorists 
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of new public management and even post- new public management predicted. In con-
sidering the translation of our narrative themes from the English setting, the Nordic 
countries represent an interesting example, which highlight our need to consider the 
institutional setting in any narrative analysis. For example, Norway exhibits a close rela-
tionship between political and administrative leadership that favors more incremental 
reform, and this has been accompanied by much less of an economic crisis of the kind 
that generated interest in new public management reform in much of the rest of the 
world (Christensen and Laegreid, 1999). Consequently, Nordic countries in particular 
have been characterized as moderate and reluctant new public management countries 
(Dunleavy, 1997; Pollitt and Bouchaert, 2000). Framed by their distinctive institu-
tional contexts, countries such as Denmark and Norway have adopted the management 
theme of the new public management narrative much more than the market theme 
(Christensen and Laegreid, 1999; Greve, 2006). Other European countries, such as 
Germany and Switzerland, might also be seen in a similar light (Kickert, 1997; Naschold, 
1996; Wright, 1994), although all are a�ected by new public management reform in 
di�erent ways, supplementing established procedures and work methods rather than 
replacing them (Christensen and Laegreid, 1999).

In considering whether the policy narrative has indeed proved beguiling, our conclu-
sion is one that suggests the aspirations of policy makers toward general management 
models and practices, markets and measurement, have to some extent been realized. 
However, across all three policy domains, aspirations of policy makers for change have 
been somewhat stymied, or at least moderated, by the signi�cant in�uence of pro-
fessional culture and power. �is too has its own narrative linked to jurisdiction and 
autonomy, which beguiles regulatory bodies and clients to put their trust in the experts 
(Ackroyd, 1996; Raelin, 1985), and has made change slow to realize in some areas, even 
when mandated “hard” by government. We also note that, buttressing the e�ect of pro-
fessional culture and power, policy sometimes exhibits inconsistency, so that one policy 
intervention has an unintended e�ect of countering another (Currie and Suhomlinova, 
2006). Policy gains have been made, but this takes time. �e “overnight” transforma-
tion that policy makers o�en seek for their healthcare systems in the face of increas-
ing pressures are unlikely to happen. Furthermore, changes in direction at the level of 
national politics (changes of government and changes of minister) add further com-
plication. Although we witness an overarching trend in the direction of reduced pro-
fessional autonomy, pluralization of stakeholder networks, and greater use of markets, 
the pace of travel has varied, and individual policy changes have sometimes deviated 
from this direction. We therefore see a rather more heterogeneous set of policies and 
initiatives in coexistence than perhaps uni- linear accounts of new public management 
would suggest. �e NHS was characterized by the Gri�ths Report (Department of 
Health and Social Services, 1983), which drove managerial reform in the UK NHS in 
the 1980s, in the following terms: “To the outsider, it appears that when change of any 
kind is required, the NHS is so structured as to resemble a “mobile”: designed to move 
with any breath of “air,” but which in fact never changes its position and gives no clear 
indication of direction” (para 8, 12). �is may overstate the e�ectiveness of professional 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   84 12/30/2015   11:53:37 AM



Narratives of Health Policy   85

resistance to policy- driven change, since we have seen signi�cant change in the English 
NHS and beyond over the time period examined within this chapter. As such, in analyz-
ing the narrative of policy reform, a long time span must be considered. Changes on the 
front line as a consequence of policy reform may be incremental and represent “small 
wins” for policy makers, but over a longer period they can accumulate, and may come to 
achieve the type of institutional change desired by policy makers (Reay, Golden- Biddle, 
and Germann, 2006).

Finally, in considering narratives that run in opposition to the dominant new public 
management reform narrative, we should not just consider the e�ect of a professional 
narrative above, but also one that seeks to reclaim space for bureaucracy (Byrkje�ot and 
du Gay, 2012). As evident in Currie and Brown’s (2003) study of managerial reform in 
the NHS, over time narratives may blend, so producing unintended, as well as intended 
policy e�ects. �e new public management narrative presents values of Weberian pub-
lic sector bureaucracy as an anachronism (Peters, 2003), associated with a failed past. 
For example, Osborne and Gaebler’s (1992) narrative of policy reform presents bureau-
cracy as out of tune, and entrepreneurial governance as much more in tune with needs 
of history (Byrkje�ot and du Gay, 2012). Countering such epochal narratives, we note 
renewed interest in bureaucratic public sector organizations, and a growing critique 
of the “post bureaucratic organization” by commentators such as Pollitt (2008, 2009; 
see also Suleiman, 2003). Following which we argue that critical attention should be 
directed toward totalizing accounts of the “failure” of bureaucracy within the new pub-
lic management narrative. For those wishing to maintain the narrative of Weberian 
bureaucracy, the need for �exibility, adaptability, and the emphasis upon delivery 
within the new public management narrative show little appreciation for the important 
principles of democracy embedded in Weberian bureaucracy. As Byrkje�ot and du Gay 
(2012) suggest, “costs of alternatives to bureaucracy far outweigh what critics see as the 
intolerable costs of bureaucracy” (105). We thus draw attention to the political and ideo-
logical underpinnings of any policy narrative, pro-  or anti- new public management. 
Indeed the policy narrative around Weberian bureaucracy may yet prove the most 
beguiling of all narratives, so that rather than bureaucracy being seen as out of tune 
with the times, the new public management policy narrative that underpins contempo-
rary health service reform ultimately comes to be seen as anachronistic (Byrkje�ot and 
du Gay, 2012).
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Chapter 4

Culture in Health Care 
Organizations

Russell Mannion and Huw Davies

Introduction

Those with an interest in health care policy and health care management use many 
lenses or framings for understanding the nature of health care organizations and the 
forces at work on and within them. Sometimes the emphasis is on the structural con-
�gurations, exploring various organizational forms and the command and control 
structures that enable coordination of work e�ort. At other times, the focus is more con-
tractual and economic, drawing attention to di�erentiation of roles and responsibilities 
within and between organizations, and highlighting the importance of contractual obli-
gations, �nance �ows and incentives for shaping service delivery. And always, in health 
care policy and management, there is a detailed concern with policy and procedural 
stipulations, with edicts, formal policy, guidance and guidelines supporting, shaping 
and constraining organizational life. Alongside these perennial concerns however, the 
past two decades has seen increasing interest in exploring the so�er, social and cultural 
aspects of organizations, drawing on social anthropological rather than structural, pro-
cedural or economic framings.

A key concern in these explorations of organizational culture have been attempts 
either to explain the undergirds of organizational failings, or to fashion cultural reori-
entations that (it is hoped) will lever turnaround and/ or performance improvement. 
Nowhere are these cultural concerns more to the fore than in discussions of health care 
quality and safety (Lamont and Waring, 2015; Waring et al., 2010). Over a decade ago 
landmark reports published in the United States (IOM, 1999) and the UK (Department 
of Health 2000) highlighted the scale of medical error and harm to patients in a range 
of health care settings and proved in�uential in developing the notion that organiza-
tional culture is a key component of health care quality and safety. With public inquiries 
and o�cial reports into recent hospital scandals in the English National Health Service 
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(NHS) alighting on culture as both the key culprit and core remedy for widespread fail-
ings in quality and safety in the health care system (Francis, 2013; Berwick, 2013):

Aspects of a negative culture have emerged at all levels of the NHS system. �ese 
include: a lack of consideration of risks to patients, defensiveness, looking inwards 
not outwards, secrecy, misplaced assumptions of trust, acceptance of poor standards 
and, above all, a failure to put the patient �rst in everything done (Francis report, 
2013, p. 1357).

�e policy and managerial rhetoric of culture as either villain in manifest failings, or 
magic ingredient in service improvement, is based on a number of implicit assumptions. 
First, it assumes that health care organizations have discernible cultures that exist with 
a degree of stability. �at is, talk of culture in organizations presupposes that there are 
empirical regularities in the organizational setting that are describable in anthropologi-
cal terms. Second, the logic of purposive cultural change suggests that, at least to some 
extent, such regularities or organizational characteristics are malleable even if not fully 
manageable. �ird, this logic also suggests that it may be possible to identify particular 
cultural attributes that facilitate or inhibit performance (however de�ned). While such 
characteristics may not be universal, there must at least be hope that they can be assessed 
for their functionality within given contexts and in the light of certain goals. Finally, the 
interest in the cultural underpinnings of success and failure only makes sense if we can 
reassure ourselves that interventions here (however well- intentioned) will likely pro-
duce bene�ts outweigh that outweigh any (inevitable) dysfunctional consequences.

Such a wide range of assumptions and the careful logic that links these require a good 
deal of critical examination. In this chapter then we focus on unpacking what is meant by 
organizational culture in a health care context. We introduce some of the sources of the 
ideas and the conceptual underpinnings of organizational culture, and examine some 
of the processes (unguided or instrumental) that underpin cultural change. We then go 
further to address theory and evidence on the relationship between organizational cul-
ture and health care performance and quality. In so doing we hope to o�er insights and 
understandings that strengthen the armoury of the health care analyst, while avoiding 
the charge that culture change “explains everything and nothing” (Alvesson, 2002).

Organizational Culture— Origins  
and Development

�e term “culture” is derived from the Latin cultura, meaning to tend crops or attend to 
animals (Williams, 1983). Its use dates back to Roman times, and by the mid- modern era 
it was being applied to ideas of the betterment of the self (through education and social 
re�nement) and further (by the nineteenth century) as a means of discussing common 
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and shared attributes and ideals of peoples and nations. Early in the twentieth century 
social anthropologists applied this culture metaphor to describe processes of socializa-
tion of (o�en indigenous) peoples and societies through an examination of family, com-
munity, educational religious and other institutions (Williams, 1983).

Transference of these ideas about studying peoples into the study of organizations 
happened early, if initially at least only tangentially and haphazardly. �e idea that an 
organization’s e�ectiveness varied as a function of its culture can be traced back at least 
as far as the Hawthorne studies and related work in the 1930s and 1940s (Roethlisberger 
and Dixon, 1947). �ese studies observed how the informal, social dimension of human 
interactions mediated between organizational structures and performance and how 
these dimensions could be manipulated and managed to a�ect employee e�ort, com-
mitment and productivity. In the post- war period a number of researchers, including 
industrial sociologists and organizational psychologists, emphasized the importance 
of culture in shaping organizational behavior. However, it was not until the early 1980s 
that the concept entered mainstream management thinking through the in�uence of a 
number of bestselling— if controversial— management handbooks by US authors which 
popularized the notion that culture was a critical determinant of organizational perfor-
mance (e.g., Peters and Waterman, 1982; Deal and Kennedy, 1982; Ouchi, 1981).

Perhaps the most in�uential of these 1980s writings was Peter and Waterman’s In 

Search of Excellence: Lessons from America’s Best Run Companies (1982). �e book sum-
marized research on the organizational attributes that distinguished “excellent” compa-
nies from less excellent companies (a di�erentiation that became problematic later on 
when some of these so- called excellent companies su�ered manifest problems). A key 
theme running through that book, and other popular management books at the time, 
was the apparent need for “strong” cultures as a critical factor of organizational success, 
and various approaches were put forward as to how managers should diagnose, man-
age and shape their company’s culture (Ehrhart, Schneider, and Macey, 2014). While 
subsequently criticized extensively on various methodological, practical, empirical and 
political grounds, such work was very in�uential in drawing attention to the impor-
tance of shared ideas and shared patterns of behavior in an organizational setting. �ere 
became then more of a focus in analysis and managerial action on the symbolic aspects 
of organizational life and the importance of creating shared values throughout all levels 
of the organization.

Conceptualizing Organizational 
Culture

“Organizational culture” relates to the shared social aspects of organizations, but has 
been described as one of the most di�cult organizational concepts to de�ne (Hatch 
and Schultz, 1997). It has been elaborated in wide range of overlapping and competing 
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ways making it a rather elusive construct. For example Van der Post, de Coning, and 
Smit (1997) denti�ed over 100 dimensions associated with the concept of organiza-
tional culture. Such de�nitional problems are compounded by the fact that there is little 
agreement on the meaning of either of the underlying components, “organization” and 
“culture.” For example the American anthropologists, Kroeber and Kluckhohn (1963) 
critically reviewed concepts and de�nitions of culture, and compiled a list of 164 unique 
de�nitions of the term, the overall (sometimes repeated and overlapping) number of 
de�nitions reaching 300.

Given the plethora of dimensions and approaches it is unlikely that there will ever 
be an accepted universal de�nition of organizational culture (Ott, 1989). �e problem 
then becomes that the concept faces the danger of being too all- encompassing and so 
vacuous, with accusation that it can easily be used to cover everything and consequently 
explains nothing (Alvesson, 2002).

In order to address this issue several approaches present themselves. First, when scru-
tinizing the content of de�nitions it is apparent that many cover similar ground, and 
therefore some clustering of views as to the core components of organizational culture 
is possible. Second, the nature and role of organizational culture can be clari�ed by ref-
erence to other metaphors commonly used to paraphrase its role in the organizational 
setting (Alvesson, 2002, 38– 39). And third, we can clarify the analyst’s intent in study-
ing culture, and the basic ontological and epistemological assumptions they make in 
so doing. Such approaches reveal both a common core and a diversity of view around 
that core.

Core Components of Definitions of 
Organizational Culture

Taking the �rst of these approaches to understanding organizational culture, we can 
seek to discover what is common among the many de�nitions proposed through 
commentary and empirical work in this �eld. One early de�nition, based on an 
examination of factory work in the immediate post- war period (Jacques, 1951), 
describes it thus: “�e culture of a factory is its customary and traditional way of 
thinking and of doing things, which is shared to a greater or lesser extent by all its 
members, and which new members must learn, and at least partially accept, in order 
to be accepted into service in the �rm.” �irty years later, and in probably the most 
cited de�nition of organizational culture, Schein (1985, 9) de�nes it similarly as “a 
pattern of basic assumptions invented, discovered, or developed by a given group as 
it learns to cope with its problems of external adaptation and internal integration … 
[a pattern of assumptions] that has worked well enough to be considered valid, and 
therefore, to be taught to new members as the correct way to perceive, think, and feel 
in relation to those problems.”
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As can be seen, both of these de�nitions (and many others) cover similar aspects 
about the shared and taken- for- granted aspects of organizational life, covering both pat-
terns of thinking and patterns of behavior, and the ways in which these are maintained 
and reinforced. More colloquially then, organizational culture is o�en expressed as 
being “the way things are done around here” and the shared ways of thinking that enable 
and constrain these ways of doing (Davies and Mannion, 2013).

The Metaphorical Underpinnings  
of Culture in Organizations

Digging a little deeper, Alvesson (2002) enumerated eight distinctive contributions that 
“organizational culture” may make to organizational life. Each of these highlights the 
potential for understanding how shared cognitions and behaviors can contribute to 
shared patterns of behavior and other visible manifestations. Alvesson’s eight possible 
sub- metaphors that collectively de�ne “organizational culture” are as follows:

Exchange regulator: Culture operates as a control mechanism in which the informal 
contract and the long- term rewards are regulated. �is is aided by common values 
and reference systems, and by corporate memory.

Compass: Culture gives a sense of direction and provides guidance for priorities.
Social glue: Culture, made up of common ideas, symbols, and values, is a source of 

identi�cation for the group/ organization, and so counteracts fragmentation.
Sacred cow: Culture helps articulate the basic assumptions and values at the organi-

zational core to which people are strongly committed.
A�ect regulator: Culture provides guidelines and scripts for emotions and their 

expression.
Explanation of disorder: Culture is de�ned by disorder, ambiguity and fragmen-

tation as well as commonality and so provides potential for disruption as well as 
conforming.

Blinders: Culture has un-  or non- conscious aspects (such as taken- for- granted 
ideas and unexamined assumptions) that lead to blind spots in organizational 
understanding and unseen structures, motivations and drivers for organizational 
behaviors.

World closure: Culture, its ideas and meanings, creates a �xed world within which 
people adjust, and are unable to critically explore and transcend existing social 
constructions.

Each of these sub- metaphors highlights a distinctive role for culture that arises from the 
shared- ness of thinking and acting in the organizational setting. Such an elaboration, 
when considered in the context of health care organizations, brings to the fore many 
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issues and concerns that would seem to have a natural connection to healthcare organi-
zational performance, patient experience, (un)safe systems and patient outcomes— 
reinforcing the logic around an interest in organizational culture in health care with 
which we introduced this chapter.

Ontological and Epistemological 
Considerations in Organizational 

Culture

For all the overlap in de�nitions, especially when colloquially expressed, and for all the 
intuitive appeal of the roles for culture elaborated by Alvesson (2002), we have so far le� 
unexplored the very nature of the phenomena of interest (its ontology) and the means 
by which we might know more (its epistemology). It is to these philosophical underpin-
nings that we now turn.

Conventionally the culture literature is divided into two broad streams (Smircich, 
2003). One stream approaches culture as an attribute, something and organization has, 
alongside other attributes such as size, structure and strategy. Here one can consider 
culture in relatively (albeit sometimes critically) realist terms, that is, culture is consid-
ered as simply another organizational variable, notwithstanding frequently a multi- 
dimensional one. Of course, operationalizing that variable, or set of variables, is fraught 
with practical and conceptual di�culty (Jung et al., 2009).

A second stream of literature regards culture more holistically as a root metaphor, 
simply something that an organization is. Here the view taken is that while the inter-
nal dynamics of an organization are describable, and perhaps even assessable in terms 
of their functionality vis- a- vis the organization’s goals, they are not, as such, amena-
ble to measurement. Narratives and situated accounts of the social dynamics suggest a 
more socially constructed or interpretivist understanding, one that asserts that cultural 
dynamics are less readily separated from their organizational time and place than is sug-
gested by a measurement approach. Insights gained from such a framing may only be 
�eeting, partial and contingent.

�ose advocating the view that culture is a variable may consider the concept to serve 
four main functions (Smircich, 1983):  it provides members of an organization with 
a sense of identity; it facilitates the commitment to a larger whole; it enhances social 
system stability; and it serves as a sense- making device which can guide and shape the 
behavior of organizational members. As such culture is just one further aspect (along-
side structure, policy, incentives, etc.) that can be used strategically to in�uence and sat-
isfy organizational objectives. Culture change therefore is directed at “reengineering” an 
organization’s value system for instrumental gain. Much popular management literature 
adopts this approach (e.g., Peters and Waterman, 1982).
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�e perspective that sees culture as a root metaphor goes beyond the instrumental 
view put forward in the “culture as variable” approach. Here organizations are perceived 
as cultural systems, with culture something that penetrates every aspect and layer of 
an organization. �us managers are o�ered fewer levers to in�uence and shape the for-
mation of bene�cial cultures. While managers might be able to change some outward 
manifestations of culture, the basic assumptions held by organizational members may 
remain or change unseen and unpredictably (Buchanan and Huczynski, 1997). �e 
attention therefore shi�s from concerns about what organizations do and how they can 
do this more e�ciently, to how organization is accomplished and what it means to be 
organized (Smircich, 1983).

When trying to sub- divide the �eld along the lines of either “culture as variable” or 
“culture as root metaphor” though it soon becomes apparent that in a lot of cases no 
clear distinction can be made. Much research does not easily �t into either category, or 
may fall somewhere in between the two: researchers may refrain from reducing culture 
to a variable without fully viewing organizations as cultures either (Alvesson, 2002). 
�is compromise appears to be rooted in the di�culty that the notion of culture as vari-
able is weakened by the fact that cultural concepts frequently do not lend themselves to 
ready quanti�cation or strict variable thinking. Conversely, the notion of culture as a 
root metaphor, with its focus on symbols and meaning, neglects the economic and other 
non- symbolic dimensions of organization (Alvesson, 2002).

�e conceptual diversity underpinning organizational culture has been matched by 
some detailed elaborations of the concept that we now explore further. �at organiza-
tional culture is o�en conceived of in layered terms— with surface manifestations being 
underpinned by deeper psychological processes— allows some di�erentiation between 
culture and the related metaphor of climate. Moreover, the application of di�erent 
lenses that emphasise integration, di�erentiation or fragmentation leads naturally into a 
discussion of subcultures and the ways in which subcultures and subgroup identities are 
related. Finally, this section o�ers a few observations of the challenges and opportunities 
of measuring and assessing organizational culture.

Layered Components 
to Organizational Culture

For all the discussion about diverse theories and de�nitions of culture, most researchers 
agree that it is layered in nature with the number of layers generally conceived as rang-
ing from two to �ve (Erhart, Schneider, and Macey, 2014). Examples of those identifying 
two levels include espoused values versus values in use (Ott, 1989), observable mani-
festations versus underlying interpreted meanings and espoused values versus enacted 
content themes (Siehl and Martin, 1990). A clear distinction made by these perspectives 
is between those aspects of culture that are observable and can be espoused and what 
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is “really” going on at the deeper level cognitive or even subconscious level (Erhardt, 
Schneider, and Macey, 2014).

One of the most commonly used and cited examination of layers is that proposed by 
Schein (1985). Here he identi�es three levels of cultural analysis of ascending impor-
tance, which provides a useful and widely acknowledged framework for practical 
application. Taking examples from healthcare (Mannion, Davies, and Marshall, 2005a; 
Davies and Mannion, 2013), these three levels can be described as follows:

Level 1: artifacts— the most visible manifestations of culture, including the physi-
cal layout of services, established processes of care, sta� rotas and reporting 
arrangements, dress codes, rituals, reward structures and ceremonies. Artefacts 
are especially concerned with the observable patterns of behavior within organi-
zations. �is would include, for example, standard care processes seen as normal 
working patterns, the agenda and processes of hospital Board meetings, the prac-
tices around sharing data on clinical and �nancial performance, and the arrange-
ments and processes (both formal and informal) for handling patient complaints 
and sta� concerns.

Level 2: beliefs and values— espoused beliefs and values may be used to justify par-
ticular behaviors, provide a rationale for choosing between alternate courses of 
action, and distinguish “right” from “wrong.” Relevant health care examples here 
would include respect for patient autonomy and dignity, the prevailing views on 
current individual and collective clinical performance, and the beliefs that guide 
actions on apparent poor practice.

Level 3: assumptions— the unspoken, largely unconscious, expectations and presup-
positions that underpin day- to- day work (e.g., assumptions about the nature of the 
caring role; respect or otherwise for the knowledge and perspectives of patients 
and relatives; and assumptions about the relative role and power of doctors, nurses 
and managers in clinical settings).

In this schema, the observable patterns of behavior are explicitly linked to deeper levels 
of shared cognitions and (harder to access) assumptions, unconscious beliefs and pre-
cognition biases. Unsurprisingly, empirical work to date has focused more on levels 1 & 2  
than on these harder- to- reach aspects of organizational culture outlined under level 3.

Organizational Culture or 
Organizational Climate?

At this point it makes sense to acknowledge that organizational culture is related to— but 
conceptually rather distinct from— another metaphor in common use: that of organi-
zational climate. Although culture and climate have much in common, and are o�en 
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used with unclear delineation, studies of culture attempt to assess deeper values and 
assumptions rather than the surface perceptions that are the focus of climate studies. 
Traditionally the two concepts were distinguished on the basis of the research approach 
applied— with culture research being generally qualitative and climate research more 
quantitative. However, since the rise of quantitative research approaches within the 
domain of organizational culture it has been argued that the two concepts have become 
virtually indistinguishable (Braithwaite, Hyde, and Pope, 2010).

Nevertheless, despite there being some overlaps between the two concepts, in our 
view there remain important di�erences and it is a mistake to use the two concepts 
interchangeably. First, the two metaphors are borrowed from two distinct domains: cul-
ture is anthropological while climate is meteorological in origin. Second, as noted above 
they tend to address di�erent levels: climate focuses on organization members’ percep-
tions of behavior, policies, practices, goals and other methods of goal attainment at their 
workplace; culture is concerned not just with the surface orientations but the deeper 
cognitive and subconscious dynamics that drive these orientations. As such organiza-
tional climate might be perceived as a subsection of the broader area of organizational 
culture, and while organizational climate is thus in�uenced and in�uences organiza-
tional culture it is perhaps best considered as more of an index than a causative factor of 
an organization’s health.

Stability, Flux, and Fragmentation

It is tempting, in articulating a view of an organization’s culture, to emphasise that which 
is shared and stable within the organization. Yet many scholars have drawn attention 
to the uncertain and shi�ing nature of these so�er and social aspects of organizational 
dynamics. A helpful framework for understanding this aspect of culture was put for-
ward by Martin (1992), which outlines three general perspectives on organizational 
culture.

�e integration perspective (Martin, 1992) describes cultures in terms of a broad- 
based consensus and consistency about the values, beliefs and appropriateness of behav-
ior within the organization. �e di�erentiation perspective emphasis allows for multiple 
groups or sub- cultures (elaborated further below) and posits the presence of diverse and 
possibly incompatible norms. �e third, a fragmentation perspective, highlights ambi-
guities in an organization’s culture where, at the extreme, di�erentiated cultures may 
diverge and fragment to such an extent that cross- organizational consensus and norms 
are either �eeting or absent.

Even within speci�c organizational subgroups, di�erentiation may be more marked 
than commonality, and agreements that are seen may be partial, temporary and tied to 
speci�c issues. �us the organization may be characterized by shi�ing alliances and alle-
giances, considerable uncertainty and ambiguity, and possibly a high degree of overt or 
covert con�ict. Crucially, Martin (1992) does not suggest that organizations can reliably 
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be categorized into one of these three perspectives. Instead, he argues that all three per-
spectives can elicit insights from within the same organization. �ere are, he suggests, 
likely to be aspects of culture that have strong agreement across the organization and 
aspects where there are clear subcultures (and indeed other aspects on which there is 
no discernible consensus at all). Each of these perspectives may be applied to the same 
organization to reveal, rather than hide, an overall lack of coherence.

Organizational Sub- Cultures

As will be clear thus far, organizational culture posits that there are at least some aspects 
of organizational life— in how people think and in what they do— that are shared and, 
to a degree, stable. Crucially, such shared- ness need not (although it sometimes may) 
extend right across an organization. Instead it may be seen, or better analysed, in sub-
groups de�ned by, for example, organizational sub- unit, professional role, service line, 
seniority, and so on. �us the culture found within an organization may be far from 
homogenous or coherent, and although some cultural attributes may be represented 
across the organization others may be prevalent only in particular sub- cultures of the 
organization (Martin and Seihl, 1983). Van Maanen and Barley (1985) de�ne an organi-
zational sub- culture as “a sub- set of an organization’s members who interact regularly 
with one another, identify themselves as a distinct group within the organization, share 
a set of problems commonly de�ned to be the problems of all, and routinely take action 
on the basis of collective understandings unique to the group” (38).

Researchers have (broadly) adopted two complementary frameworks for study-
ing organizational cultures. �e �rst de�nes sub- cultures relative to an organization’s 
overall cultural patterns, especially its dominant values (VanMaanen and Barley, 1985). 
From this perspective sub- cultures may, at di�erent times, be driving forces for change, 
overt defenders of the status quo, or covert counter- cultures quietly undermining new 
initiatives. �us sub- cultures can be classi�ed in terms of whether they support, deny 
or simply co- exist alongside the values of the dominant culture. An elaboration of this 
in health care (taken from Mannion, Davies, and Marshall, 2005a, and Davies and 
Mannion, 2013) leads to the following groupings:

Enhancing subcultures can develop in specialist teams or units. Here the core values 
and behaviors are a more fervent exempli�cation of the desired values/ behaviors at 
whole organization level. Such enhancing subcultures can arise when special teams 
are created and resourced, tasked with transformational change, and shaped by 
charismatic local leadership.

Orthogonal subcultures arise in organizational subgroups whose members passively 
accept the dominant organizational culture but are themselves primarily animated 
by cultural in�uences from outside of that organization. Many medical specialties 
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and subspecialties in health care can be characterized in this way, especially when 
physician have admitting privilege at multiple organizational sites.

Counter cultures may emerge that challenge, either overtly or covertly, the domi-
nant cultural logic of the overarching organization. For example, clinical resist-
ance to management initiatives, the persistence of blame in the face of attempts to 
inculcate learning, and the maintenance of traditional patterns of care alongside 
reformed protocols. Counter cultures may be relatively small in number, scale and 
scope, or pervasive, highly visible and vociferous.

�e second framework acknowledges that sub- cultures in health care organizations 
relate to department, ward, speciality, clinical network and, most obviously, occupa-
tional group. Occupational groups may, in turn be sub- divided into specialisms and 
services (e.g., ophthalmology, oncology, cardiology, gynaecology, etc.) and overlaying 
the basic occupational sub- culture we might expect each specialism to elaborate its own 
distinctive sub- culture based on the diseases, complications, procedures, technologies 
and therapies with which it deals. �ese professional sub groups may seek to di�eren-
tiate themselves from one another by their cultural artefacts or values. At times then, 
understanding cultural divergences becomes a case of understanding professional and 
sub- professional identities (Powell and Davies, 2012).

Such sub- cultures, so described, may be associated with very di�erent levels of power 
and in�uence within the organization, whose dynamics may vary over time— witness, 
for example, the traditional dominance of the medical culture and the more recent 
rise of management culture in many health systems. Doctors and managers di�er on 
many di�erent cultural dimensions, which can lead to misunderstandings and ten-
sions in working relationships and approaches to improving patient care (Davies and 
Harrison, 2003) and such tensions can be understood as (sub- ) cultural manifestations. 
�us deep- seated resistance by powerful clinical groupings to management- instigated 
changes (such as structural reorganizations, mergers, etc.) can help to explain the failure 
of such initiatives to take root (e.g., Kitchener, 2002; Reah and Hinings, 2009).

Measuring and Assessing 
Organizational Culture

�e growing interest in understanding and shaping cultures in health care has gener-
ated a need for instruments and tools to measure and assess organizational culture in 
health care contexts. �e most up- to- date review of the area identi�ed 70 instruments 
and approaches that are available for exploring and assessing organizational culture and 
48 of these were subject to detailed psychometric assessment (Mannion, Davies, and 
Marshall, 2008; Jung et al., 2009). A variety of methodological approaches and research 
designs can be identi�ed among the instruments, perhaps unsurprising given the 
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methodological and conceptual diversity outlined above. �ese range from structured 
questionnaires to comparatively unstructured and emergent ethnographic approaches. 
Despite such methodological variety, the predominant approach taken by instruments 
is questionnaires, usually of a self- reported nature. Only rarely have these undergone 
any extensive testing, validation or structural con�rmation.

�e perhaps inarguable conclusion of this review was that there is no such thing as 
an ideal instrument or approach to assess organizational cultures: an instrument that 
works well in one case may be inappropriate in another. Di�erent instruments o�er 
di�erent insights: they reveal some areas and aspects of an organization’s culture, but 
obscure others. Crucially, there are important di�erences in the required attributes of 
tools that are being used for formative purposes (e.g., as part of improvement processes) 
or summative purposes (e.g., as part of regulatory processes). In addition, tools that may 
o�er informal diagnostic insights have very di�erent characteristics from those used 
as part of formal research programs linking organizational dynamics to organizational 
outcomes.

Organizational Culture and Health 
Care Performance

As elaborated at the opening of this chapter, a driving force in the interest shown in 
organizational cultures in health care is the belief that cultures of di�erent kinds and 
types (however assessed) may be causally important in shaping important organiza-
tional and patient outcomes. It is to this issue that we now turn.

Linking Organizational Culture to Health Care 

Performance

�e proposition that organizational culture (however de�ned) and health care perfor-
mance (in all its variety) are linked has enduring intuitive appeal among policy mak-
ers and managers (as well as researchers). But research seeking to link organizational 
culture to health care performance needs to �rst clarify what is meant be organizational 
culture (as discussed above) and what is meant by performance: health care “perfor-
mance” is surprisingly under- articulated and inherently complex.

In health care, there is a wide range of possible “accounts” (i.e., both measures and 
more informal, qualitative or discursive assessments) of performance, across a wide 
range of domains including clinical processes, health outcomes, care e�ciency and unit 
productivity, as well as aggregate measures of patient experience, quality and safety, 
alongside a variety of employee variables (such as commitment, satisfaction and con-
�dence). In addition di�erent channels of assessment and communication may convey 
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di�erent performance information. For example the apparent “hard” information con-
veyed in published performance measures may di�er from the “so�er” intelligence 
which circulates around informal and professional networks. Understanding this clari-
�es that we should expect to see no clear or simple relationships between “culture” and 
“performance.”

�at said, research has persistently sought to tease- out detailed relationships between 
culture and performance in health care (and, indeed, within other organizational set-
tings). Within the literature four key views on the relationship between organizational 
culture and performance can be discerned (Alvesson, 1992; Brown, 1995; Ehrhart 
Schneider, and Macey, 2014). While these are expressed as declarative statements, it is 
important to be clear that they are more hypotheses in want of testing than empirically- 
established facts. Indeed, the empirical evidence that does exist thus far is decidedly 
mixed on all counts.

Strong culture thesis: here “strong” is usually linked to consistency and refers to 
organizations where beliefs, values and norms are shared consistently at all lev-
els of the organization. �e assumption is that strong organizational cultures help 
facilitate agreement and a consensus on common goals as well as the best ways of 
achieving them. As a result, employee motivation energy and enthusiasm are all 
channelled in the same direction with few resources wasted on addressing inter-
nal con�icts. It is also argued that strong cultures enhance employee motivation 
because of the intrinsic appeal of working in an organization with a distinctive 
ethos and ways of working, and that this ultimately translates into higher organiza-
tional performance.

Reverse causality: Although most approaches seek a causal link whereby organi-
zational culture in�uences performance, some researcher suggest the reverse 
relationship whereby high performance leads to strong (or at least, distinctive) 
organizational cultures. In this sense a history of organizational success may 
engender a common cultural orientation and value conformism. In situations 
where radical change is required this cultural conservatism may inhibit bene�cial 
change. Others have argued that the relationship is non- linear, mutually consti-
tutive and recursive (Mannion, Davies, and Marshall, 2005a). For example a par-
ticular set of cultural values may give rise to high performance and over time the 
continued organizational success may have an impact on the ways of working that 
are valued within an organization.

Contingency approach: this perspective assumes that di�erent cultures are appropri-
ate in di�erent environments and that those cultures that “�t” the environment will 
perform better than those whose �t is poor (Davies, Nutley, and Mannion, 2000; 
Mannion, Davies, and Marshall, 2005a). From this perspective therefore, there 
is no single “best” culture which always leads to success as the key to success will 
depend on the how well the internal organizational culture aligns with its external 
environment and some cultures will be better or worse depending on the particu-
lar context. �is means that as the context changes high performing organizations 
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may have to modify their cultures to �t the new environment, and those that do not 
are likely to see— to some, unexpected— diminutions in performance.

Adaptability: �is approach assumes that for an organizational culture to be con-
tinually successful it needs to be constantly adapting and responding to changes 
in its environment. Such cultures are characterized by risk taking, high trust and 
a proactive and �exible approach to change management and the promotion of 
innovative working. Of course in situations where an organization operates within 
an environment which is relatively stable, then risk taking and innovation are not 
necessarily desirable cultural attributes as they may lead to instability and a loss of 
sense of direction.

What these vignettes have in common is that they draw attention to the likely par-
tial, contingent and recursive nature of any relationships between aspects of culture 
and aspects of performance. �us simplistic ideas of “line up the cultural values” 
and high performance will follow can be seen as naïve (although frequently policy 
stipulations and enquiry recommendations can be seen in this light (Davies and 
Mannion, 2013).

Evidencing Linkages between Culture and Performance

Much empirical work outside of health care has attempted to make linkages between 
organizational or (“corporate”) culture and subsequent organizational performance. 
Several popular texts of the 1980s expounded these links. For example Peters and 
Waterman (1982) claimed to have uncovered the corporate cultural characteristics lead-
ing to “excellence,” Ouchi and Wilkins (1985) sought to explain links between culture 
and productivity, and various authors argued for the importance of “strong cultures” 
as a way of ensuring high corporate performance (e.g., Denison, 1990). Similarly, other 
work has investigated whether there is a contingent relationship between culture and 
performance. In the seminal work in this area Kotter and Heskett (1992) conducted a 
detailed study of 22 �rms and concluded that those �rms which �tted their environment 
were likely to perform better than those whose �t was less good. �is “excellence” litera-
ture however, has not been without its critics (Alvesson, 1992; Erhart, 2014) and a review 
of ten major quantitative studies which sought to substantiate a culture- performance 
link came to a somewhat more cautious conclusion about any causal relationships 
(Wildercom, Glunk, and Mazlowski, 2000).

Speci�cally within health care there is a small but growing body of empirical work 
exploring the relationship between organizational culture and performance along 
a range of dimensions. In a review of the then available literature, Scott et al. (2003) 
assessed ten empirical studies across a range of health care contexts which met the inclu-
sion criteria. �ey found that only four of the studies claimed to have uncovered evi-
dence to support the hypotheses that culture and performance are linked. All the other 
studies failed to �nd a link although for the remainder it was more a case of absence 
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of evidence rather than evidence of absence. �e authors concluded that considerably 
greater methodological ingenuity will be required to unravel the relationships between 
organizational culture and performance.

Working internationally, empirical research by Gerowitz et al. (1996) explored the 
senior management team culture in 265 hospitals located in Canada, the UK and the US. 
�e Competing Values Framework (CVF)— a frequently used and partially validated 
instrument for measuring organizational culture in health care (Cameron and Quinn, 
1998)— was used to identify orientations towards Clan, Open, Hierarchical and (so- 
called) Rational cultures. �e study found that the political economy of each country 
in�uenced the distribution of culture types: hospital senior management teams in the 
UK were frequently oriented towards Clan and Hierarchical cultures; hospital senior 
management teams in the US were more frequently tilted towards Rational and Open 
cultures and hospital senior management teams in Canada more frequently leaned 
towards Clan and Rational cultures.

�e study by Gerowitz et al. (1996) provides considerable support for the hypotheses 
that culture is linked to performance, but in a contingent manner. A key �nding was that 
the dominant culture of the hospital management team was positively and signi�cantly 
related to organizational performance in the case of Clan, Open and Rational cultures, 
but only in the performance domains valued by that culture. For example hospitals with 
predominantly Clan cultures performed signi�cantly above average on measures of 
employee loyalty and commitment, those with dominant Open cultures performed bet-
ter on measures of external stakeholder satisfaction.

More recently, large scale empirical longitudinal research in the English NHS hospital 
trusts between 2001 and 2008 (Jacobs et al., 2013), also using the CVF, similarly found 
that management cultures were linked to performance along a range of dimensions and 
provided further support for the hypothesis that speci�c domains of performance that 
are valued within a dominant culture are those in which the organization performed 
best. Further research has demonstrated that it is not only cultural types as measured by 
the CVF that is important but also the balance between di�erent cultures. Shortell et al. 
(2004) for example found that that in a sample of chronic illness teams found that cul-
tural balance among team members was associated with both the number and depth of 
changes aimed at improving the quality of care.

In contrast to such correlational approaches, Mannion, Davies, and Marshall (2005b) 
adopted a qualitative case study approach to understand the key cultural di�erences 
between “high” and “low” performing hospitals in the English NHS. In the six hospitals 
studied they found that there were clear di�erences in the cultural pro�le of the high 
and low performing hospitals in terms of: leadership style and management orienta-
tion; accountability and information systems; human resource policies; and relation-
ships with other organizations within the local health economy. �e authors concluded 
that the relationship between culture and performance is not necessarily simple, stable 
or unidirectional, but is nonetheless important. Moreover, while high quality and per-
formance may arise from facilitative cultures, it is equally possible that certain cultures 
develop or are enhanced because of the organization’s historic performance record. In 
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this sense culture and performance are likely to be mutually constituted in recursive 
fashion.

Despite a growing body of work seeking to identify culture- performance linkages, 
as well as the evaluation of interventions designed to create and nurture bene�cial cul-
tures in health care contexts, a recent systematic review of intervention studies “did not 
identify any e�ective strategies to change organizational culture” (Parmelli et al., 2011). 
Current policy prescriptions to improve health care performance through cultural 
transformation are therefore in need of a more secure evidence base underpinned by 
a more sophisticated understanding of the nature of relationships between culture and 
performance and how these might be explored empirically.

Cultural Change

�e �nal piece of the interlinking logic explaining the preoccupation with health care 
cultures is the sense that policy and managerial intervention can reshape organizational 
cultures for the better. �is �nal section explores this in more detail.

�e Possibilities of Cultural Change

A wide range of models for understanding organizational culture change have been 
developed and applied, but as with organizational culture none have received wide 
acceptance as the de�nitive means of modeling cultural change processes (Brown, 1995; 
Mannion, Davies, and Marshall, 2005a). Indeed the diversity of models for understand-
ing organizational culture change re�ects a lack of theoretical consensus surrounding 
de�nitions of organizational culture and processes of organizational change (Scott et al., 
2003). Di�erent conceptualizations of culture (as outlined above) generate rival claims 
as to the nature and feasibility of planned culture change: those who conceive of culture 
as a variable may view it as capable of being manipulated and managed to meet organi-
zational ends. Whereas, those who view organizations more holistically as cultures 
more o�en tend to see it as something that is di�cult or even impossible to manage pur-
posefully towards speci�c ends. In both cases of course, unintended and dysfunctional 
consequences remain a risk (Brown, 1995).

Some commentators have prescribed a middle path between these two dominant 
approaches by treating an organization’s culture as an emergent property (Mannion, 
Davies, and Marshall, 2005a). From this perspective culture is not assumed a priori to 
be controllable. Instead it is assumed that its key characteristics can at least be described 
and assessed in terms of their functional contributions to broader managerial and 
organizational objectives; and moreover, that once an understanding of these character-
istics is attained, some shaping and in�uencing of these dynamics is possible.
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First and Second Order Change

Di�erent models of culture change di�er in terms of the scale of change to which they 
apply (Brown, 1995). A distinction can be made in terms of whether culture change strat-
egies are targeted at �rst or second order change (Bate, 1999). During “�rst order” change 
the objective is to “do what you do better.” According to the in�uential authors Deal and 
Kennedy (1982) many commercial organizations have maintained a competitive advan-
tage by pursuing a policy of “cultural continuity,” capitalizing on the lessons, traditions, 
and working practices that have served the organization well over a period of years. �us 
the focus is on evolutionary growth or e�ective repetition (more of the same, but better). 
In contrast, “second order,” qualitative growth (something di�erent, a radical break with 
the past) is more appropriate if an existing culture has begun to stagnate and a com-
plete overhaul is required. Second order change is o�en invoked in response to a grow-
ing crisis or acknowledged de�ciency in the existing culture, which cannot be addressed 
adequately by a change in culture but rather demands a fundamental change of culture. 
�is “second order” change focuses on instilling new behaviors and values throughout 
the organization, whereas in �rst order change the emphasis is more on adapting and 
re�ning the extant culture and traditional modes of working.

In practice, and especially in health care settings, such sharp distinctions between 
�rst-  and second- order change may be overstated. Most change requires a balance 
between transformation and continuity, while avoiding the introduction of new dys-
functions. Moreover, an overemphasis on cultural change may neglect the necessity of 
parallel change in structures, processes and incentives, for example.

Modeling the Cultural Change Process

In summarizing a wide range of models of culture change drawn from the literature 
(Brown, 1995; Scott et al., 2003) it can be seen that, despite some signi�cant di�erences 
between the models reviewed, they all share some common foci. In particular, most 
models pay some attention to the following factors:

Crises: as a trigger for signi�cant organizational change;
Leadership: in detecting the need for change and in shaping that change;
Success: to consolidate the new order and counter natural resistance to change  

(as one of the key functions of organizational culture is to establish and stabilise ways 
of organizing and interacting, resistance is inherent to any culture change e�orts);

Relearning and re- education: as a means of embedding and helping explain the 
assimilation of new cultures.

Health care in particular seems to be beset by regular scandals and crises for which 
the diagnosis is o�en solely or in part “cultural failures” and the solution proposed is 
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“cultural renewal.” What is less o�en discussed is the role played by external policy 
and regulatory framings, pressures and stipulations that contribute to the organiza-
tional dysfunctions that underpin these crises (Davies and Mannion, 2013). �us while 
we might argue that cultural underpinnings of unwanted behavior patterns are likely, 
organizational change internal to the organization (whether focused on culture alone, 
or as part of a broader package of reforms) may be insu�cient in the absence of wider 
policy and system reform

Targets for Cultural Change

Supposing that cultural reorientation within organizations is warranted and desirable 
(notwithstanding the arguments above), Bate (1999) has highlighted the key dimen-
sions to be targeted in a culture change strategy. �ese include:

�e structural dimension. To be successful a culture change programme must  
take account of the culture to be changed. Only a�er an e�ective diagnosis or cultural  
audit has revealed how the current order is sustained through existing structural 
arrangements can e�ective change management strategies be deployed. Such a 
diagnosis would proceed by �rst acquiring an appreciation of the currently pre-
vailing culture (which links to notions of culture measurement or assessment dis-
cussed earlier).

�e process dimension. If cultures develop spontaneously, as an emergent model 
suggests, how they change is a key question. Bate (1999) has applied a sailing meta-
phor based on wave movements to illustrate spontaneous change. If the latest cul-
tural wave appears to be going in the right direction (a virtuous momentum) then it 
may be possible to ride the wave using its own energy to deliver the organization to 
its desired destination. If the prevailing wave is not going in the desired direction, 
at least three alternative strategies are possible: �rst, to de�ect waves using their  
own momentum (re- framing strategies); second, to wait until the most powerful 
waves have subsided and then create new ones (new- wave strategies); and, third, to 
wait until a new wave is going in the desired direction and only then “hitch a ride” 
(opportunistic strategies).

�e contextual dimension. It is important to assess the “�t” or alignment between a cul-
ture and the wider environment. As the external environment changes so must the 
internal culture to avoid obsolescence. More likely, if the external environment that 
has produced some unwanted organizational dynamics remains unchanged then  
change strategies need to address the likely dissonance from reformed positions. 
�is adaptive approach involves an assessment of “cultural lag” or strategic dri� to 
gauge the gap between the culture in use and the required culture.

�ese dimensions o�er alternative ways for thinking about and enacting cultural change 
in health care systems and organizations. Yet as we discuss below there are many other 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   110 12/30/2015   11:53:38 AM



Culture in Health Care Organizations   111

issues that need to be addressed when seeking to purposefully shape culture in health 
care organizations to bene�cial e�ect.

Overcoming Barriers to Planned Culture Change

Strategies of culture change need to be mindful of the possible barriers to that serve to 
block or attenuate managed change. �ese include:

Lack of ownership. A change o�en invokes a sense of loss and the reactions of indi-
viduals and professional groups can be unpredictable. Even a few disa�ected 
individuals can cause disruption. �e implication is that unless a critical mass 
of employees “buy into” a culture change programme, such initiatives are likely 
to fail.

Complexity: Organization culture is transmitted and embedded via a wide range 
of media, including established working procedures and practices (e.g., rewards, 
ceremonies, physical spaces, shi� patterns, etc.). It is unrealistic to expect culture 
change strategies to be e�ective on all these simultaneously.

External in�uence: �e in�uence of outside interests may cut across and sometimes 
work against e�orts towards internal reform. Culture change strategies need to 
heed the constraints posed by external stakeholders in determining the values and 
behavior of health professionals (e.g., professional bodies, regulatory agencies, etc.)

Managing Cultural Diversity, Mergers,  

and Partnership Working

As noted earlier, health care organizations are likely to comprise competing and over-
lapping professional subgroups. �us a key challenge to culture change programmes 
is to consider carefully the impact of change on speci�c groups within a healthcare 
organization (e.g., doctors, nurses and other health professionals, and managers) and 
to design appropriate policies to accommodate this. Child and Faulkner (1998) have 
developed a useful typology for to assess approaches to managing organizational cul-
ture change in the face of organizational cultural diversity. �eir analysis is structured 
according to two fundamental choices. �e �rst concerns whether one subgroup’s 
culture should dominate. �e second relates to the decision either to integrate di�er-
ent subcultures (in order to derive synergy between them) or to segregate the various 
subcultures (with the aim of avoiding con�ict or e�orts devoted to cultural manage-
ment). �ese strategic choices give rise to four possible bases for accommodating cul-
tural diversity within an organization (see Figure 4.1). �e �rst three o�er some scope 
for establishing a cultural �ts, whilst the fourth gives rise to serious dysfunctional 
consequences.
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Any attempts at culture change in complex multi- professional organizations such as 
hospitals will need to address explicitly the importance of managing cultural diversity 
in order to achieve accommodation between a myriad of competing and overlapping 
organizational sub- cultures. Frameworks such as that elaborated above may aid that 
process, both analytically and practically.

One recent analytic application of this framework explored a common theme in many 
countries over recent years: the increase in partnership working and formal mergers 
between health care providers (Peck and Dickinson, 2008). Mannion et al. (2011) exam-
ined cultural diversity issues in relation to joint working between public and private pro-
viders as part of the Local Improvement Finance Trust (LIFT) initiative in the English 
NHS. Based on in- depth case studies of three LIFT partnerships the study found discon-
nect between the rather optimistic perspective on cultural integration within LIFT part-
nerships held by senior policy makers, and the reality on the ground. Di�erent assumed 
value orientations and motives had created a degree of suspicion between LIFT part-
ners, with public organizations o�en uncomfortable with the (assumed) pro�t motive 
of private sector partners, and private sector partners worried about the (assumed) lack 
of �nancial acumen and political interference associated with public providers. �e 
espoused aspiration of all three LIFT partnerships was one of Synergy (see Figure 4.1); 

The meeting of cultures: achieving a ‘cultural fit’

Integration between cultural groups?

Yes No

Domination

by one

sub-culture?

No

1)               Synergy

Here the objective of collaboration is
to meld both partners’ cultures and
to achieve the best possible fit
between the two.  The best elements
are combined with the objective of
making the whole greater than the
sum of its parts.

2)            Segregation

Here the aim is to strike an
acceptable balance between different
cultures by virtue of maintaining
separation rather than seeking
integration.

Yes

3)           Domination

This is based on recognition that
integrating organisational cultures
may prove impossible and accepts
the right of dominance of one sub-
group’s culture.

4)             Breakdown

This occurs when one culture seeks
domination, integration or mutually
acceptable segregation but fails to
secure the acquiescence of the other
organisational culture. 

Derived and expanded from a classificatory scheme on
strategic alliances developed by Child and Faulkner (1998)

Figure 4.1 �e meeting of cultures: achieving a “cultural �t”
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however, in practice existing inter- organizational relations were not fully integrated and 
could be best described as being Segregated (see Figure 4.1). Perhaps encouragingly, 
none of the LIFT partnership relationships could be characterized as either Domination 
of Breakdown in the schema.

Several studies have also highlighted cultural compatibility and deep- seated resist-
ance as key issues for post- merger integration in health care organizations, and in par-
ticular hospital organizations (Fulop et al., 2005). Indeed, a review of hospital mergers 
in Europe and North America concluded that “almost all consolidations fall short, since 
those in leadership positions lack the necessary understanding and appreciation of the 
di�erences in culture, values and goals of the existing facilities” (Weil, 2010). For exam-
ple, in exploring the cultural issues associated with the merger of two hospital Trusts 
in the English NHS, Ovsieko et al. (2015) used mixed- method case- study approaches, 
drawing on the Competing Values Framework. �ey concluded that cultural issues 
relating to the relative size, identities and clinical services were a key factor in medi-
ating successful on- going post- merger integration of the two organizations. Similarly, 
in the US, and drawing on Institutional theory and political science, Kitchener (2002) 
highlights the cultural issues and “institutional logics” associated with the merger of 
two academic health centres in California, and in particular the problems of promoting 
adaptive change in multi- professional health care organizations. In an extension of this, 
Reah and Hinings (2009) identify the cultural issues and institutional logics associated 
with managing changes in the health system in Alberta and in particular highlight the 
importance of providing a way for di�erent cultures and their competing logics to co- 
exist and separately guide the behavior of di�erent actors involved in health care trans-
formation. Accommodation across cultural subgroups remains a potent challenge to 
e�ective healthcare reform and recon�guration.

Concluding Remarks

Health care policy and management in many countries frequently invoke notions 
of “culture” and “culture change” as key levers for delivering good quality health care. 
However, such notions of organizational culture are o�en under- speci�ed, and unpack-
ing these and exploring the nature of any linkages between cultures and quality remain 
an important task. �e diversity and contested nature of understanding about culture 
will necessarily mean that there will be diverse and contested ways of seeking to harness 
the power of culture to deliver the desired improvements in health care quality and per-
formance. In this chapter we have tried to sharpen thinking around the theory and feasi-
bility of culture and culture change in health care settings by setting out some of the key 
conceptual and practical challenges that need to be addressed by policy makers, health 
care managers, researchers, and by others seeking to understand, assess and change cul-
tures in health care organizations. What is clear is attempting to enact culture change to 
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improve performance is a di�cult, uncertain and risky enterprise and may not always 
generate the anticipated outcomes. As in many other areas of management we are in 
need of a more secure evidence base that is underpinned by a more sophisticated under-
standing of these complex and dynamic organizational phenomena.
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Chapter 5

The Critical Health Care 
Management D omain

Martin Kitchener and Richard Thomas

Introduction

The management of health care organizations faces an unprecedented set of challenges. 
�ese include state �scal crises, demographic shi�s, and rising demand for services 
stemming, in part, from the increased prevalence of chronic conditions. In response, 
many governments have encouraged health care organizations to adopt the discourse, 
strategies and practices of the so- called “new public management” (NPM). �e ensuing 
“reform” and “modernization” programmes have included combinations of: privatiza-
tion, corporatization, performance management, marketization, and changing roles for 
professionals, managers and patients (Hujala and Laulainen, 2014). �is set of condi-
tions has created both the need for critical scholarship (teaching and research) in health 
care management, and a fertile context within which it can be can be conducted.

Despite the promising context, and a history of notable achievements, health care 
management scholarship su�ers from two main weaknesses. First, it is generally con-
servative in its objectives, its de�nitions of appropriate subjects, and in the knowledge 
that is produced. With attention directed towards �nding ways of getting more work 
done for less money, as in other management �elds a “booming silence” has shrouded 
signi�cant organizational phenomena such as: exploitation, surveillance, manipulation, 
subordination and sexuality (Hearn and Parkin, 1995, 4). Second, the relevance of health 
care management scholarship is questioned both by academics, and by the practitioners 
who are generally the focus of the work (Alexander et al., 2007).

Blame for the twin weaknesses of health care management scholarship must be 
shared amongst its sponsors, publishers and producers. Its sponsors (researcher 
funders and the employers of teachers) have, as in other areas of management enquiry, 
tended to privilege theoretical perspectives that “support dominant discourses that 
are:  prescriptive, positivist, managerial, functionalist and strategic” (Keegan and 
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Boselie, 2006, 1506). Globally, the major funders of health care management research, 
and the general approach to research and development are both oriented towards 
uncritical acceptance of managerialist literature (Learmonth, 2003). At the same time, 
although the primary purpose of social scienti�c scholarship in health care man-
agement should be to explain focal phenomena, many (journalistic) qualitative and 
(under- theorized) quantitative studies have contented themselves with description 
(Scho�eld, 2001). It is possible, here, only to speculate that the causes of this condi-
tion may include some combination of: failures to appreciate the potential of critical 
perspectives, acceptance of managerial ideology (Anthony, 1986), and acceptance of 
the role researchers as “servants of power” (Baritz, 1960). Whatever the causes, while 
the problems have been recognized for more than ten years (Learmonth, 2003), less 
progress is evident in health care management than in proximate �elds such as gen-
eral management and public sector management (Currie, Lockett, and Suhomlinova, 
2009; Hujala, Laulainen, and Lindberg, 2014).

To address these problems, this chapter outlines the development of a domain of criti-
cal health care management (CHMS) scholarship, o�ers an articulating framework, and 
speci�es an agenda for its development. �e chapter is presented in three main parts. We 
begin by arguing that a more critical approach to health care management scholarship 
is required in order to shi� mainstream work from its currently narrow, managerialist 
and performance- obsessed state towards a more vibrant, diverse, and relevant condi-
tion. In the second part, we extend the work of Delbridge (2010) and Burawoy (2004) 
to develop an articulation of CHMS as a distinctive domain within health care manage-
ment scholarship. We then review progress in developing CHMS in terms of the four 
main concerns of critical management enquiry: (a) questioning the taken- for- granted, 
(b) moving beyond instrumentalism and assumptions of performativity, (c) a concern 
for re�exivity and meanings in research, and (d) challenging structures of domination. 
We conclude by discussing barriers to progress and presenting an agenda for the devel-
opment of the CHMS domain.

The Murmur of Critical Health Care 
Management Scholarship

Over the last 15 years, critical approaches have �ourished in many areas of social sci-
enti�c scholarship, including general management, to the extent that they have now 
become a “fully- �edged tradition” (Clegg, Dany, and Grey, 2011, 272). While the pace of 
development might have slowed recently, the upward trajectory is re�ected in the bur-
geoning size of the annual Critical Management Studies Conference. To explore the state 
of health care management scholarship we conducted two sets of internet searches. �e 
�rst addressed the outputs of research scholarship in terms of published papers, books, 
and conference presentations. �e second concerned the impact of critical perspectives 
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within health care management teaching in terms of the content of leading taught pro-
grams and textbooks.

Our search of research outputs was conducted in four stages:  (i)  health services 
journals, (ii) leading management journals, (iii) research books, and (iv) conference 
papers. �e �rst search comprised 18 leading health care research journals includ-
ing: Health Services Management Research, Health A�airs, Social Science and Medicine, 

and Milbank Quarterly.1 We used a range of search terms including: “critical manage-
ment,” “critical research,” and “critical investigation.”2 Disregarding papers on themes 
such as critical care, we identi�ed a pool of 329 papers that contained elements of criti-
cal health care management. �is represents less than 1% of total scholarship within 
the �eld, which we estimate to comprise around 42,000 articles published over the 
last 25 years, and even longer in the case of some journals. Perhaps most surprisingly, 
we found only nine critical health care management papers within the International 

Journal of Health Services, which exists to stimulate “debates about the most controver-
sial issues of the day.”

Our second search of research outputs comprised 9 leading organization and man-
agement journals (e.g., Organizational Studies, Academy of Management Journal).3 
�is surfaced fewer than a dozen examples of critical health care management papers. 
In both this and the �rst search category, most contributions came from the UK, with 
Nordic countries supplying a growing contribution. In our third search, for books, 
among the few on critical health care management we identi�ed the most notable as 
Learmonth and Harding’s (2004) ground- breaking edited collection, and Currie et al.’s 
(2009a) edited collection of critical approaches in public services, which includes 4 
cases from health care.

Our �nding of very limited published research in critical health care management is 
supported by Ferlie et al.’s (2012) systematic review of the health care knowledge mobi-
lization literature which found that critical perspectives were displayed in only 6% of 
relevant papers in management journals, 2% of papers in health journals and 1% of 
sources in health databases (within a total of 684 sources). Despite the limited devel-
opment of critical approaches in health care management research, Ferlie et al. (2012, 
1302) contend that:

1 �e full list of journal titles searched was Health Care Management Review, Journal of Health 
Organization and Management, Journal of Health Services Research & Policy, Health Services Research, 
Social Science & Medicine, Sociology of Health & Illness, International Journal of Health Services, Milbank 
Quarterly, British Medical Journal, Critical Social Policy, Health Care Analysis, Health Policy, Health 
Services Management Research, International Journal of Health Planning and Management, Journal of 
Management in Medicine, Policy and Politics, Public Administration, and Public Money and Management.

2 �e full list of search terms was. … “critical management,” “critical discourse,” “critical lens,” “critical 
research,” “critical inquiry”/ “critical enquiry,” “critical investigation,” “critical study,” “critical scrutiny,” 
“critical exploration,” “critical examination,” and “critical re�ection.”

3 �ese journal titles were: Academy of Management Review, Administrative Science Quarterly, 
�e Academy of Management Journal, British Journal of Management, Human Relations, Journal of 
Management Studies, Organization, Organization Studies, and Sociology.
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Critical perspectives— especially labor process and Foucauldian perspectives— explain 
why many knowledge management systems fail in health care. �e importance of power 
contests among occupational groups in health systems makes it appropriate to temper 
positivistic and technical approaches to knowledge management with scepticism.

Given the infancy of critical health care management scholarship, work of this type 
may be currently under re�nement as conference presentations. To assess this in our �nal 
examination of research outputs, we searched abstracts from the biennial, International 
Organization Behavior in Health Care Conferences (OBHC) for 2010, 2012 and 2014. 
We found fewer than 20 papers with a critical management approach. It is interesting 
to note that critical perspectives in health management were �rst given a dedicated 
platform, not at a health services conference, but rather at a stream of the 2013 annual 
Critical Management Studies Conference, from which selected papers later formed a 
special edition of Journal of Health Organization and Management (Hujala, Laulainen, 
and Lindberg, 2014). A similar stream is planned for the 2015 CMS conference.

It is in the classroom “that CMS meets actual, future or aspiring managers” (Clegg, 
Dany, and Grey, 2011, 272). Consequently, in order to assess the extent to which such 
approaches have in�uenced scholarship within health care management teaching 
programmes, we searched the online course descriptors for 23 specialist postgraduate 
programmes in leading academic providers in North America and the UK. Our main 
�nding was that the word “critical” appeared only in relation to only four courses: MSc 
Health Management (City University UK); MSc Health Policy, Planning and Financing 
(London School Hygiene & Tropical Medicine, UK); MRes Applied Health Research 
(Leicester University UK); MSc Health & Social Care (Nottingham University UK). 
Beyond the leading providers, an innovative example is the MSc management devel-
opment program based on a critical (empowerment culture) perspective at Bangor 
University, UK (Sambrook, 2010). On the basis that Master’s programmes may o�en be 
taught by textbooks, our scrutiny of the indexes of 35 leading textbooks from the UK 
(e.g., Walshe, 2011) and USA (e.g., Burns, Bradley, and Weiner, 2012) revealed that “criti-
cal” in the appropriate context appeared only appeared once in a relevant context in any 
index. Indeed, the passage referenced as “critical re�ection” by Walsh (2011, 407) reso-
nates strongly with our understanding of critical management studies, but remains the 
only example we identi�ed.

Overall, however, whilst the booming silence around critical approaches to health 
care management teaching and research has been punctuated, it is only by a murmur.

Critical Scholarship as a Domain  
of Health Care Management

Just as we are concerned here with the conservatism and limited relevance of health 
care management scholarship, Burawoy’s (2004) analysis of sociology focussed on the 
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divide between “ivory tower” professionals and their publics. As a means of framing 
this tension, Burawoy constructed a typology of disciplinary “domains.” �e domains 
emerge from answers to two fundamental questions through which researchers “can 
problematize our place in society”: First, for whom is knowledge produced? And sec-
ond, to what ends will that knowledge be used? Burawoy speci�es the �rst question as, 
“If we are going to talk to others, which others and how shall we do it?” and di�erentiates 
between academic and extra- academic audiences (Burawoy, 2004, 1606). In addressing 
the second question, Burawoy draws on Weber to distinguish between technical ration-
ality and value rationality, either or both of which might underpin the production of 
knowledge. Burawoy (2004, 1606) explains:

Do we take the values and goals of our research for granted, handed down to us by 
some external (funding or policy) agency? Should we only concentrate on providing 
solutions to prede�ned problems, focusing on the means to achieve predetermined 
ends, on what Weber called technical rationality and what I shall call instrumental 
knowledge? In other words, should we repress the question of ends and pretend 
that knowledge and laws spring spontaneously from the data, if only we can develop 
the right methods? Or should we be concerned explicitly with the goals for which 
our research may be mobilized, and with the values that underpin and guide our 
research? ... Like Weber, I believe that without value commitments there can be no 
sociology, no basis for the questions that guide our research programs. Without val-
ues social science is blind. We should try to be clear about those values by engag-
ing in what Weber called value discussion, leading to what I will refer to as re�exive 
knowledge.

Following Delbridge’s (2010) work in the �eld of critical human resource manage-
ment, we believe that:  (a) Burawoy’s identi�cation of the values of research presents 
a useful starting point in the articulation of a domain of critical health care manage-
ment, and (b) it is productive to use Burawoy’s distinctions between types of knowl-
edge (instrumental/ re�exive) and di�erent audiences (academic/ extra- academic) to 
elaborate a typology of health care management scholarship. Whilst we represent our 
typology in Table 5.1, it is important to remember that Burawoy stresses that each of the 
resulting four domains will have sub- components (“fractals”), and they are not distinct. 
Rather, they are reciprocally interdependent and the “the �ourishing of each depends on 
the �ourishing of all”.

It makes sense in explaining our typology to begin with the domain of professional 
studies of health care management (top right quadrant) because it: (a) provides the basis 
for the other forms, and (b) is the domain of mainstream academic enterprise. As in 
proximate �elds, such as sociology and human resource management, the professional 
domain of health care management is shaped by norms of socially constructed “scien-
ti�c legitimacy” and peer in�uence. In health care management, this mainstream tends 
to assume superordinate, managerially- determined corporate goals, and the autonomy 
of managers in individual organizations. Two leading US researchers illustrate this 
domain perfectly in one of the �eld’s leading journals:
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we assume that managers (and indeed other employees) in most health care organi-
zations seek to improve the performance of those organizations and that they gener-
ally value and try to use valid information on ways to enhance that performance. 
In other words, managers behave, within limits, as rational decision- makers with 
goals in mind…. Consistent with this perspective, we de�ne management research 
to be “systematic inquiry that is designed to a�ect decisions, actions, and results of 
organizational leaders, that uses recognized scienti�c methods, and that results in 
peer- reviewed publications or work of comparable quality (Blumenthal and �eir, 
2003, 366).

�is mainstream approach of the professional domain typically gives limited atten-
tion to the contests and contexts of health care settings. Instead, it concentrates on 
demonstrating the performance e�ects of management practices such as quality 
improvement initiatives. Learmonth (2003) identi�ed (what can be seen as) two main 
fractals of this professional domain. �e �rst is labeled “for management” and com-
prises studies of the introduction of “new” managerial practices into health care such 
as business process re- engineering (Packwood, Pollitt, and Roberts, 1998). Some of this 
work, whilst not adopting a critical lens explicitly, does take context more seriously 
than is typical within managerial texts (Pettigrew, Ferlie, and McKee, 1992). �e sec-
ond fractal of the professional health care management domain can be labeled “about 
management” and comprises explorations of health care managers’ worlds. Some of this 
work has drawn from social theory, rather than management theory. A classic example 
is Scho�eld’s (2001) application of labor process theory within an ethnographic analy-
sis of bureaucrats’ obedient behavior. Sitting somewhere between these two fractals of 

Table 5.1  Domains of Health Care Management Studies

Academic audience Extra- academic audience

Instrumental knowledge

•  Knowledge
•  Legitimacy
•  Accountability
•  Pathology
•  Politics
•  Exemplar

Professional studies

Theoretical/ empirical
Scientific norms
Peers
Self- referentiality
Professional self interest
Blumenthal and Their (2003)

Policy studies

Concrete
Effectiveness
Clients/ patrons
Servility
Policy intervention
Clarke et al. (2007)

Reflexive knowledge

•  Knowledge
•  Legitimacy
•  Accountability
•  Pathology
•  Politics
•  Exemplar

Critical studies

Foundational
Moral vision
Critical intellectuals
Dogmatism
Internal debate
Learmonth (2003)

Public studies

Communicative
Relevance
Designated publics
Faddishness
Public dialogue
Pollock (2004)

Developed from Burawoy (2004) and Delbridge (2010)
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the professional health care management domain, a distinct body of work examines the 
ongoing power struggle between management and the medical profession. �e contri-
bution of sociologists to this work has ensured a critical �avour and it is in this area of 
health care research that Marxian analyses have possibly had their greatest in�uence 
in the USA and Europe (McKinlay and Arches, 1985; Harrison, 2009; Adler and Kwon, 
2013; Andri and Kyriakidou, 2014).

In contrast to the domain of professional health care management scholarship, the 
public and policy domains speak explicitly to audiences beyond academia. Policy stud-
ies typically arise from speci�c “problems” de�ned by a client. Here, the relationship can 
be seen as “instrumental” in cases where the researcher does not de�ne the research. In 
a distinctive health care fractal that overlaps with the proximate �eld of public admin-
istration scholarship, considerable attention has been given to the development and 
implications of the NPM agenda that brought more private sector management prac-
tices into health care settings (Pollitt, 1993). �e work of John Clarke and Janet Newman 
has provided a critical dimension to this fractal through their exploration of themes 
including: changing professional- management relations; alterations to the relationship 
between social (equity) and economic (e�ciency) ends; (re)casting citizens as consum-
ers; and the increasing emphasis on leadership (Clarke et al., 2007).

A second fractal of the health care management policy domain comprises induc-
tive “policy ethnographies” in which health service managers and policy makers are 
approached as experts on management, rather than as sources of data for theory build-
ing (Strong and Robinson, 1990, 8). Whilst less managerialist in approach than much 
of the professional health care management domain, the policy ethnographies fractal 
tends to be based on a priori assumptions about what managers and policy makers do, or 
should do, rather than from empirical work. In contrast, Aldrich, Zwi, and Short (2007) 
employ critical discourse analysis to examine how values and beliefs communicated by 
Australian politicians have shaped decades of policies and outcomes for Aboriginals.

Public studies of health care management operate in the domain of “public intellec-
tualism” and engage audiences beyond the academy in dialogue on matters of political 
and moral concern. Allyson Pollock-  the very epitome of the public intellectual— has 
adopted a radical approach in her writing and broadcasting on the privatization of 
the NHS (e.g., Pollock, 2004). Her powerful analyses explains to a wide audience how 
the speed and direction of change is concealed by the rhetoric of “modernization” and 
“choice,” and by the complexity of privatization mechanisms such as Private Finance 
Initiative (PFI). As Burawoy warns, such “public” forms of academic work must be rel-
evant without falling into the trap of faddishness and subservience to publics.

Acknowledging the achievements of sociological scholarship across the other three 
domains, Burawoy argues that it is the public domain that sociologists need to develop. 
In contrast, we believe that health care management scholarship needs to develop the 
critical domain to reduce its conservatism and improve relevance. Critical studies in 
health care management, as in other �elds, should provide the critique that is neces-
sary to counterbalance the pathologies of the other forms of studies. In acting as “the 
conscience” of professional studies (Burawoy, 2004, 1609), the critical domain should 
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examine the implicit and explicit, normative and descriptive foundations of professional 
studies. It should also consider the values under which policy studies are conducted, 
and the moral commitments of public research. Early contributions to this domain are 
reviewed in the next section.

Following Delbridge (2010), we argue that Burawoy’s domains of intellectual labor 
give a framework through which the twin weaknesses of health care management 
research— conservatism and limited relevance— can be assessed and suggestions devel-
oped for how they might be addressed. His explicit reference to the audience for which 
knowledge is produced provides a basis for evaluating the engagement of research-
ers with the various stakeholders in health care management. �e issue of the ends to 
which health care management teaching and research is put raises the further question 
of what has become termed “impact,” particularly in higher education and in debates 
about the “value” of research. While distinct from the focus of Burawoy’s primary con-
cerns, his expectation that knowledge will be used anticipates that it will have impact 
in some form. �is speaks directly to our charge of the irrelevance of much health care 
management research. Beyond the twin concerns of for whom knowledge is produced 
and to what purposes it may be used, we can extend our consideration to build fur-
ther re�ection on related matters regarding the assumptions that underpin research, the 
types of research conducted, the topics under investigation and the forms of knowledge 
that are produced. For inspiration on how this agenda might be developed in health care 
management, the next section draws from the proximate �eld of critical management 
studies.

Building CHMS from Critical 
Management Studies

Whilst we acknowledge that the development of the critical health care management 
domain could bene�t from the intellectual resources of multiple social science �elds 
(including policy studies, the sociology of work and organizations, and industrial rela-
tions), we concentrate here on the work conducted under the label “critical management 
studies” (CMS).

CMS is a broad church that has an agenda that directly confronts health care man-
agement scholarship’s weaknesses of conservatism and irrelevance (Adler, Forbes, 
and Willmott, 2007). At base, CMS aims to o�er alternative ways to see the world by 
questioning and re- imagining management (Lancione and Clegg, 2014, 1). Research in 
this tradition is typically undertaken with the intention to alter management practices 
and organizational systems. Although that aspiration has rarely been achieved, CMS 
exists, in part, to “show that the world does not have to be the way it is” (Burawoy, 2004, 
1612). As a result, critical management research seeks to provide analysis and explana-
tion that connects questions of power with issues of “e�ciency” that extend beyond 
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standard managerial de�nitions. Beyond this (largely) shared mission of CMS scholars, 
the church houses a wide (and sometimes competing) range of ontological and episte-
mological approaches. Celebrating this plurality, Delbridge (2010) identi�es four key 
themes within CMS: (a) the questioning of the taken- for- granted; (b) moving beyond 
instrumentalism and assumptions of performativity; (c) the concern for re�exivity, and 
meanings in research; (d) and the challenging of structures of domination. Below, we 
brie�y introduce these themes and review extant contributions within health care man-
agement scholarship.

Questioning the Taken- for- Granted

CMS exists to challenge the assumptions and conventions of managerialist thinking 
(Fotaki and Hyde, 2014). In this regard, it meets the de�ning criterion of Burawoy’s criti-
cal domain; it questions the purpose and e�ects of management, and it problematizes 
assumptions of managers as experts holding legitimate positions of authority. By chal-
lenging unitarist assumptions of shared corporate goals and functionalist concerns with 
e�ciency, CMS focuses on the power relations in organizations, making transparent the 
inequalities of such roles, and questioning the rationales and consequences of such con-
ventions. From the outset of this tradition, scholars such as Fox (1974) rejected conven-
tional views that technologies and organizations develop in ways that are necessary or 
appropriate to the demands of the “neutral” economic conditions of the time. Fournier 
and Grey (2000, 18) describe this as the “unmasking” of mainstream management the-
ory, which has constructed particular versions of appropriateness while obscuring these 
in a language of science, rationality and “naturalness”.

CMS challenges the apparent neutrality of the language and value bases of mainstream 
management theory and practice (Hasselbladh and Kallinikos, 2000; Adler Forbes, 
and Willmott, 2007). Just as Burawoy’s (2004, 1609) typology advocates discussions of 
“knowledge for whom and knowledge for what?,” critical theorists hold that knowledge 
and its creation is not neutral. Moreover, the CMS project of “denaturalization” includes 
surfacing the partiality of managers and researchers (Jermier, 1998). In a rare example in 
health care, Learmonth (2005a) follows Derrida to re�ect on the use of language within 
contests between health care managers and administrators, by viewing language as the 
grounds, the objects and the means through which all power struggles are fought. He 
later re�ects on how his experience as a NHS manager lead him to challenge the received 
wisdom that better management is, by de�nition, a good thing. Instead, he argues that 
better management may be only unconditionally “better” for a few people. Such consid-
erations are particularly prescient in current policy contexts where academic researchers 
are expected to show the value of their research to society on the basis of its (economic) 
impact. As Burawoy’s framework helps make explicit, researchers must work hard to 
ensure that their agendas are not captured/ diverted by sponsors.

Whilst the CMS theme of “Questioning the Taken- for- Granted” has been given lim-
ited attention within health care management research, three lines of enquiry have been 
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opened up. First, some authors have challenged assumptions including the “inevitabil-
ity” of globalization and its consequences, and the dominance of “market forces”. �e 
lead was taken in the pioneering work of Pollitt (1993) whose neo- Marxist argument 
surfaces ideological aspects of managerialism in health care. For him, the transfer of 
managerialism from private sector corporations to welfare state services:

sounds sober, neutral, as unopposable as virtue itself … better management provides 
the label under which private sector disciplines can be introduced to the public ser-
vices, political control can be strengthened, budgets trimmed professional auton-
omy reduced, public service unions weakened and a quasi- competitive framework 
erected to �ush out the ‘natural’ ine�ciencies of bureaucracies (Pollitt, 1993, 49).

�is theme has been pursued in Currie et al.’s (2008, 282) empirical work which �nds 
that “inappropriately imported models of private sector management … are ill suited 
for the complexities and cultures of the NHS”. Dickinson and Sullivan (2014) also  
follow this tradition of challenging the taken for granted by applying a critical 
approach to the issue of collaborative performance; a topic that is most commonly 
assumed to be “good”. A parallel line of work adopts a Foucauldian approach to con-
centrate on dynamics among organizational power relations, professional autonomy 
and workforce resistance. A  good example is provided by Doolin’s (2004) exami-
nation of electronic knowledge management systems in health care organizations 
as they extend central surveillance over clinical work practices, provoking clinical 
resistance.

Among the few studies that have challenged the assumption of the political neutral-
ity of health care organizations, Kitchener and Leca’s (2009) empirical analysis explains 
how US nursing home corporations strategically used the institutional logic of share-
holder value to help create a new organizational form (the large chain). Using a critical 
realist framework, they identi�ed �ve mechanisms employed and justi�ed by the insti-
tutional logic of shareholder value: rapid growth of large chains through debt- �nanced 
mergers, labor cost control through low nurse sta�ng levels, creative �nancing, view-
ing legal sanctions as a cost of business, and intense political activity. In sharp contrast 
to mainstream accounts of health care corporate behavior, this analysis poses serious 
questions about the relationship between the public good and private health care cor-
porations that provide care to the some of the frailest and most vulnerable members of 
society (Kitchener et al., 2008).

In the second stream of “more questioning” health care management scholarship, 
work has begun to problematize dominant research conventions including those of 
apparent value and language neutrality and objectivity. In an early example, McDonald 
(2004) shows how the deployment of the term “empowerment” within managerial 
discourse could be seen as a form of oppression while masquerading as liberation. 
Similarly, MacEachen, Polzer, and Clarke (2008) employ critical discourse analysis to 
challenge mainstream accounts of “workforce �exibility” initiatives as improving the 
work- life balance of subordinates. Interviews with managers and subordinates reveal 
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how the discourse of �exibility and the work practices it fosters makes possible and rein-
force work intensi�cation.

�ird, some researchers have sought to evaluate and explain the implications of man-
agerial “best practices,” such as lean and re- engineering, by unpacking and interrogating 
the objectives of managers and providing an understanding of the contextual circum-
stances of the introduction and operation. �is again requires the recognition of the plu-
rality of interests and potential for con�ict within health care organizations, and it places 
control at the centre of understanding and explaining health care management. In an 
early example, McLaughlin (2004) examines evidence- based medicine (EBM) as a pre-
viously unquestionable mantra of health professionals. In her analysis, she deconstructs 
“evidence” and “knowledge” as discursive constructions to show that EBM is not a neu-
tral tool to direct change. Rather, it should be seen as a social product whose meanings 
are embedded in power relations. In a similar vein, but drawing on a rare ethnographic 
study of a German hospital, Beil- Hilderbrand (2005) applies labor process theory to 
challenge the taken for granted nature of a corporate culture change initiative amongst 
nurses. In contrast to mainstream accounts of the managerial objectives of cultural 
change process being realised through shared values and employee participation, this  
study demonstrates features of increased managerial control and work intensi�cation. 
�e key message is that health care management researchers should make better use 
of critical approaches such as labor process theory to challenge the way that cultural 
change initiatives are explored and described by researchers and practitioners.

Waring and Bishop (2010) present an analysis of the implementation of Lean ser-
vice redesign methodologies in one NHS hospital’s operating department. Mainstream 
accounts emphasize that Lean, as a popular management “technology,” is useful in pur-
suing the espoused managerial goals of reducing waste in health care. In contrast, this 
ethnographic study examines the way Lean is: (a) interpreted and articulated (rhetoric), 
(b) enacted in social practice (ritual), and (c) experienced in the context of prevailing 
lines of power and resistance. �e �ndings illustrate how, contra the espoused goals, 
Lean follows a line of service improvements that bring to the fore tensions between cli-
nicians and service leaders around the social organisation of health care work.

In a similar vein, Finn, Learmonth, and Reedy (2010) draw on ethnographic studies 
of an operating theatre and a medical- records department to explore teamwork prac-
tices of NHS sta�. In contrast to the evangelical exaltation of teamworking as “essen-
tial” for safe, e�cient and patient- centred care, this research examines how teamwork 
plays out in practice as an “identity discourse”. Inspired by Fox’s (1966) argument that 
teamworking may form an aspect of managerial ideology that can be used to dupe work-
ers (through association with notions of belonging and membership) into aligning with 
elite interests, this work reveals how NHS teamwork discourse is instrumentally co- 
opted in the reproduction of the very occupational divisions it is espoused to amelio-
rate. In a similar fashion, Martin and Learmonth’s (2012) study of managerial attempts 
to introduce dispersed leadership and networks into the NHS shows how endemic 
organizational and professional boundaries mean that managerial ideology can be just 
as much an impediment as a virtue to the spread of service reforms.
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Beyond Instrumentalism and Performative Intent

A second distinctive contribution of CMS arises from the way in which it has taken the 
wider �eld of management studies to task for instrumental and performative predilec-
tions. A critical domain in health care management would challenge the emphasis given 
to material, and in particular, �nancial measurements of inputs and outputs and encour-
age a wider range of issues and outcomes to be considered. Dixon- Woods et al. (2012) 
illustrate the value of this approach in their ethnographic study of data reported to a 
managerialist patient safety programme. Similarly, Waring’s (2009) study shows how 
the de�nition and control of risks in patient safety has steadily moved from the local-
ized and tacit domains of professional practice, to become an explicit and rationalized 
feature of management intervention that seeks to establish objective knowledge around 
clinical risk. �is critical approach concludes that rather than seeing this managerial 
system as purely an objective and instrumental method of raising quality and control-
ling risk, it also has the capacity to re- order and better control the work of health care 
professionals.

Neo- Marxist accounts have also been o�ered on speci�c issues such as the commodi-
�cation of health care in Western nations (Henderson and Petersen, 2002), and Turkish 
dentistry (Ocek and Vatansever, 2014). Typically this stream of research concentrates on 
ways on which the imposition of market mechanisms into health care systems produces 
outcomes including the loss of professional autonomy and the adoption of business- like 
practices by health care professionals.

Re�exivity, Meaning, and Di�erence

It was noted earlier that CMS houses a broad collection of researchers with assorted 
interests, research methods, philosophical assumptions about the nature of the social 
world they are researching (ontology), and ideas about how knowledge of that world 
may be acquired (epistemology). As Burawoy (2004) notes, such plurality, and even its 
attendant con�icts, can be a productive source of advances in theorizing and under-
standing. CMS has shown that for this to be achieved, however, explicit and re�exive 
(taking account of itself) consideration must be given to researchers’ epistemological, 
methodological and ontological positions. Herepath and Kitchener (2015) present one 
of the �rst major funded studies of health care management to apply a critical realist 
philosophy of social science across study inception, design, �eldwork, analysis and 
writing. In conceptual terms, they develop an innovative framework that harnesses 
realist social theory and institutional theory to forward a view of “situated context” 
as strati�ed, conditioned, relational and temporally dynamic. In empirical terms, 
this frames an explication of the fundamental role of beliefs and values— institutional 

logics— within contested processes of practice elaboration or reproduction.
In a rare journal paper in which health care management researchers consider re�ex-

ivity, Greenhalgh et al. (2009) illuminate and challenge the way that researchers think 
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about the introduction of a managerial innovation; in their case, electronic patient 
records (EPR). Using a meta- narrative method, they show that the apparently con�ict-
ing �ndings of previous EPR research can be usefully expressed as tensions and para-
doxes relating to the nature of the EPR initiative, the context in which it is implemented 
and used, and the way “success” is de�ned and pursued.

�is theme of “re�exivity, meaning and di�erence” within CMS has clear relevance 
for health care management research. In this �eld, whilst some critics have bemoaned 
the dominance of positivism and quantitative research methods (see Greenhalgh et al., 
2009), there is no necessary assumption that any particular approaches and methods 
might be found in the critical domain outlined here. Rather, what will be required is an 
explicit re�ection upon the limitations and implications of any research approach and 
the recognition that the currently dominant paradigm presents a naturalizing discourse 
around positivism and “scienti�c methods” that must be unpacked and examined. �at 
said, much CMS is founded on qualitative research approaches that seek to get close to 
a subject of study and make sense of the social phenomena under investigation on the 
terms of the research participants. �is allows greater access to understanding of the 
historical and context of management practices and their unpredictable and emergent 
properties. Dar (2008) advocates and illustrates how poststructuralist and discursive 
approaches can be of value in understanding the development of health care manage-
ment as a social construct. Kreindler et al. (2012) illustrate the use of social identity the-
ory as a way of understanding and overcoming divisions among occupational groups in 
health care. Meanwhile, in revealing the socioeconomic conditions of health care organ-
izations and through describing aggregate patterns of developments, survey work will 
have its place. CHRM researchers will also become familiar with the challenges of inter-
preting micro- level observational data in their wider contexts and in seeking to explain 
more macro- levels of activity on the basis of the analysis of micro- data.

While CMS is imbued with self- re�ection (Clegg, Dany, and Grey, 2011), the issue 
of re�exivity has typically been neglected within the �eld of health care management 
education. As Davies (2006) argues, academic and vocation programs should increas-
ingly include re�exive consideration of the context for practice, research awareness and 
managerial ideology and skills. Sambrook (2010) reports on an early response to Davies’ 
call with an evaluation of an MSc management development program based on a critical 
(empowerment culture) perspective. Early participant evaluations from the programme 
suggest that the critical pedagogy employed does help NHS managers to better under-
stand issues of power and to challenge dominant cultures.

Challenging Structures of Domination

Because mainstream health care management research tends to decontextualize, a criti-
cal domain is required to situate analysis in context and history. Jermier (1998) suggests 
that contextual/ historical themes worthy of study include the misuse of power in soci-
ety, and the resulting mistreatment of some individuals and groups. Within CMS, two 
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approaches have emerged to deal with this issue. In the �rst, scholars advocate a radical 
commitment to change, which is expressly “anti- management”. At its most radical, this 
perspective rejects engagement and discussion with managers and seeks to undermine 
and destabilize management through critique. From this perspective, notions of “better 
management” are rejected because: “the argument is that management is irredeemably 
corrupt since its activity is inscribed within performative principles which CMS seeks 
to challenge” (Fournier and Grey, 2000, 24). For some, this will display the dogmatic 
pathology of the critical domain as suggested by Burawoy (2004).

�e second approach accepts notions of “better management”; generally understood 
in terms of it and its e�ects becoming less oppressive or socially divisive (Alvesson and 
Willmott, 1996). In this approach, there is a commitment to engagement with manage-
ment practitioners in order to seek change and some form of transformation of systems 
and structures. For some, this view of management is inappropriate to certain manage-
rial forms. For example, Harrington et al.’s (2011) study of the ten largest US for- pro�t 
nursing home chains demonstrates how they have systematically worked to maximize 
shareholder value through tactics including increasing occupancy rates, developing 
real estate investment trusts, reducing corporate taxes, and reducing liability risk. �ese 
�ndings demonstrate, at a minimum, the need for greater transparency in ownership 
and �nancial reporting, and for more government oversight.

Within the “better management approach,” there is also recognition of the heteroge-
neity of “management” and that managers are themselves managed and thus subject to 
control and potential exploitation. �e latter, o�en over- looked, issue is the subject of 
Macfarlane et al.’s (2011) study of senior NHS managers, which shows how they weather 
successive structural reorganizations through their emotional attachment to the ideals 
of NHS. For those health care management researchers who opt to engage with manag-
ers, the search for better management may provide the platform and orientation from 
which CHMS can aspire to relevance, “whilst simultaneously throwing o� the conserva-
tive cloak of the mainstream” (Delbridge, 2010).

Contributing to the study of groups that are mistreated by health care manage-
ment, Ford (2005) applies a feminist lens to examine the development of leadership 
in the National Health Service (NHS). She describes patriarchy as being at the heart 
of dominant thinking about leadership and suggests how shared ideas about leader-
ship reinforce pervasive associations between men, power and authority in health care 
organizations. Speci�cally, she shows how the technique of personality pro�ling per-
petuates masculine ideals. For her, better management would require a wider range of 
workplace behaviors to be valued in the activities of senior managers.

Traynor (2004) adopts a poststructuralist approach to explore ways in which certain 
readings of organizational phenomenon become normalized and therefore dominant. 
Taking the nursing profession as another group that has been mistreated by health care 
management, Traynor argues that its recent history can be understood as a struggle for 
in�uence and credibility that has been pursued through the adoption of managerial-
ism and evidenced- based practices. A�er surfacing the paradoxes in this story, he sug-
gests alternative possibilities for the nursing profession to seek in�uence through, for 
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example, building an intellectual identity based on feminist ideas. Ford’s (2005) work 
suggests this may be optimistic under current conditions.

Homosexuals are shown to be a third group to be mistreated by health care organ-
izations. Lee (2004) describes how: (a) ideals of the “good manager” are constructed 
around heterosexual norms and, (b) how such norms are pervasive, even among those 
gay managers and managers who provide services targeted to gay men. For Lee, better 
health care management would involve the de- coupling of ideals of good management 
from heterosexual norms.

Fotaki (2011) concentrates on patients as another marginalized group within main-
stream health care management research. She argues that increased concern for eco-
nomic e�ciency under austerity has led health care management practice and research 
to emphasize issues of patient choice. Whilst some argue that this may redress power 
balances and help develop better services, it may also turn service users into customers 
or co- producers of care.

Towards a Less Conservative and More 
Relevant Future

In this chapter we have reviewed the development of a critical domain of health care 
management scholarship, o�ered an articulating framework, and reviewed existing 
work. Following Delbridge (2010), we argue that Burawoy’s typology of intellectual 
labor gives a framework through which the twin weaknesses of health care manage-
ment scholarship— conservatism and irrelevance— can be assessed and addressed. 
Concern for the audience for which health care management knowledge is pro-
duced provides a useful basis for evaluating the engagement of scholars (researcher  
and teachers) with the various stakeholder groups including researchers, patients and 
students. Concern for the ends to which the scholarship is put speaks to our charge of 
the irrelevance of much health care management scholarship. Beyond our articulating 
framework’s twin concerns of for whom knowledge is produced and to what purposes 
it may be used, we now use it as a basis from which to re�ect on related matters regard-
ing the assumptions that underpin health care management scholarship, the types of 
work conducted, the topics under investigation, and the forms of knowledge that are 
produced.

Our review of the murmurs within the critical health care management domain rec-
ognizes that it will never provide a neat set of alternative ideas. However, for those who 
wish to establish a di�erent political and intellectual domain, it presents a basis for less 
conservative and more relevant scholarship. Further development will require a more 
re�exive and constructive engagement between health care management practition-
ers, scholars and others with related interests across the social science spectrum, in 
particular critical management studies. In our view, this will have implications for both 
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mainstream and critical health care management scholars in terms of the work that they 
conduct and the manner in which they engage with various audiences.

Establishing a vibrant critical domain within health care management has not been, 
and is unlikely to be, straightforward. �is may be in part because evidence from 
CMS indicates that scholars o�en feel that engagement comes at the expense of cri-
tique (Delbridge, 2014). Too much of the debate regarding academic relevance and the 
“impact of research” is currently being conducted in ignorance of Burawoy’s crucial dis-
tinction between the policy domain–  where researchers attend to a problem that has 
been de�ned by the sponsor— and the public domain which seeks to be relevant without 
subservience to any particular sponsor or interest group. In advocating that research be 
rigorous and relevant, it is important not to be seen to provide the context wherein only 
research projects deemed of “economic value” and conducted in response to the con-
cerns of societal elites are considered legitimate. In pursuing engagement and relevance, 
critical health care management researchers must try to avoid being captured by their 
sponsors.

It must, however, be recognized that there are risks associated with speaking the 
truth to power. As Allyson Pollock (2004, 202– 213) explains, research in health care 
management that is critical of elite interests (especially the State and large corpora-
tions) is hard to get �nanced, di�cult to get published, and can expect systematic 
and vigorous challenge. Whilst it might be possible to withstand these pressures 
from the position of senior professor, there will continue to be safer career paths for 
junior academics. It is, therefore, necessary for the Academy (especially senior aca-
demics) to create safe havens for this activity to occur through, for example, funded 
research posts and dedicated conferences and tracks. In this spirit, the �rst author, as 
host, will chair a dedicated critical health care management track at the next biennial 
Organizational Behavior in Health Care (OBHC) Conference to be held in Cardi� 
in 2016.

For others in a position to help develop the critical domain of health care man-
agement, emphasis should be placed on the analysis and explanation of managerial 
practices, but in ways that acknowledge the multiple interests of public, policy and pro-
fessional stakeholders. �is research agenda will require researchers and teachers to 
engage with a wider variety of organizational and institutional actors than is currently 
the case in mainstream research. �ese include: trade unionists, policy makers, chari-
ties and non- governmental organizations, professional bodies and associations, and 
lobbyists. In turn, the new challenges implied in this approach will require a diver-
sity of theoretical lenses and a much broader range of topics will need to be studied. 
For example, whilst some analysts have explored the political activity of health care 
entities (Kitchener and Leca, 2009), developments including growth in the size and 
number of for- pro�t operators in �elds such as UK elderly care present a real need for 
studies of corporate power and political in�uence in contemporary health care (Currie 
et al., 2012).

�e required plurality in the critical health care management domain will need to 
be matched by new ways of engaging and debating within academic circles to ensure 
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that positions do not remain fragmented and polarised. Put simply, CHMS will require 
changes in both whom health care management researchers talk with, and the form of 
re�exive engagement that is pursued. Rather than attempting synthesis or proposing a 
radical alternative— with the attendant danger that the debates are polarized and noth-
ing productive emerges— Delbridge (2010) suggests following Janssens and Steyaert’s 
(2009) R(econstructive)- re�exivity approach. �is stands for reconstructing and 
reframing by bringing in alternative issues, perspectives, paradigms and political values 
in order to illuminate the domain, and in particular draw attention to what has been 
marginalized or le� out. From this view, in only resisting, the critical domain of health 
care management runs the risk of remaining within the existing frame and reinforcing 
the positivist research agenda in a reactive way. �is may result in a failure to re- set that 
agenda and a concomitant inability to meaningfully contribute to the development of 
that �eld. In contrast, R- re�exivity “provides alternative descriptions, interpretations, 
vocabularies and voices that could be taken into account, aiming to open up new ave-
nues, paths and lines of interpretations that produce ‘better’ research ethically, politi-
cally, empirically and theoretically” (Janssens and Steyaert, 2009, 144). �is approach 
thus seeks to connect di�erent perspectives rather than synthesizing or displacing one 
with another.

A key aspect of communicating the �ndings of critical health care management 
research must be their incorporation in educational programs ranging from the voca-
tional to the academic. �ese are the vehicles that currently promote the dominant 
managerialist discourse. �us, critical health care management scholars will need to 
disseminate their ideas and �ndings through educational materials in order to in�uence 
the normative development of both students and health care management professionals 
(Sambrook, 2010). Approaches to doing this may include publishing beyond traditional 
academic vehicles, dedicated textbooks and case studies, which are a particularly valu-
able way of bringing critical issues to life within “real- life” scenarios. Too o�en, the ways 
researchers engage with student and other stakeholders is overlooked or trivialised in 
discussions of how theoretically- informed research can have impact beyond academic 
audiences. Broader engagement with the full range of stakeholders in health care man-
agement is necessary for the development of a critical domain that less conservative and 
more relevant.
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Chapter 6

Re-  humanizing  
Health Care

Facilitating “Caring” for Patient- Centered Care

Cheryl Rathert, Timothy J. Vogus,  
and Laura E. McClelland

Background

Patient- centered care (PCC) has been emphasized by scholars and practitioners 
across the globe for decades, with interest ranging from policy at national and health 
system levels, to individual care at the bedside. Although there is no consensus on its 
speci�c de�nition, the concept seems to transcend national boundaries. While issues 
on the ground may vary by health system, most cultures across the globe aim to improve 
quality of care, patient safety, patient experiences, and as well, health care worker expe-
riences and outcomes (Buttigieg et al., 2015). Although the majority of published PCC 
research originated in the West, we see a growing interest in PCC research worldwide 
as evidenced by the number of recent PCC studies from Asia, Australia, and Africa. 
A recent systematic review of PCC de�nitions (Scholl et al., 2014), examined 417 PCC 
studies and found that 54% of studies were conducted in the U.S., 15% in Canada, 15% in 
Europe, 4% in Australia or New Zealand, 3% in Asian countries, and 1% in South Africa. 
�e authors conducting this study were from Germany. Further, some of the most in�u-
ential work on the concept was conducted by authors in the United Kingdom (UK) 
(Mead and Bower, 2000). �is global trend suggests that there may be something about 
therapeutic, caring relationships between patients and care providers that is inherently 
human, and should be kept in mind as health systems face the challenges of sustaining 
e�ciency and quality while managing costs.

As noted, there is no consensus on PCC’s de�nition; however, it generally means 
that each patient should be treated with his or her values, preferences and unique 
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1 In this chapter we use the term “care provider” to indicate any clinical professional who provides 
direct care to patients. We recognize that the medical, nursing, and allied health professionals have 
preferred terms for their own professions. In the interest of developing shared meaning for a wide 
audience, we have selected the term care provider to encompass all who provide clinical care to patients.

needs taken into consideration. Even with this emphasis, there has been no signif-
icant overall improvement in how patients and family members perceive the qual-
ity and patient- centeredness of the care they receive (Entwistle and Watt, 2013). Nor 
have objective indicators of patient safety (i.e., freedom from harm) improved in the 
15 years since publication of the famous Institute of Medicine report, To Err is Human 
(IOM, 1999). �is chapter will assess the current state of research on PCC. �e major 
research question underpinning our review is, given all the focus on improving PCC, 
patient experiences, and patient safety, why do we observe so little improvement 
in patient health care experiences? What must be done to bring about sustainable 
PCC? �is chapter will illustrate two key problems and identify two emerging solu-
tions. First, there is little scholarly or practitioner consensus regarding what PCC 
is. Without a clear de�nition, it is virtually impossible to build a coherent body of 
research that contains valid, generalizable measures, clear linkages to outcomes, con-
sistent processes by which PCC works, and appropriate recommendations for prac-
tice. Second, many organizations seek to implement a list of behaviors and processes 
that are “patient- centered,” apparently in name only. We suggest two potential rem-
edies evident in emerging work. First, refocus PCC from a speci�c set of tasks toward 
cultivating the development of healing relationships between patients and their care 
providers.1 Second, move beyond expecting care providers to develop speci�c kinds 
of patient- centered skills, to providing the right kind of environment, one that sup-
ports both patients and care providers in developing and maintaining compassionate, 
therapeutic relationships.

The Patient- Centered Care Concept

Here we discuss how PCC has been de�ned in the empirical literature. �e Institute of 
Medicine (IOM) asserted PCC as a key aim for improving health care (IOM, 2001), and 
its de�nition has been one of the most widely adopted. It de�ned PCC as patients being 
informed decision- makers; care should be empathetic and compassionate; and should 
be responsive to the preferences, values, and needs of each patient. A�er years of schol-
ars and practitioners studying and trying to implement PCC, Berwick (2009) went fur-
ther and de�ned it as, “�e experience (to the extent the individual patient desires it) of 
transparency, individualization, recognition, respect, dignity, and choice in all matters, 
without exception, related to one’s person, circumstances, and relationships in health 
care” (w560). Unfortunately, few patients would likely say that their experiences have 
met these ideals. Historically, the idea of PCC came about as a way of deviating from 
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disease- , task-  and/ or profession- centered approaches. However, in practice, imple-
mentation of PCC o�en simply individualizes the existing system for each patient, 
rather than actually transforming systems to become truly patient- centered (Epstein 
and Street, 2011; Hobbs, 2009).

PCC Concept Reviews

Several recent studies and literature reviews have examined how PCC has been de�ned 
in the empirical literature (Bergman and Connaughton, 2013; Hobbs, 2009; Robinson 
et al., 2008; Scholl et al., 2014). In an especially in�uential conceptual paper, Mead and 
Bower (2000) articulated the therapeutic alliance as being central to PCC. �is alliance 
is based on the relationship between the care provider and patient, and emphasized a 
biopsychosocial perspective, that is, care providers considering the patient’s full life 
in the patient- care provider relationship and in treatment plans. �is includes socio- 
emotional connections, including communication of caring, empathy, and reassurance. 
�e therapeutic alliance necessitates “empathy, congruence, and unconditional positive 
regard” (1090) on the part of care providers. While the traditional biomedical model 
of health care does not preclude a therapeutic alliance, it is not considered essential to 
quality care, as is proper diagnosis and treatment. Further, Mead and Bower (2000) 
emphasized that the care provider— patient relationship is dependent on attributes of 
the care provider as well, given that true patient- centeredness is a sharing of power and 
responsibility. In contrast, the traditional biomedical model assumes care providers are 
interchangeable, in that well- trained providers should be able to make an accurate diag-
nosis and treatment plan, and thus, education and training should remediate any vari-
ability across providers.

Later, Robinson et al.’s review (2008) examining the relationship between PCC and 
treatment adherence identi�ed four perspectives:  (1)  public policy; (2)  economic; 
(3) clinical; and (4) patient. �e public policy perspective promotes the vision of what 
PCC should be, and is mostly based on the IOM’s de�nitions. �e economic perspective 
focuses on the idea of “consumerism” in health care; that is, consumers are now able to 
make much more informed choices for their care. �e clinical perspective focuses spe-
ci�cally on the patient- provider relationship. With PCC, patients are more empowered 
in their interactions with health care providers, and their needs and goals are considered 
in treatment plans. A clear de�nition of the patient perception of PCC was not identi�ed 
in the literature at that time in relation to adherence.

Hobbs conducted a systematic review (2009) that included 69 peer reviewed articles, 
with the aim of clarifying the PCC concept. She used “dimensional analysis,” a socio-
logical approach for clarifying phenomena and concepts. �e studies were analyzed in 
terms of: (1) perspective; (2) context; (3) condition; (4) process; and (5) consequences. 
A  key �nding from Hobbs’ (2009) analysis was that the most prominent perspec-

tive in the literature was that PCC involves “alleviating vulnerabilities experienced by 
the patient …”(55). From patients’ perspectives, an injury or illness not only involves 
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physical, and/ or medical problems; but submitting to the health care system also threat-
ens their individual identities. Some type of vulnerability is the whole reason patients 
seek care. Getting appropriate care in a timely manner can reduce vulnerabilities. In 
contrast, problems with access, inappropriate services, and being treated as a diagno-
sis instead of a person can exacerbate vulnerabilities (Entwistle and Watt, 2013). �e 
top patient themes in Hobbs’ (2009) analysis were “feeling alienated” and “lack of con-
trol” (55). An important point about the conditions dimension is the recognition that 
patients are heterogeneous in how they manifest a particular illness. �e heterogeneity 
stems from demographic characteristics, culture, lifestyle choices, access to care, and 
other unique circumstances, consistent with the biopsychosocial dimension asserted by 
Mead and Bower (2000) and others. Accordingly, appropriate PCC requires practition-
ers to maintain a “therapeutic engagement” with each patient (Hobbs, 2009, 55). �is 
includes: a caring presence; approaching the patient as an experiencing individual; and 
alleviating patient vulnerabilities.

Scholl et al. (2014) conducted a systematic review speci�cally to analyze de�nitions 
of PCC in the peer reviewed literature (417 studies through 2012). �eir review found 
15 dimensions, which they divided into three categories:  (1)  principles; (2)  enablers; 
and (3) activities. Principles lay the foundations from which PCC can occur and include 
characteristics of clinicians; clinician- patient relationships; the patient as a unique per-
son; and the biopsychosocial perspective. �e researchers found that PCC requires 
clinicians to be respectful, empathetic, tolerant, compassionate, and they must build a 
committed, collaborative relationship with patients. �us, clinicians need to get to know 
each patient. Enablers are “elements that foster PCC” (3) and include: (1) clinician— 
patient communication; (2)  integration of medical and non- medical care; (3)  team-
work and team building; (4) access to care; and (5) coordination and continuity of care. 
Finally, the activities category includes behaviors that produce PCC: (1) patient informa-
tion; (2) patient involvement in care; (3) involvement of family and friends; (4) patient 
empowerment; (5) physical support; and (6) emotional support. �is systematic review 
highlights how PCC has been de�ned, studied, and why there continues to be concep-
tual and implementation problems. Speci�cally, part of the conceptual problem with 
PCC is that di�erent studies have labeled PCC based on these di�erent categories. For 
example, sometimes an “enabler” of PCC is studied as PCC itself.

Another recent systematic review analyzed empirical studies that examined the 
relationship between PCC and outcomes (Rathert, Wywrich, and Boren, 2013). �e 
study aimed to �nd out if PCC is signi�cantly related to important patient outcomes. 
�is study did not analyze conceptual de�nitions of PCC, focusing instead on empiri-
cal studies that purported to measure PCC and their operational de�nitions of PCC. 
�is review organized the studies based on the IOM dimensions (IOM, 2001). �ese 
dimensions were based on �ndings from interviews the Picker Institute conducted with 
patients in the 1980s and early 1990s (Gerteis et al., 2002). Overall, this study found 
mixed results regarding the use of PCC and improved clinical outcomes. Some rand-
omized trials found no di�erences between PCC intervention and control groups (Wolf 
et al., 2008), while others found signi�cant improvements in some outcomes but not 
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in others (Kinmonth et al., 1998). Nearly all the studies found positive relationships 
between PCC and satisfaction and well- being. While there may be several reasons for 
the mixed �ndings, one key reason is likely not only the variety of de�nitions used under 
the umbrella term of PCC, but also the type of concept used, as noted above (e.g., ena-
blers vs. activities vs. principles) (Scholl et al., 2014).

Hobbs (2009) noted that most of the published studies were conducted in the acute 
care context, thus, much of how we de�ne PCC is based on this setting. Similarly, the 
systematic review by Rathert, Wyrwich, and Boren (2013) suggested that di�erent 
dimensions of PCC may be more or less important depending on the patient popula-
tion and service setting. �us, implementing PCC processes that were developed in 
an acute care setting, in an ambulatory setting, may bring about di�erent results, or 
have no impact. �is �nding has implications for how we develop PCC in practice. 
PCC may be more dependent on the particular care setting than has been previously 
recognized.

Summary of Systematic Reviews

A key �nding from this literature as a whole is that the term “patient- centered care” 
is de�ned and understood in a variety of ways. �is is likely one reason why we lack 
conceptual and empirical clarity, and why, despite years of trials, health care organiza-
tions have had a di�cult time implementing and sustaining PCC. �is might also help 
explain why some scholars have chosen to instead adopt standardized patient experi-
ence measures such as the U.S. Centers for Medicare and Medicaid Services (CMS) 
Hospital Consumer Assessment of Health Providers and Systems (HCAHPS) survey 
as proxies for PCC measures; we review this work next. Based on the existing body of 
research though, PCC is rooted in a therapeutic relationship between the care provider 
and patient. Unfortunately, many PCC studies and strategies have focused on rela-
tively general processes (Hobbs, 2009) or enablers and activities (Scholl et al., 2014) that 
facilitate PCC. While enablers and activities are important in terms of management, 
the conceptual core of PCC is the relationship that reduces patient vulnerabilities, and 
thus, health care organizations must learn what types of activities best support a patient- 
centered relationship in di�erent contexts. �e focus on patients in relation to others 
also helps keep the compromised, vulnerable states of patients in mind. �us, certain 
experiences may actually “harm” patients by leading to increased stress, fear, and anxi-
eties (Entwistle and Watt, 2013). For example, an experience that results in a low rating 
for “communication” on a standardized survey may have resulted in a negative experi-
ence far worse than the rating captures, due to fears and even life- changing decisions 
and outcomes that may come from a poor communication experience. �erefore, as we 
will argue below, facilitating such a therapeutic relationship requires that health care 
organizations focus on creating and maintaining practices that speci�cally facilitate 
caring and compassion. �is means care providers must practice in environments that 
are psychologically safe (Nembhard et al., 2009) and conducive to developing the skills 
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and authenticity necessary for building and executing therapeutic relationships with 
patients.

However, therapeutic relationships are a tall task. Across service sectors in the 
U.S. and the U.K., patients still generally perceive that they are being treated as a disease, 
a number, or a “lump of meat or a thing on a conveyor belt” (Entwistle and Watt, 2013, 
32). �e 2013 U.K. Francis Report decried the poor state of health care delivery as a fail-
ure of not only processes and systems, but also of humanity (Stoddart et al., 2014). As 
noted, it is not enough to simply individualize processes in a system that continues to be 
disease-  or provider- centered (Epstein et al., 2010; Hobbs, 2009). �e emphasis in recent 
years on patient- centeredness has mostly meant that practitioners are expected to cap-
ture information about patient preferences, when what is really needed is therapeutic 

engagement:  “knowing the patient and developing a relationship” (Hobbs, 2009, 58). 
Yet there seems to be an inescapable tension between PCC and value (i.e., high quality 
health care provided at the lowest cost) with its emphasis on e�ciency, standardization, 
and quantitative performance metrics. �us, any research or process change with the 
aim of understanding or improving PCC must include a dual focus on patient vulner-

abilities and care provider– patient relationships.

The Patient Experience of Care 
Delivery

�ere has been a �urry of research recently among U.S.  scholars to understand the 
patient experience of health care delivery, much of it inspired because of the U.S. CMS 
Value Based Purchasing (VBP) reimbursement program (Stein et al., 2014). �e VBP 
incentive aims to improve the quality of health care in the U.S. by aligning government 
sponsored Medicare reimbursement payments to acute care hospital outcome met-
rics that include speci�c clinical outcomes and patient perception measures of health 
care delivery. Patient experience is measured with the HCAHPS survey, an instrument 
developed by CMS and the Agency for Healthcare Research & Quality (AHRQ) as a 
standard measure of patient experiences (CMS, 2014a). VBP also uses other patient data 
reported by hospitals in its calculations; however, patient experience data make up a 
signi�cant proportion (30%) of the score utilized to calculate reimbursement. Currently 
1.5% of hospital Medicare reimbursement is tied to VBP scores, and this is scheduled to 
increase over time up to 2% (CMS, 2014b). Ambulatory surgery centers are now man-
dated to participate in VBP as well, and other service settings such as outpatient clin-
ics and primary care providers may soon be held accountable for their scores (CMS, 
2014b). �erefore, and not surprisingly, hospitals and health systems are concerned with 
their patient experience scores.

�e mandated HCAHPS surveying also has made hospital- level patient per-
ception data available to scholars and the public. Although VBP a�ects Medicare 
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reimbursement, all discharged patients are eligible for the survey sampling frame, not 
just Medicare patients. �e data are used not only by practitioners who are expected 
to improve their patient experience scores, but also by researchers trying to gain gen-
eralizable information about experiences that in�uence patient satisfaction and other 
outcomes. Recent studies utilizing HCAHPS data have enabled scholars to exam-
ine relationships among variables at the hospital- level of analysis. By focusing on the 
hospital-  or organization- level of analysis, we can identify factors that are amenable to 
manipulation to improve care on a large scale. Weiner (2009) argued that in order for 
health care delivery to improve, it is necessary to motivate “collective behavior change” 
(1) by redesigning systems involved in care delivery. In theory, use of valid, generaliz-
able patient perception tools should be useful for identifying opportunities for improve-
ment, and the evidence provided should be useful for motivating collective behavior 
change, especially when �nancial incentives are tied to results.

Organization- Level Findings

So far, scholars have used HCAHPS data to identify common features among hospi-
tals providing high quality patient experiences. For example, Jha et al. (2008) found 
that hospitals with higher nurse- to- patient- days ratios were signi�cantly more likely 
to score higher on HCAHPS measures. In addition, patients rated their care signi�-
cantly higher in not- for- pro�t hospitals than in for- pro�t hospitals. Similarly, Smith 
(2014) found that hospitals either with Magnet® status, or those working on attaining it, 
had higher HCAHPS scores.2 Another study used a hospital- level analysis of HCAHPS 
data to identify organizational characteristics related to positive patient experiences 
(Manary et  al., 2014). �is study found that both the methods of communicating 
HCAHPS results to employees, and organizations with more collaborative cultures had 
signi�cantly higher HCAHPS scores. Weech- Maldonado et al. (2012) found that hospi-
tals that focused on improving their cultural competence had higher HCAHPS scores 
and reduced disparities among minority patients (Weech- Maldonado et  al., 2012). 
And importantly, as will be discussed in more detail below, one study that examined 
workplace compassion found that hospitals with practices that supported and incen-
tivized workplace compassion had signi�cantly higher HCAHPS scores (McClelland 
and Vogus, 2014). HCAHPS scores also have been shown to be predictive of patient 
safety. Speci�cally, signi�cantly fewer hospital acquired infections (HACs) were 
found among patients discharged from hospitals with higher HCAHPS ratings (Stein 
et al., 2014). �us, it appears that organizational factors like culture, decentralization, 
nurse- to- patient- days ratios, and compassion practices in�uence an important indi-
cator of patient experience (i.e., HCAHPS ratings) and potentially provide guidance 

2 Magnet® status is an accreditation designation granted by the American Nurses Credentialing 
Center (ANCC, 2014) that indicates the hospital is an attractive workplace for high quality nurses. It 
takes approximately �ve years for a hospital to attain Magnet® status once it begins the process.
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to practitioners in terms of organizational practices they might implement to improve 
patient perceptions of the care they receive.

Many practitioners, administrators, and scholars accept patient experience meas-
ures as proxies for PCC; yet, there may be important PCC attributes missing from 
such measures. For example, a recent systematic review of the literature examined 
empirical studies in which patient perceptions of quality were assessed (Mohammed 
et al., 2014). �e study inferred that patient perceptions of quality are the same as 
PCC, yet it made no linkages to the PCC concept; it simply assumed that patients who 
reported high quality care received PCC. Others have found that even though patient 
experience surveys tend to �nd that patients are satis�ed with their care (i.e., they give 
positive ratings on questionnaires), many, if not most, still report numerous problems 
with the care they received (Jenkinson et al., 2002). Furthermore, relying on patient 
ratings alone may be insu�cient, as patients who have always received suboptimal 
care may be satis�ed with care that falls far short of being patient- centered (Epstein 
et al., 2010).

Summary of Patient Experience Literature

�e recent literature on patient perceptions follows two trajectories. First, in many 
countries, patient experience measures and studies are front and center, and such 
measures are o�en assumed to measure PCC. In the U.S., acute care hospitals are now 
being held �nancially accountable for their patient experience scores. Some empirical 
studies suggest that such metrics correlate with quality metrics and patient satisfac-
tion (Luxford, 2012; Manary et al., 2013; Price et al., 2014). Yet, a focus on standardized 
measures may result in organizations taking their “eyes o� the ball” when it comes 
to PCC. Patients may respond positively to questions about communication and 
amenities, yet deeper concerns regarding poorly coordinated care, being treated like 
a number, and medical errors remain (Entwistle and Watt, 2013; Epstein et al., 2010; 
Jenkinson et al., 2002). Second, and most importantly, we argue that patient expe-
rience measures need to embrace PCC’s inherently relational nature (Entwistle and 
Watt, 2013; Hobbs, 2009; Mead and Bower, 2000) as well as the quality of the provider- 
patient relationship, especially in terms of caring and compassion. Yet, current 
measures of patient experience capture some indicators of PCC, in terms of commu-
nication and amenities, but other important indicators are missing. We need meas-
ures and research that better capture caring or therapeutic relationships. Only then 
will we move beyond implementations of PCC that merely individualize the existing 
system for each patient, rather than actually transforming systems to become truly 
patient- centered (Epstein and Street, 2011; Hobbs, 2009). We turn now to scholarship 
that begins to build this approach— research on the patient perspective, caring, and 
compassion.
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Patient- Centered Care from the 
Patient Perspective

�e patient perspective of PCC has been studied extensively, but important patient per-
spectives are o�en not subsequently woven into the conceptual underpinnings or meas-
ures of PCC. Interestingly, in patient perspective studies, patients don’t use the words 
“therapeutic alliance” “therapeutic relationship,” or most other terms related to a heal-
ing relationship, as do patient care scholars. Yet, they do consistently speak of “caring,” 
or lack thereof, shown by care providers (Jakimowicz, Stirling, and Duddle, 2014). �is 
section discusses aspects of PCC most frequently reported in studies that have directly 
asked patients what PCC means to them.

Individualized Care

Most research and intervention work on PCC has focused on involving patients in deci-
sions about their care, eliciting their preferences, and individualizing treatment plans 
for their speci�c needs. One systematic review on PCC and outcomes, noted above, 
found that of 40 empirical studies, 19 focused primarily on individualized treatment 
planning, particularly among studies that involved testing interventions in randomized 
controlled trials (Rathert, Wyrwich, and Boren, 2013). Yet, eliciting patient preferences 
and individualizing care is complex. It may be that patients can clearly articulate their 
concerns in some situations, but in unexpected, emotionally- charged situations, patient 
preferences may be unstable and hard to discern (Epstein and Street, 2011). In fact, some 
research has demonstrated that care providers can subtly in�uence patient preferences 
(Epstein and Peters, 2009). Other work has found that patients not only exercise agency, 
but also are a�ected by others’ agency, and patient agency may change over time and 
through the course of illness (Montgomery and Little, 2011). �is means that PCC can-
not rely on patients articulating preferences based on “stable guiding principles or val-
ues” (Epstein and Street, 2011, 195). Checklists that elicit preferences at one point in time 
may only touch the surface of patients’ preferences. �e majority of empirical studies on 
individualizing care have found increased patient satisfaction and well- being, although 
there have been mixed results in terms of clinical outcomes (Rathert, Wyrwich, and 
Boren, 2013). As noted, individualizing treatment plans, and eliciting patient prefer-
ences can still occur in systems that are disease- centered, system- centered, or provider- 
centered (Entwistle and Watt, 2013). �us, such studies may not be measuring PCC. As 
one patient noted (Ferguson et al., 2013):

you can have input and tell them, but they just go ahead with protocol anyways. Most of 
the time your opinions don’t mean nothing (286).
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Beyond the acute care setting, many patients with serious life- limiting illness 
express that their stated preferences are not honored as they move across service set-
tings. For example, frequently an elderly person with a life- limiting illness goes to 
the emergency department, then is admitted to the inpatient setting, then gets dis-
charged to a rehabilitation or long- term care facility. �e patient may have stated 
preferences or signed a “do not resuscitate” (DNR) order in the acute care setting 
or primary care, but o�en documentation of the preferences does not follow the 
patient into other care settings. Some patients who express end- of- life care prefer-
ences for palliative (“comfort”) care rather than aggressive treatment say they still get 
more aggressive treatment than what they wanted (Teno et al., 2002). �ese exam-
ples illustrate that individualizing treatment plans is necessary, but not su�cient, for 
patient- centeredness.

Communication

Patients consistently express that they want e�ective communication, and when they 
don’t experience it, they are not only dissatis�ed, but also concerned about their safety 
(Rathert, Brandt, and Williams, 2012). Delays in communicating important news 
about diagnosis and prognosis can exacerbate patient anxieties and fears (Mazor et al., 
2013). Other issues around communication in health care settings include: allowing 
patients to talk during the health care encounter, hospital discharge and self- care 
instructions, and care provider honesty or disclosure to patients. Each of these com-
munication topics is important and all are covered in their own right elsewhere. Here 
the focus is on patient perceptions of general communication during their health care 
experiences.

Communication is one area that many measures, including HCAHPS, emphasize. 
Many organizations have worked hard to implement improved communication poli-
cies and practices, and researchers have worked hard to link improved communication 
with better patient experiences and outcomes. However, patients not only want e�ec-
tive communication between themselves and their providers, they also express concern 
about communication among care sta�, communication that is re�ected in the coor-
dination of their care, or the lack thereof. A notable perception among patients in the 
acute care setting is that care providers o�en do not review their “charts” (Ferguson 
et al., 2013; Rathert, Brandt, and Williams, 2012). �is �nding emerged in qualitative 
studies of discharged patients from 12 hospitals in the Midwestern U.S. and in inter-
views with admitted acute care patients in Saskatchewan, Canada. Patients in several 
studies have said that given the large numbers of clinicians they encounter, especially in 
the acute care setting, if care providers do not “know” their patients’ “stories,” it makes 
them feel that care providers are not reviewing their charts. A�er all, the patients have 
provided all this information to someone, likely several times. According to one patient 
(Rathert, Brandt, and Williams, 2012):
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[it’s] knowing about the patient before you walk in the room. If I was going into an 
interview, or to a client, and I said, “okay, now who are you and what’s going on?” I just 
don’t understand that, because that should be their main focus (5).

Indeed, such a perception harkens back to the nursing literature which de�nes PCC 
and caring as “knowing the patient” (Dewar and Nolan, 2013). Furthermore, electronic 
medical records (EMRs) were implemented so that every clinician would have patients’ 
up- to- date information at their �ngertips. Yet, implementing an EMR is not necessar-
ily patient- centered unless it enables care providers to develop and maintain therapeu-
tic relationships with patients (Epstein and Street, 2011). In the zeal to improve quality, 
many organizations implemented EMRs without considering how they can ensure the 
type of preparation and informed communication that would enhance PCC rather than 
act as a substitute for interaction. One opinion article illustrated this risk to the delivery 
of PCC (Toll, 2012). In it, a physician describes a picture that a young child drew of her 
recent visit to her pediatrician:3

�e drawing was unmistakable. It showed the artist— a 7- year- old girl— on the exam-
ining table. Her older sister was seated nearby in a chair, as was her mother, cradling 
her baby sister. �e doctor sat staring at the computer, his back to the patient— and 
everyone else (2497).

In sum, patients appear concerned about many facets of communication. Despite 
managerial emphasis on care providers communicating appropriate and important 
information, and eliciting appropriate information from patients, emerging research 
shows that there are additional communication matters that patients include in PCC, 
such as communication between care providers and interactions with information 
technology.

Involving Families and Signi�cant Others

One of the initial IOM (2001) dimensions of PCC, involvement of families and signif-
icant others, has not received much empirical attention. �is is surprising given that 
the early Picker Institute studies found that patients considered involving family, part 
of PCC (Gerties et al., 2002), and qualitative studies continue to �nd that patients think 
family involvement is important (Rathert, Brandt, and Williams, 2012). Although 
health care has traditionally involved families in pediatric care, it is now starting to con-
sider families in adult care too. Conceptually, this means involving family members, 
as de�ned by the patient, as respected members of the care team (Piper, 2011). Many 
acute care hospitals in the U.S. have incorporated sleeping areas for families who want to 

3 �e article and picture can be found at: <http:// jama.jamanetwork.com/ article.
aspx?articleid=1187932> (accessed May 20, 2015).
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stay with their loved ones (Bush, 2012; Mikesell and Bromley, 2012). Involving families 
is particularly important for debilitating long- term illnesses such as cancer, as family 
members tend to take on essential caregiving roles (Ewart et al., 2014; Mazor et al., 2013). 
During critical care and end- of- life care, patients and families o�en merge psychologi-
cally to the extent that they almost become a single “unit” that must be considered by 
care providers (Fleming et al., 2006). In such cases, if care is not delivered appropriately 
in the eyes of the patient’s loved ones, con�icts can arise and the bereavement process 
can be prolonged when the patient dies (Fleming et al., 2006). �us, care providers not 
only have the responsibility of managing patient expectations of PCC, they also must 
consider the family or signi�cant loved ones.

Yet, family involvement can be a double- edged sword. Family members want e�cient 
communication, just as patients do, and in addition, they also want their own therapeu-
tic relationships with care providers (Mazor et al., 2013). At a health system level, engag-
ing families could help reduce overall health care costs. Having family caregivers can 
mean the di�erence for some patients in whether they are discharged to their home, or 
to a rehabilitation or skilled nursing center. On a large scale, this could have a signi�cant 
impact on Medicare and other insurance costs; that is, if patients can be discharged to 
the care of a family member as opposed to transferring to another facility such as long 
term care. In one qualitative study that interviewed patients and family members a�er 
a hospital increased its number of visiting hours, family members expressed that being 
in the hospital more helped them learn how to provide care for their loved ones (Ewart 
et al., 2014). According to one husband:

Mainly for me to see �rst- hand what the sta� had to do in caring for my wife which 
helped me no end when she became my responsibility on returning home (215).

On the other hand, some families believe that over- worked nurses rely on them to 
deliver care to their patients while in the hospital, and other family members express 
concerns that they need to be with their patients in order to get safe, adequate care 
(Rathert, Brandt, and Williams, 2012). According to one family member’s hospital 
experience:

I was a babysitter to them. It was like, ‘Oh, you’re there, you take care of it’ (6).

In situations like that above, it is possible that nurses and other sta� were aware of the 
patient’s condition, and knew the patient was in no real danger. On the other hand, the 
family member is not privy to all of the clinical information. �us, family members can 
easily feel that they are being relied upon to monitor and care for their patients. Yet, the 
requirement that sta� develop relationships and provide “customer service” to family 
and other loved ones adds signi�cantly to their workload (Mikesell and Bromley, 2012). 
�is means that as involvement of families and signi�cant others increases, organiza-
tions must be mindful, and this increased involvement must be managed appropriately. 
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It is not su�cient to expect nurses and other care providers to automatically adapt to 
increases in family members wanting to be present and expecting therapeutic relation-
ships (Davidson et al., 2007).

Emotional Support

A notable attribute overlooked by many patient experience measures (including 
HCAHPS) is emotional support. �e Picker Institute’s early open- ended patient inter-
views identi�ed a number of important attributes that were categorized as emotional 
support (addressing patient fears and concerns; helping to reduce anxiety; having con-
�dence and trust in care providers; Gerteis et al., 2002). Patients tend to highly value 
emotional support, but �nd it is o�en lacking, particularly in acute care. Indeed, emo-
tional support could, in patients’ eyes, be a sign of “caring.” Prior research has quanti-
tatively linked emotional support and patient satisfaction (Flach et al., 2004; Rathert 
et al., 2012). For example, some longitudinal empirical studies suggest that acute care 
patients experiencing better emotional support may have better long- term outcomes 
because such support inspires trust in their care providers and treatment plans both of 
which increase adherence to plans (Kahn et al., 2007; Meterko et al., 2010). More spe-
ci�cally, one study found that breast cancer patients who felt emotionally supported 
by their care providers were signi�cantly more likely to continue their Tamoxifen use 
than those who felt less supported (Kahn et al., 2007). Research further shows that 
diabetic patients who experience empathy from their physicians have better clinical 
outcomes including better control of their diabetes and lower cholesterol (Hojat et al., 
2011). Interestingly, patients’ concerns about emotional support come up consistently 
in qualitative studies. One study found that acute care patients were more likely to 
trust care providers who showed caring and support, and trust led to better patient 
engagement (Ferguson et al., 2013). Research into patient preferences and decision- 
making has found that emotions are essential for sound decision- making, for care 
providers and patients alike (Epstein and Peters, 2009). �ese �ndings should not 
be surprising given the conceptual de�nitions of PCC. As noted, it is the situation of 
being physically vulnerable (sick or injured) that motivates patients to seek care in the 
�rst place. �us, if reducing vulnerabilities is constitutive of PCC, emotional support 
is likely to play a key role.

To summarize, the body of research taking the perspective of the patient and family 
further re�nes some of the de�ning characteristics of PCC. Speci�cally, it formulates 
how care should be individualized, the preparation needed for e�ective communica-
tion, how families can constructively be engaged, and the emotional support needed. 
Overall, it rea�rms the central premise of our review, that PCC needs to embed all care 
activities within the framework of a therapeutic relationship seeking to manage vulner-
ability. �is relies on the nature of the interaction and the organizational practices that 
shape it. We next discuss each in turn.
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Patient-  or Person- Centered 
Relationships

�e therapeutic relationship between providers and patients makes the delivery of 
health care di�erent from almost any other relationship. However, cost pressures have 
increasingly put the relational in tension with e�ciency. �is challenge is exacerbated 
by incentives by organizations and payers (e.g., insurers) to treat patients quickly 
(“through- put”) and e�ciently (i.e., diagnosis- based or treatment- based) rather than 
in a patient- centered way that recognizes a patient is a human being who has a life, a job, 
and a family (Epstein and Street, 2011). Providers are o�en required to utilize expen-
sive technologies to meet administrative requirements when they know a “hands- on” 
approach may be more e�ective. �us, we argue that any health care environment that 
truly wants to adopt PCC must focus on that relationship between the care provider 
and patient, and, such an environment needs to consider the care provider’s needs to 
e�ectively guide the relationship. Indeed, Entwistle and Watt (2013) and others (Rathert, 
Ishqaidef, and May, 2009)  have suggested that true patient-  or person- centeredness 
must consider the care provider as a “person” as well and create the support structures 
and compassionate environments that best facilitate true PCC (McClelland and Vogus, 
2014). �is idea will be discussed further below.

�e negative and unintended consequences of a less relational implementation of 
PCC are evident in a recent qualitative study of nursing (Mikesell and Bromley, 2012). 
�is study interviewed nurses working in a new hospital that was intentionally designed 
to be “patient- centered” in terms of its focus on amenities and customer service, that is, 
patient experience. Nursing work was reorganized in this setting in terms of which tasks 
were “visible” and which were “invisible.” Importantly, the design of this new hospital, 
with its private patient rooms, clearly separated the public areas from the sta�- only work 
areas such as equipment and supply areas. Additionally, the hospital included a number 
of patient and family amenities, such as satellite television, large windows with views, 
and space for families to stay overnight. Sta� members were trained on communicating 
with a “customer service” orientation. �e study found that sta� could tell patients and 
their families enjoyed the space and amenities, and they believed this was important. 
However, nurses noted a number of problems, many of which challenged their ability to 
relate to and care for patients in a true patient- centered way.

Speci�cally, many nurses indicated that “the caring culture had been re- de�ned as 
a service culture” (Mikesell and Bromley, 2012, 1664)  which some believed violated 
their professional identities. For example, in the new service culture, nurses found that 
they were expected to address patient requests, many that were not health care related, 
as quickly as possible. �ey found that in order to ful�ll the “customer service” objec-
tives, they were running non- medical errands for patients and families, such as dealing 
with parking problems and rounding up extra chairs for visitors. Such errands were in 
addition to their normal clinical workload. As well, survey cards intended to capture 
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patient and family perceptions of service quality were placed throughout the hospital’s 
public areas, and nurses thus felt their professional status was de- valued because they 
were being evaluated on non- clinical and non- caring tasks, such as how they greeted 
family members. Some expressed that they felt more like hotel service workers than cli-
nicians in this new environment. Making nursing work invisible to patients and their 
families unintentionally impeded work�ow and gave the appearance to patients and 
families that nurses were highly available to run errands for them. Nurses complained 
that with this new service model, they actually had less time to develop the types of rela-
tionships with patients and families that lead to better care. �ey also were more iso-
lated from other clinicians and patients, which cut down on the amount of informal 
information and learning they had previously obtained that helped them better deliver 
care. Furthermore, they felt this hindered coordination and teamwork (Mikesell and 
Bromley, 2012).

�e care delivery environment may make developing and nurturing therapeutic 
relationships more di�cult. Unfortunately, improving the appearance of the physical 
environment and infusing nursing sta� with a customer service orientation may make 
developing the necessary relational bonds between provider and patient even more elu-
sive. We next examine recent research on practices that rebalance these e�orts by organ-
izing to foster greater caring and compassion.

Caring and Compassion

“Care” is a de�ning characteristic of the health care experience in general, and of PCC 
in particular. Traditionally, most care providers have entered their professions due to a 
“calling” to care for others (Beck, 1993). True caring under conditions of patient vulner-
ability and su�ering necessarily involves compassion. Given the emphasis in the litera-
ture on therapeutic relationships as the key to PCC, a management focus on caring and 
compassion, as opposed to customer service, scripts, and checklists, may be the best way 
to improve PCC and patient experiences. In this section we discuss emerging research 
on caring and compassion.

Caring and the patient as central are ideas that have traditionally been the founda-
tion of nursing education and practice (Ewart et al., 2014; Grilo et al., 2014). Yet, mod-
ern health care systems are “organized around care rather than caring” (Chochinov, 
2013, 757). Several studies have focused on identifying the attributes of caring in the 
nursing profession. Generally, a caring nurse starts with an “authentic presence” 
(Beck, 1993, 30) which means the nurse listens, shares, and senses patient needs. �e 
caring nurse is also competent, provides emotional support, encouragement, and 
physical touching when necessary. Others have conceptualized caring to include hon-
oring the dignity and autonomy of each patient; recognizing that each person has a 
unique response to illness; and helping each patient to reach her or his healing poten-
tial (Grilo et al., 2014).
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One component of caring is compassion. Compassion has been de�ned as the 
“intersection between empathy … and sympathy” (Lown, Rosen, and Mattila, 2011, 
1772). Empathy involves hearing and understanding concerns of patients. Sympathy 
is the ability to feel patients’ emotions. Compassion also includes an action or behav-

ior that responds to the patient’s relationship needs, based on an understanding of 
the patient’s context and perspective (Lown, Rosen, and Mattila, 2011). Scholars of 
workplace compassion de�ne it as, “noticing another person’s su�ering, empathi-
cally feeling that person’s pain, and acting in a manner intended to ease the su�ering” 
(Lilius et al., 2008, 194– 195). �e concept of workplace compassion is particularly rel-
evant for health care, given that patients travel to health care workplaces in order to 
receive care and alleviate their su�ering. Further, a focus on workplace compassion 
necessarily leads back to PCC. Given these de�nitions of caring and compassion, we 
argue that compassion lies at the heart of the therapeutic relationship, and therefore, 
patient- centeredness. Yet, one of the few studies that examined patient perceptions 
of compassion found that only about half of patients believed their recent health care 
experience was compassionate (Lown, Rosen, and Marttila, 2011). It is not enough to 
simply expect compassion from care providers; health care organizations must pro-
vide work environments that allow compassion to �ourish. A compassionate environ-
ment exhibits compassion for care providers as well as patients, and therefore, is truly 
person- centered.

Several studies have examined and articulated models of workplace compassion. 
When the organization shows compassion toward care providers, it supports them in 
developing better relationships with their patients (Kahn, 1998; McClelland and Vogus, 
2014), which as we’ve seen, is the essence of PCC. Compassionate work environments 
lead to better interpersonal relationships among workers and positive feelings, and help 
workers who have experienced su�ering either on or o� the job (Lilius et al., 2008). 
Compassion in the workplace has been shown to in�uence job satisfaction and com-
mitment, and may have �nancial implications for organizations (Lilius et  al., 2011). 
Indeed, a recent study that examined the extent to which acute care hospitals supported 
and rewarded compassion through organizational practices found a signi�cant posi-
tive relationship between compassion practices and HCAHPS scores (McClelland and 
Vogus, 2014). When hospitals recognize and reward acts of compassion not only toward 
patients and family members but also among care providers, compassion becomes an 
expected and integrated aspect of care delivery. Organizational practices that provide 
support to employees who are su�ering or experiencing hardship, o�en times from 
the strain of the work itself (i.e., burnout, stress, compassion fatigue), directly attend to 
employee su�ering that can compromise the delivery of high- quality PCC. Examples of 
compassionate organizational resources include: pastoral care, Schwartz Rounds, and 
Code Lavenders (Lown and Manning, 2010).4 Recognition and rewards for employees 
who compassionately support one another further legitimate the appropriateness of 

4 An article on “Code Lavenders” can be found at: <http:// www.hu�ngtonpost.com/ 2013/ 12/ 02/ the- 
amazing- way- this- hosp_ n_ 4337849.html> (accessed May 20, 2015).

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   156 12/30/2015   11:53:40 AM



Facilitating “Caring” for Patient-Centered Care   157

compassion. �ese practices enable and sustain a capacity for compassion (Lilius et al., 
2011) in the workplace and in caregiving. It’s no surprise then that patients rate their 
care higher at hospitals that utilize compassion practices— employees are more likely to 
have the capacity for showing compassion and are encouraged to do so, and patients are 
more likely to receive the compassion they expect in their own care (Lown, Rosen, and 
Marttila, 2011).

Work Environments for Caring  
and Compassion

Many health care organizations are attempting to improve organizational attributes 
to better support the delivery of PCC. Many hospitals have adopted a customer ser-
vice model in which patient and family amenities are central (Epstein and Street, 2011; 
Mikesell and Bromley, 2012). However, at least in some cases, focusing exclusively on 
patients and concierge services may actually detract from the caring work nurses and 
other clinicians have been called to provide (Epstein and Street, 2011). Next we review 
some evidence- based facilitators and barriers to organizational attempts to change their 
cultures to support PCC.

One study interviewed senior sta� and patient representatives in eight US organiza-
tions that have been recognized for their success in providing PCC (Luxford, Safran, 
and DelBanco, 2011). A top facilitator identi�ed was strong, committed leadership. In 
many of the successful organizations, top leadership meetings devoted as much time 
to discussing how to improve care quality as they did to discussing �nancial matters. 
Interestingly, many of the leaders in these organizations had had personal experiences 
themselves or with a loved one in which the care they experienced was less than patient- 
centered, and this motivated them to improve PCC in their organizations. Interviewees 
indicated that sta� satisfaction was a top priority as well. �ese organizations empha-
sized maintaining work environments and cultures that embodied a “Caring for the car-
egivers” philosophy (512). Each of the organizations also consistently reported speci�c 
patient experience data to front line sta�. In addition, each organization had a long his-
tory of using a variety of tools for obtaining patient feedback, and had focused on being 
continually responsive to patient feedback. Another notable facilitator was promoting 
organizational cultures of learning and change, and many of the organizations felt com-
municating a strong PCC strategic vision was critical.

Several PCC barriers also were identi�ed by organizations. Changing from a 
provider- focused organization to a PCC organization was much harder, and took 
much longer, than anticipated (Luxford, Safran, and Delbanco, 2011). Consequently, 
successful organizations had leaders who framed the culture change as a “journey” 
rather than a short- term pilot project. Some of those interviewed indicated that one 
of the barriers was insu�cient resources devoted to the change. Interestingly, two 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   157 12/30/2015   11:53:40 AM



158   Cheryl Rathert, Timothy J. Vogus, and Laura E. McClelland

factors the research team expected to have notably contributed to better PCC were 
not mentioned as key factors in the interviews. �ese were: physical environment 
quality and information technology (IT). �e absence of these two factors in facil-
itating transformation is curious, and should give pause for concern, given that in 
recent years health care organizations have devoted billions of dollars toward reno-
vating to improve their physical facilities and implementing IT systems. Clearly, more 
research is needed on these factors. Upgrading facilities and implementing IT sys-
tems may be important for other reasons; but more evidence is needed before we can 
unequivocally say it is important to invest in these activities in the name of PCC. As 
noted in several studies, these systems might actually impose new barriers to PCC 
(Mikesell and Bromley, 2012; Toll, 2012). Perhaps we should, instead, refocus e�orts 
on practices and activities that build therapeutic relationships, a hallmark of truly 
patient- centered care.

Summary and Conclusion

In this chapter we presented some recent PCC �ndings, identi�ed two major chal-
lenges for PCC, and discussed two promising solutions. First, although PCC 
receives signi�cant attention from scholars and practitioners, there is a lack of 
conceptual clarity in the literature and no consensus on how PCC should be meas-
ured. Conceptual clarity is important because only when we agree on PCC’s de�ni-
tion can we develop valid measures and implementation strategies (Hobbs, 2009). 
Organizations and practitioners have tried a variety of strategies in the aim to imple-
ment PCC. Some were successful, others were not. Although some organizations 
share best practices (Bush, 2012; Hayward, Endo, and Rutherford, 2014), we still �nd 
that many patients report bad experiences (Entwistle and Watt, 2013; Epstein et al., 
2010) and that they do not experience compassion in their health care (Lown, Rosen, 
and Martilla, 2011). Further, because there are no clear de�nitions and measures, 
some scholars and practitioners have turned to validated patient experience surveys 
as proxy measures for PCC. While such surveys may prove useful, and research-
ers have found signi�cant linkages between patient experience ratings and certain 
outcomes, these instruments may lack the measures that appear most important for 
gauging and improving PCC: patient perceptions of therapeutic relationships, car-
ing, and compassion.

One factor in�uencing the lack of consensus may be that PCC may manifest di�er-
ently in di�erent service settings and patient populations. Aside from one of the few 
agreed upon notions, that individual patient preferences and values must be incor-
porated into treatment plans, there may be elements of PCC that are more important 
under certain conditions. As noted above, research shows that patients with long- term 
debilitating conditions such as cancer, may have greater needs for emotional support, 
whereas, patients with chronic conditions such as diabetes may have better outcomes 
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with individualized treatment and life management plans (Rathert, Wyrwich, and 
Boren, 2013). �erefore, PCC processes that have been developed in an acute care set-
ting may not be as e�ective in an ambulatory setting; processes that are e�ective in criti-
cal care settings may have little to no impact for chronically ill patients in primary care 
settings. Future research should examine di�erent PCC attributes among di�erent types 
of patients in a variety of service settings.

While the focus on patient preferences and values is essential for PCC, research 
should continue to examine the complexities of identifying preferences, given that 
recent research has found that this is not a straight- forward process that can be done 
e�ectively with scripts and checklists (Epstein and Peters 2009; Montgomery and Little, 
2011). Enabling care providers to develop and maintain relationships with patients may 
be the fertile ground from which accurate identi�cation of preferences can appropri-
ately grow. Further, if PCC varies across service settings, relationships may be the key 
for eliciting preferences in di�erent patient populations. �is is an important area for 
continuing research.

While nursing leaders, scholars, and educators have traditionally focused on caring 
and compassion, organizational focus on PCC has o�en overlooked these important 
aspects that patients consistently say they want but are lacking (Entwistle and Watt, 
2013). Recently some scholars have called for caring and compassion to become more 
central in patient care. A growing body of research �nds that caring and compassion 
should be directed at care providers as well as patients (Goodrich, 2012; Hennessy 
et al., 2013; McClelland and Vogus, 2014; Rathert, Ishqaidef, and May, 2009). Promising 
research in this area, known as practice theory, has emerged in the organizational litera-
ture (Lillius et al., 2011; McClelland and Vogus, 2014). Practice theory supports building 
of organizational capabilities through implementation of recurring patterns of actions 
and routines within organizations (Lillius et al., 2011). Identi�cation of practices that 
build compassion capability has begun in health care, and we propose that such capa-
bility will support holistic work environments and PCC. We see this research and pol-
icy trajectory as the next important direction for health care as we “re- humanize” care 
delivery, for patients and care providers alike.
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Evan Doran, Ian Kerridge, Christopher 
Jordens, and Ainsley J. Newson

Introduction

This chapter concerns current initiatives to create and maintain specialized services 
to help respond to ethical issues that arise in the practice of health care. �ese ini-
tiatives, the obstacles they face, and the controversies they engender should be of 
considerable interest to those concerned with the management of health care organi-
zations. �is is because ethics is and should be intrinsic to routine health care prac-
tice. Also, no less, it is because ethical disputes and controversies, even if they seldom 
occur, can severely disrupt the complex organizations that deliver health care in mod-
ern societies.

Clinical ethics support services (CES services) are comprised of an individual or 
group, usually in an organization, who can provide a suite of services to support all 
stakeholders in identifying and managing the ethical issues that inevitably arise in the 
design and delivery of health care. While there is a degree of consensus about the poten-
tial value of such services, they are also the focus of ongoing theoretical, methodological 
and political debates. �is chapter does not aim to resolve these debates. Rather, our 
aim is to provide health care managers with an account of how and why CES services 
are becoming a part of the contemporary organizational landscape of health care, and 
describe the concerns that bioethicists and observers and critics of bioethics have raised 
regarding their role, function, and dissemination.
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We �rst describe the origins of CES services, to provide a context for the follow-
ing discussion about the goals, functions and models of support that exist across this 
discipline— drawing on some relevant examples. We then describe how CES services 
can be evaluated. �ird, we discuss initiatives that aim to optimise quality of CES ser-
vices and some of the criticisms and suspicions that these initiatives have engendered. 
Finally, we o�er some re�ections on the direction that CES services may take in the 
future.

The Origins of CES Services

Clinical ethics support is derived from the discipline of bioethics, which, at least as it 
applies to the health care sector, can be de�ned as the study and critical appraisal of ethi-
cal, legal, social and political issues arising in the delivery and management of health care 
and research. Bioethics operates in three distinct spheres: academic, policy and clinical. 
�e incorporation of bioethics into clinical practice to improve patient care (clinical eth-
ics) may be seen as a continuation of the tradition of medical ethics— the means by which 
the medical profession itself has attended to ethical problems that arise in practice (Dzur, 
2002; Pellegrino, 1988; Moreno, 2009). However it can also be seen as a signi�cant depar-
ture from that tradition. Bioethics is an interdisciplinary enterprise in which philoso-
phers, lawyers, social scientists and the public engage with biomedical researchers and 
clinicians. Bioethics has thus opened up the ethics of medical encounters and biomedical 
research to external ethical scrutiny and critique and so represents a break in the tradi-
tion of medical ethics (Dzur, 2002).

Histories of bioethics o�er a variety of explanations for its emergence during the 
twentieth century. In some accounts (e.g., Callahan, 1999), bioethics emerged from bio-
medical researchers and clinicians reaching out to non- medical disciplines such as phi-
losophy and law for support with the perplexing moral choices imposed by new medical 
technologies. In other accounts (e.g., Rothman, 1992; Bosk, 1999) bioethics emerged as a 
response to medical scandals such as the infamous Tuskegee Syphilis Experiment, with 
critics both within and outside medicine concerned to more closely monitor biomedical 
research and practice. Bioethics is also seen to emerge (e.g., Jonsen, 1993) from increased 
secularism and greater awareness of moral pluralism. Intellectual histories of bioethics 
have also associated it with the rise of new social movements of the 1960s, such as the 
civil rights movement, feminism and environmentalism, which questioned all forms of 
authority and called for the public to have a greater say in institutional decision- making 
(Dzur, 2002).

Similarly, accounts of the emergence of CES services point to the technological and 
social changes that have increased the ethical complexities of patient care (Aulisio, 
Arnold, and Youngner, 2000; Agich, 2005; Larcher, Slowther, and Watson, 2010). 
Advances in specialties such as critical care, reproductive medicine, fetal medicine 
and genetic testing, have led to new treatments that blur important boundaries (e.g., 
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between life and death) and create unprecedented ethical and legal dilemmas around 
issues such as withdrawing/ withholding care. Diversity of values in society is re�ected 
in the clinical setting; also compounded by di�erences between the health professions, 
and institutional and systemic imperatives (Aulisio, Arnold, and Youngner, 2000). As a 
number of authors (e.g., Zussman, 1997; Royal College of Physicians, 2005) have noted, 
clinical relationships have changed: medicine has lost some of its authority; paternalism 
is yielding to “partnership” and shared decision- making with better educated patients 
and more assertive “consumers”; nursing is more professionalized. �e medical encoun-
ter is increasingly crowded with competing interests and in�uences. Clinical transac-
tions usually involve third party payers such as governments or private insurers, making 
clinical work increasingly subject to scrutiny from these and related institutions. �e 
ethical issues that arise as a result are not con�ned to the clinic, but o�en attract intense 
scrutiny from the media, from religious authorities and from the law. As a result, clinical 
decisions (such as a withholding treatment) can become the focus of far- ranging public 
debates.

CES services �rst emerged in a few hospitals in the USA in the 1960s and 1970s 
(Moreno, 2009; Tapper, 2013). According to several scholars (e.g., Cranford and 
Doudera, 1984; Rosner, 1985; Jonsen, 1993; Rubin and Zoloth, 2004), the catalyst for the 
growth of CES services was the judgement of the New Jersey Supreme Court in the case 
of Karen Quinlan in 1976. �is case was prompted by a disagreement about whether 
to withdraw ventilation support from a young woman who was in what would now be 
called a minimally conscious state. Quinlan’s parents asked her doctors to cease ventila-
tion, but her doctors refused to do so, due to concerns about their legal liability. �e case 
was the �rst legal adjudication on life- support in the US and it generated intense public 
interest (Jonsen, 1993). In a landmark decision, the Court found in favour of extubation, 
drawing on a paper by Teel (1975) which argued that doctors frequently face di�cult 
ethical and legal decisions in end- of- life care, which they are ill- equipped to deal with. 
Teel argued for greater access to mechanisms for support such as the then novel hospital 
ethics committees (Tapper, 2013; Engelhardt, 1999). �e judgement in the Quinlan case 
included a recommendation that clinical ethics committees be established to o�er doc-
tors guidance in such cases.

�e Quinlan case is signi�cant as it is frequently cast as emblematic of the factors 
that precipitated the spread of CES services. �e case is o�en cited to show how phy-
sicians reached out for assistance with the perplexing choices created by advances in 
medical technology. Tapper (2013) uses the case to argue that the advent of extreme life- 
prolonging measures created a yearning among clinicians to share the responsibility for 
the tough decisions these technologies imposed. ECs were “[b] orn to serve the dual and 
reinforcing fears of futile care and medicolegal liability” (Tapper, 2013, 417). In other 
histories, the Quinlan case represents the moment medical ethics became a more pub-
lic a�air and the “internal morality” of medicine opened up to the norms and values 
of the wider community (Pellegrino, 1988; Bosk, 1999; Dzur, 2002; Rubin and Zoloth, 
2004). For Engelhardt (1999) the Quinlan judgment represents the point at which 
moral authority within health care could, and should, be transferred from clinicians, 
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patients and their families to CES services “in the name of oversight and the protection 
of patients” (Engelhardt, 1999, 92). For Jonsen (1993) the Quinlan case heralded a “cul-
ture sensitive… to the rights of individuals and their abuse of powerful institutions” and 
stimulated a movement committed to vigorously asserting the “needs and preferences 
of patients” (1993, S3).

�e Quinlan case and a later series of Baby Doe cases (also involving the withdrawal 
of life supporting interventions) gave momentum to the idea that clinical ethics com-
mittees provided an alternative to resolving medico- ethical disputes in courts of law.

�e idea of CES services was taken up by the President’s Commission for the Study 
of Ethical Problems in Medicine and Biomedical and Behavioral Research, which rec-
ommended that health care institutions explore the use of ethics committees for deci-
sions regarding incapacitated patients (Agich, 2009a; Dzur, 2002). Momentum grew to 
e�ective mandate when in 1992 having an institutional means of addressing the ethics of 
patient care was made a requirement of hospital accreditation by the Joint Commission 
on Accreditation of Health Care Organisations (Agich, 2009a, 2009b; Pope, 2009). �is 
event, more than any other, induced the rapid spread of CES services in the US, to the 
extent that they have become an almost ubiquitous feature of health care organizations 
in this country. �e most recent US national data indicated that 81% of general hospitals 
have an ethics consultation service and a further 14% are in the process of establishing a 
service (Fox, Myers, and Pearlman, 2007).

Following these early US developments, CES services have now become established 
in many other nations— with the experience and knowledge gained in the US moti-
vating the creation of services elsewhere (Slowther, Hill, and McMillan, 2002; Pfa±in, 
Kobert, and Reiter- �eil, 2009). CES support is now a feature of at least some hospi-
tals in Australia, Belgium, Bulgaria, Canada, Croatia, Finland, France, Germany, 
Israel, Italy, Japan, Lithuania, Netherlands, New Zealand, Switzerland and the United 
Kingdom, to name just a few (McNeill, 2001; Meulenbergs, Vermylen, and Schotsmans, 
2005; Aleksandrova, 2008; Gaudine et al., 2010; Frikovic and Gosic, 2006; Guerrier, 
2006; Louhiala et al., 2011; Wenger et al., 2002; Hurst et al., 2007a; Akabayashi et al., 
2008; Bankauskaite and Jakusovaite, 2006; Dauwerse et  al., 2011; Macdonald and 
Worthington, 2012; Hurst et al., 2008; Slowther, McClimans, and Price, 2012).

Accounts of the emergence of CES in these nations (e.g., Beyleveld, Brownsword, and 
Wallace, 2002; Dorries et al., 2011) are similar to US histories in attributing their emer-
gence to factors such as advances in biomedical technologies, moral pluralism (there 
being more than one view on an issue that could be said to be reasonably held), the rise 
in patient rights and medical scandals. �e developmental trajectory has been quite dif-
ferent, however. With the exception of Norway, Belgium, Greece (where they have legal 
status) and Spain, most nations have not made CES services mandatory for hospitals 
(Lebeer, 2005). Rather, CES services have developed in an ad hoc and sporadic way; 
usually led by motivated clinicians (Beyleveld, Brownsword, and Wallace, 2002). Even 
here, however, most countries have witnessed the gradual emergence of CES services. 
In Canada, a survey by Gaudine and colleagues found that in 2008 85% of hospitals had 
an ethics committee compared to 58% in 1989 and 18% in 1984 (Gaudine et al., 2010). 
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A recent survey of clinical ethics committees in the UK showed the number of identi�ed 
committees to have risen from 20 in 2001 to 82 in 2010 (Slowther, McClimans, and Price, 
2012). Clinical ethics networks have also been established in Europe with the European 
Clinical Ethics Network (Fournier et al., 2009) and in the UK with the United Kingdom 
Clinical Ethics Network (UKCEN) in an attempt to embed clinical ethics as a core ele-
ment of health care systems (Slowther, 2008).

�e spread of CES services internationally shows that the idea of having avail-
able some manner of expert ethical support, has clearly taken hold (Aulisio, Arnold, 
and Youngner, 2000; Gill et al., 2004; Agich, 2005; Royal College of Physicians, 2005; 
Williamson, McLean, and Connell, 2007; Larcher, Slowther, and Watson, 2010; Dorries 
et al., 2011). In the next section we will describe some of the major, common features of 
CES services. We start, however, by noting that there is continuing debate on founda-
tional issue of CES services— what goals can and should a service strive to meet. �is 
issue partly explains the somewhat precarious institutional existence of such services, at 
least in some jurisdictions.

Goals, Functions, and Models  
of CES Support

Goals

�e commonly stated or implied goals of support services include: minimising the dis-
tress and con�ict that clinicians and patients experience when faced with ethically dif-
�cult clinical decisions (Yen and Schneiderman, 1999); improving the quality of patient 
care (Slowther, 2008); controlling health care costs; reducing complaints; reducing liti-
gation and the costs associated with it; reducing the fear of litigation; increasing trust 
in health care professions and institutions; creating better decision- making processes; 
facilitating decision- making where there is disagreement; creating a greater focus on 
patient- centred outcomes; reducing the frequency of intractable or unresolved disputes; 
improving sta� morale; developing policies and practices that reduce risks to health care 
organizations, and promoting greater understanding of ethics (Nelson et al., 2010a).

Whilst there is broad acceptance of the potential value of CES services, the charac-
teristics of existing services re�ect a plurality of visions and values. For CES services 
can be envisaged as a service accessible to clinicians (and perhaps patients as well); or 
as a watchdog for the ethical quality of patient care; or as a champion of patient rights, 
or as a means of risk management and legal cover for their institutions. �ese various 
visions of CES services can be classi�ed in di�erent ways. Beyleveld, Brownsword, and 
Wallace (2002), for example, identify two main categories. �e �rst is “bottom- up” and 
clinician- oriented, while the second is “top- down” and managerial. �e �rst category 
describes settings where enthusiasts for clinical ethics are likely to have established a 
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CES service; while the second describes those in which CES support has been encour-
aged or mandated by an entity other than those who form the service itself.

�ese categories highlight the fact that CES services can serve di�erent purposes: they 
can help clinicians to deal with ethically complex issues; and/ or they can help health care 
organizations manage risks and crises (Beyleveld, Brownsword, and Wallace, 2002). 
While these di�erent goals are not mutually exclusive, sometimes they con�ict. �us 
questions about what CES services can and should do are political as well as theoretical 
and technical. Clinical ethics support is not politically innocent (Dzur, 2002; Brecher, 
2006; Engelhardt, 2009); there are always partisan ideas, interests and agendas at work 
and it is possible for CES services to be “captured” in the interests of some at the expense 
of others.

Functions

�ere are three main functions typically associated with CES: education, policy develop-
ment and case consultation (Singer, Pellegrino, and Siegler, 1990; Blake, 1992), although 
a fourth— providing assistance with organizational ethics— is gaining increasing promi-
nence. Di�erent services emphasise di�erent functions (Mills, Rorty, and Spencer, 
2006). Of these three functions, case consultation, the “driving force” of clinical ethi-
cal infrastructure (Mills, Tereskerz, and Davis, 2005, 57), has received the most schol-
arly attention. It is “the most potentially volatile and the most labor- intensive” function 
(Moreno, 2009, 577).

�e CES function of education is considered by some clinical ethicists to be its 
most important and e�cient function (Moreno, 2009). However it is relatively under- 
represented in the literature and there are few detailed descriptions and recommenda-
tions for the educative role of ethics support services (Chidwick et al., 2010). In most 
discussions, description of a service’s educational activity is limited to enumerating the 
types of ethics teaching activities that are commonly undertaken such as presenting a 
case or an issue at a Grand Rounds seminar, or conducting in- service training sessions 
for clinical sta�. An exception to this is the educational method called “moral case delib-
eration” employed in some Dutch health care institutions (Weidema et al., 2012).

�e policy development function of ethics services is also not usually discussed in 
the literature at length. More typically it is limited to stating that an institution’s ethi-
cist or committee frequently provides input into policies and guidelines. �e neglect 
of the policy function of CES support has recently been noted elsewhere (Frolic et al., 
2012), although exceptions to this are the descriptions of policy work by Ells (2006) and 
McDonald, Simpson, and O’Brien (2008).

Further, there does not appear to have been any systematic evaluation of the process 
and impact of the educational and policy functions of CES services. Frolic et al. seek to 
redress the policy development knowledge gap, arguing that the policy review function 
is a distinctive practice requiring its own metrics, which the authors have developed 
(Frolic et al., 2012).
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In contrast to the education and policy functions, case consultation has been the sub-
ject of considerable debate and also signi�cant attempts at reaching consensus on what 
best practice might look like. In a case consultation, clinicians, patients or their carers 
who are uncertain or troubled by a particular issue or decision may consult with a CES 
service much as they might seek the opinion and advice of colleagues with expertise 
in other specialty areas. �e CES service (individual or committee) assists by clarify-
ing the values and con�icts involved, advising on the ethical implications of the avail-
able courses of action and facilitating an ethically justi�ed consensus on what should be 
done (Tarzian and the ABSH Core Competencies Update Task Force, 2013). Case con-
sultation appears to be a central function of many CES services in the US but is less so 
in the UK (Slowther, McClimans, and Price, 2012) and other European nations (Lebeer, 
2005; Pfa±in, Kobert, and Reiter- �eil, 2009) where CES services are seen more as a 
“body for re�ection” provided primarily to clinicians (Lebeer, 2005).

�ere are di�ering approaches to both the role and method of clinical ethics con-
sultation (Dzur, 2002) but the most commonly accepted approach is facilitation. CES 
services have previously tended to lean towards one of two approaches: authoritarian 
or pure facilitation, both of which are argued to be inadequate (Aulisio, Arnold, and 
Youngner, 2000; American Society for Bioethics and Humanities, 2009). In the authori-
tarian approach, the ethicist (or clinical ethics committee) becomes the central �gure in 
the deliberation; the expert making decisions and issuing binding recommendations. 
�e obvious concern here for critics of CES is that the ethicist assumes decision- making 
authority— usurping the authority of the patient and the clinical team.

In contrast, in the pure facilitation approach the ethicist’s role is to broker consensus. 
While super�cially this seems less problematic, even here the focus on consensus can 
compromise patient autonomy, for example where consensus between clinicians and the 
patient’s family overrides the wishes of the patient and thereby diminishes patient self- 
determination (Aulisio, Arnold, and Youngner, 2000; American Society for Bioethics 
and Humanities, 2009).

A third and now most widely adopted approach to CES services is “ethics facilita-
tion”— where consultation involves clarifying the value uncertainty or con�ict involved 
and facilitating consensus— “agreement by all involved parties, whether that agreement 
concerns the substantively morally optimal solution or, more typically, who should 
be allowed to make the decision” (Aulisio, Arnold, and Youngner, 2000, 61). �e eth-
ics facilitation approach di�ers from the pure facilitation approach in that it considers 
whether the consensus decision reached is ethically justi�ed (Tarzian and the ABSH 
Core Competencies Task Force, 2013).

A fourth function of CES services is to provide assistance with ethics at the level of 
the organization as opposed to the level of patient care. �is usually entails working 
through the ethical issues involved in areas such as health care management, resource 
allocation and quality improvement (Dorries et  al., 2011; McClimans, Slowther and 
Parker, 2012). �is development re�ects the rise in a “systems” approach which seeks 
to integrate clinical ethics into the institution and wider health care system. But while 
some of the �eld’s most in�uential scholars and practitioners have advocated for this 
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model (Singer, Pellegrino, and Siegler, 2001; MacRae et al., 2005; Fox, 2010) a systems 
approach to clinical ethics remains to be widely adopted (MacRae et al., 2005). �ere 
are, however, a number of well- developed frameworks for implementing systems 
thinking in ethics support (Fox, 2010; MacRae et al., 2005; Nelson et al., 2010a). All 
posit the mutual dependence of quality care and ethical principles. With reference to 
ethics, “quality” means that practices throughout an organization are consistent with 
the accepted ethical standards, norms, or expectations for the organization and its sta� 
(Fox, 2010). Drawing on theoretical developments in disciplines such as organizational 
studies and social, cognitive, and cultural psychology, all share a commitment to eth-
ics services having a more proactive role in the continuous quality improvement e�ort 
of the organization and system within which it operates. In a systems approach, eth-
ics support moves “upstream” to address systemic and structural elements that produce 
value con�ict rather than remaining only at the level of the particulars of the issue or 
case at hand. �is encourages a more proactive and preventative (the approach is some 
time labelled “preventive ethics”) form of ethics support (Fox, 2010; MacRae et al., 2005; 
Nelson et al., 2010a).

Service Models

“�e ethics consultation team is ideally composed of individuals who bring a balance of 
the knowledge and skills requisite for e�ectively providing ethics consultation services. 
Although it is an open and empirical question whether such skills and knowledge are 
best delivered by teams or individual ethics consultants, it is certainly evident that both 
formats are thriving in a wide variety of health care settings” (Agich, 2009a, 14).

As Agich indicates, there is considerable uncertainty about how best to deliver CES 
services. �ree models are currently prevalent: the “ethicist” model of an individual with 
specialist training in ethics; the “clinical ethics committee” model— a multi- disciplinary 
group convened on a regular basis; and a small team model, o�en convened as a sub- 
group of the larger ethics committee. �e individual ethicist model is more prevalent in 
the United States and Canada, while the committee model appears to be favoured in the 
UK, Europe and elsewhere (Larcher, Slowther, and Watson, 2010).

Both models have strengths and weaknesses. �e consultant model, for example, 
may be more �exibile and responsive (Aulisio, Arnold, and Youngner, 2000; Slowther, 
Hope, and Ashcro�, 2001), but also relies on the perspective of a single individual. In 
contrast, the major strength of the committee model of ethics support, which appears to 
be the most widely adopted model internationally, is that it brings multiple disciplines, 
professions and perspectives to bear in consideration of the issues or problem under 
debate (American Society for Bioethics and Humanities, 2009). But while a larger group 
may provide better procedural practice, with it comes more constraints, such as meet-
ing times and responsiveness to requests for case consultation. �e ethics team model, 
which has been widely adopted in the US and elsewhere, attempts to address philosoph-
ical issues raised by single ethicists operating as expert ethics consultants and practical 
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issues associated with large ethics committees performing contemporaneous case con-
sultation (Fox, Myers, and Pearlman, 2007). In this model, a small number of mem-
bers of the larger committee undertake consultation work, thereby allowing for a more 
timely response to a request for advice than is possible for the full committee. While 
a quicker response comes at the cost of the greater range of views o�ered by a multi- 
disciplinary committee, the ethics team can also contact members of the larger commit-
tee for advice.

To date, few studies have systematically compared the di�erent models of CES sup-
port. Increasingly, those engaged in ethics consultation advocate for a support service 
to combine all three models in order to maximize the strengths and minimize the weak-
nesses of each (American Society for Bioethics and Humanities, 2009; Fox, 2010). Fox 
(2010) recommended that the consultation task itself should determine which model is 
utilized.

While there is no consensus, there are a number of well- developed approaches. In the 
following section we brie�y describe two with a systems- oriented approach.

Integrated Ethics

�e IntegratedEthics program was developed by the National Center for Ethics in 
Health Care of the United States Government’s Department of Veterans A�airs (VA) 
which operates the largest integrated health care system in the United States (Fox, 
2010). �e IntegratedEthics approach was developed to address some of the perceived 
shortcomings of traditional approaches to CES services such as the lack of integration 
of CES into its host organization, lack of de�ned purpose and lack of standards and 
accountability for quality. �e IntegratedEthics program is a standardized approach 
designed to help individual health care facilities improve “ethics quality” at three lev-
els: decisions and actions, systems and processes, and environment and culture. �e 
need to recognise levels is illustrated using an iceberg analogy; at the tip of the ice-
berg are ethically problematic decisions and practices; below these are the organiza-
tional systems and process that inform decisions and practices; and below these are 
the organizations’ ethical environment and culture which through values and norms 
almost imperceptibly shape ethics practices.

�e approach is structured around three core functions associated with each of the 
levels: ethics consultation targets ethics quality at the level of decisions and actions; pre-

ventive ethics targets the level of systems and processes; and ethical leadership targets 
the level of environment and culture. �e IntegratedEthics approach to consultation, 
which is closely aligned with the ABSH Core Competencies approach, is captured in 
the acronym CASES: Clarify the consultation request, Assemble the relevant informa-
tion, Synthesize the information, Explain the synthesis, Support the consultation pro-
cess. �e acronym ISSUES is used for preventive ethics at the systems level: Identify an 
issue, Study the issue, Select a strategy, Undertake a plan, Evaluate and adjust, Sustain 
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and spread. At the environmental and cultural level, ethical leadership involves demon-
strating that ethics is a priority, communicating clear expectations for ethical practice, 
practicing ethical decision- making and supporting institutional ethics programs.

The Hub and Spokes Model

A more recent innovation for providing ethics support is the “hub and spokes” strategy 
developed by the Joint Centre for Bioethics (JCB) at the University of Toronto, Canada 
in conjunction with ten a�liated hospitals (MacRae et al., 2005). �e core approach of 
the strategy is to provide decentralized resources, with the “spokes,” coordinated by the 
centralized “hub.” �e hub provides the bioethics expertise and leadership to the spokes. 
Clinicians and others organized along professional or departmental lines throughout 
the organization then act as a local ethics resource.

�e Hub and Spokes model tries to create an “ethics infrastructure” within health 
care organizations. �e goal is for ethics support services to become fully integrated into 
the life of the organization it serves over time (MacRae et al., 2005). �e model aims to 
foster an ethical climate where the responsibility to be ethically engaged and aware is 
recognized from “those in the boardroom to those at the bedside” (MacRae et al., 2005, 
257). �e core innovation of the strategy is that builds capacity through ethical exper-
tise “radiating” from the Hub, through the Spokes and to the clinical and general sta� 
(MacRae et al., 2005).

�is di�usion of knowledge and skills is intended to overcome some of the limitations 
of the typical static model of ethics support where expertise remains concentrated in the 
individual consultant or committee. �e Spokes reach out to all parts of the organiza-
tion generating ethics awareness and competence and thereby minimising the perennial 
challenges of workload, peer support and isolation facing the lone ethicist (or commit-
tee). �e strategy establishes an infrastructure of relationships within an organization 
which serves to both formalize previously implicit responsibilities and generate a com-
mitment (or “buy- in”) to ethics at all levels; this helps address the problem of poor sus-
tainability and limited accountability of traditional models of support.

Evaluation of CES Services

�e proliferation of clinical ethics support has seen a rapidly growing literature, but 
there has been less by way of empirical research and evaluation of the CES process and 
outcomes. Empirical studies of clinical ethics support services are overwhelmingly 
descriptive in nature, with only a few attempting systematic evaluation. �ere is also 
no consensus in the literature as to how CES services should be evaluated (Schildmann 
et al., 2013).
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Most studies of ethics support services have sought to establish aspects such as: the 
prevalence of support services, their type, structure, composition, main functions, 
activities and processes (see for example McGee et al., 2001; Slowther et al., 2001, 2004; 
Slowther, McClimans, and Price, 2012; Godkin et al., 2005; Milmore, 2006; Fox, Myers, 
and Pearlman, 2007; Frewer and Fahr, 2007; Swetz et al., 2007; Pedersen, Akre, and 
Førde, 2009; Romano et al., 2009; Whitehead et al., 2009; Kesselheim, Johnson, and 
Jo�e, 2010; Gaudine et al., 2010; Nelson et al., 2010b; Tapper et al., 2010; Moeller et al., 
2012). What these studies mostly show is the diversity of CES services. Many CES ser-
vices provide all three of the core functions of education, policy review and development 
and consultation; but usually focus on one function. Some services are provided by a 
single ethicist; some by committees; others use both. Regarding consultations, many 
issue non- binding recommendations, a small number issue binding recommendations 
and some do not make any recommendations at all. Most ethics committees are mul-
tidisciplinary but vary in their membership mix and their mode of recruitment. Some 
committees have members with formal ethics training, many do not; legal expertise is 
represented on some committee but not on others. Some committees actively educate 
their members, while others do not or are unable to. Some services involve patients and 
families directly in their deliberative process and allow them to refer to the service, in 
many others support is primarily if not exclusively for clinicians (Fournier et al., 2009). 
Some committees have adopted systematic means of documenting their activities, oth-
ers do not. Some services undertake to evaluate their activities, many do not.

A small number of studies have focussed on the interaction between a service and 
clinicians. Studies have looked at the types of ethical issues (variously referred to as inter 

alia— problems, dilemmas, di�culties) that clinicians face; what issues prompt clini-
cians to seek ethical support; what enables or impedes access to support; clinician’s 
perceptions of the adequacy of ethics support available to them and their preferences 
for types of ethics support. Studies such as that by Du Val et al. (2001, 2004) and the 
Royal College of Physicians (2005) show ethics consultations are mostly requested for 
end- of- life issues, decisions about withdrawing “futile” treatments, and late- term abor-
tions. Other frequently occurring issues include disagreement among clinicians, profes-
sional misconduct, and concerns related to truth- telling and con�dentiality. Dilemmas 
about justice, such as lack of insurance or limited resources, were rarely referred (Du 
Val, 2004).

Many of these studies have investigated why clinicians do or do not seek ethics sup-
port. Findings suggest that clinicians tend to seek support for con�ict resolution, reas-
surance about a decision, clari�cation of issues, new insights on a case and emotional 
support (Du Val et al., 2001). Clinicians with ethics training appear to be more likely to 
request ethics support, although it is unclear whether this represents greater awareness 
of CES services, greater support for CES services or greater willingness to seek exter-
nal review of clinical decisions or di�culties (Du Val et al., 2004; Hurst et al., 2007b). 
Clinicians o�en do not seek support because consultations are di�cult to access, the 
process is time consuming or intimidating, the outcomes may be unhelpful, they may 
fear being scrutinized, fear loss of autonomy, or they may fear retaliation (Du Val et al., 
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2004; Førde, Pedersen, and Akre, 2008; Gaudine et al., 2011). Other possible reasons for 
underutilization include clinicians not being aware that a clinical support service exists, 
fear that a committee will worsen the situation (Gaudine et al., 2011) and placing a low 
value on shared decision making (Orlowski, et al., 2006).

Two prospective studies by La Puma et al. (1988, 1992) collected descriptive infor-
mation on consultations including the reason(s) for consultation, the characteristics 
of the patients involved, the clinicians’ satisfaction with the service and whether they 
would use it again. In both studies large majorities of clinicians found consultation help-
ful and nearly all indicated they would use the service in the future. Similar �ndings on 
the perceived helpfulness of consultations have been found in other studies of clinicians 
(Orr and Moon, 1993; McClung et al., 1996; Yen and Schneiderman, 1999). Interestingly, 
in those studies that have compared clinician with patient satisfaction, patients have 
been found to be less satis�ed with ethics consultation (McClung et al., 1996; Yen and 
Schneiderman, 1999).

A few studies have assessed clinical ethics support service using an experimental 
design. �e best- known are a series of studies by Schneiderman and colleagues looking 
at the impact of ethics consultation in intensive care settings (Schneiderman, Gilmer, 
and Teetze, 2000; Schneiderman et  al., 2003). �ese trials examined consultations 
involving parents who had “value laden” treatment con�icts as identi�ed by clinicians. 
A single- centre trial and a multi- centre trial were conducted, with patients randomized 
to the intervention (o�er of ethics consultation) or control (not o�ered). Both trials 
found that ethics consultation was associated with shorter hospital ICU stays, reduced 
use of services and less cost among those who did not survive to discharge. �ere were, 
however, no statistically signi�cant di�erences between the intervention and con-
trol arms for those who survived to discharge. �e results of these studies suggest that 
the intervention of ethics consultation was bene�cial to patients who did not survive 
to hospital discharge and was not harmful to patients who did survive. �e authors’ 
conclusion was that consultations “seem to be useful in resolving con�icts that may be 
inappropriately prolonging nonbene�cial or unwanted treatments at the end of life” 
(Schneiderman et al., 2003, 1172). A later cost analysis of data from the multi- centre trial 
con�rmed the �nding that ethics consultation was associated with a reduction hospital 
days and treatment costs (Gilmer et al., 2005).

To summarise, there has been extensive uptake of CES services, most widely in the US 
but with increasing numbers in many other nations. Empirical studies (as well as more 
general reports) indicate that CES services vary considerably in form, function and 
activity. �e limited and contested nature of evaluation of performance means the over-
all value of CES, its e�ectiveness, costs and bene�ts, cannot be precisely determined. 
And as we discuss below, the heterogeneity of CES and the paucity of evaluation have 
raised considerable concern about the quality and impact of CES services.

Two particular concerns regarding case consultations arise from studies of CES 
services— the o�en low utilization by clinicians and lack of patient involvement in 
consultations. Empirical evidence suggests that many CES services have low rates 
of referral. According to the most recent data for the US (Fox, Myers, and Pearlman 
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2007) the median number of consultations for the year prior to the survey was 3. In the 
UK, Slowther, McClimans, and Price (2012) found half of the committees they survey 
had between 1– 5 consultations in the previous year. Another relatively recent study of 
clinical ethics services in the United Kingdom led the researchers to conclude “At the 
moment, the stark reality about CECs in the UK is that clinicians are not using them” 
(Whitehead et al., 2009, 454). While this is an important observation, these data are lim-
ited in that they are not recent and where CES services are �ourishing, rates of consulta-
tion are likely to be higher.

It is widely acknowledged that there has been mixed success with establishing and 
maintaining CES support services. Some �ourish, others fail to thrive (Conrad, 2006). 
Failure to thrive can arise from: a lack of clear purpose or lack of institutional support 
(Mills, Rorty, and Spencer, 2006); clinician reluctance to seek support because of fac-
tors such as fear of scrutiny or loss of authority; because they are not found to be help-
ful; because they are not trusted or simply because clinicians are not aware of them 
(DeRenzo, Mokwunye, and Lynch, 2006; UNESCO, 2005; Slowther, McClimans, and 
Price, 2012). No particular model appears to be any more likely to �ourish or fail to 
thrive than any other.

�e low rates of consultation experienced by many services might indicate that what 
is being o�ered is seen by many clinicians as neither desirable nor warranted. A low rate 
of referral could mean that clinicians do not perceive a need for ethics support. Neither 
the “bottom- up” development nor increased prevalence of support services show how 
widely the need for ethics support is shared among clinicians. With only a small num-
ber of studies attempting to empirically establish need among clinicians (Larcher, Lask, 
and Mcarthy, 1997; Slowther, 1998; Racine and Hayes, 2006), need for formal clini-
cal ethics support appears more assumed than systematically, empirically established 
(Williamson, 2007; Dauwerse et al., 2011).

Many CES services do not appear to facilitate the direct participation of patients 
and their families in the consultation process (e.g., Newson, Neitzke, and Reiter- �eil, 
2009). �ere has also been contention in the literature as to whether patients should 
be involved in ethics case consultations and if so, to what degree. Some have claimed 
that where consultations have a direct bearing on care, the lodestars of clinical ethics 
support are potentially undermined, namely, patient autonomy and self- determination 
(Wolf, 1992), raising important questions about due process (McLean, 2007, 2009). �is 
concern has been expressed most forcefully in the US, with critics of CES fearing that a 
creeping quasi- legal status may become attached to the deliberations of committees and 
consultants (Pope, 2009), re�ecting the possibility that, as McLean (2008) has observed, 
it is “all- too- easy move from advice to authority and from commentary to decision- 
making” (2008, 101). Even if the consultant (or committee) issues non- binding advice, 
this may still impact on subsequent actions (McLean, 2007). In cases where a consulta-
tion involves a dispute between the patient (and family) and the clinical team, there is a 
need to ensure some degree of procedural fairness; all parties in a dispute have the right 
to a fair hearing. Attention to formal justice and due process is considered particularly 
important (McLean, 2007).
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Optimizing the Quality of CES Services

�e heterogeneity of CES and the paucity of evaluation have given rise to concerns about 
the quality of CES services. Tulsky and Fox have claimed, for example, that: “Despite  
all that has been written about this �eld, two fundamental questions remain unan-
swered. First, does ethics consultation o�er measurable bene�ts worthy of the current 
investment of time and money? Second, if it is e�ective, which models are the most e�ec-
tive and under what conditions are di�erent models more or less e�ective?” (1996, 111).

According to Magill (2013), quality has become the preeminent discourse on CES ser-
vices in the US (and elsewhere). �e heterogeneity of CES services, given a lack of stand-
ards of practice, oversight and accountability, is likely to be matched by variation in 
service quality (Aulisio, Arnold, and Youngner, 2000; Slowther, 2008; Frolic and PHEEP 
Steering Committee, 2012; Schiedermayer and La Puma, 2012). Quality, particularly in 
regards to case consultation, is predominantly concerned with the competence of CES 
services— that is, whether they command the necessary knowledge and skills in ethics 
and health law. Given that the evidence indicates many people involved in CES have 
only rudimentary training in philosophical ethics (e.g., Fox, Myers, and Pearlman, 2007; 
Slowther, McClimans, and Price, 2012), claims to ethics expertise are o�en questionable. 
Claims to moral expertise are also subject to critique on more theoretical grounds, such 
as debate over what moral expertise is. We discuss this further below.

For some, this worryingly indicates that well- meaning but inexpert consultants or 
committees are having a potentially decisive in�uence on decisions about patient care 
(Fletcher and Ho�mann, 1994; Dubler and Blustein, 2007; Courtwright, et al., 2014). 
Clinical ethicists have responded by devoting signi�cant intellectual and material e�ort 
to develop standards of practice for CES and develop appropriate and rigorous methods 
to evaluate quality (e.g., Tarzian and ABSH Core Competencies Update Taskforce, 2013; 
Larcher, Slowther, and Watson, 2010).

�e most signi�cant development in practice standards has been the Core 

Competencies developed by the American Society of Bioethics and Humanities, 
�rst issued in 1998 (Society for Health and Human Values– Society for Bioethics 
Consultation, 1998) and more recently updated (Tarzian and ASBH Core Competencies 
Update Taskforce, 2013). �e foundational assertion of the Core Competencies is “that 
HCEC done well by competent HCE consultants bene�ts stakeholders, and HCEC 
done poorly by unquali�ed HCE consultants either fails to bene�t or harms stake-
holders” (Tarzian and ASBH Core Competencies Update Task Force, 2013, 3). �e 
Core Competencies focus on the knowledge, skills and character traits that any service 
(consultant or committee) must have to adequately perform as an ethical consultation 
service. �e knowledge required is wide- ranging and calls for targeted recruitment of 
suitable members or co- opting relevant expertise as it is needed. �e values required of 
a committee are described as “aspirations” to be acquired over time similar to profes-
sional development. While there is limited evidence on the extent to which the Core 
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Competencies are applied by individual services, and whilst there is some concern 
that emphasis on competencies re�ects the malign in�uence of managerialism and 
may divert CES from the primary goal of moral inquiry towards more institutional or 
bureaucratic goals (King, 1999; Bishop, Fanning, and Bliton, 2009), there is little doubt 
that debate about the competencies of CES has had a signi�cant impact on the establish-
ment of standards for CES services (Adams, 2009; Bishop, Fanning, and Bliton, 2009).

A parallel development to developing practice standards to enhance quality has been 
the push to professionalise clinical ethics expertise (Tarzian, 2009; Childs, 2009; Frolic 
and PHEEP Steering Committee, 2012; Acres et al., 2012; Reel, 2012). For some, profes-
sionalization is not only necessary and desirable but also inevitable given the increasing 
emphasis on standards, quality and accountability, concerns about medical liability and 
the emergence of the patient safety movement (Acres et al., 2012). More generally, both 
advocates and critics of CES agree that in order to ful�l their function and meet the 
expectations and needs of relevant stakeholders the people doing the work of clinical 
ethics consultation (CEC) should be able to demonstrate at least minimal levels of com-
petence (Tarzian, 2009).

On our reading, the predominant theme in the literature addressing quality is that 
CES services are too o�en underpowered; they lack ethics expertise, standards and eval-
uable outcomes; they engage consultants who lack professional standing; they are poorly 
integrated into their organization and consequently are under- used; they are frequently 
under- resourced, and they have unproven bene�ts. �e main solution o�ered is fur-
ther institutionalization, through the standardization of consultation, the profession-
alization of consultants, a thorough integration into its host organization and having 
CES more generally incorporated into a particular health care system. �e in�uence of 
the Core Competencies, the accelerating push to professionalise consultants (at least in 
the US) and the prominence of integrated approaches such as the VA’s IntegratedEthics 
model suggest that institutionalization is well under way.

Institutionalization, however, has its critics. �e concern is that standardization and 
professionalization risks overpowering the very clinicians and patients it is meant to 
serve. Institutionalization can in�ate the authority of CES at the expense of patients, 
may homogenise practice, diminish moral inquiry and result in CES being co- opted as a 
tool for risk- management and saving money. Others are concerned that standardization 
forces ethics consultation towards procedural e�ciency and metrics and away from the 
substantive goods of the case at hand. A focus on standardized, measurable process can 
limit the capacity of a CES service to reveal, clarify and perhaps challenge the various 
understandings, of all parties, of what is a medical good, an institutional good and what 
a patient holds as good (Bishop, Fanning, and Bliton, 2009).

�ere has also been resistance to the notion of an ethics “expert” from the inception of 
CES services (Bishop, Fanning, and Bliton, 2009) and this has been a signi�cant obstacle 
for establishing CES and gaining patronage (Rasmussen, 2011a). �e notion of expertise 
in ethics is a complicated matter that involves both metaphysical and epistemological 
questions of whether expertise in ethics is actually possible and moral and normative 
questions of whether such expertise and the authority it brings is desirable (Noble, 1982; 
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Yoder, 1998; Rasmussen, 2011a). Critics of ethics expertise such as Sco�eld (2008) and 
Smith (2001) argue that expertise presumes access to facts or consensus among practi-
tioners. In the absence of any moral consensus among ethicists, holding actual “exper-
tise” on moral issues simply isn’t possible (Engelhardt, 2009; Sco�eld, 2008). As Shalit 
argues, “[t] he philosopher’s recommendation depends on a set of criteria that is not 
agreed upon, but varies from culture to culture and, more and more, from individual 
to individual” (1997, 24). For some critics (e.g., Noble, 1982), even if ethics expertise is 
possible, it may not be desirable because it shi�s moral authority from the patient, and 
their carer, to the ethics expert, thereby undermining the agency and autonomy of both 
and challenging the very principles of democracy upon which the idea of CES is based 
(Sco�eld, 2008).

Advocates of CES argue that ethics expertise need not involve any metaphysical 
claim regarding moral truths or the claim that clinical ethicists have epistemic access 
to such truths (Yoder, 1998; Steinkamp, Gordijn, and ten Have, 2008; Rasmussen, 2011a, 
2011b). According to Rasmussen (2011a), metaphysical objections largely stem from 
the ambiguity of the term “moral expertise”. She claims that expertise here should be 
conceived as a “facility with moral arguments” (2011a, 649) rather than “possession of 
moral truth” (2011a, 649). Ethics expertise involves a “superior familiarity with con-
text” (2011a, 651) where the consultant uses her training and knowledge to guide the 
parties involved through the relevant “facts” (laws, policies, norms, cultural values) to a 
more informed understanding of the situation (Rasmussen, 2011a). Ethics expertise, as 
opposed to moral expertise, involves making “non- normatively binding recommenda-
tions grounded in a pervasive ethos or practice within a particular context” (Rasmussen, 
2011a, 650). Steinkamp, Gordijn, and ten Have (2008) use a similar de�nition of ethics 
expertise, that is, the capacity to provide “strong justi�cations” to argue that the dialogue 
between the expert ethicist and clinicians is a cogently democratic means of reaching 
consensus on the moral norms at hand (Steinkamp, Gordijn, and ten Have, 2008). In 
this dialogue, the expertise of the ethicist complements and enhances the moral compe-
tence of the non- ethicists, clinicians (and patients) by clarifying what is ethically at stake 
(Steinkamp, Gordijn, and ten Have, 2008). Conceived as such, ethics expertise does not 
make a metaphysical claim that there are moral truths and that clinical ethicists have 
epistemic access to such truths, does not usurp the autonomy and agency of the non- 
expert and o�ers expertise but does not assume authority (Rasmussen, 2011a).

Evaluating the quality of a clinical ethics services is therefore an area of considerable 
uncertainty and debate. Major criticism has been voiced at evaluating clinical ethics ser-
vices using outcome measurements more suitable for standard clinical interventions. It 
is not clear to some observers that quantitative measures, such as tallying the tasks per-
formed by a service, measuring user satisfaction or calculating cost savings are appro-
priate for assessing the quality of a clinical ethics service (Mills, Tereskerz, and Davis, 
2005; Gordon, 2007; Williamson, 2007; Pfa±in, Kobert, and Reiter- �eil, 2009). �e 
number of consultations a service provides is clearly not a proxy for quality. One ethics 
committee may conduct a large number of consultations but be a little more than a rub-
ber stamp; another committee may conduct fewer consultations but provide rigorous 
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ethical analysis (Williamson, 2007). While user satisfaction with an ethics service may 
be helpful in assessing service quality, there are some di�culties with it. Williamson 
(2007) advises caution in using satisfaction, �rstly because its validity as a measure of 
quality is suspect given its inherent subjectivity, and secondly because o�en only clini-
cians and not patients are asked to participate.

A number of authors have voiced concern at the use of cost- savings to evaluate the 
e�ectiveness of CES (e.g., Mills, Tereskerz, and Davis, 2005; Rasmussen, 2006, 2011b). 
Rasmussen (2006) argues that if cost saving is the measure by which an ethics service is 
evaluated, there could be signi�cant pressure on CES services to achieve savings, such 
as providing advice that encourages less costly decisions. Mills, Tereskerz, and Davis 
(2005) similarly argue that savings may come to rival if not dominate the integral  
goals of consultation resulting not only in consultation emphasising the least costly 
options but in making consultation mandatory for cases where costs may be saved, 
for example end of life care decisions. �e potential for co- optation of CES services 
as a cost- saving measure (which Rasmussen (2006) labels as a “sinister innovation”) 
could result in a profound loss of trust among clinicians (and patients) if they come 
to perceive this as the primary objective of consultation “If the ‘quality’ or e�ective-
ness of an outcome has any relationship to trust, as it should in healthcare- related 
activities, then quality will be eroded, as stakeholders understand that cost savings 
may be one of the reasons for initiating a consultation” (Mills, Tereskerz, and Davis, 
2005, 60).

Conclusion

�e story of CES services is one of increasing expansion and advocacy for its potential 
bene�ts. It is also a cautionary tale about the challenges involved in ensuring compe-
tency and viability. A review of the literature and the international experience with 
CES services suggests that they have considerable potential to prevent and resolve 
moral con�icts, minimise moral distress, support patient autonomy and enhance insti-
tutional e�ciency and cost- e�ectiveness. But while these bene�ts are highly plausible, 
the ad hoc development and heterogeneity of CES services and the lack of consensus 
over the evaluation of their performance raises some doubts about how o�en they are 
achieved. Many questions remain to be answered regarding the structure, function and 
organizational model for CES support. Where should CES services be located within 
hospital structures? How independent should they be? Should CES provide contem-
poraneous case consultation or retrospective case review? Should case consultation be 
provided by “experts”? Should the deliberations of CES services be advisory or bind-
ing (or neither)? Who should be the primary bene�ciary of CES support? How should 
potential con�icts of interest be managed? While it is crucial that institutions seeking 
to establish CES services and those working in clinical ethics confront these issues, 
questions about CES should not obscure the fact that CES services have primarily 
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spread because those involved in patient care have recognized the need for support. 
�ese questions should also not diminish the signi�cant intellectual e�ort devoted to 
thinking through the appropriate purposes and best practices of CES services. �ere 
are now decades of collective experience and scholarship, well- established approaches 
and detailed models and guidelines from which those seeking to establish a CES ser-
vice can draw.

Experience suggests that to be active and sustainable, a CES service must be visible, 
accessible, understood and trusted. �ese in turn require the service to be clear in pur-
pose; fully integrated into the life of the organization; adequately resourced; appro-
priately constituted and competent; accountable (transparent and assessable), and 
independent. Ongoing evaluative research should be a core component of the develop-
ment of CES services. �is will have three distinct bene�ts— it will enable evaluation of 
clinical ethics services; it will strengthen the culture of ethical inquiry and ethical prac-
tice within the health service; and it will provide opportunities to increase understand-
ing of issues of ethical and legal importance in the design and delivery of health care. It is 
crucial that ongoing research into clinical ethics is conducted in order to establish what 
is necessary for clinical ethics services to work.
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Chapter 8

Interprofessional 
Interactions and Their 
Impact on Professional 

Boundaries

Louise Fitzgerald

Introduction

This chapter explores research on the interactions occurring between actors in the 
health care system and how they impact professional boundaries. Abbott (1995) stated 
that social entities come into existence when actors tie social boundaries together, so 
boundaries came �rst, then entities. We argue here that a focus on interactions between 
professions remains an underdeveloped area of research.

�e chapter begins with a brief historical overview of key themes emerging from the 
sociology of the professions and alludes to boundaries and professional jurisdictions. �e 
major, central sections of the chapter discuss the empirical data on professional interac-
tions and two key themes emerge— role blurring, and role merging through the develop-
ment of professional hybrids. �e �nal section draws together some concluding themes.

Historical Perspectives on the Health 
Care Professions and Dominant 

Paradigms in Their Study

Authors have articulated the “traits,” the distinguishing characteristics of professions, 
including an advanced body of knowledge and an esoteric theoretical base, which ena-
ble autonomy over tasks, an elevated ethical sensibility, an altruistic orientation, and a 
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sense of professional community (Goode, 1951; Parsons, 1939). Parsons’ (1951) book pro-
vided a theoretical base and a structural- functionalist model of society, which included 
the function of medicine. Cockerham (2004) argues that structural- functionalism, with 
its emphasis on value consensus; social order and functional processes at the macro 
level of society had a short life as the leading theoretical paradigm. Symbolic interac-
tionists challenged the structural- functionalist perspective and the relatively passive 
role assigned to individuals, maintaining that social reality was constructed at the micro 
level by interacting individuals. Studies in this period, Becker et al. (1961) on medical 
school socialization and Go�man (1961) on asylums as total institutions o�ered novel 
approaches to research methods. Annandale (1998) suggested symbolic interactionism 
still o�ers powerful explanations of small group interactions.

Con�ict or power- based theories o�ered a radically di�erent perspective. Authors 
pro�ered less altruistic views of professions, debated the concept of autonomy and 
introduced the concepts of professional dominance and closure. Freidson’s (1970) book 
argued that only certain professions, like medicine had been deliberately granted auton-
omy, state sanctioned, thus institutionalizing expectations of societal trust. His early 
work proposed that the dominance of the medical profession over other professions 
was dependent on professional autonomy. He delineated di�ering types of autonomy— 
technical; political and economic. Comparing the complex positions of hospital doctors 
in the UK and the US, he illustrated the contextual and historical in�uences on auton-
omy. Elston (1991) reviewed the classi�cations of autonomy by Freidson (1970), Ovreteit 
(1985) and Schultz and Harrison (1986) concluding that the evidence supported three 
forms of autonomy- political autonomy, the profession’s right to make policy decisions 
as the legitimate expert; economic autonomy— the right of the profession to determine 
remuneration (or restrict entry numbers) and technical autonomy— the right of the 
profession and the individual to set its own standards and control performance. Con�ict 
theory examined the role of competing interests in health care delivery and policy and 
the sources of illness in work and society (McKinlay, 1984; Navarro, 1986). Closure 
theory (Berlant, 1975; Collins, 1979) focused on the strategies adopted by professions to 
achieve control through limiting entry.

One major poststructuralist contribution was Foucault’s (1973) analysis of the social 
functions of the medical profession, including the use of medical knowledge as a means 
of social control and regulation, through studies of madness, clinics, and sexuality.

From the 1980s onwards, within power- based perspectives, research argued that the 
loss of medical autonomy or “de- professionalization” was due to the shi�s in society 
(McKinlay, 1988; Ritzer and Walczak, 1988). Elston and Gabe (2013) noted a substantial 
literature linked shi�s in medical autonomy to broader societal changes. So autonomy 
might decline, but relative dominance might remain unchanged. A  complementary 
argument (Ha�erty, 1988) suggested a loss of collective power by the medical profession 
due to internal competition. Freidson’s later work (1994, 2001) argued that internal re- 
strati�cation was more important than loss of autonomy. Abbott (1988) and Crompton’s 
work (1990) accounted for the wider societal in�uences, perceiving the position of a 
profession as situated in a culture and a period of time. Professions, Abbott stated, could 
only be understood as part of a broader interacting, competitive system of occupations 
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and professions. He suggested attention to a profession’s task and knowledge base since 
he maintained that only knowledge abstraction enabled survival in the competitive sys-
tem. Crompton argued that the concept of “profession” did not describe a generic occu-
pational group, but a mode of regulation of expert labor. She examined an era in which 
the government was attempting to deregulate the occupational market, yet despite this, 
professional regulation persisted. Research (Ferlie et al., 1996; Shortell, Morrison, and 
Friedman, 1990) recorded the nuanced impact of societal changes and the resilience of 
the medical profession in adapting and retaining its position and jurisdiction. Social 
constructionists sought to explain the position of the professions in relation to interact-
ing institutional and societal in�uences. Research imbalance is underlined with limited 
research on professions other than medicine (Allen, 1997; Navarro, 1986; Wicks, 1998).

Professions in the Twenty- First Century

Many of these themes continue as research topics today, albeit in di�erent forms. 
Bourgeault, Benoit, and Hurschkorn (2009) documented the shi� towards compara-
tive analysis exploring the in�uences shaping professions within and across cultures, 
but noted the continuing focus on a single profession.

McKinlay and Marceau (2002) developed the de- professionalization and prole-
tarianization debate by proposing that the latter has been enhanced in the US through 
a process of corporatization of the medical profession and in the UK by a process of 
privatization of health care. Continuing research accounts for and analyses the posi-
tion of the health care professions in a context of new public management (NPM) and 
the introduction of market- like mechanisms (Braithwaite et al., 2013; Buchanan and 
Fitzgerald, 2011; Ferlie and Fitzgerald, 2002; Reay and Hinings, 2005). Osborne (2010) 
predicted the transition to “new public governance” drawing on ideas of relational mar-
kets and suggesting that a pluralist state will have multiple independent actors. �ere 
emerged an emphasis on a consumer driven society with a stronger voice for patients 
and the public (Clarke et al., 2007). Fotaki (2007) described forms of a revival of mar-
ket and competitive mechanisms. In an overview, Reed (2011) subscribed to the notion 
of a neo- bureaucratic health care system and was skeptical of the emergence of a post- 
bureaucratic system.

Novel models are evidenced. Friedson’s (2001) later work argued that professionalism 
o�ered a third and di�erent logic of organizing compared with markets and hierarchies. 
He proposed a general model of professionalism as a set of institutions which permit an 
occupation control over their work. Noordegraaf (2007) presented “professionalism” as 
under threat and weakened. He perceived the terms profession and professionalism as 
applied to speci�c occupational practices, with particular forms of occupational regula-
tion, in a speci�c era. He mapped adapted forms of professionalism as “situated” profes-
sionalism and “hybridized” professionalism. Such models have to be empirically tested. 
Using data, Fitzgerald and Ferlie (2000) argued that improved systems of professional 
control over tasks may o�er organizational bene�ts and Noordegraaf (2011) postulated 
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that amended education could re- connect professionalism and organizations. Using 
data on the development of a novel role o�ering potential for greater autonomy, Potsma, 
Oldenhof, and Putter (2014) used articulation theory to demonstrate the potential to 
incorporate organizational and professional work. Authors adopted institutional theory 
to analyze the changing relationships in health care, with Muzio, Brock, and Suddaby 
(2013) pro�ering a broad re- theorizing of contemporary professionalism. Leicht et al. 
(2009) display country speci�c responses which are highly path- dependent.

Foucault’s (2002a, 2002b, 2013) work on the power/ knowledge nexus interconnected 
the individual professional and their task to the institutional and societal culture. His 
distinctive approach to the sociology of knowledge emphasized how practices are 
formed by the complex interrelations between contexts, actors and forms of knowledge. 
�ese ideas have been applied to suggest that some developed health care systems have 
moved towards ‘so�” governance (Ferlie et al., 2013; Newman, 2001).

So some consistent themes are evidenced in the literature, but the scope of research 
has broadened, is more comparative, examines more professions and debates the issues 
of professions as part of a context. Empirical data on inter- professional interactions 
and the development of novel roles is discussed in the following sections. Applying this 
lens enables the clari�cation of task shi�ing and the potential alteration of professional 
boundaries.

Boundaries of Professions and 
Professional Jurisdiction

Examining Boundaries

�is section alludes brie�y to de�nition and then to boundaries and jurisdiction. 
Heracleous (2004) proposed a focus on the boundaries themselves, as social structures. 
Sturdy et  al. (2009) reviewed typologies of boundaries, and outlined organizational 
boundaries of competence, identity and power. Montgomery and Oliver (2007) empha-
sized that symbolic boundaries are a precursor to the development of socially con-
structed boundaries, whilst serving to reinforce a sense of identity once the grouping is 
established. We de�ne boundaries as recurring “distinctions and di�erences between and 
within activity systems that are created and agreed on by groups and individual actors 
over a long period of time while they are involved in those activities” (Kerosuo, 2006, 4).

Boundaries and Claims of Professional Jurisdiction

Abbott (1988) suggested professional jurisdiction claims were made: in the legal arena, 
public opinion, and the workplace. Legal jurisdictional claims are considerably more 
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speci�c than in the public arena, they may include monopoly of certain activities and 
payments. Legal jurisdictions are the most durable. He argued that relationships in 
these arenas have changed over time and the balance of power has tipped towards the 
public arena. But he suggested, it was in the workplace where boundaries were most 
�uid and negotiable (as we hope to illustrate). Claims made in the workplace might 
blur publically established jurisdictions. Under pressure of work, a talented subordi-
nate may replace an untalented professional, a process Abbott described as “workplace 
assimilation.” �ese ideas suggest that boundaries may have di�ering meanings in dif-
fering arenas. One can postulate that in the UK medical claims to legal jurisdiction over 
self- regulation have lost ground, and the public, shocked by scandals leading to public 
enquiries (e.g., Francis Enquiry into Mid- Sta�s NHS Foundation Trust, 2010; Shipman 
Enquiry, 2002) have lost faith in the ethics of the nursing and medical professions. Such 
public reactions may make the medical and nursing professions more vulnerable to 
jurisdictional attacks. A focus on processes of assimilation is warranted if this reveals 
the dilemmas facing professionals about how their legal responsibilities may clash with 
reality in the workplace.

Boundary building processes illuminate the interplay between public and institu-
tional arenas. Abbott (1988) stated that each profession is bound to a set of tasks by ties 
of jurisdiction, but since none of these links are permanent, the professions make up an 
interacting, competitive system. Larger social forces may reshape tasks and thus impact 
on individual professions. Using empirical data, Oliver and Montgomery (2005) and 
Montgomery and Oliver (2007) illustrated the importance of social networking activi-
ties which predate boundaries and the political and legal processes which confer juris-
diction. �us legally acknowledged jurisdictions have strong political elements and the 
data stresses professions as social groupings.

�ere remains debate concerning what boundaries are primarily bounding. �e 
historic argument that jurisdiction is built around the knowledge base and tasks of a 
profession may be contested. Abbott (1988) maintained that professional tasks have 
both objective and subjective aspects, with these activities tied to a formal academic 
knowledge base. But the knowledge base of a profession will develop through research 
over time and he claimed that only abstraction (of knowledge) enabled survival in the 
competitive system of the professions. Authors (Gorman and Sandefur, 2011; Young 
and Muller, 2014;) have debated the nature of professional knowledge and maintained 
that there are two principle kinds of knowledge that make up professional knowledge-  
knowledge specialized to develop conceptually; and knowledge specialized to a contex-
tual purpose. Young and Muller suggested that the demarcation criteria for a profession 
remain unclear.

Professional associations have perceived the importance of policing state sanctioned 
boundaries with the term “professional” represented as a much sought a�er identity 
(Nancarrow and Borthwick, 2005; Sanders and Harrison, 2008). Professions may act as 
self- interested groups who have negotiated with the state to control and set entry stand-
ards; thus maintaining status and income and excluding others. Self- regulation may 
lead to a lack of transparency which may hide poor performance by some individuals.
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The Processes of Interaction 
between Professions in the Current 

Context: Role Blurring?

From the preceding discussion, the argument unfolds that a relevant approach to exam-
ining professional boundaries would be to focus on the processes of interaction between 
professions. Discussion and research has centered on medicine’s interactions with nurs-
ing and to a lesser extent with allied health professionals (AHPs). However health care 
professionals have a wider range of everyday interactions and attention to the interac-
tions between core professionals such as doctors, AHPs; pharmacists and health care 
assistants might yield interesting perspectives. A  more inclusive approach would 
observe that professionals’ interactions with management and social care are critical, 
but di�cult interactions. In part, this is because clinicians, managers and social care 
professionals have di�ering knowledge bases and di�erential power. �is section there-
fore maps out the changing terrain and in particular explores the outer boundary of the 
professional domain or system of the professions.

Professional Interactions and Role Blurring?

�ere have been international changes in health care delivery systems over the last 
��een years which impact on all inter- professional interactions. For example, nurs-
ing became a graduate profession in many countries; the European Working Hours 
Directive in 1998 limited junior doctors’ hours; and specialist nurse roles were insti-
gated. Other in�uences have impacted on the professions, such as technical advances, 
increased day surgeries, and cost pressures which have meant quality targets for acute 
hospitals and extended auditing.

Research highlights the continuing distance between professional groups and between 
professionals and managers, with doctors communicating most with doctors, nurses 
with nurses and managers with managers (Fitzgerald et  al., 2006; McDermott et  al., 
2015). Topics which address professional interactions— multi- disciplinary teams and 
co- ordination between professionals provide further evidence. West and Lyubovnikova’s 
(2013a, 2013b) work illustrated that many “teams” in hospital settings were pseudo teams 
which did not agree common objectives or have accepted leaders. Whereas some groups 
were relatively stable over time, such as multi- disciplinary groups; others only collabo-
rated brie�y, such as a surgical team and were not able to form relationships of trust. 
Bourgeault and Mulvale (2006) illustrated similar comparative �ndings in Canada and 
the US. Montgomery’s (2013) overview of professional role changes in the U.S. suggested 
limited changes in the professional hierarchy. But research �ndings have demonstrated 
that the quality of teamwork in health care is crucial and is related to patient mortality 
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in hospitals (West et al., 2001), lower sta� absenteeism; e�ective use of resources and 
greater patient satisfaction (West et al., 2011). Gittell’s extensive research on relational co- 
ordination proved the importance of lateral relationships in health care and reinforced 
these �ndings in a US setting (Gittell, 2009, 2013). And Gittell et al. (2008) explored 
the inter- relationships around a new role of “hospitalists” in the U.S.A., physicians 
who operate full time within the hospital. �e results uniformly show that nurses’ rela-
tional co- ordination is stronger with nurses, physicians with physicians, and therapists 
with therapists. Additionally, the results demonstrated that those who are co- located 
and working in the same stage of care have an improved chance of building robust 
relationships.

�us we can see that the professional boundaries continue to create “silos” of com-
munication, whereas patient care in many settings requires inter- professional and inter- 
departmental collaboration of activities to deliver e�ective care.

Blurring of Roles in the Interactions between  

Doctors and Nurses?

Possibly the most prevalent and undoubtedly, one of the most important sets of rela-
tionships are between doctors and nurses. Despite this, there have been relatively few 
studies of the work based interactions of doctors and nurses. In European countries, the 
US, Canada and Australia, nursing has for many years been accepted as a regulated and 
accredited occupation or profession, yet in the UK, nursing has not been able to negoti-
ate with the state for exclusive rights to a de�ned area of knowledge. Ongoing disputes 
suggest that establishing the boundary of a knowledge base is di�cult and acceptance 
by the state and other groups is a highly political and competitive process. Etzioni (1969) 
described the relationships between doctors and nurses, with doctors being the “guardi-
ans” of knowledge and the patient, and nurses being non- questioning of doctors. Nurses 
provided tender loving care; doctors provided the “science.” �is perspective remains 
relevant today, when there is a massive debate in the UK about the perceived lack of 
compassion in nursing (Francis Enquiry, 2010).

Wicks’ (1998) study displayed insights into the con�ictual interactions between doc-
tors and nurses and demonstrated that doctors imposed on both nurses and patients! 
However, most nurses expressed pleasure in their work. Doctors continued to restrict 
nurses’ activities even though this inhibited good patient care. Empirical studies of the 
interactions between nurses and doctors evidence both “traditional” attitudes to the 
boundaries between roles and simultaneously, the blurring of some role boundaries 
(Allen, 1997; Snelgrove and Hughes, 2000). Role blurring was apparent in four are-
nas: work pressures and contingencies, the distinctive situation of special locales, the 
changing health policy climate, and nurses’ growing preoccupation with patient advo-
cacy. Snelgrove and Hughes detailed instances of doctors “downloading” tasks to nurses 
to reduce their workload and noted that in specialized locales, for example renal units 
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with smaller teams and more specialist nurses, there was more shared decision making. 
�e introduction of higher quali�cations for specialist nurses has blurred boundaries 
(and this is explored next). Finally, nurses were more assertive and questioning when 
they act as patient advocates. Allen (2001) made the illuminating observation that inter-
actions di�ered at institutional and ward levels. At the hospital level, there was a “sus-
tained negotiation and jurisdictional dispute.” But at ward level, there was a realignment 
of doctors’ and nurses’ roles with minimal negotiation and low con�ict. Allen (2007) 
argued that medical hegemony in decision- making was a barrier to the full use of nurses’ 
knowledge. Goodrick and Reay (2010) examined the means by which a new professional 
role identity was established for registered nurses. �is analysis mirrors themes already 
noted-  the subservience of nurses, and nurses’ caring role versus the science of medicine. 
�ey concluded that developing a new professional identity was a slow, evolutionary pro-
cess, but did change signi�cantly over time (37 years). �ey highlighted the importance 
of the interactions between professional tasks and the wider institutional environment. 
Compared with the nursing profession’s self- identity, ten Hoeve, Jansen, and Roodbol 
(2008) illustrated that the public image of nursing was somewhat diverse. �ey argued 
that nurses needed to improve the professionalism of their public image and obtain 
senior positions in health care organizations. An empirical study by Currie, Finn, and 
Martin (2010) explored the tensions and nuances of establishing this new role identity for 
nurses in the workplace featuring nurses moving into potentially more autonomous roles 
in genetics. �eir �ndings showed nurses’ autonomy was constrained by the attitudes 
and behavior of doctors, but interestingly, at times lacked support from senior nurses.

Specialist Nursing Roles and Role Blurring

Among several potentially in�uential changes in health care systems, the introduc-
tion of “hospitalists” in the US (Gittell, 2008)  and community matrons in the UK 
(Currie, Koteyko, and Nerlich, 2009), this section focuses on one novel exemplar 
role— the introduction of Nurse Practitioners (NPs). �e development of NPs world-
wide is one example of the current shi�s in the roles of nurses and doctors. Standards 
and a validation framework for NPs exist in many countries (e.g., the US, American 
College of Nurse Practitioners, 2009; Netherlands, Zwijnenberg and Bours, 2012; and 
the UK, Royal College of Nursing, 2005). Zwijenberg and Bours showed that NPs in 
the Netherlands spent 57.8% of their time on patient care and 14.2% of their time on 
medical activities. All the NPs in the study reported substitution of tasks from doctors. 
�ey reported some legal issues concerning, for example, the lack of legal framework 
to prescribe. Frequently, it was recognized that NPs combine some practice features of 
medicine with the fundamental aspects of nursing, but remain nursing oriented (Gould, 
Johnstone, and Wasylkiw, 2007; Reay, Golden- Biddle, and Germann, 2003).

Reay, Golden- Biddle, and Germann (2006) illustrate the agency of individual actors 
in establishing a role and delineate a three stage process of using opportunities, �tting 
the role to current systems and then demonstrating its value. However, Currie, Finn, 
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and Martin (2010) and McDonnell et al. (2015) show that establishing novel roles may be 
a tenuous process, and involve substitution more than blurring.

Role Interactions between Nurses, Doctors, and AHPs

Reeves and Lewin’s (2004) study of ward interactions examined interactions between 
doctors, nurses, and AHPs and reinforced and extended �ndings already discussed. 
�ey noted that professional collaboration frequently consisted of short, unstructured 
and opportunistic interactions, suggesting professionals formed loose transient “work-
ing groups” and not teams. Most interactions (75%) were initiated by doctors with nurses 
and interactions with therapists and social workers were less common. Doctors’ inter-
actions with nurses were task based and terse and on occasions, doctors ignored other 
team members, like health care assistants. On the other hand, nurses’ interactions with 
other professionals, for example therapists were friendlier, less rushed and contained 
detailed discussion of patients. �e explanation may lie in the fact that there is less power 
di�erential between nurses and therapists, compared to doctors and nurses. Another 
reason mirrors previous �ndings on co- location, since nurses and therapists spend time 
together on the ward. �e main formal meeting, the weekly multi- disciplinary meeting 
(MDT) was perceived as an important forum, but was inconsistently attended by senior 
doctors and nurses. As previously reported, doctors viewed collaboration as an activ-
ity to be undertaken with other medics, whereas nurses, therapists and social workers 
viewed collaboration as an inter- professional activity. Zwarenstein et al. (2013) reported 
similar Canadian �ndings. Additionally, they noted that in their research setting of 
General Internal Medicine with complex patients, the necessity for inter- professional 
decision– making was apparent.

A few single studies look beyond doctors and nurses to examine other professions 
(Kitchener and Merse, 2012; McCann et  al., 2013). Goodrick and Reay (2011) and 
Kitchener and Merse (2012) examine the process of professionalization of pharmacists 
and dental hygienists in the US, exploring the development pathways. But both studies 
focused within the profession, rather than on professional interactions.

�e Outer Reaches of the System of Professions: Health 

Care Assistants

Beyond nurses and therapists, the outer reaches of the system of professions is now pop-
ulated by health care assistants (HCAs). �e growth in employment of HCAs is one of 
the most signi�cant changes in health care and possibly the most ignored. Accurate �g-
ures of the numbers of those employed in HCAs roles in the UK are hard to discover, but 
Saks and Allsop (2007) estimated 1 million, whilst the Nursing and Midwifery Council 
(NMC) (2006) suggested there had been a 26% increase over ten years. �e growth in 
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the numbers of HCAs, particularly in hospital settings may be traced to the downward 
cost pressures noted earlier. A research focus on the acute hospital sector masks the other 
important �elds of HCA’s employment in the largely, private nursing and residential 
home sector and the care of the disabled and the elderly in their own homes. �ere are 
few empirical studies which document the interactions of clinicians and health care assis-
tants. Yet it is blatantly apparent that the system of health care in many countries would 
not survive without the work of HCAs. Cross national comparisons illustrate the extent 
of employment of HCAs across national domains (Kessler, Heron, and Dopson, 2012). In 
some countries— South Africa, Australia, New Zealand, the US, Canada, Japan, Sweden, 
and Brazil— there is a three- tiered system with nurses, enrolled nurses (accredited) and 
HCAs. �e tasks of HCAs focus on “hands on” care, with some technical tasks, these 
being more complex in countries such as Sweden. Across the world, the role is mostly 
unregulated with the exceptions of Japan, Germany and the US.

In the UK, the HCA role is formally unregulated, but critically, the NMC Code of 
Practice states that the registered nurse is accountable for delegating tasks to the HCA 
but not for their performance. Where HCAs are quali�ed, they normally hold National 
Vocational Quali�cations (NVQ) at either Level 2 or Level 3. Empirical data on the 
enactment of the role in hospital settings (Kessler, Heron, and Dopson, 2012,, 2013; 
Spilsbury and Meyer, 2004) shows poor alignment between grades and quali�cations, 
with quali�cations only loosely associated with tasks. �us HCAs with no or low quali�-
cations were performing technical and extended roles. �e range of tasks performed by 
HCAs varied widely. Kessler, Heron, and Dopson (2012, 2013) distinguished �ve “types” 
in the HCA role. �ese were labeled bedside technician; ancillary; citizen; all- rounder 
and expert, thus underlining the “fuzzy” boundaries of the role. �e variations were, in 
part, dependent on the shi� worked as well as the range of other professionals work-
ing on the ward and the degree to which the HCAs’ roles overlapped with theirs. But 
the major in�uence on the boundaries of the HCAs role was the Ward Manager and 
that individual’s attitude to the HCA role. With a supportive Ward Manager, the HCA 
might extend their range of activities, but with a less supportive manager, the tasks of 
the HCA were restricted. It was observed that some individuals cra�ed the role, as some 
HCAs were keen to “develop” and take on tasks, such as cannulation. �is might be a 
double edged sword since the individuals were not necessarily trained in these proce-
dures. HCAs described their interactions with doctors as “tense,” “con�ictual,” “patron-
izing” and sometimes “nasty.” On the other hand, the interactions with nurses were 
generally described positively as supportive. For nurses, the main source of tension was 
the issue of accountability. Kessler, Heron, and Dopson (2015) supported the view that 
nurses are “o�- loading” tasks to HCAs. �ey distinguished between two logics in nurs-
ing, one of specialist expertise, encouraging the profession to discard routine tasks; and 
one of holistic expertise, nurturing the hoarding of tasks, and described o�- loading as 
specialist- discard logic.

In summary, there is limited evidence of role blurring in the workplace, though some 
tasks have undoubtedly moved across the prior, demarcated professional boundaries. 
�e data presented evidenced “o�- loading” of tasks from doctors to mainly specialist 
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nurses and substitution of junior doctors by specialist nurses. �e limited available evi-
dence illustrated virtually no change in the boundaries between medicine and Allied 
Health professions. �ere is signi�cant growth in the employment of HCAs which alters 
the overall form of the system of the professions. �e data demonstrated more substan-
tive evidence of role blurring between nurses and HCAs.

The Processes of Interaction 
between Professions in the Current 

Context: Role Merging

Relationships between managers and doctors are frequently portrayed as con�ictual 
(Farrell and Morris, 2003; Pollitt, 1990; Raelin, 1986). However, levels of con�ict are dif-
�cult to scale overall. It may depend on the unit of analysis and whether one is referring 
to individual relationships and interactions, or collective organizational and inter- 
organizational relations, or formal relationships at the national level. Many of the sources 
of tension, sometimes attributed by clinicians to management in an organization, do not 
originate from managers but from policy changes. But managers are required to imple-
ment the policy. Another source of tension lies in the acknowledged, di�ering objec-
tives of managers and doctors. Managers are responsible for the e�ective and e�cient 
organization and delivery of care to a population, whilst doctors are responsible for the 
quality and delivery of care to an individual patient (McDermott et al., 2015). Previously 
quoted research has portrayed the distance between doctors and managers. Managers 
were reluctant to intervene in clinical disputes, even when they were aware of the impact 
on patient care (Fitzgerald et al., 2006). Research on middle and junior managers in the 
NHS (Hyde et al., 2013) displayed con�icts over cost control. Yet collaborative working 
between clinicians and managers has been identi�ed as a key activity for e�ective health 
care delivery (Ferlie et al., 2013; Gittell, Godfrey, and �istlethwaite, 2013; Pettigrew, 
Ferlie, and McKee, 1992; Shortell, Morrison, and Friedman, 1990).

Role Merging: “Hybrid” Clinicians as Managers

�e focus of this section is on “hybrids,” clinical managers who are practicing clini-
cians holding a part- time management role. �e development of hybrid roles may be 
labelled as role merging. �e adoption of clinical manager roles by doctors in the UK is 
an interesting example of a profession adapting to policy driven organizational changes. 
With the formation of clinical directorates, doctors rapidly colonized the key posts of 
Clinical Director (Fitzgerald, 1994). Clinicians wished to continue to practice and this 
has emerged as a crucial dimension of their continued credibility (Hyde et al., 2013). 
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Indeed research has illustrated the similarity of doctors’ views and attitudes concerning 
their role, over a period of time, and across countries (Denis, Lamothe, and Langley, 
2001; Fitzgerald and Dufour, 1997; Ho�, 2000; Iedema et al., 2004; Llewellyn, 2001).

From the start, clinical managers performed a critical role in bridging between pro-
fessions and between professions and management. Unlike general managers, it was 
noted that clinical managers (CMs) were capable (though not always willing) of deal-
ing with clinical issues and problems with consultant colleagues. CMs exercised “con-
trol” via processes of management by reciprocation and invoking collegial relations. 
However, the role could be isolating, since other consultants sometimes perceived CMs 
as having “gone over to the enemy” by taking up a management position (Fitzgerald, 
1996; Llewellyn, 2001). Researchers noted CMs had unmet training needs and their 
organizational support was limited (Fitzgerald and Dufour, 1997; McDermott et  al., 
2015). In some locales, for example, Canada, clinical director posts had existed over a 
longer period and CMs had more developed strategies for engagement of other clini-
cal colleagues. Llewellyn (2001) underlined that CMs utilized ideas from both clinical 
practice and management and thus potentially created a new area of expertise— medical 
management. She argued that CMs can appropriate management ideas and incorpo-
rate them into their work, but that it is more di�cult for general managers to acquire 
clinical expertise. �us CMs gained a privileged position. In several studies, (Fitzgerald, 
1996; Llewellyn, 2001; �orne, 1997) clinical managers portrayed a degree of suspicion 
of managers’ intellectual abilities and occasionally their motives, maintaining that man-
agers were pro�t orientated. Equally, CMs were aware of the suspicions of their clinical 
colleagues. In all the quoted studies, CMs recognized the political and sensitive nature 
of their decisions. Longitudinal data (Fitzgerald and Ferlie, 2000) on the impact of the 
quasi- market in health care in the UK illustrated no uni- dimensional shi� of power 
to managers, but rather a set of nuanced shi�s and adaptations with individual actors 
responding to events and shaping the context. �us the picture emerged of a more inter-
active process between the dimensions of the context, unfolding events and the reac-
tions of the professionals. Currie et al. (2012) used eleven cases of the introduction of 
novel clinical roles, which threatened the power and status of specialist doctors to illus-
trate how the medical elite responded and adapted. Essentially, they circumvented the 
threats by delegating routine tasks to other actors whilst retaining control.

�e data has evidenced that some CMs were reluctant to adopt the role (Dopson, 
1995). McGivern et al. (2015) described these individuals as “incidental” hybrids. Other 
individuals were “willing hybrids,” who developed hybrid professional- managerial 
identities aligning professionalism with their personal identity, and regulating and 
auditing other professionals. �us extant research across national domains sug-
gests that medical hybrids are able to adapt or align their professional identity with a 
hybrid role, mediating a critical boundary between general managers and their profes-
sional peers (Llewellyn, 2001; Montgomery, 2001; Denis, Lamothe, and Langley, 2001; 
Iedema et al., 2004). However, Cro�, Currie, and Lockett (2015) questioned whether 
nurse “hybrids” could so readily make this crucial adaptation. All nurse respondents 
suggested that they experienced identity con�ict in their hybrid roles and struggled 
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to resolve this con�ict. Some medical hybrids experienced identity con�ict, but they 
appeared to adapt better, continued in clinical practice and derived satisfaction through 
exercising in�uence.

Research has illuminated key di�erences internationally, in the development of medi-
cal management collectively if one compares physician managers in the US and medical 
managers the UK �ere is substantial evidence of the development of academic, accred-
ited quali�cations for physician managers in the US (Montgomery, 2001; Montgomery 
and Oliver, 2007; Schneller and Singh, 2000). Physician managers are more embedded 
and accreditation processes have progressed, but this process is less developed in the UK 
�us there is evidence of the slow development of a new, elite hybrid professional group.

Increasingly, health care systems are developing inter- organizational networks to 
address complex problems, such as the delivery of specialist cancer care and the care of 
older people. Managing a network and complex care pathways is a demanding role. One 
notes the presence of hybrids in the management of networks. Where networks were 
e�ectively managed, this was accomplished by a tight, collective management group of 
two or three individuals (Ferlie et al., 2013). Intriguingly, medical hybrids holding senior 
management roles in networks were seen to employ sophisticated in�uencing and man-
agerial strategies. �ey used “so�” governance and invoked a complex mix of profes-
sional standards, evidence- based medical data and nationally led regulatory pressures 
to persuade and implement improvements (Ferlie, McGivern, and Fitzgerald, 2012).

In summary, potentially, medical and clinical hybrids are a positive development 
which could prove a powerful mechanism to aid improved inter and intra- professional 
collaboration and e�ective delivery of care. �e activities of hybrids illustrate the power 
of agency to e�ect change. If the potential for improvement is to be adequately sup-
ported, the selection of hybrids needs greater care. In particular, there is considerable 
scope for expansion in the numbers and roles of clinical hybrids from nursing, and the 
AHPs. But to e�ectively deliver collaboration and service improvements, more training 
is required in the UK, as in US.

Organizationally, hybrids have begun to form elite of medical managers, advantaged 
by their clinical and management knowledge base, thus forming new sub- boundaries 
within and between professional and general management boundaries.

Concluding Themes

�is section begins by reviewing the substantive �ndings emerging from the central 
sections of the chapter. �e chapter has highlighted a lack of interchange and collabora-
tion, especially laterally between di�ering professions and between clinical profession-
als and managers. Low levels of collaboration threaten quality and safety in health care 
systems. �e �ndings display two key themes— role blurring and the extent to which 
blurring has altered professional boundaries and role merging between doctors and 
managers and its impact on boundaries and accountability.
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Role Blurring and Boundary Interactions

In analyzing the interactions of professionals, the chapter explored the question of 
whether numerous tasks have moved across professional boundaries. We detected only 
slight evidence of role blurring, predominantly, between doctors and NPs. But the data 
did not support the view that role blurring had occurred between doctors and any other 
clinical groups, especially AHPs, such as physiotherapists. At the lower levels of quali-
�cations, role blurring appeared more extensive. �ere are greater numbers of HCAs 
employed and the extent of assimilation of nurses’ roles in the workplace was more 
widespread. It is debatable whether this process might not be more accurately described 
as the “o�- loading” of tasks, rather than “role blurring.” “O�- loading” does not produce 
partnership or collaboration. Nor does this term imply respect for the contribution of 
other occupations. Moreover, the majority of empirical data on HCAs relates to acute 
hospitals, but many HCAs are employed in settings such as nursing homes. In these set-
tings, jurisdictions between nurses and HCAs may be even “fuzzier.”

Essentially, the medical profession has selected and retained the core of high class, 
specialized knowledge and tasks, as well as status and the dominant position in the clini-
cal team. �eir status in the public arena has barely altered, though individual scandals 
have dinted the public’s trust. And shi�s in the formal, legal arena have been severely 
limited. Nurse practitioners appear to have made the most progress in shi�ing tasks 
across boundaries, but their numbers remain relatively small. So in this process, it can-
not be stated that doctors have “lost out” to nurses, or that nurses have “encroached” on 
the tasks of the doctors. One might argue that the doctors have “o�- loaded” the less spe-
cialized tasks to nurses and the nurses have similarly “o�- loaded” some tasks to HCAs, 
in order to retain the technical aspects of nursing. �e evidence illustrated that the sys-
tem of the professions has changed most signi�cantly at the lower boundary.

Doctors maintain (and society supports this maintenance) the critical tasks and deci-
sions and indeed their dominance of other professions. �e record demonstrates that 
the boundaries that distinguish the medical profession from other health care and non- 
health care professions have remained particularly stable over time, despite concerted 
e�orts by, for example, nurses and physician assistants to shi� these boundaries.

Role Merging, Boundaries, and Governance

�e chapter provides evidence on role merging between doctors and managers with the 
growth of hybrid medical manager roles across di�erent countries. As a result, there is 
interesting evidence of the development of processes of professional control of profes-
sionals, using a “so�” governance approach to management and leadership (Ferlie et al., 
2013; Currie et al., 2012; McGivern et al., 2015). Data on the positive in�uence of hybrids 
indicates that increasingly tight audit by general managers may be counter- productive. 
One might hypothesize that hybrid professionals holding positions of authority in 
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hospitals and networks represent a novel and more e�ective nexus of control— of pro-
fessionals by professionals (Freidson, 2001; Fitzgerald and Ferlie, 2000).

�ere remain issues concerning the appropriate and e�ective form of managing pro-
fessional expertise and professional accountability (Raelin, 2011; Montgomery, 2001). 
Around the jurisdiction of medical managers, one sees the early stages of a process of 
boundary construction underway (Montgomery and Oliver, 2007). �e enactment of 
the boundary is partially accomplished by “others” underlining di�erence and mak-
ing distinctions. �e formation of an elite group of medical managers is progressing at 
di�ering rates in di�ering countries. �us the identi�cation of a knowledge base and 
accreditation processes has developed faster in the US than in the UK Following Oliver 
and Montgomery (2005), one may speculate that this has occurred because the network-
ing activities of the physician managers in the US have enabled them to identify priority 
actions, whereas this has not occurred in the UK Individual actors engage in complex 
interactions between policy directions, the contextual dimensions of institutions and 
the form of social groups and have varying interpretations of all of these. A process of 
restrati�cation is distinguished with doctors responded to changes by adaption, amend-
ing existing collegial systems to re�ect policy aspirations and circumventing manage-
ment systems by emphasizing the superiority of their own (Ferlie et al., 1996; Fitzgerald 
and Ferlie, 2000; Waring and Currie, 2009).

Professional Interactions and Professional Boundaries

�is section considers whether historically debated themes of professional autonomy, 
professional dominance and professional jurisdictions are in�uenced by these data.

�ere is a diminutive volume of evidence to suggest the medical profession has suf-
fered major losses of formal, political autonomy when compared with other professions. 
�e medical profession has ceded some tasks to other professions such as nursing which 
may be considered a selected loss of task autonomy. One might more accurately sug-
gest that a degree of task autonomy has been lost to the state due to performance man-
agement and monitoring requirements, especially in hospitals. In terms of professional 
dominance, there may be some intriguing hints of change here. But this is mainly from 
the perspective of professions other than medicine. Nurses appear to be gradually less 
willing to accept the dominance of doctors and to perceive their roles in terms of a part-
nership with doctors.

In considering professional boundaries and jurisdiction, there is no evidence of sub-
stantial shi�s in the legal acknowledgement of extended jurisdictions for non- medical 
professions. �ere is some illuminating evidence that the knowledge base of a profes-
sion is important to the maintenance of status. �e medical profession has sought to 
enclave higher levels of knowledge through specialization and inclusion (the expansion 
of power via the merging of clinical and management knowledge). �roughout the sys-
tem of the clinical professions, there are strong downward pressures creating govern-
ance and supervision issues at the lower levels of the hierarchy. Instead of a focus on 
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the medical profession, here it is argued that the most critical issues of governance and 
accountability in health care lie at the lower levels in the system of the professions. In 
many countries, society and the state have allowed changes to produce a situation where 
a large group of HCAs are employed, but this role is unregulated and unaccredited. 
Crucially, there is a lack of formal responsibility for the supervision of HCAs and for a 
line of accountability for their work.

In conclusion, the chapter argues that an analysis of professional interactions 
provides a potentially signi�cant perspective on the system of professions and is 
revealing. It illuminates the extent of autonomy of individual professions; and one 
discovers novel issues of power, professional control and accountability. It chal-
lenges normative debates on professional jurisdiction or those based on a narrow 
empirical foundation. �is inclusive perspective illustrates that signi�cant change 
has occurred through intra- professional restrati�cation in medicine and through the 
o�- loading of tasks from nurses to HCAs. We suggest that a research agenda explor-
ing professional interactions through comparative, longitudinal studies to include a 
broader range of occupations and professions, such as pharmacy and physiotherapy 
is warranted.
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Chapter 9

Plural Leadership 
in Health Care 
Organizations

Forms, Potential, and Challenges

Viviane Sergi, Mariline Comeau- Vallée, 
Maria Lusiani, Jean- Louis Denis,  

and Ann Langley

Introduction: Leadership in Health 
Care Organizations

Health care organizations present a number of characteristics that render them inter-
esting to study when it comes to leadership. Especially with regards to change initiatives 
and strategic direction, health care organizations pose speci�c, and o�en complex chal-
lenges due to their structure and constitution. Indeed, they are quintessential “pluralis-
tic organizations” (Denis, Langley, and Rouleau, 2007) characterized by di�use power 
and authority, diverse value systems, and expert knowledge work. In health care spe-
ci�cally, power, authority, and legitimacy are di�used between managers, clinicians, and 
other organized groups such as unions and external bodies including the government in 
most countries (Glouberman and Mintzberg, 2001a, 2001b). Decision- making in these 
organizations may involve long and sometimes arduous negotiation processes, pro-
cesses that are nonetheless necessary in order to obtain the required consensus between 
actors who do not share a priori the same priorities and concerns. �e issues to be 
addressed by health care organizations also tend to be complex, multi- dimensional and 
thorny, combining considerations that cannot be simply associated solely with mana-
gerial or medical concerns; as such, these issues may generate tensions, paradoxes or 
“catch- 22” situations between the diverse priorities pursued.

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   210 12/30/2015   11:53:42 AM



Plural Leadership in Health Care Organizations   211

Moreover, in recent years, many health care organizations and systems around the 
world have confronted the need to adapt to a range of innovations in both their manage-
ment and in the delivery of services (Denis and Forest, 2012; Maynard, 2013). Changes 
include new technologies, new more integrated forms of care, and the implementation 
of managerial techniques such as lean management. At the same time, health care organ-
izations, especially public ones, are experiencing growing pressures on their �nances, 
forcing them to operate under increasingly di�cult conditions. In addition, health care 
organizations around the world have been for some time in a seemingly continual state 
of structural reform, embracing new incentive schemes, new tools and techniques, and 
engaged in re- engineering processes or facing mergers and restructuring. �is contem-
porary context, combining the speci�c challenges associated with these organizations’ 
distinctive characteristics and the current global economic situation, complicates the 
challenges of leadership in these organizations, making it more challenging than ever to 
navigate.

�e investigation of leadership in health care organizations is not new (Hodgson, 
Levinson, and Zaleznik, 1965), but, as Gilmartin and D’Aunno (2007) note in their 
review, many dimensions of this topic still need further study. Along these lines, we 
argue that with all of the challenges mentioned above, the need for leadership is expe-
rienced both at the top management team level and at levels closer to operations where 
multiple groups with di�erent sources of expertise need to coordinate among them-
selves, sometimes across organizational boundaries. Such coordination is today more 
than ever necessary, and lies at the heart of leadership practices themselves. Indeed, the 
managerial and clinical sides of the health care organization need to come together at 
multiple levels in order to allow change to happen. In such a context, forms of collec-
tive leadership in which in�uence is shared or distributed among di�erent individuals 
playing complementary roles seems to o�er a solution to the challenges of achieving col-
laboration, coordination and strategic direction (Currie and Lockett, 2011).

In this respect, plural or collective forms of leadership emerge as particularly rel-
evant in the context of health care organizations, because they match these organiza-
tions’ inherent complexity. Health care organizations have also long been identi�ed 
as an organizational context where shared and collective forms of leadership are not 
only accepted, but well recognized as relevant and appropriate to better face the inher-
ent variety of perspectives and challenges (Denis, Lamothe, and Langley, 2001; Currie 
and Lockett, 2011; Chreim et al., 2010). In the current context, the possibility of sharing 
leadership roles and responsibilities may even become a necessity, as a way of practic-
ing leadership that ensures that better- informed decisions are taken, and that stronger 
consensus and commitment from various actors is attained (Fitzgerald et  al., 2013; 
Ferlieet al., 2013). Sharing leadership may also be in itself a source of innovation, by 
o�ering the possibility for actors to jointly create and carry out initiatives that could not 
have been imagined by a single individual associated only with a speci�c set of concerns 
(either managerial or clinical).

Without being the only form leadership adopted in this context, plural forms of 
leadership appear more common in health care organizations, as well as in other 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   211 12/30/2015   11:53:42 AM



212   Sergi, et al. 

professional and knowledge- based settings, than in other settings in the public and pri-
vate sectors (Denis, Langley, and Sergi, 2012). Yet, it should be noted that leadership 
is not de facto shared in healthcare organizations. Leadership has been studied follow-
ing more traditional, individual- centric approaches in health care settings as well (for 
a review, see Gilmartin and D’Aunno, 2007). In other words, empirically, leadership in 
health care organizations lends itself particularly well to plural forms; and theoretically, 
there are a variety of conceptualizations of plural leadership in the literature that can be 
mobilized. But how does such a collective approach to leadership happen? What forms 
can it take, and what kind of results can it produce? In this chapter, we will �rst discuss 
plural forms of leadership in general, untangling the various labels and ideas associated 
with the main forms that have been identi�ed in the literature, building on previous 
conceptual work (Denis, Langley, and Sergi, 2012; Sergi, Langley, and Denis, 2012). We 
will then illustrate these di�erent forms drawing on speci�c examples from health care 
organizations. �ese illustrations show how di�erent situations may call for di�erent 
modalities in terms of plural forms of leadership, operating both inside and across these 
organizations.

Conceptualizing Plural Leadership

Despite the counter- intuitive nature of the idea that more than one person might 
occupy leadership positions as head of a team, a unit or an organization, the pos-
sibility that leadership might be shared or distributed among multiple individuals 
is not new. In various forms, traces of this idea can be found in the work of Follett 
(1924), Gibb (1950), Hollander (1961), Etzioni (1965), and Hodgson, Levinson, and 
Zaleznik (1965). After remaining relatively marginal for decades, the literature on 
this topic has grown exponentially since the end of the 1990s. Notwithstanding 
the distinctions that exist between its various strands, this literature as a whole 
challenges the assumption that leadership is or should be practiced by a sole indi-
vidual; by doing so, these studies call into question and try to transcend what 
some researchers have identified as the “heroic” and “romantic” view of leaders 
(e.g., Meindl, Ehrlich, and Dukerich, 1985; Fletcher, 2004). However, this recent 
increase in interest for plural forms of leadership has also given rise to a prolifera-
tion of labels (such as shared, distributed, collective, relational, post- heroic or dual 
leadership) used to identify this phenomenon, and to a multiplicity of definitions. 
Moreover, the same phenomenon of multiple individuals sharing a leadership role 
has been studied from many different theoretical, epistemological, and methodo-
logical positions. Literature on the topic is thus heterogeneous and scattered. This 
observation has prompted a number of reviews of this body of work (see the recent 
reviews by Yammarino et al., 2012; Contractor et al., 2012; and Denis, Langley, and 
Sergi, 2012). The review by Denis, Langley, and Sergi (2012) on which we draw 
here identified four main forms of plural leadership. This variety in plural forms of 
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leadership found in the literature not only indicates that this approach to leader-
ship can be conceptualized differently; more interestingly, this variety also indi-
cates that there are multiple ways to organize and to practice leadership in the 
plural.

Hence, not only do multiple forms of plural leadership exist when it comes to hav-
ing many individuals in leadership positions, but varying contexts and situations 
may call for and even require di�erent forms. Yet, until now, empirical studies of plu-
ral forms of leadership have tended to focus on a single particular form. For example, 
many contexts have been looked at through the prism of distributed leadership (e.g., 
for schools, see Gronn, 2002; Spillane or Halverson and Diamond, 2001; for health care, 
Chreim et al., 2010; or Currie and Lockett, 2011; for higher education, Bolden, Petrov, 
and Gosling, 2009). While this approach has helped shed light on this phenomenon, it 
also tends to fragment our understanding of it. As we have argued elsewhere (Denis, 
Langley, and Sergi, 2012), a more global understanding of plural forms of leadership is 
needed. �e �rst step in developing such an understanding is to distinguish the di�er-
ent forms that have been proposed and studied in organizations. In the following sec-
tion, we present the typology organized around four distinct forms of plural leadership 
drawing on Denis, Langley, and Sergi’s (2012) analysis of the existing literature on the 
topic; we then illustrate each of these forms with empirical examples from the health 
care context, discussing where each of them can be found in these organizations, when 
each may be especially productive, and some of the issues and challenges associated 
with it.

Figure 9.1 presents the four forms of plural leadership in the typology. As the 
figure shows, the forms can be distinguished along two dimensions. First, plural 
leadership forms can be distinguished based on their formality: leadership can for-
mally be defined as practiced by many individuals, thus being decided upon and 
structured; or it can emerge out of the recurrent patterns of interactions between 
actors, thus being a localized phenomenon resulting from individuals ongoing 
ways of working. Second, plural leadership forms can differ depending on toward 
whom influence is mainly exercised. In some forms, we note that the plural form 
adopted involves group members leading each other (what we call mutual leader-
ship), whereas in other forms, we note the presence of a team of leaders who col-
lectively lead other organizational actors (coalitional leadership). Combined, these 
two axes organize the four forms of plural leadership identified (Denis, Langley, 
and Sergi, 2012).

We have deliberately labeled these forms with verbs to indicate that despite their dif-
ferences, all of these forms require active work on the part of the actors involved in mak-
ing leadership a collective, rather than individual phenomenon and practice. In the next 
sections, we successively present these four forms based on the stream of literature that 
has proposed and studied each. Following these descriptions, we illustrate each form 
with empirical examples, either by showcasing material taken from our own �eldwork 
in health care organizations, or by mobilizing situations described in already published 
articles.
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Forms of Plural Leadership 
with Illustrations from Health Care 

Settings

Sharing Leadership

We have called the �rst con�guration of plural leadership “sharing leadership.” �is 
con�guration is de�ned by Pearce and Conger (2003, 1) as follows: “A dynamic, inter-
active in�uence process among individuals in groups for which the objective is to lead 
one another to the achievement of group or organizational goals or both” (Pearce and 
Conger, 2003, 1). Anchored in organizational behavior and clearly in�uenced by psy-
chology, this conception of plural leadership highlights the behavioral dimensions 
of leadership, as shared in teams. Research in this line of inquiry is mainly concerned 
with the e�ectiveness of team processes, and suggests that where leadership roles and 
responsibilities are shared, e�ectiveness and performance are enhanced because people 
feel more committed to joint goals and work harder to accomplish them. Research from 
this perspective underlines that individuals’ motivation and capacity for self- leadership 
are key to the development of this form. Nevertheless, individual leaders may also 
exist and be clearly identi�ed. For example, authors within this stream have suggested 

Pooling

leadership

Sharing

leadership

Spreading

leadership

Producing

leadership

Structured

Coalitional Mutual

Emergent

Figure 9.1 Typology of plural leadership forms
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that “vertical leaders” play a key role in laying the foundations for shared functioning. 
Vertical leaders are also crucial in insuring that these teams attain the results expected of 
them (Ensley, Hmieleski, and Conger, 2006; Pearce and Sims, 2002)

Based on this line of research, this form appears most appropriate when the work is 
complex and knowledge- based, when tasks are naturally interdependent and when the 
team’s responsibilities require a high degree of involvement from leaders. Given the rise 
in the number of organizations that �t with this description, some researchers have sug-
gested that sharing leadership might become more common (Pearce, 2004; Pearce and 
Manz, 2005). �is con�guration is thus proposed as being especially relevant for today’s 
knowledge- intensive settings, such as health care as we see next.

Health Care Illustration: Sharing Leadership 

in Interprofessional Collaboration

Emphasizing the activities of teams where people “lead one another to the achievement 
of team or organizational goals,” the notion of “sharing leadership” appears particularly 
suited to a phenomenon that is of increasing importance and prevalence in health care 
settings today: that of interprofessional collaboration in which professionals with di�er-
ent backgrounds work together in multi- disciplinary teams to the bene�t of clients.

Multidisciplinary or interprofessional teams are designed to improve process e�-
ciency and address complex clinical cases (Heinemann, 2002; Leathard, 2003; Gaboury 
et  al., 2009). De�ned as the gathering together of people from di�erent disciplines 
around a common objective, multi- disciplinary teams inherently embed the idea of 
sharing and the values of mutuality and community (D’Amour et al., 2005). �ese teams 
are usually formed on the principle that all members can contribute to the mission of the 
team because of their distinctive expertise. In this sense, leadership should ideally rotate 
within these teams; everyone is called upon to take the lead at one time or another, to 
assert his or her unique skills and to participate in the development of a new and shared 
understanding of the goal. �is sharing process constitutes the strength of the team 
(Pearce, 2004; Pearce, Manz, and Sims, 2009).

To illustrate this phenomenon in a health care setting, we draw on data from an empir-
ical study of interprofessional collaboration in multi- disciplinary mental health care 
teams carried out from 2012 to 2014 (Chreim et al., 2013). �e study was based on inter-
views with team members and observations of team meetings. We refer in particular to 
observations of two multi- disciplinary teams composed of psychiatrists, psychologists, 
social workers and nurses. Sharing leadership can �rst be observed in the alternation 
of roles and responsibilities of professionals composing the team. For example, we saw 
that during the clinical process of the same case, di�erent professionals were expected 
to take charge of the treatment, depending on the particular client’s needs. As one mem-
ber noted: “Sometimes, it could be the social worker who takes up more space; at other 
times, it could be the psychologist or the doctor. Everyone will be leader for a period of 
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time.” Similarly, another member told us: “Everyone has their moment of being leader, 
when their professional skills become necessary.” We see that leadership circulates from 
one profession to another. In addition, it also appears in the interdependence and lat-
eral in�uence among members (Pearce, Manz, and Sims, 2009). Indeed, how a member 
chooses to intervene with a client will undoubtedly have an in�uence on how other pro-
fessionals will position themselves vis- à- vis the client therea�er.

�ese empirical observations, however, do not mean that shared leadership unfolds 
in exactly the same way in all multi- disciplinary teams. Indeed, in our study, we found 
signi�cant variations that seemed to depend on the distinctive style of the psychia-
trist involved in the team. �e in�uence of the latter became especially noticeable in 
one of the teams we studied, which was split during the course of our study into four 
multiple inter- professional sub- teams, each one with its own psychiatrist. With a psy-
chiatrist whose style was very democratic (e.g., who adopted suggestive rather than 
authoritative instructions), members strongly and equally engaged in clinical discus-
sions. Collectively, they participated in the development of innovative therapeutic pro-
cesses. Indeed, this psychiatrist rejected the traditional dominance of medical treatment 
in psychiatric care, and encouraged professionals to question his diagnostic hypotheses 
and to show creativity and initiative in the development of alternative treatments. �us, 
through his particular behavioural style and through the sharing of a unique vision, this 
psychiatrist, as a vertical leader, enabled shared leadership. He encouraged the idea that 
the strength of the team does not stem from his power, but from the involvement and 
the relationships among all team members.

In contrast, another team we studied was dominated by a psychiatrist with a com-
pletely di�erent style: he was authoritarian and radical in his demands vis- à- vis the 
other professionals. In this case, the professionals functioned in execution mode and 
tended to draw up treatment plans in parallel rather than together. When they occasion-
ally sought to exercise their leadership, the psychiatrist impeded this by interfering in 
their decision- making and taking control of the direction of treatment. One member 
compared the two vertical leaders as follows: “He [the �rst one] has considerable exper-
tise in the management of the team. He does his share of the work and trusts us to do 
ours. While with [the second one], we can build a clinical plan as a team and suddenly 
he forgets, or does not take into account the plan that we all built together. �en, every-
thing we have done is scrapped … �at is a strange type of leadership.”

Although brie�y reported, the two cases described above reveal the importance of 
vertical leaders (here represented by psychiatrists) in enabling the sharing of lead-
ership roles so that di�erent types of expertise can e�ectively be brought to bear on 
crucial client- oriented decisions. �is con�rms the more general �ndings from the 
leadership literature described above, but also underlines how existing professional 
dominance hierarchies may be a double- edged sword in attempting to implement 
more collaborative forms of health care. It is interesting to note that in a study of the 
implementation of new surgical technologies that required teamwork, Edmondson, 
Bohmer, and Pisano (2001) found that the more e�ective surgical teams were those 
in which the surgeon (as hierarchical leader) was willing to “allow himself to become 
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a partner, not a dictator” as one respondent in the study put it (Edmondson, Bohmer, 
and Pisano, 2001, 699).

Pooling Leadership

�e second form of plural leadership described above is labeled “pooling leadership.” 
As in all forms of plural leadership, this con�guration is based on a collection of indi-
viduals, but here, these individuals (usually a dyad, triad or small group) are conceived 
as jointly leading other members of the organization, occupying what Gronn and 
Hamilton (2004) called a “shared role space” o�en located at the highest levels of the 
organization. Contrary to the �rst con�guration, in this form the individuals that make 
up the team assume together the responsibility of leading. Moreover, this form of co- 
leadership is o�en formally inscribed in the organization’s structure demanding con-
nections between these people and structurally linking domains of expertise that would 
otherwise remain separated. Each member of these dyads or triads then represent a side 
of the organization or a particular logic of action, such as the artistic and administrative 
sides of an artistic organizations (Reid and Karambayya, 2009), or the clinical and man-
agerial perspectives in health care contexts (e.g., Denis, Lamothe, and Langley, 2001). 
With their idea of constellation, Hodgson, Levinson, and Zaleznik (1965) were among 
the �rst to describe this approach to practicing leadership. A constellation is a group 
composed of a few individuals (usually two or three) in which leadership roles and posi-
tions are occupied jointly, but which exhibits specialization, di�erentiation and comple-
mentarity of the roles these individuals play among themselves.

Empirical studies of pooling leadership have found this con�guration in contexts as 
di�erent as newspapers, entrepreneurial ventures and technology �rms. �ese studies 
underline in particular that creating fully conjoined positions within the organization’s 
structure may be especially relevant in pluralistic and/ or professional contexts, marked 
by internal complexity where di�erent competing logics coexist. In such contexts, a 
combination of viewpoints may be indispensable to establish and maintain legitimacy, 
and to facilitate decision- making (Alvarez and Svejenova, 2005; Fjellvaer, 2010). Again, 
health care organizations appear as a “natural” for such an approach to practicing plural 
leadership. However, the fact that this form of plural leadership can o�en be found in 
these organizations does not imply that it is necessarily widely appreciated: for exam-
ple, in health care organizations, it is not uncommon that while people recognize the 
validity and the relevance of this form, they see it at the same time as a “necessary evil.” 
It is thus not surprising that empirical studies of this form of plural leadership tend to 
show that the question of boundaries between individuals occupying such joint position 
might be sensitive, and might over time become problematic or contested, either from 
the inside or from the outside of the group, in part because they are pursuing disparate 
goals and responding to di�erent constituencies. Also, clarifying the roles of each indi-
vidual involved in this form of plural leadership is key. �ese studies also reveal that the 
satisfactory functioning of this con�guration is based on a delicate balance between the 
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individuals involved in it, and that this balance can be a�ected by organizational deci-
sions or changes (Denis, Lamothe, and Langley, 2001). Finally, studies of pooling leader-
ship tend to show that establishing and maintaining this form requires time and e�ort 
of all organizational actors involved. In sum, as these studies suggest, this form of plural 
leadership may be particularly fragile: one of the central challenges of this form may 
thus be to hold it together over time.

Health Care Illustration: Pooling Leadership in the Co- 

Management of Clinical Programs

To illustrate this form of leadership, we turn to another of our empirical studies, this 
time of the functioning of an organizational structure in which two people (one a doc-
tor and the other a professional with managerial training and experience) share the 
management of clinical programs in a formalized co- management dyadic arrangement. 
We focus in particular on Omega, a Canadian health centre and social services centre 
including an acute care hospital, nursing homes, home care and social services. �is 
organization formally adopted a co- management structure with doctor- administrator 
dyads formally inscribed in Omega’s organization chart. �is approach clearly exempli-
�es the constellation model proposed by Hodgson, Levinson, and Zaleznik (1965), as 
the leadership roles are de�ned de facto as joint, but where the roles played by the mem-
bers of the dyads are at the same time specialized, di�erentiated but complementary. 
One of these dyads was locally recognized as high performing with this co- management 
approach. At the time of our study, this pair, composed of two women, had been col-
laborating for �ve years, and enjoyed the experience. �ey both shared a similar task- 
oriented and responsive approach, and a common conception of their co- management 
dyad: they viewed it as a close collaboration and developed a bilateral way of working 
stemming from a shared concern for the patients’ well- being. Both described their 
way of working together as relying on intense information sharing. Over time, they 
also developed the practice of meeting in person at least once a week. �ey both talked 
about their shared decision- making process, in which each of them relied on the other 
to arrive at the decision both felt appropriate, because these decisions combined their 
respective viewpoints or concerns.

Interestingly, both have declared that being involved and committed to co- 
management led them to learn to think di�erently: the physician commented that this 
close relationship helped her better understand better the functioning of the admin-
istrative side of Omega while the administrator �ne- tuned her way of dealing with 
physicians and their demands. Asked about the success of their collaboration, both 
underlined how information— and processes to share it— were crucial. Not surpris-
ingly, they also talked about the necessity of trusting the other member of the dyad, but 
they also extended this trust to the co- management form itself. In other words, not only 
did they see that they had found a good way of deciding on various matters, solving 
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issues together and ultimately leading, but they were both convinced of the relevance of 
this form. Both underlined that working in such a dyad requires �exibility to adapt to 
change, transparency in the process of sharing information and also that key decisions 
be taken jointly, which is how they themselves operate.

�e description of this dyad highlights several of the characteristics that Gronn (1999) 
discussed when he introduced the idea of the leadership couple: in this case, we see a 
dyad that is closely working together, that has found over time a way of functioning that 
suits them and helps them in leading their clinical program, who �t well together and 
who exhibit reciprocity, especially in terms of information sharing. �is example corre-
sponds to what can be described as the ideal situation, based on a symmetrical and egal-
itarian relationship between members of the dyad. However, in an extensive study of 
four Québec health care organizations that had adopted this form of plural leadership, 
Langley et al. (2014) found that other kinds of pairings were possible between members 
of such dyads. �ey describe the egalitarian dyad at Omega as horizontally organized, 
where leadership is shared on all (or most) of the issues encountered and which operates 
in an integrated way. �ey consider that this form represents the purest form of pool-
ing. However, they also found that other dyads that were still horizontally organized 
functioned in a less obviously symbiotic way. In these teams, leadership roles were more 
strongly di�erentiated between individuals, leading the dyad to work closely together 
while having very distinct territories. In other words, in these dyads, leadership respon-
sibilities were separated between members, who respected each other’s territory while 
keeping the other well- informed of the issues and decisions taken. In addition, Langley 
et al. (2014) found instances of dyads that were ostensibly intended to be equal within 
the formal organizational structure, but who organized themselves in a vertical, more 
hierarchical, way. In these dyads, the relationship between members was asymmetrical, 
as one of them— either the physician or the administrator (and they found examples of 
both possibilities)— had a preponderant role, holding more responsibilities, while the 
other acted more as an expert or as an assistant. All of these ways of allocating the lead-
ership roles and responsibilities inside a same structural form, the dyad, underlines that 
many of the expected bene�ts of such a joint leadership position rest on how the indi-
viduals inside these pairs work with each other. However, as Langley et al. (2014) stress, 
the success of such a form of plural leadership does not solely lie on the shoulders of the 
individuals within the dyads themselves, but will be in�uenced by wider organizational 
elements and dynamics. For example, they found that the credibility of both members of 
the dyad could be either supported or undermined by managers and physicians at other 
levels who might include them or not in the discussions of organization- wide issues.

Spreading Leadership

In the third form of plural leadership that we call “spreading leadership,” we see leader-
ship as being practiced in a more dispersed way across di�erent levels and functions. 
In this con�guration, leadership is shared across time and space, sometimes inside 
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organizations and in other instances between organizations, and it functions in relay 
mode. �is form of leadership has been recognized as occurring for many successful 
change projects (see for example Buchanan et al., 2007; Chreim et al. 2010; Zhang and 
Faerman, 2007). Indeed, the relaying of leadership over time between di�erent people 
is viewed as a productive approach to meeting the objectives of a complex project, espe-
cially one involving inter- organizational initiatives. �e approach has also been found 
to impact innovation performance in high technology alliances (Davis and Eisenhardt, 
2011). In this form, the group of people involved in leadership is organized as a chain. 
Individuals sequentially take on leadership roles in realizing one phase of the joint pro-
ject. However, while studies have shown that the success of collaborative projects o�en 
involves this form of leadership, the conditions enabling the creation of such a produc-
tive combination are not entirely clear.

Indeed, the spreading of leadership roles across departments or organizations does 
not automatically guarantee success given the potential for ambiguity, discord and con-
fusion among individuals who are not necessarily linked hierarchically. Crosby and 
Bryson (2010) suggest that deliberately creating this form of plural leadership requires 
powerful sponsors or clear champions. Huxham and Vangen (2000) argue that collabo-
rative leadership of this kind is constructed not only through the activities of particular 
individuals but also through the structures that are put in place to enable collaboration 
and the routines and procedures that govern them. �us, these studies have begun to 
suggest that leadership may need to be spread not only between individuals but also 
between human and non- human components in order to produce results (Crosby and 
Bryson, 2010; Huxham and Vangen, 2000; Mailhot et al., 2014).

Health Care Illustrations: Spreading Leadership in the 

Implementation of Integrated Care

To illustrate this form of plural leadership, we draw on two di�erent case studies, both 
involving the implementation of integrated forms of care, and detailed separately in arti-
cles by Buchanan et al. (2007) and Chreim et al. (2010). �ese cases deal with health care 
settings in which leadership was distributed and spread across organizational bounda-
ries. However, they di�er signi�cantly in the degree of formality shown in the distribu-
tion of leadership roles and responsibilities.

Buchanan et al. (2007) report on a case of an English health care organization that 
along with its network partners implemented a series of change initiatives in prostate 
cancer services delivery over a period of �ve years. Not only was this series of changes 
successful in terms of the performance targets, but it was also— and intriguingly— 
brought about by a wide network of di�erent organizational actors (in lieu of an o�-
cially designated team), without any formal plan or project management driving the 
process. Buchanan et al. (2007) title their article “Nobody in Charge,” clearly indicat-
ing that no speci�c individual or group of individuals assumed the leadership of the 
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change. Leadership was rather seen as shi�ing between di�erent individuals depending 
on the priorities or issues to be tackled. �is network of individuals included a num-
ber of “change champions” that were keen on taking the lead whenever their leadership 
was needed; these individuals were also encouraged by the hospital’s top management, 
which had not only decided to make cancer services a top priority of the hospital, but 
wanted to promote a participative organizational culture. Buchanan et al. (2007) show 
that such a distributed, �uid and evolving ways of rotating leadership in this change 
initiative (which itself was not conceived as a single project, but as an array of vari-
ous projects all needed to modify and improve the delivery of cancer services) rested 
on a combination of factors that together created a favourable context for it to emerge 
and develop over time. �ese factors included granting autonomy to the individuals 
involved in the process of improving the services, relationships between the clinical 
and the administrative sides of the hospital that were deemed good and support for top 
management in the form of priority given to this initiative. Buchanan et al. also under-
line that there was a widespread understanding of the performance targets that had to 
be met. Moreover, they argue that the absence of a single, formally- de�ned initiative 
to which each project would have had to converge was in fact bene�cial for the overall 
change initiative as it gave more autonomy to individuals. Finally, they suggest that the 
broader health care context was another element that enabled this distributed form of 
plural leadership, which was also in the process of evolving toward a more networked 
form at the time of the study.

�e case documented by Buchanan et al. (2007) sounds exceptional in many respects. 
While it was highly successful, it is di�cult to see how it can easily replicated. Indeed, 
the shi�ing network of leadership they describe appears to be the result of the concat-
enation of multiple factors that were largely fortuitous. �is exceptional case is nonethe-
less interesting as it reveals an extreme case of spreading leadership quite di�erent from 
more traditional patterns, and even from some of the other plural leadership forms we 
identi�ed in the literature.

While sharing some commonalities with Buchanan et al.’s case, the form of plural 
leadership described by Chreim et al. (2010) might o�er a more realistic understanding 
of what such a form requires to function and what its management challenges might 
be. Chreim et al.’s case revolves around the development of multi- disciplinary primary 
health teams, dispersed across a number of health care organizations, an initiative that 
also revealed a form of plural leadership spread across organizations. Bringing about 
this initiative over a period of three years required changes on several levels, and thus 
involved a variety of actors, such as physicians, regional health care agency managers, 
and government. Signi�cantly, a project coordinator was hired to facilitate the overall 
process. A team of key individuals, labeled the integration team, was also created, and 
acted as the main decision- making body for the initiative, linking the various actors 
associated with the project. In this case, multiple individuals assumed leadership roles 
over time. Some of these roles also emerged out of the initiative, and were not clearly 
de�ned from the start. Following Chreim et al.’s analysis of this case, and given the com-
plexity of implementing the multi- disciplinary teams, we see that a complex network of 
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leadership roles spread across the integration team, the regional agency managers, the 
physicians, the project coordinator and the government was both deliberately set up and 
emerged out of the process of making this project come about. �eir analysis highlights 
the importance of trust and the quality of relationships between all individuals in the 
project, and also draws attention to the project coordinator as a central actor in this net-
work, playing a linking role.

Producing Leadership

�e �nal form of plural leadership that we have identi�ed views leadership as produced 
through the connections between and interactions among organizational actors, clearly 
decentering leadership from individuals. In contrast to the previous forms, this one 
starts from a di�erent de�nition of leadership: instead of being associated to speci�c 
individuals (either single actors or a plurality), this form conceives of leadership as a col-
lective product, resulting from the active involvement of actors as they are together try-
ing to create a sense of direction (Collinson, 2005; Crevani, Lindgren, and Packendor�, 
2010; Drath et al., 2008; Uhl- Bien, 2006). Leadership does not therefore reside in peo-
ple, but transcends individuals, emerging out of the dynamic interactions between 
them. Studies in this vein emphasize the communicational nature of leadership practice 
(Fairhurst and Connaughton, 2014; Tourish, 2014; Vine et al., 2008).

Notably, some of the studies associated with this form of plural leadership have been 
inspired by complexity theory (e.g., Lichtenstein and Plowman, 2009; Lichtenstein 
et al., 2006; Uhl- Bien and Marion, 2009). For example, Uhl- Bien and Marion (2009) 
suggest that direction emerges in complex organizations based on three forms of leader-
ship that they label “administrative leadership” (concerned with top down control func-
tions), “adaptive leadership” (concerned with entrepreneurial initiative), and “enabling 
leadership” that integrates the other forms and enables them to function together. Our 
illustration below draws in particular on this conception of how overall strategic leader-
ship might be produced in complex organizations.

Health Care Illustration: Producing Strategic Direction across a 
Large Health Care Organization

In this form, leadership is produced through interactions that emerge organically as dif-
ferent actors collectively take part in the decision- making and priority setting processes, 
and as a a shared sense of direction comes to be created. We illustrate this with a study 
of the case of Salute, a large public healthcare organization located in Northern Italy 
(Lusiani, 2011). Salute runs the main city hospital, a subsidiary provincial hospital, and 
community health and social services in the four districts that compose its territory. 
At the time of the study, hospital activity was organized into twelve medical depart-
ments, each under the direction of a clinical director supported by a nurse coordinator. 
A growing role was played by the administrative sta� units, in particular the Planning 
O�ce and Management Control unit. Over time, the hospital underwent a signi�cant 
change. In the past, there had been a neater separation between the administrative and 
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the clinical sides of the hospital: the administration was in charge of providing admin-
istrative support by producing rules, plans and reports, whereas medical clinicians took 
local decisions and in�uenced organizational decisions virtually ignoring budget con-
straints, organizational goals, performance targets or even what was happening in other 
units. However, in the late 1990s things started to change. As elsewhere in the world, the 
Italian healthcare sector was reformed under pressures for increased cost control and 
quality of services. �is implied, amongst other, more transparent planning and more 
accountable clinical behaviour: because doctors are the main decision- makers in their 
clinical practice, they are the main cost drivers within the organization. �ere was there-
fore a push to formalize and render more transparent their role in the organization’s 
leadership and to render them accountable for the organizational impact of their clini-
cal decisions. Put di�erently, it was felt that clinical professionals’ informal leadership 
needed to be explicitly integrated into the formal organizational system.

Salute’s General Director attempted to achieve this by establishing a somewhat “par-
ticipative” system of strategic planning, budgeting and project management practice, 
and by establishing a Planning O�ce as a technical support function to “coach” clini-
cal professionals in these activities. Speci�cally, the system involved three components. 
First, strategic planning was conducted by the top management team, but involved the 
reception, adjustment and alignment of “inputs” to the plan from clinical professionals 
and other stakeholders, as well as a process of consultation of clinical directors on provi-
sional versions. Second, budgeting involved the de�nition of annual activity targets and 
related resources by hospital units to meet the strategic goals, and was negotiated yearly 
at ad hoc meetings between the top management team, on one side, and each clinical 
director and nurse coordinator for every department, on the other side. Finally, through 
project management, any clinical professional at any organizational level was given the 
opportunity to structure project proposals to improve an activity or propose innova-
tive initiatives, if connected to speci�c goals of the strategic plan. �e top management 
team, assisted by planning o�cers, reviewed all project proposals and selected, revised, 
or approved their implementation.

Taken together, strategic planning, budgeting and project management tools are 
designed to work in a systemic way as a platform to integrate clinicians’ contribu-
tions and top managers’ inputs in decision- making and priority setting. A crucial role 
is here played by Planning O�cers who, by assisting both top managers and clinicians 
throughout these activities, happen to perform indispensable boundary work, as they 
bridge these di�erent social spheres and translate between administrative and clinical 
values. Overall, this system appears in our study to enable some kind of coherent strate-
gic direction to emerge while incorporating multiple perspectives.

�e question remains where does leadership in such a structure lie, and where exactly 
does it happen? It would be limiting or misleading to see leadership as a property of some 
individuals at Salute. Rather, leadership is produced as actors interact in the entangle-
ment of heterogeneous dynamics that Uhl- Bien and Marion (2009) de�ned as “adaptive,” 
“administrative,” and “enabling.” Adaptive leadership is de�ned as a complexity dynamic 
of self- organizing processes that govern the behaviour of agents (Uhl- Bien and Marion, 
2009). �is can be seen in the informal decisions of clinical practice, as clinicians interact 
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to generate and advance novel solutions addressing the adaptive needs of the system. 
Second, we can see that there is also a place for administrative leadership represented by 
the formal hierarchy of top managers’ work: top managers set the broad strategic goals 
and, although they open up these goals for discussion with stakeholders within the strate-
gic planning process, they retain the �nal word on what is included and what is silenced. 
Similarly, they also manage budget negotiations with clinical directors and make the �nal 
selection of the projects proposed by professionals. As Uhl- Bien and Marion (2009) note, 
administrative leadership tends to standardize and normalize activity.

However in order to realize change, innovation and learning, the informal (or adap-
tive, representing the need for “creative chaos”) and the formal (or administrative, 
representing the “desire for structure”) need to be entangled and integrated. �e incor-
poration of adaptive initiatives into the formal organizational system is something that 
rarely happens spontaneously. Generally, enabling leadership mechanisms are needed 
for this purpose. One enabling mechanism involves the creation of conditions for the 
emergence of adaptive leadership (Uhl- Bien and Marion, 2009). In the case of Salute, 
this occurs through the overall planning platform with its three components: strate-
gic planning practice inasmuch as it is open to including clinicians’ contributions; the 
budgeting practice inasmuch as it works as a locus for dialogue and negotiation between 
top managers and clinicians; the project management practice inasmuch as clinicians 
formalize their initiatives in the form of organizational projects. But our study suggested 
that none of this could happen without another enabling mechanism: mediation work 
between administrative and adaptive leadership (Uhl- Bien and Marion, 2009). At Salute 
this “enabling leadership” function appears through the work of the Planning O�cers 
as they interface between top managers and clinicians. Planning O�cers were ostensi-
bly there to accomplish a prescribed technical support role. However, we observed that 
they accomplished much more than this. Beside their assistance function, and through 
that, they also translated between otherwise disconnected bodies of knowledge that 
o�en remained opaque to each other like two foreign languages: management/ account-
ing logics and clinical professional logics. At the same time, Planning O�cers bridged 
di�erent and o�en con�icting parts of the organization by connecting the professional 
base and top management in part through their ability to maintain credibility in both 
worlds due to combined clinical and managerial experience. �ey were thus able to 
reduce both cognitive and social distance between managerial and clinical worlds, thus 
mediating between the need for control (administrative leadership) and the need for 
innovation and entrepreneurship (adaptive leadership).

In sum, this is a case where the emergent informal decisions and in�uential acts by 
professionals (adaptive leadership) interact with the top managers’ priorities and are 
eventually channelled into a formal system in the form of inputs to the plan, agreed 
upon budget targets and projects (administrative leadership) through the existence of 
the overall planning platform that creates the conditions for interaction and, even more 
importantly, through the mediating work of Planning O�cers (enabling leadership). In 
other words, strategic leadership here is not possessed by any individual or group, but 
something that is produced through a system of interactions. It involves a dose of emer-
gence, but it also requires e�ort and continuous maintenance activity.
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Discussion and Conclusion

As this conceptual and empirical overview of plural forms of leadership has shown, 
this practice does not refer to a single con�guration, but rather to a family of forms, 
each corresponding to di�erent patterns and modes of interaction. In t complex set-
tings such as health care organizations, this opens the door to a re�ection on the choice 
of the most appropriate form depending on the speci�c set of responsibilities or on the 
project that might bene�t from the presence of multiple leaders sharing leadership roles 
and responsibilities. As suggested by our analysis of a large body of literature, in the situ-
ations where they succeed and work well, these plural forms can have signi�cant and 
positive consequences for health organizations. Generally speaking, these forms have 
been associated with a number of bene�cial e�ects, such as promoting better engage-
ment from physicians who, by taking an active part in leadership and decision- making 
processes, gain a �ner understanding of administrative realities and constraints. �ese 
forms have also been associated with improved relationships between the administra-
tive and clinical sides of the health care organizations, and have been found to improve 
the �ow of information and coordination. Also, these forms have been associated in 
some instances with organizational and clinical innovations, such as the development of 
better solutions in terms of patient care (Langley et al., 2014).

However, as Langley et al. (2014) have underlined, moving towards plural forms of 
leadership is more than a structural choice, as it o�en requires a cultural change on all 
sides. Also, these forms need to be legitimated both by the people who will be taking 
part in them and by employees who will be subjected to them, as well as being supported 
by top management. Despite all of their di�erences, the four forms of plural leadership 
we have discussed in this chapter imply changes in how authority is negotiated and 
established, how information circulates, how decisions are made and communicated, 
how coordination is achieved and how, ultimately, leadership roles and responsibilities 
are conceived and practiced.

When considering the literature around the four forms we discussed, we identi-
�ed several issues associated with each form that still require further research (Denis, 
Langley, and Sergi, 2012). For the sharing leadership form, we noted that the tension 
between the notion of sharing which presupposes egalitarian relationships, and the 
apparently still important role of vertical leadership in sustaining the potential for such 
relationships to occur in an e�ective manner; for the pooling leadership form, several 
authors have noted its fragility (Denis et al., 1996, 2000; Denis, Lamothe, and Langley 
2001; Alvarez and Svejenova, 2005), suggesting that the conditions for its sustainability 
over time need further study; for the spreading leadership form, the underlying mecha-
nisms mobilized to create such networks of leadership could be more �nely explored. 
Finally, for the producing leadership form, more research is needed on how this pattern 
might be created and maintained.

Beyond these speci�c areas for further research, we note a few more general underly-
ing issues that are relevant to all of them, and require attention from researchers and 
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practitioners alike. First, when considering any of these forms of plural leadership, one 
should not be blinded by their collective nature: in all of the four forms we have dis-
cussed, the individual dimension of leadership has not disappeared. Rather, there are 
individual and collective elements simultaneously at play in the dynamics of these plural 
forms. Indeed, we suggest that all these forms of plural leadership require “pockets” of 
individual agency to nurture, drive and sustain the collective processes associated with 
them. Our suggestion highlights that, both conceptually and empirically, plural forms 
of leadership should not be considered in direct opposition with more individualistic 
views of leadership. �ere is thus a duality deeply inscribed in plural leadership, and one 
that may not always be recognized, either in research or by practitioners. Such a duality 
opens the door to a stimulating line of inquiry, one that would address simultaneously 
the collective and the individual aspects of leadership practice. In this regard, health 
care organizations may not only be especially well- suited to pursue such studies, but 
may be at the forefront of new developments in leadership theory and practice.

Moreover, further research is needed to understand more precisely the conditions 
required for all forms to �ourish. Various empirical studies, including some of our 
own, indicate— sometimes implicitly rather than explicitly— that there might be indi-
vidual and material dimensions that are promote these various forms of plural leader-
ship. In addition to the varying degrees of agency and in�uence individuals possess, 
relational factors such as personal compatibility, experience of working together, and 
mutual respect of discretionary spaces for action (Gronn, 1999) may impact how plu-
ral leadership evolves. On the material side, the organizational structures in place, 
how committees are constituted and function and the routines developed to channel 
decision- making and the distribution of leadership roles are all elements that contribute 
to making plural leadership possible (see also Huxham and Vangen, 2000). �erefore, 
alongside individual agency and in�uence, plural forms of leadership need dedicated 
spaces and places to thrive.

�ese considerations lead to an important question with regards to plural lead-
ership:  to what point can any of these forms be deliberately implemented and used 
instrumentally in health care organizations? As we indicated at the beginning, health 
care naturally pluralistic, so in�uence is de facto di�used and distributed. As such, 
they appear as natural sites for plural forms of leadership, which all aim at combining 
various interests, expertise and logics. Viewed in this light, health care organizations 
appear as contexts where the main issue is not so much to make leadership more plural 
(because in any case, no single individual has the authority, expertise, and legitimacy 
to lead alone). Rather, it is a question of channelling existing pluralism in ways that are 
likely to be productive (Denis, Langley, and Sergi, 2012). Couched in terms of leader-
ship, this latter challenge emerges out of the necessity to �nd ways to accommodate the 
variety of viewpoints that o�en need to be harmonized in decision- making processes. 
Although positive cases (such as those described in many of our illustrations) indicate 
that plural leadership can be highly e�ective and bene�cial when it works, we still have 
very little research on how, very concretely, these forms can be put in place in health care 
organizations to generate these positive consequences. In health care organizations, 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   226 12/30/2015   11:53:43 AM



Plural Leadership in Health Care Organizations   227

channelling plurality may hence be at the same time a fundamental challenge, and a 
crucial necessity— one that various forms of plural leadership may answer, but we need 
further research to assess how they are deployed and sustained over time. Moreover, the 
agency of individual actors probably impacts on the ability to sustain these plural forms 
of leadership through time. �ere may also be a tendency to see more the positive side 
of plural forms of leadership. Like any social arrangement, these forms are subject to 
contradictions and can also be a source of inertia. We have also come across and studied 
situations where the aggregate impact of a network of leaders was more on the side of 
inertia rather than of change and innovation (Denis et al., 2011).

Finally, the expansion of various organizational forms such as inter- organizational 
networks in health care may present new challenges for the development of plural 
forms of leadership. More and more policy, organizational and clinical issues in 
healthcare are dealt with in highly distributed environments (Ferlie et al., 2013) which 
means that plural forms of leadership have to develop in a much less structured con-
text and cover a wider range of actors at multiple levels. In the computing and com-
munication industries, Davis and Eisenhardt (2011) observed that rotating leadership 
plays a key role in strategic alliances across �rms. �e �uidity of strategic objectives 
and leadership roles may become more central to understanding how joint action 
becomes possible. �is may mean that in such contexts, approaches based on the 
producing leadership perspective will be more and more important in shaping the 
leadership phenomenon. In addition, related to the environment and dynamic of 
healthcare systems, the connections between pockets of leadership and agency at 
various levels of governance from central government, to sub- national authorities, to 
organizations and to clinical work may play a crucial role in driving system changes 
(Denis and Van Gestel, 2015). �e conditions and process for developing joint action 
and plural forms of leadership across these levels represents a fertile ground for fur-
ther research.
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Chapter 10

Effective Team Working 
in Health Care

Michael A. West and Lynn Markiewicz

Introduction

Team working in health care is a taken- for- granted good. Teams of people must work 
interdependently to provide high quality care for patients. �ey have to combine their 
varied expertise to deliver the best possible care. Uni- professional, lone practitioner 
working cannot deliver the care patients need to the same extent as multi- professional 
team working. Teams of health care practitioners working together is therefore the 
context of health care in both developing and developed countries. �e vast majority 
of health care sta� work in teams and deliver care in teams. In this chapter, we explore 
this taken- for- granted assumption and argue that, though team working is vital for high 
quality health care, the quality of team working in this sector is o�en poor. Such poor 
team working leads to errors that harm both sta� and patients; injuries to sta�; poor 
sta� well- being; lower levels of patient satisfaction; poorer quality of care; and higher 
patient mortality. We describe how team working and, equally importantly, team- based 
working as an organizational form, can be developed within and across organizations to 
ensure continually improving, high quality, and compassionate patient care.

We begin by asking “what is a team?” Our de�nition of team working is based on the 
research on team working across sectors (not just health) and across countries. It has 
some important implications for the way we then address questions about team working 
in health care. We ask why work in teams in health care? Drawing on research evidence 
across health care sectors we show the relationships between team working and health 
care outcomes and how these are powerfully mediated by the quality and extent of team 
working in health care organizations. We also provide evidence to show that the qual-
ity of team working in the English National Health Service (NHS) is, for the most part, 
poor with consequent dangers to patients and relative ine�ectiveness of the system.
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Such an analysis begs questions about how to improve team working and team- based 
working in health care and we draw on a range of evidence from research conducted 
over the last 30 years to answer these questions. In particular, we identify the central 
importance of team objectives and team leadership to team e�ectiveness. But there are 
speci�c challenges for team working and team- based working in health care, because of 
the complexity of the context and the historical legacy of separate professional develop-
ment and status hierarchies. We explore how these challenges can be overcome, arguing 
that ensuring e�ective team working in health care is as critical to performance as deal-
ing with infections in hospitals and medication errors in primary care. Finally, we con-
clude by reinforcing the fundamental importance of good team working to the delivery 
of high quality, continually improving and compassionate care and urge practitioners 
and policy makers to take account of the prescriptions we o�er in this chapter.

Why Have Teams in Health Care?

Humans have worked in teams over at least 150,000 years to cope with complex tasks, 
whether herding prey into canyons, or performing complex surgery. Homo sapiens 
developed hunting techniques that involved groups cooperating and herding animals 
such as wild horses into narrow gorges where they could be easily slaughtered Harari 
(2014). We have developed the skills of team working as a species because, quite sim-
ply, by combining skills and delineating di�erentiated roles we accomplish more than 
we possible could working alone. Health care is complex, whether it involves treating a 
patient with diabetes, dealing with accident and emergency cases, providing supports 
for severely depressed adolescents, supporting frail and elderly patients, or ensuring the 
delivery of nursing care on a busy ward. �e level of complexity requires team work-
ing. �at complexity also implies the probability of error and errors can lead to patient 
harm and death (Sharit, 2006). Below we consider the research evidence on the value or 
otherwise of working in teams at the level of individual team members, team level out-
comes (particularly in relation to patient care), and at the organizational level (is more 
widespread team working in health care organizations associated with better outcomes 
for patients?).

Individual Level Outcomes: Health care is a stressful sector to work within. Nurses 
are the most stressed group in the UK working population, according to the Health 
and Safety Executive in 2014 (<http:// www.hse.gov.uk/ statistics/ causdis/ stress/ >). �is 
alarming observation reveals how the service delivery and organization of caring for 
people in society, incurs damage to the very people who provide that care. Does team 
working make a di�erence? Carter and West (1999) showed that team working was 
associated with lower stress levels among health care workers as a result of greater role 
clarity, social support and being bu�ered by their teams from negative organizational 
factors. Moreover, Richter, West, and Dawson (2011), in a meta- analysis of 35 studies 
of the implementation team working in health care, found an overall positive e�ect on 
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employee satisfaction and well- being. �e e�ects in health care were signi�cantly larger 
than those found in 23 studies in non- healthcare environments. �e research suggests 
that this is dependent on the quality of team functioning. In a study of 400 health care 
teams (Borrill, West, Shapiro, and Rees, 2000), researchers found that quality of team 
functioning was associated with lower team member stress levels. Team functioning 
was measured as clarity of team objectives, levels of participation of team members in 
decision- making, emphasis on quality of task performance, and support for innovation 
within the teams. Buttigieg, West, and Dawson (2011) gathered data from 65,142 hospi-
tal sta� in the NHS in England and found that those working in well- structured teams 
had the highest levels of job satisfaction. Again, levels of social support and role clarity 
appeared to account for these di�erences.

A consistent, though happily reducing phenomenon within the English NHS, is vio-
lence against sta� by patients, carers or other members of the public. �ere is evidence 
that violence is less likely to be perpetrated against sta� working in well- functioning 
teams (Borrill et al., 2000; Buttigieg, West, and Dawson, 2011; Carter and West, 1999). 
One explanation for these �ndings is that the positivity of e�ective teams, in�uences 
patients and carers via emotional contagion. �is in turn builds con�dence and posi-
tivity in the a�ective environment, thereby reducing the likelihood of hostility and 
frustration.

Team Level Outcomes: Does e�ective team working lead to better patient care and 
patient outcomes? A recent review of the literature (West and Lyubovnikova, 2013) sug-
gests that team working in health care is associated with a range of patient outcomes. 
�is review echoed the conclusions of earlier review that concluded that good team 
working reduced errors in patient care and improved quality (Firth- Cozens, 2001) and 
a review of team working in intensive care settings. �e latter review concluded that 
working in teams can signi�cantly reduce the level of error and promote learning and 
quality improvement in intensive care units (Richardson, West, and Cuthbertson, 2010).

But quality of team working matters. �ere is evidence also that poor team work-
ing leads to medical errors while good team working prevents them. Nembhard and 
Edmonson (2006) found that medical errors were o�en a result of poor team working 
and status hierarchies. Such hierarchies are associated with reluctance on the part of 
lower status team members to challenge the decisions of more senior team members, 
even when they believe those decisions to be wrong. In an analysis of 193 critical pre-
scribing incidents (Lewis and Tully, 2009), one third were attributed to team related 
problems such as hierarchies, prescribing etiquette (failure to challenge) ignoring hos-
pital regulations and neglecting best practices in the interests of team relationships. 
Team working in health care should not be a taken- for- granted good; it is the quality of 
team working that counts in ensuring high quality care.

Research also shows that quality of team working predicts the extent to which teams 
develop and implement innovation in health care— introducing new and improved 
treatments for patients and new and improved methods of delivering care. Fay et al. 
(2006) found in two samples of health care teams (66 and 95 teams respectively) that 
multidisciplinary teams did produce higher quality innovation than less diverse teams, 
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but only when the teams functioned e�ectively. E�ective team working included clear 
team objectives, high levels of team member participation in decision- making, commit-
ment to high quality work, and practical support for innovation.

In a study of community health teams over a six year period in Sweden, Jansson, 
Isaccsson and Lindhom (1992) found that where team working was introduced, regions 
reported reductions in emergency visits. Again, quality of team working was impor-
tant and accessibility and continuity of care were particularly important factors. Similar 
�ndings emerged from a study of community mental health teams in England. Jackson, 
Sullivan and Hodge found positive e�ects 12 months a�er the introduction of teams 
upon both treatment and service rates.

Organizational Level Outcomes: Recent research has begun to examine the impact of 
team working in health care by examining the extent of team- based working in organi-
zations and exploring the relationships with outcomes such as patient satisfaction, qual-
ity of care, e�ciency of use of resources, innovation, sta� engagement and well- being 
and (in the acute sector) patient mortality.

A study of the links between human resource management practices in hospitals 
(West et al., 2001) found that the extent and quality of team working had a signi�cant 
negative relationship with patient mortality = the more and better the team working, 
the lower the levels of patient mortality. Where more than 60% of sta� reported work-
ing in teams, mortality was 5% lower than expected and this result held a�er control-
ling for the number of doctors per 100 beds, GP facilities per 100,000 population, and 
local health and socio- economic pro�les. An analysis of the NHS sta� survey data over 
eight years suggested that quality of team working in health care organizations (across 
primary care, mental health care, ambulance services, and acute care) was associated 
with patient satisfaction, quality of patient care, e�ciency of use of resources, sta� 
absetneeisn, sta� turnover and �nancial performance (West, Dawson Admasachew, and 
Topakas, 2011; Lyubovnikova, West, Dawson and Carter, 2015). Studies of team working 
in primary care In the United States suggest greater use and higher quality is associated 
with reduced hospitalization and physician visits (Soomerset al., 2000).

Overall, the research suggests that team working and team- based working in health 
care have positive outcomes for sta�, for patients and for organizations. But a consistent 
�nding is that quality of team working is important and that there is a need to clarify in 
health care both what is meant by the concept of “team” and what constitutes e�ective 
team functioning or team working. Calling a group of people who work in health care a 
team is not a guarantee that their combined e�orts will prove bene�cial for patients, as 
the research above con�rms. What then is a “team”?

What Is a Team?

When our ancestors formed teams, they did so for a purpose. �ere was a task to be 
accomplished that was best confronted by individuals working towards a shared goal. 
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Herding the horses into the gorge in order to kill them and feed the community was a 
clear task. Similarly, in surgery for fractured neck of femur, a group of individuals work 
together to carry out the task; or a primary care team screening the local population for 
cholesterol levels; or a mental health team providing support and treatment for drug 
addicts; or a team of ambulance sta� ensuring good �rst responder services for people 
in a de�ned geographical area. �e assumption that teams are a good thing is supported 
by these examples. But increasingly in health care the term “team” is applied to all sorts 
of groupings where it is somewhat di�cult to identify what the task is. Do all the nurses 
working on a ward over the course of a week constitute a team? What is their collective 
task? Does a committee that meets regularly to review patient complaints constitute a 
team? Are they working together, as a team, to ful�ll a task or do they simply sit in a 
room, have some discussions and make decisions that the most expert of them could 
have done more e�ectively working alone? Are the 16 members of the board of a hos-
pital a team and to what extent are non- executive members part of the team? And does 
it matter if we call all sorts of health care entities teams, whether they correspond to a 
de�nition or not?

If we consult the wider literature (not just in health care) on what we mean by a team, 
key characteristics include that teams have a clear task, shared objectives, the necessary 
authority, autonomy and resources to have a good shot at completing the task; team 
members work interdependently and have to rely on each other’s task performance to 
enable individual and shared success (goal interdependence and task interdependence) 
(Hackman, 2002; West, 2012). Team members see themselves as part of the team and 
have expectations therefore about how other team members will behave (e.g., backing 
them up when workloads are high, being cooperative); team members have relatively 
clear roles in the team and understand the roles others in the team play in achieving the 
task; and, in organizations, others are aware of the team as an entity. In practice, e�ec-
tive teams are rarely any bigger than 10– 15 people and, to function most e�ectively, have 
the minimum number of members necessary to complete the task. �e ideal maximum 
is probably around six to eight members. At a minimum, teams should have a clearly 
stated task, clear objectives, relatively clear roles, work interdependently and members 
should meet regularly to review and (consequently) adjust their performance.

A standard de�nition of a team is: “A team is a relatively small group of people work-
ing on a clearly de�ned, challenging task that is most e�ciently completed by a group 
working together, rather than individuals working alone or in parallel; who have clear, 
shared, challenging, team level objectives derived directly from the task; who have to 
work closely and interdependently to achieve those objectives; whose members work 
in distinct roles within the team; and who have the necessary authority, autonomy and 
resources to enable them to meet the team objectives” (Woods and West, 2014, 423).

In practice, in our work in the English National Health Service, we encounter the use 
of the title “team” for many entities that abrogate many of these de�nitional require-
ments. We repeatedly encounter “teams” whose members are not clear about their team’s 
task; who do not have clear team objectives; they do not agree on who their fellow team 
members are; do not understand others’ roles; and these teams do not have the authority, 
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autonomy or resources to complete their work e�ectively. Moreover, some teams do not 
su�ciently (if ever) take time out to review their performance and adjust their work 
accordingly in order to improve. Too o�en team boundaries are unclear— team mem-
bers are not clear who is and is not a member of the team. Increasingly complex tasks 
and environments have led to the growth in requirement for multi- disciplinary team 
working which has contributed to an already confused picture of “the team” in many 
organizations. In our work in health care organizations we �nd many individuals who 
perceive the boundaries of the team di�erently from their colleagues and certainly from 
their line management. �is confusion leads to less e�ective decision- making and com-
munication which inhibits the team’s ability to achieve its aims and objectives.

�is is not to require that the term “team” only be applied to some academically stipu-
lated narrow range of entities— it is to recognize that “teams” are created to perform a 
task that individuals working alone could not achieve (or at least not so e�ectively); that 
teams are entities where people work interdependently towards shared goals; and where 
there is clarity among team members about their roles and the roles of others in the 
team. And there appear to be serious consequence of varying team working from these 
fundamental properties which endanger both patients and sta�.

In a large scale study of team working in health care, involving responses from 62,000 
sta� from 147 hospitals in the English NHS, Lyuobvnikova et al. (2015) distinguished 
between what we called “real” teams and “pseudo” health care teams (or co- acting 
groups). Respondents were asked whether they worked in a team and, if so, did their 
team have shared objectives, did team members work interdependently and did they 
meet regularly to review their performance in order to improve this performance. �ese 
three criteria, we argued, are fundamental to team work— without one of more of them, 
the entity is not truly a task performing team— it is simply a co- acting group. �e results 
revealed that individuals who reported working in real teams, in comparison with 
those working in pseudo teams, witnessed fewer errors in the previous three months 
that could have harmed patients or sta�. �ey also reported fewer work related injuries 
(needle- stick and back injuries for example) and work- related illnesses and were less 
likely to be victims of violence and harassment. Perhaps not surprisingly, they were also 
less likely to be considering or intending to leave their current employment.

Of course other factors might account for these �ndings, so the analysis controlled 
for background and demographic factors such as age, gender, organizational tenure, 
occupational group of the respondent, and patient contact. �e research also took 
account of hospital size and whether the hospital was a “teaching” hospital, given that 
teaching hospitals might have more advanced medical practices and technologies that 
could in�uence the research outcomes. �e research also took account of the extent to 
which sta� members felt valued and trusted in their work as a proxy measure of general 
a�ect towards the organization. Moreover, sta� sickness absence was signi�cantly lower 
in these hospitals, indicating considerable �nancial savings also for the organizations 
where real team working was well developed.

What might account for these �ndings? We suggest that pseudo teams are more dan-
gerous because their members will see themselves as working independently with more 
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distinct discrete roles, and lack understanding about how their work is interrelated with 
that of their colleagues. Work is likely to be duplicated unnecessarily and team members 
are less able to understand and adapt to the needs of their team colleagues in carrying 
out their tasks. Mistakes are likely to happen because of lack of clarity about team roles 
and responsibilities. Lack of shared objectives will be associated with more confusion 
over the focus of the team’s work. Pseudo teams also fail to take time out to review and 
improve their performance so collective learning is inhibited, and errors are more likely 
(West and Lyubovnikova, 2013; Lyubovnikova and West, 2013).

Most strikingly, in those hospitals with higher proportions of sta� reporting that they 
worked in real teams, patient mortality levels were signi�cantly lower. �e relationship 
was such that 5% more sta� working in real teams would be associated with 40 deaths 
per year (assuming this was a causal association), in the average hospital equivalent to 
5,880 across the entire sample. �e research showed that around 9% of sta� reported not 
working in a team, around 40% were categorized as working in real teams and a substan-
tial 50% as working in pseudo teams. By extension, if the percentage of sta� working in 
real teams could be increased by 25%, and the relationship with mortality was direct and 
causal, this would be associated with a reduction of just under 30,000 hospital deaths 
per year.

Even without such speculation, the results clearly suggest there is considerable valu-
able work to be done to ensure that health care sta� are working in teams with the basic 
structural and process characteristics of what is meant by a team and that this lack of 
e�ective team working is damaging to quality of care.

�is research makes a strong case for developing healthcare team working with these 
basic characteristics but it is worth reinforcing though that within these fundamental 
properties, there can be considerable variation.

Variations in Team Working

Hollenbeck, Beeersma, and Shouten (2012) identify three important dimensions along 
which teams vary: skill di�erentiation, temporal stability and authority di�erentiation. 
We consider each of these in turn below.

A team of paediatric nurses working together in a ward of children su�ering 
from whooping cough will have relatively low skill di�erentiation whereas a multi- 
disciplinary community mental health team o�ering early intervention for people 
with acute mental health problems will have higher skill di�erentiation (psycholo-
gists, psychiatrists, social workers, psychiatric nurses all working in the team). 
And we have good evidence of the value of high skill di�erentiation in health care 
where the task requires this (Edmondson, Roberto, and Watkins, 2003; Xyrichis and 
Ream, 2008).

Temporal stability is low in a surgical team that works together just for one day but 
high for the community mental health team we described. �e advantage of stability is 
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that it enables the team to develop “shared mental models” of their work, enabling them 
to work more e�ectively together (Hackman, 2002; Mathieu et al., 2000). Moreover, 
there is evidence that stability leads to team psychological safety in health care 
teams, leading to higher levels of innovation and less of a risk of errors (Edmondson, 
1996, 1999).

Authority di�erentiation refers to the extent to which team members have di�erent 
status that inhibits the open exchange of ideas, opinions and contributions. If senior 
medical sta�, for example, seek to exert authority by imposing their decisions and opin-
ions, safety, high quality decision- making and innovation will all be jeopardized (Leape 
and Berwick, 2005; West, 2012). �ere is considerable evidence that health care teams 
are more e�ective where there is mutual respect, responsiveness, empathy and commu-
nication among team members, irrespective of professional group or any other charac-
teristics (Smith and Cole, 2009). It is clear also that e�ective teamwork is characterized 
by a constantly swirling mix of changes in leadership and followership, dependent on 
the task at hand or the unfolding situational challenges. Of course, there is still a for-
mal hierarchy with dedicated positions but the ebb and �ow of power is situationally 
dependent on who has the expertise at each moment. �e literature on team work dem-
onstrates that shared leadership in teams consistently predicts team e�ectiveness, par-
ticularly but not exclusively within health care (Aime et al., 2013; Carson, Tesluk, and 
Marrone, 2007). Yet many teams in health care are characterized by unhelpful status 
hierarchies and professional rivalry that lead to failures detrimentally a�ecting patients, 
sometimes with fatal consequences as successive reviews have shown (Berwick, 2013; 
Francis, 2013).

Another model that has proved useful in our work with health care teams is Casey’s 
teamwork framework (Casey, 1993). Casey argues that the way in which team work 
is organized should be determined by two features: the task need for interdepend-
ence and the amount of complexity and dynamism in the environment. High levels of 
both need for interdependence and environmental complexity and dynamism create 
challenges for teams which require more sophisticated levels of team working which 
enable teams to innovate. Low levels of need for both interdependence and environ-
mental complexity and dynamism create team tasks which require little more than 
basically e�ective inter- personal relationships such that, these entities could even be 
termed work groups rather than teams. In practice we believe that the establishment 
of di�erent levels of skill di�erentiation and temporal stability should be a result of 
the task and environmental need for e�ective team working. More attention needs 
to be given to the design of teams to re�ect these features in health and social care 
settings.

We have established that team working in health care cannot be a taken- for- granted 
good. Much depends on the quality of team working. If we want to create high qual-
ity team working delivering high quality and continually improving and compassionate 
care, how do we do it?
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Key Factors in Ensuring High Quality 
Health Care Team Working

Nurturing e�ective team working in health care requires attention to �ve key domains: 
team task and objectives, team member roles and interactions, quality improvement and 
innovation, leadership and re�exivity. Each is considered in turn below.

Task and objectives: We need to create teams when there is a task that can best be 
undertaken by teams. So the starting point is de�ning the task. Appropriate team tasks 
have the following characteristics: they are complete tasks rather than a narrow com-
ponent; the task creates varied demands that require interdependent working by peo-
ple with di�ering skills; the task requires innovation and quality improvement; team 
members are enabled to grow and develop through working on the task; and they have 
a high degree of autonomy— they have the freedom to decide how best to do the task 
within sensible limits. �e more of these characteristics a task exhibits, the more appro-
priate it is for a team. Two examples are conducting surgery for people who have bro-
ken hips; providing treatment and support for young people with learning disabilities 
and emotional di�culties in collaboration with their carers. Team members are par-
ticularly motivated and more likely to work well as a team if they are able to articulate 
a clear inspiring statement about the purpose of the team’s work, for example, to posi-
tively transform the quality of life of people with learning disabilities through constantly 
improving and compassionate support in a way that positively transforms their quality 
of life (for an example).

Such tasks and associated mission statements must then be translated into clear objec-
tives. Clarity of objectives of health care teams is the most consistent predictor of team 
performance across many studies (West and Anderson, 1996; Goñi, 1999; Poulton and 
West, 1999; Borrill et al., 2000; Cashman et al., 2004; Dixon- Woods et al., 2013). Yet few 
health care teams in our experience take the time to set clear objectives. Team objectives 
(and individual objectives) should be clear and speci�c, challenging, agreed, measure-
able and they should identify reliable measures to provide the team with regular and 
timely feedback on its performance. �is is not simply empty management rhetoric. �e 
research cited above shows that those health care teams that have such objectives and 
ensure they seek feedback on performance deliver safer and higher quality health care 
than other health care teams. Team objectives should be limited in number (around 5– 7) 
and include providing high quality care; continually improving that care; ensuring that 
it is delivered compassionately; ensuring the well- being, growth and development of 
team members; and ensuring that working relationships and practices with other teams 
within the organization are of high quality and continually improving. And the team’s 
objectives should be aligned with and derived from the organization’s overall objec-
tives. (For a fuller discussion of these requirements for team objectives see  chapter 6 in 
West, 2012.)
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Team member roles and interactions: Team working is at heart about how individuals 
interact, cooperate, engage and “dance” teamworking together to make signi�cant pro-
gress towards achieving team objectives. It is about interaction, information sharing and 
in�uencing decision- making. It is dependent on shared understanding of tasks; clarity 
about what role each person will play; e�ective listening, questioning and disagreeing; 
and trust. �ese interactions are crucial to e�ective team performance. Team members 
have to interact su�ciently frequently to be e�ective as a whole team and too o�en peo-
ple rely on impoverished mechanisms for interaction such as emails and telephone calls 
rather than face- to- face interaction. Team members must play a full role in decision- 
making. A�er all they are part of the team because they have skills that are necessary to 
complete the task. And at di�erent points all team members will be the leading expert 
if team member selection has been e�ective. In high performing teams, “air time” and 
expertise are correlated (team members with relevant expertise at that point are listened 
to most). Status hierarchies and dominant individuals hinder e�ective decision- making, 
thereby jeopardizing patient care (Koslowski and Bell, 2003; Mathieu et al., 2008).

Con�ict in teams is generally damaging. Interpersonal con�ict is particularly dam-
aging to team e�ectiveness (De Dreu and Weingart, 2003; De Wit, Greer, and Jehn, 
2012; Tjosvold, 1998). Aggressive, intimidating and otherwise confrontational behav-
iors undermine e�ective team functioning and those who o�en exhibit these behaviors 
require coaching to change them. Rude or intimidating behaviors by team members are 
a direct threat to the safe patient care because they can prevent team members from 
speaking up when they see unsafe practice. �ere is a cultural norm within the English 
NHS that accepts intimidating or aggressive behavior, particularly by a small number of 
senior medical sta�, despite the threat to patient safety. �is norm must be challenged 
and changed to make such behavior unacceptable.

Health care is a high stress environment, yet health care sta� are required to deliver 
care with compassion. Compassion can be understood as having three compo-
nents: paying attention to the other; allowing an empathic response; taking intelligent 
action to help the other. If teams are to model compassionate care for patients, it seems 
obvious their compassion should begin with fellow team members, given the level of 
stress health care sta� experience. Social support for fellow team members therefore 
requires that team members pay attention to each other (Nancy Kline calls it “listening 
with fascination” (Kline, 1999, 37); are empathic in reactions to fellow team members; 
and take intelligent action to help each other. When team members are overloaded, 
stressed or distressed they cannot pay su�cient attention to patients; have less emo-
tional capacity to be empathic; and are less likely to make intelligent decisions to help 
patients when under stress. Team members can promote compassionate care by creating 
a compassionate team environment that supports team members (Atkins and Parker, 
2012; Gilbert and Choden, 2013)

Quality improvement and innovation: Teams are powerhouses of innovation— or 
should be. When we bring together a diverse group of individuals in health care, 
with varying skills and experiences, we identify a task with a clear set of associ-
ated objectives, innovation is inevitable. With good team processes, such teams will 
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be sparkling fountains of innovation, developing and applying new and improved 
ways of delivering patient care (West, 2003). And that capacity is ideal in a context 
where quality improvement must be part of the texture of working since quality 
improvement leads to better health and well- being for the community. Effective 
health care team working therefore involves a commitment to continually improv-
ing quality of care such that quality improvement is the way teams work. In addi-
tion, team members should be equipped with and empowered to adapt appropriate 
suites of tools from the quality improvement movements in the private sector (and 
increasingly in health care) (Plsek, 2014). Health care teams must have objectives 
focused on improving quality and developing new and improved ways of deliver-
ing care but organizational leaders must also find ways to support teams to do that. 
This includes providing resources and leadership support for innovation; reducing 
work that does not add value to patient care; freeing up innovation time for teams; 
and removing systems blockages that prevent teams from innovating (Dixon- 
Woods et al., 2013).

Leadership: �e leadership of health care teams has a signi�cant in�uence on their 
e�ectiveness— this is a statement of the obvious. Poor leadership hinders teams from 
delivering continually improving, high quality and compassionate care. When teams 
have leaders who are interfering, controlling, aggressive, unfair, or focused on meeting 
their own needs rather than those of their followers, team work su�ers. What is required 
then from the leadership of health care teams?

Leadership is about providing clarity of direction and purpose and helping to articu-
late an inspiring view of the team’s work. It is about ensuring that the core human val-
ues of wisdom, humanity, courage, prudence, justice and gratitude are embodied in the 
work of the team. �e wisdom to learn and develop knowledge to improve quality of 
health care; the courage to pursue a vision, to persevere, to deal with di�cult challenges, 
con�icts or colleagues; the humanity to model kindness and compassion; the justice 
to treat people fairly and to be honest and transparent; the prudence to manage initia-
tives in ways that do not overburden and relationships in ways that resolve rather than 
escalate con�ict; and the gratitude and wonder to celebrate the work of health care in 
communities.

Research evidence increasingly suggests that e�ective teams have shared leadership 
(Aime et al., 2014; Carson, Tesluk, and Marrone, 2007). �ere may well be a designated 
leader but leadership is shared. Leadership shi�s between team members as expertise 
needs and motivational orientations vary with the task at hand. E�ective teams develop 
their leadership to ensure they deliver high quality care; moving away from the notion of 
a single heroic leader is a key part of that development. �at requires a recognition that 
top- down, hierarchical, command and control leadership is inimical to e�ective team-
work. For many readers it will be surprising to learn that the military was one of the �rst 
sectors to understand the need for shared leadership in teams, despite its formal hier-
archical structure. Platoons need the expertise and good decision- making of all their 
members and do not rely on the top down dictates of one person, especially in complex 
situations.
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�is requires that formal leaders see their role as helping to clarify direction, facili-
tating the participation of all team members in decision- making, valuing the contri-
butions of all (because not regardless of the diversity of team members), and building 
supportive relationships with the rest of the organization and its leaders. A key skill for 
a team leader is listening to team members rather than talking themselves, summaris-
ing understanding and ensuring all voices are heard by all members. Research on the 
“hidden pro�le” phenomenon reinforces this perspective: team members spend more 
time discussing information held in common and tend to ignore information known 
only to one member, even when that is critical information (Stasser and Stewart, 1992). 
In health care the threat to quality of care of this weakness in team decision- making is as 
real as the threat posed by “groupthink”. Team leaders who listen and summarize are far 
more e�ective than those who talk and direct. �e only caveat to this is that in a crisis, 
someone needs to lead the team rather than initiate extended consultation but it is not 
necessarily the hierarchical leader. In surgery, it will sometimes be the anaesthetist who 
leads in a crisis and sometimes the surgeon, depending on the nature of the crisis.

And leaders should not exhibit favouritism in teams. �is is obvious but a particularly 
in�uential theory of leadership exposes an endemic problem that is little understood 
outside of academia. Leader Member Exchange (LMX) �eory describes how virtu-
ally all leaders have di�erent reactions to each of those they lead and this particularly 
depends on similarity and liking between them (Graen and Cashman, 1995). �e greater 
the personal compatibility with followers, the more time leaders spend with them and 
the more likely they are to attribute follower success to ability; conversely, the lower 
the compatibility, the less time they spend with particular followers and the more they  
are likely to attribute success to situational factors. And of course, followers quickly real-
ise whether they are “in- group” or “out- group” members, with consequent e�ects on 
trust, commitment and engagement. As transformational leadership theory suggests, 
team leaders who o�er a high degree of individual consideration and support for each 
of their followers, ensure more e�ective team work, cooperation and quality of care 
(Howell and Avolio, 1993; Gilmartin and D’Aunno, 2007).

If we are to develop cultures in which those seeking health care are treated with 
compassion, teams should also have norms of compassion. Formal leaders can play 
a key role in modelling compassion in working with team members and thereby 
reduce the degree of favouritism that is implied by LMX theory and supported  
by research evidence (Martinko, Harvey, and Douglas, 2007). �is would be enacted 
by team leaders paying careful attention to each of their team members and their 
needs and challenges at work; responding empathically in each case; and then taking 
intelligent action to help and support them. Modeling compassion in this way helps 
to create norms of compassion within the team which will extend, via emotional con-
tagion, to interactions with those seeking health care. And in the process may help to 
reduce the very high levels of stress, described earlier, that health care workers suf-
fer. Although shared leadership is important, we know that the behaviors, values and 
orientations of formal hierarchical leaders exert a disproportionately strong e�ect on 
team climate.
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Re�exivity: A  visit to almost any health care institution will o�en reveal teams 
engaged in high levels of activity, overwhelming workloads for team members, noise, 
complexity, emotional tension and a hum of frenetic busyness. �ese are not great cir-
cumstances in which to deliver compassionate care; to make complex team decisions; to 
communicate con�dence and to think creatively as a team about how to improve care. 
�e response to high demands by teams is o�en to work harder and faster, leading to 
errors and more stress (West, 2000). For more than 25 years we have been amassing evi-
dence showing that teams that take time out on a regular basis to review what it is they 
are trying to achieve and how they are going about it, and then adapting their objectives 
and processes accordingly are much more e�ective and much more innovative in deliv-
ering patient care (Widmer, Schippers, and West, 2009; Schippers, Edmondson, and 
West, 2014). For example, a study of 98 primary health care teams showed that teams 
with high workloads (patient to doctor ratio) or with poor premises whose members 
took more time out to review their working methods, were signi�cantly more innova-
tive than other teams. Health care teams should pause in their work from time to time 
and re�ect on team objectives, working methods, challenges, con�icts, innovations, 
and team functioning generally to discover how to improve health care methods and 
processes (see Schippers, Edmondson, and West, 2014, for a discussion of how this 
can prevent medical errors). �is might be at the end of a shi�, in the middle of day or 
in quarterly team away days. �e evidence suggests that such “team re�exivity” leads 
to much higher levels of team e�ectiveness, quality of patient care and to continually 
improving care (Widmer, Schippers, and West, 2009).

Team Based Working in Health Care 
Organizations

To understand and improve team working in modern organizations, we have to address 
the wider organizational context within which teams work. Nurturing teams in hierar-
chical, directive, antagonistic or aggressively competitive environments is unlikely to 
be highly successful. Team work is about listening, cooperation, shared objectives and 
engagement. It is important to focus, not so much on individual team building, as on 
building organizations which are truly “team- based”. Such organizations will have struc-
tures, processes and behaviors which enable teams to produce the synergy required to 
provide high quality outcomes.

Developing e�ective team- based working involves all teams prioritizing patient care 
overall not only their individual areas, supporting, cooperating and engaging with other 
teams with which they interact to provide that overall care. And every health care team 
should therefore have, as one of its �ve or six objectives, a commitment to improving the 
e�ectiveness with which the team works with other teams in the organization. Indeed, 
in a study of 57 primary health care groups, such cross boundary working was found to 
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be vital for intergroup cooperation and support and therefore for patient care (Richter 
et al., 2006).

Team based health care organizations describe their structures as team communities, 
identi�ed as a number of teams that need to work together to achieve a shared goal such 
as delivering high quality care for patients on a particular pathway such as fractured 
neck of femur. �is is di�erent in nature from the description of organizational areas as 
“directorates,” or worse “divisions” which suggest siloed and separately focussed rather 
than integrated sets of operations. A team community may well include teams outside 
the organization, such as GP practices, suppliers, and regulators. All team members 
need to know how their team relates to all the other teams that need to work together 
to achieve the overall purpose. Mapping the team community helps to ensure the align-
ment of goals and objectives within and between teams to ensure achievement of the 
overall goal of delivering high quality, continually improving and compassionate care.

Building team- based organizations requires consideration of supporting processes. 
For example, team- based organizations are likely to employ team level appraisals to 
support teams in setting, reviewing, and delivering against their team objectives. Team 
members then appraise individuals within the team collectively. Such organizations also 
invest in team training, developing team leaders, training team coaches, and ensuring 
individual teams make the journey from start up to fully- �edged team working (West 
and Markiewicz, 2004).

Given the �ndings reported above about the poor development of team working in 
the English NHS and the signi�cant consequences, it is clear that there is much to be 
gained from improving team working and team- based working in health care. Other 
challenges face teams working in health care and we brie�y identify some of these and 
potential solutions.

Challenging Issues in the  
Current Context

A challenge but also an opportunity for team working is the need for di�erent profes-
sional groups to work e�ectively together in teams: “a key characteristic of health care 
organizations is the range of distinctive and vivid occupational subcultures which pro-
vide the ‘raw’ material for its organizational culture” (Scott et al., 2003, 25). Healthcare 
professionals have unusually strong professional a�liations (both broadly, such as doc-
tors’ or nurses’ professional identi�cation, and also more narrowly in terms of particular 
specialisms such as pediatrics, obstetrics, accident and emergency). �e socialization 
of professionals in health care takes place over long periods of time, ensuring a deep 
sense of professional identity and distinctiveness. �is is one consequence of occupa-
tional groups organizing themselves into associations and institutions that enjoy status 
and recognition from the general public and governments (Bloor and Dawson, 1994). 
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Members of such professions tend to share schemas for the way they make sense of their 
work, their professional encounters, the technologies they employ, individuals (such as 
patients and other professions) they interact with and the organizations they are a part 
of. �ey develop a distinctive discourse as well as distinctive identities. �eir shared val-
ues, beliefs, understanding and identity lead to the development of strong professional 
(sub) cultures. Associated with this is the tendency of such groups to accumulate power 
and decision- making in�uence, such as the medical cohort in hospitals (Tolbert and 
Barley, 1991). �is then becomes a powerful cause of intra and inter- team con�ict.

�ese con�icts between professional sta� groups (e.g., doctors, nurses, radiologists) 
and between agencies in health care lead to inter- professional rivalries or schisms that 
produce interaction processes inimical to the sharing of knowledge and skills, instead 
protecting professional identities by hoarding knowledge to the detriment of patient 
care. For example, a study of 16 Canadian hospitals revealed that disagreement over 
patient treatment goals was the most common source of con�ict in the Intensive Care 
Unit (Meth, Lawless, and Hawryluck, 2009). Professional subcultures therefor embody 
di�erences in values, despite all professions in health care being focused on providing 
high quality care for patients and these value di�erences are a source of team and inter- 
team con�ict.

�e evidence also points to deeply rooted tensions in relationships between doc-
tors and managers, especially when they work in the same team and especially when 
managers’ actions result in perceived restrictions to doctors’ autonomy and authority 
(Martinussen and Magnussen, 2011). Such tensions lead to frequent con�icts between 
doctors and managers and teams which is detrimental to team performance (De Dreu 
and Weingart, 2003). But there is also evidence that these di�erences can be overcome 
depending on other contextual factors. Martinussen and Magnussen (2011) investi-
gated the attitudes of doctors in managerial positions managerial positions and doc-
tors directly involved in patient care, four years a�er a market- driven reform in the 
Norwegian health care system. Doctors involved in management had positive attitudes, 
while those directly involved in patient care were more negative to the reforms. �ere 
was considerable evidence that managers with medical backgrounds had adopted man-
agerial values and tools, when they made the transition across professional subcultures.

Health care teams tend to be highly diverse on a number of dimensions. A commu-
nity mental health team for example typically comprises a consultant psychiatrist, a 
clinical psychologist, several mental health nurses, an occupational therapist, a social 
worker, and other support workers. As a result, health care teams are o�en characterized 
by status inequalities based on professional groupings or disciplines. Such status hierar-
chies inhibit open communication and information sharing across professional groups, 
which can in turn a�ect decision- making quality, innovation and the quality of patient 
care (Edmondson, Roberto, and Watkins, 2003). For example, low status groups such as 
nursing assistants or administrative sta� may have di�culty speaking up or challenging 
high status groups such as physicians. Furthermore, team member status can inhibit 
participation in decision- making and team meetings (Molyneux, 2001). Nevertheless, 
in a study of 100 primary health care teams (Borrill et al., 2000), those teams high in 
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professional diversity judged their overall e�ectiveness and their e�ectiveness in deliv-
ering patient focused care as better than teams low in such diversity. Moreover, diverse 
teams introduced more innovations focused on improving quality of patient care, rein-
forcing the value of professional diversity.

What the research evidence does clearly indicate, is that teams with clear objectives, 
high levels of participation (in terms of interaction frequency, information sharing and 
in�uence over decision- making) bene�t rather than su�er from such diversity. Where 
teams are structured in the ways suggested in this chapter, diversity becomes a source of 
creativity, a spur for innovation and is associated with higher levels of productivity. We 
turn now to consider other challenges in the current context.

One o�en stated challenge is that health care workers are o�en members of more than 
one team and may have di�erent roles in di�erent teams. �e more teams they are a 
part of, the more di�cult it can be to function as an e�ective member of any of them. 
One way of helping individuals to manage the inevitable stresses of working in multiple 
teams is to utilise the “home team” concept (Aston Team Journey: Aston Organization 
Development, 2009). �e home team is de�ned as the team whose objectives determine 
how the individual works in all other teams they are a member of. �us the medical 
oncologist may be a part of one or more multi- disciplinary cancer care teams, a multi- 
agency project team to improve services, a clinical specialist team and a service man-
agement team. It is helpful if the oncologist in this example can identify which of these 
teams is the one whose objectives determine how they work in all the other teams they 
are part of; that is the team from which they derive their aligning objectives. �is does 
not mean that the work they do in teams other than their home team is any less valuable 
or engaging, but it will be informed by the home team’s goals and objectives. Another 
example is the Medical Director who is a member of the Hospital Executive Team, the 
Medical Management Team, a Specialist Surgery Team, and the regional Cardiology 
Services Review Team. Which of these is her home team? She spends more time in her 
Specialist Surgery Team where she is a valued senior Surgeon; she feels she has most 
support from her colleagues in the Medical Management Team; and she feels least com-
fortable in the Executive Team. In our experience many Medical Directors would like to 
think of their speciality team as their home team rather than the Executive Team, which 
may be more appropriate. �e consequences of poor de�nition of the “home team” at 
all levels of the organization can be signi�cant, but particularly at Senior Management 
levels. We o�en see Executive Teams comprised of team members who all regard their 
Divisional or Directorate Management Teams as their “home team”. As a consequence 
many Executive Teams function as un- focussed committees, with individual competing 
interests, rather than as integrated, collaborative, supportive teams.

�e “home team” concept suggests that usually the “home team” should be the most 
senior team that the individual is a member of— in large, hierarchically arranged, 
organizations this enables alignment of objectives and is critical to the achievement of 
organizational goals. For individuals the ability to describe their “home team” is likely 
to increase role clarity and reduce levels of stress. At the team level, the discussion of the 
“home team” concept amongst team members increases understanding about di�erent 
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team members’ motivations and decision- making criteria and this increases role clar-
ity within the team and aids identi�cation of opportunities for improved inter- team 
in�uence.

In some areas there is structural complexity, created by the need for large numbers 
of people to work in “action teams” for a short time (e.g., a shi� on an acute hospital 
ward) to carry out the same role but with di�erent team members on a daily basis. And 
there are particular pressures on team work when some members are rotated a�er only 
a short time working with the team— for example, junior doctors on rotation must cope 
with such rapid and repeated changes. �e challenges of working in teams where multi-
ple professional groups are represented have been referred to above, particularly where 
these reinforce status hierarchies. And there is lack of clarity about the extent to which 
patients and their carers should be seen as part of teams, partly because there is lim-
ited understanding of how the role of patient might be e�ectively enacted in a health 
care team.

One solution is to augment our understanding of team by using it also as a verb “to 
team” (Edmondson, 2012, 2014). In our work in health care organizations, we encour-
age leaders to think about how the, o�en large, group of people they lead, will “team”. 
�is allows them to develop a visual depiction of all the di�erent work groups; uni- 
disciplinary and multi- disciplinary teams; within function, cross- functional and cross 
agency project teams; management teams, and so on. which the people they lead will 
work in at di�erent times during their work. For each of these di�erent types of “team” 
there will still be a requirement for the basic features of e�ective real team working. For 
example, even a shi� team which forms at 8am and disperses at 4pm, never to work 
together again in the same formation, will need to know what it is there to achieve dur-
ing the shi� (clear, shared objectives), who will do what and how they will work together 
(role clarity and interdependence) and the shi� will be more likely to carry out its work 
e�ectively if at some point near the middle of the shi� the team members meet to review 
if they are achieving what they set out to do and, if not, to adapt their approach to ensure 
success.

Amy Edmondson (Edmondson, 2012, 2014) has described the increased importance 
for employees at all levels to develop the skills of “teaming”. �e key skills Edmondson 
believes that all individuals need to demonstrate in highly �exible teaming environ-
ments are: asking questions, sharing information, seeking help, identifying potential 
errors, suggesting improvements, discussing mistakes and seeking feedback. However, 
there is still a requirement for each team, as in the shi� team example above, to have 
a “hard frame” of objectives, clarity about team membership and mutual role under-
standing, to enable individuals to utilise these so�er skills, not least because these struc-
tural features help to create the necessary levels of safety which will enable individuals to 
feel con�dent to use their skills. �is need to develop participative safety is particularly 
important in health care settings where the ghosts of traditional power hierarchies may 
still be alive in the memories of sta�. With the changing demands in health care nation-
ally and internationally, cross boundary team working is now fundamental. Health care 
teams and their leaders must work with teams in social care, education, social services, 
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housing and police services to ensure integrated care for the community. �ere is also an 
increasing need to work across sectors. No longer is healthcare a purely public service 
and the creation of e�ective team- based working with private and third sector provid-
ers is vital for the provision of high quality care in future. Such cross boundary working 
requires that teams work together across service areas and organizations to identify the 
superordinate, shared goals they can commit to together— such as supporting the health 
and well- being of all those in their community. Our understanding of cross- boundary 
working and relationships also emphasises a joint commitment to long term stability 
and continuity in the relationship (not just another short- lived initiative between agen-
cies); the importance of su�ciency of regular face to face contact between teams that 
must work together across boundaries; a commitment to dealing swi�ly, fairly, openly 
and creatively with the inevitable con�icts that arise; and a commitment to understand-
ing and prioritizing the needs of the other teams they are working with to ensure high 
quality care and support for the community. Applying our understanding of these prin-
ciples in cross- boundary contexts is essential if we are to respond to the current chal-
lenges faced by health care systems internationally.

Conclusions

�e evidence of the importance and value of team and team- based working in health 
care is convincing. Equally convincing is the evidence that quality of team working in 
health care is o�en poor and that there are errors, near misses, ine�ciencies, wastage 
of resources, and lack of responsiveness to patients as a consequence. Clinical e�ec-
tiveness, patient safety and patient experience are all jeopardized on a scale just as (if 
not more) damaging as infections and medication errors. �is chapter described the 
methods by which we can develop e�ective team working in health care. We end by 
urging practitioners and policy makers to focus their e�orts on improving the quality 
of team- based working in order to improve quality of care. It is team working that ulti-
mately determines whether or not patients receive high quality, continually improving 
and compassionate care. And so the leadership of health care organizations must ensure 
high quality and continually improving team- based working.
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chapter 11

Communities  of Practice 
and Situated Learning  

in Health Care

Davide Nicolini, Harry Scarbrough,  
and Julia Gracheva

This chapter deals with an issue which goes to the heart of health care policy and man-
agement: how to reconcile an established structure based on professional expertise with 
the multi- disciplinary strategies that are increasingly needed to address chronic condi-
tions, link research to practice, and improve processes? �is tension between funda-
mentally di�erent ways of organizing knowledge and expertise has been heightened by 
the challenge of delivering high quality and safe care within tight resource constraints. 
�is has placed health care organizations under acute policy and managerial pressure to  
learn from their failures, and to support the rapid application of new knowledge and 
evidence in practice. In the US, for example, explicit calls to establish speci�c processes 
to learn from failures goes back at least to the Institute of Medicine report “To Err is 
Human” published at the turn of the millennium (Kohn, Corrigan, and Donaldson, 
2000). In the UK context, these pressures have been highlighted most recently in the 
Francis Report on the failings of the Mid- Sta�s hospital trust (Francis, 2013) and the 
Berwick report on patient safety (Berwick, 2013). In both cases the emphasis is on  
the need to “learn lessons” from and establish a “culture of learning.”

�e established professionalized role structure of the National Health Service (NHS) 
and other health care systems has consistently struggled to produce the kind of multi- 
disciplinary collaboration and organization- centered learning which these reports 
(and their precursors) so cogently advocate (Ferlie, 2005; Addicott, McGivern, and 
Ferlie, 2006; Battilana, 2011). As a result, in the last two decades a large number of health 
care organizations and funding bodies have developed initiatives around learning and 
knowledge sharing which congregate under the banner of “communities of practice.” 
�is notion has become widely used within the health care �eld as a way of talking about 
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the many forms of knowledge and learning which fall outside the boundaries of estab-
lished professional expertise. Communities of practice resonate with health care profes-
sional as they promise to foster mutual learning and knowledge sharing building on the 
a�nities which stem from doing the same work. �e idea of communities of practice 
has thus achieved widespread currency internationally, both as a tool for understand-
ing how learning unfolds in health care settings and as a tool for promoting knowl-
edge transfer and sharing, with studies or interventions reported in Australia, Canada, 
Denmark, the UK, and the US (Bentley, Browman, and Poole, 2010; Ranmuthugala 
et al., 2011).

In this chapter, we show how the “community of practice” concept helps to illumi-
nate some of the challenges of creating a “learning culture” within health care systems. 
We also show how it has been applied in diverse ways by health care organizations 
and funders, how these experiments in new ways of knowing and learning have been 
inserted into the established institutional order, and the mixed, but sometimes promis-
ing, outcomes which have �owed from them. To do this, we examine the origins and 
nature of this broad family of interventions, discuss their characteristics and summa-
rise their key success factors. We begin, however, by clarifying some of the key concepts 
under discussion, starting with the concepts of situated learning and community of 
practice.

What Are Situated Learning and 
Communities of Practice?

�e concept of situated learning also known as situated learning theory emerged in late 
1980s as an alternative to the traditional cognitive theory’s understanding of learning as 
a process of knowledge transfer between teacher and learner, the acquisition of a stock 
of skill and the development of mental structures. For situated learning theorists, learn-
ing is much more than the transfer and accumulation of information and should be 
rather conceived as a continuous active and social process arising from the involvement 
in the socially constructed practice and the interpretation of personal experiences asso-
ciated with it (Elkjaer, 1999; Lave and Wenger, 1991, Brown and Duguid, 1991; Gherardi, 
Nicolini, and Odella, 1998). Learning has thus less to do with acquiring or accumulating 
information and is rather a process of becoming socialized in a particular way of doing 
and knowing:

Absorbing and being absorbed in the “culture of practice” (....) might include (know-
ing) who is involved, what they do, what everyday life is like, how masters talk, walk, 
work, and generally conduct their lives, how people who are not part of the com-
munity of practice interact with it, what other learners are doing, and what learners 
need to learn to became full practitioners. It includes an increasing understanding 
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of how, when, and about what old- timers collaborate, collude, and collide, and what 
they enjoy, dislike, respect, and admire. In particular it o�ers exemplars (which are 
grounds and motivation for learning activity), including masters, �nished products, 
and more advanced apprentices in the process of becoming full practitioners (Lave 
and Wenger, 1991, 95).

In short, situated learning is associated with engagement, belonging, inclusiveness and 
developing identities rather than acquiring concepts and theories while sitting in a class. 
To explain the process of situated learning, Lave and Wenger (1991) introduced the two 
key notions: legitimate peripheral participation and communities of practice.

Legitimate peripheral participation refers to the progressive involvement of new arriv-
als in the practice as they acquire growing competence in the ongoing activity. �e term 
“legitimate” emphasises that a necessary condition to learn anything at all is to become 
part of an activity; to learn one needs both to immerse oneself in what is going on, with 
all the risks and emotions that this implies. “Participation” indicates that learning always 
takes place because (and thanks) to the interaction with others. Learning cannot take 
place if participation is not possible. At the same time, the context of learning is shaped 
by historical conditions (learning how to become a nurse today and twenty or eighty 
years ago is very di�erent) and articulated according to a speci�c division of in�uence 
and power (for example between teacher and knower but also advance learners and total 
novices). One of the consequences is that no matter how compliant and subservient the 
novice is, there is no such thing as learning without con�ict; any modi�cation of the 
knowledge distribution is perceived as a way of subverting the established knowledge/ 
power relations within a social context. One example, is when advanced novices start 
to usurp the hierarchical position of other practitioners when they begin to acquire 
decisional discretion. For this reason, legitimate peripheral participation always entails 
some unresolved ambivalence, as between revealing trade secrets to novices to enable 
their socialization, against hiding them to preserve the status quo; and between attempts 
by novices to try to steal the knowledge with their eyes against their search for new and 
emancipating ways of doing things that may a�rm their autonomy. Finally, the adjective 
“peripheral” suggests the existence of a variety of positions that members can occupy 
with respect to the activity carried out and the people involved in it. Peripherality, that 
is sitting at the boundary of what is going on and simply making copies or serving tea, 
both exempts and empowers: “where” novices stand with respect to the responsibilities 
for the �nal product is highly signi�cant both to them and to others. Peripherality, how-
ever, is a key condition as it allows novices to make mistakes, experiment and learn, and 
not only from their mentors (as in the traditional model), but also from other partici-
pants in the practice, including other novices. Lave and Wenger (1991) clearly state that 
the notion of peripheral participation does not necessarily imply the existence of a cen-
tre. �e opposite of peripheral here is fully immersed and responsible for the ongoing 
accomplishment of a practice and its outcomes. �e speci�c ways of interacting among 
those involved in the practice and the existing power relations (which in turn de�ne 
the terms and conditions of participation) interact with characteristics of the individual 
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learners to generate similar (but never identical) learning curricula and trajectories 
(Lave and Wenger, 1991; Gherardi, Nicolini, and Odella, 1998).

�e term Community of Practice (CoP) was coined initially to describe the totality 
of the social learning systems that originates around any particular activity (Lave and 
Wenger, 1991). De�ned broadly as “groups of people who share a passion for something 
that they know how to do, and who interact regularly in order to learn how to do it 
better” (Wenger, 2004, 2), CoPs represent social learning spaces in which commitment 
derives from identi�cation with a shared domain of interest, a shared repertoire of tools 
and words and speci�c modes of communication which emerge as a result of continu-
ous collaboration (Wenger, 1998, 15). �e shared domain or joint enterprise is the area 
of common interest that serves as the source of identity construction. Learning about 
and contributing to the shared domain of interest (from collecting stamps to midwifery) 
constitute the major source of cohesion. By virtue of working together, sharing knowl-
edge and socialising newcomers, participants develop an internal social organization 
with di�erent levels of in�uence and prestige. CoP is thus a descriptor for the set of 
interconnected people who stay in touch and kept together by the shared interest in the 
common task. Finally, by virtue of working together members of a CoP develop a com-
mon repertoire of artefacts, narrative practices, knowledge, and shared methods which 
itself becomes a further source of cohesion among members and di�erentiation from 
non- members.

In sum, the idea of community of practice shi�s the attention from the learning 
process— which was the main object of situated learning theory— to the relationships 
and exchanges of those who are brought together by the desire or need to improve their 
practice. It emphasises that people who have been socialized and carry out the same 
practice are o�en joined by a “complex [set of] relationships, self- organization, dynamic 
boundaries, ongoing negotiation of identity and cultural meaning” (Wenger, 1998, 1). 
Practitioners involved in a shared domain of knowing thus develop a number of com-
monalities, and in the right conditions they can constitute and recognise themselves as a 
community. In this sense CoPs are di�erent from teams, which are arti�cially assembled 
to achieve a speci�ed goal. �ey are also di�erent from other forms of networks as the 
latter are usually kept together by mutual exchanges rather than a common identity, his-
tory, and joint enterprise.

Crucially, CoPs are �rst and foremost knowledge communities, in the sense that they 
exist because and for the sole purpose of perpetuating, sharing and re�ning some form 
of expertise and mastery. Mutual bonds derive, in fact, from their passion about a topic 
and above all the desire “to deepen their knowledge and expertise in this area by inter-
acting on an ongoing basis” (Wenger, McDermott, and Snyder, 2002, 4). As such, CoPs 
are powerful mechanisms of knowledge sharing, knowledge production and mutual 
learning. COPs are particularly e�ective in transferring best practices through social 
relations; they are also a powerful mechanism for solving problems and generating new 
solutions (members in a community know who and how to ask for help); and a mecha-
nism to re�ne and update professional skills (Wenger and Snyder, 2000).
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In sum, situated learning theory and COP constitute two di�erent faces of the same 
coin: one o�ers a new appreciation of the process of learning and socialization; the other 
foregrounds the community that is generated around this process and its capacity to 
operate as a mechanism of knowledge sharing and mutual learning. �e two concepts 
are especially suitable to be applied in health care and, in fact, both were originally 
derived from the study of, amongst others, a group of traditional midwives (Lave and 
Wenger, 1991).

Situated Learning and Communities of 
Practice in Health Care

Situated learning theory and CoPs have been enthusiastically embraced by the health 
care sector (Cope, Cuthbertson, and Stoddart, 2000; Li et al., 2009a, 2009b; le May, 
2009; Ranmuthugala et al., 2011) as they o�er the potential of new learning partner-
ships that are not hostage to professional silos and may facilitate the engagement with 
a variety of stakeholders including input from patient- led communities (le May, 2009). 
Such partnerships may take a variety of forms, ranging from more informal networks 
with loosely de�ned goals and agendas to more formalized support groups with clearer 
objectives and a pronounced focus on fostering workplace social interaction (Li et al, 
2009a, 2009b).

As with other concepts that have emerged from industry, the adoption of situated 
learning, and especially CoPs, in health care followed a process of “translation” and 
“editing” rather than a mechanical transfer (Czarniawska- Joerges and Sevón 1996). 
As health care organizations in certain countries have been pressured to become more 
business- like in their governance and operations, the innovations developed by private 
sector industry have become correspondingly more attractive (at least to managers and 
policy- makers: see e.g. Chapters 16 and 23, this volume). Even if only in a totemic sense, 
such innovations are seen to promise greater e�ciency and more streamlined processes 
within the health care setting.

�is is no less the case with the CoP concept. �is was initially adopted by a num-
ber of leading organizations in the private sector (notably BP), very o�en as a way of 
labelling and making sense of operational changes which had been introduced to share 
good practice across the functional and geographical boundaries of large multina-
tional organizations (Collison and Parcell, 2005). �e concept, and the associated ideas 
around “Knowledge Management” were then highlighted by the work of health service 
researchers. In part, the concept was drawn upon to better understand aspects of health 
care practice, which did not conform to the dominant, objecti�ed view of knowledge 
associated with professional expertise. �us, Gabbay and le May used the term to help 
explain the socially situated character of the use of evidence by GPs. “Mindlines,” not 
guidelines, as they put it, were seen as being negotiated through “a range of informal 
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interactions in �uid communities of practice” (Gabbay and le May, 2004). In part, 
however, the CoP idea was also introduced as a response to the limitations of existing 
attempts to introduce multi- disciplinary collaborative arrangements into health care 
practice. Bate and Robert, for example, argued that the limited e�ectiveness of new 
Cancer Services Collaboratives in the UK was attributable to their being constituted as 
“time- limited project teams,” and not “linked and active communities of practice” (Bate 
and Robert, 2002).

�us, both in conception and implementation, CoPs were not being slavishly imi-
tated but were being translated to meet the particular needs of the health care setting. 
As we will discuss in more detail below, this meant that their application in practice 
encountered a di�erent set of barriers to those found elsewhere. In the private sector 
particularly, CoPs sat rather uneasily within hierarchical organizations. Studies here 
found a contradiction between managerial attempts to direct them in a “top- down” fash-
ion, and their organic, “bottom- up” engagement of community members (Agterberg 
et al. 2010). In contrast, in health care CoPs have been seen as most relevant to over-
coming barriers to multi- disciplinary collaboration (Bate and Robert 2002; Oborn and 
Dawson, 2010; Kislov, Harvey, and Walshe, 2011). Indeed, a number of health care pro-
viders and researchers seem to have readily adopted CoP thinking for these reasons. 
Ranmuthugala et al. (2011), for example, noted a rapid increase in articles discussing 
CoPs in the period 2003– 2009. One consequence of this process of translating and edit-
ing, rather than simple di�usion, was that the actual implementation of CoPs and situ-
ated learning in health care practice varied greatly between contexts. In that sense, the 
notion of using COPs is more an umbrella term covering a variety of initiatives than a 
marker of a speci�c method or technique. �us, previous analysis of CoP initiatives in 
health care found that initiatives di�ered greatly in their aims, design, mode of opera-
tion and utilization of technology (Li et al., 2009a). While some units were dependent 
on virtual forms of communication, others invested heavily into traditional face- to- 
face interaction (Ranmuthugala et al., 2011). Likewise, the composition and geograph-
ical localization of COPS was found to vary substantially: while some groups consist 
primarily of local members with identical professional backgrounds, others may be 
multi- disciplinary in nature and bring together practitioners from diverse geographical 
regions (Jiwa et al., 2009).

In a systematic review, Li et al. (2009a) identify a marked division in the litera-
ture on CoPs in health care. �ey distinguish between reports of initiatives concerned 
with the socialization of young professionals into health care, and accounts of how 
CoPs can be used to facilitate knowledge sharing, knowledge creation, skill devel-
opment and continuing professional education. �e former group of studies, which 
o�en refer to situated learning theory and are inspired by the classical apprenticeship 
models, predominantly deal with issues concerning the development of professional 
identity and gradual skills acquisition. �e latter tend to pay attention to knowledge 
creation and sharing among established professionals in the context of CoPs (Li et al., 
2009a, 5). In the next two sections we examine these two strands of the literature 
more closely.
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Supporting Socialization and Fostering Learning 

through Communities of Practice

Many of the initiatives that build on the insights of situated learning theory are aimed at 
addressing some of the shortcomings of the traditional methods used to train and sup-
port the continuous professional development of health care professionals. For example, 
studies o�en �nd that traditional medical education is preoccupied with familiarizing 
students with signi�cant amounts of theoretical knowledge and frameworks. It is there-
fore o�en incapable of preparing practitioners for clinical work (McKenna and Green, 
2004). Saturation with formulaic knowledge, however, does not lead directly to the 
development of skills directly applicable to practice, as medicine is not an exact science. 
Rather, the practice of medicine is a skill, a cra�, constantly requiring personal judg-
ment and heavily based on experience (Knight and Mattick, 2006). Comparing the art 
of medicine to a jazz improvisation, Haidet (2007) notes that being a successful physi-
cian requires

[taking] recognition that all voices in the medical encounter have things to say that are 
as important as one’s own statements. It takes listening aligned toward understanding, 
not just the collection of factual data. And it takes raising one’s awareness to clues— 
nonverbal signals, �eeting glimpses of emotion, and key words (such as worried, con-
cerned, and afraid)— and following up on these clues when they present themselves. 
�e essence of ensemble, whether in jazz or in medicine, lies in looking beyond one’s 
own perspective to see, understand, and respond to the perspectives of others (Haidet, 
2007, 167).

Trying to bridge the gap between theoretical base and applied medical knowledge, edu-
cational programs for health care professionals usually include a clinical practice com-
ponent that complements the standardized academic curriculum and is employed to  
prepare students for hands- on practice work. Egan and Jaye (2009) point out that these 
two types of educational settings, the latter being directly modelled according to the 
tenets of situated learning theory, di�er signi�cantly in their goals, requirements and 
the structure of learning processes. While formal academic education stresses the 
traditional individual mastery of theoretical “textbook” knowledge, the latter shi�s 
the emphasis to the importance of social forces, collaboration, contextual factors and 
professional socialization at workplace (Egan and Jaye, 2009; Cope, Cuthbertson, and 
Stoddart, 2000). Clinical placements thus become the situated training grounds in 
which students for the �rst time come into contact with various communities of medi-
cal practice. By following the routines of newly joined communities of clinical prac-
tice, novices develop their sense of professional identity and obtain valuable hands- on 
experience which can “support, augment, contradict, or even resist the teaching and 
learning objectives of the formal curriculum” (Egan and Jaye, 2009, 120). Jenkins and 
Brotherton (1995) observed, for example, that occupational therapists developed their 
skills more e�ectively when practicing in a clinical rather than a classroom setting. 
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Similar conclusions were obtained by Lindsay (2000); Cope, Cuthbertson, and Stoddart 
(2000); and Meagher- Stewart et al. (2012). �ese authors observed that regardless of the 
clinical setting, the acquisition and assimilation of skills such as clinical reasoning and 
evidence- utilization were signi�cantly facilitated when novices were allowed to work in 
real situations under the mentorship of more experienced colleagues.

�e transition from classroom to practice can be a very stressful experience. For 
example, Brown et  al. (2005, 87)  described nursing students’ attitude to their �rst 
encounter with clinical practice as feeling abandoned and being le� “in the dark” due 
to a very limited understanding of expected behaviors and a sudden lack of guidance 
in comparison with their previous educational experience. In this darkness, the sup-
port of colleagues and the development of a sense of belonging in relation to the team 
are crucially important factors a�ecting the well- being of students and their learning 
outcomes (Levitt- Jones et al., 2008). Being properly inducted to the practice, feeling 
welcomed, accepted as “a valid and legitimate learner” and having an access to a wide 
variety of experiences, allows students to build the sense of connectedness to the place-
ment area and, thus, proceed smoothly with their learning process (Myall, Levett- Jones, 
and Lathlean, 2008, 1838; Nolan, 1998).

As social communities consolidating members around a common purpose and giv-
ing participants a sense of common identity, CoPs serve as supportive and integrative 
tools for novices allowing students to join practice as legitimate participants while they 
gradually develop relevant skills and “move through the zone of proximal development 
toward independent competence” (Cope, Cuthbertson, and Stoddart, 2000, 855). As the 
gradual acquisition of skills takes place, learners internalize values and cultural practices 
embedded in the discourse, as well as developing a tacit understanding of individuals 
and the community (Spouse, 1998). �is process triggers the development of students’ 
self- understanding in the context of their new profession. Socialized via practice, young 
professionals reach graduation not as tabula rasa, but as individuals with a well- de�ned 
sense of self and “carry with them tacit knowledge and shared social identities that only 
those who have experienced similar training can understand” (Bartunek, 2010).

While the literature is usually very optimistic about the value and bene�ts of utilising 
a situated learning approach with regard to the socialization of health care professionals, 
other authors suggest that some caution is in order. Egan and Jaye (2009), for instance, 
point out that while the general trajectory of a medical professionals in training is 
directed toward becoming a full participant of the professional community, the trajecto-
ries of students admitted to clinical practice may remain peripheral as they slide through 
their placements and develop temporary attachments to small teams or their particu-
lar members (112). Also, it should not also be presumed that students are automatically 
embraced by professional communities. Short placements (Cope, Cuthbertson, and 
Stoddart, 2000; Warne et al., 2010; Papastavrou et al., 2010), lack of meaningful support-
ive relationships at workplace (Konrad and Browning, 2012; Nolan, 1998), general de�cit 
of busy personnel’s attention and direction (Myall, Levett- Jones, and Lathlean, 2008; 
Löfmark and Wikblad, 2001) and the absence of e�ective introduction and guidance by 
a mentor or tutor (Spouse, 1998; Warne and McAndrew, 2008; Papastavrou et al., 2010; 
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Dimitriadis and Evgeniou, 2014) may make it di�cult for students to participate e�ec-
tively in the activities of the practical community.

Deliberating about the ways to improve the learning experience of students in clinical 
placements, it may be o�ered to include patient educators into the learning process in 
order to provide medical students with the access to a wider range of experiences, some 
of which challenge traditional formulaic wisdom of medical schools. Yet, as pointed 
out by Bleakey and Blight (2008), despite the vivid rhetoric praising the bene�ts of a 
patient- centred approach to medical education, contemporary undergraduate curricula 
for medical students still lack a meaningful early access to patients and “incorporating 
deliberate practice” (95) that would allow learners to establish relationships with those 
they treat and, by doing so, engage in the process of joint knowledge construction via 
dialogue. From this point of view, case- speci�c experiential knowledge of patients and 
their families makes them valuable and valid contributors to the educational process 
who can not only communicate their �rst- hand experience, but also can raise awareness 
about their needs and initiate a sharing activity (Towle and Godolphin, 2011).

Communities of Practice 
as Mechanisms for Sharing Knowledge 
and Fostering Innovation and Change

As distinct from accounts of novice experiences in health care, another strand of the 
literature on CoPs discusses their role in continuing professional development, knowl-
edge sharing, innovation and knowledge translation. While clinical practice programs 
generally have the formation of a certain professional identity as their �nal goal (Li 
et al., 2009a), working groups consisting of professionals seeking further education, 
development and innovation may emerge around a variety of goals. �ese include, for 
example; the promotion of a new measurement tool in child and youth mental care 
(Barwick, Peters, and Boydell, 2009); improvement of the quality of referral letters to 
specialty clinics (Jiwa et al., 2009); the improvement of dermatology outpatient services 
(Lathlean and Myall, 2009); the development and dissemination of national guidelines 
on breast cancer (Fung- Kee- Fung et al., 2009); and the promotion of provincial guide-
lines on laparoscopic surgery for colon cancer (Fung- Kee- Fung et al., 2008). Sometimes 
such groups, which are created for the solution of a particular problem, evolve over time 
and change their objectives (e.g., le May, 2009). Due to the �exibility and adaptability of 
CoPs, this model is generally considered to be well suited to meet the learning require-
ments of a wide and diverse group of health care professionals (Barwick, Peters, and 
Boydell, 2009).

�e proliferation of clinical knowledge and the rapid pace of scienti�c advancement 
make it di�cult even for seasoned practitioners to keep track of new discoveries. �e 
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process of transferring research �ndings to clinical practice o�en becomes slow and 
unpredictable (Eccles et al., 2009). �e gravity of this problem is so substantial that the 
whole new �eld of implementation research has developed in recent decades to study 
scienti�c methods which seek “to promote the systematic uptake of clinical research 
�ndings and other evidence- based practices into routine practice, and hence to improve 
the quality (e�ectiveness, reliability, safety, appropriateness, equity, e�ciency) of health 
care” (10). However, implementation and knowledge translation guidelines are typically 
based on an objective view of knowledge, and may therefore overlook the importance of 
such subjective dimensions as interactive knowledge construction, the role of context 
and unique interpretations rooted in personal practical experience (Oborn, Barrett, and 
Racko, 2012).

In clinical settings, however, personal experience, relationships and unique contex-
tual factors are inseparable from learning processes. A good example is provided by 
Edmondson, Bohmer, and Pisano (2001), who studied the experience of several cardiac 
surgical teams with regard to the implementation of a new technology. Despite general 
similarities between participating top- tier cardiac surgery departments, their experi-
ence with the adoption of innovative surgical technique were sign�cantly di�erent and 
depended heavily on contextual factors and intragroup social processes. Successful 
implementers learned in situ as a team, invested heavily in ensuring the psychological 
safety of individual members and their involvement in communicative processes as 
well as the creation of shared meaning. In the organizations studied, the introduction 
of new technologies challenged existing power relations in teams as role boundaries 
blurred and the interdependency of group members increased. �e teams that man-
aged to adapt to the new organizational reality, became successful implementers of the 
new technology, while those clinging to status quo routines eventually abandoned the 
e�ort to implement the new practice. Crucially important for the successful sites was the 
role played by the project leader in promoting meaningful communication and re�ec-
tive discussions revolving around practice- related issues (Edmondson, Bohmer, and 
Pisano, 2001).

Re�ective cardiac surgical teams analysing their practical experience and encourag-
ing in situ learning provide great examples of CoPs dealing with the disruption of exist-
ing routines. In such groups, new routines are mutually constructed via interaction and 
as “experience with the joint activity accumulates, each participant abstracts and gen-
eralizes, not simply from personal understandings and actions but from understand-
ings and actions that have been jointly, intersubjectively established” (Dyonisiou and 
Tsoukas, 2013, 191).

�e process of collective learning preceding the successful implementation of inno-
vation, thus must involve individuals “jointly analysing information, openly discussing 
concerns, sharing decision- making, and coordinating experimentation … [while also 
being] willing to challenge others’ views, acknowledge their own errors, and openly 
discuss failed experiments” without fear of seeming incompetent (Nembhard, 2009, 
30). CoPs, thus, become the ideal environment and medium for facilitating the transla-
tion of knowledge into practice (�omson, Schneider, and Wright, 2013). As Gabbay 
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and le May (2009) note, the assumption by advocates of evidence- based medicine that 
medical practitioners behave as purely rational and calculative decision makers is actu-
ally unwarranted. During their ethnographic study of a primary care practice in semi- 
rural England, the authors observed that clinicians rarely, if at all, follow the rational 
sequence of actions prescribed by o�cial evidence- based guidelines. Despite the ability 
to access a wide variety of sources, including those available via sophisticated computer 
repositories, researchers rarely observed experienced health practitioners consult these 
databases in order to solve a problem related to clinical practice. Rather, clinicians par-
ticipating in the study tended to “glean” what is thought to be the best practice from, for 
example, the way local consultants treat their patients, from snippets of reading, and 
from each other, especially “by means of partners with speci�c areas of expertise helping 
to keep each other up to date” (53). Participating physicians were, thus, disciplined to 
take evidence- based information with a pinch of salt as it o�en did not take into account 
essential aspects of the particular practice and, thus, did not easily match the particular 
discourse. It was though discussions and exchange of opinions with trusted colleagues 
that the new information was absorbed into physicians’ “mindlines” and became a 
part of their practical knowledge. �ese discussions and re�ective practices associated 
with them constituted the essence of CoPs at the primary care practice in the study and 
served as potent mechanisms for learning and the di�usion of practicable knowledge 
into the organizational reality. �is in- depth study provides an example of the support-
ive environment in which the opinions of trusted colleagues help to validate individual 
absorption of information, and learning opportunities emerge as a natural extension 
of daily interactions with peers (see also Parboosingh, 2002; �omson, Schneider, and 
Wright, 2013).

Cops as Improvement Initiatives and 
Managerial Tools

From Emergent to Mandated

When they were �rst theorized, CoPs were considered mainly as emergent and self- 
organized phenomena in the sense that they emerged spontaneously in the interstices of 
organizations and under the radar of the formal organization (Brown and Duguid, 1991; 
Wenger, 1998). In this sense, managers were advised not to interfere or meddle with them 
lest the CoP could dissolve or go underground. In succeeding years, however, prompted by 
the adoption of the term by some leading companies (Collison and Parcell, 2005), there were 
increasing e�orts to intentionally promote what can be termed “mandated” CoPs within 
formal organizations so as to enhance learning and foster collaboration (Li et al., 2009a; 
Barwick, Peters, and Boydell, 2009). Advocates argued that well designed and carefully 
cultivated CoPs could in fact provide a favourable social context for the development and 
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utilization of organizational knowledge (Wenger, McDermott, and Snyder, 2002). �ese 
CoPs were attractive to organizations because they were able to tap into individuals’ intrin-
sic motivations to share knowledge and learning (Swan, Scarbrough, and Robertson, 2002).

However, the establishment of such mandated CoPs raises a number of new organi-
zational and managerial challenges, including; designing, setting up and legitimating 
CoPs; managing and making the CoPs sustainable; and making CoPs e�ective. �e 
�rst challenge to be addressed is how to establish CoPs. Because of their dependence 
on shared knowledge and identity, CoPs cannot be arti�cially created or designed but 
and need to build instead on existing commonalities and practice- driven relationships 
that need to ne identi�ed, foregrounded and legitimated. In health care, this is facilitated 
by occupational specialisms that o�en cut across organizational boundaries and even 
hierarchical levels. Fung- Kee- Fung et al. (2009) for example, report the emergence and 
establishment of a CoP to improve surgical oncology that spanned di�erent organiza-
tions and professions. �e boundaries of the communities were designed to follow the 
natural contours of di�erent health care professionals already working in surgical oncol-
ogy. A critical role is played in this sense by recognized experts in the �eld that can act 
both as champions of the initiative and catalysts of interest, so that the CoPs can actually 
start operating. �e literature in other sectors (Wenger, McDermott, and Snyder, 2002; 
McDermott and Archibald, 2010) suggests that in this phase it is critical that manage-
ment provides support to the emerging CoP in terms of recognition (the activity must 
be legitimated); institutional support (a sponsor needs to be identi�ed within the organ-
ization); governance (speci�c roles are allocated and leadership is clearly identi�ed); 
resources (facilitators are appointed and leaders are given su�cient time) and infra-
structure (access is provided to the necessary communication technologies).

A second main challenge in utilising CoPs as a managerial intervention is �nding 
ways to make such initiatives sustainable. Many of the initiatives reported in the health 
care literature (Gabbay and le May, 2009; Ranmuthugala et al., 2011) tend in fact to have 
a very limited time span. �is contrasts with the view that CoPs evolve over time, display 
a typical life cycle (Wenger, 1998) and progress through stages of development (Wenger, 
McDermott, and Snyder, 2002) and that CoPs need time to produce bene�ts for the 
organization. It seems that a critical factor in making CoPs initiatives sustainable is the 
provision of adequate leadership and governance (McDermott and Archibald, 2010). In 
many industries, CoP leaders and facilitators are trained and supported in their profes-
sional development. �ey then ensure that participation is sustained, that contributions 
continue to �ow and that newcomers are not put o� by the current group of core mem-
bers. CoPs at the same time are helped to develop a sense of place and rhythm through 
periodic rituals (e.g., an annual COP convention) and alignment with the natural cycle 
of the hosting organization (the successes of the COP are included in the annual report). 
Health care organizations have been good at adopting some of these practices, although 
examples of the systematic and strategic use of COPS in health care are still few and 
far between (Li et al., 2009a). For example, while the use of facilitation in health care 
CoPS seems to be widely accepted ( 5)— probably because working in facilitated groups 
is commonplace in may health care system— other aspects mentioned above (e.g., 
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institutional support, resources, and governance) are omitted in spite of being critical to 
help COPs to move toward full maturity and produce value for the organization.

A third challenge in developing successful mandated CoPs is to prevent them from 
becoming inward looking. McDermott and Archibald (2010), for example, note that a 
critical role of CoP leaders is to establish clear goals and deliverables, and ensure that 
these are aligned with the goals of the organization. Goals and deliverables have been 
found, in fact, to energize communities. �ey provide a reason for members to meet 
and participate. More importantly, they establish the contribution of communities to 
the organization, thus making the value of the CoP visible. Important strides, in this 
sense, have been recently made especially in the UK, where COPs have been successfully 
employed in a programmatic and strategic way to facilitate knowledge translation and 
the adoption of clinical innovations (�omson, Schneider, and Wright, 2013). Rowley 
et al. (2012), for example, report how emergent communities of practice were enhanced 
and new ones created and fostered around speci�c themes that aligned with the strategic 
health care objectives of the hosting organizations.

Aligning the work of the CoP with the strategic intent of the organization also serves 
another critical purpose; that is, demonstrating value. �is remains, in fact, an open 
question as the bene�ts of COPs are notoriously di�cult to pinpoint and measure. In 
their reviews of the literature, for example, both Li et al. (2009a) and Ranmuthugala et al. 
(2011) failed to �nd any study that tried to measure the e�ectiveness of COPs or at least 
that met the traditional “eligibility criteria for quantitative analysis” (Li et al., 2009a 7). 
While the issue of whether initiatives such as COPS can be evaluated using traditional 
metrics goes beyond the scope of this chapter, it can be noted that demonstrating the 
value added to the organization, and thus justifying the resource investments required to 
establish and sustain a COP programme, remains a pressing concern for all CoP practi-
tioners (McDermott and Archibald, 2010). Wenger, Trayner, and de Laat (2011) for exam-
ple, suggest that COPs add value in �ve distinct ways: immediate value (interactions have 
value in and for themselves, for example, the capacity to �nds information one needs 
though a community); potential value (e.g., the results of interactions yield new ideas 
or resources that still need to be applied); applied value (e.g., the knowledge obtained 
through the COP as resulted in some demonstrable changes); realized value (the changes 
obtained thanks to the input by the COP result in measurable improved performance); 
and reframing value (the interactions of the community leads to reframing the strategies, 
goals, values and way of doing business). Aligning the activity of the CoP with the stra-
tegic goals of the organization may facilitate the demonstration of its value by generating 
applied and realized value in addition to the immediate value usually described by par-
ticipants (Lathlean and le May, 2002; Chandler and Fry, 2009; Swi�, 2014).

Beyond Face to Face: Virtual and Online CoPs

As per our discussion above of emergent versus mandated CoPs, the distinction between 
conventional CoPs based on face to face interaction and virtual or online CoPs based 
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on electronically- mediated interaction is o�en blurred. �e latter type of CoP (hence-
forth we will simply use the term “virtual” since this also encompasses “online” forms) 
may o�en be linked to conventional face to face meetings (Chandler and Fry, 2009). 
Similarly, virtual CoPs may sometimes be di�cult to distinguish from looser networks 
of individuals, being based as much, if not more, on mutual exchanges than on a shared 
history and identity.

Accepting these caveats, however, it is possible to recognize that virtual CoPs can have 
just as diverse a range of objectives and bene�ts as conventional CoPs. In particular, vir-
tual CoPs have been used to address the two major themes of CoP development outlined 
earlier; namely socialization of (o�en new) health care sta� (e.g., Jevack et al., 2014), and 
knowledge- sharing amongst existing sta�. In the �rst category, a review of the literature 
relating to the role of CoPs in GP training in Australia found that such CoPs can help to 
generate social ties amongst participants (Barnett et al., 2012). Meanwhile, work in the 
UK context suggests that virtual CoPs can also help to create so- called “weak ties” across 
groups who are otherwise disconnected (Russell et al., 2004).

Compared to face- to- face communities, however, virtual CoPs may struggle to cre-
ate social interaction and a genuine sense of participation amongst their members. �is 
can apply even when sophisticated web tools are being employed. When a CoP was 
set up to promote improvements in discharge planning in Wales, for example, it was 
found that the on- line forum and web- site were the least successful elements (Chandler  
and Fry, 2009). �is was attributed to limited computer access for social care sta�, and 
that nurses and social workers were more comfortable with face to face or phone- based 
interaction.

On the other hand, studies suggest that, through the use of ICT and web tools, vir-
tual communities can also help to create social ties amongst groups and individuals who 
are otherwise geographically or professionally isolated. Groups supported in this way 
include GPs in rural areas of Australia (Barnett et al., 2012) and nurses practicing men-
tal health care in rural areas (Cassidy, 2011). �is function of virtual CoPs may be as 
important as overcoming the disciplinary and professional boundaries which we dis-
cussed earlier in relation to conventional CoPs. One example of this in practice is the 
virtual community which emerged through use of an email tool (Listserv) for clinicians 
in intensive care units in Australia. �is was seen as helping to decrease the professional 
isolation of specialists in rural areas (Rolls et al., 2008). �e virtual community also sup-
ported networking amongst members with valued expertise, such that the CoP acted 
as an e�ective knowledge broker for a network of otherwise disconnected intensive 
care units.

In some cases, the apparent disadvantages of relying on ICT- mediated interactions 
may actually be bene�cial to developing communities around speci�c domains. One 
example is the virtual community which developed in the North West of England 
around the sharing of adverse lessons from incidents in anaesthetic departments 
(Sharma et  al., 2006). Here, anonymity of the users allowed participating clinicians 
to share experiences while avoiding personal embarrassment and the stigmatization 
of particular departments Similarly, studies suggest that the greater social distance 
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provided by virtual CoPs may overcome individuals’ inhibitions about participating due 
to a lack of con�dence in the value of their expertise, or a fear of losing face by admitting 
ignorance (Rolls et al., 2008; Ardichvili, Page, and Wentling, 2003).

In addition to overcoming professional and geographical boundaries, virtual CoPs 
can also help to overcome the institutional boundary between researchers in universities 
and practitioners in the health care system. One example of a virtual CoP being devel-
oped to span this research- practice boundary is provided by Friberger and Falkman 
(2013), who investigated the workings of a geographically dispersed “oral care” CoP that 
included both practitioners and academics. �e CoP was established to give practition-
ers access to cases of low prevalence by combining data from various facilities and pro-
viding learning opportunities beyond the scope of one clinic’s operation. Participating 
physicians presented cases via a virtual submission system in order to receive opinions 
regarding diagnosis, pose a general question, or educate other CoP members. In this 
situation, participants o�en became immediate bene�ciaries of sharing by obtaining 
feedback on their cases, and the community as a whole bene�tted by gaining access to 
authentic data and aligning their models of treatment with others present in the disci-
pline (Friberger and Falkman, 2013).

Given their diverse forms and outcomes, it is clearly di�cult to generalize about what 
makes for an e�ective virtual CoP. Some studies have outlined critical success factors 
(e.g., Ho et al., 2010), but these tend to di�er according to the community under review 
(cf. Barnett et al., 2012). Certain themes which emerge from the literature, however, 
include; the importance of voluntary and motivated participation on the part of mem-
bers (Ho et al., 2010); the role played by leaders and facilitators (Nurani et al., 2012); and 
the provision of appropriate ICT infrastructure.

�e virtual nature of these CoPs makes each of these issues especially challenging. 
First, discussion of participation in conventional CoPs di�erentiates between core and 
“peripheral” participants. Virtual communities tend to heighten the distinction between 
various forms of participation. It is important, for example, to di�erentiate between 
“nominal” and actual participation in virtual CoPs. �is can be illustrated by a virtual 
CoP set up to promote innovation in primary care in the Basque Public Health Service 
in Spain (Mendizabal et al., 2013). Of the 1627 registered “users” of this CoP, a survey 
found that only 4% had contributed ideas, and only 6% had commented on ideas. While 
these �gures suggest that there may be a major disparity between the o�cial member-
ship of a virtual CoP, and the numbers actively participating, it also highlights the scope 
for large numbers of members to participate in a passive way— so- called “lurking”— 
by following the information exchanges supported by the CoP’s IT infrastructure. �is 
passive participation has been viewed as equivalent to the “legitimate peripheral par-
ticipation” seen in more conventional CoPs, through which members can learn about 
a particular domain and be encultured into its discourse and forms of practice (Russell 
et al., 2004).

Second, facilitation and leadership take on particular forms in virtual CoPs where 
social interaction needs to be carefully “cultivated” on- line (Wenger, McDermott, and 
Snyder, 2002). �is may involve facilitators engaging in a range of activities. In the case 
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of the CHAIN network in the NHS, for example, such activities included; “ensuring that 
the database of members is up to date; targeting messages to appropriate subgroups 
based on members’ interests; reminding members of the opportunities for networking; 
and a�rming the principle of reciprocity” (Russell et al., 2004) Because virtual CoPs 
are less likely to arise spontaneously due to informal interaction, they may also require 
dedicated resources to develop and sustain them. A study of a virtual, inter- professional 
CoP in Canada concluded that a dedicated facilitator and associated funding for devel-
opment of electronic tools and resources were key to sustaining virtual CoPs (Nurani 
et al., 2012).

�ird, a critical element in any dedicated support given to virtual CoPs is likely to 
be its information and communications technology (ICT) infrastructure (Dube and 
Jacob, 2005). Choice of appropriate ICT is critical. �is needs to be simple enough to 
allow widespread and easy access and use, but also to support content and dialogue rich 
enough to meet the community’s needs. �e technical aspect of infrastructure, how-
ever, should be viewed as secondary to the importance of “socializing” it within the 
community— that is, ensuring it is accepted as a legitimate and e�ective way of mediat-
ing social interaction (McDermott, 1999).

Making Cops Work in Health Care 
Settings: Facilitators and Barriers

Not every CoP initiative is successful. Initiating collaboration among health care prac-
titioners is not an easy task. Strong occupational boundaries commonly exist between 
di�erent groups of medical personnel (i.e., nurses, doctors, medical administrators, 
paramedics), which hinders the development of collaborative relationships and under-
mines trust (Bartunek, 2010; O’Leary, 2008; Sirota, 2007; Nicolini et al., 2008). �e abil-
ity to establish interpersonal relationships, however, is crucially important at the initial 
stages of a CoP’s existence (Chandler and Fry, 2009).

Speaking about the failures to establish a dynamic and healthy collaborative initia-
tive, le May (2009, 14) points out that problems usually arise in CoPs at either structural 
or individual level. �e structural subset of problems stems from the inability of CoPs 
to secure a steady following or their lack of necessary connections, while the source of 
individual problems resides in personal behaviors, such as tendency to monopolize 
knowledge or distrust peers (14– 15).

Similarly, in a systematic review of CoP- based initiatives in the area of surgical oncol-
ogy, Fung- Kee- Fung et al. (2009, 565) establish the following general factors in�uenc-
ing the implementation of collaborative projects:  “(a) the formation of trust among 
health professionals and health institutions; (b) the availability of accurate, complete, 
relevant data; (c) clinical leadership; (d) institutional commitment; and (e) the infra-
structure and methodological support for quality management.” While infrastructural 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   270 12/30/2015   11:53:45 AM



Communities of Practice and Situated Learning in Health Care   271

and organizational support factors can be conceptualized as structural in nature, the 
relational dimension belongs to the individual realm. Power relations deserve separate 
consideration.

Structural Factors

�e structure of CoP meetings themselves seems to have a substantial impact on the 
willingness of practitioners to participate in discussion, as well as on their perceptions of 
value added by this activity. For example, Frieberger and Falkman (2013) found that reg-
ular communication provides a necessary rhythm for distributed CoPs, and structured 
case- based meetings present a way to manage busy professionals’ time more e�ectively. 
Similarly, in a dermatological CoP, members viewed pre- set agendas and structured 
meetings as a means to maintain focus and �ght the frustration associated with a loss of 
purpose (Lathlean and Myall, 2009), and in a successful Canadian CoP for nurse practi-
tioners, participants believed that regular agenda- driven face- to- face and email interac-
tions created a sense of direction for future discussions, and ensured group cohesiveness 
(Sawchenko, 2009).

Structural factors a�ecting the activities of CoPs are not limited to the composition 
of the group and its modes of operation. Rather, o�en the ability of CoPs to introduce 
regular meetings and establish a following is constrained by the conditions of the larger 
health care system. For example, Chandler and Fry note that the NHS reality does not 
generally allow “time and head space to be creative and innovative” and, thus, having 
such a forum in this system may be considered an “una�ordable luxury” (Chandler and 
Fry, 2009, 45). Also, the establishment and promotion of CoPs among practicing cli-
nicians may require the introduction of various incentives and feedback mechanisms, 
possibly tied to payment modalities that are currently not in place (Soubhi et al., 2010). 
In addition to the lack of systemic ability to accommodate motivating practices, com-
mon resistance to cross- institutional data sharing, o�en re�ected in pre- existing poli-
cies, further hinders the ability of physicians to access and share data (Fung- Kee- Fung, 
2009, 570).

Individual Factors

Trust is a fundamental element of CoPs. In relation to health care, the issue of trust has 
to be broken down to two dimensions: the formation of trusting relationships between 
members of CoPs and the establishment of trust between members and participating 
institutions (Fung- Kee- Fung et al., 2009).

Importantly, multi- disciplinary teams are inherently more susceptible to the perils 
of distrust and impaired communication. Fragmented and compartmentalized, con-
temporary medicine provides a fertile ground for the creation of narrow professional 
identities and, while all of them relate to the general �eld of health care, they o�en come 
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into con�ict with each other. Bartunek (2011) points out that because social identity 
boundaries within health care CoPs o�en inhibit the spread of knowledge, in order to 
be successful these groups need to stimulate cross- occupational sharing and encourage 
the formation of second, superordinate, identities as members of the larger health care 
community (i64).

Further, Tagliaventi and Mattarelli (2006) suggest that the speci�city of the practices 
of a given community and the strong collective identity of members constitute a criti-
cal factor which creates barriers to knowledge sharing. Ferlie et al. (2005) corroborate 
this view suggesting that CoPs in health can be very insular, they tend to seal them-
selves o� from contiguous communities and can become highly institutionalized. �is 
in turn creates stickiness of knowledge across boundaries, so that while learning circu-
lates e�ectively among local members, circulation between and across communities and 
locales becomes di�cult. To avoid these shortcomings, several authors suggest the need 
to identify and mobilise a series of boundary objects, boundary spanners and knowl-
edge brokers and to actively promote boundary crossing interactions which can bridge 
between and across neighbouring CoPs (Lomas, 2007; Mitton et al., 2007; Currie and 
White, 2012; Chew, Armstrong, and Martin, 2013; Waring et al., 2013).

�e role of institution is similarly important here. As collective bodies bring-
ing together complete strangers, CoPs and bene�tting institutions have to establish 
the norms of institution- based trust and sharing in order to initiate an open dialog 
(Ardichvili, Page, and Wentling, 2003). �e formation of trust between various CoP 
members and sponsoring institutions o�en involves political matters leading to the 
uneasy task of negotiating terms and the creation of shared vision between members of 
di�erent clinical teams and disciplines (Fung- Kee- Fung et al., 2009).

Dealing with Power Relations

Cliques within CoPs may become another factor endangering the successful �ow of 
knowledge among members. In some non- apprenticeship based CoPs, learners may 
never become core participants and, thus, “learning and the negotiation of meaning 
may continue to be only a re�ection of the dominant source of power” (Li et al., 2009a). 
To a large degree, the problems of full engagement stem from the highly hierarchical 
nature of medicine. �us, Nembhardt et al. (2009) remind us that medical profession-
als are conditioned into a hierarchy in which certain professional groups rank higher 
than others, thus “the lower the professional rank, the less consideration is typically 
given to that individual in clinical decision making” (30). Yet, collaborative initiatives, 
such as CoPs, require a multitude of voices and opinions in order to be successful and 
sustainable.

Sustaining the membership in CoPs when participants become disillusioned or feel 
psychological discomfort is a very challenging task (Jiwa et al., 2009). It is, thus, critically 
important not to alienate newcomers by authoritarian control or using excessively high 
standards benchmarking. Specialists coming from di�erent professional communities 
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in diverse geographical localities will always vary in their skills sets and knowledge, but 
it is bene�cial for an open dialog not to attach labels of inferiority.

Conclusions

�e notions of situated learning and communities of practice provide valuable insights 
into some of the challenges faced by health care organizations. Under increasing pres-
sure to innovate, reduce costs, and improve services, these organizations need to �nd 
e�ective means of socializing highly training professional sta� and encouraging them 
to share knowledge across professional, institutional, and geographical boundaries. 
�e notion of situated learning, in e�ect, underscores the challenges of achieving these 
broad objectives by showing that the acquisition of knowledge is not reducible to infor-
mation exchanges, but is bound up with social practices, relationships, and identities. 
�e notion of “community of practice” has foregrounded this social dimension by 
showing the role that such CoPs can play in socializing new sta�, and in encouraging the 
sharing of knowledge through reciprocity and motivated participation. �is not only 
helps us to better understand the limitations of formal organization structures, and even 
“mandated networks” in supporting organization learning and knowledge mobilization 
(Bate and Robert, 2002; Ferlie et al., 2012), it also provides a template for the develop-
ment of new CoP- based interventions better equipped to meet these challenges.

Health care organizations globally have been in the forefront of developing CoPs. 
However, this notion has o�en been translated in a piecemeal rather than systematic 
way, and has been expanded to encompass a wide range of initiatives including CoPs 
which are mandated, rather than emergent, and which apply ICT tools to engage looser 
networks made up of disparate groups and individuals rather than focal communities 
with a de�ned history and identity. �is pattern of translation makes it di�cult to gener-
alize about the potential contribution of CoPs and situated learning theory to the prob-
lems facing health care management, as outlined in the Introduction to this chapter. 
However, the range of initiatives do throw up some new questions which may help us 
better understand that contribution. As highlighted by our analysis, the forms taken by 
mandated CoPs in health care settings are diverse and therefore demand much greater 
attention to the possibilities, and constraints, of more �uid, technologically- mediated 
forms. For example, CoPs were originally viewed as an expression of situated learning. 
Is it possible that mandated CoPs may become a vehicle for overcoming the limitations 
of such learning by overcoming organizational boundaries, and supporting more col-
laborative approaches to learning and knowledge mobilization?

Finally, in relation to our introductory question of how far CoPs can help to produce 
a shi� toward a “learning culture” within health care organizations, it is clear from our 
analysis that CoPs may present themselves as both a barrier and an enabler to such a 
shi�. As tacit social networks through which identity is formed and knowledge is shared, 
CoPs may actually reinforce the boundaries between groups, and thus undermine 
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attempts to produce knowledge and learning as an organizational or systemic resource 
(Swan, Scarbrough, and Robertson, 2002). Conversely, the mixed outcomes achieved by 
mandated CoPs to date suggest that further research is needed on adapting their form to 
speci�c contexts if they are to properly ful�ll their potential and support moves toward 
a learning culture
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Chapter 12

Mobilizing Knowled ge in 
Health Care

Huw Davies, Alison Powell, and 
Sandra Nutley

Introduction

Knowledge of all kinds underpins the work of health care organizations, and the past 
50 years or so have seen substantial increases in the creation, collation, and communica-
tion of diverse kinds of knowledge. In particular from the 1990s there has been a wide 
range of initiatives aimed at creating robust knowledge (o�en referred to as “evidence”) 
and making sure that such knowledge is applied to best e�ect. In the UK recent ini-
tiatives have included the development of the Collaborations for Leadership in Applied 
Health Research and Care (CLAHRCs) and the Academic Health Science Networks 
(AHSNs), both of which aim to bring together health service and research organiza-
tions to increase the application of research in the provision of health services. Similar 
initiatives have been developed by organizations like the Canadian Institutes of Health 
Research, the Canadian Foundation for Healthcare Improvement, the Institute for 
Healthcare Improvement in the US, and the Sax Institute and the National Health and 
Medical Research Council in Australia. In parallel there has been growing interest in 
the potential for evidence- informed policy in health care, fuelled both by the growth of 
evidence- based medicine and by wider public sector trends towards forging closer links 
between research and policy.

Knowledge is needed to underpin health care policy, to help shape organizational 
design and management, and to inform the day- to- day practices of health care practi-
tioners. Of particular interest is the knowledge that comes from careful and replicable 
study, that is from research. However, research- based knowledge does not sit in iso-
lation, but rather sits alongside other forms of knowledge, such as that derived from 
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experience (sometimes called experiential knowledge, including aspects of tacit knowl-
edge) and that derived from values (i.e., preferences and ideologies).

In this chapter we explore the nature, use, and �ow of knowledge in health care organ-
izations, focusing especially on the role of research- based knowledge and its interactions 
with other forms of knowing. Central to our concerns is the observation that knowledge 
“�ows” are o�en slow, intermittent and uncertain, and that active strategies to “mobi-
lize knowledge” are needed if the latent power of research- based knowledge to inform 
services is to be realized. At this point we should acknowledge that there is a bewilder-
ing array of terminology in the �eld around “knowledge.” Di�erences in terminology 
re�ect widely di�ering assumptions and presumptions about the world, how it operates, 
and how (or indeed, whether) knowledge can be managed. For example, “dissemina-
tion,” “research into practice” and “knowledge transfer” tend to be terms that re�ect a 
more linear uni- directional conceptualization of knowledge use, whereas terms such 
as “knowledge translation,” “knowledge- to- action” and “knowledge exchange” embody 
greater acknowledgement of non- linearity, multi- way knowledge interaction, and sys-
tem complexity (these issues are unpacked in greater depth subsequently). For our 
purposes here we use the umbrella terms “knowledge mobilization” and “mobilizing 
knowledge” to cover any activities aimed at collating and communicating research- 
based knowledge within the health care system.

We begin by discussing the nature of knowledge, before exploring what it means to 
use research- based knowledge in health care policy and management. We then examine 
some of the models, theories and frameworks that have been used as both descriptions 
and prescriptions for understanding knowledge in policy and organizations, showing 
the evolution of thinking from “rational, linear models” to ideas of knowledge being 
embedded in “complex adaptive systems.” �e second half of the chapter then explores 
the audiences and actors involved in knowledge mobilization, and assesses the nature 
of the supporting practices needed. Our focus here is more on how research- based 
knowledge informs health care policy and management, and on the organizational and 
managerial supporting arrangements for evidence- based (or evidence- informed) prac-
tice, than on the details of professional practice change per se. A strong emerging theme 
here is the need to have a clear sense of the context in which knowledge dynamics are 
playing out.

What Is Knowledge?

�ere is no simple or singular de�nition of knowledge (Contandriopoulos et al., 2010). 
Even when the focus is on research- based knowledge, there is considerable complexity 
and nuance as to the nature of that knowledge. Di�erent terminology around knowl-
edge mobilization, and di�erent models of the processes by which knowledge is cre-
ated, �ows and in�uences (see later), make di�erent assumptions about the nature of 
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knowledge. �e underpinning paradigms that lie behind these models embody di�er-
ent assumptions about both the nature of the reality being explored (the ontology) and 
how one might come to know that reality (the epistemology). For example, positivism 
assumes that knowledge can be uncovered and expressed in generalizable laws, con-
structivism holds that knowledge is socially constructed and that there are multiple 
truths, and critical theory analyses the relationship between knowledge and power.

Such distinctions are o�en applied to the underpinning research whose �ndings are 
being mobilized. Yet these distinctions apply equally to the preconceptions about the 
organizational world within which such �ndings are intended to have e�ect. In other 
words, models of the knowledge mobilization process have paradigmatic assumptions 
(about, for example, the nature of organizational reality) as much as the research being 
mobilized does.

Varying types of knowledge have been identi�ed in the literature, and these can 
be brought together and categorized in di�erent ways. For example, types of knowl-
edge can be grouped according to the source: does the knowledge arise from struc-
tured data gathering (empirical knowledge), from practical experience (experiential 
knowledge) or from abstract discourse and debate (theoretical knowledge)? Another 
grouping in the knowledge mobilization literature contrasts explicit knowledge (such 
as that which can be set down in declarative statements and embodied in instructional 
guidelines) and the less- codi�able “tacit” knowledge held by individuals and groups 
(Denis and Lehoux, 2013). Both types of knowledge may be used to inform decisions 
in policy, management and practice settings but tacit knowledge may not be suscep-
tible to clear de�nition and explicit description. Amalgamations of explicit and tacit 
knowledge in clinical contexts have been referred to as “mindlines” (Gabbay and Le 
May, 2011).

Going further, one theory of knowledge creation (Nonaka, 1994) holds that there is a 
close relationship between tacit and explicit knowledge. It suggests that new knowledge 
is created most rapidly when conversion between di�erent forms of knowledge occur 
continually (e.g., from tacit to explicit and from explicit to tacit). A related categoriza-
tion, drawing on work by Aristotle, distinguishes between episteme (scienti�c knowl-
edge), techne (cra� knowledge) and phronesis (situation- speci�c practical wisdom and 
the ability to apply generic knowledge to the current case) (Greenhalgh and Wieringa, 
2011). �ese di�erentiations of di�erent types of knowledge highlight the complexity of 
the relationships between research �ndings and the knowledge needed to accomplish 
e�ective actions in health care.

Research- Based Knowledge

�ere are also many methodological categorizations of research- based knowl-
edge (Nutley, Powell, and Davies, 2013). �is is not just a distinction between quan-
titative and qualitative �ndings; there are also a variety of more- or- less hierarchical 
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distinctions, o�en with implicit or explicit endorsements as to their validity (Bagshaw 
and Bellomo, 2008; Petticrew and Roberts, 2003). A further stream of literature distin-
guishes between knowledge as data and knowledge as ideas, asserting that data, infor-
mation and knowledge lie on a continuum and di�er in the extent to which human 
processing and judgement are needed (Greenhalgh, 2010). Such literature also con-
siders the extent to which knowledge has been processed, synthesized, “recycled,” re- 
interpreted or adapted and whether the knowledge is speci�c to a particular issue and 
context, or whether it is more general. Similar notions underpin the “knowledge to 
action” framework (Graham et al., 2006). Here, knowledge creation is composed of 
three phases, each involving a greater degree of processing: knowledge enquiry (�rst 
generation knowledge), knowledge synthesis (second generation knowledge) and the 
creation of knowledge tools such as practice guidelines and algorithms (third genera-
tion knowledge).

Knowledge or Knowing?

But should we even be talking of research- based knowledge as a separate isolatable 
“thing”? If knowledge is seen as socially embedded, then separating “it” from its con-
text begins to look problematic. Perhaps, instead, we need to think more of knowledge- 
in- context— or “knowledge- in- practice- in- context,” as Gabbay and le May describe 
“mindlines” (Gabbay and Le May, 2011). Such considerations lead to a series of chal-
lenging questions about research knowledge, such as: who is (or should be) involved in 
setting the research agenda and in deciding what issues warrant the production or col-
lation of research- based knowledge? Who is involved in producing that knowledge and 
what are the power dynamics around what is de�ned as knowledge (Fazekas and Burns, 
2012; Oborn, 2012)? Is knowledge produced “elsewhere” by research specialists? Or is 
knowledge co- produced in situ by potential research users and researchers working col-
laboratively, and what are the bene�ts and disadvantages of this? Who de�nes who are 
the relevant stakeholders and by what processes are they involved? Many of these issues 
link to the discussions explored later in this chapter about the actors, audiences and 
activities around mobilizing knowledge.

An Ecology of Knowledge

Several authors (Contandriopoulos et al., 2010; Gabbay and le May, 2004, 2011; Oborn, 
Barrett, and Racko, 2013)  argue strongly from empirical study that research- based 
knowledge does not occupy a privileged position. Instead it sits alongside and com-
petes with other forms of existing, structured and contextualized knowledge (e.g., 
professional knowledge and professional judgement). It follows then that there is not a 
direct correlation between attributes of the knowledge (e.g., the internal validity of the 
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research- based knowledge) and the likelihood of subsequent use (Contandriopoulos 
et al., 2010). For example, professional consensus- based guidelines may be valued more 
than research- based guidelines despite having a weaker evidence base. �ere is thus an 
ecology of knowledge, where research- based knowledge must compete with other ways 
of knowing for in�uence.

Implications for Knowledge Mobilization

Taken together then, these observations have a number of implications for knowl-
edge mobilization. First they suggest that knowledge mobilization practices need 
to consist of mixed portfolios of activities that are heavily shaped by the types of 
knowledge under consideration. Second, the concern that actionable messages for 
decision- makers may more properly be seen to come from syntheses and systematic 
reviews rather than from single studies (Lavis et al., 2003; Wilson et al., 2010) would 
suggest that research and health care organizations should focus their mobilization 
e�orts more on bodies of research- based knowledge than on the promulgation of indi-
vidual pieces of work. �ird, knowledge mobilization activities may need to di�er-
entiate more clearly between information (data) and knowledge (Holmes, Scarrow, 
and Schellenberg, 2012); these may require di�erent kinds of interaction between 
researchers and users and hence di�erent kinds of knowledge translation training 
and support. Fourth, knowledge mobilization leaders may need to consider how they 
can support the interaction and integration of di�erent types of knowledge, includ-
ing perhaps deliberative processes that seek to surface hidden assumptions and tacit 
knowledge.

Finally, although there may be no absolute correlation between the attributes of 
research- based knowledge and its subsequent use (as it competes with other forms of 
knowing in the local context), it is still important to consider the attributes of research 
that help to make it more conducive to uptake: for example, if the research- based knowl-
edge is perceived by the potential users to be credible, accessible, relevant, based on 
strong evidence, legitimate and endorsed by respected opinion leaders (Walter, Nutley, 
and Davies, 2005). Tailoring the format and presentation method of knowledge prod-
ucts to the intended users can also make the knowledge that they contain more acces-
sible (Cordingley, 2008; Pentland et al., 2011).

What Is Knowledge Use?

As well as there being no singular de�nition of knowledge in the literature (as discussed 
above) there are also multiple competing de�nitions of knowledge use in that literature, 
with no one de�nition dominating (Contandriopoulos et al., 2010).
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Basic Types of Knowledge Use

Given our central concern with the use of research- based knowledge, it is appropriate to 
start with a common and recurring typology (Estabrooks et al., 2011; Lavis et al., 2003; 
Sudsawad, 2007) that suggests that there are three main types of research use: instru-
mental, conceptual, and symbolic:

• Instrumental/ direct use: applying research �ndings in speci�c and direct ways to 
in�uence decision choices.

• Conceptual/ indirect use: using research results for changing understanding 
or attitudes, including introducing new conceptual categories, terminology or 
theories.

• Symbolic/ political/ persuasive use: using research �ndings to legitimise and main-
tain predetermined positions, including the “tactical use” of research, for example 
justifying inaction while awaiting further study.

�ese di�erent types of use may be a�ected by many di�erent factors. For exam-
ple, direct use is associated with well- de�ned decision- taking; conceptual use may be 
longer- term and more percolative, and only readily discernible in retrospect; and sym-
bolic use may be closely associated with political argument and the use of mass media. It 
is likely, however, that all three will be seen simultaneously (although perhaps di�erently 
weighted) in some settings and for some issues. �e categorizations above are related to, 
and have some overlap with, the in�uential typology produced earlier by Weiss (Weiss, 
1979) which maps the ways that research based knowledge may be used into seven dif-
ferent categories:

 1. Knowledge driven: where research produces knowledge that might be relevant 
to public policy decisions. �is is closely aligned with the direct and instrumen-
tal use noted above (and is central to strategies of research “push”) but can also 
encompass more conceptual uses of research where the knowledge shared is more 
theoretical or conceptual in nature.

 2. Problem- solving: where research is sought out that can provide empirical evi-
dence to help solve contemporary policy problems. �is again is most o�en asso-
ciated with an instrumental approach (and with notions of research “pull”), but 
can also encompass some conceptual rethinking.

 3. Interactive: where those engaged in policy, management or practice seek infor-
mation from a variety of sources to help make sense of their problems and develop 
solutions. �is is associated with “linkage and exchange” approaches to knowl-
edge mobilization (Lomas, 2000) and may encompass both direct and indirect 
uses of research.

 4. Political/ symbolic: policy makers and other high- status actors search for knowl-
edge to help justify their positions, so research- based information becomes 
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ammunition for whichever side �nds it most useful. Intermediary agencies with 
well- de�ned value sets may seek to exploit such opportunities.

 5. Tactical: where those who could be (and perhaps should be) research- users 
fund or require new research to avoid taking action. Funders and research pro-
ducers may each see opportunities here for longer- term gains in research- based 
knowledge.

 6. Enlightenment: where research has gradual in�uence over time in shaping con-
ceptualizations of the issues and framings of the policy agenda. Recognition of 
these slower percolative processes may lead agencies into planning for the longer 
term by focusing on social processes.

 7. Societal: where policy interest, public concern and professional interests are 
meshed and stimulated by new research �ndings. Such a broader view enlarges 
the scope of organizations and agencies to encompass much broader sets of 
stakeholders.

Knowledge use categorizations, like those above, can further be teased out by addi-
tional analysis within each category. For example, instrumental use may be con-
cerned with decisions that impact on professional processes, individual patient 
outcomes or aggregate economic outcomes (Scott et  al., 2012)  and each of these 
can become targets or goals of knowledge mobilization activities. An alternative 
view (Lavis et al., 2003) might look for impacts on knowledge- use processes (such 
as knowledge being seen, discussed, and cited), intermediate outcomes (such as 
key actors’ awareness and attitudes) and decision outcomes (evidence- supported 
change). Combinations and hybrids of these typologies of use and impact are of 
course possible, and a consideration of these may help to sharpen the strategic focus 
of knowledge mobilization.

�e “Politics” of Research- Based Knowledge Use

Some commentators have sought to expose and critique the limited way in which 
the use of research- based knowledge is traditionally de�ned. Drawing on Habermas’ 
framework of “knowledge- constitutive interests,” Murphy and Fafard (2012) de�ne 
three types of knowledge use:  instrumental (i.e., problem- solving), hermeneutic  
(i.e., explanatory) and emancipatory (i.e., equity- seeking). �e authors suggest 
that most conventional knowledge mobilization approaches focus on instrumental 
problem- solving and argue that social research has, or should have, other goals that 
are aimed at hermeneutic and emancipatory objectives. Such a reading brings to the 
fore political considerations as to whether knowledge mobilization strategies seek 
to work with the grain of existing policy and practice presumptions, or to challenge 
these from a values- based position (Brown, 2013; Nutley, Walter, and Davies, 2007; 
Weiss, 1995).
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Implications for Knowledge Mobilization in Health Care

So, for health care managers developing knowledge mobilization work, it may be impor-
tant to consider the types of “use” they are aiming to in�uence and to what end. �e 
centrality or otherwise of research is a key consideration for knowledge mobilization 
strategies. �at is, do we wish to see evidence- based actions, evidence- informed actions 
or just activities that are evidence- congruent or simply evidence- aware?

Modeling Knowledge Flows Within 
and Between Organizations

Mobilizing knowledge is about making connections. Much of the literature on knowl-
edge mobilization discusses the complex institutional, professional and social environ-
ments within which knowledge is created and �ows (or, more o�en, gets stuck). While 
some of these discussions lay heavy emphasis on “context” as a mediator (which we 
cover later) there is also more speci�c consideration of the role of speci�c networks of 
interests or the practical con�gurations of research and brokering agencies and health 
care organizations, and the relationships that they create.

A framework that is increasingly well known (and resonant with other framings) is 
the “three generations” framework (Best and Holmes, 2010). �is proposes that there 
have been three stages or generations of thinking about knowledge to action pro-
cesses: linear approaches, relationship approaches and systems approaches. �e authors 
set out the characteristics of each of these approaches and suggest conditions under 
which such approaches might be more or less appropriate (see subsections following). 
While these approaches are o�en linked to historical developments, with ideas of pro-
gression of thinking from “simple” linear models to “complex” systems thinking, it may 
be more helpful to think of these as parallel models of the knowledge mobilization sys-
tem with contingent application and di�erent strengths and weaknesses.

Linear Conceptualizations of Research Flow

Linear models of connectivity have dominated the literature, and such thinking can 
be seen underpinning many of the models and frameworks in use (Walter et al., 2004; 
Brown, 2012). Sitting within the linear conception (and, to a lesser extent, within the 
relational view) is the “two communities” perspective: the idea that there are two sepa-
rate social worlds of knowledge production and knowledge application, and that there is 
limited interconnectivity between these. However, more expansive views of knowledge 
(see earlier discussions on the nature of knowledge) contribute to a weakening (some-
times considerable) of such neat categorizations.
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Despite being very widely used in health care and elsewhere (Best and Holmes, 2010; 
Brown, 2012), linear models have received signi�cant critique: they tend to see “knowl-
edge” as a transferable product; they place much emphasis on individuals and their 
rational cognitions; and they fail to address notions that knowledge is translated into 
practice in a social, collective and situated manner (Nutley, Walter, and Davies, 2007; 
Oborn, Barrett, and Racko, 2013). An additional concern is that the evaluation research 
around knowledge mobilization has tended to evaluate linear approaches rather than 
more complex forms (Oborn, Barrett, and Racko, 2013), providing both symbolic and 
practical encouragement to organizations to continue to use these approaches.

Relational Considerations in Research Connectivity

A shi� from linear approaches to more relational approaches has been observed in the 
health sector and generic management literatures a�er 2000 (Ferlie et al., 2012). One 
of the underlying premises of relationship models is that learning is a social and situ-
ated process. �is means that knowledge mobilization is political: there is negotiation 
around competing meanings of “knowledge” and “evidence,” and around issue- framing 
and problem de�nitions.

In relationship models, the emphasis is on “linkage and exchange” (Lomas, 2000), 
suggesting more engagement with potential users than is implied with “push” or “pull” 
approaches (Tetroe et  al., 2008). �e degree of engagement ranges from dialogue 
between researchers and practitioners through to collaborative engagement in pro-
ducing research evidence (co- production) and in working together to implement evi-
dence (e.g., in action research approaches or quality collaboratives) (Mitton et al, 2007; 
Pentland et al, 2011; Ovretveit et al, 2014). A recent study (Cooper, 2014), which may be 
the �rst to map the work of knowledge brokering organizations, found that the organi-
zations carried out a wide range of brokering functions including building partnerships, 
raising awareness, capacity building, implementation support and policy in�uence. 
Relationship approaches draw on a range of theories including principal- agent theory; 
communities of practice; social capital; organizational learning; socio- cultural learning; 
and resource- dependence (Honig and Venkateswaran, 2012). Key features of relation-
ship approaches to knowledge mobilization are an emphasis on accountability, reci-
procity and respect for the other party’s knowledge.

A common critique of relationship approaches (Oborn, Barrett, and Racko, 2013) is 
that many models and approaches fail to fully acknowledge the implications of con-
�ict over what constitutes knowledge, and give insu�cient attention to meaning/ power 
negotiations. Indeed Ferlie et al. (2012) suggest that post- modern accounts that empha-
sise power are a further stage on from relational models. An additional concern is that 
the relationships that are possible will depend on the skill- sets and personalities of those 
involved; many researchers may feel most con�dent in talking about research �nd-
ings to their academic peers rather than to policy or managerial actors. Such relation-
ships are also a�ected by organizational turbulence: if there is high turnover in policy, 
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management, practice or academic settings, then it will be more di�cult to develop ongo-
ing relationships (Ettelt, Mays, and Nolte, 2013). Some of these issues reappear when we 
discuss the actors, audiences and actions needed for e�ective knowledge mobilization.

Systems �inking in Knowledge Mobilization

�ere is no consistent use of the term “systems thinking,” encapsulated by Best et al. 
(2009) as an approach that “recognises that relationships are shaped, embedded and 
organized through structures that mediate the types of interactions that occur among 
multiple agents with unique rhythms and dynamics, worldviews, priorities and pro-
cesses, language, time scales, means of communication and expectations” (628). �ere 
is however increasing support for the idea that health systems need to be seen as com-
plex assemblages of interlocking networks that cannot be understood in terms of linear 
and “rational” relationships but are instead conditional, contextual and relational (Riley, 
2012). Reviews suggest that although the knowledge mobilization literature is now begin-
ning to embrace systems thinking, practical tools and strategies have yet to emerge (Best 
et al., 2009; Riley, 2012). In addition, reviewers suggest that there are many key aspects 
of a systems approach to knowledge that have not yet had su�cient attention, including 
the nature of evidence and knowledge, the role of leadership and the role of networks 
(Best and Holmes, 2010). Exploring this further, Contandriopoulos et al. (2010) suggest 
that there are three core aspects of systems that in�uence knowledge use within that sys-
tem: polarization (the extent to which the potential users share similar opinions and pref-
erences or are widely divergent in their views); cost- sharing (the distribution between 
research producers, intermediaries and users of the resource costs associated with knowl-
edge use); and social structures (e.g., formal and informal communication networks).

�e evolution of thinking around the connections and con�gurations that support 
knowledge mobilization has highlighted the limitations of “two communities” thinking, 
suggesting that standard “push” approaches are unlikely to result in practice or policy 
change. Knowledge mobilization strategies that take a relational view, and that work 
within and through existing networks, or that seek to build new networks, can draw on 
a wide array of concepts and theories to help shape their actions. In doing so, they will 
need a nuanced understanding of the role of power, and insights from political science 
may be of some help here. Although there is increasing support for a systems approach 
in principle, a lack of practical tools and detailed guidance means that it has been dif-
�cult to operationalise these ideas into innovative knowledge mobilization strategies 
(Best et al., 2009; Riley, 2012; Willis et al., 2012, 2014).

A Plethora of Models, �eories and Frameworks

Beyond these broad categorizations of thinking articulated by Best and Holmes 
(2010) (i.e., linear, relational and systems thinking) the literature documents a bewil-
dering variety of detailed models, theories and frameworks. �e models have diverse 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   288 12/30/2015   11:53:46 AM



Mobilizing Knowledge in Health Care   289

underpinnings and assumptions, and draw on distinct disciplinary concepts from psy-
chology, sociology, organization studies, implementation science and political science. 
�ey vary in the extent to which they draw narrow or more inclusive boundaries around 
what counts as knowledge, and some di�er in their primary areas of application (e.g., 
being either policy or practice focused, with few being expressly directed at service 
management knowledge).

Many of these models are primarily descriptive of the processes around knowledge 
creation/ �ow/ application, and they tend not to be explicit about the necessary con�g-
urations, actions or resources that will underpin successful knowledge mobilization. 
�at is, they do not readily provide prescriptions for a coherent knowledge mobilization 
strategy or e�ective action (Pentland et al., 2011). In addition, with a few notable excep-
tions, the models have received only limited empirical testing. �e models that have 
been tested empirically to some degree include the PARIHS framework (Kitson, Harvey, 
and McCormack, 1998); the Knowledge to Action framework (Graham et al., 2006); the 
Ottawa Model of Research Use (Logan and Graham, 1998); the Consolidated Framework 
for Implementation Research (Damschroder et al., 2009) and the conceptual framework 
of the knowledge transfer process developed by Ward, House, and Hamer (2009).

�e empirical studies provide useful accounts of these models in use, demonstrate 
the range of available frameworks, and illustrate the challenges of operationalizing these 
frameworks into prescriptions for knowledge mobilization strategies. However, none of 
the models listed have been comprehensively evaluated, and the majority of the other 
models in the literature have been subject to even less empirical testing. Indeed, given 
their descriptive rather than prescriptive orientations, veri�cation and validation may 
be more realistic prospects for the future than evaluative testing.

Implications for Knowledge Mobilization

�e sheer range and diversity of models, theories and frameworks available for understand-
ing knowledge mobilization in health care presents signi�cant challenges for managers 
and researchers in the �eld. Drawing insights from multiple models, and adapting models 
before application is likely to be key, as is recognizing the assumptions inherent in di�erent 
models about, for example, the nature of knowledge, or the nature of knowledge use.

Audiences, Actors and Actions 
for Effective Knowledge Mobilization

Audiences and Actors

�e potential “audiences” for research- based knowledge fall into diverse categories 
(Lavis et  al., 2003), including other researchers, members of the public and service 
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users, professional practitioners, health service managers and policy makers. Clearly 
none of these are discrete categories (Contandriopoulos et al., 2010), and individuals 
may belong to more than one group. Multiple identities and group memberships may 
constrain or facilitate actions around knowledge mobilization.

�ere has been relatively little empirical work on the actual or potential roles and 
responsibilities of di�erent knowledge mobilization actors (Tetroe et  al., 2008), but 
Lavis et al. (2003) suggest two key questions in de�ning a narrower group of stakehold-
ers in a given situation: �rstly, who can act on the basis of the research knowledge and 
secondly, who can in�uence those who can act? �ese questions helpfully give prom-
inence to the issue of power, which many authors (Ferlie et al., 2012; Oborn, Barrett, 
and Racko, 2013) suggest has been neglected in relation to understanding of knowledge 
mobilization.

Despite the general lack of attention paid to the role of di�erent players in knowl-
edge mobilization, there is a strong focus in the literature on “knowledge brokers” 
and other “mediator” roles. Indeed, a growing number of empirical studies (Cameron 
et al., 2011; Chew, Armstrong, and Martin, 2013; Cooper, 2010; Lightowler and Knight, 
2013; Meagher, 2013) have investigated these roles. A range of functions have been sug-
gested including: problem de�nition; research synthesis; facilitating access to research 
knowledge; developing outputs that are more accessible to users; and developing and 
brokering networks and other connections (Phipps and Morton, 2013; Sebba, 2013). 
Linking and mediator roles have been promoted in many organizational settings and 
are perceived by health organizations to be an important component of the organiza-
tional infrastructure to encourage evidence use (Ellen et al., 2013). However, one review 
(Contandriopoulos et al., 2010) suggests that the structural position of brokers within 
organizations may mean that they have most scope to intervene in contexts where there 
is low polarization of views (i.e., where actors already share similar views on key issues) 
and signi�cant user investment in knowledge exchange, and that they may have limited 
ability to have an impact on the many existing networks that exist outside formal com-
munication channels.

Conceptual uncertainty remains around who should perform knowledge broking 
and what activities should be encompassed by the role (Levin and Cooper, 2012; Sebba, 
2013). For example, it is unclear whether and in what ways knowledge broker roles are 
di�erent from other roles like opinion leaders, facilitators, champions, change agents 
or linking agents (�ompson, Estabrooks, and Degner, 2006). Leadership (includ-
ing endorsement of the evidence from expert and peer opinion leaders) is regarded 
in the literature as important in knowledge mobilization (Walter, Nutley, and Davies, 
2005) but the requirements of roles here also remain under- speci�ed. Although lead-
ership has been addressed in other literatures, the precise nature of leadership and its 
de�ning qualities have not yet been fully addressed in the knowledge mobilization lit-
erature (Best and Holmes, 2010).

One �nal group that has largely been absent from the literature (and practice) of 
knowledge mobilization is the public or service users. While patient and public involve-
ment has been strongly encouraged in research and service (re- ) design, the literature 
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has been largely silent on the potential knowledge mobilization role of these groups. 
One exception here is more recent work that has considered the evidence base on 
patient- direct and patient- mediated knowledge mobilization interventions (Grimshaw 
et al., 2012; Stacey and Hill, 2013). �e challenges and opportunities of greater involve-
ment of patients and the public are underexplored and, perhaps, underexploited.

While roles matter, some authors argue that there has been disproportionate empha-
sis on individuals and their roles in relation to knowledge mobilization. �ey argue that 
sustainable knowledge mobilization requires multi- level systemic changes (Holmes 
et  al., 2012)  alongside appropriate technological and organizational infrastructures 
(Grimshaw et al., 2012) and that greater attention needs to be paid to the organizational 
systems in which individuals work and which strongly a�ect what they are able to do 
(Levin, 2011). Such critiques draw attention to broader concerns about organizational 
design, control and development, so that knowledge mobilization is seen in a more inte-
grated way as part of broader organizational dynamics, rather than something separate 
to be “gra�ed on.”

From Roles to Actions

To further their goals, knowledge mobilization strategies need not only to identify 
audiences and clarify roles, but they need also to develop action plans and commit 
resources. �e actions taken will depend on the underlying model of knowledge 
mobilization being used (explicitly or implicitly), and the resource requirements di�er 
for di�erent models of knowledge mobilization. �e wide variety of models discussed 
earlier have largely not yet been tested as prescriptions for practice, so it is not clear 
how suitable they are for planning and evaluating knowledge mobilization strategies 
(Ward, House, and Hamer, 2009). Many models provide a quite general overview of 
knowledge mobilization rather than analysing the key features and intended e�ects 
of speci�c knowledge mobilization interventions (Boyko et al., 2012). �ey thus leave 
unaddressed the speci�c actions required and the resources needed. Indeed, many 
models seem more descriptive of how change occurs rather than directly addressing 
the planning of change initiatives (Graham, Tetroe, and the KT �eories Research 
Group, 2007).

Some sets of activities have been identi�ed in the literature that might form the �rst 
step in operationalizing a knowledge mobilization strategy. For example, Walter, Nutley, 
and Davies (2003) highlight the key underlying mechanisms that can be used to build 
research impact, including:  dissemination; interaction; social in�uence; facilitation; 
incentives; and reinforcements. A major review in 2012 (Powell et al., 2012) collated 68 
speci�c implementation actions for knowledge mobilization, grouped according to six 
key implementation processes: planning; educating; �nancing; restructuring; managing 
quality; and attending to the policy context. In practice, many strategies will involve a 
judicious mix of these, and selecting the appropriate mix and emphases remains to be 
addressed.
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Taking a holistic view of encouraging research use, one review in social care (Walter 
et al., 2004) sets out a collection of imperatives, each of which might suggest collections 
of (resourced) activities that need to be planned. �ese include:  ensuring a relevant 
research base; ensuring access to research; making research comprehensible; drawing 
out the practice implications of research; developing best practice models (e.g., pilot or 
demonstration projects); requiring research- informed practice (e.g., through regula-
tory in�uence); and developing a culture that supports research use. Again, these broad 
categorizations leave much detail that needs to be �eshed- out in speci�c local contexts.

All the above suggest that actions are required across a number of spheres. �is 
draws attention to the potential for balanced and multifaceted activities in knowledge 
mobilization. While some reviews suggest that multifaceted approaches are more 
e�ective than single interventions (Boaz et al., 2011), some authors suggest that mul-
tifaceted approaches may not always be appropriate: there is a risk of a “scattergun” 
approach, and the e�ectiveness of multi- component approaches will depend on the 
interaction of the di�erent mechanisms within particular contexts (Nutley, Walter, 
and Davies, 2009). One review of strategies used in public health (LaRocca et  al., 
2012) found that simple or single strategies were in some cases as e�ective as com-
plex multi- component interventions, and suggested that this was because key mes-
sages might be diluted or harder to comprehend in complex multiple interventions. 
Multifaceted approaches are also likely to be more costly than single interventions 
and consideration needs to be given to how the di�erent components might interact 
(Grimshaw et al., 2012).

Implications for Knowledge Mobilization

�is account of the actions and resources needed for e�ective knowledge mobiliza-
tion has many implications. It draws attention to the wide array of actions needed, 
the breadth and diversity of actions available, the complex and vexed issue of resourc-
ing these, and the need for coherent, interlocking, and mutually reinforcing actions 
within and across agencies. It also draws attention to the signi�cant gap between the 
articulation of a process of knowledge mobilization (seen in many of the models, theo-
ries and frameworks) and the translation of those accounts into workable, practicable, 
properly- resourced strategies within speci�c organizational contexts. �at is, much of 
the conceptual background reviewed in this chapter does not readily lend itself to the 
creation of action plans for health care managers or actors in other parts of the health 
care system. At the heart of these di�culties lies an uncertainty about whose role it 
is to facilitate knowledge mobilization, with particular tensions between those seek-
ing to “push” knowledge and those seeking to support “pull.” In some senses, e�ective 
knowledge mobilization is a system property, and yet individual actors and agencies 
have to operate independently and are uncertain in coordination. Creating the con-
ditions for shared goals, co- investment and coordinated actions remains a major 
challenge.
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The Importance of Context

Scholars of knowledge mobilization are usually sensitive to the potentially facilitat-
ing or (more usually) inhibiting e�ects of the local environment on knowledge �ows 
(Contandriopoulos et al., 2010). As Greenhalgh et al. (2004) assert: “the multiple (and 
o�en unpredictable) interactions that arise in particular contexts and settings are pre-
cisely what determine the success or failure of a dissemination initiative”.

�e “context is important” strand in the knowledge mobilization literature has a 
long history in organizational research (�e Health Foundation, 2014). �e processual- 
contextual perspective (e.g., the content, context and process framework) (Pettigrew, 
1985; Pettigrew, McKee, and Ferlie, 1988) has informed a number of studies in the change 
literature in recent decades (Armenakis and Bedeian, 1999). It is re�ected in Pawson and 
Tilley’s well- known “CMO” con�guration in realist evaluation (context, mechanism and 
outcome) (Pawson and Tilley, 1997) and in the PARIHS framework (Promoting Action 
on Research Implementation in Health Services) (Kitson, Harvey, and McCormack, 
1998), which was developed in part to address the lack of attention to context in earlier 
models (Estabrooks et al., 2006). �e importance of context in quality improvement 
in health care and the key empirical �ndings from the literature have recently been 
explored in a publication for the Health Foundation (�e Health Foundation, 2014).

In relation to in�uencing policy, a recent review (Moat, Lavis, and Abelson, 2013) also 
emphasises the importance of an analysis of context and refers to two frameworks: the 
“3is” of political science (institutions, interests, ideas) and to the framework proposed 
by Contandriopoulos et al. (2010) which considers issues in terms of their polarization, 
salience and familiarity. Similar frameworks are available when looking at the uptake 
of policy interventions. For example, the RE- AIM framework (Reach; E�ectiveness; 
Adoption; Implementation; Maintenance) (Best and Holmes, 2010) emphasises that it 
is the broader contextual factors that in�uence adoption, implementation and mainte-
nance and so decision- makers need to balance evidence on e�ectiveness against these 
factors.

Internal and External Context

Analytic approaches to context typically divide it into inner/ internal and outer/ external, 
although many authors emphasise that the interactions between these add to the chal-
lenges of assessing and addressing context.

Among the aspects of internal context suggested as being relevant to knowledge 
mobilization are: organizational structures and processes (e.g., the impact of modes 
of governance on research use, conditions that a�ect the facilitation and prioritization 
of research activity including incentives and levers, the degree to which service user 
preferences are accurately known and prioritized); organizational cultures (e.g., the 
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distribution of power between di�erent groups, perspectives on whose responsibility it 
is to encourage evidence use, current norms and practices, the climate for innovation); 
and organizational facilities and resources (e.g., time, equipment).

In relation to external context, the knowledge mobilization literature emphasises 
three key related aspects: the social and political climate/ culture; the degree of envi-
ronmental stability; and the extent of inter- organizational communication and norm- 
setting. Analysing all of these (internal and external) components should be a precursor 
to the development of knowledge mobilizing strategies.

Barriers and Facilitators

�ere is broad agreement then (Dopson, 2006; Fixsen et al., 2005; Levin, 2011) that con-
text is an important (if poorly understood) mediator. It is a feature of many models of 
barriers to knowledge uptake (Bhattacharyya, Reeves, and Zwarenstein, 2009) and anal-
ysis of context is one of the �ve common components shared by the majority of models 
of the knowledge mobilization process (Ward, House, and Hamer, 2009). Indeed, a large 
proportion of the knowledge mobilization literature is made up of analyses of “barriers 
and facilitators” (Mitton et al., 2007). For example, there is strong evidence for a wide 
range of generic barriers to e�ective research impact, including, for researchers, a lack 
of resources, a lack of skills and an absence of professional reward for research impact 
activities and, for research users, competing organizational pressures, an organizational 
culture that does not value research, a preference for other sources of evidence, and a 
suspicion that research may displace professional skills and experience (Walter, Nutley, 
and Davies, 2003). In similar vein, the Cochrane E�ective Practice and Organization 
of Care (EPOC) group classi�es barriers to change into nine categories (information 
management, clinical uncertainty, sense of competence, perceptions of liability, patient 
expectations, standards of practice, �nancial disincentives, administrative constraints, 
and a miscellaneous category) (Grimshaw et al., 2012).

Although identifying and addressing key barriers is recommended in many knowl-
edge mobilization models as an important consideration when choosing a strategy, 
many important barriers a�ecting knowledge use (e.g., di�culties arising from working 
in multi- professional teams) are long- standing and complex and are not actually eas-
ily addressed (Grimshaw et al., 2012). Moreover, this marked emphasis in the literature 
on understanding barriers and facilitators has been critiqued for leading to a narrow 
“technicist” understanding of knowledge mobilization rather than one that is attentive 
to knowledge mobilization as an interactive, social and deeply situated process (Ward 
et al., 2012).

In contrast, the contextual approach taken by Ward et  al. (2012) proposes that a 
detailed understanding of local inter- personal interactions, shared experiences and 
networks may be particularly useful in considering how opportunities for knowledge 
mobilization emerge or are constrained within an organizational setting. �us they see 
context as playing a dynamic and interactive role with local actions, not simply existing 
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as a passive and inhibiting backdrop. �is perspective emphasises the importance of 
assessing the existing “naturalistic” knowledge exchange processes that are already 
occurring (for example in relation to other innovations or change programmes), and 
building on these when planning formal knowledge mobilization interventions.

Multiple and Layered Contexts

It has also been noted that contexts are multiple rather than singular. Levin’s model of 
knowledge mobilization (Levin, 2011) refers to three types of contexts for the use of 
research: the context in which it is produced; the context in which it is used; and all 
the mediating processes between these two contexts. Emphasis is thus placed on the 
multiple dynamics at play within each context. Other authors (e.g., Nicolini et  al., 
2008) emphasise the extent to which any one sector (e.g., health care) will have di�er-
ent sub- sectors within it (e.g., clinical research, health services research, health policy) 
that may require di�erent approaches to knowledge mobilization. In that sense, con-
texts are not just multiple, parallel and perhaps overlapping, but are also nested. Indeed, 
the “complex adaptive systems” perspective (Best and Holmes, 2010; Holmes et  al., 
2012; Willis et al., 2014) emphasises how the di�erent levels of the system a�ect each 
other: interventions at one level are a�ected by, and a�ect, factors at other system levels 
(Davies and Edwards, 2013).

�ere are di�ering views about the extent to which and how contextual factors can 
be managed or even in�uenced. Many authors (e.g., Greenhalgh et al., 2004) empha-
sise that while context is important, it is also unpredictable and not easily controlled. 
Knowledge mobilization activities are embedded within a system and changes will 
only be sustained if attention is paid to the factors that in�uence that system (Best et al., 
2009).�is rules out simple prescriptions for approaches which will apply in a range 
of contexts and points to the need to design, tailor, re�ne and evaluate any knowledge 
mobilization approach with reference to the particular setting and alongside those 
who will be responsible for implementing the changes (Best et al., 2009; Greenhalgh 
et al., 2004). Advocates for an integrated knowledge mobilization research approach 
(i.e., collaboration between researchers and knowledge users) emphasise that research 
knowledge has to be integrated with contextual knowledge (e.g., population data, local 
expertise, knowledge of the characteristics of the local setting) and that this integration 
is more likely to happen if the potential users are involved in the research process from 
the outset (Bowen and Graham, 2013).

Implications for Knowledge Mobilization

For organizations seeking to develop knowledge mobilization strategies then, a thor-
oughgoing and realistic evaluation of context remains central. However, while “con-
text” is a key heading in many models and frameworks of the knowledge mobilization 
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process, it is variably conceptualized and di�erentially understood. Moreover, there is 
divergence of view as to whether context is a passive (usually inhibitory) backdrop or a 
potentially modi�able and co- optable “resource” for the knowledge mobilization e�ort. 
What is clear is that it is inadequate to treat context as merely a catch- all term for all that 
is not modelled: such an approach will disguise vital issues such as goal misalignment, 
power disparities and political practices. As yet however, tools to assess and disentangle 
the role of context in knowledge mobilization are insu�ciently developed.

Concluding Remarks

�e rapid development of research- based knowledge relevant to health care provides 
a major opportunity for more informed policy, management and professional practice 
in health care. Yet the challenges of mobilizing this knowledge in complex political and 
social systems mean that such potential has not yet been fully realized.

�is review has drawn attention to the many ways in which knowledge has been 
conceptualized, the diversity of understandings as to what constitutes “research use,” 
and the complexity of the organizational context within which evidence- informed 
change is being sought. �e profusion of terminology around these issues (with o�en 
unclear and unstated assumptions), and the proliferation of theories and frame-
works purporting to model knowledge �ows, have contributed to a rich literature 
that either appropriately re�ects the challenges of understanding this complex phe-
nomenon or needlessly complicates matters (readers may form their own opinions 
here). Translating these models for practical application and evaluating their use in 
health care policy and practice is certainly needed. Further research is also needed 
on approaches for assessing research use and impact, on sustaining and scaling up 
knowledge mobilization activities, and on applying systems theory to knowledge 
mobilization.

What is clear is that considerations of knowledge mobilization cannot neatly be 
separated from the wider political concerns of health care policy or the challenges 
of organizational dynamics. Issues of leadership, organizational culture, perfor-
mance assessment and management, professional identity and role socialization all 
impinge on how knowledge is seen, interpreted and communicated. In that sense, 
the separate development of the knowledge mobilization literature, while fruitful 
in some senses, gives rise to a need for more e�ective reintegration into the wider 
health care management literature. Situating this account of knowledge mobiliza-
tion in this collection of wider scholarly contributions on health care policy and 
management is a part of that process. �e knowledge mobilization in health care 
�eld would also bene�t from drawing on the wider range of emerging literatures 
outside health care management (e.g., cognitive psychology, behavioural econom-
ics) that show potential to enrich our understanding of how individuals and groups 
create and use knowledge.
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Chapter 13

A Discursive Approach to 
Organizational Health 

Communication

Peter Kjaer, Anne Reff Pedersen, and Anja 
Svejgaard Pors

Introduction

Communication is a key concern for health care organizations; both patients and 
health care practitioners now see communication as an indispensable aspect of the care 
continuum— in doctor– patient relations, clinical practice, hospital management, and 
health care governance. Indeed, it seems as if improved communication has become an 
almost universal prescription, whereby any issue in health care, such as quality, preven-
tive care, costs, work environment, compliance, patient satisfaction or waiting lists, can 
be articulated as problems in communication for which the solution is more or better 
communication. From a management perspective, improved communication seems 
an attractive tool, but it also carries a potentially limitless number of applications and 
interpretations. Similarly, from the perspective of health care professionals, communi-
cation constitutes a core dimension of the clinical encounter, but it also poses new chal-
lenges to professionalism. Finally, from a patient perspective, communication is pivotal 
to patient- centered health care, but it also involves new demands on patients. �ere is 
thus a need to develop a perspective on health communication that allows an evaluation 
of the wider implications of working with and improving communication.

�e phenomenon of communication can be conceptualized in numerous ways, rang-
ing from technical concepts of information transfer or linguistic concepts of language 
structure and use, to broader sociological concepts emphasizing interaction, interpreta-
tion and shared meaning. Rather than seeking to elaborate a particular theoretical con-
cept of communication, our chapter will discern the uses of ideas of communication in 
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the health care �eld. It will present three types of communication ideas and practices 
within health care to illustrate communication as an organizational and managerial 
concern.

First, we describe clinical communication ideas and practices that focus on patient- 
doctor or patient- professional communication. Patient- doctor communication is a 
classical concern within health care, in many ways predating the current organizational 
and managerial preoccupation (Ong et  al., 1995). Second, we describe extra- clinical 

communication, which includes communication ideas and practices in health care 
organizations— beyond immediate treatment and care. Human resource management 
communication in hospitals is an example of extra- clinical communication. Finally, we 
describe ideas and practices related to corporate communication, which is typically con-
cerned with the relationship between health care organizations and the broader institu-
tional or corporate environments in which they operate.

Our focus on the uses of communication ideas in various settings represents a dis-

cursive perspective on health care organization and management. Most work within the 
�eld of health communication has a strong instrumental focus on the ability to produce 
desired behavioral outcomes through communication. �ere is much less attention to 
the wider rami�cations of communication work from the perspective of organizations, 
professions and patients.

�e ability to evaluate such implications requires moving current perspectives on 
health communication from a narrow focus on communication as a tool, towards a 
broader focus on how the introduction of new communication ideals and tools denotes 
particular worldviews and practices interacting with existing worldviews and practices 
in health care settings. We argue that this discursive perspective provides a richer under-
standing of the role of communication in health care organizations but, importantly, 
also a more adequate point of departure for health care managers and other health  
care actors in relation to communication. �us a discursive perspective allows us to 
analyze and evaluate both the intended and unintended consequences of focusing on 
communication, establishing communication departments, creating communication 
policies and programs, and so on.

Our empirical focus within the broader �eld of health communication will be on 
organizational health communication (Apker, 2012, 3). Whereas health communication 
is de�ned as the use of information and communication to in�uence health outcomes,  
organizational health communication is more speci�c, emphasizing the use of com-
munication to a�ect organizational processes and outcomes. Organizational health 
communication encompasses an array of practices and phenomena: interpersonal com-
munication, written communication, aesthetic communication, public communication 
and information and communications technology in a variety of concrete settings: the 
clinic, hospital support functions, health care teams, top management, and so on.

Our ambition is to describe the �eld of organizational health communication and 
present a set of analytical lenses, rooted in a discursive perspective on organization 
that allows us to understand organizational health communication in its context and to 
identify some of its intended and unintended consequences.
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�e chapter is structured as follows.

• First, we describe how communication has become a key concern within health 
care, outlining the drivers involved in the expansion of communication ideas and 
practices over the last four decades: health care reforms, marketization of health 
care, the rise of patient centered health care and the advent of new technological 
opportunities.

• Second, we identify three distinct types of organizational health communica-
tion:  clinical communication, that is communication in the clinical interaction 
between health care professionals and patients; extra- clinical communication, 
that is organizational communication activities seeking to qualify activities in and 
especially around the core tasks in health care; and corporate communication, that 
is communication activities addressing organizational stakeholders.

• �ird, we challenge the theoretical approaches informing most contemporary 
organizational health communication research, introducing a discursive approach 
to communication that highlights the institutional history of communication, 
communication as management of meaning and the performativity of commu-
nication tools, respectively illustrated by a small case story from Scandinavian 
health care.

• Fourth, we summarise our argument, highlighting the need for further inves-
tigation of the unintended consequences of modern organizational health com-
munication and the need for health care managers to develop balanced and 
realistic expectations, limits, risks and interests in managing organizational health 
communication.

The Communicative Turn in Health 
Care Organizations

In 2007 a Norwegian regional health enterprise in charge of a number of hospitals in 
western Norway proudly announced that, “reputation building has to be an integral part 
of the workday at all levels of the organization, ranging from the provision of services 
to patients and users to the very core of leadership” (cited from Byrkje�ot and Angell, 
2011, our translation). �is quote not only articulates the great expectations of health 
care managers with respect to communication but also exempli�es the institution-
alization of organizational health communication since the 1990s in most developed 
countries. Today, most health care authorities, hospitals and other health care provid-
ers employ communication professionals, have distinct communication units, formu-
late communication strategies and policies and initiate projects or processes to, as it 
were, make communication “an integral part of the workday,” from the o�ces of top 
management to clinics and even to the ongoing interaction with patients and citizens. 
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Informing this development— and answering to its demands— a distinct research �eld 
has emerged with dedicated journals, book series, handbooks, textbooks and manuals 
for practitioners.

Organized communication e�orts in a health care setting comprise several ration-
ales, practices and techniques (for an overview, see Apker, 2012; �ompson, Parrott, and 
Nussbaum, 2011; Hamilton and Chou, 2014). It involves conscious e�orts to understand 
and change how patients experience clinical encounters while also involving strategic 
communication e�orts within health care organizations in an attempt to shape sta� 
beliefs, motivation, work practices, and routines and even attempts to in�uence poli-
cymaking, mass media coverage and public perceptions. What is shared is a common 
expectation that communication matters, that individuals and organizations should 
work systematically and even strategically with communication and that communi-
cation is an important management concern in health care organizations (Kjaer and 
Pors, 2010).

�e speci�c patterns of expansion and organization have still to be studied systemati-
cally but based on existing studies of organizational health communication we can point 
to at least four drivers for the development of the �eld: reforms, marketization, patient- 
centeredness, and technological innovation.

Organizational reforms have been an important driver in the expansion of organi-
zational health communication since the 1970s. In both Europe and in North America 
several waves of organizational and legislative reforms have transformed the environ-
ment in which health care organizations operate, creating new organizational entities 
and relationships (Moran, 1999; Scott et al., 2000; Byrkje�ot and Angell, 2007). �e 
creation of health maintenance organizations (HMOs), the rise of managed care in the 
United States— and e�orts to merge hospitals or the creation of a new division of labour 
among health care providers in most other countries has increased both political and 
public attention to health care issues. �is, in turn, resulted in a new generation of health 
care executives/ managers who were increasingly concerned with the broader organiza-
tional and political environment. Similarly, hospital reforms in Western Europe, guided 
by the ambition of cost containment and productivity, emphasise management control, 
economies- of- scale and the changing balance between political regulation and organi-
zational/ professional autonomy (Vrangbaek and Christiansen, 2005).

In this setting, the communication e�orts of health care organizations can be seen 
as attempts to strategically manage new and more turbulent environments by engaging 
with key stakeholders. In other words, reforms and restructuring create a need for man-
agers to communicate in order to maintain focus and legitimacy in a changing context. 
Some analysts have also suggested that reform processes can be seen as processes that 
aim to reconstitute health care providers as proper organizations and that the creation 
of professional communication units and the hiring of communication o�cers are sym-
bolic signposts of the “modern organization” (Røvik, 2011).

�e second driver of organizational health communication is marketization. Most 
countries have experienced processes of marketization and increased competition 
within health care. Whereas competition in the US context has o�en entailed the 
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entry of new for- pro�t actors in the �eld (Loubeau and Jantzen, 1998), competition in 
many European contexts has tended to be an outcome of political decisions to selec-
tively introduce market elements, such as purchaser- provider schemes, fee- for- service 
arrangements and diagnosis- related group, or DRG, reimbursement, into traditionally 
non- market environments (Lega, 2005). Health care reforms in most European coun-
tries have o�en been described as manifestations of a new public management phi-
losophy, aiming to restructure public services by highlighting market- like governance 
arrangements alongside an emphasis on organizational leadership, accountability and 
entrepreneurship (Vrangbaek, 1999; see also Ferlie et al., 1996).

Increasing competition and trends towards marketization not only created new tur-
bulence and uncertainty but has also challenged the very rationale of health care organ-
izations. From concepts of specialized professional organizations dedicated to curing 
patients based on expert knowledge, health care organizations are increasingly seen as 
service providers, o�ering services to particular customers whose needs could not sim-
ply be stipulated a priori by the medical profession. Competition has become a question 
of identifying and meeting demands by engaging with health care consumers— through 
orchestrated communication processes.

�e trend towards patient- centered health care (Gerteis et al., 1993; Nordgren, 2003; 
Kjaer and Re�, 2010) is a third driver of organizational health communication. Initially, 
patient- centered health care emerged as a movement that challenged the authority of 
physicians and the supremacy of the biomedical paradigm during the 1970s. Modern 
health care practices, it was said, had reduced the patient to a passive object of biomedi-
cal intervention, creating a huge gap between the subjective experience of patients and 
the assumptions and requirements of modern medicine. From the 1990s the movement 
for the humanization of health care was linked to health policy debates on quality, coor-
dination and governance emphasizing how patients could be mobilized as resources in 
health care systems plagued by high costs, excessive demands, and increased specializa-
tion (Pedersen, 2010). Accordingly, mobilizing patients as an integral part of the care 
continuum was a result of political initiatives and the work of certain health care pro-
fessions (especially nurses) and patient associations. In some cases, patient- centered 
health care merged with the ideals of marketization according to which the demands 
and choices of patient- cum- consumers could stimulate health care organizations to 
maximize e�ciency (Kjaer and Re�, 2010).

In relation to patient- centered health care, communication became a distinguishing 
feature of the relationship between patients and health care providers. Interactions were 
typically seen as communicative processes and, increasingly, the communicative capac-
ity of health care professionals and organizations were seen as equally important as bio-
medical and technical capacity (Bensing, 2000).

Finally, technological changes have, increasingly, become an important driver of 
organizational health communication (Suggs, 2006; Mechanic, 2008). Information and 
communication technologies have a�ected health care organizationsin several respects 
since the mid- 1990s. Electronic patient records provided new ways of structuring pro-
fessional communication as well as making that communication accessible to patients 
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and next- of- kin (and across health care organizations or sectors). Similarly, the advent 
of the internet, email and smartphones provided new and more �exible platforms for 
both o�cial and personal communication. Finally, the development of new interactive 
and user- de�ned social media platforms has, as it were, moved communicative inter-
actions out of formalized and controlled intra- organizational settings and into new 
networks, rendering health care professionals and health care organizations with only 
indirect in�uence on communication and information processes.

Technologically mediated communication is pervasive and partly uncontrollable. 
Patients and their networks are empowered in new and complex ways, driving health 
care organizations’ constant attention to communication platforms, opportunities, 
and risks.

�e rise and expansion of organizational health communication still needs to be 
documented in detail. �ere is a lack of comparative studies to describe the origins 
and trajectories of communication work in various contexts. In contrast to the case 
of patient safety or evidence- based medicine, the few existing studies (e.g., Kjaer and 
Pors, 2010) suggest that organizational health communication does not entail a coher-
ent set of ideas, programs and practices that have spread uniformly across contexts. It is 
therefore important to keep in mind the diversity of the phenomenon of organizational 
health communication and to avoid seeing its emergence as unilinear or even necessary.

Varieties of Organizational Health 
Communication: Clinical, Extra- 

Clinical, and Corporate

We will now focus on three varieties of organizational health communication that draw 
upon di�erent theoretical sources of inspiration with di�erent implications for practice.

Until recently, most research on communication in the health care context was preoc-
cupied with health outcomes. A broad literature on health communication has emerged 
since the 1970s (Nussbaum, 1989). In this literature, health communication is �rst and 
foremost de�ned as a means to in�uence health behavior. Research contributions typi-
cally focus on how planned communication and information interventions, such as 
information campaigns, health education and social media interaction can a�ect indi-
vidual behavior. Quantitative analyses of mass media content and audience e�ects loom 
large, whereas other methods and studies of other types of communication are less 
prevalent (Freimuth, Massett, and Meltzer, 2006; Noar, 2006). Interestingly, research 
on health communication largely bypasses health care organizations and even inter-
personal relations between patients and professionals, rather emphasizing a world in 
which medical expertise is mass- communicated to the general population or to par-
ticular audiences. Organizational issues only enter at the technical level as questions 
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of how communication or information design and planning a�ect intended outcomes 
(Neuhauser and Kreps, 2003).

However, in the world of health care, public information campaigns constitute only 
a single type of communicative activity, one that is typically beyond the purview of the 
individual health care organization. Communication does play an important role within 
health care organizations but organizational health communication o�en di�ers from 
standard perceptions of health communication. Organization- level health commu-
nication addresses a variety of audiences, including individual patients (and kin) and 
also professionals, policymakers and local communities. It may be one- way but o�en 
involves two- way communication; and the e�ects of organizational health communi-
cation may be both immediate and more indirect, in the sense that it a�ects roles and 
evaluations rather than (solely) behavior and knowledge. Finally, it draws on a wider set 
of theoretical sources of inspiration, beyond classical communication theory.

We distinguish between three varieties of organizational health communica-
tion: Clinical communication refers to communication in the clinical encounter between 
health care professionals and patients. Extra- clinical communication is a tentative term 
describing organization- level communication work, below the level of top management 
but typically outside the clinic, in the context of quality improvement programs, organi-
zational development activities, and so on. Corporate communication refers to organiza-
tional health communication in the interface between the organization and its broader 
environment.

Clinical Communication

Clinical communication is communication that takes place between patients and 
health care professionals in everyday clinical practice. �e interest in clinical com-
munication evolved with the problematization of the clinical encounter from the late 
1960s onward— in health care practice and in the sociology of medicine (Ong et al., 
1995; Roter and Hall, 2011). �e problematization of the clinical encounter addressed 
several aspects:  doctor- patient communication, inter- professional communication 
among health care professionals concerning the care for and treatment of patients and 
the impact of medical discourse on communication.

�e interest in doctor- patient communication was inspired by in- depth studies of 
the interaction between patients and health care professionals. A number of in�uen-
tial studies (DiMatteo et al., 1980; Mishler, 1984; Kleinman, 1988) investigated how the 
medical interview is a particular type of conversation or textual exchange between the 
patient on one side and the doctor on the other. In clinical practice, this concern has 
entailed attempts to improve the quality of such conversations and to change particu-
lar health care behaviors (Hinyard and Kreuter, 2007). DiMatteo et al. investigated how 
physician communication skills, including non- verbal emotional communication skills, 
are positively correlated with patient compliance (DiMatteo, 2009; DiMatteo et al., 1980; 
Zolnierek and DiMatteo, 2009). An important organizational outcome is the extension 
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of the education of doctors to include a stronger focus on communication skills in medi-
cal training. Another practical outcome is the enhanced focus on patients, for example 
by hiring or training patient counsellors to assist or empower patients with improved 
knowledge about options and rights. A �nal organizational outcome is patient educa-
tion, sponsored by hospitals or patient associations, training patients for the medical 
interview.

Inter- professional communication is concerned with the communication among health 
care professionals in a variety of settings. Lingard et al. studied how inter- professional 
communication in teams in�uences clinical safety and e�ectiveness (Lingard et al., 2005; 
see also Real and Poole, 2011). Others (Pedersen and Johansen, 2012) have studied how 
clinical managers, physicians and nurses dealing with organizational change initiatives 
create innovation narratives from polycentric and fragmented health care communica-
tion. Finally, the role of inter- professional communication in fostering individual and 
group identity and norms has been examined (Apker, 2012).

Medical discourse is the wider context of meaning in which clinical encounters occur. 
Research on medical discourse (or biomedical rationality) is concerned with the inter-
play of knowledge, power and meaning in health care. Here, a number of sociological 
studies have described patient- doctor interaction as an outcome of the power of medi-
cal discourse that positions doctors and patients in a particular relationship of knowl-
edge and power and privileges biomedical knowledge and the practices associated with 
it (Mishler, 1984). A parallel and critical approach toward medical discourse studies has 
been to examine “patient worlds” as an important part of the clinical communication. 
Several studies demonstrated how illness narratives may unfold the patient’s perspec-
tive and articulate the experience of the patient with illness problems and symptoms 
in contrast to the medical discourse (Bury, 2001; Hydén, 1997; Charon, 2005; Kelly and 
Dickinson, 1997; Davenport, 2011). In practice this entails conscious work with patient 
narratives and the contrasting of patient and professionals narratives in the develop-
ment of medical communication.

Common for most approaches to clinical communication is a focus on the clini-
cal encounter as a communicative event situated in a unique context. Materiality (the 
places and spaces of the encounter) and the broader organizational setting also a�ect 
patient- doctor interaction, that is as a part of patient pathways or planned health care 
trajectories. In recent years interest in the wider context of the clinical encounter has 
even extended to the domestic situation of the patient, relations to next- of- kin and to 
technologically- mediated interaction. �us, new information technologies provide new 
opportunities for patients to interact with medical knowledge and health care profes-
sionals via internet or social media platforms (Suggs, 2006; Kjaer and Re�, 2010).

Extra- Clinical Communication

Extra- clinical communication is our tentative characterization of a second vari-
ety of organizational health communication. Extra- clinical communication can, 
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somewhat misleadingly, be characterized as “internal communication,” that, in a sense, 
unfolds at the boundaries of the organization, in contrast to the two other varieties of 
communication.

Internal communication such as sta� newsletters, bulletin boards or profession-
als meetings has been an inconspicuous aspect of most health care organizations for 
many years. However, in the course of the last two decades, a new variety of commu-
nication practice has gradually transformed the nature of internal communication. 
Extra- clinical communication denotes a range of attempts to work systematically with 
communication as an integral aspect of the internal organization of health care in hos-
pitals, health clinics, home care, and hospice care settings (see Apker, 2012). �e concept 
“extra- clinical communication” highlights the fact that, while such communication ini-
tiatives may ultimately seek to in�uence patient treatment and care, they are typically 
directed at shaping professional (or sta�) behaviors, routines, and attitudes.

Extra- clinical communication draws on concepts and knowledge from outside the 
medical world, for example from industrial process management, risk management and 
human resource management, translating them into new activities in health care set-
tings. Extra- clinical communication is not linked directly to the expertise of the classical 
health care professions but draws on general models of interpersonal or organizational 
communication. Here communication tends to be conceptualized as a supplementary 
organizational task in the service of, for example, quality assurance, patient safety, work-
�ow optimization, lean management, patient- centered trajectories or human resource 
development. Typically, the optimization of communication is seen as a precondition 
for such organizational practices and interventions.

Communication is considered key factor in patient satisfaction and evaluation of 
treatment quality as well as in patient safety and in the prevention of medical errors in 
health care (Duggan and �ompson, 2011; Kohn, Corrigan, and Donaldson, 2000). In 
the patient safety movement, communication is an integral tool to improve health care 
organizations or systems via safety regulation, information standards and routines pro-
moting organizational learning, in which co- collegial and organizational communica-
tion is granted an important role.

Concurrently, the focus on communication has been picked up in a range of occu-
pational programs and in the post- graduate education of health care professionals 
and strategies of patient- centered health care, e- health, or local approaches developed 
speci�cally to improve organizational communication (Pors, 2012). As a result new 
extra- clinical sub- professions in communication have emerged within health care 
organizations: quality managers, risk managers, and patient safety consultants, com-
munication managers and consultants, development consultants, and so on. �ese new 
extra- clinical professions all share communication as a central competence. Moreover, 
part of their task is to facilitate a communicative turn in the organization by putting 
communication on the agenda through programs and projects and by incorporat-
ing communication tools into the daily practices of health care professionals (Pors, 
forthcoming).
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Corporate Communication

Corporate communication is communication at the executive level of organizations 
preoccupied with the management of the organization as a whole and its relationship 
to its environment. �e notion of corporate communication comes from the �eld of 
strategic communication and denotes the ideal of integrating all communication activi-
ties under a shared strategic understanding of organizational identity and reputation 
(van Riel, 1995; Christensen, Morsing, and Cheney, 2008; Byrkje�ot and Angell, 2011; 
Waeraas, Byrkje�ot, and Angell, 2011). At least three types of corporate communication 
can be found in the health care �eld: management communication, marketing commu-
nication, and public relations.

Management communication is described by classical management theory as the role 
of “continuously persuading individual subordinates that the goals of the organiza-
tion are desirable. Communication, therefore, is vitally necessary to an organization, 
not only to transmit authority, but also to achieve cooperation” (van Riel, 1995, 9). Case 
studies point to the role of organizational leadership and communication in hospitals 
and other health care organizations both at the executive or department level (Bentsen, 
2003)  and at the team level (Apker, 2012). Typically, management communication 
involves both the sharing of knowledge about organizational goals and the means and 
attempts to create a sense of organizational loyalty and belonging to forge shared organi-
zational culture (Schein, 2010).

Health care marketing is preoccupied with an organization’s management of its 
exchange relations with its various markets and publics and involves attending to 
the needs and demands of health care consumers and adopting services to market 
demands— or seeking to in�uence the market strategically. Health care marketing ini-
tially focused on advertising of hospitals or health care services (Loubeau and Jantzen, 
1998). From the 1990s, health care marketing came to include a broader set of techniques 
and concepts, such as the analyses of consumer needs, market opportunities, patient 
satisfaction and focus on adapting the service mix of hospitals to market demands 
(�omas, 2002). While being a product of changes in the American health care mar-
ket, health care marketing also plays a role in public health care systems (Lega, 2005). In 
public organizations health marketing is relevant, not because of the existence of actual 
markets or distinct for- pro�t health care actors, but because the marketing perspective 
o�ers an approach to health care organizations as consumer- oriented and well adapted 
to receptualizing health care organizations as more responsive, patient- oriented service 
providers.

Public relations communication (Grunig and Grunig, 1991; Gordon and Kelly, 1999; 
Aldoory and Austin, 2011) emphasizes the importance of strategically managing an 
organization’s relations with relevant publics and stakeholders, especially when organ-
izations are under threat. Relevant publics include consumers, government, the media 
and employees. Public relations involve communication tools such as media man-
agement, organizational publications and interpersonal persuasion. Public relations 
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work within health care emerged in the United States, but has spread to most other 
countries. �e public relations perspective posits health care providers as organiza-
tions embedded in complex environments on which they rely for resources and sup-
port. Public relations, and other forms of organizational communication, are thus to 
be seen as ways of orchestrating organizational interdependencies through processes 
of legitimization and impression management (Pfe�er and Salancik, 1978; Elsbach, 
1994; Arndt and Bigelow, 2000; Kjaer, 2009). In recent years, reputation management 
has become a key concern within health care public relations. �e focus on reputation 
management is indicative of a more general shi� toward an integrated, “total”/ holistic 
or corporate communication perspective, intended to overcome the fragmentation of 
various types of communication (cf. Christensen, Morsing, and Cheney, 2008). Ideally, 
now, all communications of an organization should build on a shared holistic stra-
tegic framework describing an organization’s desired identity and image (Byrkje�ot 
and Angell, 2007; see also the section entitled “Communication as Institutionalized 
Organizational Ideals”).

A Discursive Approach 
to Communication in Health  

care Organizations

�e literature on organizational health communication is primarily concerned with the 
determinants of e�ective or successful communication— that is the factors leading to 
desired behavioral, attitudinal or reputational outcomes. In contrast, there are surpris-
ingly few considerations of the organizational consequences of organizational health 
communication:  What happens to health care practice and organizational relations 
when communication becomes the object of attention and intervention at all levels of 
organization?

Save for a few discussions of communicator roles and program implementation, 
health care organizations are oddly absent, both in the prescriptive and analytical litera-
ture (but see Apker, 2012). Likewise, there is little or no discussion of the values, world-
views or constraints built into popular communication tools.

For the proponents of organizational health communication this may be an 
acceptable state but— especially for health care managers and other observers of 
health care organizations— there is a need for consideration of both the efficiency 
(or effectiveness) of communication interventions and broader organizational 
and managerial ramifications. To address these concerns, it is necessary to adopt 
a reflexive understanding of organizational health communication in and around 
organizations.
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Discourse and Organization

In organization and management studies, discursive approaches o�er useful entry- points  
into the re�exive examination of organizational tools and technologies. Discursive 
approaches pay particular attention to how social meanings are produced and how mean-
ings prevail in society and organizations (Iedema, 2008) through language, social prac-
tice, and materiality.

Organizational knowledge, relationships, roles and identities are de�ned by the lan-
guage with which actors seek to represent organizational reality and relations (Deetz, 
2003); by the ongoing interaction of organizational actors who draw upon positions of 
authority and legitimacy and employ particular power strategies to de�ne situations, 
problems and solutions (Vaara, 2008); and by the particular technologies and material 
opportunities that allow actors to engage in speci�c ways, while constraining from other 
types of engagement (Hardy and �omas, 2015).

�e analytical contribution of discursive analysis demonstrates how communica-
tion processes are embedded in particular discursive formations that are both repro-
duced and strategically reworked by organizational actors. �us, organizational health 
communication shapes and is shaped by the discourses of health care organizations, 
institutions and policy. Examining the relationship between organizational health com-
munication and discourse enables the discernment of how particular communication 
practices, tools and sociolects a�ect health care organizations while also being framed 
by the prevailing discourses within the health care �eld.

Within a general discursive perspective on organization and management, several 
speci�c approaches may be elaborated. Health care management researchers have o�en 
drawn upon discursive approaches in the analysis of health care policy to identify domi-
nant framings of health care problems that have become institutionalized in health care 
policy making (Buse, May, and Walt, 2012). Likewise, students of culture and identity in 
health care organizations have o�en been inspired by discursive analysis as a means to 
arrive at more dynamic conceptions of culture that also recognise the power dimension 
of cultural phenomena (Czarniawska, 1998). Finally, research into organizational tech-
nologies has drawn on the notion of discourse when attempting to analyze the ways in 
which particular technologies and the rationalities they embody interact with social and 
organizational processes (Rose, 1989).

We now present three approaches to organizational health communication inspired 
by discursive analysis. �e �rst approach focuses on the institutionalization of dis-
courses of communication, that is the creation and stabilization of a particular commu-
nication perspective on health care organization within the broader �eld of health care. 
�e second approach focuses on the narratives of organizational health communication 
and how they interact with broader meaning constructions. �e third approach focuses 
on the tools of organizational health communication and how they discursively shape 
health care organizations, including the positions of professionals and patients. Each 
approach is illustrated by an example drawn from existing research.
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Communication as Institutionalized 

Organizational Ideals

Discourse analysis implies an interest in textual or linguistic analysis and in the broader 
recon�guration of discursive spaces in modern societies. With regard to the latter aspect, 
the recent focus on organizational health communication can be seen as an instance 
of discursive and institutional change within health care. To study such changes, a dis-
cursive history approach can be adopted, inspired by Michel Foucault’s archaeology of 
knowledge and the neo- institutional approach within organization studies (Foucault, 
1972; Scott et al., 2000). A discursive history analysis focuses on three moments in back-
wards mapping of a process of discursive change (Kjaer, 2008; Pedersen, 2010; Kjaer and 
Pors, 2010): First, a description of an organizational �eld and its institutional arrange-
ments. In the case of organizational health communication, this would be a mapping 
of the degree to which organizational health communication has become formalized, 
that is characterized by distinct and recognisable functions, roles and practices within 
health care organizations such as strategies, policies, programs, units, and dedicated 
sta�. Second, a description of the discourses within which communication activities 
are deemed necessary and which outline the problems, solutions, means and ends that 
legitimate an emphasis on communication. In the case of health care, this would involve 
mapping of the ways in which debates on communication de�ne communication 
problems in hospitals and elsewhere, identify particular activities (meetings) or actors 
(trained nurses, communication specialists) as solutions, describe particular objectives 
and tools to be implemented, and so on. �ird, identifying the ideal(s) of social organi-
zation that can be said to organise a particular discourse. In the case of organizational 
health communication, this could involve contrasting the ideal of the “communicative 
organization” with that of the hospital as a modern specialized medical institution.

Taken together, the three analytical steps allow for the consideration of how a particu-
lar discourse of communication emerges, becomes elaborated and gradually takes hold 
in hospitals and other health care organizations, and how that— in e�ect— introduces a 
new organizing logic in the health care �eld. �e analysis, then, allows us to ascertain the 
context in which speci�c communication practices unfold and to understand how com-
munication discourse also constitutes a distinct and “di�erent” universe of health care.

Case: Reputation management in a changing hospital �eld1

In 2002 Norway carried out a comprehensive health care reform that shi�ed the 
ownership of hospitals from the county level to the state, while at the same time 
establishing �ve regional and 28 local health enterprises. Among the many outcomes 
of the reform, the growth in organizational health communication was conspicu-
ous. Prior to the reform, about 30% of the hospitals employed information managers. 
A few years later that �gure had risen to more than 90%. Similarly, the share of infor-
mation managers in top- management teams had increased from 20% to about 50%. 

1 �e case builds on Byrkje�ot and Angell (2007, 2011).
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Clearly, it would seem that a radical change had occurred and that strategic commu-
nication had been institutionalized in the health care �eld— as a response to changes 
in the overall governance system.

A discourse analysis of communication statements from hospitals and health care 
enterprises from 2002 to 2010 gives an indication of the emerging perspective on 
communication and health care. �ree overall themes can be discerned: a market-
ing theme focusing on the expectation that there will be increased competition for 
patients and that health care organizations need to focus on advertising and pro-
�ling; a mediatization theme focusing on the need for professional and proactive 
media management in a period characterized by increase public focus on health 
care; and a reputation theme focusing on the need for hospitals to appear as uni�ed 
and legitimate actors organized around a shared corporate identity or brand, shared 
symbols and consistent communication. While there was a great deal of variation 
among the communication statements, they generally converged on a reputation- 
management discourse in the second half of the period under study.

It is impossible to extrapolate a general change in ideals of organization from a single 
discourse analysis, but it is possible to make a least three observations: First, health care 
management and strategic communication become mutually implicated in the course 
of the 2000s. Second, health care enterprises seem to develop mixed identities, refer-
ring to public institution and private enterprise values interchangeably. �ird, health 
care institutions seem to become part of an “audit society” regime in which internal, and 
o�en implicit, professional standards are increasingly challenged by an ideal of perfor-
mance control, monitoring and strategic transparency.

�e case illustrates how the expansion of organizational health communication is 
informed by particular discourses of communication that may potentially be indicative 
of new organizing ideals of health care. While the Norwegian case is far from conclu-
sive in this respect, it does suggest the value of moving from a �rst- order focus on opti-
mizing communication outcomes toward a second- order focus on the broader context 
of communication ideas. �at move may in turn allow for a more critical re�ection on 
some of the core assumptions drawn upon by communication professionals and manag-
ers alike (see Byrkje�ot, 2011).

Communication as Management of Meaning

A management of meaning perspective on communication perceives communication as 
a sense- making or meaning- creating tool. Communication and the discourses in which 
it is implicated can be seen as a narrative resource that allows individuals and organi-
zations to create culturally accepted meanings in processes of interpretation. Bruner 
(1990) claimed that there are two modes of knowing: a logo- scienti�c and a narrative 
mode of knowing. In the latter mode we use stories in order to construct our concep-
tions of self and others in everyday life. An interpretative perspective on communica-
tion thus de�nes communication as a way to construct meaning. One implication is that 
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a core task for organizational health communication in concrete organizational con-
texts is to translate “outside” reforms, policies, programs, and strategies into everyday 
practice by constructing local narratives that make sense of such generalized constructs.

Czarniawska (1999) described how management is a narrative discipline that aims 
to persuade, translate and enact meanings. For management, health communication is 
a way to translate meaning. In recent narratives studies of organizations, narratives are 
seen as interactive and relational phenomena that are co- products of interactions (Boje, 
2001; Cunli�e and Coupland, 2012; Humle and Pedersen, 2014). In a health care man-
agement context, this implies that management must consider the fragmented work- 
stories of health care professionals as a management condition and that stories never are 
isolated, but are related to other stories (meta- stories or discourses). Communication is 
thus the act of reassembling discursive elements into potential narratives that can con-
struct meaning and identity in fragmented situations.

Case: Narratives of a health care change2

An emergency ward in a hospital implemented the idea of using triage as a new 
digital visitation tool in the ward. Before the introduction of triage, a nurse selected 
the incoming patients based on her/ his experience. Digital triage is a standardized 
visitation system using colour codes to address symptoms and prioritise among the 
incoming patients in order to treat the most acute patients �rst. �e system uses digi-
tals boards and involves new standardized work practices for doctors and nurses. �e 
sta� in the ward translated the idea of triage by constructing two types of innovation  
narratives: A spokesperson narrative constructed by consultants and team leaders 
in the ward, which highlighted the advantages that the digital triage system has for 
the old patients. �e narrative presented the change as a legitimized way to create 
qualitative improvement for the patients. �is management narrative co- existed 
with a more “fragmented narrative” that was constructed by the sta�, and conveyed 
the many problems of the implementation process. Some versions emphasized the 
stress and social control among the sta� who became visible by means of the new 
digital boards, while other versions captured the unseen consequences of the imple-
mentation, for example in terms of how to handle a situation with two patients with 
identical colour codes.

�e case demonstrates that narratives are used to make sense of this change event. 
Local managers sought to construct coherent narratives, appealing to professional 
values of patient improvement, to persuade sta� to adopt the digital triage system, 
while the more fragmented narratives of the sta� sought to voice the unseen con-
sequences of the process and ensure that new tools of work standardization still 
allowed for professionals to re�ect and make professional choices. �us, both local 
managers and sta� created meanings of the new process of prioritizing incoming 
patients. �e coexisting narratives were an organizing condition that allowed for 
con�icts, resistance and a diverse everyday life at a hospital, but also made room for 
shared values and legitimized change and coordination practices (see also Pedersen, 
Sehested, and Sørensen, 2011).

2 �e case builds on Pedersen and Johansen (2012).
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A narrative perspective in health care is only one of many interpretative approaches 
embracing the many voices in health care management and the unseen consequences of 
management. A common feature of many of these approaches is that the object of study 
is everyday practices in the local clinic or in meetings between both patients and health 
care professions. Everyday practices are de�ned as discursive practices, which cannot 
be separated from how local managers, health care professionals and patients interact 
through talk, narrative and conversation.

Communication as Organizing Technologies

�e discursive perspective on organization is in�uenced by two important turns in 
social science: the linguistic turn, whereby language and discourse are studied as key 
objects of social analysis (Deetz, 2003) and the performative turn, whereby language 
is seen as performative and the world is a regarded as performative �eld of practice 
(Pickering, 1995), in which human and material actors together engage in a continu-
ous stabilization and reorganization of reality. �ese strands of thought are closely con-
nected to the �eld science and technology studies (e.g., Latour, 1987, 1999, 2005; Law and 
Hassard, 1999; Law, 2004; Mol, 2002), suggesting that the e�ects of current organizing 
technologies such as global or local programs, standards, and perspectives that travel 
inside and across organizational borders be examined. �us, organizational studies of 
health communication need to investigate how health care institutions deploy and man-
age communication as an organizational task. When communication becomes a focal 
point in visions, policies and strategies of health care organizations, communication is 
turned into di�erent practices that permeate the whole organization. Organizing com-
munication work not only involves reputation management, branding and marketing in 
relation to other health institutions, interest groups and politicians but also constitutes a 
political arena inside health care organizations.

�e emergence of communication units and communication- oriented sub- professions 
brings discursive organizing technologies such as programs, standards, and perspec-
tives into health care institutions. Here, the professional bureaucracy and the established 
organizational order of most health care institutions are challenged by the arrival of com-
munication experts and their approach to communication. Professionalization of com-
munication is to a large degree concerned with public value management and views on 
how to facilitate organizational communication on the patients’ terms. Medical rationales 
and professions have traditionally ruled the social and professional worlds of health care 
institutions with a focus on the content and speci�city of knowledge. Communicative 
interventions in health care professionals’ practices change routines, language and cul-
ture. Such initiatives lead to discussions about valuable communication, focusing on 
form versus content of communication. �ese controversies o�en involve turf battles 
about jurisdiction and organizational terrain between di�erent professional groups 
(Freidson, 1970; Cheney and Ashcra�, 2007; Real, Bramson, and Poole, 2009; Real, 
2010). �e e�ects of discursive organizing technologies can for example be explored in 
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ethnographic studies of health care organizations (see Pors, 2012). Discursive organizing 
technologies, programs, standards, and perspectives enact expectations to patients and 
professionals in collaboration between di�erent actors (e.g., professions, sub- professions, 
patients), discourses (language, di�usion of documents, orality versus standardization 
and documentation practices) and materialities (design of communication products 
such as lea�ets and websites, setting, tools and concrete technologies used). As a discur-
sive organizing technology, communication enacts a political arena that needs to be stud-
ied in detail, to examine the di�erent ways it manages and reorganises practices, roles and 
relations in health care.

Case:  Turf battles in implementing an organizational approach to health care 
communication3

�e Perspective of the Patient is a communication program at a Danish univer-
sity hospital. Since the late 1990s, the hospital has aimed to professionalise its com-
munication with patients. �e program targeted face- to- face communication and 
all communication activities in the hospital. In doing so, the program drew on two 
opposing discourses of communication: communication as a strategic management 
tool aimed at optimizing organizational and clinical e�ciency and communica-
tion as the ethical commitment to dialogue, which levels out hierarchies and creates 
organizational coherence.

�e documents and interventions in the program became sites in which these 
two discourses and the professions advocating them clashed. �us, when physi-
cians, nurses and communication workers met to develop or revise communication 
policies or patient pamphlets, debates about, for example, good communication and 
patient needs became controversies over professional jurisdiction. In these contro-
versies the patient was cast as a discursive �gure enrolled by both sides. On the one 
hand, the program’s documents and interventions articulated care- oriented under-
standings of the patient. Here, the patient was seen as an a�ective care recipient, as a 
citizen with rights and as user with individual needs. Yet, on the other hand, the doc-
uments and interventions also employed a market- oriented approach to patients, 
construed as homogeneous target groups to which information can be standardized, 
as resources for improved organizational performance and as customers which dis-
played particular types of (malleable) behavior. �e various positions of the patient 
had di�erent organizational implications, for example the ‘target group’ called for 
standardization, the ‘care recipient’ called for individualized approaches and ‘the 
patient as resource’ called for organizational adaptation.

�e communication program has no single unifying rationale or logic. Rather, 
care and market were two coexisting and entangled ways of organizing contempo-
rary health care, both of which are closely tied to the role of communication in the 
health care sector.

�is case illustrates how a professionalized approach to communication is both organ-
ized by particular discourses of communication and has organizing e�ects on the way 

3 �e case builds on Pors (2012).
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that ideals of the patient are articulated and negotiated. �e patient became a discur-
sive �gure— a space for the enactment of con�icting organizational interests— and also 
a political �gure, through which the organization tried to manage and transform itself 
from the inside in order to meet pressures from outside. �us, the program was per-
formed as both regulation of patients and management through the patient. For example 
visions of communicative coherence, stronger internal management information and 
increased patient satisfaction were ways of managing through the patient that mobilized 
employees via ideals of the patient.

Conclusion and Discussion

In this chapter we have sought to describe organizational health communication as a 
management concern.

Given that organizational health communication work has evolved into an organized 
and even professionalized practice in response to changes in the wider health care �eld, 
it is pivotal for health care managers to become aware of the potentials and challenges of 
organizational health communication. Debates on organizational health communica-
tion are �rst and foremost concerned with intended outcomes, measured in terms of 
patient or sta� behavior and attitudes. However, it is also important to address the wider 
organizational implications and potentials of organizational health communication.

By �rst emphasizing the variety of practices and perspectives within the �eld of 
organizational health communication and then elaborating a discursive perspective on 
communication tools and practices, we have focused on the institutionalization of com-
munication ideals, on the management of meaning in communication about organiza-
tional change and on the performative e�ects of communication work on professional 
work. We have drawn on empirical examples from health care in Scandinavia but also 
on new Scandinavian research contributions using a discursive perspective on commu-
nication and organization.

�e dominant instrumental or optimizing perspective on organizational health com-
munication was supplemented by pointing to the political, strategic and leadership 
implications of communication. �e chapter is thus a call for a more critical exami-
nation of the phenomenon of organizational health communication. It is a �eld that a 
lot of resources and hopes have been invested in and it has become yet another �eld of 
professionalization within health care. New forms of expertise and new standards are 
being installed in a �eld that is already populated by a number of strong and resourceful 
professions.

�e broader �eld of health communication has been characterized by waves of enthu-
siasm and scepticism in terms of the e�ectiveness of planned public communication 
interventions. �is has led to what seems to be more balanced ideals of public health 
communication, where the media campaign is only one of several approaches of health 
promotion. In relation to organizational health communication, more studies on both 
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of the e�ectiveness of various communication practices and of their unintended con-
sequences are needed. Surely, “communication” is the answer, but not to every ques-
tion. We need to continue the discussion about the organizational (and societal) ideals 
embodied in communication discourse, the strategic uses of communication within 
organizations and the shi�ing professional landscape that is produced by new commu-
nication tools and practices.

Our contribution and recommendation to the �eld of health care communication 
is that communication is more than a tool and a structural condition for health care 
management. We argue that many studies of health care management can be nuanced 
by a focus on how talk, meaning and communicative performance contributes to the 
management of health care organizations. �erefore, we encourage new micro- studies 
of health care communication practices to reveal how such practices are negotiated, 
enacted and institutionalized in the everyday life of health care organizations.

�ere are several stakeholders in such a discussion. One stakeholder is clearly the 
health care manager, who not only needs to strengthen his or her communication com-
petencies (as it is now commonplace to stress) but also needs to become a competent 
judge of communication practices, tools, and ideals and how they may gradually trans-
form, or exert adverse e�ect on, health care organizations.

Another stakeholder is the health care professional, who is o�en cast in the role of an 
obstacle to change and as in need of new competencies and perspectives, but who may 
also need to maintain a critical awareness of the limits of the communication perspec-
tive in relation to the core values of medicine or nursing, apart from those articulated in 
the discourses of communication.

Finally, the patient’s interests are also at stake. Patients are generally viewed as the 
key bene�ciaries of the communicative turn in health care. Yet it is important to stress 
that patients are also reshaped by communication: patients are trained to communicate 
e�ectively with health care providers and there are high demands on communicative 
literacy on behalf of patients who are called upon to become involved in the production 
and improvement of health care services. It is easy to see how a more communicative 
health care system may bene�t the patient. However, it is also a system that increasingly 
enrols the patient in reputation management processes, in health care governance and 
in organizational change initiatives. �ese forms of enrolment are at one and the same 
time sincere attempts to communicate with and involve the patient— and complex stra-
tegic organizational initiatives in which patient voices and inputs are resources drawn 
upon by professionals and managers alike in an attempt to exercise control, redraw 
boundaries, or demonstrate one’s legitimacy in highly complex professional, manage-
rial, and political environments.

References

Aldoory, L. and Austin, L. (2011). Relationship building and situational publics: �eoretical 
approaches guiding today’s health public relations. In �e Routledge handbook of health 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   320 12/30/2015   11:53:47 AM



A Discursive Approach to Organizational Health Communication   321

communication, ed. �ompson, T.  L., Parrott, R., and Nussbaum, J.  F., pp. 132– 145. 
London: Routledge.

Apker, J. (2012). Communication in health organizations. Cambridge: Polity Press.
Arndt, M. and Bigelow, B. (2000). Presenting structural innovation in an institutional envi-

ronment:  Hospitals’ use of impression management. Administrative Science Quarterly, 
45(3): 494– 522.

izationBensing, J. (2000). Bridging the gap: �e separate worlds of evidence- based medicine 
and patient- centered medicine. Patient Education and Counselling, 39: 17– 25.

Bentsen, E. Z. (2003). Laegelige ledere som institutionelle entreprenører.” In Ledelse i sygehus-

vaesenet, ed. Borum, F., pp. 169– 207. Copenhagen: Handelshøjskolens Forlag.
Boje, D.  M. (2001). Narrative methods for organizational & communication research. 

London: SAGE.
Bruner, J. S. (1990). Acts of meaning. Cambridge, MA: Harvard University Press.
Bury, M. (2001). Illness narratives: Fact or �ction? Sociology of Health & Illness, 23(3): 263– 285.
Buse, K., Mays, N., and Walt, G. (2012). Making Health Policy. London: McGraw Hill Education.
Byrkje�ot, H. (2011). Et kritisk blikk på omdømmeblikket. In Substans og framtreden. 

Omdømmehåndtering i o�entlig sector, ed. Waeraas, A., Byrkje�ot, H., and Angell, S. I., pp. 
51– 70. Oslo: Universitetsforlaget.

Byrkje�ot, H. and Angell, S.  I. (2007). Dressing up hospitals as enterprises:  �e expan-
sion and managerialization of communication in Norwegian hospitals.” In Mediating 

business:  �e expansion of business journalism, ed. Kjaer, P. and Slaatta, T., pp. 235– 264. 
Copenhagen: Copenhagen Business School Press.

Byrkje�ot, H. and Angell S. I. (2011). Omdømmehåndtering og strategisk kommunikasjon i 
sykehus. In Substans og framtreden. Omdømmehåndtering i o�entlig sektor, ed. Waeraas, A., 
Byrkje�ot, H., and Angell, S. I., pp.116– 130. Oslo: Universitetsforlaget.

Charon, R. (2005). Narrative medicine:  Attention, representation, a�liation. Narrative, 
13(3): 261– 270.

Cheney, G. and Ashcra�, K. L. (2007). Considering “the professional” in communication stud-
ies: Implications for theory and research within and beyond the boundaries of organiza-
tional communication.” Communication �eory, 17: 146– 175.

Christensen, L.  T., Morsing, M., and Cheney, G. (2008). Corporate communica-

tions: Convention, complexity and critique. London: SAGE.
Cunli�e, A. and Coupland, C. (2012). From hero to villain to hero: Making experience sensible 

through embodied narrative sensemaking. Human Relations, 65(1): 63– 88.
Czarniawska, B. (ed.) (1998). A narrative approach to organization studies, Vol. 43. 

London: SAGE.
Czarniawska, B. (1999). Writing management. Oxford: Oxford University Press.
Davenport, N. H. (2011). Medical residents’ use of narrative templates in storytelling and diag-

nosis. Social Science & Medicine, 73(6): 873– 881.
Deetz, S. (2003). Reclaiming the legacy of the linguistic turn.” Organization, 10(3): 421– 429.
DiMatteo, M. R., Taranta, A., Friedman, H. S., and Prince, L. M. (1980). Predicting patient sat-

isfaction from physicians’ nonverbal communication skills. Medical care, 18(4): 376– 387.
Duggan, A. P. and �ompson, T. L. (2011). Provider– patient interaction and related outcomes.” 

In �e Routledge handbook of health communication, ed. �ompson, T. L., Parrott, R., and 
Nussbaum, J. F., pp. 414– 427. London: Routledge.

Elsbach, (1994). Managing organizational legitimacy in the California cattle industry: �e con-
struction of e�ectiveness and verbal accounts. Administrative Science Quarterly, 39: 57– 88.

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   321 12/30/2015   11:53:47 AM



322   Peter Kjaer, Anne Reff Pedersen, and Anja Svejgaard Pors

Ferlie, E., Pettigrew, A., Ashburner, L., and Fitzgerald, L. (1996). �e new public management in 

Action. Oxford: Oxford University Press.
Foucault, M. (1972). �e Archaeology of Knowledge. London: Routledge.
Freidson, E. (1970). Professional dominance: �e social structure of medical care. New York: 

Atherton Press, Inc.
Freimuth, V. S., Massett, H. A, and Meltzer, W. (2006). A descriptive analysis of 10 years of 

research public in the journal of health communication.” Journal of Health Communication, 
11: 11– 20.

Gerteis M., Edgman- Levitan S., Daley J., Delbanco T.  L. (eds)(1993). �rough the patient’s 

eyes: Understanding and promoting patient- centered care. San Francisco, CA: Jossey- Bass.
Gordon, C. G. and Kelly, K. S. (1999). Public relations expertise and organizational e�ective-

ness. A study of U.S. hospitals. Journal of Public Relations Research, 11: 143– 165.
Grunig J. E. and Grunig L. A. (1991). Conceptual di�erences in public relations and market-

ing: the case of health- care organizations. Public Relations Review, 17(3): 257– 278.
Hamilton, H. and Chou, W. S. (2014). �e Routledge handbook of language and health commu-

nication. London: Routledge.
Hardy, C. and �omas, R. (2015). Discourse in a material world. Journal of Management Studies, 

52(5): 680– 696.
Hinyard, L. J. and Kreuter, M. W. (2007). Using narrative communication as a tool for health 

behavior change: A conceptual, theoretical, and empirical overview. Health Education & 

Behavior, 34(5): 777– 792.
Humle, D. M. and Pedersen, A. R. (2014). Fragmented work stories: Developing an antenar-

rative approach by discontinuity, tensions and editing. Management Learning (online 
version, October). Available at:  <http:// mlq.sagepub.com/ content/ early/ 2014/ 10/ 16/ 
1350507614553547.full.pdf+html> (accessed October 4, 2015).

Hydén, L. C. (1997). Illness and narrative. Sociology of Health & Illness, 19(1): 48– 69.
Iedema, R. (2008). Discourse analysis. In International encyclopedia of organization studies 

(Vol. I), ed. Clegg, S. R. and Bailey, J. R., pp. 389– 393. London: SAGE.
Kelly, M. P.and Dickinson, H. (1997). �e narrative self in autobiographical accounts of illness. 

�e Sociological Review, 45(2): 254– 278.
Kjaer, P. (2008). Institutional History.” In Institutions and politics, Campbell, J.  L. and 

Nedergaard, P., pp. 111– 133. Copenhagen: DJØF.
Kjaer, P. (2009). How mass media in�uence organizations.” In Exploring the worlds of mercury 

and minerva: Essays for Lars Engwall, ed. Wedlin, L., Sahlin, K., and Grafström, M., pp. 179– 197.  
Uppsala: Acta Universitatis Upsaliensis: Studia Oeconomiae Negotiorum No. 51.

Kjaer, P. and Pors, A. S. (2010). Patienten og kommunikationsliggørelsen af sundhedsvaesenet.” 
In Ledelse gennem patienten— nye styringsformer i sundhedsvaesenet, ed. Kjaer, P. and Re�, 
A., pp. 47– 74. Copenhagen: Handelshøjskolens forlag.

Kjaer, P. and Re�, A. (2010). Ledelse gennem patienten— nye styringsformer i sundhedsvaesenet. 
Copenhagen: Handelshøjskolens forlag.

Kleinman, A. (1988). �e illness narratives: Su�ering, healing, and the human condition. New York: 
Basic Books.

Kohn, L. T. Corrigan, J. M., and Donaldson, M. S. (eds) (2000). To err is human: Building a safer 

health system. Washington, D.C.: National Academy Press.
Latour, B. (1987). Science in action:  How to follow scientists and engineers through Society. 

Cambridge, MA: Harvard University Press.

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   322 12/30/2015   11:53:47 AM



A Discursive Approach to Organizational Health Communication   323

Latour, B. (1999). Pandora’s hope— essays on the reality of science studies. Cambridge, 
MA: Harvard University Press.

Latour, B. (2005). Reassembling the social— An introduction to actor- network- theory. 
Oxford: Oxford University Press.

Law, J. (2004). A�er method: Mess in social science research. London: Routledge.
Law, J. and Hassard, J. (eds) (1999). Actor network theory and a�er. Oxford: Blackwell Publishing.
Lingard, L., Espin, S., Rubin, B., Whyte, S., Colmenares, M., Baker, G. R., Doran, D., Grober, 

E., Orser, B., Bohnen, J., and Reznick, R. (2005). Getting teams to talk: Development and 
pilot implementation of a checklist to promote interprofessional communication in the OR. 
Quality and Safety in Health Care, 14(5): 340– 346.

Lega, F. (2006). Developing a marketing function in public health care systems: A framework 
for action. Health Policy, 78: 340– 352.

Loubeau, P. R. and R. Jantzen (1998). �e e�ect of managed care on hospital marketing orienta-
tion.” Journal of Healthcare Management, 43(3): 229– 239.

Mechanic, D. (2008). Rethinking medical professionalism: �e role of information technology 
and practice innovations. Milbank Quarterly, 86: 137– 152.

Mishler, E.  G. (1984). �e discourse of medicine:  Dialectics of medical interviews, Vol. 
3. Norwood, NJ: Greenwood Publishing Group.

Mol, A. (2002). �e body multiple— ontology in medical practice. Durham and London: Duke 
University Press.

Moran, M. (1999). Governing the health care state: A comparative study of the United Kingdom, 

the United States, and Germany. Manchester: Manchester University Press.
Neuhauser, L. and Kreps, G. L. (2003). Rethinking communication in the E- health era. Journal 

of Health Psychology, 8: 7– 23.
Noar, S. M. (2006). A 10- year retrospective of research in health mass media campaigns: Where 

do we go from here? Journal of Health Communication, 11: 21– 42.
Nordgren, L. (2003). Från patient till kund. Lund: Lund University Press.
Nussbaum, J. (1989). Directions for research within health communication. Health 

Communication, 1: 35– 40.
Ong, L. M. L., de Haas, J. C. J. M., Hoos, A. M., and Lammes, F. B. (1995). Doctor– patient com-

munication: A review of the literature. Social Science & Medicine, 40(7): 903– 918.
Pedersen, A.  R. and Johansen, M.  B. (2012). Strategic and everyday innovative narra-

tives:  Translating ideas into everyday life in organizations. �e Innovation Journal:  �e 

Public Sector Innovation Journal, 17(1): 2– 18.
Pedersen, A.  R., Sehested, K., and Sørensen, E. (2011). Emerging theoretical understand-

ing of pluricentric coordination in public governance. �e American Review of Public 

Administration, 41(4): 375– 394.
Pedersen, K.  Z. (2010). Patienten som diskurspolitisk styringsredskab. In Ledelse gennem 

patienten— nye styringsformer i sundhedsvaesenet, ed. Kjaer, P. and Re�, A., pp. 27– 45. 
Copenhagen: Handelshøjskolens forlag.

Pfe�er, J. and Salancik, G.  R. (1978). �e external control of organizations. New  York: 
Harper & Row.

Pickering, A. (1995). �e mangle of practice— time, agency, and science. Chicago: University of 
Chicago Press.

Pors, A. S. (2012). Ivaerksaettelse af kommunikation— patient�gurer i hospitalets strategiske 
kommunikation. PhD thesis, Copenhagen Business School.

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   323 12/30/2015   11:53:47 AM



324   Peter Kjaer, Anne Reff Pedersen, and Anja Svejgaard Pors

Pors, A. S. (forthcoming). Constructions of the patient in healthcare communications Journal 

of Health Organization and Management.

Real, K. (2010). Health- related organizational communication: A general platform for inter-
disciplinary research.” Management Communication Quarterly, 24: 457.

Real, K., Bramson, R., and Poole, M. S. (2009). �e symbolic and material nature of physi-
cian identity: Implications for physician- patient communication.” Health Communication, 
24: 575– 587.

Real, K. and Poole, M.  S. (2011). Health care teams:  Communication and e�ectiveness. In 
�e Routledge handbook of health communication, ed. �ompson, T.  L., Parrott, R., and 
Nussbaum, J. F., pp. 100– 116. London: Routledge.

Rose, N. (1989). Governing the soul: �e shaping of the private self. London: Routledge.
Roter, D. L. and Hall, J. A. (2011). How medical interaction shapes and re�ects the physician– 

patient relationship.” In �e Routledge handbook of health communication, ed. �ompson, 
T. L., Parrott, R., and Nussbaum, J. F., pp. 55– 68. London: Routledge.

Røvik, K. A. (2011). Analyse av kommunikatorenes innmarsj i o�entlig sektor.” In Substans 

og framtreden. Omdømmehåndtering i o�entlig sector, ed. Waeraas, A., Byrkje�ot, H., and 
Angell, S. I., pp. 71– 83. Oslo: Universitetsforlaget.

Schein, E. (2010). Organizational culture and leadership. San Francisco, CA: Jossey- Bass.
Scott, W. R., Ruef, M., Mendel P., and Caronna, C. A. (2000). Institutional change and health-

care organizations: From professional dominance to managed care. Chicago: University of 
Chicago Press.

Suggs, S. L. (2006). A 10- year retrospective of research in new technologies for health com-
munication: International perspectives.” Health Communication: International Perspectives, 
11(1): 61– 74.

�omas, R. K. (2002). “How far have we come?” Marketing Health Services, 22(4): 36– 41.
�ompson, T. L., Parrott, R., and Nussbaum, J. F. (eds)(2011). �e Routledge handbook of health 

communication. London: Routledge.
Vaara, E. (2008). A discursive perspective on legitimation strategies in multinational corpora-

tions.” Academy of Management Review, 33(4): 985– 993.
Van Riel, C. B. M. (1995). Principles of corporate communication. New York: Prentice Hall.
Vrangbaek, K. (1999). Markedsorientering i sygehussekoren. Opkomst, udformning og kon-

sekvenser af frit sygehusvalg. Copenhagen: Copenhagen University.
Vrangbaek, K. and Christiansen, T. (2005). Health policy in Denmark: Leaving the decentral-

ized welfare path? Journal of Health Politics, Policy, and Law, 30(1/ 2): 29– 52.
Waeraas, A., Byrkje�ot, H., and Angell, S.  I. (eds) (2011). Substans og framtreden. 

Omdømmehåndtering i o�entlig sektor. Oslo: Universitetsforlaget.
 Zolnierek, K. B. H. and DiMatteo, M. R. (2009). Physician communication and patient adher-

ence to treatment: a meta- analysis.” Medical Care, 47(8): 826.

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   324 12/30/2015   11:53:47 AM



Chapter 14

Patient Safet y  
and Qualit y

Jeffrey Braithwaite and Liam Donaldson

Introduction

This chapter is focused on reviewing attempts to address patient safety and quality 
issues through the lens of the organizational factors— collective social processes and 
practices— that operate to create good or bad care. �e chapter is in four parts. We �rst 
discuss the nature of the challenges facing us; then, we move to key management and 
leadership responses; and we follow this up with a discussion. Finally, we conclude the 
chapter and o�er ideas on what’s next.

We aim in the chapter to illuminate what we know about organizational and institu-
tional factors, and how we can use such knowledge to strengthen how we manage safety 
and quality. It is widely believed that patient safety and care quality can be improved by 
providing more accomplished leadership and management, addressing teamwork and 
culture, learning from things going wrong, and consequentially enhancing the systems 
delivering care to patients. Yet three decades of accelerating attention have shown how 
di�cult it is to secure substantial gains, and how the original optimism has given way to 
hard- bitten realism.

On this point, perhaps surprisingly, despite there being notable successes associated 
with identi�able interventions such as to decrease catheter- related bloodstream infec-
tions in intensive care (Pronovost et al., 2006) and lower mortality and morbidity attrib-
utable to the use of checklists in operating theatres (Haynes et al., 2009), there has been 
no reduction in the overall rates of harm at the systems level. �us managing safety and 
quality better, including improving the way services are led, coordinated and organized, 
looms as a very important, albeit very challenging, endeavor. But before we can discuss 
remedies, we must �rst examine the scale and scope of the problem.
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The Scale and Scope of the Problem

Underuse, Overuse, Misuse, Underutilization, 

Overutilization, Variation, and Appropriateness of Care

�e aim of any health system is to provide the right care to the right patient in the right 
place at the right time for the right price. Another take on this is to ask: are the health 
bene�ts expected by an intervention in excess of the anticipated risks by a su�ciently 
high margin? We have accumulated knowledge about underuse, overuse, misuse, varia-
tion, and inappropriate care, which suggests that while there is a great deal of sound care 
o�ered, there is work to do to advance these normative aims.

Underuse occurs when the system falls short of providing a service (care, or an 
intervention) that is indicated— that is, would have been bene�cial to the patient. 
Common examples are untreated depression, failure to immunize children in a popu-
lation, or treatment such as that for cancer or hypertension is not provided because 
the condition is undetected or the care is started too late. Overuse manifests as a ser-
vice which is un- needed, or the harm it could invoke exceeds the bene�t it might 
provide. Recurring examples are prescribing antibiotics for a viral infection, or per-
forming procedures inappropriately. Elshaug and colleagues identi�ed 156 ine�ective 
or unsafe health care services, including arthroscopic surgery for knee osteoarthri-
tis, chest x- ray for acute coronary syndrome and imaging in cases of low back pain 
(Elshaug et al., 2012). None of these is indicated, yet many procedures of this type are 
performed. Misuse is when the service is appropriate but a preventable complication 
or adverse event occurs, reducing any bene�t. Injuries from poor quality care (e.g., 
injuries resulting from administration of medication) are typical examples (Chassin, 
Galvin, and the National Roundtable on Health Care Quality, 1998). �is traditional 
tripartite “use” conceptualization has broadened into more modern thinking on 
patient safety.

In addition, work has shown repeatedly that there are unjusti�able variations in costs, 

processes and outcomes of care. Beginning with Wennberg and colleagues’ landmark 
publication in 1973, the Dartmouth Institute for Health Policy and Clinical Practice has 
demonstrated variations of care over the last 40 years in its Atlas of geographical clini-
cal studies (Wennberg and Gittelsohn, 1973; �e Dartmouth Institute for Health Policy 
and Clinical Practice, 2014). Studies in other countries show that variation is widespread 
(Corallo et al., 2014). �is means there are opportunities to alter utilization patterns 
across health care services and thereby improve health care e�ciency and quality.

Compounding these problems, the proportion of care deemed appropriate or “rec-
ommended” (in line with level I  evidence or clinical practice guidelines) runs on 
average at a little over half. Of the large- scale population studies showing this, the pro-
portion of recommended care delivered to adults in the US is 54.9% (McGlynn et al., 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   326 12/30/2015   11:53:47 AM



Patient Safety and Quality   327

2003) and indicated care delivered in ambulatory settings to children in the US is 46.5% 
(Mangione- Smith et al., 2007); for Australian adults across 22 common conditions rep-
resenting 40% of the burden of disease it is 57% (Runciman et al., 2012).

Enquiries and Reports, Studies of Harm and 

Adverse Events

Taking a di�erent tack, there is direct harm as a result of de�cits in systems of care. 
Various authoritative reports (e.g., To err is human: building a safer health system (Kohn, 
Corrigan, and Donaldson, 2000), An organisation with a memory (Donaldson, 2002, 
2000), and Iatrogenic injury in Australia (Runciman and Moller, 2001)), and systems- 
level studies such as in the US (Brennan et al., 1991; Leape et al., 1991), Australia (Wilson 
et al., 1995), and Britain (Vincent, Neale, and Woloshynowych, 2001), have shown that 
around 10% of acute care admissions su�er harm, of which a proportion— perhaps a 
third— is deemed preventable. �ere is a possibility that this is an underestimate (see 
Landrigan et al., 2010). Whether or not that is the case, most experts believe there are 
plenty of opportunities to make care safer for patients.

�e most dramatic examples of systems de�cits occur when there is a meltdown— 
where a health care organization (usually a hospital) exhibits across- the- board fail-
ures in standards of care and clinical governance. An inquiry of some form almost 
always ensues. Inquiry reports o�er the opportunity to see deeply into organizations 
where clinical practice is poor, management falls short or systems are de�cient. Hindle 
and colleagues (2006) analysed eight inquiries in six countries (in the UK, at Bristol 
Royal In�rmary and Glasgow’s Victoria In�rmary; in Australia, at King Edward 
Memorial Hospital, Royal Melbourne Hospital and Campbelltown- Camden Hospitals; 
in Slovenia, at Celje Hospital; in New Zealand, in Southland DHB; and in Canada, at 
Winnipeg Health Sciences Centre). A recent inquiry worth taking note of is that pre-
sided over by Francis at Mid Sta�ordshire in the UK (Francis, 2013; Berwick, 2013). �e 
recommendations from inquiry reports are remarkably similar:  attention should be 
given to leadership, training, teamwork, and organizational culture; to be more patient-  
not business- focused; and to have improvement at the heart of all endeavors.

Responses

World Health Organization (WHO) World Alliance for Patient 
Safety and the Magnitude of the Challenges

Notwithstanding those lamentations about shortcomings in making progress, 
much work has been done to tackle these problems. For instance, there are several 
ways to conceptualize patient safety and quality in order to enable improvement 
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activities. Donabedian, amongst the first to think systematically about this, indi-
cated we should conceptualize quality of care in terms of structure, process and 
outcomes (Donabedian, 1966). The World Health Organization (WHO) became 
sufficiently concerned about safety and quality shortcomings in the 2000s that it 
commissioned multiple international groups, projects and initiatives, gathered 
together relevant expertise and established an international agenda for action and 
research. One, reporting in 2008 (Jha, 2008) developed a list of global patient safety 
research priorities for the future, mapped to Donabedian’s framework (Table 14.1). 
This list is not exhaustive; nevertheless it is indicative of important research pri-
orities. Thus, Donabedian’s definition has given way to more recent thinking which 
says we should identify specific issues within these three categories to tackle harm 
(Table 14.1).

Table 14.1  WHO World Alliance for Patient Safety— key structural factors, 

processes and outcomes of unsafe care

Key structures, process and 
outcomes Specific areas to be addressed

Key structural factors that 
contribute to unsafe care

• Organizational determinants and latent failures
•  Structural accountability: use of accreditation and regulation to 

ensure patient safety
• Safety culture
• Training, education and human resources
• Stress and fatigue
•  Production pressure
•  Lack of appropriate knowledge and its transfer
•  Devices and procedures with no human factors

Key processes that 
contribute to unsafe care

•  Misdiagnosis
•  Poor test follow- up
•  Counterfeit and substandard drugs
•  Inadequate measures of patient safety
•  Lack of involvement of patients in patient safety

Key outcomes of unsafe 
medical care

•  Adverse events due to drug treatment
•  Adverse events and injuries due to medical devices
•  Injuries due to surgical and anesthesia errors
•  Health care- associated infections
•  Unsafe injection practices
•  Unsafe blood products
•  Safety of pregnant women and newborns
•  Safety of the elderly
•  Falls in hospitals
•  Decubitus ulcers

Adapted from: Jha (2008)
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World Health Organization (WHO) World Alliance 
for Patient Safety

A WHO workshop designed to learn from errors two years following the global patient 
safety priorities suggested �ve methods: develop standard operating procedures and 
guidelines; ensure valid and up- to- date training; encourage e�ective communication; 
focus on medication safety; and work towards greater patient engagement (World 
Health Organization, 2010). �ese are priority areas for attention in many health sys-
tems, but are easier said than done.

Tackling Harm and Improving Quality

Hierarchies of Harm

While there are multiple ways to tackle harm, it is common to look at it hierarchically. 
�is leads to frameworks which conceptualize health care in micro, meso and macro 
terms, and the design of implementation strategies targeted to these levels.

Adverse events can occur at the level of individual human error, in on- the- ground 
teams and via front- line interpersonal or communication errors. �ese are micro- 
systems problems— the domain of localized clusters of clinicians who deliver care 
to identi�ed groups of patients (Mohr and Batalden, 2002). Next, there are proce-
dural, divisional or pathway events beyond any one service, at the organizational level 
(Vincent, 2003). �ese are meso- level systems problems. �ere can also be widespread 
failures across multiple health care organizations as a result, for example, of policy or 
regulatory omissions or commissions (Kushniruk et al., 2013). �ese are macro- level 
systems problems.

Whichever is the focus, context is crucial. For example, the care that matters is deliv-
ered by clinicians on the front line. Local systems, and cultures and politics, all play a 
role in the environment, a�ecting behaviors and practice which can produce harm or 
levels of care quality (Øvretveit, 2011; Shekelle et al., 2011). Indeed, according to WHO, 
“It is o�en the situation rather than the person that is error- prone” (Jha, 2008). However, 
engineering safe and e�ective care is complex, and any particular adverse event can have 
multiple causes (e.g., education de�cits, resources constraints, experience levels, pro-
duction pressures, or lack of appropriate knowledge transfer) (Jha, 2008).

Taking a Systems Perspective

Holding to a perspective that argues that the situation and collective behaviors rather 
than the individual is at the root of harm has led to many thinkers taking a systems per-
spective on safety and quality. Under this logic, remedying the system by streamlining 
or re- engineering processes, making things more e�cient, contributes to alleviating 
the problems. However, most systems of care have become highly- connected, complex, 
stretched, and very busy. �ey are o�en saturated with work, behaviors, technology, 
and events: what has been labelled “going solid” (Cook and Rasmussen, 2005). In such 
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circumstances, people continuously make e�ciency- thoroughness trade- o�s, labelled 
the ETTO principle (Hollnagel, 2009), in tightly- bound organizational structures.

Ultimately, many health care settings have “gone solid” with people being obliged 
under production pressures to trade thoroughness for e�ciency. �e propensity for 
patients to be harmed or quality of care to be compromised in such circumstances 
is high.

A Systems- Level Campaign Approach

Another way to tackle harm and quality of care across the whole system is to consider 
the task as a social campaign rather than a service- level or within- institutional matter. 
�e Institute for Healthcare Improvement’s (IHI) 5 Million Lives Campaign, based on 
a mantra of “no needless deaths, pain, helplessness, unwanted waiting or waste for any-
one” designed 12 “Campaign Interventions” (e.g., deploy rapid response systems; pre-
vent central line infections) (McCannon, Hackbarth, and Gri�n, 2007) which many 
health systems have taken up in varied forms.

However, these and other strategies such as using structured checklists in theatres 
have not been adopted universally despite evidence that if they were introduced success-
fully, care would likely improve. Among the reasons typically tendered are that health 
care might not be su�ciently well organized, leadership could be de�cient, clinicians 
may be unreceptive, resources are not available or have not been prioritized to these 
initiatives, people may not have committed and involved clinicians adequately in these 
programs to implement them e�ectively or that clinicians are not convinced of their 
bene�ts and have resisted implementation. It might also be the case that implementa-
tion is hard— much harder than prescribing what to do. �e explanation for why sys-
tems fall short might reside in a mix of these factors, and is likely to be context- speci�c.

�e Present State of Play

In essence, then, there has been a slow transfer of evidence of bene�ts derived from 
research into front- line practice. We have accumulated extensive knowledge about the 
extent of the safety and quality problem, and internationally, considerable work has 
been done in understanding the categories of harm, but the central problems of success-
fully tackling the issues, improving quality of care, and making things safer for patients 
has meant that progress has been painfully slow (Braithwaite and Coiera, 2010).

For example, there is underutilization of many organizational programs of proven 
e�ectiveness. �ere is good evidence for the use of medical emergency teams (METS) 
or rapid response systems (RSSs) in acute settings to manage deteriorating patients 
(Hillman et al., 2005; DeVita, Hillman, and Bellomo, 2011, 2006). �ere is also evidence 
that hand hygiene programs can enhance the levels of hand washing by clinicians, which 
feeds into reduced levels of infection (Pittet et al., 2000; Pittet and Donaldson, 2006). 
Yet take- up has o�en been slow and uneven.
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All in all, most experts have expressed concern about the stickiness of the problems, 
with “relatively high levels of adverse outcomes arising from unsafe practices, incidents, 
and medical errors” (Donaldson, 2001) continuing over time. As far as we can ascertain, 
despite the growing capacity of medicine to treat many more people with a wider range 
of conditions at advanced age, levels of harm (at 1:10 acute admissions) and appropri-
ateness of care (half of care in line with level I evidence or consensus based guidelines) 
have �at- lined for at least 25 years. In part, this is because of the tightly- coupled nature 
of busy, high- production health settings (Cook and Rasmussen, 2005; Braithwaite et al., 
2013), and the fact that health care complexity seems perennially to be pushing in the 
modern era just at the edge of chaos (Kau�man, 1995; Glynn and Scully, 2010).

Key Management and Leadership 
Concepts and Initiatives

Managing and Leading Improvements in Safety 

and Quality

Hand in hand with the e�orts to describe and measure the extent of harm, the problems 
with quality of care and the context within which adverse events arise, have emerged 
multiple strategies to improve things. We have already seen some of these: WHO’s cat-
egories (Table 14.1) and IHI’s campaign targets represent entire agendas for improve-
ment at macro- , meso-  and micro- levels. Taken together, recommended initiatives 
boil down to detecting, monitoring, addressing and preventing harm; applying tools, 
techniques, programs and approaches; and managing and leading improvements to the 
safety and quality of care. But we have already noted that gains are not easy, and any that 
have eventuated have been hard- won. Dixon- Woods, McNicol, and Martin (2012) have 
summarized what has to be addressed in improving care into ten challenges including 
convincing people that there is a problem on the �rst place, tribalism, and having exces-
sive ambitions.

Ways of Tackling Harm and Improving Care

Given the principles and priorities of WHO and the multiplicity of e�orts devoted to 
improving care, it is not surprising that there are many tools and approaches at the dis-
posal of clinicians and managers through which they might tackle harm, boost health 
care quality and enhance delivery systems. Table 14.2 lists and summarizes a range of the 
most popular improvement strategies drawn from an array of sources. We have assigned 
them to nine categories.
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Table 14.2  Popular improvement strategies

Category Examples

1. Philosophical, conceptual •  Accounts of causation
•  Theoretical domains framework
•  Quality improvement conceptual frameworks

2. Patient journey •  Clinical practice guidelines
•  Care pathways
•  Chronic disease management
•  System re- engineering (or business process redesign)
•  Lean productions cycles

3. Education, development •  Educational outreach
•  Continuing medical education
•  Professional development and self- directed learning
•  Extended professional roles
•  Specialty outreach programs
•  Continuous quality improvement programs

4. Specific tools •  Clinical governance
•  Audit and feedback
•  Risk and safety management
•  SBAR communication
•  Severity assessment systems
•  Causation analysis
•  Forcing functions
•  Failure modes and effects analysis
•  Functional resonance analysis method
•  Six Sigma
•  Plan- Do- Study- Act cycles (PDSA)
•  Managerial walkarounds
•  Checklists
•  Clinical decision support systems
•  Adjuvant models of care
•  Evidence- based medicine

5. Natural systems characteristics •  Local opinion leaders and champions
•  Physician practice profiling
•  Culture change
•  Political reframing

6. Reviews, evaluations •  Peer case reviews
•  Realistic evaluation
•  Formative and summative evaluation approaches
•  Clinical audit

7. Teamwork, collaboration •  Interdisciplinary collaboration and teamwork
•  Multisite quality improvement collaborations
•  Clinical service networks
•  Influencing organizational culture
•  Social campaigns

(Continued)
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�is however is only a list, and an incomplete one at that, albeit that it might help in speci-
fying the types of activities that can be operationalized to tackle safety and quality. Most 
commentators would agree that it is much easier to list the techniques, philosophies and 
approaches that have been designed, adapted or adopted than to make e�ective use of them.

Models for Successful Improvement

�e received wisdom of the �eld, a�er this long gestation period of attempting to engi-
neer more safety and higher quality of care, is that, because of the poor progress we 
need models to enhance the way people on- the- ground make change and succeed with 
evidence- based improvement activities. One stream of thinking about this has come to 
be called implementation science. An example drawn from this �eld is the Promoting 
Action on Research Implementation in Health Services (PARiHS) framework which 
says that successful implementation is a product (or function, f), of three factors: the 
quality of the evidence (E), the context (C) within which implementation will take 
place, and the caliber of the facilitation (F) (Kitson et al., 2008). �is has been sum-
marized as a formula: SI = f (E, C, F) (Kitson et al., 2008). �e PARiHS investigators 
see their framework as best applied as a two- stage model: to diagnose and scope the 
evidence and context, and then to determine the optimum facilitation mechanisms.

An alternative (or perhaps complementary) mechanism is to take an evidence- based 
approach to the phases of localized implementation. A  recent systematic review of 
targeted literature in implementation science laid the foundation for a model (called 
Harnessing Implementation), applied to quality and safety (Braithwaite, Marks, and 
Taylor, 2014). It describes a cycle of implementation activities including getting ready 
(phase 1), assessing capacity for change (phase 2), selecting the appropriate implementa-
tion type (phase 3), committing resources and creating leverage (phase 4), and ensur-
ing and measuring sustainability of the implementation and its e�ect size (phase 5). 
Communicating well, providing incentives, and regular feedback as progress unfolds 
are key enabling strategies in the model.

Category Examples

8. Patient- led •  Patient- mediated quality improvement strategies
•  Patient reported outcomes measures
•  Patient- centered or patient- focused care

9. External stimulus, reporting •  Public scorecards and performance reporting
•  Pay for performance schemes
•  External accreditation and standards
•  Incident reporting
•  Market based control mechanisms

Adapted from: Scott (2009); Braithwaite and Coiera (2010); Hughes (2008); Frankel et al. (2003)

Table 14.2  (Continued)
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Implementation Science— Getting Evidence into Practice

�e PARiHS and Harnessing Implementation approaches are speci�c examples of 
implementation science— concerned with getting evidence into clinical practice. �is 
is a rapidly growing academic endeavor aiming to promote the uptake of research �nd-
ings. Others have called for more evidence- based policy and management practices 
(Walshe and Rundall, 2001). A key problem is to weigh the value of evidence being cre-
ated and sort out the evidentiary wheat from the cha�. �ere are 23 million papers in 
Medline, a comprehensive data base, and 11 systematic reviews and 75 randomized trials 
published every day (Bastian, Glasziou, and Chalmers, 2010).

Clinical Leadership versus Top Down Strategies

PARiHS and Harnessing Implementation require local action and facilitation (PARiHS) 
and enabling mechanisms within the phases (Harnessing Implementation). Both inevi-
tably require e�ective management and leadership in some form or another, to spon-
sor, resource or support the accomplishment of the envisaged uptake and associated 
changes. A  long- standing question is whether leaders and managers should seek to 
adopt a top- down, bottom- up or middle- out approach. �e answer is that all are needed 
depending on the circumstances. A key target for improvement specialists’ attention is 
clinical managers. �ese are hybrid middle- out positions which translate organizational 
requirements between the top- level corporate management ranks (the blunt end of the 
system) and the sta� providing care (the sharp end). Donaldson (2001) suggests essen-
tial qualities of a clinical manager can be divided between insights (e.g., an appreciation 
of the organizational context), attributes (e.g., capacity to lead and inspire) and skills 
(e.g., being able to resolve complex problems and work across boundaries).

�ere is widespread support for the role and capacities of clinical leadership 
and management and how they can assist in change being managed productively 
(Braithwaite and Mannion, 2011). For example, according to some scholars, clinical 
leaders are well placed to overcome barriers to quality improvement (Kumar, 2013). 
For others, “as the custodians of the processes and micro- systems of health care, doc-
tors are ideally placed to lead improvements” (Clark, 2012). Dowton calls for new 
forms of leadership in health care, by pointing to the need for the development of 
meaningful leadership identities, the necessity to link managers with other profes-
sionals and stakeholders in health care systems more e�ectively, and requiring leaders 
to act as ethical role models and interpreters of institutional complexity for followers 
(Dowton, 2004).

Middle- level clinical managers play an important role in di�using and synthesizing 
information, and bridging macro-  and micro- level concerns,that is mediating between 
the strategy and coalface clinical activities of health care organizations (Birken, Lee, 
and Weiner, 2012). Speci�cally, clinician- managers are not only subject to pressure 
from above (from blunt end corporate- level managers, seeking e�ciency, performance 
and productivity) and below (from sharp end coalface clinicians, seeking resources to 
provide better clinical care, but also asking the clinician- manager to advocate for them 
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and not curtail their clinical autonomy). �ey are also in competition with clinician- 
managers at the same level— for organizational resources or senior management atten-
tion, for example.

Other commentators have sought to distinguish individual with collective, 
shared (distributed) leadership approaches. Greenfield and colleagues define dis-
tributed leadership as “an emergent property of a group or network of interacting 
individuals; there is an openness of boundaries of leadership; and leadership exper-
tise is spread amongst those involved … [to] … realize a concerted dynamic that 
is greater than the sum of the parts.” In their study of a research partnership, they 
found that distributed leadership was the key determinant in realizing successful 
collaborations. Relationship- building and reciprocity, along with a preparedness to 
persevere and engage in ongoing negotiations, emerged as factors of distributed 
leadership (Greenfield et al., 2009). Fitzgerald and her co- researchers agree, indi-
cating that distributed change leadership included three stakeholder groups: com-
petent senior leaders interested in and supportive of change; credible, middle level 
opinion leaders; and others with a willingness to embrace change efforts (Fitzgerald 
et al., 2013).

Distributed leadership is predicated on multiple stakeholders each playing a role, 
and good management- professional relationships. Multiple layers of coordination are 
needed, and responsibility for improvement is shared across senior, middle- level, and 
coalface- level roles (Fitzgerald et al., 2013).

Diagrams and models are always more neat and tidy than real life, and distributed 
leadership is not unproblematic. In an interview of 107 National Health Service (NHS) 
stakeholders, participants expressed the concern “ that distributed leadership could 
mean confusion about who was in charge” (McKee et al., 2013). As always, coordination 
of the diverse suite of attitudes in health care is an important consideration, but presents 
both generic and localized challenges.

Teamwork

Most improvement programs include initiatives based on enhancing teamwork and 
communication between team members and across teams. Amongst a large literature 
Ezziane indicated: “Several factors appear to contribute to the development of success-
ful teams, including e�ective communication, comprehensive decision making, safety 
awareness and the ability to resolve con�ict. Not only is strong leadership important if 
teams are to function e�ectively but the concept and importance of followership is also 
vital” (Ezziane et al., 2012).

Providing care is of course a “team sport,” and there are clear links between teamwork 
and patient outcomes (Sorbero et al., 2008). Salas and colleagues recommend princi-
ples for training teams including developing competencies, modifying training and 
teamwork to the circumstances, incorporating simulation in the package of educational 
measures, providing feedback, evaluating progress and sustaining behaviors over time 
(Salas et al., 2008).
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When Teamwork and Communication Fail

Teamwork and communication are clearly viewed as important, but what about when 
they fall short or fail? What, for example, about anti- social, self- interested, or trouble-
some individuals or groups? In a survey of disruptive behavior, physicians’ and nurses’ 
disruption of services was linked to adverse safety for patients; 67% of respondents’ 
believed disruptive behaviors and adverse events were related, 71% that there was a link-
age to medical errors, and 27% that there was a relationship with patient mortality. In 
addition, 18% of respondents could report a speci�c adverse event that occurred because 
of disruptive behavior, three- quarters of whom believed that the adverse event could 
have been prevented. Disruptive behaviors can create perturbations in the system a�ect-
ing others’ focus and concentration, and aspects of collaboration, communication, and 
information transfer. �ese in turn can result in preventable errors, compromised safety 
and quality, and patient morbidity and mortality (Rosenstein and O’Daniel, 2008).

Champions and Opinion Leaders

Champions are people who contribute to the facilitation of improvement strategies. 
Opinion leaders are those with an in�uential voice, regardless of them holding any 
managerial or leadership role, and who can disproportionally a�ect others. �ey are 
believed to be key in leveraging stakeholders to commit to improvement activities, and 
are a positive or negative force for change depending on their stance. Interviews with 
Veterans Health Administration stakeholders in the United States showed that partic-
ipants believed that local champions were important for successful change. �ey can 
communicate about a project or program, draw people into it, be active as local experts 
and resource persons and become information conduits, connecting local and exter-
nal stakeholders (Kirchner et al., 2012). Participants suggested that champions must be 
well- respected, good communicators and exhibit leadership behaviors in order to be 
e�ective (Kirchner et al., 2012).

Organizational champions and opinion leaders are o�en most prominent in the early 
stages of adoption (Hendy and Barlow, 2012) in helping or hindering implementation. 
In unsuccessful implementation, opinion leaders’ propensity to hold fast to their exist-
ing positions can have detrimental e�ects in anchoring progress to the status quo. In 
successful implementation, on the other hand, champions’ management and people 
skills can be harnessed and leverage created from their valuable organizational connec-
tions (Hendy and Barlow, 2012; Flodgren et al., 2011).

Individual Diligence

Champions and opinion leaders are speci�c examples of the broader idea of individ-
ual diligence. Although it is unfashionable to lay the blame for things going wrong at 
the feet of individuals, it is hard to escape the role of the individual in being mindful, 
conscientious and re�exive in improving care— or in holding fast to existing cultural 
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characteristics. In their study of “sociological citizenship,” Corbett and colleagues-
reminded us that at the heart of successful systems changes are diligent individuals 
(Corbett, Travaglia, and Braithwaite, 2011).

Diligent individuals are professionals who are aware of their role as actors 
in health care organizations, and who take responsibility for both their own and 
their colleagues’ actions to initiate improvements to safety and quality (Corbett, 
Travaglia, and Braithwaite, 2011). Another facet of this is positive deviance (Lawton 
et al., 2014). Enabling individual diligence is an important consideration to safety 
and quality improvement programs, and may assist in overcoming the problem 
of turning policy into practice or implementing change (Corbett, Travaglia, and 
Braithwaite, 2011).

Systems Improvement

�ere are many strategies for systems improvement. Labels such as “systems rede-
sign,” “business process re- engineering” and “lean” come to mind. �ey share a com-
mon understanding— that processes of care can be streamlined, promoting e�ciency 
(Carayon et al., 2006).

According to such conceptualizations, the organization consists of connected com-
ponents (people, technology, departments) which concertedly provide care as it unfolds 
over time, operationalized by people executing distinctive roles. Clinicians are thus 
embedded in processes and work on tasks which contribute to the delivery of better 
or worse outputs and outcomes. Many examples of improvement activities based on 
this logic have been documented (e.g., DelliFraine, Langabeer, and Nembhard, 2010; 
Elkhuizen et al., 2006). In the wrong hands, however, they can become mechanistic, 
or fail to realize improvements, or both. �ey can also reduce �exibility by removing 
needed tasks and necessary redundancy.

Inter- Professional Care

Inter- professional care is seen as a way to conjoin the expertise of clinical professionals 
such that di�ering clinician groups (doctors, nurses, allied health sta�) work together 
e�ectively and productively, with each member contributing uniquely to common 
goals. �e logic is that in encouraging inter- professionalism, clinicians will enhance 
the way they relate, interact, communicate and collaborate. �is, in turn, will result in 
improved quality of care and patient safety.

It has proven hard to demonstrate this beyond specific or isolated examples. 
There are randomized studies which, depending on the context, show benefits 
from inter- professional ward rounds (Curley, McEachern, and Speroff, 1998), 
inter- professional meetings (Schmidt et al., 1998), and externally facilitated inter- 
professional audits (Cheater et  al., 2005). However, Braithwaite and colleagues 
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conducted a longitudinal, four- year action research study of inter- professional col-
laboration. Despite concerted efforts, including presiding over multiple projects 
to induce greater levels of inter- professionalism, it was difficult to measure gains. 
Levels of inter- professional collaboration and attitudes toward cross- disciplinary 
teamwork were no different at years two, three and four of the study (Braithwaite 
et al., 2012a, 2012b).

Restructuring

�inking about a health system as if it is able to be predicted, de�nitively analyzed 
and calculated is equivalent to conceptualizing it as an inanimate object, as a “rock.” 
However, health systems can more aptly be conceived as complex biological systems 
with minds of their own, as a “bird” that needs to be fed, nurtured, and developed. 
Mechanistic, “rock- like” thinking is pervasive. It seems to be associated with people 
taking the view that the system can be decomposed into parts, and that they are inter-
changeable. �is sort of thinking all- too- o�en points the way to restructuring. When 
people in positions of authority take this stance they frequently reorganize people 
by changing the boxes on the organizational chart, imagining that this represents 
meaningful change or streamlining of the system. �ere have been many attempts to 
restructure health systems and refocus e�orts in this way. Studies show the bene�ts 
are poor or non- existent, and depending on circumstances, restructuring puts back 
progress by eighteen months or more (Fulop et al., 2005). Yet it is clear that health 
care systems are better described as being organic rather than mechanistic; as birds 
not rocks. �us, restructuring is not a solution (Braithwaite, 2005, 2007; Braithwaite, 
Westbrook, and Iedema, 2005; Braithwaite et al., 2006); and in any case, as we have 
argued earlier, top down solutions are ine�ective without bottom up involvement 
(Braithwaite, 2006; Braithwaite et al., 2006). It is much more important to engage 
clinicians in decision making processes rather than restructure them. In contradis-
tinction, it is a more suitable solution to support naturally occurring networks of cli-
nicians (Braithwaite, Runciman, and Merry, 2009) to deliver care rather than formal 
structures.

Essentially, instead of restructuring health systems in the vain hope of inducing a 
better focus on safety and quality, we need resilient and vigilant organizations which 
can cope with the unexpected as well as try to tackle the commonly occurring— 
the constant tide of patients coming for care. Indeed, there are increasing grounds 
for believing that organizations will be safer and less risky if they have an inclusive 
organizational climate (Svyantek and Bott, 2004), e�ective leadership (Øvretveit, 
2009), a positive culture and sub- cultures (Boan and Funderburk, 2003; Braithwaite, 
Hyde, and Pope, 2010), features of resilience (Hollnagel, Braithwaite, and Wears, 
2013)  and an approach which involves patients in care processes (Lawton and 
Armitage, 2012).
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�e Challenge of the Health Care Complex 

Adaptive System

We have seen that it is very hard to make change in health care, and speci�cally di�cult 
to make the kind of transformation we are seeking in safety and quality though struc-
tural thinking. One reason is because of systems complexity.

A complex adaptive system (CAS) is one which self- organizes (i.e., it requires lim-
ited external e�ort or management to propagate itself) (Mennin, 2010), is dynamic (i.e., 
change transpires over time) (Choi, Dooley, and Rungtusanatham, 2001), and it exhibits 
emergence (i.e., spontaneous behaviors occur, generated by relatively simple roles and 
interactions) (Ellis and Herbert, 2011), and herding (i.e., agents pay attention, to what 
others are doing, and cluster with them, or emulate or reject them) (Zhao et al., 2011). 
CASs are characterized by structures which combine features of hierarchy (with lad-
dered, vertical layers) and heterarchy (with silo- like, horizontal divides) (Martin, 2002; 
Stark, 2011) but they manage to traverse and communicate across these boundaries. In 
essence, a CAS will have a range of agents interacting in complex ways, both within and 
across pervasive boundaries, vertically and horizontally (Eljiz, Fitzgerald, and Sloan, 
2010; MacMahon, MacCurtain, and O’Sullivan, 2010).

Health care is a CAS, of course, and this means that there is, to a considerable 
extent, self- determination, with continuously emergent behaviors and practices. 
Tightly- coupled clinicians interface with each other, and occasionally interact with 
loosely- coupled managers and policymakers, in separate but related hierarchical and 
heterarchical con�gurations. In such complicated ecosystems, localized clinical behav-
iors will not be readily understood by others outside those localities. Because behaviors 
are always emergent, and reverberate through the system, they are not readily predict-
able, notwithstanding that clinical and managerial routines in broad outline are spec-
i�able and normalized. As Braithwaite and colleagues indicate, “perturbations in one 
locale may propagate through the levels, or laterally, manifesting as outcomes in an area 
unrelated in time or place to the originating activity” (Braithwaite et al., 2013). In e�ect, 
there will be opaque, iterating behaviors in sub- systems emerging from a multiplicity of 
interacting agents and various formal and informal feedback loops of adaptive capacity, 
applied to accomplish goals.

In such an environment, it is not clear how e�ective leadership and management of 
services and entire organizations, let alone across whole systems, can accomplish much 
beyond nudging clinical behaviors in preferred directions, and shaping and in�uencing 
cultures and sub- cultures in subtle ways. In any case, it is clear that clinicians in CASs 
will not respond in a 1:1 correspondence to being told what to do, or when, and they will 
be almost completely unresponsive to being told how to do anything. Doctors, especially, 
in every health system we know, have relatively high levels of discretion and autonomy. 
If an external request or demand for compliance via an above- down policy, procedure, 
or standard does not make sense to them on their terms, or is not, according to their 
principles, values and logic, good for their patients, or aligned to their professional 
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preferences or interests, or fails to make sense clinically, or is seen as excessively bureau-
cratic, they are likely to resist, neglect to accept what is being proposed, or just ignore it.

Seen in this light it is hard to make the case for anything less than having highly skilled 
and credible leadership engaging with clinicians in positive ways over time. Other more 
top- down styles will not likely have e�ects beyond the super�cial. Engaging clinicians, 
and encouraging partnerships between clinicians and other stakeholder groups to real-
ize mutually agreeable goals, is just about the only strategy in such circumstances that 
will count.

Health care comprises a diversity of interests and cultures, technology and ecosys-
tems, and is at least as complex as any other human system. So working with rather than 
against its CAS features is an important consideration.

Use of Clinical Networks and Communities of Practice

�is brings us to the naturally- occurring properties at the heart of the CAS delivering 
health care: the clinical networks (Cunningham et al., 2012) and communities of prac-
tice (Ranmuthugala et al., 2011) that are the essential mechanisms for providing ser-
vices at the sharp end, underpinning safety and quality activities. Clinical networks are 
clusters of health professionals whose enduring, repeated relationships deliver care to 
patients, and communities of practice are interactive platforms for groups to exchange 
information and learn together.

For every clinical problem there are networks and communities of clinicians that have 
not been engaged and harnessed to the extent they might (Braithwaite, Runciman, and 
Merry, 2009). We have not encouraged these naturally occurring characteristics of com-
plex systems, instead o�en preferring to manage them. Current “normal” patient safety 
and quality initiatives, including mandating standards, releasing policies, prescribing 
when root cause analyses should be done, and sponsoring hand hygiene, handover and 
associated projects, have proven insu�cient— but they are imposed on clinical networks 
in formal ways. �us we want to draw a distinction between mandated, formally struc-
tured, and authorized networks and communities— those enforced by someone from 
the top and sanctioned on an ongoing basis by those in authority— and self- selected, 
emergent, collaborative networks with which clinicians identify, and into which clini-
cians elect to join. Clinicians work best when their expertise is called on and they �our-
ish in networks and communities of their own choosing, re�ecting their interests and 
preferences.

�e choice seems to us stark: more of the same, trying to regulate, manage, and pre-
scribe behaviors more intensively, or inviting, empowering and nurturing clinicians 
in their own con�gurations. Rather than directing, micro- managing or controlling 
clinicians through a hierarchy, using the leverage of their natural groupings to pro-
vide better care might be a more sustainable option. �e management and leadership 
style choice, inevitably, will be bottom- up rather than top- down if the latter choice is 
made. According to this logic, successful organizations are more likely to exhibit desired 
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behaviors via approaches which encourage, support and nudge than command, control 

and mandate. Progress in this vein will be predicated on leadership rather than manage-
ment, and with more emphasis on supporting the sharp end than putting resources into 
the blunt end.

Resilient Health Care

Based on this kind of logic, an alternative approach to the �nd and �x model that has 
prevailed until now is in its early days, but is starting to contribute to a sea- change in 
our thinking on safety and quality. Based on complexity thinking, it has become known 
as resilient health care (Hollnagel, Braithwaite, and Wears, 2013; Wears, Hollnagel, and 
Braithwaite, 2015). Most of the work on safety and quality to date has been predicated on 
a model which essentially says: make as few errors as possible, and stamp out harm wher-

ever it appears. Focusing on things going wrong is reactive, and assumes that speci�c 
errors can be �xed, and the generic causes of harm can be found, and remedied. Fixing 
and remedying involves standardizing procedures, streamlining the system, mandat-
ing or prescribing solutions, and introducing barriers to prevent future harmful occur-
rences. �is Safety- I view has not spent much time considering that if harm occurs in 
10% of cases, then health systems performance goes right in 90% of cases.

�is alternative to Safety- I— focusing on things going right— is labeled Safety- II 
(Hollnagel, 2014). �ings go right o�en even in CAS- like health care settings because 
people on the front line skillfully adjust their behaviors, practices and performance to 
match the conditions. �ey do not slavishly follow guidelines, procedures and poli-
cies in precise ways as prescribed by those at the blunt end, but make sensible, local-
ized accommodations in order to deliver care in �exible, resilient ways at the sharp end. 
Clinicians in this model are seen positively— not as error- prone agents whose behaviors 
need to be decomposed into constituent parts, but as resources who already facilitate 
everyday solutions to complex situations.

Moving to a Safety- II perspective requires an underlying change to how we conceive 
of and do patient safety and quality. Adverse events will still be tackled by Safety- I meth-
ods, and rightly so where they are linear problems which can be decomposed into their 
constituent parts and then readily addressed. But there are many more cases where 
things go right and we do not understand the circumstances— or why. �e Safety- II 
paradigm asks: how is it that everyday, �exible work contributes so much to safe, e�ec-

tive care? We will have to design new ways of appreciating this, and consider everyday 
clinical practice as underpinning the system rather than as a problem to be solved. 
Clinicians and their performance in this way of thinking are investments, and the task 
is to understand how resilient care manifests. �e Safety- II paradigm suggests that we 
need to spend more time looking at what goes right, and as we learn how and under 
what circumstances, striving to spread e�ective practices, ideas and models across the 
systems of care. Encouraging what goes right and di�using ideas about how care mostly 
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succeeds is a counterbalance to the current obsession with how care sometimes fails, 
mostly responding to things going wrong, and trying to stamp out errors.

Discussion: Patient Safety and 
Quality in Relation to Health Care 

Organizational Processes and 
Practices

�e Long- Term Nature of the Problem

Patient safety and quality problems, then, are deeply etched into the organizational pro-
cesses that make up the value chain delivering care to patients. For that reason most 
experts have been on a journey, and now see poor care not as an individual but a collec-
tive problem— a systems concern. �e individual clinician, according to this rationale, 
is not to be blamed unless there is willful or reckless disregard for the patient’s wellbeing. 
In any case, the complexity of modern care means that its production is never the result 
of one person’s actions. For these reasons, patient safety and quality of care are viewed as 
systems and cultural issues, and improving them must take into account organizational 
and human factors. Traditionally, e�ective management, leadership and coordination of 
care loom as important considerations in the improvement enterprise, but in the past, 
they have o�en manifested through relatively top- down managerial activities.

Although studies have demonstrated successful changes (for example through 
decreased catheter- related bloodstream infections (Pronovost et al., 2006); checklists 
in operating theatres (Haynes et al., 2009); hand hygiene programs (Pittet et al., 2000); 
hand overs (Catchpole et al., 2007); and Root Cause Analyses (RCAs) (Percarpio, Watts, 
and Weeks, 2008)) they remain relatively isolated exemplars. No known study has 
shown a health system that has improved across- the- board. Levels of harm in acute set-
tings have not reduced from 1:10 to 1:15, 1:20, or 1:40. At the systems level, over thirty 
years, there have been changes, ranging from clinicians’ recognition of the importance 
of quality and safety, to widespread use of adverse event reporting systems and elec-
tronic charts. For every clinical condition there are now evidence- or consensus- based 
protocols by which to deliver care. Increasingly better information and communication 
technologies are in use, and a wider range of methods and theories for addressing safety 
and quality have emerged.

However, despite these changes, we have not been able to demonstrate system-
atic, widespread or ubiquitous improvements. And the resilient health care approach 
suggests we have focused on the relatively few things going wrong rather than the 
relatively many things going right, and we have not leveraged the underlying charac-
teristics of the health care CAS— opinion leaders, champions, and naturally- occurring 
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clinical networks, collaborations, and communities of practice, for example— as well 
as we might.

�e Challenge Remaining

�ere have been many attempts to implement small-  and large- scale, localized and 
systems- wide initiatives designed to address safety and quality. When large scale inter-
ventions have been designed as a way of tackling these issues, challenges to progress 
have emerged. A major initiative in the English NHS delivered few measurable addi-
tional gains in improved care in intervention versus control hospitals (Benninget al., 
2011a) and signi�cant e�orts in North Carolina, USA over a six year period showed little 
evidence that rates of harm have changed on safety and quality indicators in 10 hos-
pitals despite concerted e�ort and considerable expenditure (Landrigan et al., 2010). 
Another study, an action research interventional project encouraging greater levels of 
inter- professional care over a four year period, 2007– 2010, showed no improvement in 
systems- wide attitudes towards inter- professionalism despite active encouragement of 
sta� including 272 initiatives and 2,407 encounters with health systems sta� and strong 
expenditure support for the project (Braithwaite et al., 2012a, 2012b). �is has led some 
commentators to go so far as to suggest that an entrenched characteristic of health sys-
tems is inertia (Coiera, 2011; Dunn et al., 2012; Ellingsen, Monteiro, and Røed, 2013).

�e paradox, then, is that we are now able to demonstrate the magnitude of the safety 
and quality problem, and to appreciate better than ever before its dimensions, charac-
teristics, scale and scope, but we have not yet been able to di�use what we know widely, 
to improve uptake beyond localized successes, to harness the leverage of the various 
stakeholders, or to scale up our e�orts (Benning et al., 2011b; Wachter, 2004; Pittet and 
Donaldson, 2006). We need to do better, whether this takes the form of new mod-
els, better leadership, greater levels of teamwork, or more implementation ingenuity. 
A more recent proposition is to include a Safety- II perspective, supporting clinicians’ 
everyday capacity to succeed under varying conditions, and facilitating much more a 
focus on ensuring that as many things as possible go right. �ese types of thinking and 
activities loom as the next set of considerations for stakeholders— and there are many 
of them, worldwide— working on the enterprise we know as safety and quality. It is 
very important that we make more progress than we have to date. Patients, worldwide, 
deserve nothing less.

Conclusion

�e largely unchartered waters in patient safety and quality have hidden a key factor. 
�ose working in the �eld have been slow to harness the role of patients and fami-
lies in shaping and improving the processes of care, clinical decisions, organizational 
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governance, and health care policies. At the end of the day, it is not the Minister’s, 
or policymakers’, or managers’ or clinicians’, health system. It belongs to society, to 
the community, to patients, and their families and carers. �e potential for improv-
ing the system, and making it safer, providing higher quality of care, does not rest 
on the shoulders of patients, but they are its arbiter and yardstick. If every provider 
of care delivered services at a level that they themselves would like to receive, and 
care took into account patients’ speci�c, informed preferences, and their aspirations, 
hopes and concerns, to the extent possible, every time, we suspect safety and qual-
ity would improve markedly. Now there’s a test for providers in every system, and 
a challenge which everyone ought to take on, every time care is o�ered. Involving 
patients and carers in improvement is a key building block, and where a more suc-
cessful future lies.
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Chapter 15

Implementing e-  Health

Bill Doolin

Introduction

As Bath (2008) observes, health care is an information- intensive process. Such infor-
mation includes patient information for clinical care and management, secondary data 
for health service planning and delivery, and up- to- date information on the diagnosis 
and treatment of speci�c health problems. Unsurprisingly, a range of information tech-
nologies and systems have been developed to address the information needs of health 
care professionals, health service managers and planners, patients, and the public. �e 
application of information and communication technology (ICT) in health care has 
become increasingly associated with the term “e- health”. However, there is a degree of 
de�nitional ambiguity associated with this term. Some de�nitions emphasize speci�c 
technologies or contexts, such as the use of the Internet and other interactive technolo-
gies (Ahern, Kreslake, and Phalen, 2006), the networked exchange of health care infor-
mation across organizations (Hill and Powell, 2009), or consumer- oriented health 
informatics (Ricciardi et  al., 2013). Other de�nitions of e- health are more generic, 
simply encompassing ICT use in health care contexts and, in many ways, superseding 
previous usage of terms such as health information technology (IT) (Car et al., 2008; 
Oh et al., 2005; Ricciardi et al., 2013). In this chapter, e- health is de�ned broadly as the 

application of ICT to support the organization, management, and delivery of health care. 
Within this broad de�nition, e- health can refer to a range of information- based appli-
cations that (a) store, manage and share patient health information; (b) inform and 
support clinical and patient decision- making; (c) enhance patient- provider interaction 
and service delivery (including remotely); (d)  support evidence- based practice and  
epidemiological research; and (e) support health service planning and management 
(Ammenwerth, Schreier, and Hayn, 2010; Black et al., 2011; Car et al., 2008; Pagliari 
et al., 2005).
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De�nitions and descriptions of e- health tend to be overwhelmingly optimistic in 
terms of the bene�ts that ICT o�ers health care (Oh et al., 2005; Pagliari et al., 2005). �e 
introduction of e- health is predicted to drive widespread changes to health care practice 
and improvements in the quality and e�ciency of health care delivery (Alkhaldi et al., 
2014; Blumenthal and Glaser, 2007). Belief in the capacity of e- health to achieve these 
changes has seen large- scale investment in ICT in health care internationally, and the 
development and implementation of large- scale e- health initiatives (in the order of bil-
lions of pounds or dollars) in various national health care systems (Adler- Milstein et al., 
2014; Black et al., 2011).

Despite the optimism expressed about e- health and the investment being made 
in its development, an increasing number of commentators are pointing out that in 
many cases the bene�ts of e- health are more anticipated than realized in practice, 
and that empirical evidence for their achievement is lacking, inconclusive, modest, 
or mixed (Black et al., 2011; Goldzweig et al., 2009; Lau et al., 2010; Moxham et al., 
2012). In a major review of primary studies and prior systematic reviews, Car et al. 
(2008) found that while e- health clearly has the potential to improve the quality and 
safety of health care, rigorous evidence demonstrating this impact was limited. In 
their review of over 150 international studies evaluating the outcomes of health IT 
adoption and use, Buntin et al. (2011) found that a large majority reported some form 
of positive outcome in terms of improvements in patient care. However, the authors 
also suggested that negative �ndings may be under- reported in the literature and 
that their examination of the studies reporting negative outcomes emphasized the 
criticality of what they call the “human element” (470) in implementing health IT. 
Similarly, a number of authors have directed attention towards the consideration of 
contextual and process issues in e- health implementation and integration in complex 
health care settings (Agarwal et al., 2010; Bath, 2008; Boddy et al., 2009; Car et al., 
2008; Newell, 2011; Payton et al., 2011; Wears and Berg, 2005). Implementing e- health 
in a meaningful way requires more than the digitization and computerized manage-
ment of patient information or the introduction of new technologies. It entails con-
comitant changes in work processes, interactions, and behavior by both clinicians 
and patients (Agarwal et al., 2010; Blumenthal and Glaser, 2007; DesRoches et al., 
2010; Pope et al., 2013).

�is chapter discusses e- health and its implementation. As Agarwal et  al. (2010) 
argue, “Determining how best to manage the [health] IT implementation process … is 
possibly one of the most pressing health policy issues” (801). �e chapter brie�y reviews 
the factors driving the development of e- health before introducing the main forms of 
e- health application in health care delivery, together with their bene�ts and risks. �e 
focus is primarily on the management and use of health care information using ICT. 
�e chapter then explores a range of issues that render e- health implementation and the 
realization of its anticipated bene�ts problematic. In doing so, it focuses on approaches 
that theorize the complex structures and processes involved in e- health implementa-
tion and attempt to identify the underlying mechanisms at work (Mair et al., 2012).
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Drivers of e- Health

Health care systems in economically developed countries are facing a series of chal-
lenges, including an aging population, increased life expectancy but also increased 
incidence of long- term conditions, a wider range and increasing complexity of avail-
able treatments, increasing public expectations about access to and quality of health  
care, and increasing workloads and a shortage of quali�ed health care professionals. 
�ese challenges are increasing demand for and burden on health services, contribut-
ing to rising health care costs, and leading to variability in patient safety and quality of 
care (Car et al., 2008; Hill and Powell, 2009; Hovenga, 2010; Moxham et al., 2012). �is is 
occurring at a time of increased �scal constraint in most countries, where governments 
are attempting to curb or reduce public spending (Newell, 2011).

�e application of ICT to health care delivery, in the form of the development of e- 
health applications, is increasingly seen as the means for solving three interrelated 
health care problems: accessibility, quality, and cost (Hill and Powell, 2009). At least 
in part, this re�ects advances in ICT and its increasing pervasiveness in all parts of 
contemporary society (Car et al., 2008; Hovenga, 2010). �us, e- health is expected to 
improve equitable access to health care by reaching less well- served populations, cus-
tomizing care for individual patients, promoting changes in health behavior and disease 
management, and empowering patients as active participants in monitoring and main-
taining their health (Agarwal et al., 2010; Ahern, Kreslake, and Phalen, 2006; Alkhaldi 
et  al., 2014; Ammenwerth, Schreier, and Hayn, 2010; Blumenthal and Glaser, 2007; 
Stanimirović and Vintar, 2014).

E- health is further expected to improve the quality of care and enhance patient safety. 
In particular, the provision of critical and comprehensive information for clinical 
decision- making at the point of care, combined with computerized decision support, 
evidence- based prescribing, and electronic clinical communications, is anticipated 
to reduce the incidence of missed diagnoses, inappropriate clinical decisions, medi-
cal errors, and unnecessary tests and procedures. Such changes in information access 
and management are also expected to improve e�ciency, enhance productivity, and 
reduce costs in health care (Agarwal et al., 2010; Alkhaldi et al., 2014; Ammenwerth , 
Schreier, and Hayn, 2010; Blumenthal and Glaser, 2007; Car et al., 2008; Stanimirović 
and Vintar, 2014).

While e- health implementation has predominantly occurred in the economically 
developed countries of North America, Europe, and the Western Paci�c (Black et al., 2011; 
Moxham et al., 2012), increasing attention is being focused on the use of ICT to improve 
health care coverage and outcomes in developing countries (Blaya, Fraser, and Holt, 2010; 
Gerber et al., 2010). E- health implementation in such contexts can be challenging due to 
resource poverty, a shortage of skilled health care workers, lack of infrastructure, and dis-
tributed and rapidly growing populations, but can also have a larger impact than in more 
developed economies (Blaya, Fraser, and Holt, 2010; Fraser and Blaya, 2010).
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Figure 15.1 A multi- level conceptualization of e- health

E- Health Applications 
for Information Management and Use

�e electronic collection, storage, and retrieval of digitized patient information is cen-
tral to ICT use by health care providers. Improving health care professionals’ access to 
relevant patient information at the point of care should translate into improved qual-
ity of care, patient safety, and service e�ciency (Car et al., 2008). Health information 
systems capture patient information at the point of care, integrate information from 
ancillary department such as laboratory, pharmacy and radiology, and provide sup-
port to clinical decision- making and work�ow (Black et al., 2011; Hill and Powell, 2009; 
Moxham et al., 2012). Increasingly, the emphasis on applying ICT in health care is shi�-
ing from the development of individual functional information systems to the exchange 
of health information across increasingly wider parts of the care continuum and involv-
ing a wider range of stakeholders, both within and between health care organizations 
and including patients and health consumers (Abraham, Nishihara, and Akiyama, 2011; 
Bath, 2008; Pagliari et al., 2005).

Figure 15.1 shows a conceptualization of e- health as the application of ICT to health 
care over three levels increasing of functionality and extent of the care continuum 
(Abraham, Nishihara, and Akiyama, 2011). Each level is associated with a particular 
type of electronic record: (1) an electronic medical record within a health care provider 
organization that combines clinical documentation with information from key ancil-
lary departments; (2) an integrated electronic health record that allows the exchange of 
patient information between health care organizations; and (3) a personal health record 
that collects and stores information across the lifetime of a patient and extends access to 
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that information to the patient, allowing patients to take a more active role in managing 
their own health. �ese three types of electronic record correspond roughly to the three 
main types of health IT outlined by Blumenthal and Glaser (2007, 2527).1

Information Management and Decision Support at the 

Point of Care

An electronic medical record (EMR) facilitates the digital collection, storage and 
retrieval of patient information and has become regarded as a central part of the ICT 
infrastructure for health care providers (Dansky, �ompson, and Sanner, 2006). Such 
records assist clinicians at the point of care by making available more complete, cur-
rent, and integrated information, including the patient’s medical history and recent care 
details, laboratory test results, imaging reports, and prescriptions issued, across multi-
ple encounters in a health care provider setting (Hill and Powell, 2009; Moxham et al., 
2012). �e expected bene�ts associated with EMRs derive from more e�cient informa-
tion management functions, improved accuracy and more complete capture of clinical 
information, immediate access by multiple users, savings in time and cost, improved 
clinician performance and productivity, and higher level analysis of data for audit and 
performance management (Black et al., 2011; Car et al., 2008; DesRoches et al., 2010).

However, there are potential risks or concerns associated with EMRs, including data 
security and unauthorized access, the impact on patient- provider interaction, and the 
implications for patient safety if paper- based records continue to be used in parallel. In 
some cases, data entry and retrieval by clinicians is persistently slower than the paper- 
based record systems EMRs replace (Black et al., 2011; Car et al., 2008). For example, in 
their review of EMR research, Greenhalgh et al. (2009) concluded that “while second-
ary work (audit, research, billing) may be made more e�cient … primary clinical work 
is o�en made less e�cient” (767). Indeed, a number of studies have documented both 
paper- based and computer- based workarounds to EMR use by health care professionals 
(Flanagan et al., 2013; Friedman et al., 2014).

Increasingly, EMR are incorporating a range of additional clinical functionalities, 
adding to the complexity of the overall system. Such functions can include clinical mes-
saging, scheduling, and referrals between primary care and specialist services (Car et al., 
2008). EMRs can interface with a picture archiving and communication system (PACS), 
a digital centralized repository of imaging and radiology reports that is accessible to 
clinicians at the point of care (Black et al., 2011; Hains, Georgiou, and Westbrook, 2012). 
Hains, Georgiou, and Westbrook (2012) found some evidence that PACS can improve 

1 An electronic medical record is also sometimes referred to as an electronic patient record or even 
an electronic health record. In this chapter, “electronic medical record” is used to refer to the electronic 
patient record of a single health care provider, while “electronic health record” is used to refer to a 
longitudinal electronic patient record that combines and integrates patient information held by di�erent 
health care providers.
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the e�ciency of clinical work practices, and inconsistent evidence for their impact on 
clinical decision- making and communication between clinicians and radiologists. In 
fact, use of PACS could result in a decrease in communication and opportunistic inter-
actions between clinicians and radiologists (Black et al., 2011).

EMRs are increasingly incorporating the ability to enter orders for medications, 
laboratory tests, and radiology tests electronically using computerized provider order 
entry (CPOE) systems. CPOE also include the electronic transfer of orders and return 
of results (Black et al., 2011). In their review, Black et al. (2011) found some evidence for 
an impact of CPOE use on e�ciency, clinician performance, and appropriate ordering. 
Niazkhani et al. (2009) found that CPOE systems can improve order legibility and com-
pleteness, and reduce order turnaround times. However, in some cases, use of CPOE 
can negatively a�ect clinician work�ow and workloads, such as increased time for order 
entry and interaction with the system, incompatibility between existing work practices 
and those required by the CPOE, or reduced opportunities for collaborative discussion 
(Black et al., 2011; Niazkhani et al., 2009).

E- prescribing refers to the ability to electronically prescribe and transfer prescrip-
tions between the prescriber and the pharmacy. E- prescribing systems may include 
features that suggest generic alternatives, provide pre- populated order sets, allow cli-
nicians to customize lists of frequently used orders, or trigger alerts for inappropriate 
or incorrect prescriptions (Abramson et al., 2012). Black et al. (2011) found moderate 
evidence for increased e�ciency in time savings and more accurate communication as a 
result of e- prescribing, and some evidence of fewer medication errors and more optimal 
prescribing. Risks associated with e- prescribing, and CPOE more generally, include the 
introduction of new errors, user frustration with system interfaces and repetitive tasks, 
and “alert fatigue” (Aarts and Koppel 2009; Abramson et al., 2012).

EMRs, and indeed CPOE and e- prescribing systems, can incorporate a computerized 
clinical decision support system (CDSS). CDSS use a clinical knowledge- base, input-
ted patient information and inference mechanisms to generate case- speci�c advice. 
�ey have the potential to improve clinical decision- making by providing evidence- 
based and customized support (Car et al., 2008). In their review, Black et al. (2011) found 
mixed evidence for CDSS impact on clinician performance, which did not always result 
in higher quality care. �is is consistent with Jaspers et al. (2011), who found that while 
CDSS can improve clinician performance, particularly with respect to medication 
ordering and preventive care reminders, the impact on patient outcomes is inconsistent.

Exchanging Health Information

An electronic health record (EHR) is “a longitudinal collection of patient- centric health-
care information available across providers, care settings, and time” (Rosenthal, 2006). 
Just as the EMR is a central part of a health care provider’s ICT infrastructure, the EHR 
is a central component of an integrated health information system in a given geographic 
area, whether at a community, regional or national level. An EHR connects the EMRs 
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of various health care providers and allows for the interoperable electronic exchange 
of information about an individual patient by multiple users across organizational and 
geographic boundaries (Abraham, Nishihara, and Akiyama, 2011; Blumenthal and 
Glaser, 2007; Car et al., 2008).

Health information exchange using an EHR typically involves a shared platform and 
standard syntax to ensure interoperability and the exchange of information between 
di�erent types of systems. It also requires secure (and audited) access to the EHR to 
reduce the risk of threats to data integrity or breaches of patient con�dentiality that are a 
concomitant consequence of increasing levels of information sharing (Car et al., 2008). 
However, there are major potential bene�ts in terms of improved clinician perfor-
mance, enhanced cooperation across multiple care settings, personalization of patient 
care across the care continuum, and improved overall e�ciency of health care delivery 
(Abraham, Nishihara, and Akiyama, 2011; Car et al., 2008).

EHRs are the focus of a number of countries’ e- health e�orts, not least because of 
potential cost savings in improved e�ciency of health care delivery. However, success-
ful implementations have been elusive and most countries have experienced di�culties 
in developing a sustainable approach for exchanging patient information at a national 
level (Bowden and Coiera, 2013; Deutsch, Du�schmid, and Dorda, 2010; Garrety et al., 
2014; Greenhalgh et al., 2013). Reported challenges for EHR implementation and health 
information exchange include security and privacy concerns, responsibility for and 
governance of shared patient information, management of patient consent, clinician or 
provider distrust of information from other sources, achieving data integration and pre-
serving data integrity, and de�ning standards for interoperability (Garrety et al., 2014; 
Pirnejad, Bal, and Berg, 2008; Zwaanswijk et al., 2011). Given the problematic and ongo-
ing development of many EHR initiatives, it perhaps not surprising that there is lim-
ited empirical evidence for the attainment of their anticipated bene�ts (Car et al., 2008; 
Sheikh et al., 2011).

Extending Health Information Management 

to Consumers2

Dansky, �ompson, and Sanner (2006) suggest that “Health care is in the midst of a 
consumer- oriented technology explosion” (397), driven by the move towards more 
patient- centered models of healthcare delivery and consumer demands for Internet- 
based solutions to health care problems. A wide range of emerging consumer- oriented 
electronic tools and services o�er the potential for individual health care consumers to 
more actively control their personal health information, manage their own health and 
well- being, self- manage their long- term conditions, and coordinate their care across 

2 “�e term consumers encompasses patients, families, and caregivers, regardless of health status, 
whether or not they are actively receiving health care services” (Ricciardi et al., 2013, 376).
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multiple providers. �ese include health information websites, provider- generated 
health care information and education resources, online health communities and 
health- oriented social media networks related to a particular medical condition. In 
addition, ICT can be used to deliver health care to patients at a distance, facilitating 
new models of integrated care. Mobile devices are being used to deliver a wide range 
of online, interactive, and personally customizable applications for health behavior 
change, and personal monitoring devices are being developed to help patients moni-
tor and manage their medical conditions, and to transmit relevant information to their 
health care providers (Agarwal et  al., 2010; Blumenthal and Glaser, 2007; Forkner- 
Dunn, 2003; Hardiker and Grant, 2011; Hordern et al., 2011; Lluch and Abadie, 2013; 
Moxham et al., 2012; Ricciardi et al., 2013). While there is some evidence to support the 
bene�ts and e�cacy of such consumer- oriented e- health applications and devices, more 
systematic evidence of their impact on health outcomes is needed (Åkesson, Saveman, 
and Nilssonet, 2007; Free et al., 2013; Hordern et al., 2011).

In particular, there is increasing interest in the concept and implementation of a per-
sonal health record (PHR) as a way of improving the quality of care and empowering 
consumers to manage their own health care. PHRs vary in the extent to which they are 
integrated with other health records and who controls the information they contain. 
A range of commercial providers o�er stand- alone PHRs based on computers, mobile 
devices or Internet applications. �ese allow consumers to enter and maintain personal 
health data. Some stand- alone PHRs enable a degree of information sharing with health 
care providers, but control of the information rests with the consumer (Archer et al., 
2011; Detmer et al., 2008). Tethered PHRs allow patients to access and view certain parts 
of their EMR held by a health care provider, usually through a secure Internet portal. 
Control of the information remains with the provider, although some allow patients 
a limited ability to annotate their information (Ammenwerth, Schnell- Inderst, and 
Hoerbst, 2012; Archer et al., 2011; Blumenthal and Glaser, 2007; Detmer et al., 2008). 
�e extent and type of information made available to patients varies considerably 
between health care providers (Collins et al., 2011). Some PHR portals o�er additional 
functionality such as secure communication with the provider, appointments booking, 
and general health care information (Ammenwerth, Schnell- Inderst, and Hoerbst, 2012; 
Blumenthal and Glaser, 2007).

�e “ideal” PHR is considered to be one that is integrated into the health care sys-
tem and draws on comprehensive patient information from multiple sources, includ-
ing the patient and all their health care providers (Archer et al., 2011; Kahn, Aulakh, 
and Bosworth, 2009). Implementing such a vision for PHRs faces a range of barriers, 
including the need for interoperability standards, the investment in infrastructure to 
integrate and securely maintain a lifetime of individual health information, concerns 
about protecting the privacy and con�dentiality of patients and providers, consumer 
acceptance and trust, levels of consumer health literacy and comprehension of clinical 
information, balancing clinician and patient autonomy, and issues of custodianship of 
and liability for patient information (Archer et al., 2011; Beard et al., 2012; Detmer et al., 
2008; Greenhalgh et al., 2008b; Kahn, Aulakh, and Bosworth, 2009). Given the nascent 
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stage of PHR implementation and use, there is only very limited evidence of their ben-
e�ts (Ammenwerth, Schnell- Inderst, and Hoerbst, 2012).

Problematizing e- Health 
Implementation

Van Gemert- Pijnen et al. (2012) argue that the complexity of health care innovation 
has meant that e- health has not delivered on its potential, with many implementa-
tions resulting in abandoned projects, �nancial losses, under- used systems or stake-
holder dissatisfaction. Attempts to understand and remedy such results have produced 
a stream of research studies that attempt to identify factors that enable and constrain 
e- health implementation (Mair et al., 2012). Many such barriers and facilitators match 
those in the IT project management literature more generally (e.g., adequate resources, 
user attitudes and involvement, risk management, scope creep, legacy systems, data 
quality, technical standards, system performance, training and support), but some seem 
to have more salience for the health care context. �ese include concerns regarding data 
security and patient privacy, problems with interoperability and integrating informa-
tion from multiple sources, resistance from health care professionals with a high degree 
of autonomy, and disruption to clinical work�ow (e.g., Boonstra and Broekhuis, 2010; 
Hill and Powell, 2009; McGinn et al., 2011).

While such factor studies contribute to our knowledge of e- health implementation 
outcomes, they do not necessarily address the processes involved in e- health implemen-
tation or the mechanisms that underlie it (Mair et al., 2012). �ere is a need for greater 
use of theory to research e- health implementation processes (McEvoy et al., 2014). One 
approach is the interplay of social theory with empirical data to develop phenomenon- 
speci�c explanations that trace the mechanisms causing observed implementation 
outcomes (Avgerou, 2013). Examining the body of research that takes this or a similar 
approach in applying social theory to e- health suggests a number of insights into the 
problematic nature of e- health implementation, which are discussed in the remainder 
of the chapter.

E- Health Implementation ss a Complex and Emergent 

Process

A number of authors have argued that clinical environments are essentially complex 
adaptive systems, sensitive to initial conditions and with properties that emerge as the 
system responds to changes in circumstances (Bullas and Bryant, 2007). Such a system 
is “replete with convoluted and highly inter- dependent relationships. Variation is the 
norm, and nonlinear and novel responses are commonplace” (Abbott et al., 2014, e13). 
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�is implies that introducing an e- health intervention will cause the system to adjust 
and adapt in unpredictable and non- linear ways, and that a particular approach to e- 
health implementation is unlikely to produce the same outcome in di�erent clinical 
environments (Abbott et al., 2014).

In their case study of a discontinued EMR in a Finnish surgical clinic, Forsell, 
Karsten, and Vuokko (2010) analyzed escalating levels of complexity in issues with the 
EMR implementation. �ey were able to show how readily apparent �rst order issues 
to do with the slow technical performance of the EMR combined and interacted to 
create second order issues, such as dramatically increased workloads in dealing with 
patients and mistrust of the EMR system. �ese issues were re�ected in the emergence 
of work- around practices and maintenance of parallel electronic and paper records. �e 
clinicians’ attitudes to the system and the disruptions to their everyday clinical work 
raised questions about insu�cient information for patient treatment, the possibility of 
malpractice, and responsibility for mistakes or errors that might result from use of the 
EMR system. �ese third order issues were more social and political, and had poten-
tial implications for other parts of the hospital, such as its reputation or �nancial posi-
tion, undermining the organization’s commitment to the EMR implementation. As the 
implementation issues interacted and escalated, they became more complex and harder 
to solve (Forsell, Karsten, and Vuokko, 2010).

As Mair et al. (2012) point out, “implementing and embedding new technologies of 
any kind involves complex processes of change at the micro level for professionals and 
patients and at the meso level for health- care organizations themselves” (357). Given the 
attempts by many countries to implement large- scale e- health programs, we can add the 
in�uence of macro level change for governments and health care systems (Greenhalgh 
et al., 2010). In their study of the (non- )use of an electronic outpatient booking system 
in England, Greenhalgh, Stones, and Swinglehurst (2014) draw on a version of struc-
turation theory to conduct an analysis involving all three levels. �ey demonstrate how 
resistance to the nationally mandated e- health initiative was the result of the recursive 
relationship between and co- evolution of social structures, human agency and technol-
ogy that played out in a complex and emergent way at macro, meso and micro levels 
(Greenhalgh and Stones, 2010). In doing so, they use the social theory to inform their 
empirical analysis of a particular e- health implementation. �e authors suggest that 
their analysis reveals a mismatch between the model of clinical work and patient behav-
ior assumed in government policy and inscribed in the online referral system and “the 
more complex, granular and exception- �lled nature of real- world clinical practice” 
(Greenhalgh, Stones, and Swinglehurst, 2014, 218).

Greenhalgh, Stones, and Swinglehurst (2014) describe how the government’s neo- 
liberal policy of citizen choice and vision of an ICT- enabled health care system was 
mediated by the organizations charged with local implementation of the system, and 
enacted in relation to the internal structures of patients and doctors at the micro level 
of the technology in use. For example, the assumptions of rational choice based on 
abstracted performance information inscribed in the new system were inconsistent 
with patients’ understanding of their role in the process and their patients’ preference 
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for referrals to their local hospital. Similarly, these assumptions con�icted with doc-
tors’ traditional selection of referrals based on their personal knowledge and profes-
sional contacts, and was perceived as interference with their contextual judgment. �e 
con�ict was also played out at the level of the locality, between the managers responsi-
ble for implementing the system, who interpreted doctors’ resistance to using the sys-
tem as threatening the quality of care, and doctors, who argued that their reluctance 
to use the system was because it threatened their professional standard of patient care 
(Greenhalgh, Stones, and Swinglehurst, 2014).

E- Health Implementations O�en Lead to Unintended 

Consequences

Even where an e- health implementation is considered successful by (at least some of) 
its stakeholders, the complex and emergent nature of the implementation process may 
produce unintended, o�en adverse, consequences (Campbell et  al., 2006). Systems 
intended to save time o�en add time to work processes, those expected to save money 
o�en create unexpected associated costs, while those designed to improve quality and 
patient safety o�en introduce new kinds of errors.

For example, Ash, Berg, and Coiera (2004) focused on the mismatch between how 
EMR and CPOE systems in a number of countries functioned and the reality of clinical 
work, and how this led to the emergence of unintended consequences when the systems 
were used in practice. For example, they found that, in many cases, the interface of the 
CPOE system was not conducive to work in a clinical use context characterized by multi-
ple simultaneous activities and frequent interruptions. �is sometimes led to confusion 
and juxtaposition errors resulting in incorrect medical orders for a given patient. �e 
authors also found that many EMRs overemphasized structured and complete informa-
tion entry, requiring the use of multiple �elds and screens. �is increased the time taken 
to record patient information and led to cognitive overload or loss of focus by the clini-
cian. �ey make the interesting point that, in contrast to the “writing- as- thinking” cog-
nitive process involved in the free text recording of data in prior paper- based systems, 
the excess of structure and detail entailed in an EMR hindered rather than helped the 
development of a cognitive pattern needed to understand a complex patient case.

Ash, Berg, and Coiera (2004) further analyzed how CPOE systems misrepresented 
the �exible and contingent nature of actual clinical work as a linear and predictable 
work�ow. �e relative in�exibility of the CPOE systems caused problems for their users, 
for example at times when urgency was needed, leading to work- arounds that could 
potentially subvert patient safety. Similarly, computerizing the order process sometimes 
meant that the communication, cooperative problem- solving, and informal checking 
characteristic of the traditional medication ordering process was circumvented, remov-
ing a degree of redundancy and resilience that had previously caught errors made in 
medication management.
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Unintended consequences of e- health implementations, such as those described 
above, arise more through interactions of the new technology with the organization’s 
existing social structures and work arrangements than because of any technical �aws 
with an e- health application (Harrison, Koppel, and Bar- Lev, 2007). �e emergent 
nature of unintended consequences means that they cannot necessarily be anticipated 
prior to implementation. As a result, e- health implementation needs to be less linear 
and more iterative as both the application and the implementation process are �ne- 
tuned to address emerging consequences. Such an approach emphasizes adaptation to 
local experiences and practices (Harrison, Koppel, and Bar- Lev, 2007).

Making e- Health Implementations Work Involves Work

�e complex and emergent nature of e- health implementation suggests that how e- 
health applications will function in the complex environments that characterize health 
care “can only be understood in the context of their use in particular practices” (Pol and 
Willems, 2011, 485). Pol and Willems (2011) argue that technology needs to be “tamed”, 
but emphasize that the technology “is unleashed as well, a�ecting care practices in 
unforeseen ways” (484). �us, while the “taming” of e- health technologies involves their 
integration into health care work�ows, its “unleashing” may lead to the recon�gura-
tion of the existing work�ows. In either case, e- health implementation requires work 
(Nicolini, 2006; Pope et al., 2013).

A number of studies have examined the work needed to successfully integrate a new 
e- health technology into health care work�ows. Goh, Gao, and Agarwal (2011) con-
ducted a detailed case study of the replacement of a paper- based system of clinical docu-
mentation with the implementation of a computerized documentation system (CDS) in 
a large US hospital. Despite the disruption to the existing clinical work�ows, the CDS 
was successfully integrated into the hospital’s operations. �e authors framed their 
analysis using concepts drawn from theory on organizational routines and adaptive  
structuration, and developed a model of the “adaptive routinization of health IT”. �e 
model proposes two mechanisms by which clinical work routines interact with the new 
technology, functional a�ordances and symbolic expressions, and emphasizes the need 
to agentically manage these mechanisms to achieve a successful implementation.

In their analysis, Goh, Gao, and Agarwal (2011) suggest that the proposed users 
formed initial symbolic expressions about the CDS based on positive messages that 
emphasized e�ciency and quality of care. �ese in�uenced how they anticipated and 
planned for changes their existing work routines. Once the CDS went live, however, 
the clinicians’ impressions of the system became more negative as they experienced a 
loss of performance in using it and discovered that several previously available func-
tional a�ordances were now absent. �e authors found that the actions of certain key 
actors were in�uential in requesting changes to the CDS and developing workarounds 
that rapidly restored the functions its introduction had disrupted. �eir leadership was 
a positive in�uence that helped to shape symbolic cues for other users, preventing the 
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implementation from degenerating and possibly leading to abandonment of the system. 
Once this restoration phase was completed, clinicians began to explore and use new or 
previously unused functional a�ordances o�ered by the CDS. Personal innovativeness 
led to re�nements in clinical work routines that used these more advanced features of 
the system.

Pope et al. (2013) analyzed the implementation of a CDSS designed to handle calls 
to emergency and urgent care services in three di�erent UK settings. �e CDSS is an 
expert system that uses a clinical evidence base to enable call- handlers to assess calls 
and assign appropriate care provision. �e single e- health technology was implemented 
and used in the three settings in ways that re�ected the di�erent nature of the service 
provided and situated work practices in each context. �e authors used Normalization 
Process �eory (NPT) to frame their analysis. NPT is a middle range theory developed 
within the e- health �eld that attempts to explain how health care practices and inno-
vations are implemented, embedded in everyday work, and sustained (integrated) in 
complex and emergent contexts through the actions of individuals and groups. �e the-
ory proposes four mechanisms that underlie this process of normalization: coherence 
(the work that people do to make sense of a practice), cognitive participation (the work 
done to enroll and engage individuals in relation to the practice), collective action (the 
work done in enacting the new practice), and re�exive monitoring (the work involved 
in assessing and adjusting a practice in use) (May and Finch, 2009; McEvoy et al., 2014).

Despite the variation in local contexts, in all three settings examined by Pope et al. 
(2013) coherence was achieved around the CDSS as suitable for call- handling work and 
a necessary development for dealing with increased demand for services and the need 
for evidence- based medicine. Again, in all three settings, sta� were successfully enrolled 
in use of the CDSS, although more work and e�ort was involved obtaining their nec-
essary active buy- in (cognitive participation) in settings where existing practices to be 
adjusted or accommodated, or where use of the CDSS involved a change in outcome 
for particular sta�- patient interactions. Deployment of the CDSS changed the work 
of call- handlers in each setting; for example, by intensifying or extending it, changing 
the nature of expertise required, or o�ering a new “health worker” identity for the sta�. 
Despite these changes, or perhaps because of them, the collective action necessary to 
bring the CDSS into use was achieved in all three cases. Finally, similar processes were 
used to monitor, appraise and maintain the CDSS in each setting, although these pro-
cess were not necessarily operationalized in the same ways and the adaptation of the 
system needed to keep it in place in each setting was di�erent. As the authors conclude, 
“Implementation is more than simply putting technologies in place— it requires new 
resources and considerable e�ort, perhaps on an on- going basis” (Pope et al., 2013, 1).

E- Health Implementations Are Socio- Technical Problems

Commentaries on the problematic nature of e- health implementation have high-
lighted a perceived “technocentric” focus of many e- health policies and implementation 
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approaches, in which the introduction of e- health is treated as predominantly a techno-
logical implementation and its social, organizational and cultural aspects are overlooked 
or neglected (Greenhalgh et al., 2013; Wilson, Baines, and McLoughlin, 2014). �is has 
led to calls for a socio- technical approach to e- health implementation and evaluation. 
�ere is a substantial body of research that views health care and ICT as constituting 
a socio- technical system in which people, technologies and their social and organiza-
tional contexts interact in complex, interdependent and mutually shaping ways. From 
this perspective, e- health implementation is not a technical problem, but rather a prob-
lem of socio- technical design (Aarts, Doorewaard, and Berg, 2004; Coiera, 2004; Wears 
and Berg, 2005). For example, Aarts, Doorewaard, and Berg (2004) analyzed the ulti-
mately abandoned implementation of a CPOE system in a Dutch university hospital. 
�eir analysis focused on the intertwining of technology and organizational arrange-
ments in a process that mutually shaped both the CPOE system and the organizational 
practices that it supported.

Socio- technical perspectives on health IT have their roots in a number of research 
traditions (Berg, Aarts, and van der Lei, 2003). One stream of research utilizes actor- 
network theory (ANT) to understand the role that technologies play in stabilizing 
social arrangements— viewed as networks of materially heterogeneous elements. ANT 
emphasizes the inseparability and mutuality of technology and organization, and the 
importance of accounting for both human and non- human actants in understanding the 
outcomes of e- health implementations (Doolin, 1999). For example, Cho, Mathiassen, 
and Nilsson (2008) combined ANT with a process approach to analyze the implementa-
tion of a radiology information system and PACS in a Swedish hospital. �ey analyzed 
the implementation process as a sequence of episodes punctuated by critical events that 
shaped its trajectory by destabilizing the precarious actor- network (itself comprised of 
di�erent and shi�ing con�gurations of actor- networks) that was forming around the 
emerging system. �e authors’ analysis revealed the complex socio- technical dynamics 
need to re- stabilize the incipient actor- network. �ese included ongoing negotiations 
around how the ICT would impact existing and new work practices and responsibili-
ties between di�erent groups of health care professionals with institutionalized power 
structures, and the important role played by the system’s initial technical instability and 
poor technical performance in aligning the interests of various stakeholders.

A socio- technical approach to e- health implementation has a number of implica-
tions, including that implementation is an iterative and incremental process of organ-
izational change in which the users of an e- health technology need to be centrally 
involved, and that e- health technologies should support rather than overly condition or 
structure clinical work (Berg, 1999; Berg, Aarts, and van der Lei, 2003). �is latter impli-
cation suggests that e- health technologies should not be seen as ends in themselves, 
but as the means to achieve other, locally relevant health care ends (Greenhalghet al., 
2008a). A socio- technical approach to e- health implementation also allows those initi-
ating and directing the implementation “to balance a concern with technology’s poten-
tial and functionality per se, with the ways such functionality might be introduced to the 
organization, be adopted by groups of users and work teams, and the cumulative and 
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integrated consequences that emerge as new sociotechnical systems of work are initi-
ated, established and stabilised” (Cresswell et al., 2011, 60).

Large- Scale Versus Local E- Health Implementation

Studies and evaluations of e- health initiatives, such as the National Programme for IT 
(NPfIT) in England, suggest that large- scale, “top- down” e- health implementations 
are considerably more problematic than small or medium scale, “bottom- up” projects 
(Cresswell, Worth, and Sheikh, 2012b; Greenhalgh et al., 2010). Wilson, Baines, and 
McLoughlin (2014) go as far to suggest that there “is an emerging sense that technology 
implementations in complex policy areas at signi�cant national scales are bound to fail” 
(564). A number of themes emerge from the literature addressing this issue. First, “mul-
tiple competing perspectives, complex interdependencies, inherent tensions, and high 
implementation workload” (Greenhalgh et al., 2010, 10) are exacerbated as the scale of 
the e- health implementation increases. Second, managing the tension between stand-
ardization, integration or interoperability and responding to local requirements and 
priorities becomes increasingly problematic as the proposed implementation gets larger 
and more widespread. In particular, large centralized e- health implementations tend to 
limit the ability to customize a system to local needs, address the consequences of imple-
mentation at a local level, or use information in a locally meaningful way (Cresswell, 
Worth, and Sheikh, 2012b; Greenhalgh et al., 2009).

�ird, the “success” of systems designed and developed locally and in- house appears 
to be di�cult to replicate by commercial systems on a larger scale. Studies of e- health 
implementations that serve as exemplars and demonstrate signi�cant bene�ts are 
o�en developed and re�ned locally in centers of clinical excellence, with high levels of 
involvement and ownership by their clinical users. Such local e- health solutions may 
not be readily transferable to di�erent contexts of use (Black et al., 2011; Goldzweig et al., 
2009). Similarly, aligning the various socio- technical dimensions in an e- health imple-
mentation is likely to be more achievable in smaller- scale projects where development 
occurs in an organic, incremental, and responsive fashion (Cresswell and Sheikh, 2013). 
For example, Abramson et al. (2012) examined the replacement of a well- established, 
locally- developed EMR with e- prescribing to a new, commercial EMR with clinical 
decision support for e- prescribing in a US hospital. Clinicians struggled with the transi-
tion to the new system, perceiving the new system to be over- engineered and rigid, and 
signi�cantly reducing their e�ciency without improving prescribing safety. Although 
some features of the commercial system were viewed as advantageous, most clinicians 
preferred prescribing with the simpler, locally- developed system that over time had 
become customized to their work�ow and practice.

Resolving the tension between local needs or contingencies and system- wide 
requirements for interoperability and standardization may not be possible, but it does 
require managing (Greenhalgh et  al., 2009). Allowing e- health implementation to 
occur at the local level before attempting larger- scale interoperability or integration 
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may enable adjustment to change and increased complexity to be achieved in a more 
e�ective way (Cresswell, Worth, and Sheikh, 2012a). Alternatively, a “middle- out” 
approach, where shared goals and common standards are developed to form a high- 
level framework within which local e- health implementation can proceed in a more 
�exible way, may be feasible (Coiera, 2009). Similarly, Eason (2007) has suggested 
that large, centrally- directed e- health initiatives could be designed in ways that pro-
vide opportunities for local socio- technical development and implementation of sys-
tems that support a range of working practices. �is would require not just technical 
features that allow �exibility for local customization but, perhaps more importantly, 
consideration of the structural implications of national policy imperatives. As Eason 
(2007) concludes, “Perhaps the main lesson is that the diversity of local sociotechnical 
systems cannot be denied and the needs of diverse settings will have to be recognized 
somewhere” (263).

Conclusion

�ere is little doubt that e- health in its various forms has the potential to o�er signi�-
cant bene�ts in health care delivery and accessibility, operational e�ciency, and patient 
care and safety. ICT has become a pervasive and (mostly) useful part of modern society 
and there is no reason to believe that health care should be an exception. Nevertheless, 
the history of ICT implementation in this domain has o�en been troubled and many 
attempts to implement e- health have been equally problematic with their anticipated 
bene�ts remaining elusive. �ere is an important need for governments, policy- makers, 
health care organizations, and individuals to learn from prior implementation attempts, 
regardless of how successful they may be perceived. �ere is no shortage of evaluations, 
case studies and systematic reviews that endeavor to do this. However, this chapter 
has suggested that research that seeks to interweave concepts from social theory with 
empirical data is likely to be most able to address the complex structures and processes 
that characterize health care and attempt to identify the causal mechanisms underlying 
e- health implementation.

Reviewing examples of research that takes this approach has suggested a number of 
insights into (although not necessarily solutions to) the problematic nature of e- health 
implementation. Health care is a complex system characterized by many highly inter-
dependent relationships. �is makes e- health implementation a complex and emergent 
process, with unpredictable and non- linear e�ects across multiple levels that escalate as 
they interact. �e implication is that attempts to impose standardized e- health imple-
mentations are unlikely to produce similar outcomes in di�erent health care environ-
ments. �is complexity and unpredictability o�en leads to unintended consequences, 
many adverse but some, potentially at least, resulting in improvements to clinical work-
�ows or practice. �is, in turn, suggests that making e- health implementations work 
requires ongoing e�orts at the local level, involving iterative �ne- tuning of e- health 
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applications and systems in order to adapt them to the contingencies of such technolo-
gies in use.

Attempts to implement e- health need to avoid adopting a “technocentric” approach 
to implementation and instead actively take into account the consequences of the new 
technology for both the socio- technical arrangements that currently exist in speci�c 
implementation contexts and those that which may emerge and stabilize as users 
appropriate the technology and attempt to adapt it to their work�ows and practices. 
Despite the tendency for governments and health services to initiate large- scale and 
ambitious centrally- directed e- health implementation programs, more successful 
results appear to have been achieved in implementations of local developed and cus-
tomized e- health applications. �ere is no easy solution to managing the inevitable 
tension between locally relevant and useful e- health systems and the need for inter-
operability or integration on a larger scale, but the way forward may lie in approaches 
that take a middle position between top- down and bottom- up extremes, and that 
allow for local �exibility within commonly agreed standards and guidelines.
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Chapter 16

The Parad ox of Health 
Care Performance 

Measurement  
and Management

Jenny M. Lewis

As a slightly rephrased version of a well- known aphorism has it, if it is not measured, 
it cannot be managed. At �rst blush, this reveals a belief that measurement and man-
agement are, or at least should be, tightly coupled. In other words, the measurement 
of performance is undertaken at the behest of management, and it is linked to some 
management purpose. A  further step suggests an assumption that, armed with per-
formance measures, management will take some action on that basis, towards achiev-
ing some desired goal. �e following de�nition of performance management supports 
this, claiming that performance management is:  “the use of performance indicators 
and management prescriptions, designed to improve such measured performance, to 
achieve public service performance objectives” (Cutler, 2011, 129).

�is chapter examines the link between performance measurement and performance 
management in health care. In order to do so, it explores a paradox of performance 
measurement. A number of authors have described how performance measurement’s 
introduction leads to various unintended and undesirable e�ects (for example:  van 
�iel and Leeuw, 2002; Hood, Margetts, and 6, 2010). Studies that report on the prob-
lems with performance measurement tend to treat these as technical obstacles of either 
measurement or management that can be overcome. �ere is generally little thought 
given to the idea that these problems cannot be solved because they are intrinsic to per-
formance measurement itself (Lowe, 2013). Lowe argues that it distorts the priorities 
and practices of those who are delivering interventions and (paradoxically) produces 
worse outcomes for those who are meant to bene�t from these interventions.

A di�erent paradox of performance measurement and management in health care is 
the starting point here: In health care it o�en seems that there is both too much and too 
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little performance measurement and management. How can this paradox be explained? 
And how can governments, responsible for delivering public services with standards of 
accountability, move beyond it?

Beginning with the too much (overload) side, it is apparent that performance meas-
urement and management has moved up the agenda of those who have to �nd ways 
to account for their (individual and organizational) performance, whatever that might 
mean. Whether the discussion is framed as the rise of the performance movement 
(Radin, 2006), the audit society (Power, 1997), or the growth of administrative account-
ability (Flinders, 2001), there are some clear signs that performance measurement and 
management in the public sector is now a major industry.

National governments have created frameworks for performance measurement, as 
have individual departments within nations. �ere is no shortage of agencies, associ-
ations, departments, reports, rankings, and sets of indicators within wealthy nations, 
tasked with measuring performance. �e following quote from an Organisation for 
Economic Co- operation and Development (OECD) report, highlights the international 
signi�cance and scope of performance measurement:

�e trends to ex post controls and managerial �exibility do not mean there is less 
control— in fact there are more and more varied controls. Up to 50% of the work of 
external auditors is now performance audits (OECD, 2005, 84).

�is quote also hints at the expected, but largely unrealized assumption that manage-
rialism would reduce the level of central control— a point that is pertinent and will be 
returned to.

Not surprisingly, health care is one area where there has been a substantial focus on 
performance measurement. �e relative size of expenditure on health care in many 
developed nations, combined with an ever- growing concern with demonstrating that 
health care costs are being contained, and that public funds are being used in an e�-
cient and e�ective manner, ensures that the sector’s �nancial performance is scrutinized 
carefully. In addition, the other important characteristics of health as a policy sector— 
matters of life and death are at stake, large and powerful professions are involved (and 
can perceive measurement as a threat), ensure that the quality of health care is also a 
major concern.

�ese two strands (�nance and quality) are apparent in many national health sys-
tem frameworks. For example, the NHS performance framework is self- described as “a 
performance management tool … designed to strengthen existing performance man-
agement arrangements … it improves the transparency and consistency of the process 
of identifying and addressing underperformance across the country” (Department of 
Health, 2012, 11). Performance is assessed in regard to �nance and quality of service, 
with quality comprised of safety, patient experience and e�ectiveness of care. �is and 
other similar frameworks begin with a simple outline and a small number of compo-
nents. But these then quickly expand into a ra� of performance indicators, especially in 
regard to e�ectiveness.
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As a general performance framework such as this unfolds into key components, the 
list of organizations with a stake in the measurement of health care quality expands. 
In England at the time of writing this chapter, this list includes the Department of 
Health, NHS England, the National Institute for Health and Care Excellence (NICE— 
which suggests quality indicators/ measures), National Clinical Audits (NCA— which 
decides on which clinical indicators will be used), and Health Quality Improvement 
Partnership (HQIP— commissions, manages, supports and promotes national and local 
programmes of quality improvement), the Care Quality Commission (CQC— measures 
quality in the NHS and social care), and the Professional Standards Authority for Health 
and Social Care (oversees statutory bodies that regulate health and social care profes-
sionals in the UK and assesses their performance) as well as Clinical Commissioning 
Groups and Primary Care Trusts. �is is a list of just the most obvious bodies with a 
stake in measuring health care quality. Financial regulation and performance assess-
ment is undertaken by another agency, called Monitor. As might be expected, there is 
a concomitant list of performance indicators and league tables that seems to be forever 
increasing, producing contradictions and causing more than a little confusion for the 
public (Harford, 2014).

�e de�cit side of the paradox of performance measurement, again using an English 
example, was unhappily revealed in the case of the appalling care that was being given to 
patients in the main hospital serving Sta�ord, even as it was (on paper) apparently meet-
ing the set standards. �e letter to the Secretary of State that prefaces the Francis Inquiry 
into this case expresses bewilderment at how such a situation can arise:

�e NHS system includes many checks and balances which should have prevented 
serious systemic failure of this sort. �ere were and are a plethora of agencies, scru-
tiny groups, commissioners, regulators and professional bodies, all of whom might 
have been expected by patients and the public to detect and do something e�ective 
to remedy non- compliance with acceptable standards of care (�e Mid Sta�ordshire 
NHS Foundation Trust Public Inquiry, 2013, 3).

How can this paradox of simultaneous overload and de�cit be explained? How is it 
possible that the high level of oversight provided by so many agencies with an interest 
in performance can miss such catastrophic failure, even while measurement is being 
undertaken “by the book”? To understand this, it makes sense to �rst take a conceptual 
step back to the notion of accountability and the meaning of performance.

Accountability and Performance

Accountability is an obligation to present an account of and answer for the execution 
of a set of responsibilities (OECD, 2005). It is o�en described as having three compo-
nents: political or democratic accountability; judicial or legislative accountability; and 
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bureaucratic or administrative accountability (e.g., Aucoin and Heintzman, 2000; 
Bovens, Schillemans, and Hart, 2008). While the �rst implies holding policymakers 
accountable to the people that have elected them, the judicial perspective is concerned 
with preventing and uncovering abuse, and the administrative perspective is centered 
on ensuring the e�ectiveness and quality of public services. To these three, another two 
types can be added— professional accountability, related to expertise and peer review, 
and social accountability, which refers to the need to provide accounts to the public at 
large (Bovens, 2007). �ese types might complement each other or compete. For exam-
ple, in relation to health care, professional accountability can be expected to be both 
important and at odds with other forms of accountability— as Byrkje�ot, Christensen, 
and Lægreid (2013) found in a study of accountability in hospitals in Norway.

A useful description of accountability is that it is record keeping that gives rise 
to:  “story- telling in a context of social (power) relations within which enforcement 
of standards and the ful�lment of obligations is a reasonable expectation” (Bovens, 
Schillemans, and Goodin, 2014, 3). �is highlights the relational core of accountability, 
and also points to the fact that it is an enforcement mechanism that can be used as a 
management tool. Finally, accountability can be seen as a virtue (a desirable quality of 
some entity) and hence, as the outcome of an evaluation of performance in relation to a 
set of standards. It can also be seen as the mechanism (social, political, administrative) 
for assessing how agents are held to account (Bovens, Schillemans, and Goodin, 2014). 
Performance measurement and performance management, which are inherently rela-
tional and utilized as processes to achieve desired outcomes, are likewise both mecha-
nisms and virtues.

Accountability is not a new concept, but it is o�en regarded as having become more 
prominent with the restructuring of relationships under new public management 
(NPM) as the earlier quote from the OECD alluded to in contrasting increased mana-
gerial �exibility along with increased controls. Beginning in the 1970s, NPM came to 
be seen as the solution to the budgetary challenges facing all sectors in many di�erent 
countries (developed and developing), at all levels of government. With its basis in both 
scienti�c management ideas and transaction cost economics, NPM changed public 
sector accountability, tending to focus accountability towards administrative (rather 
than political or judicial) concerns. Administrative accountability was transformed 
into managerial accountability through a focus on results and targets (Day and Klein, 
1987). Managerial accountability requires explicit standards of performance, so the 
need for performance information and performance management systems increased. 
Accounting systems were joined by a set of non- �nancial reporting systems as perfor-
mance became a key organizational value. As a result, accountability came to be de�ned 
as demonstrating one’s performance (van de Walle and Correlissen, 2014).

Re�ecting the dominant mood of the time, NPM with its focus on planning, tar-
gets, outputs and a tighter oversight and control of the achievements of public sector 
organizations, came into play alongside a focus on saving money, reducing the time and 
e�ort expended, and cutting waste. In Hood’s (1991) famous description of NPM, he 
argues that it was frugality and the reduction of waste that became its single minded 
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focus. Performance measurement was (and is) a central plank of NPM reforms, with 
the link from inputs to outputs a major concern. A new found belief that previous prob-
lems could be avoided if there was more measurement and more management grew. It 
was assumed that if the right systems could be put into place, then it would be a rela-
tively easy task to identify e�ciency savings while also continuing to deliver the desired 
outcomes.

Some argue that performance management in public services pre- dated NPM, for 
example, Cutler’s (2011) historical study of the use of performance- related pay, man-
agement accounting, and performance indicators in NHS hospitals “before NPM.” But 
most would agree that the particular aspect of accountability emphasized (administra-
tive), the trend towards managerial accountability within this, and the values that were 
regarded as the most important (economy and e�ciency), changed along with the rise 
of NPM. Cutler himself concludes that performance management became more sophis-
ticated with NPM, at least in terms of discussion, even though it is not easy to demon-
strate any increased e�ectiveness as a direct result of it.

As action became more oriented towards de�ned goals, increasingly demanding 
performance management systems, with expanding lists of performance measures 
and targets were required. An emphasis on demonstrating that taxpayers’ money is 
being used e�ectively and that the speci�c goals set by politicians are met (Pollitt and 
Bouckaert, 2011) has led to an explosion of performance measures allegedly gauging 
the outcome or at least the output (as compared with input) of public services (Power, 
1997). It is not di�cult to see why the notion of performance measurement overload 
has arisen.

�ere is also a literature on the idea of an accountability de�cit (Bovens, Schillemans, 
and Hart, 2008). �e uncertainty of new forms of governing— networked governance 
in particular, with its dispersed and horizontal accountabilities across multiple levels— 
follows along this line of inquiry. Government departments have also become too 
large and too complex for ministers to accept personal responsibility for what is done 
by the civil servants who work within them (Day and Klein, 1987). But the arguments 
about de�cit relate most directly to the democratic and legislative aspects of account-
ability, rather than administrative accountability. �e e�orts of governments to address 
increasing demands for results, and to demonstrate performance with respect to results, 
have led to increasing pressures to manage to and report on outputs and outcomes.  
�is, in turn, has led to greater e�orts to specify goals and objectives, standards and per-
formance targets (Aucoin and Heintzman, 2000).

In summary, the rise of performance measurement and management alongside NPM 
has changed the notion of accountability, focusing attention on the managerial aspects 
of public service delivery. �is has produced a perceived need for more organizations, 
reports and indicators to monitor performance, at the expense of a broader notion of 
accountability. Performance measurement increased markedly with the emphasis 
on public management reform in many countries, and it is now more extensive, more 
intensive, and more external in its focus (Pollitt and Bouckaert, 2011). And this has led 
to the idea that there is an overload of performance measurement. Moving on from 
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accountability and public sector reform, the next section examines the purpose of all 
this measurement.

Why Measure Performance?

Performance measurement is seen to be important for numerous reasons. Colin Talbot 
(2005) lists the following; for accountability and transparency, for generating informa-
tion to inform user choice, for reporting on success against stated aims, for improving 
e�ciency, for increasing the focus on outcomes and e�ectiveness, for assisting decision 
making about resource allocation, and for adding value through issues like equity, pro-
bity and building social capital. �is list points to some of the di�erent audiences for 
performance information (governments, managers, or service users). It also indicates 
some di�erent purposes for it (meeting targets, making the best use of resources, or 
improving outcomes), and some possible values that might underlie it other than econ-
omy (equity, justice, inclusion).

Performance might be measured for the purposes of evaluation, to discover if a pro-
gram is doing what it is supposed to do. It might be used in order to control the perfor-
mance of those working in a program or service of interest. It might also be simply a 
means of controlling the budget for a particular area, or determining how much money 
is being spent to achieve some desired output. Sometimes performance measurement 
is undertaken in order to eliminate a program, sometimes it is used to support a new 
direction, and sometimes it is about maximizing returns on taxes and accountability 
to the public (Radin, 2006). Amongst the many di�erent reasons why public manag-
ers measure performance, Behn (2008) has listed eight— to evaluate, control, budget, 
motivate, promote, celebrate, learn, and improve. Regardless of which of these is seen 
to be the central purpose, the issue of control (political and managerial) of public sector 
organizations is lurking in the background.

Since performance measurement is linked to notions of control, management and 
consequences, it provides the potential for some actors to enhance their power. A cru-
cial question then is: Who decides that performance should be measured? Performance 
indicators can be used to monitor the strategic or operational performance of an organi-
zation, to control the lower levels of an organization, to manage street- level bureaucrats, 
or to appraise performance (Carter, Klein, and Day, 1992). Carter and his colleagues 
posed the question: Are performance indicators tools of hierarchy, instruments of man-
agerial self- examination, or devices for preserving accountability while decentralizing 
responsibility? �e answer of course is that they can be any of these things. �eir analysis 
of how government departments and public services implemented performance indica-
tors during the �atcher years indicated that performance indicators were an important 
tool to preserve hands- o� (managerial) control in a system that was being devolved.

Performance reporting shi�s power to the standard- setters, be they central govern-
ment, professional bodies, consumer organizations or the news media (van de Walle 
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and Correlissen, 2014). Performance measurement has tended to be linked closely to 
locating and investigating failures, corruption and the abuse of power, so that those 
who are responsible can be sanctioned in some way. Once something is measured, it 
needs to be compared against something (a target or goal, or the same programme being 
delivered in another location). If it is found wanting, it is hard to avoid the implication 
that remedial action is needed. As many have reported in the UK, the development of 
performance measurement there has been primarily concerned with enhancing con-
trol and upwards accountability (Carter, Klein, and Day, 1992; Hood et al., 1999; Collier, 
2008). �is form of control can be expected to clash with professional forms that sup-
port the notion of local autonomy and discretion rather than external control and 
greater standardization.

Clearly, performance measurement has multiple concerns. As noted in the introduc-
tory section of this chapter, it might be what is done and how (processes as the key con-
cern), or it might be the results of what is done (outputs or outcomes as the key concern). 
In addition, it might be merely a presentational device to assure the intended audience 
that all is well (ceremonial) (Collier, 2008). Ritual and ceremony are powerful in organi-
zationizations (Meyer and Rowan, 1977). �e symbolic use of performance information 
by organizationizations can allow them to avoid evaluation and inspection as long as 
they appear to comply. Some go so far as to claim that performance measurement has 
become an end in itself, its main purpose being to generate measures (Schick, 2001). But 
the mere existence of performance measures has an impact on the functioning of indi-
viduals and organizationizations. As one plain- language version stated, there are three 
ways to improve your score on any performance metric: �rst, actually improve perfor-
mance; second, focus on ways to look good on the metric in question; and third, cheat 
(Harford, 2014).

Performance measurement is important as a means to discover what needs to be 
improved, which individuals and organizationizations are meeting the set goals, and 
which are failing to do so and need either help or penalties. In short, there are many 
good reasons why governments, organizationizations and senior managers are in favour 
of measuring performance. �e act of establishing performance measures and the mul-
tiplication of these feeds into the notion of overload, regardless of whether they are used 
to manage organizationizations. �e sense of overload increases when the driver for 
measurement and reporting is external to the organizationization or the profession.

Measuring What?

A question that logically follows the decision to measure performance is the question 
of what should be measured. A good place to begin in answering this question is to dis-
tinguish between policy performance, organizationizational performance, and individ-
ual performance (see Talbot, 2005). A policy focus is the most complete, because it is 
not con�ned to a single organizationization or tier of government. But it is di�use and 
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di�cult to pin down, and attributing performance to a particular policy is problematic. 
Focusing on organizationizations is easier because it allows performance to be related 
to resourcing and accountability and for models from the private sector to be imported 
and used. Individual performance is more closely related to human resource manage-
ment. So health care performance measurement might occur at the policy or system 
level (regions or states), or at the organizational level (hospitals), or at the individual 
level (doctors).

�e meaning of performance is not always obvious. Public executives are account-
able for �nances, fairness and performance, claims Robert Behn (2014), arguing that the 
rules for the �rst two of these are very explicit, but the rules for the third are not. He goes 
on to claim that this vagueness of performance means that whoever wants to measure it 
must decide on the purpose of the organization, what speci�c aspects of performance 
should be measured, and what standard of comparison (targets) will be used. �is gives 
that actor a substantial deal of power. He clearly envisages a good deal of organizational 
autonomy in this discussion and is �rmly focused on performance in organizations 
rather than at a policy or system level.

�e in�uential literatures behind performance measurement— principal/ agent sepa-
ration, and the public choice school— have buttressed the rise of measurement as a nec-
essary means for ensuring that technical and allocative ine�ciencies are minimized 
(Jackson, 2011). Some purposes of performance measurement have received much 
more political and organizational support than others— most notably, those which 
emphasise economy and e�ciency (Pollitt, 1987). �is can be at the expense of achiev-
ing other objectives such as e�ectiveness, professional development and collegiality. As 
others have also noted, performance indicators are generally constructed around the 
“three Es” of economy, e�ciency and e�ectiveness. Other important objectives such as 
equity are more di�cult, and so they o�en play a supplementary role (Carter, Klein, and 
Day, 1992).

Quality is even more di�cult, for how can it be measured? In health care it is gener-
ally linked to safety, consumer experiences, and e�ectiveness. Abstract concepts such 
as access and equity must be turned into something that has meaning for evaluating 
good or bad performance. �is is generally done through comparisons with other sim-
ilar entities, and so measures become targets (achievement comparisons), time series 
(historical comparisons), and league tables (organizational comparisons) (Carter, 
Klein, and Day, 1992). Each of these su�er from a range of problems, which have been 
discussed at length in the literature on the problems of performance measurement (for 
example, Grizzle, 2002; Smith, 1995).

An illuminating example of the translation of objectives into components and indica-
tors can be found in the Report on Government Services produced by the Australian 
Productivity Commission. �is examines a number of broad service areas (includ-
ing health care) and compares all of the Australian states and territories. Its general 
performance framework consists of equity, e�ectiveness, and e�ciency as the three 
key components— all of which are said to be given equal prominence. �ese are then 
related to outputs (access, appropriateness and quality, and inputs per output unit) 
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and outcomes (Steering Committee for the Review of Government Service Provision 
(SCRGSP), 2013). When this general performance framework is applied to public hos-
pitals, examples of the speci�c performance indicators against the three components 
include:

 1. equity of access by special needs groups (equity);
 2. access, appropriateness, and quality (e�ectiveness); and
 3. e�ciency.

�e relative di�culties of measurement noted above are made clear in this report: Some 
indicators are �agged as “comparable,” including cost per casemix- adjusted separation 
(e�ciency) and accreditation (safety). Others are denoted as “incomplete and/ or not 
directly comparable,” including waiting times (access). Another group of indicators 
is designated “yet to be developed,” including equity of access by special needs groups 
(equity), and continuity of care (quality) (SCRGSP, 2013).

Having decided on objectives and possible indicators, a further choice to be made is 
between prescriptive measures (linked to objectives or targets), descriptive (which sim-
ply measure change) and proscriptive (which specify things that should not happen). 
Carter, Klein, and Day (1992) refer to these respectively as dials, tin- openers and alarm- 
bells. Indicators as dials presume that standards of performance are unambiguous and 
can be simply read o�. Indicators as tin- openers assume that performance is contestable 
and that measurement is therefore the beginning of the conversation, rather than the 
end of it.

Multiple assumptions sit behind whatever range of performance measures are cho-
sen. More speci�cally, there are three assumptions made by the central target model of 
performance measurement. One of these is that it is possible to actually measure the 
outputs or outcomes of interest. A performance indicator is an estimate of something 
which cannot be measured directly, so good indicators are unbiased (or not very biased) 
estimates (Bevan and Hood, 2006). Another assumption is that failures of performance 
that are not re�ected in the scoring system are not important (Bevan, 2006). And a fur-
ther assumption is that gaming (reactive subversion) of any measurement system will 
occur, but it will be relatively small. Measurement is assumed to change behavior, and 
there will be some gaming in any system, but this is considered to be a relatively minor 
component of the behavior change that the system will set in train (Bevan and Hood, 
2006). �ese are all rather large assumptions in practice.

In essence, performance measures are directed at di�erent entities (policy, organiza-
tions, individuals), as well as di�erent goals, and di�erent values. �e measures that are 
constructed are always imperfect and most of them are contestable. Not surprisingly 
then, a focus of much of the critical literature on performance measurement and man-
agement is either about the technical issues of what is measured and how this can be 
improved, or the unintended consequences of measurement. As an example, one arti-
cle outlines 20 unintended consequences of measurement in health care (Mannion and 
Braithwaite, 2012). All of these factors add to the sense of overload because no matter 
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how many new measures are created, it is never certain that the measures are the right 
ones, or that they will not generate more undesirable e�ects.

Measurement and Management

Returning to where this chapter began, an important reason for measuring performance 
is that work that is not measured cannot be managed. Only when someone applies meas-
ures somehow do they accomplish something (Behn, 2003). If there are no criteria for 
measuring the value of what is being produced, then there is no way of arguing for why 
the something that is currently being done, is better than something else that could be 
done instead. �ere are many motivational issues at stake, because performance meas-
ures aim to discover what is working and what is not— or more personally, who is and 
is not doing what they should be. But just how closely linked are performance measure-
ment and performance management in practice?

In their discussion of performance indicators as prescriptive dials or descriptive tin 
openers, Carter, Klein, and Day (1992) directly link the type of measure with the style of 
management: “�e prescriptive PI will generally be a top- down management tool that 
lends itself to a command style of management … the descriptive PI, which can be pro-
duced at any level of the organization, suggests the need for a more persuasive style of 
management … performance— o�en bere� of normative standards, invariably full of 
ambiguity— is, in theory and practice, both contestable and complex” (50).

A comparative example that also shows indicators working with management strate-
gies is provided by Bevan and Wilson (2013) in their comparison of England and Wales 
in a natural experiment of policy shi�s a�er the devolution of government in the UK. 
�ey evaluated four models of reform that rely on some form of summary measurement 
of public services. In “trust and altruism,” noble doctors always do their best, and indica-
tors help them do their jobs. In “targets and terror,” public servants are assumed to be 
sel�sh, whipped into shape by a central government with a dashboard of performance 
data. In the “quasi- market” system, the indicators are provided to the public, who act as 
consumers and make informed choices. Finally, “name and shame” uses league tables to 
humiliate losers and lionise winners.

In their comparison of schools and hospitals in England and Wales, Bevan and Wilson 
(2013) conclude that “name and shame” indicators work best, and that this is not because 
they provide information on performance to the bureaucracy (although they do that), 
nor because they help consumers make choices (which o�en consumers do not have), 
but simply because nobody wants to be at the bottom of a league table. �is approach 
combined with targets and terror (a form of command and control) resulted in better 
performance in English hospitals in reducing waiting time (Bevan and Wilson, 2013).

Beyond economic treatments of how the use of di�erent approaches changes behav-
ior, there is a sizeable management literature on whether and how performance meas-
urement is used. For example, Hammerschmid, van de Walle, and Stimac (2013) studied 
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how public managers in di�erent nations use performance information, �nding consid-
erable variation by country and by policy �eld, and that central governments used them 
less than local and regional governments. �ey argue that performance information use 
is better encouraged through organizational routines rather than through the personal 
education, training, and experience of managers. Jeanette Taylor (2009) found that 
agencies use performance information more for meeting external reporting require-
ments than for achieving internal improvements. She argued that technical problems, 
but also political and organizational issues were constraining the use of performance 
information. A comparative study of several European countries, found that Finland, 
the Netherlands, Sweden, and the UK were all doing more performance measurement 
(Pollitt, 2006), and that these measures were most o�en used by managers, not by politi-
cians, and not by people further down the hierarchy.

Some claim that the mere establishment of indicators can be a good thing if it leads 
organizations to even think about performance (e.g., Moynihan, 2008). In contrast, 
Behn (2014) claims that it is pointless choosing a purpose, measures and targets, without 
having leadership strategies to achieve those targets. In Behn’s view, the organization is 
not the proper unit of analysis, the leadership team is. In other words, it is not the mech-
anisms but the executive and their practices that can make a di�erence to performance. 
�is tackles the measurement- management gap head on, but notably, is referring to 
organizations and not whole policy systems with centrally determined indicators.

As Moynihan (2008) notes, the link between performance measurement and its 
actual use by managers is much more assumed than demonstrated. He de�nes perfor-
mance management as a system that generates performance information through stra-
tegic planning and performance measurement routines, and connects this information 
to decision- making. His examination of how people interpret and use performance 
information in the US under a common performance framework (the Government 
Performance and Results Act) rests on a model of performance measurement that is 
socially constructed, taking the conversation back to the de�nition of accountability as 
fundamentally relational.

What he calls performance management doctrine is based on the logic that creation, 
di�usion and use of performance information will foster better decision- making, that 
liberating managers from traditional controls complements the creation of performance 
information, and that performance management will change the nature of accountabil-
ity for the better (Moynihan, 2008). �e more critical literature on performance man-
agement suggests it is destined to fail, because it is so �awed, because of measurement 
overload, because of ambiguity about which measures are accurate, and because of its 
numerous unintended and undesirable consequences, as has been described earlier.

However, Moynihan argues performance measurement is useful because it 
can change managerial behavior. He argues that the problem is that governments 
have adopted performance reporting requirements for agencies, without reduc-
ing traditional managerial controls (Moynihan, 2008). Others have likewise noted, 
that schemes commonly go wrong because of their centralized and standardized 
approaches which ignore practical, tacit, locally speci�c knowledge (Hood, Margetts, 
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and 6, 2010). Collier (2008) makes a related distinction between performance meas-
urement and intelligence- led approaches to performance. �e �rst addresses the 
need for legitimation through the collection and reporting of statistics. �e second is 
aimed at using local and current knowledge and skills to address emerging challenges. 
Tensions between being either performance driven or intelligence- led re�ect a clash 
of management and professional cultures. Many examples of what happens in prac-
tice point to an approach that is centralized, hierarchical and tightly controlled, being 
widely applied.

Moynihan (2008) also notes that, based on his work, some leaders saw performance 
management reforms as an opportunity to improve their organizations. In line with a 
view of accountability and performance measurement as relational, and with Behn’s 
(2014) comments on leadership, Moynihan claims that it is the dialogue that is impor-
tant: Information needs to be presented and considered in written and oral form if it 
is to be used. Performance information does not indicate what should be done next 
(if it is a tin opener, in Carter, Klein and Day’s terms). �is can only be resolved by an 
interactive dialogue where actors discuss and try to persuade others by using the infor-
mation to support their own arguments about what should be done. �e question that 
arises then is whether performance management is aimed at following the directives 
and targets set by central government, or engaging in learning and improvement at the 
organizational level.

Related to this is a clash of performance cultures that is o�en obvious in the health sec-
tor. �e individuals delivering the services that are measured are highly educated, very 
sceptical of performance measures that others have imposed on them as profession-
als, and well able to articulate their concerns. Over the last three decades, governments 
have in various ways circumscribed and changed professional autonomy and authority 
(Harrison, 1999; Lewis and Marjoribanks, 2003; Lewis, 2005) so that managers can have 
greater control in regard to their desired objectives of controlling expenditure on health 
care (Alford, 1975), and improving the quality of care. While management is concerned 
with driving e�ciency from above, emphasizing the importance of hierarchy, competi-
tiveness and the right to manage those lower down, professionals see e�ciency as best 
achieved by the self- driven actions of those who have the expertise (Carter, Klein, and 
Day, 1992).

Medicine is governed through mutually reinforcing formal institutions, occupational 
practices, and the biomedical model, with its assumption that illness is related to speci�c 
(internal) causes and not social and psychological contexts. Harrison (2009) argues that 
the biomedical model has allowed cases to be standardized, categorized and allocated 
to speci�c protocols— such as casemix measures which prede�ne the content of care for 
particular categories of patients. In addition, population- based approaches to research-
ing clinical e�ectiveness have generated categories (assumed to be homogeneous), 
which allow for cases to be controlled bureaucratically. As a consequence, managers are 
now more easily able to control medical work. �is leads Harrison to conclude that the 
amount of external control of the medical profession is increasing. �e performance 
movement is obviously linked to this.
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�e professional perspective on performance measurement tends to be that it is too 
fraught with measurement problems to be of much use, too costly, and necessitates a 
focus on the easiest aspects to measure which are o�en the least important to quality 
care (Loeb, 2004). He goes on to describe the “public policy” perspective (central gov-
ernment) as one that sees measurement as integral to health care, and is unconcerned 
about imperfect measures being utilized, because evidence of some kind is needed to 
demonstrate that quality care is being provided. Again the clash of cultures is appar-
ent in the distinction between local, accurate and tacit knowledge, and central, “good 
enough” and explicit standards.

Bovens and Schillemans (2014) advocate for accountability systems that are designed 
without the problems caused by centralization, standardization and generic approaches. 
“Default” accountability— based on repetitive, predictable and data- intensive mecha-
nisms, rests on standardized and routine procedures (annual reports, standard forms). 
�is is an outcome of a centrally constructed and controlled measurement system. 
A better approach is to design accountability systems that relate to speci�c contexts and 
conditions. �e same argument can be made in relation to performance, as an aspect of 
accountability: What is needed is an approach that is more contextually driven.

Performance measurement, despite its breadth and complexity, can paradoxically 
still miss crucial information about performance. A focus on performance management 
rather than measurement indicates that there might be plenty of vertical management 
in the form of control and central direction, but less horizontal management as dialogue 
and local priorities. In health care this is particularly important because of the role of the 
professions and their expert knowledge. �ere are certainly aspects of practice that can 
be codi�ed and counted, providing useful information about performance on things 
such as speci�c surgical procedures, and an ever growing sophistication in making this 
comparable on the basis of weightings. But the kind of intensive local feedback that is 
needed to improve organizational performance, as suggested by this overview, relies on 
context- speci�c approaches, management freedom to set priorities locally, and manage-
ment activity that uses measurement through an on going dialogue.

Conclusion

Returning to the Mid Sta�ordshire case, the inquiry report contains 290 recommen-
dations, all directed at changing the situation towards one where patients rather than 
numbers count:

a high priority was placed on the achievement of targets; … Management thinking 
during the period under review was dominated by �nancial pressures and achieving 
FT [Foundation Trust] status, to the detriment of quality of care; … Statistics and 
reports were preferred to patient experience data, with a focus on systems, not out-
comes (�e Mid Sta�ordshire NHS Foundation Trust Public Inquiry, 2013, 13).
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Released shortly a�er this report was one exploring whether there should be ratings of 
health and social care providers (Nu�eld Trust, 2013). �is report recognized the multi-
ple purposes of ratings— to increase accountability to the public, users, commissioners 
of care and to Parliament (for publicly funded care); to aid choice by users and commis-
sioners of care; to help improve the performance of providers; to identify and prevent 
failures in the quality of care; and to provide public reassurance as to the quality of care.

�e recommendations include that measures of safety, e�ectiveness and user expe-
rience be included in any rating. It also suggested that some measure of the quality of 
governance of providers may be important too, but noted that including direct measures 
of �nancial performance into a rating for quality might lead to providers making inap-
propriate trade- o�s between �nancial issues and the quality of care. Instead, a once per 
year bringing together of quality ratings with �nancial health and overall governance 
was preferred (Nu�eld Trust, 2013). �e report also emphasized that inspections were 
needed in addition to data. �e e�ects of the Francis Inquiry on this report are clear, and 
it is directly invoked in a number of places.

Again supporting the theme of overload, a bewildering array of levels and compo-
nents of quality are listed in this report, illustrating how complicated measuring the 
performance of a national health system is. It lists the various quality initiatives by the 
Government and the Department of Health, the commissioning system, the regula-
tory system, other national level organizations, and professionally- led initiatives. �e 
conclusion is that: “there are numerous initiatives and organizations involved in de�n-
ing and assessing quality in health” (Nu�eld Trust, 2013, 51), and that there ought to be 
some consideration of making the landscape more streamlined with less duplication of 
roles and data requirements, greater clarity and less overlap with respect to who is meas-
uring what. On the de�cit side, the authors of this report note that data that is too aggre-
gated “may prompt management to better performance, but quality of care for patients 
is delivered at a service level, say in departments or specialties or wards” (Nu�eld Trust, 
2013, 7). Providing information at this level was also seen as a means for better engaging 
with clinical sta�.

Dealing with the performance measurement and management de�cit through more 
dialogue and speci�city is likely to improve performance but it might also exacerbate 
the overload problem. Performance measurement with a narrow focus on outputs, 
and overly centralized and routinized implementation without managers having the 
space or the time to exercise discretion in leadership, leads to an overload induced by 
default measurement systems. However, including more speci�city and dialogue might 
increase the resources needed even further. Demands for more sophisticated measure-
ment and interpretation, and a tighter connection to management practices are emi-
nently sensible, but they are unlikely to come without costs (Lewis and Trianta�llou, 
2012). Even if performance measurement and management is designed in line with all 
this wise advice, there is no guarantee that the problem of both too much and too little 
will be resolved. Indeed, the only thing that is certain is that we will not be able to accu-
rately predict what the unintended consequences of such changes might be.
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A way to move beyond this paradox is �rst to accept that it is inherent to performance 
measurement and management in health care. All this measurement does not guaran-
tee good performance, whatever that might be de�ned as, and neither does it guarantee 
that either central government or local managers will be able to use the information 
to improve performance. But what alternative is there? �e risks of not collecting and 
analysing comprehensive information on the quality of care are too high because the 
public rely on the health system to treat them (properly) when they fall ill. �e risks 
of not tightly monitoring and controlling expenditure on health care are too large for 
governments overseeing national health systems to contemplate. An imperfect system 
is better than no system, so the focus should be on doing the best that is possible within 
these limitations.

For example, one suggested way forward is to use a mixed- model of national and 
local targets instead (Bevan, 2006). A small number of national targets of easily meas-
ured priorities, plus a small number of local targets, supplemented by indicators and 
surveillance to cover other priority targets has been suggested as a way of overcoming 
the worst problems of the central target model. A more decentralized system of target 
setting could work with more contextual speci�city and �exibility and dialogue with 
professionals at the local level. Although there is no speci�c mention of leadership and 
management in this, there is a point of convergence between this strategy and the rec-
ommendations focused on organizational performance that were described in the pre-
vious section. �ere is some agreement between those who come at this problem from 
behavioral economics, management and leadership, and professions and learning.

�e performance of public services must be managed, and performance measurement 
is now �rmly established as a tool for doing this. In health care, at least in centralized 
national systems, the need to maintain control through indicators is at cross- purposes 
with the need for greater local �exibility for managers and on going dialogue about the 
indicators, which appears more likely to actually improve performance. Moving towards 
a mixture of central and local measurement might work, but it will only work if local 
managers and professionals are given greater freedom to contribute to the discussion 
and to make changes. �is is a di�cult balancing act for governments, as relinquishing 
central control comes with social, economic and political risks. And, just as for any other 
change in regard to health care, being seen as having done too little will be much worse 
than being seen to have done too much.
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Chapter 17

Health Care 
Transparency in 
Organizational 

Perspective

Charlotta Levay

Introduction

Health care organizations are under considerable pressure to account for their opera-
tions and performance to outside audiences. �ere is an increasing demand for exter-
nal reviews that shed light on vital health care processes and outcomes. E�orts abound 
to provide insight into otherwise obscure aspects of health services, especially as con-
cerns the quality of care. �is pursuit of transparency is expressed in the multiplication 
of quality assurance programs, performance indicators, medical audits, accreditation 
schemes, public report cards, and league tables. Taking an organizational perspective  
on these developments means looking at how they play out in health service organiza-
tions, but also at the underlying rationales and the governing tools employed.

�is chapter analyzes organized e�orts to enhance transparency in health care, with 
an emphasis on public quality reporting as a particularly in�uential ideal and practice. 
�e chapter starts with a review of the concept of transparency and the driving forces 
behind current transparency reforms. It then treats the speci�c tools employed to ren-
der health care processes visible. Next, it explores the challenges involved in measuring 
and representing health care quality as well as the e�cacy and consequences of public 
quality reporting. �e chapter goes on to discuss how health professions respond to and 
participate in having their work increasingly scrutinized by outside observers. Finally it 
considers directions for future research.
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Meanings of Transparency

Transparency is a prominent ideal in several policy areas, not just in health care. It is 
widely believed to promote accountability and e�ciency in diverse contexts such as 
public administration, corporate governance, and international a�airs (Ball, 2009; 
Fenster, 2006; Florini, 2000; Grigorescu, 2003). �e transparency term appears fre-
quently in policy documents since the 1980s (Hood, 2006a). In the social science lit-
erature, the use of “transparency” and its twin term “accountability” rose markedly in 
the mid 1990s (Drori, 2006). �is transparency trend is multifaceted, and the di�erent 
strains of thought do not clearly amount to a single, uni�ed idea; they all a�rm the value 
of openness about rules and behavior, but it varies to whom it applies— governments, 
organizations, or citizens— and what the underlying governance principles are (Hood, 
2006a; Meijer, 2014). For instance, there is a grass root democracy vision of transpar-
ency that suggests face- to- face contact between citizens and public o�cials, which is 
quite di�erent from the notion that organizations should be obliged to disclose complex 
information about themselves to markets and regulators (Hood, 2006a). Transparency 
in the sense of citizens’ knowledge of public a�airs is o�en highlighted as a key value for 
the open, democratic society, but even then it can be construed di�erently— either as a 
value in itself, a human right (Birkinshaw, 2006), or as an instrumental value support-
ing central democratic institutions, such as the ability to hold governments accountable 
(Heald, 2006a).

So, transparency can denote many desired things, and the exact meaning is o�en le� 
unde�ned. In fact, this mix of ambiguity and positive associations may explain some of 
the popularity of the term— while it is di�cult to oppose transparency without appear-
ing to protect a secret or a special interest, the term can be �lled with meaning in stra-
tegic ways (Hood, 2001; Meijer, 2014). �is is important to keep in mind in order to 
understand how transparency is invoked and pursued in health care. Still, it is possi-
ble to make some conceptual distinctions that are helpful when evaluating such initia-
tives and when relating them to similar initiatives that may be couched in a di�erent 
terminology.

First, following Heald (2006b), we can distinguish between nominal transparency, 
when information is divulged, and e�ective transparency, when the information is actu-
ally accessible and intelligible to relevant audiences. For instance, an organization can 
be open about its documents and procedures and yet not be transparent if the infor-
mation is perceived as incoherent by those meant to use it. “For transparency to be 
e�ective, there must be receptors capable of processing, digesting, and using the infor-
mation,” whether these receptors are the intended users directly or intermediate users 
interpreting the material for a wider audience (Heald, 2006b, 35). Many transparency 
reforms, not least in health care, can be criticized for relying on an overly linear concep-
tion of communication and so underestimating the need for knowledge and context to 
make sense of information (Fenster, 2006; Tsoukas, 1997). If transparency appears to 
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be increasing according to some formal index, but the reality behind is quite di�erent, 
there will be a gap between nominal and e�ective transparency that may described as a 
“transparency illusion” (Heald, 2006b).

Second, we can distinguish between di�erent directions of transparency, especially in 
the vertical dimension. Transparency downwards occurs when the “ruled” can observe 
the conduct and results of their “rulers,” as emphasized in theories of democracy and 
accountability. Transparency upwards occurs when hierarchical superiors can observe 
the conduct and results of subordinates, which amounts to and is o�en labeled as sur-
veillance (Heald, 2006b). Since health services are regulated and frequently provided by 
public agencies, it is easy to conceive of transparency in health care as directed down-
wards, allowing citizens to hold government and public service accountable (Meijer, 
2007). In practice, however, the implication is o�en that health care organizations are 
made to account for their conduct and results upwards, as part of governmental report-
ing requirements and public sector management (e.g., Gabe et  al., 2012; Kousgaard, 
2012; McGivern and Fischer, 2010). In this regard, transparency can be seen as a disci-
plinary technology and part of the general expansion of inspection and governmental 
“action at a distance” (Miller and Rose, 1990) that make up contemporary “audit soci-
ety” (Power, 1990).

Transparency Pursuits and  
Their Drivers

E�orts to make health care transparent through public reporting and external qual-
ity assessment follow naturally from new public management (NPM), that is reforms 
intended to make public services more e�cient and accountable by applying business 
and market- like forms of control (Hood, 1995). Such reforms have been in�uential in the 
UK and other countries with publicly provided health care since the 1980s and onwards, 
supplanting previous “custodial” (Ackroyd, Hughes, and Soothill, 1989) forms of public 
management that le� wide discretion to professional practitioners.

�e use of performance indicators to control organizations and reward managers is 
a de�ning feature of NPM (Hood, 1995). Initially most indicators concerned aspects of 
�nance and organization, but clinical indicators have become increasingly important 
(Exworthy et al., 2003). Another core element of NPM is the introduction of compe-
tition and consumer choice through internal markets and private alternatives (Hood, 
1995), which also creates a demand for transparency. When purchaser- provider splits 
and market relations replace hierarchical organizational control, there is a need for inde-
pendent audits, and when patients are meant to act like consumers making informed 
choices, there is a need for generally accessible and comparable quality information 
(Blomgren, 2007). Consequently, in many countries, external quality assessment and 
publicly available performance indicators for provider organizations have been part and 
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parcel of public sector transformations inspired by NPM (e.g., Pollitt et al., 2010; Walshe 
et al., 2001; Torjesen and Gammelsæter, 2004; Van de Bovenkamp et al., 2014).

In the US, there have been similar developments driving demands for public report-
ing. In the 1980s, the �eld of American health became increasingly governed by mar-
ket forces, price competition, and deregulation (Scott et al., 2000), and broad business 
models of utilization review, total quality management, and standardized treatment 
protocols were imported into the �eld (Caronna, 2004; Dranove, 2000). �e US has 
been leading in the public disclosure movement, mainly propelled by the “business case 
for quality,” arguing that high quality care will lower employers’ health insurance costs, 
and by health plan pricing models directing patients to preferred providers (Marshall 
et al., 2003). An early federal release of largely unadjusted hospital mortality rates in 
1986 was discontinued a�er a few years following criticism of the validity of rankings 
(Hannan et al., 2012), but it has been followed by a plethora of initiatives by a range of 
private and public actors to provide information about the comparative performance of 
health insurance plans, hospitals, and individual providers (Marshall et al., 2003).

Still, the pursuit of transparency in health care is not just the logical outgrowth of 
NPM and market forces. It has a di�erent focus and underlying rationale centered on 
patient rights and democracy (Blomgren and Sahlin, 2007). It is also motivated by 
heightened concerns for quality of care among patients, purchasers, policy- makers, 
and medical professionals (Makary, 2012; Marshall et  al., 2003). Quality of care has 
risen on the policy agenda a�er repeated studies showing that quality is o�en highly 
variable around a mediocre mean, prompting intensi�ed external scrutiny and an ever 
greater array of comparative performance measures (Davies, 2001). In�uential ideas 
about “value- based” health care, focusing on maximizing health outcomes per money 
spent, rather than just keeping costs down, give a central role to public quality measures 
of health outcomes that matter to patients (Porter and Lee, 2013; Porter and Teisberg, 
2006). Calls for greater transparency to confront appalling quality de�ciencies, even 
among highly reputed provider institutions, resonate wider transparency policy discus-
sions. People have a right to know about the quality of di�erent provider organizations, 
it is argued, and transparency is necessary to make increasingly corporatized hospitals 
accountable (e.g., Makary, 2012).

The New Transparency Logic  
and Its Technologies

�e quest for transparency in health care is so widespread and consequential that it can 
be considered a new governing logic, as suggested by Blomgren and Sahlin (2007). Just 
as the �eld of health care underwent a comprehensive transformation when the logic 
of markets and managerialism became dominant in the 1980s (Scott, 2000), we can 
now see the contours of a new intuitional era of transparency. It is marked by new and 
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rede�ned types of major actors and new types of governing mechanisms, such as news 
media relaying quality comparisons and transnational organizations setting authorita-
tive standards of evaluation (Blomgren and Sahlin, 2007).

�e transparency sought for cannot be achieved by simply making already exist-
ing data public; it is pursued through a range of interrelated technologies of transpar-
ency (Strathern, 2000), intended to create more clarity about processes and outcomes. 
According to Blomgren and Sahlin (2007), the main technologies involved can be 
categorized as scrutiny, accountancy, and regulation (see Figure 17.1), all of which have 
undergone an explosive growth in recent years. Scrutiny occurs when more or less inde-
pendent parties review health services and single out good, bad, and acceptable per-
formers, such as in the case of hospital rankings, medical audits, and special commission 
reports. Accountancy involves not just �nancial accounting but also other forms of con-
tinuous documentation and record keeping that make past activities visible and future 
activities amenable to control, for example medical records and quality accounting. 
Regulation in today’s health care typically takes the form of “so� regulation,” that is vol-
untary standards, guidelines, recommendations, and agreements designed to establish 
clarity and comparability, for example clinical guidelines derived from evidence- based 
medicine. �ese di�erent technologies can replace one another, such as when public 

Scrutiny

Accountancy Regulation

Financial

Quality

Medical records

Etc.

Laws

Standards, guidelines

Diagnosis-related groups (DRGs)

Evidence-based medicine (EBM)

Priority lists

Audit

Evaluation

Ranking

Prizes, contests, rewards

“Name and shame”

Figure 17.1 Technologies of transparency
Adapted from Blomgren and Sahlin (2007, 173).
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reports of outcomes replace formal rules, which is a form of “regulation by revelation” 
(Florini, 2000). More importantly, they support and fuel one another, such as when 
intensi�ed scrutiny requires more accountancy by organizations under inspection or 
leads to demands for new regulation (Blomgren and Sahlin, 2007).

As is clear from the examples given, transparency technologies demand an extensive 
labour of documentation, classi�cation, and presentation (Quartz, Wallenburg, and 
Bal, 2013). What is more, they have a performative dimension, constituting the objects 
of scrutiny and transforming existing institutions and relations (Blomgren and Sahlin, 
2007; cf. Miller and Rose, 1990; Power, 1997). For example, the administration of patient 
surveys is not a neutral device to take in the patient perspective; it is a governing tech-
nology which makes it possible to reconstruct disconcertingly placid patients into active 
consumers, by imbuing them with the appropriate attributes of sovereignty and ration-
ality (Hasselbladh and Bejerot, 2007). Patient questionnaires are framed by a recently 
established body of formal knowledge of patient satisfaction, operated by organiza-
tions within the industry of performance measurement, and utilized for all kinds of 
improvement projects and monitoring systems (ibid.). It is this emergent landscape of 
new actors, technologies, and circuits of communication reshaping health care practices 
that warrants the characteristic of transparency as a new governing logic in health care 
(Blomgren and Sahlin, 2007).

Difficulties to Measure and Represent 
Health Care Quality

Public quality reporting, that is disclosure of comparable quality information for di�er-
ent provider organizations or practitioners, is a quintessential transparency technology. 
However, it is notoriously di�cult to measure and compare health care quality between 
providers in a way that is both fair and accessible to a general audience. �ere are con-
siderable challenges involved in the whole chain of collecting, presenting, and interpret-
ing comparable information. To start with, even the seemingly straightforward tasks of 
measuring relevant aspects of care in a uniform, standardized manner across di�erent 
delivery organizations is not easily done. An ethnographic study of intensive care units 
reporting data on infections to a patient safety program found evident variability in sev-
eral important regards, for example in how they applied inclusion and exclusion criteria 
for the program (Dixon- Woods et al., 2012). �e program’s de�nitions for classifying 
infections were seen as subjective and messy and were interpreted di�erently in di�er-
ent units. As a consequence, reported infection rates re�ected not just actual infection 
incidences but also underlying social practices in data collection and reporting (ibid.).

A major challenge to public reporting of health care quality is to �nd performance 
indicators that re�ect genuine quality of care and, at the same time, make sense to the 
general public. A  classic typology for health care quality assessment distinguishes 
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between measures of structure (e.g., quali�cations of medical sta�), process (e.g., adher-
ence to clinical guidelines), and outcomes (e.g., recovery, survival, and patient satisfac-
tion) (Donabedian, 2005; Donabedian, 1980). Outcome measures are generally seen as 
more important and revealing since they go straight to what matters to patients (e.g., 
Donabedian, 1966/ 2005; Porter and Teisberg, 2006; Swensen et  al., 2010). However, 
health outcomes depend on other things than the care provided, most notably the “case 
mix,” that is the type of patients treated. Crude comparisons of outcomes can hence 
be highly misleading (Davies and Crombie, 1997; Mant, 2001). For instance, the most 
experienced and reputable surgeons and surgical units can have the worst outcomes 
since they receive the most di�cult cases. In principle, this can be compensated by cat-
egorising cases and adjusting outcomes accordingly. In practice, such case mix adjust-
ment, or risk adjustment, is complicated (Davies and Crombie, 1997; Powell, Davies, 
and �omson, 2003), and it is di�cult for patients to understand the concept of risk- 
standardized outcomes (Lagu and Lindenauer, 2010). What is more, some relevant out-
comes manifest themselves only a�er many years and are not available when they are 
needed (Donabedian, 1966/ 2005). For instance, survival a�er 5 or 10 years is an impor-
tant indicator of cancer care quality, but it does not provide information about the cur-
rent quality of provider organizations.

Process measures are more useful for quality comparison than they may �rst seem. 
In fact, if there is an established causal link between treatment and outcome, process 
measures are just as good indicators of quality of care as outcome measures, and if that 
link is lacking, outcome and process measures are equally useless (Donabedian, 1980, 
103). Process measures are also more sensitive to di�erences in quality among provider 
organizations (Mant, 2001). For patients, however, it is di�cult to make sense of most 
hospital process measures (Lagu and Lindenauer, 2010).

Another major challenge is to present comparative quality information so that it can 
be understood and used by the general audience. As we have seen, both risk- adjusted 
outcomes and process measures are hard to decipher without specialized knowledge. 
Numerous studies have shown that patients have di�culties in understanding publicly 
provided quality information (Faber et al., 2009). Public reports can be designed to be 
more accessible, for example by providing summary measures, using symbols instead 
of numbers, and rank- ordering providers according to quality performance (Hibbard, 
2008). However, such aggregation can make the information less relevant and use-
ful. For example, a hospital can have excellent quality for cardiovascular surgery but 
be poor at performing hip replacement, which would be masked by a summary score 
(Ginsburg, 2010).

In the practitioner- oriented literature, these challenges are usually approached prag-
matically, with calls for balanced judgments, better- designed reports, and more use of 
measures that are relevant to patients (e.g., Hibbard, 2008; Lagu and Lindenauer, 2010; 
Swensen et al., 2010). But taken together, the challenges appear to create a double bind of 
nominal transparency— either public quality information gives a reasonably fair indica-
tion of quality but is di�cult to understand, or it is relatively easy to understand but does 
not provide crucial information on quality.
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Efficacy of Public Quality Reporting

Notwithstanding the challenges of �nding accurate and meaningful measures, public 
quality reporting is o�en promoted as a key policy tool to support and stimulate quality 
improvement (e.g., Makary, 2012; Marshall et al., 2003; Porter and Teisberg, 2006). Still, 
there is scant evidence that public reporting actually leads to better quality of care. �ere 
are individual studies and experiences of reporting systems supporting the claim (e.g., 
Hibbard, Stockard, and Tusler, 2003; Larsson et al., 2012), especially for process meas-
ures (Werner and Bradlow, 2011). But when the research is reviewed systematically, it 
is not possible to establish any positive e�ects overall (Chatterjee and Joynt, 2014; Fung 
et al., 2008; Ketelaar et al., 2011; Marshall et al., 2000). For instance, two particularly 
well- evaluated programs, the New York State’s release of mortality data for individual 
cardiac surgeons and the regional Cleveland Health Quality Choice’s quality compari-
sons of hospitals, both appeared to yield improved clinical outcomes, but other states 
and other hospitals without public reporting showed similar improvements in the same 
periods (Fung et al., 2008). Possible explanations for the lack of unambiguously positive 
results seem to be rooted in fundamental aspects of health care systems and organiza-
tional behaviour.

�ere are two main pathways though which publicly reported quality data could lead 
to improved performance: the selection pathway, meaning that patient and their inter-
mediaries compare data and reward better performing providers by selecting them, and 
the change pathway, meaning that performance data help providers identifying areas 
where they underperform (Berwick, James, and Coye, 2003; Fung et al., 2008). Public 
reports can also incite provider organizations to improve in order to uphold their repu-
tation, which could either be seen as part of the selection e�ect (Berwick, James, and 
Coye, 2003) or as a separate, third pathway (Hibbard, 2008).

Each of these pathways has its weak links. First, even if citizens are highly interested 
in quality- of- care information, most data suggest that patients and other stakeholders 
do not make much use of comparative performance data when selecting provider or 
health plan (Davies, 2001; Faber et al., 2009; Marshall et al., 2000). �ere are several rea-
sons for this, including lack of time for acutely ill patients to compare potential sources 
of care, lack of awareness of quality variations, lack of knowledge to make sense of the 
information available, and importance given to other factors, such as costs or recom-
mendations from trusted family members or physicians (Faber et al., 2009; Lagu and 
Lindenauer, 2010). Second, even if evidence suggests that public release of performance 
data stimulates quality improvement activity at the hospital level, this does not auto-
matically translate to actual improvements (Fung et al., 2008; Tu et al., 2009). �ird, 
the actions taken by providers and institutions to protect their reputation are not only 
bene�cial for quality of care.

While the positive e�ects of public quality reporting remain to be demonstrated, 
there are several well- established unintended negative consequences related to 
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responses from health care organizations and individual providers striving to safe-
guard their standing. Hospitals and individual surgeons tend to avoid treating more 
di�cult, seriously ill patients so as to improve their quality ranking, which is what hap-
pened in New York State following public report cards on cardiac surgery (Dranove 
et al., 2002; Werner and Asch, 2005). As a consequence, patients who need treatment 
the most get worse access (ibid.). So do racial and ethnic minorities, since they may 
be perceived to be at higher risk of poor outcomes (Chatterjee and Joynt, 2014). Even 
if publicly reported outcomes are well adjusted to take the risk of di�erent types of 
patients into account, this may not compensate risk- averse providers su�ciently for 
the downside of treating sicker patients (Dranove et al., 2002). �ere are other prob-
lematic ways in which actors may try to “game the system” in an attempt to do well in 
comparisons, such as when hospitals reclassify patients into or out of publicly reported 
diagnoses, or when they code a higher number of diagnoses to make patients seem 
sicker (Chatterjee and Joynt, 2014). Furthermore, public quality comparisons o�en stir 
anger, resentment, and disillusion among practitioners and managers in the organiza-
tions concerned, especially if these people doubt the validity of measures employed and 
are worried that attention to what gets measured will crowd out other, more important 
quality issues (Davies, 2001; Hibbard, Stockard, and Tusler, 2003; Hoque, Davis, and 
Humphreys, 2004). Since public quality reports can actually be misleading (e.g., Bevan 
and Hood, 2006; Hood, 2006b; Paddock, Adams, and Hoces de la Guardia, 2015), such 
reactions cannot simply be discarded as self- serving. Finally, public rankings gener-
ate substantial amounts of administrative work in health delivery organizations being 
ranked (Quartz, Wallenburg, and Bal, 2013), and potential bene�ts should be weighed 
against alternative use of resources.

Gaming and Willful Blindness

�e risk of gaming and low morale among organizations being monitored appears 
particularly high when public release of performance data is combined with �nancial 
rewards. One example is the NHS system of annual “star rating” of public hospitals 
and other public sector health- delivery organizations, which ran in England from 2000 
to 2005 (Bevan and Hood, 2006; Hood, 2006b). Each organization was publicly rated 
with a summary score for di�erent kinds of targets, a small set of key targets, and a 
wider set of indicators in a balanced scorecard. In addition to reputational e�ects of 
“naming and shaming,” the indicators were linked to managers’ bonuses and decisions 
to keep or �re them, “best to best” budgetary allocation, and “earned autonomy” for 
organizations performing high on measured metrics. Reported performance data indi-
cated massive improvements, for example drastically reduced time spent by patients in 
the A&E. However, as analyzed by Hood (2006b) and Bevan and Hood (2006), there 
were several types of documented gaming, including instances of “hitting the target but 
missing the point” and in some cases putting patient safety at risk. One tactic to reach 
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the waiting time target was to have patients wait in queues of ambulances outside the 
A&E Department before receiving them, which may have stalled ambulance responses 
to calls from seriously ill individuals. A related example is the recent scandal of the US 
Veterans Health Administration— another system featuring measurement and public 
reporting of performance results tied to managerial bonus incentives (Kizer and Kirsh, 
2012)— with news reports revealing that long waiting times for veterans were cloaked 
in o�cial waiting lists to generate favorable performance reviews (e.g., Oppel and 
Shear, 2014).

On paper, designers and administrators of transparency regimes can design a system 
to tackle the problem of gaming from the outset, for example by establishing independ-
ent third parties as regulators or evaluators. In reality, they operate in their own context 
of action and may have their own reasons to favor systems that produce only nomi-
nal transparency. �e central managers of the NHS star rating did not put substantial 
resources into checking performance data and had no coherent antigaming strategy— a 
kind of gaming in itself, much like when Admiral Nelson put a telescope to his blind 
eye to avoid seeing a signal he did not want to obey (Hood, 2006b). According to 
Chang (2009), the star rating system was designed to advance political interests rather 
than rational performance improvement; the government’s political objectives were 
infused into the formulation of measurements so that the information produced could 
be used to build a favorable image. Similarly, central administrators at the Veterans 
Health Administration had been aware but passive about waiting times dysfunctions 
well before the public scandal erupted in 2014. �e oversight body of the Department 
of Veterans A�airs had issued reports identifying the problem since at least 2002, and 
the administration repeatedly agreed to recommendations but took no or inadequate 
action (Robbins, 2012).

�ere is no reason to believe that willful self- blinding by those responsible for 
systems to increase transparency is uncommon. Rather than singular cases of mis-
management, the examples just described may be instances of a wider phenomenon 
of “functional stupidity,” that is an organizationally- supported lack of re�exivity, a 
refusal to use intellectual capacities in other than myopic ways to provide a sense 
of certainty that allows organizations to function smoothly (Alvesson and Spicer, 
2012). A study of the construction of a Danish national quality program to render 
health care quality transparent and controllable shows that potentially disruptive 
information was actively kept out of sight in decision processes (Knudsen, 2011). 
Several critical systems design issues were well known to key actors and yet not 
discussed, for example that extensive external reviews can cause inspection over-
load and divert attention from important local concerns. �e analysis suggests that 
blindness was actively self- imposed through forms of inattentiveness, for example 
by substituting actual knowledge of quality indicators by references to authoritative 
institutions. Information that could question the model being worked out was shut 
out, which made it easier for various stakeholders to communicate and reach deci-
sions (ibid.).
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Dynamic Effects of Transparency 
Efforts

Given the complexity of responses to e�orts to make health care more transparent, their 
e�ects cannot be evaluated solely in the short run, on the basis of measurable scores 
in the organizations immediately concerned. Unexpected chains of event and more 
intangible consequences may transpire when various actors learn about new realities 
and start to act strategically upon them, and when perceptions of legitimate modes of 
control alter. Such dynamic e�ects can of course be constructive. For instance, as already 
mentioned, the US federal state’s release of crude mortality data for identi�ed hospitals 
in the mid- 1980s was heavily criticized for poor validity, but it also spawned initiatives 
to provide more reliable quality assessments, using carefully risk- adjusted clinical data 
instead of administrative claims data (Asher et al., 2014). �ese include the Society of 
�oracic Surgeons National Database, which provides performance assessment to par-
ticipants, quality improvement initiatives, and, since 2010, voluntary public reporting of 
outcomes (Shahian et al., 2013). Even “strategic accounting” by health professionals can 
be a way to cope with unintended consequences of performance measurement, such as 
when doctors in Dutch hospital care found creative ways to sidestep pre- set combina-
tions of diagnosis and treatment in order to provide innovative treatments unforeseen 
by the performance measurement system (Kerpershoek, 2010). However, there are also 
more problematic dynamic e�ects.

Reactivity, that is the change of behavior in reaction to being observed and evalu-
ated, is a broader phenomenon than just gaming. Espeland and Sauder (2007) distin-
guish two principal mechanisms of reactivity: self- ful�lling prophecy, meaning changed 
behavior to conform with expectations embedded in measures, and commensuration, 
meaning changes in attention when qualities are transformed into quantities that share 
a simpli�ed, de- contextualized metric. Both mechanisms were identi�ed in a study of 
health professionals’ reactions to performance measures and transparency regulation 
meant to curb malpractice (McGivern and Fischer, 2012). Doctors responded defen-
sively to perceived threats of scapegoating by focusing less on actual practice and patient 
needs and more on representing their practice in standardized terms, hiding or avoiding 
practices that could draw negative attention. �erapists were anxious that poor patient 
ratings might put their job in jeopardy and made e�orts to “be nice” and “patch up” 
instead of tackling more painful, underlying problems (ibid.).

A close study of Dutch hospitals’ response to league tables found a host of reactive 
processes (Quartz, Wallenburg, and Bal, 2013). In the front stage, managers and profes-
sionals criticized the design and relevance of rankings and claimed they were of little 
consequence to hospital policies and external relations. In the backstage, clinical and 
administrative practices were thoroughly modi�ed to comply with ranking criteria 
and to protect organizational reputation. �is pragmatic compliance took many forms, 
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ranging from a laboratory manager ful�lling accreditation requirements he considered 
meaningless for quality and safety, to hospitals developing IT systems and administra-
tive structures to ensure data collection according to external demands (ibid.).

�e performativity of transparency technologies extends to the evolution of transpar-
ency systems as such. Pollitt et al. (2010) detected a “logic of escalation” in the devel-
opment of health care performance regimes in England and the Netherlands— once 
a system of quantitative performance indicators is in place, there is an endogenous 
dynamic or logic to the way it is likely to develop. Measures tend to multiply, and the use 
of performance indicators tends to move from formative approaches where measures 
are meant to indicate areas for improvement to summative approaches where targets 
and league tables are taken to de�ne quality. Next, the summative approach is linked 
with incentives and sanctions, with associated pressures for gaming. Ownership of the 
performance regime becomes increasingly di�use, with a whole industry of regulators 
and analysts using the regime partly to pursue their own ends. Finally, all of these ten-
dencies combine to produce confusion and distrust among the lay public (ibid.). �is 
logic of escalation cannot be immediately generalized to other contexts, but it is eas-
ily recognizable in the case of the US Veterans Health Administration, where measures 
multiplied and became more composite over the years and were increasingly used for 
compliance rather than data- driven development (Kizer and Kirsh, 2012).

Transparency and the Health 
Professions

Most of the complications of the pursuit of transparency in health care discussed in this 
chapter relate to the fact that health care is a complex activity performed by specialized 
experts. �ey operate not through a mass of information that can be relayed in bits and 
pieces, but through integrated bodies of knowledge that require years of formal training 
and immersed practice to master and wholly understand. �ere are limits to how far 
such expert work can become e�ectively transparent.

In his exposé of the paradoxes of the information society, Tsoukas (1997) emphasizes 
that expert systems develop their particular languages, values, and practices that cannot 
be completely articulated or understood by non- practitioners. �ere is an inevitable gap 
of knowledge separating participants in an expert system from those observing it, and 
there is no detached highground from which the system can be inspected. In order to 
be used e�ectively, expert systems depend on the trust of those who bene�t from them 
(Giddens, 1990). �erefore, according to Tsoukas, attempts to make an expert system 
transparent to non- experts can only result in an illusory transparency and undermine 
the trust necessary for its functioning. “[T] he paradox is that the more information 
on the inner workings of an expert system observers seek to have, the less they will be 
inclined to trust its practitioners; the less practitioners are trusted, the less likely it is 
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for the bene�ts of specialized expertise to be realized” (Tsoukas, 1997, 835). To illustrate 
the paradox, Tsoukas takes a proposal to install short- circuit cameras in operating thea-
tres to record surgeons’ likely mistakes. �e laughter, joking, swearing, and music lis-
tening which are common and rather helpful practices from the perspective of those 
performing surgery may seem careless from the perspective of the patient, and the cam-
era monitoring of surgeons undermines the mutual trust that could reconcile the two 
perspectives.

Given this problematic, it is hardly surprising that health professionals do not imme-
diately embrace transparency technologies. �ey o�en respond with distrust in the 
validity of measures, concerns that vital aspects of quality will be ignored or harmed, 
fears of being evaluated on unjust grounds, frustration over blunt instruments of assess-
ment, and general disillusionment about the whole process. Such reactions have been 
recorded in connection with public release of performance data (Davies, 2001; Hibbard, 
Stockard, and Tusler, 2003; Hoque, Davis, and Humphreys, 2004; Kerpershoek, 2010; 
Kousgaard, 2012; Levay and Waks, 2009; Quartz, Wallenburg, and Bal, 2013), consultant 
appraisal (McGivern and Ferlie, 2007), patient safety monitoring (Dixon- Woods et al., 
2012), transparency regulation to prevent malpractice (McGivern and Fischer, 2012), 
evidence- based clinical guidelines (Timmermans and Oh, 2010), and audits using elec-
tronic patient records (Winthereik, van der Ploeg, and Berg, 2007).

�ese responses are consistent with classic theory of the professions. External eval-
uation and routinization go against the whole idea of autonomous professionalism. 
Professions can be de�ned as knowledge- based occupations that control their own 
work. �ey have the special privilege of freedom of control from outsiders, justi�ed by 
their presumed ethics, self- regulation, and special knowledge that lay persons are not 
equipped to evaluate or regulate (Freidson, 1970, 2001). At the core of professional work 
lies inference, that is the ability of practitioners to connect information of diagnosis with 
a range of treatments (Abbott, 1988). If that connection can be made too easily, work gets 
routinized, and the professional domain may be taken over by competing professional 
groups. Likewise, if results are too easy to measure, the professional group is too easily 
evaluated by outsiders and may lose legitimate control of its work (ibid., 46, 51).

Yet, this is not the entire picture. Professional groups also have a strategic interest in 
displaying the e�cacy of their particular competence. If the connection between diag-
nosis and treatment can only be performed on a case- to- case basis, and if results are too 
hard to measure, the profession’s legitimacy will be weakened and it will lose ground to 
professional groups o�ering more demonstrable solutions (Abbott, 1988, 46, 51– 53).

In fact, medical professionals take an active and pivotal part in developing technol-
ogies that make their practice more predictable, standardized, measurable, and hence 
amenable to external inspection. Medical professional organizations collaborate with 
regulatory entities to establish evidence- based practice guidelines, assessment tools, and 
standardized outcome measures (Timmermans and Ho, 2010). Such developments are 
sometimes seen as a partial loss of professional autonomy, since the profession is strati-
�ed between elite professionals setting standards of performance and rank- and- �le 
practitioners performing increasingly routinized work (Freidson, 2001). But again, this 
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is not the whole picture. Clinical guidelines can actually mean greater autonomy for ordi-
nary professionals, since they make it easier for them to conduct and improve patient 
care without turning to university consultants or colleagues (Castel and Merle, 2002). 
Accreditation can also be perceived as useful by ordinary professionals, since it can help 
them to improve and legitimize services in the face of external demands (Levay and 
Waks, 2009) or to reposition a marginalized subspecialty in a competitive environment 
(Robelet, 2001). Even bad performance in public league tables can be used by profes-
sionals to argue for a larger share of resources for their organizational unit (Levay and 
Waks, 2009).

So, professional groups are a�ected by transparency technologies and respond to 
them in quite di�erent manners. To some extent, the variation stems from di�erences 
in situation and outlook (cf. Bezes et al., 2012). For instance, medical professionals have 
generally been skeptical of evidence- based medicine, but some professional groups 
appear attracted by its signal for scienti�c expertise, such as marginalized doctors in 
Russia and nurses aiming for greater professionalization (Timmermans and Ho, 2010). 
To some extent, professional strategies evolve over time. For instance, Swedish doctors 
accepted to release comparable performance data from professionally controlled quality 
improvement registries only a�er pressures from investigative reporters and opinion- 
makers (Levay and Waks, 2009). However, doctors, especially those responsible for reg-
istries, then discovered advantages with public reporting, such as stronger motivation 
for improvement e�orts among organizations reporting to registries (ibid.). To some 
extent, �nally, consequences to professionals depend on how we understand profes-
sional autonomy. In the case of the Swedish quality registries, Bejerot and Hasselbladh 
(2011) conclude that doctors gradually lost control over registries to the government and 
were active participants in dismantling their own professional autonomy. In a di�erent 
assessment, Levay and Waks (2009) conclude that doctors retained considerable control 
over the premises and criteria of external evaluation and so enjoyed a “so� autonomy.”

Future Research

�is chapter has explored the nature and consequences of organized attempts to make 
health care processes and outcomes transparent. It has analyzed the challenges, unin-
tended consequences, and wider implications of applying transparency technologies 
to complex professional activities that are not easily understood by a general audience. 
It has shown the uncertain foundation of claims that public quality reporting leads to 
quality improvement, described the perils of combining public performance indicators 
with �nancial reward systems, and pointed at the tendency of decision- makers to blind 
themselves to problematic aspects of transparency systems. It has discussed the per-
formative potentials of transparency technologies to reshape health care practices and 
to both undermine and strengthen professional autonomy.
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Studies referred to in this chapter have been conducted with varying approaches and 
theoretical perspectives, pertaining to quite di�erent levels of health care and society. 
Two main strands of research are discernible: practitioner and policy- oriented research 
from a medical and quality of care perspective optimistically aiming to provide guidance 
for transparency initiatives, and theory- oriented social science research pessimistically 
expounding inexorable problems of transparency initiatives as social phenomena. Both 
strands can probably take cues from one another. And we can all take cues from classic 
quality of care scholar Avedis Donabedian’s words on the frame of mind with which 
studies of health care quality are approached, given the social imperatives that give rise 
to quality assessment. His advice is equally valid for studies of health care transparency:

O�en associated with these [social imperatives] are the zeal and values of the social 
reformer. Greater neutrality and detachment are needed in studies of quality. More 
o�en one needs to ask, “What goes on here?” rather than, “What is wrong; and how 
can it be made better?” (Donabedian, 1966/ 2005, 721).

Finally, Gabe et al. (2012) propose an analytic framework to explore the consequences 
of public disclosure of health care performance data and develop a “sociology of dis-
closure.” �ey identify three interconnected aspects of the drive for transparency that 
deserve particular attention:  the capacity of di�erent individuals to engage in choice 

and calculativeness when they take part of public information; the strategies and tac-

tics employed by patients, health professionals, managers, and organizations in creat-
ing and receiving information; and the impact on trust between doctors and patients. 
Each aspect can be considered at three interacting levels: the micro level of professional- 
patient and inter- professional relationships; the meso level of the organization; and 
the macro level of the external regulatory environment (ibid.). Future social science 
research on health care transparency would gain from such a shared framework that 
makes it possible to build more systematically from one study to another.
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Chapter 18

Re-  pl acing Care
Governing Healthcare through Spatial Arrangements

Lieke Oldenhof, Jeroen Postma,  
and Roland Bal

A Space for Place

In this chapter, we want to create a “space for place” (Gieryn, 2000) in health care man-
agement by analyzing the role that spatial arrangements, and especially re- placements, 
play in the governance of care. In projects we have been engaged in over the �ve years, 
we noticed that place increasingly became a focal point for policy- makers, managers, 
professionals, and patients. Questions about governance of quality, e�ciency, equity, 
and �nancial sustainability seemed to be increasingly linked to questions of place. In 
some projects the place– governance relation was clear: concentration of medical care 
for example deals with the explicit questions in which places care is and should be deliv-
ered, and the emphasis on home care clearly is an instantiation of a new (or renewed) 
spatial arrangement in health care. In others we had to dig deeper to understand the 
relation between place and governance, say in projects on self- management and tele-
care. Nevertheless, place was always there. �is chapter emphasizes the importance of 
place in care by analyzing how re- placements are (and can be) used to govern health 
care and to what consequences.

Placing Place in Health Care and Governance Literature

Unfortunately, when studying place and re- placement, we are not much helped by the 
literature on health care management and policy, where place is an under- researched 
and under- theorized concept (Milligan, 2001). Surely, there is a wealth of stud-
ies that deals for example with the geographical spread of diseases, the planning and 
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accessibility of health care services, the presence of (un)healthy food outlets in a certain 
area, and the design and construction of facilities such as hospitals. In these studies, 
place is usually conceptualized one- dimensionally as a geographical location, a dot on 
the map, where diseases or health facilities can be pinpointed. �is conceptualization of 
place- as- location is also evident in studies on “place e�ects” that analyse health inequal-
ities between places, such as neighborhoods, cities, or regions. To be able to measure 
these place- e�ects or determine the accessibility of care providers and (un)healthy food 
outlets, place itself needs to be geographically �xated on a map and materially stabilized 
in buildings such as hospitals, grocery stores, and junk food restaurants. However, by 
doing so, important relational, symbolic, and political dimensions of place are margin-
alized or completely stay out of view (Mcintyre, Ellaway, and Cummins 2002; Kearns 
and Gesler, 1998).

An insightful example is research on “food deserts” that traditionally focuses on 
the physical distance of certain groups to food outlets. �ese studies ignore the sym-
bolic meaning of food or perceived distances in cultural and class background. Even 
if the physical distance to food facilities were to be greatly reduced, it remains to be 
seen whether this would lead to a radical altering of eating habits and perceived health 
(Cummins, Flint, and Matthews 2014), since both eating habits and health are intimately 
linked to socio- economic status and culture (Walker, Keane, and Burke 2010). �is 
example illustrates how relational, political and symbolic dimensions matter a great deal 
for the distribution of health and therefore also for the operationalization of good health 
care governance in practice. To better understand the relation between place and health 
care governance, we need to go beyond place as self- evident and a neutral geographical 
location.

Unfortunately, also in governance literature, place is an under- theorized concept. 
Pollitt (2011) even calls place an “endangered species” as it is virtually absent in key 
handbooks on governance, sociology, and public administration (Pollitt, 2011; Pollitt, 
2012; Gieryn, 2000). �e absence of place can partly be explained by societal develop-
ments that seemingly render place irrelevant in governance issues, such as digitalization 
and globalization. Work on network governance (Kickert, Klijn, and Koppenjan, 1997), 
currently a popular concept in governance literature, is a case in point. On the one hand, 
network governance takes geography seriously in the sense that the position of an actor 
in a network is consequential for policymaking. On the other hand, however, where 
the action takes place stays completely out of the picture: networks can be anywhere, 
anyplace, and this does in no way a�ect their functioning. Networks are “without” or 
“beyond” place: they are “placeless.”

�e near absence of place in governance literature can also be explained by the ambi-
tion of scholars to make universal claims about society without having to worry about 
di�erences between places and unique particularities of places. As Gieryn (2000, 
464) wryly remarks, many sociologists fear that attention for place may “rob social and 
cultural variables of their explanatory oomph.” �is however goes against “an enormous 
amount of empirical evidence to shows that [. . .] place still matter[s]  in public admin-
istration and management” (Pollitt, 2011, 39). �is evidence includes for example the 
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notion that countries di�er in the speed and shape of their uptake of “generic” policy 
programs or technologies, such as new public management (NPM) and information 
technologies; that the functioning and location of public services is highly dependent on 
place (e.g., the postal service is di�erent in a city than in a rural area; waste incinerators 
tend to be located in lowly populated areas, or in places where the not- so- well- of tend 
to live, etc.); that buildings (their materiality as well as their symbolism) matter for the 
things that can be done in them (Yanow, 1996).

However, taking place seriously is not enough. Even though attention for place in 
governance literature is increasing, it is o�en not conceptualized as an analytical con-
struct and thereby remains implicit. It then stays outside the realm of theory and is 
automatically equated with geographical locations or scales of policy making, such as 
neighborhoods, regions, or cities. Research on big societies, local governments, and 
neighborhood governance are a case in point. For example, the place of the neighbor-
hood tends to become a �xed reality, that is usually also seen as something “good.” �is 
work tends to ignore that neighborhoods are nor “one thing” but can be very di�erent 
from the perspective of di�erent actors (Latour and Hermant, 1998); that they are in a 
constant �ux (Cresswell, 2004); that their boundaries are o�en not clear, and that they 
might have goods and bads in them. Place, although �guring prominently in this type of 
work, remains under- theorized, with the e�ect that many assumptions underlying the 
concept of the neighborhood are taken for granted.

In sum, place is either absent from the majority of governance and health care man-
agement and policy literatures, taken for granted or used as a stand- in for other con-
cepts such as scale. To get a better grip on place, we need to reconceptualise place and 
spatial relations, thereby “putting health into place” (Kearns and Gesler, 1998).

Re- Placing Place: Towards a 
Conceptualization

To get a better understanding of place, we use insights from scholars in human geogra-
phy, sociology, and philosophy who have come to take place seriously as an analytical 
category in its own term (Harvey, 1996; Massey, 1997; Gieryn, 2000; Cresswell, 2004; 
Pollitt, 2012). Precisely because place is a “word wrapped in common sense” (Cresswell, 
2004, 1), its underlying assumptions and conceptual boundaries need to be made 
explicit. Several scholars have already come to conceptual grips with place and in this 
chapter we build on their work.

�e sociologist �omas Gieryn de�nes place with three characteristics (Gieryn, 
2000). First, place refers to a geographic location, a distinct spot. �is could be any 
particular spot, from your favourite armchair to a whole continent or even the earth 
or beyond. Social action is always located at a particular geographically de�ned place. 
Second, place has materiality, it is “stu�.” Places are “assemblages of things” worked upon 

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   417 12/30/2015   11:53:52 AM



418   Lieke Oldenhof, Jeroen Postma, and Roland Bal

by people, and any social process “happen[s]  through the material forms that we design, 
build, use, and protest” (465, emphasis in original). �ird, place is invested with mean-
ing and value, it is symbolic. In Gieryn’s de�nition, as in others’ (Cresswell, 2004), places 
are “doubly constructed” in the sense that they are built by people, and also named, 
interpreted and imagined. Place- shaping thus requires a continuous re- imagining of 
places in new ways as well as the political question to what purposes and what users 
places are being re- reimagined for. Given a multitude of actors, di�erent conceptualiza-
tions of places and di�erent purposes exist that may well clash in mundane governance 
practices. �e politics of place is thus always there, albeit sometimes simmering in the 
background.

De�ning a term is also carving out its boundaries, so as important as arguing what it 
is, is arguing what it is not. Importantly, place is not the same as “space” which refers to 
abstract geometries, (e.g., economic, political, and commercial spaces (Lefebvre, 1991)), 
detached from human experience. Agnew (2002, 15– 16, in Guenther, 2006)  de�nes 
space and place as follows:

Space represents a �eld of practice or an area in which an organization or set of 
organizations (such as states) operates, held together in popular consciousness by a 
map image or narrative story that makes the space whole and meaningful. Place rep-
resents the encounter of people with space. It refers to how everyday life is inscribed 
in space and takes on meaning for speci�ed groups of people and organizations. 
Space can be considered as ‘top down,’ de�ned by popular actors imposing their con-
trol and stories on others. Place can be considered as bottom up, representing the 
outlooks and actions of ordinary people.

�is de�nition of place beautifully shows how place is interrelated to space, yet as an 
analytical concept stands in its own right.

Moreover, place is also not (just) a geographical backdrop for a sociological or policy 
analysis; country comparisons for example do o�en not take into account the agentic, 
performative e�ects of the places that are studied. Although all our studies are situated, 
this does not mean that we always take place into account as an analytical category. 
Rather, place is o�en used as a boundary for statistical or other variables (as we argued 
earlier). Such work is not about place, but about those abstract categories that sociolo-
gist and epidemiologists are so good at de�ning (e.g., socio- economic groups, race, gen-
der and the like); they only become placed when for example they take into account the 
speci�c material arrangements of streets and shops and the ways these a�ect (health) 
behaviour (Etman et al., 2014).

Finally, place is also not the same thing as landscape. Although social geographers 
have developed the insightful notion of “therapeutic landscape” to analyze and situate 
healing processes (Kearns and Gesler, 1998), in most notions of landscape the viewer 
remains outside of it. As Cresswell notes, “we do not live in landscapes, we look at them” 
(2004, 11). In contrast, places are “things to be inside of ” (Creswell, 2004, 10).

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   418 12/30/2015   11:53:52 AM



Re-placing Care   419

To synthesize, place is a meaningful geographical location invested with material and 
symbolic value and based on lived experience. �is conceptualization opens up new 
forms of analysis. We build on this to get a better understanding of the place- governance 
relation, but take it one step further by focussing on the action in and through place, that 
is re- placing. We thereby add a perspective of health care governance to the literature 
that is both spatial and dynamic.

A Spatial and Dynamic 
Governance Approach: Governing 

by Re- Placing Care

By studying the dynamics of place, the processes of re- placing of care come to the fore. 
Re- placements, here viewed as instantiations of steering by moving care practices 
from one place to another, then become an important aspect of governance. �ey are 
not only part and outcome of governance arrangements, but also allow certain types of 
governance to come into being. For example, medical tourism in the European Union 
(patients from the one country who go to another country to receive care) is a result of 
EU- legislation, but at the same time in�uences future health care governance. �is more 
dynamic governance approach closely aligns with the notion of place- shaping. As Pollitt 
argues (2011, 45):

if places are dynamic and constantly changing (as the practices and relations that 
temporarily ‘�x’ them changes), then government becomes— intentionally or 
otherwise— a major actor in de�ning what places are. By a myriad of actions, gov-
ernments shape places— not simply through planning regulations but also by trans-
port and communication investments, by the location of its own agency and sta�, by 
negotiating with other place- makers such as �rms and by manipulating place- related 
symbols such as local monuments or sites or festivals or supposedly unique cultural 
characteristics.

Importantly, the relationship between place- maker and place is not uni- directional in 
nature (i.e., the powerful place- maker shaping places to an ideal image), but recipro-
cal. Places also have performative e�ects on their own and determine the scope of what 
place- makers can do. Given their materiality and speci�c genealogy, places are only 
malleable to a certain extent. In addition, not only governments shape places, but a myr-
iad of actors do through their conscious and unconscious actions. Places can thus be 
viewed as the collective product of permanent �ows of mundane interactions (Massey, 
1997; Cresswell, 2004). In this dynamic view, places are not so much roots but routes that 
embody interaction and movement.
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When we apply this dynamic approach of governance to health care, not just the 
place where health care is provided is of special interest to us, but also the activity of re- 
placing services. Just like place, re- placements have multiple dimensions. To be able to 
re- place, and thereby govern health care, it is necessary to establish (1) new materialities, 
(2) (symbolic) meanings and (3) geographical locations (cf. Gieryn, 2000). Filling in 
these dimensions in new ways, allows place- makers to steer care in new ways. Of course, 
the act of re- placing itself is only part of the story. Once care is re- placed, all kinds of 
intended and unintended e�ects occur. For example, re- placements of disease man-
agement from hospitals to the domain of the home may be aimed at decreasing costs 
and empowering patients, but may turn out a costly a�air if patients are not su�ciently 
supported by relatives or unable to develop self- management skills (Pols, 2012). Re- 
placements of care thus require certain social fabrics (e.g., informal care), infrastruc-
tures (e.g., telemonitoring devices), as well as skills to make them work and sustainable 
in the long run.

We distinguish three types of arrangements that matter for the creation and main-
tenance of re- placements: (1) social arrangements that tie together actors and public 
services in new ways; (2) legal arrangements that attribute and delegate responsibili-
ties for care (“governance proper”); (3) arrangements of skills and expertise that enable 
professionals, managers, and patients to cope with new responsibilities. An illustration 
of this is the transition from professional led service provision towards empowerment 
of patients and informal care givers. In this case, care is o�en re- placed from health care 
facilities to patients’ homes. �e re- placement requires new social arrangements such as 
partnerships and task divisions between formal and informal care- givers. �ese part-
nerships can be promoted by decentralization laws as new legal arrangements that fos-
ter a bigger role for community participation (in the UK known as the “big society”) 
and that extend and change the responsibilities and accountabilities of involved actors. 
With regards to skills and expertise, professionals may need to learn new negotiating 
and empowering skills, whereas citizens are expected to adopt organizing and self- 
management skills. As such, these social, legal and skill arrangements also encompass 
new power distribution between actors. �erefore, the act of re- placing care is not a 
neutral decision but is a political choice that always produces certain consequences and 
e�ects.

Empirical Cases of Care Re- Placements

To empirically �esh out re- placements of care and make visible the (un)intended conse-
quences in social, legal and skills arrangements, in this section we describe three cases:

• E- health and the notion of placeless care,
• Concentration of hospital care,
• Neighborhood- based care.
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Although these empirical cases each zoom in on a di�erent health care practice, they are 
all instantiations of steering by re- placement of care. Note also that these are just exam-
ples, and in no way are meant to give an overview of place- making activities in health 
care settings. �ey have been selected because of their illustrative power, but as argued 
before, other cases, such as medical tourism, could also have been described.

Placing Utopia

New technologies come with great expectations. �is is especially so for the emerging 
�eld of e- health,1 that has been hailed by many governments as a solution to many of the 
problems of access to, quality of and costs reductions in health care. E- health is, both 
literally and metaphorically a utopian technology. Metaphorically, e- health has come to 
stand for a plethora of information and communication technology (ICT) applications 
that will do many goods. �e European Commission, in its green paper on mHealth, for 
example, expects mobile ICT applications to increase prevention and quality of life, lead 
to more e�cient and sustainable health care systems, and empower patients, while also 
creating a new market where European businesses can prosper (European Commission, 
2014). In its literal utopian sense, e- health is seen as “placeless”— Utopia is a combination 
of the Greek οὐ (“not”) and τόπος (“place”)— as both the provision of care and access 
to medical information become detached from their spatial embeddedness. Robotics, 
for example, would make it possible to operate on a patient from anywhere. And  
e- health “could serve as a basis for evidence- driven care practice and research activi-
ties, while facilitating patients’ access to their health information anywhere and at any 
time” (Euopean Commission, 2014, 3). In both its literal and metaphorical sense, e- 
health much resembles wider discussions on ICT applications; for example in the �eld of  
e- democracy (Pollitt, 2011).

Within social science literatures, especially from the �eld of Science & Technology 
Studies, this Utopian character of e- health has been challenged. Not only have scholars 
focused on the o�en exaggerated claims made on the possible e�ects of e- health, show-
ing that many e- health applications do not live up to their promises, or how idealistic 
visions of e- health can actually become dystopias; what is more important here, they have  
shown the socio- material assemblages that are in fact needed to make e- health hap-
pen in the �rst place and in this sense have re- placed e- health as a technology that hap-
pens somewhere, in some place, with many actors involved, both social and material, in 
speci�c settings and contexts. Moreover, they have shown that the speci�cities of those 
assemblages matter, in the sense that they produce speci�c (types of) e�ects.

In her study of telemedicine applications, Jeannette Pols, for example, has shown 
that technologies that focus on self- monitoring, for example cardiovascular functions 

1 In this section, we will take e- health to stand for the broad development of using ICTs in the 
provision of healthcare. �is includes �elds otherwise known as telemedicine and mHealth (the use of 
mobile computer technologies such as smartphones).

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   421 12/30/2015   11:53:52 AM



422   Lieke Oldenhof, Jeroen Postma, and Roland Bal

do less in enhancing patients’ social networks and interactions between patients and 
caregivers than do for example video- conferencing technologies used in homecare set-
tings (Pols, 2012). �e speci�c “a�ordances” (Abrishami, Boer, and Horstman, 2014) of 
e- health technologies, Pols claims, are o�en ignored in standard evaluations of such 
technologies, thus ignoring the socio- material settings that are needed to make these 
technologies work in the �rst place, leading to false expectations. For example, her study 
shows that the application of e- health o�en leads to more, rather than less time spent on 
patients, due for example to the many glitches of the technology, the possibility to have 
endless contact with caregivers and the expectation of patients that they can be “checked 
upon” at any time.

Similarly, Nelly Oudshoorn, in her study on telecare technologies in cardiovascu-
lar care shows the complex interactions and interdependencies between patients, car-
ers and technologies (Oudshoorn, 2011). She for example documents the coming into 
being of a new type of professional, telecare workers, who mediate between technolo-
gies, patients and traditional health care professionals, “managing the consequences of 
the distributed nature of the work involved in diagnosing and monitoring the bodies of 
actors who are geographically separated” (Oudshoorn, 2011, 191– 192). Such assemblages 
then also change the nature and distribution of diagnostic work (Buscher, Goodwin, 
and Mesman 2010), as well as the distribution of responsibilities of who cares where 
(Milligan, Roberts and Mort, 2011). Telecare relates to a transformation in which the 
clinical gaze is extended (Patton, 2010), thus also raising questions of the extension of 
public domains into the private lives of patients (Milligan, 2003). Although e- health to 
some extent empowers patients, giving them some form of control and knowledge over 
their own bodies, this is generally done within a prede�ned set of guidelines and regula-
tions that actually re- centre the medical gaze (Oudshoorn, 2011). Oudshoorn therefore 
concludes that “[a] lthough telecare technologies have the potential, and were meant to 
bypass and partly re- place traditional health care professionals and institutions, [they] 
adapt to rather than transform the established hierarchy in the order of who cares” 
(2011, 296).

E- health is also a place- changing technology in the sense that clinics, but also the 
homes of patients need to be attuned towards the demands of, and become part of the 
new socio- technical assemblages generated through the use of telecare technologies 
(Langstrup, 2013). New technologies are brought into the home and sometimes con-
nected to already existing infrastructures of telephone lines, computers and TV- sets. 
Whereas in policy discourse, “the home” as a safe place where patients want to be is o�en 
evoked as one of the elements of e- health Utopia, what the home is actually changes 
through its application, making it part of wider, and di�erent networks. Whereas fem-
inists have long- time argued that the home is not always the safe place where caring 
relations can thrive, e- health technologies also bring other types of insecurities, vulner-
abilities and responsibilities into the home environment. For example, when the Health 
care Inspectorate of the Netherlands studied home care, it found many unsafe practices, 
for example related to the use of infusion pumps (Inspectie voor de Gezondheidszorg, 
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2009). �is also points at the need for transfer of skills to patients and informal carers in 
using homecare technologies, including e- health applications.

Realizing the Utopia of e- health thus comes with many new responsibilities, vulner-
abilities and changing social and material arrangements, expertise, and skills. �e lack 
of attention to such changes leads to false expectations about the wonderful e�ects of 
e- health. By re- placing e- health in its socio- material setting, social scientists have been 
able to point at the many interdependencies that arise with the building of new care 
infrastructures, and the types of e�ects created by speci�c versions of e- health.

Concentration and Re- Placement of Hospital Care

�roughout Europe and the US, hospital care is being re- placed as a result of a trend 
of concentration (also called “centralization”). Concentration, predominantly achieved 
through mergers between hospitals and trusts, entails the re- placement of medical care 
from multiple hospital facilities to fewer, more specialized ones. Concentration is an 
o�en- used governance instrument for the re- placement of care because it is said to have 
two advantages: more e�ciency due to economies of scale and a better quality of care 
as a result of specialization (Sauerzapf et al., 2008). Economies of scale are supposed 
to result from the reduction of management costs and the elimination of excess capac-
ity and duplication (Posnett, 1999). �e quality of care argument follows the logic that 
physicians become more skilled by increasing the volume of treatments they perform, 
resulting in better care.

Concentration stands in a long tradition of planning of medical care that is focused 
on the geographic characteristic of place (Gieryn, 2000). Measures like distance and 
travel time are used as proxies for the geographic distribution of care, the accessibility 
of care for patients, and to demarcate the relevant market of hospitals (Schooling et al., 
2011; Bosanac, Parkinson, and Hall, 1976; Morrisey, Sloan, and Valvona, 1988). However, 
this rational planning perspective fails to address changes in the “assemblage of things” 
and the processes of meaning- making that occur when care is being re- placed. �e hos-
pital is “an operational ‘living’ construct which ‘matters’ as opposed to being a passive 
‘container’ in which things are simply recorded” (Kearns and Moon, 2002); something 
that is not only geographical, but also material, moral, psychological, social, and cultural 
(Martin et al., 2005; Kearns and Barnet, 2000). For example, in their analysis of resist-
ance to the possible closing of St Bartholomew’s Hospital in London, Moon and Brown 
(2001) distinguish four representations of the hospital: as community resource, as a site 
of expertise, as a heritage symbol, and as a site pertinent to the identity of Londoners. In 
addition, Hanlon (2001) shows that hospital restructuring not only involves changes in 
geographical location, but also in the relation between hospital executives, managers, 
professionals, and the citizens who support and rely on the hospital. Re- placing care 
thereby not only entails geographic changes, but impacts sense- making of the people 
that are a�ected.
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Considering the multifaceted nature of place, it is no wonder that the results of con-
centration are mixed. On the one hand, authors have shown that concentration of care 
results in better outcomes for a number of (mostly complex) treatments, including 
breast cancer care, heart surgery for children, abdominal aortic aneurism surgery and 
HIV/ AIDS (Selby, Gillis, and Haward, 1996; Halm, Lee, and Chassin, 2002; Wittenberg 
et  al., 2005; Glanville et  al., 2010, in Zuiderent- Jerak, Kool, and Rademakers, 2012). 
Also, research shows that concentration can improve e�ciency of care, especially for 
small hospitals (Posnett, 1999). On the other hand, studies suggest that the positive cor-
relation between volume and quality may work the other way around due to ‘selective 
referral’ (Lu�, Hunt, and Maerki, 1987): patients are referred to facilities that are already 
performing better, which would mean that quality leads to more volume. Also, research 
shows that economies of scale are negligible, or even turn into diseconomies of scale, 
when facilities have reached a certain scale (Blank and Eggink, 2001; Blank et al., 2008).

Not only does concentration of medical care o�en fail to meet its goals, it results in 
all kinds of unforeseen problems and resistance from communities and professionals. 
First, there is a coordination problem. As care becomes more specialized, coordination 
between hospitals, primary care, long- term care, and “intermediary care” providers 
(e.g., for rehabilitation) becomes more important. Martin et al. (2005) show how hos-
pitals, rehabilitation centres and the home have di�erent therapeutic qualities, requir-
ing interaction and collaboration between professionals that work in di�erent places. 
As concentration changes these professional networks, and leads to larger distances 
between care places, coordination becomes more complex. Second, di�erent types 
of care in hospitals are intertwined in organizational and material arrangements and 
cannot easily be “carved out.” Although concentration might yield bene�ts for a small 
number of complex treatments, the consequences for other types of care are unknown 
(Zuiderent- Jerak, Kool, and Rademakers, 2012). For example, Yudkin (2014) argues that 
the plea for concentrating stroke services in the NHS (comprising 0.5% of emergency 
department attendances) lacks an assessment on the impact of the other 99.5% of care 
that is being delivered in these facilities. �e policy of concentration of stroke might go 
well against other types of care; the point is however that we don’t know as no research 
is done on “that which is le� behind.” �ird, concentration of care not only is said to 
serve public goals, but is also used strategically by health care organizations and profes-
sionals. On the basis of a study of �ve cases of concentration of care in the Netherlands, 
Zuiderent- Jerak, Kool, and Rademakers (2012) conclude that health care providers 
choose to concentrate care to improve their market position vis- à- vis competitors and 
to achieve operational e�ciency. �e quality of care argument is used to justify concen-
tration, but it is unclear whether it holds ground in practice as monitoring is lacking.

Despite these di�culties, re- placing care through concentration can be a useful 
instrument to improve quality and e�ciency of care. But, for concentration of medi-
cal care to be successful, additional, o�en invisible work (Suchman, 1995) is needed. In 
addition to the actual physical re- placement of care, this work needs to address the three 
types of arrangements that we discussed before:  social arrangements, legal arrange-
ments, and arrangements of skills and expertise. New social arrangements between 
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professionals (e.g., protocols and formal and informal knowledge sharing) are necessary 
to establish coordination of care over larger distances and between di�erent types of 
care. New legal arrangements (e.g., competition law) should guarantee that concentra-
tion not only serves the private interests of hospitals and professionals, but contributes 
to quality of care. New arrangements of professional skills and expertise (e.g., education 
and guidelines) are needed to equip professionals to deal with care that is increasingly 
specialized and standardized, while still being able to deal with problems of complexity 
(e.g., multi- morbidity). Only then can concentration of medical care become successful.

Replacing Care by Re- Imagining Neighbourhoods

Neighborhood is a word that has come to sound like a Valentine. As a 
sentimental concept, ‘neighborhood’ is harmful to city planning. It leads 
to attempts at warping city life into imitations of town or suburban life. 
Sentimentality plays with sweet intentions in place of good sense (Jacobs 
1992, 112).

Despite earlier criticism of sentimentality by the urban activist and scholar Jane Jacobs 
(1992), “the neighborhood” has re- emerged as an important locus in health policies 
that aim to re- locate care provision. In these policies, the neighborhood is “doubly con-
structed” (Cresswell, 2004) in the sense that neighborhoods are built physical places 
where care is provided and organized in concrete locations (e.g., elderly homes or private 
homes), while at the same the neighborhood is constructed and mobilized as a political 
symbol to advocate self- reliance of communities, decentralization of care to local gov-
ernments and the substitution of professional care for informal care. As various studies 
reveal, governments and care providers increasingly evoke the image of the neighbor-
hood to promote community development (Lowndes and Sullivan, 2008; Wallace, 2010; 
Featherstone et al., 2012), informal care (Van Dijk, Cramm, and Nieboer, 2013; Milligan, 
2001), aging in place (Gardner, 2011; Michael, Green, and Farquhar, 2006) and “tailor- 
made” service provision on a local level.

As sociologist Gieryn poignantly points out, neighborhoods are not given enti-
ties: “�e very idea of the neighborhood is not inherent in any arrangements of streets 
and houses, but is rather an ongoing and discursive imagining of people” (Gieryn, 2000, 
472). Hence, the neighborhood is a discursively imagined place and as such it can be 
clearly contrasted to large- scale “total” institutions on secluded terrains (Go�man, 
1991) and the classical welfare state. When imagining neighborhoods as ideal places, 
they not only enable the integration of people with mental and physical disabilities into 
society (Oldenhof, Postma, and Putters, 2014), but also allow for the integration and 
joining- up of fragmented public services on a small- scale (Lowndes and Sullivan, 2008; 
Griggs and Roberts, 2012). Moreover, as ideal places, neighborhoods provide people 
the opportunity to grow old in one’s own private home. Precisely because the neighbor-
hood de�es clear de�nition, the notion of the neighborhood can be strategically used by 
policy- makers and politicians to achieve a variety of goals.
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Nevertheless, the neighborhood is not merely an abstract symbol: it is connected to 
concrete re- location questions and therefore has actual consequences for people’s lives. 
�e inclusion and exclusion of citizens, for example, is to a large extent determined 
by place and the material placement of citizens in certain locations and not others. 
As Ootes remarks in her study of citizenship in long term- care: “Becoming a citizen 
depends on changing xyz coordinates. If we were to use a map to point out where mental 
health clients ought to be to become citizens, we would not point out large institutions, 
or geographically isolated areas. Instead we would advocate community living and point 
out community neighbourhoods in towns and cities” (Ootes, 2014, 94).

Consequently, contemporary re- placements of care— community- based care, sub-
stitution of formal by informal care and decentralizations of welfare and care to local 
governments— only become possible when neighborhoods are given new symbolic 
meaning and are materially and geographically reshaped. �is may imply the redrawing 
of neighborhood boundaries when services need to be re- integrated in new ways or the 
“relabeling” of neighborhoods from “deprived problem areas” to “sites for community 
development” (or the other way around when resources need to be attracted). It thus 
matters which speci�c versions of the neighborhood are being imagined and shaped 
into being. As a site for community development, the neighborhood foregrounds 
responsibilities of citizens while back- grounding the role of the state. Conversely, neigh-
borhoods labeled as deprived areas that cluster health inequalities may invoke respon-
sibilities of state actors to develop area- based health programs and neighborhood 
interventions. Each version of the neighborhood thus deals with speci�c responsibilities 
and leading actors.

In order to avoid the risk that re- placements become isolated policy acts that stay 
disconnect from existing social and institutional contexts, it is crucial that they are 
actively incorporated into the social and legal fabric of life. With the rise of neighbor-
hood policies, new social arrangements are being adopted by local governments, such 
as co- production between citizens and professionals and private– public partnerships 
that address wicked problems on a neighborhood scale (Newman and Clarke, 2009). 
Although these social arrangements may not deliver what they promise (Lowndes and 
Sullivan, 2008), they do set into motion new relations between state and non- state actors 
and fundamentally redistribute responsibilities and power. �ese new social arrange-
ments are o�en accompanied by new legal arrangements, or “governance proper” so to 
speak. Jurisdictional decentralizations of care responsibilities to local governments are 
a case in point as well as more speci�c “community rights to challenge,” as can be wit-
nessed in present- day discussions in England. �ese rights give citizens the power to 
challenge local governments in the provision of services, while simultaneously respon-
sibilizing them as active citizens.

In addition to legal arrangements, the developments of alternative skill sets of pro-
fessionals, citizens and managers greatly matter for the day- to- day realization of care 
re- placements: even though they may o�en come as a casual a�erthought of legal meas-
ures. For instance, the substitution of professional services by informal care work, is par-
tially enabled by the professionalization of lay people as caregivers and the re- training 
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of professionals and managers as supportive coaches that promote empowerment and 
encourage self- organization of citizens (Postma, Oldenhof, and Putters, 2015). Local 
governments and service providers also discursively frame the neighborhood as a 
“small- scale” work territory for professionals that are employed by “large- scale” organi-
zations (Lowndes and Sullivan, 2008; Postma, Oldenhof, and Putters, 2015). By doing 
so, new work forms, such as neighborhood- based teams, o�er the possibility of shorter 
communication channels, improved coordination, and greater autonomy of profession-
als. �e implementation of territory- based work formats is not just a way to coordinate 
actions of professionals, but also recon�gures the core meaning of professionalism. 
Current government reforms in the Netherlands that aim to transform “specialized 
professionals” into “holistically working generalists” that coordinate specialized exper-
tise and develop an integrated overview of multi- problem cases, lead to new forms of 
organized professionalism (Noordegraaf, 2011; Postma, Oldenhof, and Putters, 2015). 
As neighborhood generalists, professionals are expected to deal with interrelated prob-
lems of health, well- being, housing, work, and education on a neighborhood scale, 
thereby transcending professional and organizational boundaries. As such, local gov-
ernments steer professionals by using the “old” neighborhood as template for “new” 
professional work.

As becomes evident from many policy documents, the neighborhood is primar-
ily viewed in a positive light. Jane Jacobs, however, warned us that the meaning of the 
neighborhood is not a- priori “good” in itself. �e concept of neighborhood may actually 
do more harm than good when used in sentimental and nostalgic ways. When neigh-
borhoods are projected as imitations of small- scale work territories of the old days or 
traditional village community life, the meaning of neighborhood becomes �xed and has 
little relevance for current day governance arrangements and settings such as big cities 
or dispersed rural areas. Critical voices moreover claim the neighborhood may become 
the new silo of today’s society contributing to more rather than less fragmentation 
due to a proliferation of neighborhood- based work formats (Raad Maatschappelijke 
Ontwikkeling (RMO), 2009). Moreover, neighborhoods may not necessarily be heal-
ing places or therapeutic landscapes. �ey can be dangerous places that pose risks for 
one’s health or well- being: a good illustration are “food deserts” which pose consider-
able health risks for inhabitants. Public health studies have therefore argued for a more 
balanced view: neighborhoods can both inhibit and promote health, depending on their 
physical characteristics and the availability of food and sport facilities (Macintyre and 
Ellaway, 2003; Etman et al., 2014). Such work has also sparked new neighborhood and 
landscape design that for example stresses green open spaces, friendly child routes to 
schools, a mix of work and living functions. New movements such as Fun�eory make 
use of spatial interventions in neighborhoods to enhance healthy behaviour (see, e.g., 
the much acclaimed Stockholm “piano stairs” or the dancing tra�c light).2 Evidence of 

2 See <http:// www.youtube.com/ watch?v=2lXh2n0aPyw> and <http://  www.youtube.com/ 
watch?v=SB_ 0vRnkeOk> (accessed October 15, 2015).
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the health e�ects of such architectural and planning interventions in neighborhoods is 
sparse though and not very convincing yet.

Importantly, the above shows that neighborhoods are not good or bad in themselves, 
but can and should be continuously re- imagined and re- structured, thereby enabling 
new re- placements of care in health care governance. By embedding care re- placements 
in legal, social and skill- based infrastructures, they are made durable and become an 
inherent part of governance itself. It is therefore time to stop viewing neighborhoods 
merely as a neutral setting or as a �xed variable that determines health outcomes. 
Instead, the construction of neighborhoods should be taken seriously as an ongoing 
political and symbolic project that shapes our health care.

Conclusions

In this chapter, we have tried to unpack the notion of place in order to show its impor-
tance for governing health care. Rather than viewing place as just a context or back-
drop for policymaking, we have argued that it is in fact at the heart of governing. �e 
act of placing and re- placing care is crucial for the establishment of new governance 
arrangements in health care, as the empirical cases of e- health, concentration of hos-
pital care and neighborhood- based care have revealed. Although these re- placements 
of care are o�en discussed in non- place related terms, they are deeply tied up to the 
symbolic and material construction of place and place- shaping e�orts of various actors, 
such as professionals, citizens, managers, governments and policymakers. Hence, places 
are not simply there, but are imagined and shaped into being by people. Moreover, they 
are continuously reshaped to achieve better health outcomes and new relations between 
patients, patients’ relatives, professionals, and governmental actors. Based on our cases, 
we re�ect on three aspects of re- placements that deserve more attention: unintended 
consequences of re- placements, the invisible work that comes with re- placing care and 
their political- symbolic use.

Given the fact that not one agentic state actor is governing place, but a myriad of 
actors all engage in place- shaping e�orts, it is no wonder that unintended consequences 
of re- placements arise. As for example the e- health case shows, re- placements of care do 
not always save costs and reduce the use of professional help, but actually may increase 
investments. Contrary to expectations, the presence of technologies unexpectedly raises 
the need of patients to be reassured by professionals that they use the technology “in 
the right way.” Dealing with these new expectations and attuning the place of the home 
to newly brought- in technologies involves all kinds of material and social adjustments. 
�is also is the case for concentrating hospital care. Carving out new places for special-
ized care in the existing care landscape, may seem as the obvious choice from a rational- 
planning perspective that favors economies of scale, but these economies of scale rapidly 
disappear (if they ever existed) when new coordination challenges arise between spe-
cialized hospitals. Moreover, they may give rise to new and unexpected vulnerabilities, 
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as for example bacteria travel in between places due to increased traveling of patients 
with multiple problems.

�ese unintended consequences of re- placements usually stay out of sight, as well as 
the amount of work that needs to be performed to make re- placements work and weave 
them into the changing fabric of social life. �e neighborhood case showed that this 
invisible work goes beyond the visible legal and organizational arrangements that are 
implemented to re- place care to local communities and neighborhoods. A good illustra-
tion of this invisible work is the reframing of citizens as informal care- givers, long- term 
care patients as members of the community and professionals as holistically working 
generalists that operate in the neighborhood as their work territory. �is reframing is 
a subtle and incremental process that changes notions of health, professionalism and 
citizenship by developing new skills and bodies of expertise that enable the enactments 
of care responsibilities at a local level. Similarly, “breaches” such as the �nding of the 
Healthcare Inspectorate that homecare introduces new vulnerabilities point at the invis-
ible but crucial work that is needed by patients and informal caregivers in making re- 
placements possible and safe. When this type of work is neglected, re- placements of care 
lead to higher costs for patients and the health system.

By making visible the work that goes behind re- placements, it also becomes possible 
to re�ect on the symbolic and political use of place in health care governance. We argue 
the re- placing of care is always a symbolic and political a�air since it encompasses a 
symbolic re- imagining of places and alternative conceptualizations of care practices as 
well as the political issue of power distribution. Re- placements of care shi� the burden 
of responsibilities of care and coordination from one actor to the other, thereby raising 
the question whether care re- placements contribute to the fair distribution of responsi-
bilities and resources. When patients are le� alone at home without su�cient support 
to “age in place,” the burden of care may become too great to bear. Likewise, patients 
with multi- problems who increasingly need to travel in- between hospitals because of 
specialization and concentration, have to become the coordinators of their own care 
journey, even when they are too vulnerable to continuously re- place and uproot them-
selves. It is therefore necessary to explicitly address the normative boundaries of re- 
placements. �is is not an easy thing to do. From a policy point of view, there may even 
be an incentive to masquerade the amount of work that needs to be done to actually 
perform and keep on performing re- placements in practice. It is questionable whether 
decisions to re- place care would be undertaken with the same optimistic fervour when 
invisible work would have been taken into account. �is is not to make a traditional 
argument for maintaining the status quo. Instead we believe that it is more fruitful to 
imagine di�erent modes of doing re- placements, thereby allowing for a greater variety 
of choice and varieties of goodness.

�is would also need a di�erent type of research, in which place is taken seriously as 
an actor in its own right, focussing on the a�ordances and performativities of speci�c 
places, and re�exively monitoring what happens when care is re- placed. In this chapter 
we have already pointed at some of the work that is being done in this direction, but with 
the centrality of place in current health reforms, one would think that much more work 
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needs to be done; if only to prevent all too costly consequences of current and future 
re- placements.
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Chapter 19

Inter-  Organizational 
Net works in Health Care

Program Networks, Care Networks and Integrated Care

Rod Sheaff and Jill Schofield

Since the mid- 1990s inter- organizational networks have become more common in 
health systems, having developed for dealing with problems which are complex, long- 
term, indivisible (Gray, 1985), linked to other problems (Williams, 2002), and have no 
single, well- de�ned or even uncontested solution (van Bueren, Klijn, and Koppenjan, 
2003); in short, “wicked”(van Bueren, Klijn, and Koppenjan, 2003). No single organi-
zation can solve them alone. Certain wicked problems have especially stimulated the 
spread of inter- organizational networks in health care (for short, henceforth referred to 
as “health care networks”).

One is care coordination for patients with multiple chronic health problems, who 
o�en require primary medical care, community health services (e.g., nursing care at 
home), rehabilitative therapies, social care, and perhaps mental health care too, over 
long periods. �is diversity of needs creates complex, persistent problems of service 
coordination whose occurrence in many health systems is well attested. An obvious 
solution is to set up a network of regular coordinating links for coordinated care plan-
ning, referrals and information exchange about patients across the providers involved, 
with a view to easing patients’ transitions between providers (e.g., the “revolving door” 
between acute hospital and primary care, or between physical and mental health care).

In liberal democracies, health policy has commonly been formed by networks (“pol-
icy communities”) of organizations, such as groups of professional bodies or federations 
of health care organizations, whom governments choose, or are compelled, to consult 
about health policy (Rhodes, 1997; Trappenburg, 2005), and who collaborate in imple-
menting it. In Germany, for example, three main networks (of sick- funds, of hospitals, 
and of doctors) collaboratively contribute to, interpret, and implement Federal health 
policy. Health care networks have also been used as implementation structures to 
implement particular programs or models of care. For instance, a�er 1990 the English 
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NHS created networks of clinicians and managers responsible for speci�c care groups 
(e.g., cancer, mental health) to implement new service standards and coordinate ser-
vice provision across primary, secondary and tertiary care, and between commission-
ers (payers) and service providers. Inter- organizational networks have undertaken 
social- marketing, even political campaigns, for health promotion, for instance to pro-
mote smoking control, healthier diet or (in Germany) workplace health promotion. By 
their nature these campaigns have to be pursued collectively with one organization (e.g., 
Smoke- Free Europe) coordinating a network of organizations and individuals.

Evidence- based medicine, and other clinical disciplines, into clinical practice is at a 
number of levels an inter- organizational activity. Inter- organizational networks have 
developed for the production of evidence about practice, whether for individual stud-
ies or more complete research programs, including world- wide collaborations of like- 
minded research centers (e.g., Cochrane Collaborations), and for “translating” evidence 
into practice. Clinical audit is o�en conducted by local networks of practitioners, espe-
cially in primary health care (e.g., in the USA, UK, Australia).

�ese patterns have developed across contrasting health systems and policy con-
texts. In many countries, including much of Europe, health system “reform” since 
1990 has largely meant attempts to revert state- dominated health systems towards 
more market- like, or at least quasi- market, structures, transferring service providers 
from public to corporate or third- sector owners whose interests are increasingly dis-
crepant from each other and which do not necessarily align with health policies other 
than that of health system “reform”. By contrast, in the USA a fragmented health sys-
tem with diverse ownership of organizations, and multiple payment systems was the 
starting point. Inter- organizational networks among primary care providers, “vertical” 
networks between primary and secondary care, and between payers and providers (e.g., 
some Health Maintenance Organizations— HMOs) were intended support an oppo-
site reform trajectory, towards a more integrated and coherent whole. Because the idea 
and practice of inter- organizational networks appears applicable to addressing a wide 
variety of “wicked problems” in a wide variety of health systems, inter- organizational 
networks are of increasing interest and relevance for health care management. �ere 
is now a rich set of “proofs- of- concept” of the uses that inter- organizational networks 
can have in mitigating, even solving, the consequences of an increasingly complex inter- 
organizational division of labor in most health systems. Health networks also provide a 
way of harnessing diverse kinds of organizations (public, corporate, voluntary, etc.) and 
individuals (patients, carers, experts, etc.) towards common health policy goals.

Consequently, a large, complex body of research about the characteristics, 
kinds and e�ects of health networks has appeared, although empirical studies of 
the actual e�ects produced by health care networks remains rather sparse (which 
has not inhibited an extensive normative literature from proposing how to man-
age inter- organizational networks and gain their supposed bene�ts). �ere is no 
lack of descriptions and taxonomies of health care networks, but one price paid 
for this abundance is conceptual confusion. O�en the term “network” is con�ated 
with the related concepts “communities of practice” (Wenger, 2000) “partnership”, 
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“collaborative”, “consortia”, and “integrated care”. Another is a lack of coherent expla-
nations linking the varieties of network with their structures, activities and (so 
far as known) outcomes. �is chapter proposes a conceptualization of health care 
networks in terms of what they produce, though what structures and under what 
management. On that basis it contrasts care networks with program networks, and 
how health care networks function (or not) as governance structures. It then com-
pares these concepts with �ndings from some primary research on National Health 
Service (NHS) professional and clinical networks during 2005– 10, and with pub-
lished accounts of health networks in other health system settings. It draws out some 
implications for a new kind of inter- organizational network emerging in many health 
systems: “integrated care”.

Health Networks: Structures,  
Process, Outcomes

Inter- organizational networks can be narrowly de�ned as:

groups of three or more legally autonomous organisations that work together 
to achieve not only their own goals but also a collective goal (Provan and Kenis, 
2008, 231).

�is concise de�nition has rich implications.
In practice network formation has many kinds of motive (Vincent, 2008), o�en 

including ideology (Vangen and Huxham, 2003)  and inter- personal motives, and 
implies a “domain consensus” about what the network will and will not do (Tsasis, 
2009). Nevertheless, the point of a network is to realize through collaboration joint 
goals (Uusikylä and Valovirta, 2007), which the member organization cannot achieve 
separately (Provan and Kenis, 2008), for instance achieving economies of scale in the 
management of (say) a health center (Wells and Weiner, 2007).

Pursuit of a common goal implies a “logic model” (Touati et al., 2009) of joint activities 
which, the network members think, will produce the collectively- intended outcomes. 
For short we call these “joint production” (Goodwin et al., 2004) activities the network’s 
“core process”. It occurs through member organizations transmitting resources between 
each other (Balkundi and Harrison, 2006)  (e.g., work- in- progress; clients; money; 
information; expectations (Ebers, 1997), advice; social, emotional and psychological 
support (Wong, 2008)). A network’s structure is the totality of such links. A rich lit-
erature conceptualizes these dyadic (one- to- one) direct links between pairs of member 
organizations in terms of strength, frequency, direction (A may send B information, but 
not vice versa) and contents. Further properties are visible only at whole- network level, 
properties such as “brokerage” (some network members act as intermediaries between 
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others), hierarchies, power (Zolkiewski, 2001) and cliques (areas with denser links than 
elsewhere in the network).

One can de�ne the e�ectiveness of a network’s structure in either of two ways. One is 
as the extent to which the network, through that structure, collectively achieves its goals 
(Turrini et al., 2010). �en the substantive criterion of e�ectiveness (e.g., as the network’s 
e�ects on clients (Provan and Milward, 1995; Turrini et al., 2010) or on hospital bed use) 
will vary between networks. Alternatively one might apply an arbitrary external crite-
rion of e�ectiveness; perhaps an ideological one such as Pareto e�ciency or generic cri-
teria such as network innovation, change and sustainability (Turrini et al., 2010). �e 
e�ciency of a network structure can then be de�ned in terms of whether the network 
had just the member organizations and links su�cient to achieve the relevant goal.

Substance and Structure

An inter- organizational networks thus have both a substantive aspect (goals, core pro-
cess and its technology, resource requirements and work procedures) and a correspond-
ing structure (membership, dyads, network- level properties) (Snehota and Hakansson 
1995; Håkansson and Johanson, 1992). Social network analysis (SNA) allows powerful 
formal analysis of the latter. Transaction cost economics explains network structures 
in terms of minimizing transaction costs, although there was little evidence of this 
motivation for establishing a number of Netherlands (Van Raak, Paulus, and Mur- 
Veeman, 2005)  or NHS care networks. Conversely, institutionalist and governance 
theories (Oliver and Ebers, 1998; Vincent, 2008) focus on the substantive relationships 
between network members, the network’s overall activity and institutional setting 
(Williams, 2002).

Explanations of network e�ectiveness (Provan and Milward, 1995; Vollenberg, Kenis, 
and Raab, 2007)  therefore need to consider both the structural and the substantive 
aspects (Vincent, 2008). Various theories relate an organization’s substantive character 
(work- processes and their outcomes) to its structure. One which appears adaptable to 
network contexts is that of (Donabedian, 1980), provided that one adds:

 1. an “environment” category of causal factors to accommodate (among other 
things) the e�ect of external mandates upon some networks.

 2. a stronger contrast between a network’s goals and the outcomes it actually pro-
duces, in recognition that networks (like organizations) sometimes fail to 
achieve their goals (e.g., the learning outcomes that did not materialize in some 
Netherlands health networks (Van Raak, Paulus, and Mur- Veeman, 2005)).

�e environment from which a network emerges from supplies:

 1. Its member organizations, hence the preexisting goals, ideology, resources and 
other characteristics which each brings to a prospective health care network; and 
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how much power each prospective member therefore wields when the network’s 
collective goals are negotiated.

 2. Physical, hence technical, constraints on the core processes required to achieve 
the network’s collective goals and the several goals of its member organizations.

 3. A set of policy mandates (for mandated networks) or market contexts (for busi-
ness alliances), and regulatory and external social constraints (all networks).

In combination, the character of the member organizations, their goals, technologies 
required for the core process and any external mandate together constrain the net-
work’s structure. O�en the network members assume that in order to achieve their com-
mon goal it is su�cient just to complete certain proximate tasks (e.g., service change, 
evidence- based practice) which they assume will eventually produce the desired out-
comes in turn (Van Raak et al., 2005). In any event, a joint project requires an agreed 
division of labor (Tsasis, 2009) among the network members. �at imposes practical 
requirements as to which member organization is linked to which, and what they pass 
from one to another (resources (information, raw materials, knowledge); legitimation; 
money; clients, etc.). A care network, in which patients pass from provider to provider, 
as do referrals, clinical information, payments, equipment, and so on, is a familiar exam-
ple. Network links develop out of resource- dependency ties and �ows (Van Raak et al., 
2005). A structure of links develops thus emerges from the operation of its core process. 
Commonly a network’s core process also involves artifact production, whether of physi-
cal (products, services) or symbolic (e.g., new knowledge, new guidance). Managerial 
artifacts are typically symbolic (e.g., logos, publications), promoting the network’s goals, 
shared identity or culture (Schein, 1996), and participation in it.

A network’s core process literally produces whatever outcomes the network achieves. 
How far they approximate to the network’s goals depends (at least) on the network:

 1. bases its core process on an empirically valid logic model,
 2. pursues mutually consistent logic models and/ or goals,
 3. puts its logic model into practice,
 4. meets facing little no external opposition to its activities.

As its outputs and environment change network members may in the light of experience 
revise their assumptions about what joint activity will enable them to realize their joint 
goals, and indeed the goals themselves (Shortell, Zukoski, and Alexander, 2002).

Figure  19.1 summarizes the resulting modi�ed Donabedian model, simpli�ed by 
ignoring multiple feed- back loops (e.g., network revising its core processes or objectives; 
community health partnerships recruiting additional members to enhance their exter-
nal legitimacy (Zukoski and Shortell, 2001)) and ways in which (other) environmental 
factors (e.g., external community support (Hasnain- Wynia, Sofaer, and Bazzoli, 2003), 
external normative pressures (Van Raak, Paulus, and Mur- Veeman, 2005)) may moder-
ate the relationships between structure, process and outcomes (Tolson et al., 2007).
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Health Network Types

�is revised Donabedian model implies— and to that extent has some empirical support 
(Abrahamson and Fombrun, 1992; Goodwin et al., 2004)— that networks’ structures 
vary according to their environments, membership and goals. It implies that a taxon-
omy health care networks should distinguish them by goals (intended outcomes), core 
processes and structures. (Southon, Perkins, and Galler, 2005) distinguish:

 1. Care networks, which coordinate a care pathway and its component clinical 
interventions across multiple providers (also described as “providing networks” 
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(Bardach, 1994), “managed networks” (Addicott, McGivern, and Ferlie, 2007), 
“community service networks” (Banaszak- Holl et al., 1998) and “service imple-
mentation networks” (Turrini et al., 2010; Provan and Milward, 1995)).

 2. Professional networks, which promote the occupational interests (e.g., occupa-
tional closure, professional “autonomy”) and self- management (e.g., through 
medical audit) of professions dispersed across organizations.

 3. Project networks, which execute a single, time- limited project (e.g., a building 
project).

 4. Program networks, which implement a health policy or program (e.g., a model of 
palliative care (Van Raak et al., 2008)).

 5. Experience networks, which promote patients’ and carers’ interests.
 6. Interest networks (including policy networks), which attempt to in�uence policies 

(Abrahamson and Fombrun, 1992) and particular government decisions (Useem, 
1983), and to promote sectional interests (e.g., those of third- sector organizations 
(Tsukamoto and Nishimura, 2006)).

Cutting across this range of functions is a variety of organizational forms. As explained 
below, these can range along a continuum from ad hoc, almost anarchic, informal 
organization to formal management structures set up by the network members to exter-
nal control (“mandate”) by government or other external agency.

Formal Governance 
in Networks: Emergent,  

Managed, Mandated

How, then, does a network establish formal governance arrangements over its mem-
bers? Empirically one can di�erentiate three main patterns of governance (�omson, 
Perry, and Miller, 2009):

 1. Emergent networks, whose goals stem from the network members and are not 
necessarily explicit at whole- network level.

 2. Managed networks, whose member organizations establish formal network man-
agement structures (Gray, 1985) to aid collaboration (Tsasis, 2009; Tsukamoto and 
Nishimura, 2006) in pursuit of goals which they formulate collectively.

 3. Mandated networks, a special case of managed network, whose goals are man-
dated by government or another external power.

�ese three variants have been regarded as phases of a “punctuated transforma-
tion” (Abrahamson and Fombrun, 1992)  within a network’s life- cycle (D’Aunno and 
Zuckerman, 1987).
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Non- Governance of Emergent Networks

As noted, inter- organizational networks frequently emerge as repeated ad hoc interac-
tions between organizations become routine and normalized, and usually without any 
overall management. �e network’s goals may remain tacit, even concealed (Child and 
Faulkner, 1998).

Since participation in the network is voluntary the member organizations have to 
assume that they are “symbionts” (mutually bene�cial to each other) (Abrahamson and 
Fombrun, 1994), especially when they are few. �rough repeated interactions (Tsasis 
2009), network members come to trust each other (Huxham and Vangan 2005; van 
Wijk, Jansen, and Lyles, 2008). Emergent collaboration thus requires cognitive, discur-
sive and normative convergence (Mowery, Oxley, and Silverman, 1996; Roussos and 
Fawcett, 2000; Tolson et al., 2007; �omson, Perry, and Miller, 2009; van Bueren, Klijn, 
and Koppenjan, 2003) convergence; a low cultural distance (van Wijk, Jansen, and Lyles, 
2008) between network members or an ideological convergence of the kind that assisted 
AIDS network formation in Canada (Tsasis, 2009).

Coordination between the network members thus occurs through a combination of 
trust (Uzzi, 1997), persuasion and reciprocity in dealings between them (Powell, 1990). 
�ese relationships have been compared to “socially— not legally— binding” (Jones, 
Hesterly, and Borgatti, 1997) contracts, although an inter- organizational coordination 
and relationships within most health networks is distinctively non- contractual. In the 
absence of collective self- governance, inter- organizational coordination emerges as a 
post facto pattern; perhaps like the “hidden hand” which Adam Smith perceived in mar-
kets, and equally in need of management.

Managed Networks

“Conscious coordinative e�orts” (�orelli, 1986)  and a coordinating body to execute 
them (�omson, Perry, and Miller, 2009; Tsukamoto and Nishimura, 2006) are o�en 
added to an emergent network’s core process, especially as a network grows. �e net-
work coordinating body (“lead organization”) may be an existing network member, 
o�en a dominant one (Provan and Kenis, 2008; Banaszak- Holl et al., 1998), through 
which network coordination is then centralized and brokered. Its central “broker” posi-
tion gives it the strong relational ties and trust that facilitate inter- organizational knowl-
edge transfer (van Wijk, Jansen, and Lyles, 2008). Evidence- basing quality standards, 
safety standards and working practices is nowadays de rigeur in most health systems. 
A coordinating body’s ties with organizations outside the network help such knowledge 
to enter the network (Burt, 2004; Uzzi, 1996). Specialized tasks are o�en undertaken 
by project sub- groups (Touati et al., 2006; Van Raak, Paulus, and Mur- Veeman, 2005; 
Huxham and Vangan, 2005), sub- sets of network members (Provan and Sebastian, 
1998) or by giving di�erent member organizations the lead role for particular tasks or 
issues (Zukoski and Shortell, 2001).
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�e revised Donabedian model implies that the network coordinating body’s func-
tion is, �rstly, to formulate the network’s collective task (Wells and Weiner, 2007) and 
objectives (Zukoski and Shortell, 2001), focusing on some issues and actions and ignor-
ing others so as to accentuate the presumed convergence of member organizations’ 
interests; then to establish the joint productive process (maybe from scratch) (Provan 
and Kenis, 2008) and any concomitant artifact- production. Finally action planning is 
required to get it all implemented (Zahner, 2005).

To say that these things are required is not to say that they always occur (e.g., action 
planning was reported in only 60% of Wisconsin public health partnerships) (Zahner, 
2005). Management and leadership techniques applied within hierarchies are not 
always relevant to networks (Huxham and Vangan, 2005), whose management relies 
heavily on, say, informal discussion and problem- solving besides formal activities 
such as meetings, and so on (Williams, 2002). Decisions have to be implemented par-
ticipatively and by persuasion not command or coercive “performance management” 
(Vangen and Huxham, 2003). “Reticulist” skills of boundary- spanning, relationship- 
building, resolving con�icts and non- compliance (Van Raak et al., 2008) with network 
decisions, in�uencing (Williams, 2002), pressurizing (even “thuggery” (Huxham and 
Vangan, 2005)), brokering disputes to align network- members interests (Kickert and 
Koppenjan, 1997) and of promoting transparency and network members’ accountabil-
ity to the rest of the network (Fawcett et al., 2000). �e reticulist also has to deal with 
con�icts, encourage involvement, and build trust on basis of experience of relationality, 
including fairness, consistency and reciprocity (O’Toole, 1997; Agrano� and McGuire, 
2001) of the network managers’ own behaviors. All this requires resources:  specially 
employed managers (Turrini et al., 2010) and a budget (Zahner, 2005).

Mandated Networks

In a mandated network the management activities are undertaken on behalf of an 
external power (for health networks, usually government) and its policies (the “man-
date”) rather than the network members’ goals. �e lead network body may become a 
network administrative organization (NAO), as Provan and Kenis (Provan and Kenis 
2008) name it, whose sole role is to manage the network. It “is not another member 

organization providing its own services” (Provan and Kenis, 2008).
A mandated network is thus one speci�c form of implementation structure (Porter 

and Hjern, 1981)). Policy implementation de�cits in mandated networks o�en arise 
because of characteristics which also found in other implementation structures:

 1. Communication links between organizations do not always arise spontaneously 
and have to be arti�cially constructed.

 2. �e relevant organizations may have discrepant interests (e.g., in many 
Mediterranean health systems, general practioners (GPs) work as private practi-
tioners besides being public servants).
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 3. �e relevant organizations may not contribute, or even have, the resources which 
the policy requires (o�en the case for primary and community care in Eastern 
Europe during the 1990s).

 4. Some of these organizations, especially organizations and professionals who fear 
loss of power, autonomy, resources or clientele, may passively resist the mandate 
(Touati et al., 2006).

Unlike other implementation structures, managed mandated networks have a network 
coordinating body. Bodies that oppose the policy are typically excluded (e.g., there 
were no tobacco �rms in the World Health Organization (WHO) Tobacco Free Europe 
campaign).

One way to explore how these di�erences in management might relate to a health 
network’s structure and core process is to use the revised Donabedian framework 
to compare systematically program networks (usually mandated) and care network 
(usually not).

Program Networks

Program networks are very relevant to the work of the managers responsible for imple-
menting health programs or models of care, and to clinicians specializing in such a dis-
ease or program. Examples of such programs include those advocated by WHO for the 
management of particular diseases (e.g., diabetes) across primary, secondary and ter-
tiary care; evidence- based, inter- organizational models of care promoted by national 
bodies such as IQWIG (Germany) or NICE (UK); or programs advocated “from below” 
such as Psichiatrica Democratica in Italy (Ramon, 1983).

Mandated health networks are either arti�cially constructed de novo (Lewis, Baeza, 
and Alexander, 2008; Billett, Clemans, and Seddon, 2005) or captured from emergent or 
existing managed network(s). Because a policy mandate substitutes external goals and 
governance for the network’s own, some writers regard use of inter- organizational net-
works for implementing external policies or models of care as “the distortion of a tech-
nique” (Addicott, McGivern, and Ferlie, 2007). �e �rst mandated NHS networks were 
mandated to implement new models of cancer care, in particular faster referral systems 
(�e Expert Advisory Group on Cancer to the Chief Medical O�cers of England and 
Wales, 1995). Another was mandated by the secretary of state for health to break a log- 
jam, in a major city, over the rationalization of hospital services for children (Shea� 
et al., 2011). Certain existing inter- organizational networks (e.g., for cardiac heart dis-
ease (CHD)) also became subject to health policy mandates in the early 2000s. �eir 
“capture” was either e�ected by making their existing “lead” coordinating body exter-
nally accountable or by introducing a new network “host” organization which was not 
previously a network member (e.g., a Strategic Health Authority, not a service provider). 
O�en, too, “capture” involved merging networks.
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NHS networks’ existing goals were supplemented or replaced with policy targets (e.g., 
to reduce hospital waiting times), a “reform” (e.g., to introduce clinical audit, NICE 
guidance) or models of care (e.g., the National Service Frameworks (NSF) (Department 
of Health, 1999, 2001, 2002) combining evidence based clinical standards (Currie and 
Harvey, 2000) with organizational requirements such as workforce reviews). �e man-
dates themselves grew over time, for instance by adding requirements for greater lay 
participation in the networks. Networks were also sometimes used ad hoc to help imple-
ment new policies having little speci�c or direct connection with their original mandate, 
for example the EU working time directive (limiting doctors’ hours of work). Unstable 
mandates were problematic for the network coordinators:

[NHS regional body] is sending, di�erent information [about CHD services] 
depending on how at a higher level things are changing all the time, people are just 
getting fed up with it and just saying well you said something di�erent last week, or 
you said something di�erent the month before (CHD network coordinator).

�e widest mandates were however in primary care, where inter- organizational net-
works were used to coordinate and supervise general practices (which are independ-
ent organizations) at “arm’s length”; a role which NHS Clinical Commissioning Groups 
have inherited and expanded (Department of Health, 2010).

�e networks’ coordinating (“lead”) bodies became an o�cially- recognized media-
tors between the networks’ other member organizations and higher NHS management, 
an external brokerage role. Being reinforced with sanctions, these external links were in 
some ways stronger than the coordinating bodies’ internal links to the (other) member 
organizations, leading the former to develop a strong institutional isomorphism with 
regional and national level NHS management. (A similar pattern is reported of social 
care providers in Japan (Tsukamoto and Nishimura, 2006)). �e mix of individuals par-
ticipating shi�ed somewhat from clinicians towards managers (Ross et al., 2009).

�e mandates o�en stipulated which organizations should be network members, 
resulting in the possible inclusion of involuntary members (Huxham and Vangan, 
2005) and members with con�icting interests. Contemporary voluntary networks in the 
NHS dealt with con�icts by negotiation, voice or peaceful co- existence. But dissident 
organizations, or those which considered the network ine�ective or just irrelevant to 
their organization- level goals could not withdraw. �eir representatives would then par-
ticipate either in passive, tokenistic ways (“symbolic participation”) or mainly with an 
eye to appropriating network resources (Tsasis, 2009; Huxham and Vangan, 2005). �e 
need for compromises between con�icting member organizations was liable to make 
the de�nition of network objectives and its core process slow and ambiguous (Uusikylä 
and Valovirta, 2007). Since the member organizations were motivated extrinsically by 
the mandate rather than intrinsically as in a voluntary network, incentives or so� coer-
cion were also required at times to make them comply with NAO decisions (Shea� et al., 
2003). A mandate did not guarantee practical collaboration (Gray, 1985).
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Some networks were mandated to implement a policy or program within each 
member organization rather than jointly across them; for instance the promotion of 
evidence- based practice (Tolson et al., 2007) at individual clinician or inter- disciplinary 
team (Touati et al., 2006) level. A similar pattern is found in some American HMOs. 
Processes through which network member organizations mutually helped each other 
implement such program included:

 1. operationalizing a national mandate for local conditions, for example by de�ning 
a model or care or standards of clinical quality that applied across the network but 
not more widely.

 2. jointly learning about the program, including how to implement it severally, for 
example by sharing of practical and tacit information.

 3. Recruiting other organizations (e.g., primary care doctors) whose help was 
necessary.

 4. devising ways of producing and presenting evidence of compliance and health 
impacts in each member organization.

�e mandated program networks produced artifacts which included rules of working 
practice; policy and managerial guidance; evidence- basing of current treatments and 
translating relevant new evidence into practice; data- bases, IT systems and research to 
monitor and evaluate compliance with program; evaluating existing working practice 
against program norms; local technical guidance and policy for new models of care or 
technologies; care pathway mapping and revision; consultations with local community 
representatives; framework contracts and other incentive systems. Voluntary networks 
also produced many similar artefacts however.

Whilst expansion of a network’s mandate may bring a corresponding diversi�ca-
tion of its activities and artifacts, one kind of artifact was distinctive, even essential, 
to the mandated networks. �at was the production of artifacts— especially symbolic 
artifacts— designed to demonstrate that the network had ful�lled its mandate, begin-
ning by demonstrating that the required network actually existed. Following (Foucault 
et al., 1991), production of such artifacts can be understood as a form of “dressage”. �eir 
practical purpose was to demonstrate obedience.

One would therefore predict that mandated program networks would have more and 
stronger links between the NAO and each member organization, than directly between 
(other) member organizations. Social network analysis would show the coordinating 
body either at the center of a “star” pattern of links to the other member organizations, 
or at the apex of an hierarchy of member organizations; or rather, a quasi- hierarchy 
(Exworthy, Powell, and Mohan, 1999), in which an hierarchical structure of links 
between the individuals participating was distributed across the network as a whole, 
irrespective of organizational boundaries (Figure 19.2).
In theory, and sometimes in practice (Provan and Milward, 1995; Vollenberg, Kenis, and 
Raab, 2007), mandated program networks are most e�ective when the mechanisms of 
external control upon member organizations are direct and unfragmented, and there 
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are local monitoring and control mechanisms. In US mental health networks decentral-
ized communication (etc.) links reduced network e�ectiveness in terms of clients’ health 
status and well- being (Provan and Milward, 1995). �e coordinating body’s central posi-
tion is associated with better transfer of knowledge (van Wijk, Jansen, and Lyles, 2008).

Care Networks

Of all health care networks, care networks are the type most immediately relevant to 
everyday clinical practice, hence to clinicians, for a wide range of chronic diseases (e.g., 
dementia care networks in Canada (Lemieux- Charles et al., 2005)) and for patients with 
multi- morbidity. �ey are also relevant to those organizations and managers, including 
case managers, who have to coordinate and/ or �nance such care across multiple organi-
zational boundaries.

�e practical function of a care network is jointly to manage service delivery, espe-
cially for prolonged, complex episodes of care (Tsukamoto and Nishimura, 2006) across 
numerous providers, possible including non- health organizations (Blumenthal and 
Buntin, 1998)  (e.g., social care, housing services). O�en known nowadays as “inte-
grated” care projects, these care networks o�en develop where care coordination is 
missing or inadequate. �eir aims o�en include changing or extending an existing care 
pathway (de Rijk, Van Raak, and van der Made, 2007), which can in itself strongly moti-
vate health workers and organizations members to cooperate (Van Raak et al., 2005).

Care networks’ core productive process is an implicit or explicit inter- organizational 
care pathway (or several), perhaps formalized as a multi- agency, multi- disciplinary 
care protocol (Van Raak, Paulus, and Mur- Veeman, 2005) with a shared understanding 

Figure 19.2 Quasi- hierarchy
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and norms as to its division of labor (�orelli, 1986). �e member organizations apply 
agreed criteria (again, maybe tacit) when referring patients between organizations, 
harmonizing its member organizations’ work routines (de Rijk, Van Raak, and van der 
Made, 2007), and making professions’ or providers’ roles more complementary within 
the wider care pathway. Correspondingly, NHS care networks’ typical artifacts included 
intangibles (general guidance, policies, etc. as in program networks) but also “tools of the 
work” such as new referral routes; patient information exchange through shared (e.g., 
patient- held) clinical records and tools (e.g., a Common Assessment Framework, pain 
assessment tools, medicines charts, district nursing records (Tolson et al., 2007), clinical 
audits); physical inputs to care (shared equipment, co- location of services), technical 
training; knowledge- sharing about clinical and social care; funding for services; support 
groups (for clinicians and/ or patients) for speci�c diseases or services; and guidance 
about when, how, to access and use existing models of care or technologies.

Care network members are o�en single professionals, groups or professionals, 
or departments with a larger organization, not only entire provider- organizations. 
Typically, therefore, di�erent organizational levels are represented in the network’s 
membership. Consequently the individuals who participate o�en have to refer back 
to higher management within their respective member organizations before they can 
commit themselves to the network’s collective decisions and actions, with a correspond-
ing risk of inertia at the collective, network level (�omson, Perry, and Miller, 2009). An 
apparent solution is for member organizations to be represented in the care network by 
one or more their senior clinicians.

Patient care involves the direct referral of patients from member organization to 
member organization, the providers dealing directly with each other and transferring 
such resources as referral requests, clinical information, equipment and pharmaceuti-
cals, and money, along the care pathway. �ese activities do not inherently require a 
coordinating body at all. Nevertheless, one might still exist for the reasons noted above. 
In NHS care networks, such bodies distributed budgetary or real inputs (e.g., case man-
agers, psychologists) (Touati et al., 2009) to patient care, facilitated patient transfers, and 
matched supply and demand for services across providers (Van Raak et al., 2008). Many 
NHS clinical commissioning groups now operate referral “hubs” to screen, and where 
feasible divert, hospital referrals. With or without external ties or a central coordinating 
body, the practically indispensable structure of a care network is the “horizontal” links 
making up the care pathway.

Program Networks, Care Networks, 
and Network Theory

In summary, one would therefore predict care networks to have denser and stronger 
links (i.e., more frequent and diverse interactions) directly between providers than 
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between the providers and any non- provider coordinating body outside the care path-
way. �at is, a predominantly “�at” structure. In US mental health networks, for exam-
ple, strong integration of the “clique” of main service providing organizations increased 
network e�ectiveness in terms of clients’ health status and well- being as perceived by 
families and therapists (Provan and Milward, 1995). In contrast program networks 
would have a more centralized, even hierarchical, structure.

Framed in terms of our revision of Donabedian’s theory, Table 19.1 systematically 
compares typical program and care networks.

�e cell contents in Table 19.1 are of course generalizations for which counter- 
examples might probably be found, but the secondary evidence referred to above 
suggests that they have some face validity. �e “Outcomes” are those which ensue 
if the network processes do operate as the network members intended. �at leaves 
open whether these outcomes could have been more fully achieved if a particular 
network were di�erently (“better”) managed, and whether a non- network structure 
might not have achieved them equally well. “Standardization” here refers both to 
more uniform care provision (for each care group) and, nowadays, to greater use of 
evidence- based practice. However, the main point is that the di�erences in network 
membership and goals of the two kinds of networks then produce correspondingly 
di�erent network structures (and governance), distinct kinds of core working pro-
cesses, and correspondingly di�erent kinds of outcomes.

Table 19.1  Program and Care Networks: typical characteristics

Program Networks Care Networks

Environment: Goals, members. Mandated by government 
or expert body external to 
network.

Local provider organizations 
and individual practitioners 
seek shared model(s) and 
standards of care.

Structure: Links, governance Quasi- hierarchy, formally 
managed by a network 
coordinating body at its 
apex/ center. Strong external 
linkages.

Mainly “horizontal” links 
between care providers 
(individuals and/ or 
organizations). Formal 
coordinating body optional.

Process: Core joint work Disseminate policy/ program 
and operationalize general 
norms for local conditions. 
Legitimate and monitor 
compliance.

Refer and treat patients, and 
coordinate their  
care, according to jointly- 
designed care pathways, care 
plans and case management 
systems.

Outcomes: Compliance with policy 
program and/ or normative 
model(s) of care.

Increased continuity of 
care; care coordination; 
standardization of care.
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Hybrid Networks

Nevertheless, a comparison of three mandated and two voluntary NHS networks dur-
ing 2006– 10 (Shea� et al., 2011) suggested that NHS networks had neither the unam-
biguously quasi- hierarchical structure predicted above for a program network, nor 
the predominantly horizontal structure predicted for a care network. None completely 
matched either ideal type described in Table 19.1.

�e mandated networks had a markedly non- hierarchical structure. �ey were dense; 
their member organizations had lots of direct links with each other (densities of 51% or 
above at whole network level). �ese were high scores compared to those reported for 
some other networks (Provan and Milward, 1995; Dunn and Westbrook, 2011)), sub-
stantially higher than for a pure hierarchy of equivalent size. No one member organiza-
tion monopolized the links to other network members. Because of their usually direct 
links to each other, member organization had little scope to become, and little need to 
use, intermediaries (“brokers”). Although the three mandated networks were somewhat 
more centralized than two non- mandated NHS networks, all �ve networks had low 
centralization. All the networks, even the mandated ones, also all had low “e�ciency” 
scores, meaning that most members had links to many other member organizations 
besides the coordinating body. It is o�en assumed that predominantly centralized net-
works will be more e�ective than networks with decentralized, cohesive links between 
network members (Provan and Milward, 1995; Vollenberg, Kenis, and Raab, 2007). 
Provan and Kenis (2008) argue that dense direct links between member organizations, 
in addition to links with the coordinating body, are redundant and therefore reduce net-
work e�ciency.

�ese patterns apparently contradict the above predictions that mandated networks 
would be more hierarchical, more centralized and less dense than voluntary networks. 
How can this be explained? �e empirical comparison assumed that care networks and 
mandated program networks are separate, distinct entities. But what if a program net-
work’s mandate were to implement a prescribed care pathway, or if a care network was 
“captured” and became a mandated program care network? Either way the conse-
quence would be to create a hybrid care- and- program network. Indeed the NHS clini-
cal and professional networks we studied were mandated to implement National Service 
Frameworks which, to varying extents, stipulated what care pathways the networks had to 
construct for speci�c patient groups.

It follows from the above predictions that the structure of a hybrid, mandated care- 
and- program network would be the superset of the mainly horizontal, direct inter- 
provider links that would exist in care network and the more centralized pattern of links 
in a mandated program network. �is superimposition of structures would produce the 
combination of high density and low centralization observed in the NHS networks. In 
that case these network characteristics re�ect not ine�ciency but the networks’ dual 
function, hence dual core processes. Indeed the two sets of links may be mutually 
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reinforcing; the links which support, say, the clinical “integration” of a care pathway can 
promote its functional “integration” and vice versa (Touati et al., 2006).

Integrated Care

As a speci�c kind of hybrid program and care network, integrated care networks are 
of interest because they address important health policy and management issues 
that recur across many health systems. �ese are to reduce the pressures upon, and 
the costs of, inpatient care which in modern health systems takes the greater share 
of expenditure; and to reduce the waste and, especially for older people, distress and 
iatrogenesis caused by preventable hospital admissions. To achieve these ends requires 
inter- organizational coordination at both managerial and clinical levels, and o�en the 
�nancial level too, with non- health services (social care, housing, etc.) as well as among 
health care providers.

Like health policies in other countries (e.g., Belgium, Netherlands), recent NHS pol-
icy has increasingly mandated e�orts to reduce hospital bed use by substituting complex 
packages of primary medical, community health and social services, especially for frail 
older people, both to prevent referrals and to expedite discharge. Where, as in many 
health systems, primary care is organizationally fragmented this mandate necessitates 
strengthening existing care networks, even establishing new ones. It implies the use, for 
each patient, of a single care plan and a care coordinator (Tracy et al., 2005). In many 
countries this increasingly salient “integrated care” agenda leads towards policy man-
dates to establish care networks for both the vertical and the horizontal “integration” of 
services provided by separate organizations.

�e foregoing analysis suggests that mandated integrated care networks are likely to 
have an especially dense structure of links, and two core processes operating in paral-
lel: implementation of a policy program and the operation of care networks spanning 
primary and secondary care, and services for physical and for mental health care. �ree 
implications follow.

Analyses of how network structure a�ects network e�ectiveness have focused on 
mandated program networks. Few as these studies are, there are still fewer equivalent 
analyses of mandated care networks. Such studies face the methodological challenge 
of analytically separating the two or more groups of structures nested within the over-
all network structure. How to manage care networks across organizational bounda-
ries is a second issue that health services will need stronger evidence about in future. 
Many studies report speci�c interventions and particular projects for care integra-
tion, but fewer analyze the mechanisms of inter- organizational coordination within 
such networks. An important aspect of this is the transfer of clinical and administra-
tive information about individual patients across organizational boundaries; some-
thing which the NHS, at least, has not found easy. �e term “integrated” care is, thirdly, 
o�en unintentionally Ironic. �e one thing which care networks inherently exclude is 
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organizational integration of the relevant services under single ownership, manage-
ment, information systems and �nancing (e.g., with all services under one managerial 
hierarchy). At best they allow closer coordination of patient transfers between separate 
providers, harmonize working practices at the boundaries, promote common models 
of care, and standardize clinical practices and information- sharing between providers; 
better co- ordination certainly, and desirable, but not “integration”. �at it falls short 
of such integration, where desirable, is the fundamental weakness of a network based 
mode of organization. Indeed the logical culmination of “integration” policy would be 
to minimize the inter- organizational barriers to patient transfer— barriers also to the 
coordination and continuity of care— by combining the separate providers into a sin-
gle organization. Indeed primary care centers (“polyclinics”) in parts of Scandinavia do 
exactly that (Øvretveit, Hansson, and Brommels 2010). On that logic, mandated care 
networks might fore- shadow eventual organizational integration.

Conclusion: Health Networks 
as Productive Processes

In conclusion, what does a network perspective, in particular a theory of networks on 
the lines based on the revisions of Donabedian’s theory suggested earlier, contribute to 
the management and understanding of health systems?

First, it highlights the inter- organizational character of much health care work. Care 
for people with multiple chronic conditions, implementing new models of care, trans-
lating evidence into practice and inter- sectoral health promotion (to name but some) 
are usually achieved through a process of production distributed across organizations. 
A network perspective thus draws attention to the main management tasks and skills 
involved. It suggests that for much of health care management, hierarchical “leadership” 
or the application of some managerial “panaceas” (“fads”) are of less practical use than 
the tasks (and skills) of a negotiating agreed working practices across multiple, prob-
ably di�erent, organizational cultures, of dealing with discrepant ideologies and une-
qual distributions of power, and of negotiating the ways in which formal health services 
are intercalated with the informal (co- )production of care by patients themselves and 
their informal carers. Similarly, the foregoing perspective on networks supplements and 
corrects the anyway empirically dubious neo- classical micro- economic approaches to 
analyzing, and making recommendations for, inter- organization coordination through 
market mechanisms (competition, �nancial incentives). To these micro- economic 
accounts a network perspective on the above lines adds recognition of all the intrin-
sic motivations (e.g., alleviating health problems, promoting better health, caring for 
patients) and most of the extrinsic motivations (non- �nancial extrinsic motives such 
as reputation and professional recognition) which lead individuals and organizations— 
and networks— to provide health care.
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Not least, a network perspective on the above lines suggests why health networks have 
proliferated. �ey have o�en been created as new process of health care provision which 
o�er a practical, o�en ad hoc, workaround for the inadequacies of market and quasi- 
market structures when it comes to coordinating such activities as caring for people 
with multiple chronic conditions and implementing new models of care across organi-
zational boundaries. �ey o�er a practical way of surmounting problems that fragmen-
tation of services, organizational barriers, privatization, paywalls, and competition 
create for these kinds of health care process. Such problems were likely to increase in 
any event as health care became more complex and o�en, at the clinical and professional 
levels, more specialized and compartmentalized. But pro- market health “reform” pro-
grams, especially in Europe since 1991, have o�en exacerbated them. Hence the develop-
ment of networks.

�e evidence outlined in this chapter appears on balance consistent with, and tends 
to con�rm at least the face validity of, an explanation of a health networks as a complex 
productive processes. Networks’ characteristics as productive processes (producing co- 
ordinated care, new models of care, evidence- based clinical practice, etc, as the case may 
be) go a long way towards explaining their structures and internal governance. It there-
fore suggests an objective basis for the constructive empirical evaluation of a network’s 
structures and management, an evaluation in the network’s terms, that is in terms of how 
they contribute to producing the network’s own stated objectives. In that sense this chap-
ter has extended labor process theory to inter- organizational health care, albeit a version 
of labor process theory stripped of some of the wrong empirical assumptions and predic-
tions of earlier, organizational- level versions of that theory (Braverman 1974). However 
the evidence discussed above also suggests that if such a theory is to have empirical pur-
chase on observed health care networks, hence practical value, it must be applied in a 
particular way. When applied to hybrid networks (as health networks o�en are), it must 
be used analytically, to understand observed, hybrid networks as sets of multiple over-
lapping productive processes. �us a real health care network might predominantly 
function as, say, a care network but simultaneously also function secondarily as, say, a 
professional or a program network. �en the above theoretical framework can be applied 
to each component, an approach likely to reveal both the tensions within a given network 
(e.g., the tension between �nancial and care coordination mechanisms, in the case of cer-
tain German mental health networks (Shea� et al., 2015)) and the scope for synergies 
between parallel processes of production (continuing the same example, the use of care 
pathways both to coordinate care and as a way of introducing new models of care).

Certain research implications follow. �e above theory is far from complete, requir-
ing elaboration further empirical testing and re�nement regarding at least:

 1. How, in care networks, clinical techniques (the “technology” of care) constrain— 
even determine— the structure of links necessary for the network to function.

 2. Deeper understanding of which patterns of linkage, artifact production and man-
agement which are speci�c characteristics of each type of network noted above 
(care network, program network, etc.).
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 3. How contextual factors,for example the juridical framework, wider social ideolo-
gies and national “culture” in�uence the goals that health networks set themselves 
and how their members use (or not) the links they set up between themselves.

From the above perspective on networks, it makes sound sense for researchers to com-
pare networks of similar kinds in terms of governance and e�ectiveness in achieving 
their declared outcomes (i.e., to compare care network with care network, or program 
network with program network). It makes less sense to compare networks of di�er-
ent kinds in these terms or, therefore, to expect to �nd many universal recipes for suc-
cessfully establishing and managing health networks. Rather, a contingency approach 
is required, one which (as the realists might say) di�erentiates what kinds of network 
structure and management work best for which purposes, for whom, and under which 
contextual conditions. �e same reasoning similarly indicates both the uses and the lim-
itations of social network analysis. It also indicates the need for mixed methods research, 
so that future studies not only describe health network structure (formally, even mathe-
matically), but also explain how that structure functions as the medium through which a 
core network process is sustained, coordinated and (sometimes) managed, and adapted 
(or not) to produce speci�c outcomes: which requires qualitative methods.

Returning �nally to governance and mandated “integrated care” networks, the fore-
going also suggests that the chief policy uses of mandated care networks therefore 
appear lie not only, or even mainly, in care coordination, but elsewhere. �ey lie in mod-
erating the e�ects of, whilst still preserving, the existing patterns of separate ownership, 
control and even competition among those health care providers which already are, or 
which policy makers want to make, independent of the state.
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Chapter 20

Public– Private 
Partnerships  in 

Health Care

Simon Bishop and Justin Waring

Introduction

Since the mid- 1990s, public– private partnerships (PPPs) have become a prominent 
feature of public service reform. Internationally, PPPs can now be found across many 
areas of public service renewal and development, from major transport or energy infra-
structure projects to provision of local libraries and community services. One of the 
most signi�cant and contentious areas in which PPPs have become commonplace is 
in the organization and delivery of health care. Health care systems across the world 
are increasingly turning to PPPs as a means of securing new investment and funding, 
expanding service capacity, fostering competition and choice, bringing about e�cien-
cies and cost savings and for stimulating innovation and improvement. PPPs have come 
in many guises but generally involve public and private sector actors coming together 
to jointly engage in one or more of the activities that make up the delivery of health 
care services. �is has included projects focused on infrastructure development with 
public– private agreements over the �nancing, design, construction, and/ or operation 
of new health care facilities, as well as projects focused on cross- sector delivery of clini-
cal services. As one prominent example, the private �nance initiative (PFI), whereby 
the private sector is contracted to �nance, construct and maintain health care facilities, 
has been adopted around the world including in Mexico, Australia, Canada, and across 
Europe (Hodge, Greve, and Boardman, 2010). However, many other models of health 
care PPP have now been developed including for the provision community health pro-
grammes such as in South Africa and Botswana (Marek et al., 2005) as well as for the 
delivery of hospital services such as in Spain, Portugal, Sweden, and the UK (Acerete, 
Sta�ord, and Stapleton, 2011).
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�is chapter provides an introduction to PPPs and outlines key tensions in the 
management of PPPs in health care, given the in�uence of established sectoral and 
professional boundaries, cultures and identities. �e chapter draws upon both inter-
national literature and �ndings from the authors’ own case studies of two PPPs, both 
Independent Sector Treatment Centres (ISTCs) operating in the English National 
Health Service (NHS) (Waring, Currie, and Bishop, 2013). �e chapter �rst outlines 
the policy history and drivers of PPPs, and outlines central concerns and debates at the 
general level. �e chapter then considers PPPs within the context of health care, high-
lighting particular challenges of governance, innovation, culture, and employment 
management. �ese sections include key areas of consideration for health care manag-
ers, and public managers more broadly, engaged in the organization and delivery of 
services through PPPs.

Introduction to PPPs

Context of PPP Development

Over the past 20 years, public– private partnerships (PPPs) have become part of the 
mainstream policy approach to addressing myriad challenges of public service �nance, 
governance and delivery (Hodge, Greve, and Boardman, 2010; Grimsey and Lewis, 
2007). Although PPPs are o�en thought of as a contemporary phenomenon, prior to the 
rise of centrally managed economies in the twentieth century, the boundaries between 
public and private were o�en blurred; economic, humanitarian, and military ventures 
have involved a mix of state power and private �nance over many centuries (Wettenhall, 
2005, 2010). Contemporary PPPs are, however, most frequently examined as a product 
of the neo- liberal economic and political trends that rose to prominence in the early 
1980s; an era which saw the power and legitimacy of the State to act monopolistically 
compressed (Davies, 2014). Correspondingly, this period saw an elevated belief in the 
private sector, via the renewed freedoms of the marketplace, to deliver economic pros-
perity as well as social value (Palley, 2004). In a number of the world’s largest economies 
this resulted in both the privatization of national assets and a move towards new public 
management in the remaining public sector (Hood, 1991).

During the 1980s governmental and policy actors in the US began to proclaim e�-
cacy for new forms of collaboration between the public and the private sector to deliver 
social goods, particularly in projects of urban renewal and for infrastructure develop-
ment (Osborne, 2002; Yescombe, 2011). PPP began to be advocated at the international 
level by organizations such as the World Bank, the International Monetary Fund and 
the Organisation for Economic Co- operation and Development to further the involve-
ment of private capital in public services provision (Parker and Figueira, 2010). �is 
was also supported by international trade agreements and regulatory reforms, which 
have increasingly opened up national public services to global private sector investment 
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and competition (Price, Pollock, and Shaoul, 1999). A further key development came 
in the form of the private �nance initiative (PFI), �rst introduced in the UK in 1992 as 
a means of stimulating service development through private investment while control-
ling short- term public borrowing or tax increases. Early PFI schemes typically involved 
private �nancing, design and construction of new buildings and facilities, to be leased 
back to the public sector in long- term agreements of up to 30 years (Broadbent, Gill, and 
Laughlin, 2003). During the latter half of the 1990s and the early 2000s, these schemes 
became a central part of both the expansion and “modernization” of public services, 
and used to fund transport, health, education, and prison developments (Edward and 
Shaoul, 2003). By 2009, contracts for 641 PFI projects had been signed in the UK, valued 
at some £273.8 (Hellowell, 2010).

Outside the US and UK, other Anglo- Saxon countries including Canada, Australia, 
and New Zealand also saw a rapid growth in the number of PPP projects over the 
1990s and 2000s (Flinders, 2010), with long- term “PFI”- like contracts signed for infra-
structure developments across a number of public service domains. For example, in 
Canada 30 PFI type projects were signed between 2000 and 2009, ranging in value from 
CAD$27 million for a water treatment plant to CAD$1.9 billion for a rapid transit line 
(Boardman and Vining, 2010). Over the same period, Australia has established 49 pro-
jects totalling AUS$32.2 in roads, airports, hospitals and schools as well as other areas 
(Hodge and Du�eld, 2010). Although the UK has been to date the dominant adopter of 
PPPs in Europe (accounting for 57.7% of European projects by value in 2007 (European 
Investment Bank, 2007)), over the past ten years there has been a general growth in the 
number of projects across the continent, with southern European and Scandinavian 
countries more heavily involved than countries in western and northern Europe 
(Hammerschmid and Ysa, 2010). PPPs have also now been widely adopted in develop-
ing and post- communist countries such as in Poland, o�en seen as an important source 
of investment and a key route to national development as well as public sector reform 
(Osborne, 2002).

Meanings of PPP

A number of rationales have underpinned the promotion and adoption of PPPs. �ese 
include the need for new sources of public investment, increasing utilization of scarce 
resources, improving e�ciency through market mechanisms, importing private- sector 
knowledge to the public sector and sharing of public risk (Vining and Boardman, 
2008). In de�ning PPPs, some have put forward a normative view of the “true- spirit” 
of partnership, including characteristics such as high- trust relationships between sec-
tors, collaborative decision- making, joint management, and an equitable sharing of 
risk (Bovaird, 2006; Entwistle and Martin, 2005; Klijn and Teisman, 2005). Brinkerho� 
and Brinkerho� (2011) propose mutuality, shared responsibility, commitment to shared 
goals, a common organizational identity, and aligning of distinctive and valuable 
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competences as essential elements for partnership working. Many commentators have 
seen PPPs as indicative of a new “hybrid” form of governance, sitting between purely 
market- based forms of control on one hand and fully integrated public bureaucracy on 
the other (Powell, 2005). �is has led to suggestions that PPPs are one part of an ongo-
ing shi� towards more “network” forms of public service governance, characterized by 
cross- boundary and multi- agency working and the potential for reciprocity and coop-
eration between actors of all sectors to provide public goods (Rhodes, 1997; Diamond 
and Liddle, 2005).

In practice, the language of PPP has been applied very widely, used to describe many 
varieties of mixed public– private collaboration “no matter how short term or insigni�-
cant” (Field and Peck, 2003, 496) and regardless of whether “ideal” criteria for partner-
ship have been met (Linder, 1999; Hodge and Greve, 2005). For example, the label of PPP 
has been applied to consortiums in which public and private sector organizations invest 
and work together on the regeneration of a geographic area (Kort and Klijn, 2011), but it 
has also been applied to contractual arrangements in which a private contractor provides 
services to predetermined �nancial and quality criteria (Hodge and Du�eld, 2010). 
Further, the PPP label has also been applied to instances in which non- government 
organizations (NGOs) such as UNICEF are supported by private actors through philan-
thropic donations or resource sharing (Bull, 2010). �e meaning of PPP is also confused 
by the fact that that di�erent countries and industries have their own historical and 
institutional norms of collaboration between sectors (Hodge, Greve, and Boardman, 
2010). In countries with relatively market- based welfare regimes, such as in the US, col-
laboration between public agencies and private business is relatively common; whereas 
more social democratic nations have traditional maintained a division between public 
and private sectors in the provision of welfare service (Esping- Anderson, 1990).

To clarify the understanding of PPPs, a number of typologies have been proposed 
which identify categories of PPP based on how roles, responsibilities and risks are 
shared between the public and private actors. Gidman (1995) suggests a range of rela-
tionships between the public and private sector, from passive private sector investment 
in the state, through various levels of joint venture and contracting arrangements, to 
governmental support for private sector growth. Hodge and Greve (2007) distinguish 
PPPs by the degree to which they involve either “tight” or “loose” forms of collabora-
tion between the public and private partners. For example, “issue networks” involve 
relatively loose forms of collaboration amongst actors with signi�cant common inter-
ests. “PFI” or “contract- based” PPPs on the other hand involve tight �nancial contracts 
but looser inter- organizational operational relationships. Within this latter category, 
the nature of contractual relationships is further commonly distinguished by which 
activities are taken on by the private sector, with projects identi�ed by an array of terms 
such as “Finance, Build Operate” (FBO), or “Build, Operate, Own, Transfer” (BOOT). 
Waring, Currie, and Bishop (2013) develop the tight/ loose distinction by identifying 
three linked dimensions in which PPP activities been seen to vary. �e �rst relates to the 
relative level of public and private �nancing and risk sharing, the second relates to the 
level of each partners involvement in strategic planning and design and the third relates 
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to additional resource sharing such as through joining management capabilities, human 
resources, IS, or governance arrangements. While such typologies provide the basis of 
comparison and analysis, it should also be noted that the nature of inter- organizational 
relations within any single PPP may be multifarious— as multiple partners from di�er-
ent institutional backgrounds come together— as well as open to contingent change over 
time (Lowndes and Skelcher, 1998).

Debates and Controversies

Although now widespread, PPPs have been a controversial policy development for a 
number of reasons. First, many have questioned the long term value for public money of 
partnership agreements, particularly those which lock the public sector into long- term 
contracts, unable to take account of future changes to the market. Although such agree-
ments spread the cost of new infrastructure over the lifetime of the project, this is usually 
at the expense of an increased cost of borrowing (Yescombe, 2011) and large questions 
remain about how the overall economic costs and bene�ts of PPP projects— including 
externalities— should be calculated (Boardman and Vining, 2010). Underlining this 
debate, a number of PFI projects have been found to involve inequitable sharing of risk, 
o�ering poor value for money and leaving public sector organizations with high levels 
of debt (Shaoul and Edwards, 2003; Toms, Beck, and Asenova, 2011). A second area of 
critique has been around the ability of public and private organizations to overcome 
institutional di�erences to engage in “true” partnership working. Embedded charac-
teristics of the public sector, such as the need for political control of projects, contrast 
with those of the private sector, such as pro�t maximization and the avoidance of risk, 
meaning that there is always likely to be a separation of responsibilities and a reliance 
on explicit formal contract terms inhibiting open sharing of resources and risks (Klijn 
and Teisman, 2003). A third area of controversy has been around the values and ethos 
promoted by PPPs, with some case study evidence suggesting that the growth of PPP 
contracts have led to a reduction in the capacity of public servants to work in the public 
interest, limiting the scope for individual discretion and professional autonomy in the 
face of strict contractual and performance criteria (Smith, 2012). Alongside other NPM 
reforms, PPPs have been argued to undermine the moral purpose of public organiza-
tions by promoting economic rationality above other principles and values (Fevre, 2003; 
Davies, 2014). Forth, questions have also been raised about the outcome quality in PPPs, 
particularly in circumstances in which they are seen to promote cost- reduction over 
maintaining or improving quality (Hebson, Grimshaw, and Marchington, 2003)

Given this controversy, PPPs have faced strong political and public resistance lead-
ing, in places, to the approach being reined in. At the same time, many of the long- term 
PPP projects signed during the 1990s and 2000s have several years le� to run. Further, 
in times of �scal constraint it appears likely that governments will continue to look to 
the private sector for both investment and to stimulate cost- saving reform, including 
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through engaging in changing forms of partnership with the private sector. Turning 
now to the �eld of health care, we consider the basis and implications for the changing 
relationship between the public and private sector, and consider the challenges in man-
aging health services within an environment of PPPs.

Introduction to Health Care PPPs

In line with the trends identi�ed above, PPPs have become a prominent and conten-
tious feature of health care reform. Health care PPPs are o�en premised on the idea that 
neither public nor private sector can adequately meet the manifold challenges of age-
ing populations, an increase in chronic “lifestyle” diseases, assimilating new treatments 
technologies and the need to control public health care spending. �rough new forms 
of collaboration, it is suggested that health care PPPs can expand access, coverage and 
provision of health care, support investment for the future, engender innovation and 
improve the experiences of patient and clinicians.

As with PPPs across public service sectors, forms of collaboration between the public 
and private sector in health care have been highly varied. Signi�cant di�erences can be 
observed, for example, in the experience of the developing (low and middle income) 
and developed (high income) nations. In developing countries across Africa, the Indian 
sub- continent and the Caribbean, PPPs have been seen as addressing longstanding gaps 
in health care provision, including a lack of funding, uneven levels of coverage, limited 
access to specialist clinicians, medicines or technologies and outdated hospital infra-
structure. Developing new forms of partnership between government actors and both 
for- pro�t and non- pro�t organizations has been seen as essential for addressing global 
health challenges, such as vaccines for infectious diseases and improving access to 
health services (Nishtar, 2004). In India, a range of signi�cant developments in primary, 
community, specialist and remote (tele- ) care services have been established through 
PPPs (Raman and Bjorkman, 2008). �ese combine long- term public �nancing for pub-
lic health care, with extended opportunities for private care providers to o�er both pub-
lic and private health care under contract, with some evidence to show improved access 
and care standards for poor communities (Ganashyam, 2008). Similarly, Downs et al. 
(2013) argue that partnership working in Lesotho has enabled the country to develop 
new hospital infrastructure in a relatively short period of time that has enhanced the 
quality and standards of care for local populations.

In developed countries, PPPs are commonly advocated as a way of addressing the 
rising demand for health care services (Barrows et al., 2011), adding to the “mix” of 
available forms of funding and delivery. Here PPPs have commonly taken the form 
of investment in new acute- care infrastructure, as seen in Spain, New Zealand and 
Australia (Acerete, Sta�ord, and Stapleton, 2011; Barrows et al., 2011), but can also 
involve novel collaborative approaches to developing, managing and carrying out 
clinical services (Waring, Currie, and Bishop, 2013). Di�erences in the trajectory 
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along which countries have moved to adopt new forms of PPP can in part be related to 
the established mix of public and private actors involved in the provision of the coun-
tries health care services. In countries such as the US or Canada, where health care 
service have historically been �nanced and provided through a combination of public 
and private channels, the premise of partnership working is less considered a diver-
gent break from the past. Similarly, in European countries with public health insur-
ance “Bismark” systems of health care, such as Germany, France, the Netherlands and 
Belgium, there has traditionally been a wide range of actors, including private, for- 
pro�t and charitable organization involved in commissioning, funding and provid-
ing health care services over the long term. Although the mix between public and 
private provision in each of these countries has changed over time, for example with 
an increase in private provision in Germany since reuni�cation (Maarse, 2006), a 
long- standing legitimate role for private providers has meant there has been less pol-
icy emphasis on PPP to bring new providers into these markets. �ere are however 
some exceptions to this with several PFI- type schemes for health care established in 
France and the Netherlands (Acerete, Sta�ord, and Stapleton, 2011; Hodge, Greve, and 
Boardman, 2010).

In countries where health services have traditionally been funded, owned and pro-
vided directly by the state, such as the UK, Australia, New Zealand and Scandinavia, 
there has been a greater presure on governments to pluralize supply and bring new 
actors into the health economy. �ese countries have been particularly active in trialing 
PPPs and have introduced a range of new intersectoral arrangements. �is has com-
monly included PFI- type contracts for new health care facilities but has also included a 
number of country speci�c developments (Hodge, Greve, and Boardman, 2010; Maase, 
2006; McKee, Edwards, and Atun, 2006). For example in Sweden there has been an 
emphasis on hospital franchsing whereby entire public hospitals have been taken over 
by private companies to manage both the estates and the clinical services as part of the 
publicly funded health provision (Sveman and Essinger, 2001). Similarly, southern 
European countries such as Portugal, Spain and Italy have also been active in adopting 
PFI schemes for hospital building, partially as a response to severe restrictions in cen-
tral government borrowing. Among these, Spain is notable for developing the “Alzira” 
model of PPP service provision, named a�er the area of Valencia in which it was �rst 
established. In this model, the private sector �nances, builds and operates hospital and/ 
or primary care facilities as well as provides clinical services under contracts of com-
monly 15 to 20 years (Global Health Group, 2009). �ese are funded by capitation pay-
ment from the public health budget based on the size of the population served by the 
facilities. �e �rst of these opened in 1999 led by further contracts in Valencia, Madrid 
and Portugal as well as several developing countries, albiet with signi�cant variation in 
the nature of contracts and services provided in each itteration (Acerete, Sta�ord, and 
Stapleton, 2011). �e Alzira model has been seen to have played an important role in the 
development of health care speci�c PPPs, including as part of the inspiration for the UK 
Independe Sector Treatment Centres (Acerete, Sta�ord, and Stapleton, 2012), which are 
discussed further below.
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Although the adoption of PPPs in health care is widespread, the institutionalized 
boundaries between public and private sectors can pose particular challenges to policy- 
makers and service managers. �ese challenges of organizing and managing across 
sectoral boundaries are exempli�ed by the English NHS. Somewhat ironically, the UK 
is one of the world’s leading exponents of health care PPPs, despite widespread public 
concern about the threat to core service principles and the possibilities of privatization 
(Pollock, 2006). �e NHS was founded in 1948 and since that time has been predomi-
nately funded through central taxation, with universal care provided through a largely 
nationalized care system. For the �rst forty years of operation public resources were 
allocated to public providers through forms of bureaucratic planning, but for the previ-
ous twenty years resources have �owed through contracts between commissioners and 
providers, with an increased emphasis on mixed market provision. Looking back at the 
history of the NHS, it is important to also recognize the long- standing role of the pri-
vate sector in care organization and delivery. �is can be seen, for example, in the role 
of community pharmacies which provide a �rst point of contact for patients, provid-
ing medicines advice and dispensing prescriptions. Furthermore, general practitioners 
have provided primary care service to the NHS under an independent contract since 
the inception of the service, meaning that (in technical terms) the majority of patient 
contacts within the NHS have been provided by private contractor. In addition, special-
ist NHS doctors can maintain private practice and are able to use both private and public 
health care facilities to provide this care. As such, the linkages between the public and 
private sector in the English NHS are perhaps more complicated than o�en perceived.

�at said, over the last thirty years the NHS has been at the forefront of using PPPs as 
vehicle for service modernization. During this time, the form and function of PPPs has 
evolved over what we describe as three distinctive time periods, each building on the 
former. �e �rst period is found in the 1990s where partnership working was primarily 
concerned with securing new lines of investment in NHS infrastructure without requir-
ing additional taxation or public borrowing. �e PFI approach to funding support the 
construction of new hospital buildings, such as the Norfolk and Norwich University 
(see Example 1). Under long- term contract, the PFI programme allowed consortia of 
private contractors to fund, design, and construct new buildings (National Audit O�ce, 
2005). �is model has since been extended to include major infrastructure projects, 
such as University College Hospital, London.

�e second period corresponds with the 2000s where the PFI model was extended 
to allow for new forms of partnership working in the management of infrastructure as 
well as the co- delivery of frontline services including pre- existing NHS care pathways 
and clinical teams. �is was initially outlined in the NHS Plan (Department of Health 
(DH), 2001) which set out a long term strategy to tackle the endemic problems of under- 
capacity, lack of choice and lack of competition within the NHS though allowing private 
providers to work within the NHS system. A prominent example is the introduction 
of Independent Sector Treatment Centres (ISTCs) for the delivery of high- demand, 
low- risk elective diagnostic and treatments services, such as day surgery. �ese could 
be wholly or partly owned and managed by a private provider, which were also under 
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Example 1 Norfolk and Norwich University Hospital

Norfolk and Norwich University hospital was the �rst example of a large- scale PFI arrange-
ment for the construction of new hospital facilities within the NHS. In 1996 approval was 
given for partnership between the NHS Trust and Octagon Consortium to construct a 
new 809 bed hospital, with a second stage approved in 2000. �e consortium comprised 
a number of private sector design, construction and support service providers, including 
John Laing plc, Anshen and Allen, WSP Group, Hoare Lea and Serco. �e new hospital was 
opened 2001 ahead of schedule and on budget, and has since attracted several awards for 
its design. Under the arrangement, Norfolk and Norwich University Hospital NHS Trust 
pays the private consortium an annual fee for the use of the facilities which include charges 
for estates management, maintenance and support services, such as catering, portering 

AQ :Examples 
of PPPs in text 
boxes below �t 
around main 
body text of 
sections 3 and 4

contract to provide clinical services in coordination with the wider public health care 
system. Approximately 50 such centres were set up in the 2000s during two distinct 
waves of contracting, with most contracts set to run for an innitial period of �ve years.

�e third stage of PPPs in the NHS follows reforms outlined in the 2010 White Paper 
Equity and Excellence (DH, 2010), which e�ectively creates a more open and competi-
tive market of care provision within the NHS. Since this point, a large number of pri-
mary and community health care services have been made available for open tender to 
private and social enterprise providers. �is has seen both a signi�cant re- designation 
of services, especially community services as social enterprises, as well as a number of 
private contractors winning contracts to provide a range of specialist support services, 
such as Care UK and Virgin Healthcare. �e central government emphasis is now less 
on collaborative working and more on competition between public and private organi-
zations, with sections of the NHS workforce o�en being transferred to the management 
of private or social enterprises. At the same time, the nature of health care service deliv-
ery across complex pathways of care necessitates close ongoing relationships between 
organizations of all sectors.

�e evolution of health care PPPs over time means that examples of PPP projects can 
be found across the range of partnership con�gurations, from relatively “loose” �nan-
cial or funding arrangements providing acute and primary care infrastructure to more 
“tight” joint ventures where there is “full service” partnership working across service 
�nancing, planning and delivery. �e wide spectrum of arrangements now in operation 
provides an opportunity to examine a wide range of issues central to a critical analysis 
of PPPs at a more general level, including “upstream” governance issues, such as how 
contractual obligations are determined or risks allocated, as well as “downstream” man-
agement and organization issues, such as how care pathways are con�gured or clinical 
teams managed. Focusing particularly on the context of the English NHS, the remainder 
of the chapter considers these issues by outlining four organizational and management 
challenges brought about by the introduction of PPPs in health care; governance and 
accountability; management culture and identity; managing workforce and employ-
ment; and managing learning and innovation.
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Example 3 Circle Partnership

Circle Partnership was formed in the late 2000s. It was established on the basis of mutual 
ownership, through an initial investment partnership of health care professionals, mostly 
doctors working in the NHS. As the partnership expanded additional private equity 
investment was secured and the partnership was rebranded as Ciricle. �e partnerships 
early activities focused on the provision of low- risk, high volume elective services within 
Independent Sector Treatment Centres. �ese centres were introduced in the mid- 2000s 
with the aim of reducing waiting and expanding NHS provision for high demand services 
based upon contractual partnership with private providers. Circle Partnership acquired 
the contracts of existing private provider and assumed operational responsibility for three 
ISTCs. In most instances the facilities and resources involved are co- �nance or subsidized 
through public health care agencies. In addition, many of these services involved the trans-
fer or secondment of NHS employees to the management of Circle partnership. Since this 
time, the partnership has secured the contracts for several other NHS acute and diagnos-
tic services and opened its own private health care facilities. In 2012, Circle Partnership 
made history within the NHS by winning the management franchise contract to oper-
ate an established NHS acute hospital. Under existing NHS management arrangements  
the hospital had been identi�ed as poor performing and the decision was made to give 
Circle Partnership to assume management responsibilities, but where the estates, facili-
ties and workforce remain NHS.

and cleaning. In 2004 the Association of Chartered Certi�ced Accountants estimated that 
over the 35 life of contractual arrangement the cost of the partnership could reach over 
£1.1billion, as compared to the £229million required to build the hospital.

Example 2 University College Hospital, London

University College Hospital is one of several hospital sites managed by University College 
London Hospitals (UCLH) NHS Foundation Trust. �e state- of- the- art 665- bed hospital was 
opened in 2005 providing an extensive range of acute and specialist services, such as emer-
gency medicine, hyper- acute stroke, and cancer care. �e new hospital facilities were devel-
oped through one of the biggest public– private partnership arrangements in the English NHS, 
initially comprising a Private Finance Initiative to fund, design and build the hospital and now 
includes an on- going contractual arrangement with a private partner for the provision of sup-
port and facilities management. �e PPP was established in 2000 between UCLH and a newly 
formed partner organization Health Management (UCLH) plc. �is partner organization 
involve a consortium of several leading private sector contractors including AMEC, Balfour 
Beatty and Interserve, and invested over £4,200 million in developing the new hospital. �is 
partnership arrangement ensured the provision of the necessary �nancial resources to fund 
the project together with specialist services design and construction, project management 
and facilities management. Interserve continues to provide a range of services to the NHS 
Foundation Trust as a part of its role in facilities management, including restaurant and café 
services, portering, domestic services, laundry, waste management, and security.
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Example 4 Care UK

Care UK are a well- established private sector provider of health care in the UK, being 
founded in 1982, especially in the development and management of primary care services. 
�e scale and scope of their services have increased signi�cantly since the early 2000s to 
become one of the largest private provides on health and social care, o�en working in part-
nership with local NHS commissioners and provider organizations. �ere areas of service 
provision include a range of NHS service under contract with commissioners, including 
GP and diagnostic service; health and social care for the elderly, such as care homes and day 
care centres; a range of learning disability services; and community mental health services, 
such as eating disorder clinics.

Example 5 Virgin Care

Virgin is a well- known global brand in the area of aviation, rail, telephony, and media and 
leisure services. In the mid- 2000s, Virgin acquired a stake in Assura Medical services, a 
company that specialized in developing primary and community estates and facilities. By 
the late 2000s, Assura Medical Service brought within the Virgin Group and started man-
aging walk- in centres to expand the provision of urgent care. In 2011, Assura Medical was 
rebranded as Virgin Care and since this time has grown to manage and provide over 200 
community health and social care services across England under contractual arrange-
ment with NHS commissioners. �is includes for example, an extensive range of commu-
nity services, younger people’s service, sexual health services, GP and urgent care services 
and prison health services. Virgin Care illustrates a contractual partnership arrangement 
whereby it competes with, or acquires existing NHS providers to secure contracts with local 
care commissioners.

Management Challenges

Governance and Accountability

�e challenge of governance has been a central concern in the adoption of PPPs. 
Involving private sector organizations in the provision of public services requires a 
degree of authority to be distributed outside the bounds of integrated public bureau-
cracies. Forms of governance are therefore required which on one hand allow private 
actors su�cient autonomy to develop innovations and introduce change in line with 
public interests, but on the other hand provide adequate controls to protect each party 
from opportunistic behavior of others in the partnership (Skelcher, 2010). In a number 
of high pro�le health care PPPs it has been seen that asymmetries of information have 
lead the public sector to over- pay for services provided by the private sector (Shaoul, 
Sta�ord, and Stapleton, 2008), or have even locked the state into paying large sums 
for services for which there is insu�cient demand or are no longer required (Pollock 
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and Godden, 2008). Equally, examples have been identi�ed in which public managers 
engage in restrictive or controlling forms of contract management over private contrac-
tors (Grimshaw, Vincent, and Willmott, 2002). A key governance challenge therefore 
is the equitable balancing of risk and reward, with managers on both sides required 
to evaluate exposure to risk and remain cautious in evaluating partners (Grimsey and 
Lewis, 2007). �is has required signi�cant changes to the skills and knowledge of public 
managers, who are obliged to operate in an increasingly commercialized and contract- 
based environment and to scrutinize �nancial and contractual terms (English, 2005).

Skelcher (2010) identi�es four distinct facets of governance important to con-
sider. First, the legal basis for the partnership, with a number of potential forms avail-
able including limited company, public consortium or memorandum of association. 
Choosing a suitable legal form requires consideration of the aims of the parties involved 
and sets the character collaborative working, whether open ended or tightly proscribed. 
Second, the regulatory rules and systems which control the relationship between part-
ners require consideration. �ese are commonly enshrined in the PPP contract which 
details the agreed obligations, systems of interaction and reporting, incentives and 
penalties. Here there has been an advocacy of “relational” or partnership contracting 
which emphasizes mutual interests and allow greater scope for informal settlements 
and shared decision- making (Bovaird, 2006). Studies have though also shown how 
embedded institutional di�erences between NHS organizations and private health 
care providers lead to di�culties in establishing such open ended, trusting relation-
ships, with contract management frequently involving recourse to contractual terms 
(Hebson, Grimshaw, and Marchington, 2003). �e third important facet of governance 
is the democratic aspect, which relates to the degree of accountability and transparency 
extended to private actors. In health care, there has been a strong critique that external 
providers are not open to the same level of scrutiny as public bodies, with commercial 
con�dentiality limiting public access to information on organizational processes and 
decision- making (Pollock, 2006). Fourth, PPPs are also a�ected by the distinct corpo-
rate governance of the partners involved. A number of private health care companies 
working with the NHS, such as Circle Health care Partnerships, have sought to empha-
size forms of socially orientated corporate governance and codes of ethics which align 
them with the interests of patients and sta�. However, there has so far been little research 
in this area.

In the authors’ own studies of ISTCs, we have also seen how the divisions of account-
ability and control can emerge informally in the development and operation of part-
nership arrangements (Waring, Currie, and Bishop, 2013). While elements of contract 
governance were established in the planning phase of the ISTCs, there remained consid-
erable scope for norms of interaction and reporting, as well as divisions of accountabil-
ity and control, to be shaped over the course of the agreement. For example, the extent to 
which legal or punitive aspects of contracts needed to be enforced was dependent on the 
nature of relationships between contract managers in the NHS and counterparts within 
the private providers. �ese relationships in turn were dependent on a number of locally 
contingent factors, including the opportunities for interpersonal communication, the 
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changing local political attitudes to private sector involvement as well as the market 
positioning of the ISTC companies. As new service providers, the private companies 
involved in our study sites were each keen to demonstrate compliance with central gov-
ernment audit and local contractual requirements in order to establish legitimacy as 
NHS partners. However, we also saw how the approach to achieving this compliance 
varied between ISTC sites and over time. Moreover, in other circumstances private 
partners’ aims and interests may be served by following other approaches to contract 
engagement (Edwards and Shaoul, 2003) and engaging in PPPs requires public manag-
ers to consider appropriate forms of governance to promote the equitable sharing of risk 
(Skelcher, 2010).

Managing Innovation

In various ways, PPPs are advocated as bringing about innovation and improvement in  
the organization and delivery of public services. As well as being presented as an inno-
vation in themselves, PPPs are also described in policy documents as engendering 
innovation through the opportunities a�orded for public and private organizations to 
share previously siloed resources and capabilities. Public sector partners can contribute 
specialist professional or technical expertise or greater appreciation of public need, and 
private partners can o�er the business acumen and experiences in commercial sectors. 
From this view, PPPs are indicative of a form of innovation through hybridity; that is the 
recombination of character traits into a new mode of service organization (Billis, 2010; 
Waring, 2014).

Further, PPPs are described as fostering on- going innovation and improvement in 
the day- to- day organization of public service, in part because private businesses are 
assumed to be dynamic and responsive to external change, and also because PPPs  
are expected to create new opportunities for knowledge sharing between public service 
professionals and providers. A signi�cant body of research shows how sectoral, organi-
zational and professional boundaries within “traditional” health care organizations 
can stymie innovation and implementation of new technologies or evidence (Cooksey 
2007; Ferlie et al., 2005). PPPs are seen as a means of stimulating the formation of new 
clinical communities through which more productive, integrated and patient- centred 
services can be developed. For example, the Confederation of British Industry (CBI, 
2008) describe a number innovations brought about by partnership working between 
the NHS and private industry including reduced “backroom” administration in areas 
such as patient booking, realigned human resources to develop more productive clinical 
processes, and utilized quality assurance methodologies to reduce waste and enhance 
productivity.

Despite these claims, whether health care PPPs do indeed represent a radical inno-
vation and improvement in health care organization requires critical examination. In 
their study of Independent Sector Treatment Centres, for example, Gabbay et al. (2011) 
suggest radical building designs, stark aesthetic improvements and the abundance of 
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the new technologies are not necessarily re�ected in new ways of working. In other 
words, innovation might be more “style over substance” aimed at giving the impres-
sion of being distinct from traditional NHS services and like other retail sectors, but 
without necessarily changing the core business of care. Similarly, case studies by the 
authors suggest innovation in health care PPPs can be limited to establishing more e�-
cient, standardized and low risk services; where care service become less specialized or 
di�erentiated but align instead with highly standardized service models and templates 
(Waring, Currie, and Bishop, 2013). In these cases, radical innovation was not necessar-
ily welcomed by PPP leaders because of its potentially de- stabilizing e�ect on relatively 
standardized services, and opportunities for change were only welcomed when directed 
towards increased management control.

Looking further at the nature of innovation within PPPs, the author’s studies also 
describe a di�erence between those based upon the “top- down” transfer of business and 
management practices, and those based upon “bottom- up” learning amongst clinical 
teams Waring, Currie, and Bishop (2013). Our research found a greater proclivity for 
PPP leaders to introduce strategies or approaches that had been tried and tested in other 
settings and, as suggested above, aligned primarily to the goal of enhanced productiv-
ity rather than creating space for bottom- up learning and innovation. By promoting 
more standardized approaches to care, PPPs can have the e�ect of potentially de- skilling 
sta� in more narrow roles rather than encouraging broader development and advanced 
learning. Where this has been speci�cally studied, health care PPPs have been found 
not to engender the type of learning environment anticipated by policy makers (Turner 
et al., 2012). Somewhat paradoxically, Turner et al.’s (2012) comparative study found 
PPPs did produce innovation, but not within the new organizations; rather it was the 
existing NHS hospitals who sought to innovate existing service models and care in the 
face of new competition.

Managing Culture and Values

A signi�cant challenge faced by PPPs relates to the underlying cultural and ideological 
characteristics that have distinguished public and private sectors and potentially inhibit 
collaboration. Public and private sectors are typically associated with having distinct 
funding arrangements, accountability systems, client relations and modes of working. 
�ese are re�ected in, and reinforced by, the idea that each sector is characterized by a 
particular culture, manifest in systems of meanings, beliefs, values, norms and routines. 
Although public service reforms over the last three decades have arguably blurred these 
distinctions (Boyne, 2002), it remains the case that PPPs face intractable di�erences 
in managing cultural di�erence and con�ict. In the US, Perry and Wise (1990) suggest 
public service employees are motivated by an attraction to public governance, civic 
duty, compassion and self- sacri�ce. In the UK context, Pratchett and Wing�eld (1996) 
describe public sector organization as characterized by an ethos of political account-
ability, bureaucratic behavior, public interest and loyalty. �ese cultural attributes 
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potentially con�ict with the beliefs, motives and values that inform private sector work, 
such as competitive behavior, enterprise and entrepreneurship, accountability to share-
holders and private value.

A key challenge faced by PPPs is therefore how to recognize, cope with and manage 
cultural di�erences. For example, inherent di�erences between sectors mean that build-
ing su�cient trust for meaningful cooperation can take signi�cant time and e�ort (Klijn 
and Teisman, 2005); a number of case studies in health care organizations have shown 
productive relationships have failed to develop resulting in signi�cant frustration and 
waste on both sides (Grimshaw et al., 2002). Public sector managers have been found to 
act defensively in light of perceived pro�t- motivated behavior of private sector counter-
parts and private sector managers may be faced with the need to foster behavioral and 
identity change amongst resistant public sector professional- grade employees (Waring, 
Currie, and Bishop 2013).

Looking at the experiences of public sector clinicians involved in health care PPPs, 
the authors studies found four prominent points of cultural di�erence between NHS 
sta� and their private sector partners (Waring and Bishop, 2010; Waring, Currie, and 
Bishop, 2013). �e �rst related to the perceived goals or purpose of the service. Public 
sector clinicians advocated individual patient care as an end in itself, they perceived 
private partners as motivated to make a pro�t, with patient care a means to this end. 
Second, public sector clinicians o�en perceived the broader ethos or ideology of care as 
a public good, and contributing to societal wellbeing. In contrast, PPPs can be experi-
enced as advancing private interest and value ahead of the public good. In other cases, 
PPPs have been seen as displacing or subverting the underlying goals and ideals of 
public sector workers (Hebson, Grimshaw, and Marchington, 2003). �ird, clinicians 
described a shi� in the norms and customs of day- to- day work with a shi� from more 
collegial and team based practices towards more standardized, machine- like modes of 
working. �is shi� towards standardization and rationalization was seen as re�ecting 
the pursuit for e�ciency at the expense of service quality and patient safety (Waring and 
Bishop, 2011). Finally, work in these PPPs was also felt to change patterns of accountabil-
ity and responsibility, with emphasis given to contractual obligations and performance 
indicators ahead of patient experience of professional judgements (Bishop and Waring, 
2011). Again, this was seen as stemming from the PPPs more consumerist and commer-
cial approach. Together these cultural di�erences were seen as transforming the sense of 
public professionalism shared by many frontline clinicians (Waring and Bishop, 2010).

Managing Employment

�e rise of PPPs has been seen to have a number of implications for both the manage-
ment of work and the nature of employment in health care. Prior to market reforms of 
the 1990s and 2000s the NHS was traditionally seen as both a highly integrated and cen-
trally governed employer. �is picture has changed in recent years to one characterized 
by increasingly local �exibility for management to shape employment within national 
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frameworks. For example, the New Labour government’s programme of “workforce 
modernization” included general guidelines for “best practice” employment while 
advocating the rationalization of work roles with increased emphasis on organizational 
level management actively aligning technical skills with tasks in ways which broke from 
traditional professional groupings. In bringing new private sector organizations into the 
health care economy, PPPs could be seen as furthering a move away from nationally 
standardized employment conditions and practices towards a system with increasing 
�exibility for the nature of employment to be determined within the organization. �is 
potentially allows management greater control of employment and allows them to “�t” 
human resource management practices to the nature of activities being undertaken, 
local operating circumstances, available resources, ambitions for organizational cul-
ture or strategic intent. However, while reforming public service employment has been 
stated as one of the policy aspirations for expanding the PPP programme (DH, 2006), 
research has also shown how a number of complexities and operating di�culties surface 
as relationships between the public and private sector are established.

A sizable body of work has shown managing employment across networks of close 
inter- organizational relationships can cause di�culties for both management and 
employees (Marchington et  al., 2004; Rubery et  al., 2004). PPP projects have been 
seen to introduce considerable complexity in the structure of public service delivery 
with lines of hierarchy and accountability fragmented into increasingly complex sets 
of inter- organizational arrangements (Forrer et al., 2010). Engaging in sub- contracting, 
outsourcing and tight partnership arrangements can mean that the control of, and 
responsibility for, employment can become distorted, introducing a break in the link 
between control of employment, line management and work practice. For example, 
in certain PPPs arrangements public sector sta� see their work either fully or partially 
transferred to private partners, albeit with their terms and conditions of employment 
protected by the contractual terms of partnership (through detailing the speci�ca-
tions of sta�ng levels and skill mix required to maintain quality) and/ or wider employ-
ment regulations. In these circumstances, managers within the private partner may 
�nd themselves unable to make explicit changes to the employment of the sta� trans-
ferred to them from the public sector and constrained in terms of their ability to shape 
their human resource management (HRM) systems internally, having to negotiate 
any changes with “parent” public sector organization. �is can also lead to confusion 
over day to day aspects of management, including managers’ ability to check the qual-
ity of work or manage performance for those employed externally. Even where private 
partners are able to control employment within their own organizations, close inter- 
organizational working can still introduce complexity into lines of authority, as for 
example the sta� of subcontractors work on behalf of public managers, but not directly 
answerable to them.

In addition, PPPs have been seen to introduce a number of forms of employment 
inconsistency across complex health care “supply chains.” A common criticism of new 
PPP arrangements is that they can introduce a “two- tiered” workforce, whereby pri-
vate sector and public sector employees are subject to substantively di�erent forms of 
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employment. �is can be particularly problematic when sta� under di�erent forms of 
employment share the same workplace, with public and private sta� working side- by- 
side. In early forms of PFI, it was particularly lower status occupational groups such as 
cleaning, catering and site services sta� who saw their work transferred to the private 
sector. In latter forms of partnership, our own case studies have reported on instances 
in which private companies directly employ higher status health care professionals, 
including medical and nursing sta�, to work alongside clinical sta� who remain on NHS 
contracts (Bishop and Waring, 2011). �ese arrangements presented di�culties for man-
agement in terms of justifying variations in employment and maintaining the commit-
ment of sta� without the ability to harmonize employment terms and conditions. �ese 
problems were particularly acute where sta� of the same clinical- professional grading 
worked within the same teams and on the same patients, but with di�ering systems of 
management and employment. It should however also be noted that the legitimacy and 
acceptance of such multi- employer systems could be dependent on wider industry and 
sectoral norms, and therefore subject change as more diverse and heterogeneous sys-
tems of health care delivery become further established.

Conclusion

In conclusion, various claims for the bene�ts of PPPs have been made over the years, 
o�en centred on notions of e�ciency, value for public money, expanding investment 
or bringing change, and innovation. �ese claims are particular appealing for leaders in 
the health sector, facing serious challenges in light of restricted resources and increasing 
demand. However, a�er several years of study, the collected evidence for each of these 
claims is, at best, mixed. While there have been instances in which PPPs have appeared 
to deliver on promises, there have been many others which have not. Perhaps as impor-
tantly, the appropriate methods of measuring even the economic bene�ts of PPPs 
remain disputed (Boardman and Vining, 2010), let alone the wide organizational and 
cultural aspects of partnership. Moreover, there have been several consequences of PPPs 
that remain controversial regardless of the outcomes of individual projects, including 
long- term public indebtedness and fragmentation of public services. In our chapter 
above, we have described how PPPs present several organizational challenges for man-
agers in both public and private sector organizations as they seek to maintain service 
continuity whilst introducing innovation and improvement. �ese are important areas 
of consideration for health care managers given that the penchant for partnerships con-
tinues to expand; in a number of countries around the world, partnerships between the 
public and private sector are now a core part of how health care services are �nanced, 
planned, and delivered.

Surveying the current �eld of research into health care PPPs, a number of impor-
tant areas for future research can be proposed. At the macro level, current research has 
tended to focus on policy developments within individual countries, placing national 
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developments within the international context. �ere is considerable scope for pur-
poseful comparative work to examine how aspects of the political economy, the regula-
tory environment and approaches to public �nancing interact with policy formulation 
around PPPs. At the meso level, studies of PPPs have considerable potential to contrib-
ute to debates on how new organizational forms are established, for example by consid-
ering how tensions between the institutional logics inherent in each sector play out at 
the inter- organizational level. At the micro level, work is needed to report on the evolv-
ing character of PPPs as both providers of essential services and as places of work for 
public service employees. Both advocacy of and resistance towards PPPs centres on 
the capacity of new organizational arrangements to change behavior; detailed work is 
therefore needed to examine how and indeed whether this takes place. As PPPs are o�en 
years in the making and have been found to evolve over time, each of these areas would 
bene�t from longitudinal work that is able to detail and explore the processes and out-
comes of change.
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Chapter 21

Accountabilit y in 
Health Care

Karsten Vrangbæk and Haldor Byrkjeflot

�e rhetoric of reform usually poses questions of accountability in terms 
of whether government employees are more accountable a�er the reform 
than they were before. While it is not impossible to discuss accountability 
in terms of more or less, doing so implies a uni- dimensional, linear concept 
that does not re�ect the complexity of public management. (…) A more 
useful approach, (…) recognizes the various dimensions of accountability 
and the complex context of public accountability (Romzek, 2000, 22).

Accountability is a word that is loaded with meanings that strike fear in 
the heart and soul of our health care system (Harber and Ball, 2003).

Introduction

The quotation by Romzek suggests that accountability is a core part of most reforms. 
Accountability is a multidimensional phenomenon, where health care institutions 
may be subject to several di�erent types of accountability demands and logics at any 
given point in time. �e concept of “accountability regime” is useful for capturing this. 
�e second quote, by Harber and Ball (2003), refers to experiences of those working in 
the health care system or in the public sector. It illustrates that a careful balance must  
be struck between external, sanction based accountability and the intrinsic moti-
vation and trust- based interactions in the highly professionalized system of 
health care.

Recent academic literature has outlined how the accountability discourse has 
expanded and how accountability has become a “magic word” (Pollitt and Hupe, 
2013) associated with a multitude of reforms and organizational changes in the public as 
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well as private sector. Accordingly there has been an in�ation in the use of the term, but 
there is also “a minimal conceptual consensus” that provides us with a point of depar-
ture (Bovens, Schillemans, and Goodin, 2014). At the core of the concept of accounta-
bility are speci�c types of relationships between actors and levels within systems, where 
actors have obligations to account for their decisions and behavior. Actors in these 
systems must explain and justify their behavior in forums of di�erent kinds, and such 
account giving may actually have consequences (Bovens, 2007). However, such rela-
tionships play out in di�erent, interrelated spheres of modern societies and take a vari-
ety of forms. It is therefore important to consider the speci�c contexts for accountability 
structures (Romzek, 2014; Mansbridge, 2014). National, sector speci�c, organizational, 
and micro level context determine how the balance can be struck between formal and 
informal accountability mechanisms (Romzek, 2014), and to which extent the systems 
can rely on a core of trust and selection based social accountability (Mansbridge, 2014). 
�e distinction between informal and formal is a classical one in organization theory 
and refers to the distinction between formalized structures and regulations on the one 
hand and shared norms and expectations on the other (Romzek, 2014). Selection and 
trust based accountability refers to the traditional model of health care where formal 
education and subsequent licensing of medical professionals is the central mechanism 
for governance and knowledge development (Mansbridge, 2014).

We suggest that a comprehensive framework distinguishing between form, direction 
and function of accountability is helpful for understanding the complex accountabil-
ity structures within health care, in the context of NPM and post- NPM reforms intro-
duced since the 1990s (Lægreid, 2014). We use the two Nordic countries of Denmark 
and Norway to illustrate selected aspects of this comprehensive framework, and we 
address the issue of whether the traditional trust based (Mans�eld, 2014) and somewhat 
informal (Romzek, 2014) accountability logics within the public decentralized health 
systems in Denmark and Norway have changed in terms of form, direction and func-
tion. We discuss whether recent reforms have implied a change towards more formal-
ized (Romzek, 2014) and sanctions based (Mans�eld, 2014) accountability forms and we 
discuss the possible consequences of such changes.

Accountability Concepts 
for Health Care

Accountability in health care remains a sparsely analyzed �eld although it is possible 
to �nd examples of literature at least back to the seventies that refers to the concept 
(Etzioni, 1975; Day and Klein, 1987; Emanuel and Emanuel, 1996; Relman, 2000; Tuohy, 
2003; Brinkerho�, 2004; Rosen, Israeli, and Shortell, 2012; Denis, 2014). A starting point 
in this literature is the distinction between responsibility and accountability, and it is 
indicated that there has been a movement from the �rst to the latter. �e physician 
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profession has been the core of health care, but as the patient perspective has become 
more important there has also been a change from trusting to checking. Since the end 
of the 1980s it has been argued that health care had moved from the era of responsibility 
to accountability (Relman, 1988). Most states had relied on professional self- regulation 
in health care, where the state delegated decision- making authority to the professional 
bodies of medicine. �is worked as long as the quality of the relationship between doc-
tor and patient was in focus, but new ways of governance had to be developed as the 
states faced the challenges of expansion in funding needs and demands for cost and 
quality control (Tuohy, 2003). �e role of indirect instruments and third parties for 
maintaining accountability was now brought into the limelight as many governments 
developed a policy for information gathering and performance management. One way 
of framing the issue was to see the new regime as part of an “audit society” where control 
was pushed further into organizational structures, inscribing in it systems that could be 
audited (Power, 1997, 42).

Although the narratives are similar and most seem to worry about the consequences 
for established trust relations (Rosen, Israeli, and Shortell, 2012), there were also dif-
ferences among scholars in the way they framed the accountability problematic. Some 
were more preoccupied with context and how accountability was related to national 
and organizational cultures (Saltman, 2012) and politics (Mattei, 2009), whereas oth-
ers were seeking to develop the ideal model of accountability across national systems, 
focusing more on the variations among the various domains of the health care systems 
in any country (Emanuel and Emanuel, 2004). It is clear from these contributions, that 
accountability illustrates central dilemmas in the current governance of health care sys-
tems (�omas, 2003). In the following we will depart from a framework for studying 
accountability developed by Mark Bovens, which may be used to identify and analyze 
such dilemmas.

Bovens’ (2007) o�en cited de�nition of accountability is based on the distinction 
between an actor and a forum, and includes the precondition that some form of instru-
mental authority is involved: �e actor may face consequences on the basis of being held 
accountable by the forum, and the forum actually has the necessary authority to both 
demand accountability and impose sanctions.

�e social expectations of when and how to give account, the content of account giv-
ing and the types of potential sanctions associated with account giving vary over time 
and across di�erent social spheres. Formal rules for accountability relationships rep-
resent conscious attempt to establish such expectations and obligations. But account-
ability also has a more informal and dynamic side, since the formal rules are constantly 
interpreted and applied in practice. Indeed some types of accountability primarily rest 
on informal and normative basis (Romzek, 2014), where social sanctions are the main 
mechanism for ensuring trust- based relationships (Mans�eld, 2014). Such informal, 
trust and selection based accountability (Mans�eld, 2014) has been particularly impor-
tant within the �eld of health care, due to the high degree of information asymmetry 
between managerial/ public principals and professional agents. �is information asym-
metry makes it di�cult to monitor behavior and makes the cost of monitoring and 
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sanctioning relatively high. At the same time a high degree of �exibility is necessary 
for health professionals in making decisions on treatment. Selection and trust based 
accountability in health care rests on the formal education and subsequent licensing 
of medical professionals. Once you have been selected into the profession, you are for-
mally entrusted with treating patients and being part of the medical community. Within 
the medical community a number of informal norms exist to reinforce a constant focus 
on applying the most up- to- date evidence in treatment practices. �is informal, nor-
mative pressure operates through medical societies and peer group discussions at the 
general level, and within the speci�c organizational settings for delivering health care. 
Ideally this ensures a high level of professional ethics and best practice. However, one 
might argue that the degree of actual scrutiny of practices in peer- based systems can be 
relatively weak, and that there are few formal opportunities for sanctioning if things go 
wrong. Sanctions are o�en relatively subtle and relate to lack of promotion and gradual 
exclusion of the social community. �e e�ciency of this type of accountability scheme 
is thus based on the premise, that there are a signi�cant number of agents with trustwor-
thy internal motivations for delivering high quality services within this �eld, and that 
these internal motivations are backed by widely accepted social norms within the pro-
fession to ensure a high level of quality. �is premise has been questioned particularly 
in the past three decades for a number of reasons. First, the availability of information 
about performance is much greater today than in previous decades. �is means that 
poor performance is much more likely to be discovered by the public. Several highly 
publicized scandals, for example in England, bear witness to this (Peckham, 2014), but 
discussions about comparative performance have also been important drivers of health 
policy in the Nordic countries. Second, although the medical profession may consist 
of many idealistic and intrinsically motivated individuals, their normative orientation 
tends to be focused on clinical issues for the individual patient and not the broader and 
sometimes con�icting societal goals within health systems. Health care professionals 
may thus work hard to optimize within their clinical performance, but at the same time 
the system may fail to live up to broader objectives of cost containment, equity, respon-
siveness and promoting public health (Papanicolas and Smith, 2013). To ensure such 
broader objectives and to reinforce the internal normative structures within health pro-
fessions there has been a pressure to introduce additional accountability structures over 
the past three decades.

In the words of Mansbridge (2014) the combined result of such changes is that the 
core of trust and selection based accountability in regards to the professional sta�, has 
increasingly become circumscribed by political, administrative/ managerial or market 
based mechanisms to scrutinize performance and issue sanctions, if particular health 
professionals or organizational units fail to live up to standards. Some of these new 
accountability structures are generated by developments within the health care sec-
tor itself, while others are a product of general trends in public administration, which 
has meant that many parts of modern societies have become characterized by a mul-
titude of accountability forms. Such general reforms have introduced new governance 
forms, which have added to the complexity and ambiguity of the overall accountability 
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structure (Lægreid, 2014). To disentangle the complexity of the new accountability 
structure we �nd it useful to introduce an analytical distinction between six di�erent 
accountability forms (Mulgan, 2003; Willems and Van Dooren, 2012).

Political accountability denotes the relationship between political leadership and citi-
zens, in the sense that politics and policies are displayed and performed in a variety of 
areas where citizens may act as a forum towards political leaders. We emphasize the for-
mal “democratic chain of command” from voters to parliament and from parliament to 
executive powers (see column 2 in Table 21.1). Important accountability mechanisms 
in these relations are elections, where voters hold politicians to account, parliamentary 
scrutiny and questions and budgets and budget controls, transparency rules and admin-
istrative policy regulations for steering the bureaucracy (column 3 in Table 21.1).

By administrative accountability we emphasize accountability relationships inside the 
administration or by external audit institutions. Important relations are thus between 
higher and lower level administrators in hierarchical relations, and between internal 
and external auditors and public organizations. �ere has been a development where 
traditional “weberian” bureaucratic accountability has been supplemented or in some 
cases substituted by new public management (NPM) style “managerial accountability” 
based on performance measurements, contracting, benchmarking, and so on. External 
audit is another administrative accountability form. Some types of external auditing 
have existed for a long periods of time (e.g., general accounting o�ces and ombuds-
men), while others are more recent (e.g., accreditation of hospitals).

Professional accountability refers to accountability relationships that are oriented 
towards operational quality performance and professional standards. Much of this 
takes place internally within professional ranks, but there are also external and formal 
channels for professional scrutiny of conduct, for example through the complaint sys-
tem, whistleblower arrangements and audit agencies. Accountability relations are thus 
between peers and within medical hierarchies. Primary accountability mechanisms 
are peer reviews, whistleblowers and external examiners and health professionals, and 
increasingly also between administrators and professionals.

Public accountability refers to the external scrutiny of health care administration and 
organizations by more or less organized civic society groups and mass media. Both play 
an important role in health although in a rather ad hoc fashion and with clear bias in 
terms of which civic society groups (patients, industry, etc.) that have most resources to 
exercise this type of accountability.

Market accountability has traditionally played the most important role in market 
and contract based health care systems. However, in recent decades there has been an 
increase in the number of private actors and contractual relationships in most public 
health systems also. At the same time there has been an increased emphasis on patient 
choice as a policy tool in health care. A number of performance measurement systems 
have been developed to support choice including measurements of patient experiences, 
waiting times and quality.

Judicial accountability concerns the use of formal legal interventions through civil 
and administrative courts. �is type of accountability has traditionally played a less 
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Table 21.1  summarizes the presentation so far:

Accountability 
form

Accountability forum ↔ 
Account-  giver Account mechanism Main function

Typical 
direction

Political Voters ↔ parliament
Parliament ↔ government
Government ↔ 
administration

Elections
Parliamentary scrutiny, 
questions, votes of 
no- confidence, etc.
Budgets and budget 
control

Democratic
Constitutional

Vertical

Administrative Higher level ↔ lower level 
administrative  
staff/ units (Administrative 
chain  
of command)
Internal audit ↔ 
Public organizations/ 
hospital units
External audit ↔ 
administration/   
hospital units

Hierarchical scrutiny 
and intervention. 
Hard or soft contracts. 
Benchmarking and 
performance  
indicators
Internal or external 
audit, accreditation,  
etc.

Democratic
Constitutional
Performance

Vertical
Diagonal

Professional 

(individual)

Formal or informal 
profession groups ↔ 
Individual professional
Profession based external 
committees for evaluation  
of complaints, malpractice, 
etc. ↔ Individual 
professionals
Administrative bodies ↔ 
Individual professionals

Professional peer  
review
Whistleblowers
Profession based 
external scrutiny, for 
example through 
complaint procedures
Administrative 
examination of 
professional conduct  
of individual 
professionals

Constitutional
Performance

Horizontal
Diagonal
(Vertical)

Public Mass media ↔ health 
administration*, 
organizations and 
professionals
Organized civic society ↔ 
health administration*, 
organizations and 
professionals
“Ad hoc” action groups or 
individuals (e.g., e- based) 
↔ health administration*, 
organizations and 
professionals

Framing, agenda- setting, 
information channel, 
watchdog
Monitoring, critical 
dialogue, petitions, 
protest campaigns, etc.
Same.— But growing 
importance of e- based 
virtual communities  
and communication 
forms

Democratic Horizontal

(Continued)
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prominent role in the Nordic, universalistic health systems than in insurance based sys-
tems, as the legislation typically speci�es general obligations for public health systems 
rather than speci�c rights. However, there has been a tendency to inscribe more rights 
into the health legislation in recent years (waiting time guarantees, choice of provider, 
information and informed consent, etc.).

Function and Direction of 
Accountability

Classical accounts of accountability distinguish between a constitutional, democratic 
and performance function of accountability (Willems and Van Dooren, 2012). Public 
authorities are held accountable for a variety of well- established rules and procedures 
to prevent unfairness and abuse of power. Procedural rules regarding due process, equal 
treatment, openness and impartiality belong to this category. “Constitutional” rules are 

Accountability 
form

Accountability forum ↔ 
Account-  giver Account mechanism Main function

Typical 
direction

Market Shareholders/ owners ↔ 
health organizations
Consumers ↔ health 
organizations, individual 
professionals
Purchasers/ contracting 
agencies/ insurers ↔ 
Health organizations

General assemblies, 
boards. Sale and 
purchase of shares. 
Profit. Performance 
indicators
Choice of health 
organizations and 
professionals. Consumer 
panels and surveys. 
Reputation. Performance 
indicators
Monitoring adherence to 
contracts. De- selection 
for future contracts

Performance Horizontal

Judicial Judicial courts ↔ 
health administration*, 
organizations and 
professionals
Administrative courts ↔ 
health administration*, 
organizations and 
professionals

Formal judicial trials  
and procedures

Constitutional Diagonal

*Public or private insurers and public or private bodies responsible for organizing and delivering health 
services

Table 21.1  (Continued)

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   487 12/30/2015   11:53:55 AM



488   Karsten Vrangbæk and Haldor Byrkjeflot

meant to provide boundaries for the exercise of public power and to safeguard rights 
for the individual. Such concerns are also important within health care. �e principle 
of equal rights is safeguarded in universalistic health systems, and all European health 
systems have a set of minimum requirements for health care insurers and providers. But 
the issue of “policing the boundaries” of professional conduct and safeguarding rights 
has a deeper meaning within health care. �is is based on the high degree of informa-
tion asymmetry between professionals and patients, and by the potentially severe con-
sequences for the individual if professionals fail to live up to general standards. �is 
accountability relationship deals with protection of personal integrity, dignity and safety 
in all relationships between professionals, pharmaceutical and medical device produc-
ers and patients.

�e “democratic” function refers to the interest of citizens (or elected representa-
tives) to be able to control the legislative and executive powers of the state. Citizens 
should be able to hold representatives accountable for decisions and to select other 
representatives if necessary. Within health care this means having the means to control 
and select the formal democratic decision- makers that set the regulatory boundaries 
for health care and determine principles for allocation of public resources in the sec-
tor. In public integrated health systems such as the Nordic systems and the UK this 
also extends to controlling the public health care delivery organizations and their 
employees.

�e “performance” function deals with the output dimension of public activi-
ties (Scharpf, 1999). Citizens and patients should ideally be able to hold health care 
providers accountable for the results they achieve. Collectively we should be able to 
judge whether we get optimal societal value for the resources allocated to health care. 
�e types of measurements to support performance accountability range from qual-
ity data reported into clinical databases to process data (e.g., waiting times and adher-
ence to standards) and service quality data (e.g., measured as patient perceived quality). 
Performance data is o�en made publicly available to allow comparisons and question-
ing (public accountability) and to support e�orts to develop incentive schemes and 
sanctions by political, administrative or private principals (political, administrative and 
market accountability).

�e performance function has become more important in recent decades for the pub-
lic sector in general (Hood, 1991; Van Dooren, Bouckaert, and Halligan, 2010). �is is 
expressed in a signi�cant growth in monitoring and auditing mechanisms focusing on 
the three e’s of e�ciency, economy and e�ectiveness. Within health care we have seen an 
explosion in performance measuring systems focusing on quality, service and e�ciency.

An additional theoretical distinction should be made about the “direction” of account-

ability relations.
Schillemans (2011) distinguishes between horizontal and vertical accountability 

relationships. Vertical accountability refers to situations where a superior demands 
an account from a subordinate. As with classical hierarchical accountability, a de�n-
ing characteristic is that authority and distribution of roles are formalized or of a 
strong character; as is the case between a minister and a ministry. In horizontal 
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accountability mechanisms, the situation is rather an absence of hierarchical rela-
tions. Instead there is an accountability relationship to a third party, a peer, or a 
non- hierarchical forum. �e relationship may or may not be formalized; there is no 
subordination of one actor towards the other, as in the relationship between a semi- 
autonomous audit agency and an administrative institution or the relationship 
between interest groups and service producers. Bovens (2007) also suggests this dis-
tinction, but includes the possibility of a diagonal arrangement: In diagonal account-
ability relationships the forum is not hierarchically superior to the actor, but still has 
sanctioning powers and acts on behalf of another authority. Ombudsmen or inde-
pendent complaint boards could be examples of such accountability arrangements; 
they are not superior to the actors they hold accountable, but act on behalf of “the 
system” or “the public interest.” Sometimes horizontal accountability is reinforced by 
vertical accountability as political, administrative or private superiors hold subordi-
nate units jointly accountable.

We now have several dimensions to describe accountability within health systems. 
First, we can distinguish between di�erent accountability forms, each with several dif-
ferent forums and account- givers and associated accountability mechanisms. Second, 
we distinguish between di�erent functions of accountability. While democratic and 
constitutional functions have traditionally been closely linked to political, judicial 
and administrative accountability forms, and performance more closely to market and 
professional accountability forms, it is important to realize that di�erent forms may 
include concerns for several di�erent functions. For example, professional account-
ability typically is concerned with a due process and equity as well as performance. 
Similarly it can be argued that the performance function of accountability has gained 
importance in public health systems over the past three decades with the introduc-
tion of new public management perspectives and tools and that this is combined with 
di�erent forms of administrative accountability. �ird, we distinguish between di�er-
ent directions of accountability. We suggest that horizontal accountability forms have 
gained importance over time, as more services are delivered in networked structures 
and as traditional forms of government are giving way to new types of “governance” 
relations.

In this sense there tends to be a dynamic interaction between the di�erent dimen-
sions as pointed out by Willems and Van Dooren (2012) and accountability regimes 
should be seen as snapshots of forms, functions and direction of accountability 
in a particular context at a given point in time (Goodin, 2003; Tuohy, 2003; Mattei, 
2009). Reforms can shi� the relative importance of di�erent forms, functions and 
directions over time. �is may happen through formal rules, or more implicitly by 
introducing new institutional structures and relationships. �e result can be new 
con�gurations of the trust based accountability core and the formal, sanction- based 
periphery (Mansbridge, 2014). Understanding the gradual development of account-
ability regimes provides important insights into the governance of modern health care 
systems.
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Examples of Developments 
in Accountability for Health Care

�e Nordic countries as well as United Kingdom belong to the group of public inte-
grated health systems with a strong public role in stewardship, �nancing and delivery of 
services. Whereas the Nordic countries traditionally emphasize democratic governance 
at both the central and decentralized levels, the National Health Service (NHS) in the 
United Kingdom historically represented a more centralized system.

�e dominant accountability forms in the Nordic countries have traditionally (until 
the early 1980s) been professional accountability at the clinical level nested within 
democratic/ political and administrative accountability at national and decentralized 
levels for managing the system. Judicial accountability has been less prominent than in 
market- based systems, and market accountability has been of limited relevance due to 
the dominance of public �nancing and public provision. �is is in stark contrast to, for 
example the US health care system. Prior to the 1980s the public had limited insight and 
limited options for comparing health services, and thus played a relatively indirect role 
in accountability terms, primarily as voters at local, regional and national level.

However, a number of changes have been introduced from the 1980s and onwards in 
the Nordic countries, the UK and most other European health care systems (Vrangbæk, 
1999; Magnussen, Vrangbæk, and Hagen, 2009; Byrkje�ot, 2011; Olejaz et  al., 2012; 
Ringard et al., 2013; Lægreid, 2014). �e reforms and dominant change trends can be 
labelled under the following headlines:  (a)  NPM style reforms from the 1980s and 
onwards introducing choice, economic incentives, performance measurements and 
transparency (activity, service and clinical quality), (b) structural reforms changing the 
balance between central and decentralized governance (c) changes in the public/ pri-
vate mix of health care by introducing more private providers and encouraging volun-
tary private insurance, (d) various reforms and changes to promote integration of care, 
(e) digitalization and e- based solutions for communication, monitoring and delivering 
services.

In terms of accountability this has resulted in the following changes:

 1) Accountability relations have become more complex and layered over time 
(Bovens and Schillemans, 2011), with new combinations of form, function and 
direction,

 2) Administrative accountability has changed to increasingly incorporate “manage-
ment” and “market” accountability dimensions. In some cases these NPM related 
accountability types have replaced more traditional forms, but more o�en they 
have been added on top of existing forms sometimes creating tensions and lack of 
clarity for the involved account- givers (Lægreid, 2014; Byrkje�ot, 2011; Vrangbæk, 
1999).
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 3) Professional accountability is increasingly challenged by attempts to superim-
pose external administrative or market based accountability forms. Professional 
accountability has become more formalized, standardized and transparent 
(Timmermans, 2007).

 4) Although judicial accountability in general is still expected to play a minor role, 
particularly in the NHS type of systems, there is a tendency to develop more spe-
ci�c rights within health care. �is leads to more opportunities for taking judicial 
action (Hogg, 1999)

 5) Market accountability has become more important due to increased use of choice, 
contracting and privatization within health care.

 6) Social accountability plays a strong role, but various types of ad hoc e- based vir-
tual interest groups and campaigns have supplemented mass media and locality- 
based movements.

 7) Horizontal accountability has gained importance in post NPM e�orts to create 
less fragmented health care services and provide seamless service delivery across 
di�erent health and social care levels. Intergovernmental relationships have 
become tighter with more formalized mandatory collaboration between regions 
(hospitals) and municipalities. Regions, municipalities and delivery organiza-
tions engage in “dynamic accountability” relationships based on networks, recur-
sivity, deliberation, innovation, inclusion and publicity (Sabel and Zeitlin, 2008; 
Mansbridge, 2014). However, stronger accountability pressures from the state 
level in terms of monitoring and sanctioning mechanisms reinforce this type of 
horizontal dynamic accountability in case regions and municipalities fail to reach 
acceptable progress.

Based on these observations we can conclude, that there are indications of circum-
scribing the traditional core of selection and trust based accountability with a thicker, 
more complex and more penetrating layer of monitoring and sanctioning accountabil-
ity (Mansbridge, 2014). �is can be seen at the clinical level, where traditional reliance 
on selection and trust based accountability forms is challenged by IT based systems for 
monitoring performance, and by the widespread use of clinical guidelines, standards 
and operation procedures. In terms of the criteria developed by Mansbridge this can 
partly be explained by a reduction in the price of monitoring due to the introduction 
of IT solutions and collection of “big data”. Alternatively one can argue that some of the 
cost has been shi�ed to those being monitored, as they are responsible for taking the 
time to enter data and thus supply the basis for (self- ) monitoring. A similar develop-
ment has taken place in the accountability relations for hospitals and public authori-
ties (regions and municipalities). Hospital managers are increasingly held to account for 
process and outcome quality in addition to traditional economic management. Rising 
expectations among patients and in the general population contribute to this devel-
opment. �e authority of health care professionals has been weakened and people are 
less inclined to accept quality di�erences or failures. A third impetus for the develop-
ment is a growing need among state level politicians and administrators for being able 
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to manage increasing costs and medical technology advances. �is has necessitated a 
tighter control regime and better monitoring of performance.

Accountability relations between state and regions are also changing. �e state has 
implemented stronger governance of economic performance and tougher sanctions 
for budget overruns. Productivity increases are mandatory and failure to deliver such 
increases result in economic sanctions. In addition the two Nordic states also use so�er 
means in the form of benchmarking and publication of comparative data in order  
to hold regions and their hospitals accountable and to enable citizens/ patients to do 
the same.

Limitations and Critical Issues 
for Studying Accountability in Health 

Care in the Future

In this chapter we have used some of the more recent perspectives in public admin-
istration research on accountability to analyze developments in health care. We have 
also brie�y reviewed the literature in on health care accountability, but not in a com-
prehensive way. Our impression is that the health care literature on accountability has 
been centered on the relationship between the medical profession and a few of the other 
dimensions mentioned (e.g., state or market), but that there has been fewer attempts to 
give an overview of the multiple dimensions of accountability or discuss other dimen-
sions like administrative or social accountability. Our framework can contribute to a 
more systematic discussion of such issues. �e limits of our perspective are that we do 
not really seek to explain the development or make the systematic cross- national com-
parisons that may give us a better understanding of the context or the drivers for change. 
Our perspective is also limited to giving an over all view of the system rather than study-
ing accountability relations from the perspective of the organizations and the actors that 
are a�ected by them.

�e balancing act between responsibility and accountability will continue to be 
important in further studies. Responsibility is a more active process— it relates to del-
egated authority within a hierarchical system. Accountability is more about provid-
ing documentation for your competence, trustworthiness and control ambitions in a 
system of checks and balances. �e in�ation of accountability forms is a challenge for 
most health care systems, but it may perhaps be an even greater challenge for the public 
systems where health care historically has to a greater extent been integrated into local 
and central systems for democratic governance. �e challenges may be somewhat dif-
ferent in private market dominated systems like the United States, where the focus is on 
creating accountable care organizations rather than changing the system of health care 
regulation as such in order to maintain and rationalize a system for public provision of 
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health care (Fisher and Shortell, 2010). �ere are few comparative studies of accounta-
bility regimes in health care (but see Tuohy, 2003; Byrkje�ot, Christensen, and Lægreid, 
2014; Byrkje�ot, Vrangbæk, and Neby, 2013). Such studies and also historical case stud-
ies of single systems may be useful also in giving input to current reforms, cautioning 
ambitious reformers against making promises of developing “crystal clear” accountabil-
ity relations, and so on as they usually tend to do when new reforms are introduced in 
health care. Unfortunately there is no all- encompassing accountability theory that can 
help us understand the complex linkages and predict how di�erent regimes are really 
operating and how they will develop (Dubnick and Frederickson, 2011). It is, however, 
useful to map the set of accountability relationships in any given system, �rstly in order 
to avoid seeing the trees only and not the forest and secondly to be prepared for sur-
prises relating to accountability relations in health care.

�e “top down” approach to the analysis of accountability structures is valuable in 
it- self but obviously does not make it possible to understand how accountability logics 
work “on the ground”. We therefore suggest that the “top down” mapping should be sup-
plemented by a “bottom up” analysis of accountability regimes as seen from the perspec-
tive of di�erent actors within the health system.

�e purpose would be to analyze the accountability pressures facing speci�c actors 
in health system and the relative importance of di�erent accountability logics and of 
how organizations and professionals prioritize and deal with the di�erent types of 
accountability demands. �is type of “bottom up” analysis would provide a supplemen-
tary and perhaps more realistic picture of how the complexity of formal accountabil-
ity systems appear on the ground. �is accountability from below is similar to what for 
instance Sinclair (1995) has done. �e public servants she has interviewed feel the pain 
of accountability as they speak of a “blowtorch applied to the belly”, “Accountability is 
multiple and fragmented”, she concludes “being accountable in one form o�en requires 
compromises of other sorts of accountability” (Sinclair, 1995, 226, 231). Similarly in the 
studies of accountability in the NAV reforms1 in Norway (Lægreid and Fimreite, 2009), 
it was demonstrated how organizations must be accountable upwards to political sover-
eigns, horizontally to other network partners and agencies, and downwards to citizens 
and clients. Not surprisingly the study also concluded that it is very di�cult task to bal-
ance such multiple accountability relations and logics.

References

Bovens, M. (2007). Analysing and assessing accountability:  A  conceptual framework. 
European Law Journal, 13(4): 447– 468.

Bovens, M., Goodin, R. E., and Schillemans, T. (eds) (2014). �e Oxford handbook of public 

accountability. Oxford: Oxford University Press.

1 “Ny Arbeids og Velferdsforvaltning” (“New work and welfare administration”).

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   493 12/30/2015   11:53:55 AM



494   Karsten Vrangbæk and Haldor Byrkjeflot

Bovens, M. and Schillemans, T. (2011). �e challenge of multiple accountability: Does redun-
dancy lead to overload? In Accountable governance: Promises and problems, ed. Dubnick, 
M. J. and Friederickson, H. G, pp. XX- XX. London: M. E. Sharpe.

Brinkerho�, D. W. (2004). Accountability and health systems: Toward conceptual clarity and 
policy relevance. Health policy and planning, 19(6): 371– 379.

Byrkje�ot, H. (2011). Healthcare states and medical professions:  �e challenges from new 
public management. In �e Ashgate research companion to new public management, ed. 
Christensen, T. and Lægreid, P., pp. 147– 161. Aldershot: Ashgate.

Byrkje�ot, H., Christensen, T., and Lægreid, P. (2014). �e many faces of accountabil-
ity: Comparing reforms in welfare, hospitals and migration. Scandinavian Political Studies, 
37(2): 171– 195.

Byrkje�ot, H., Neby, S., and Vrangbæk, K. (2012). Changing accountability regimes in hos-
pital governance:  Denmark and Norway compared. Scandinavian Journal of Public 

Administration, 15(4): 3– 23.
Day, P. and Klein, R. (1987). Accountability: Five public services. London: Tavistock.
Denis, J. L. (2014). Accountability in healthcare organizations and systems. Healthcare policy/ 

Politiques de sante, 10(SP): 8– 11.
Dubnick, M. J. and Frederickson, H. G. (2011). Introduction: �e promises of accountabil-

ity research. In Accountable governance:  Promises and problems, ed. Dubnick, M.  J. and 
Friederickson, H.G. London: M.E. Sharpe.

Emanuel, E.  J. and Emanuel, L. L. (1996). What is accountability in health care? Annals of 

Internal Medicine, 124(2): 229– 239.
Etzioni, A. (1975). Alternative conceptions of accountability: �e example of health adminis-

tration. Public Administration Review, 35(3): 279– 286.
Fimreite, A.  L. and Laegreid, P. (2009). Reorganizing the welfare state administra-

tion: Partnership, networks and accountability. Public Management Review, 11(3): 281– 297.
Fimreite, A. L., Tranvik, T., Selle, P., and Flo, Y. (2007). Når sektorbåndene slites. Utfordringer 

for den norske velferdsmodellen. Tidsskri� for samfunnsforskning, 2: 165– 193.
Fisher, E. S. and Shortell, S. M. (2010). Accountable care organizations: Accountable for what, 

to whom, and how. Jama, 304(15): 1715– 1716.
Goodin, R.  E. (2003). Democratic accountability:  �e distinctiveness of the third sector. 

European Journal of Sociology, 44(3): 359– 393.
Harber, B. and Ball, T. (2003). From the blame game to accountability in health care. Policy, 

49: 49– 54.
Hogg, C. (1999). Patients, power and politics:  From patients to citizens. London:  SAGE 

Publications Ltd.
Lægreid, P. (2014). New public management and accountability. In �e Oxford handbook of 

public accountability, ed. Bovens, M., Goodin, R.  E., and Schillemans, T., pp. 324– 339. 
Oxford: Oxford University Press.

 Magnussen, J., Vrangbæk, K., and Hagen, T.  P. (2009). Nordic healthcare systems. Recent 

reforms and current policy challenges. Berkshire: World Health Organization/ McGraw- Hill 
Open University Press.

Mattei, P. (2009). Restructuring welfare organizations in Europe. Basingstoke:  Palgrave 
Macmillan.

Mulgan, R. (2000). Accountability:  An ever- expanding concept? Public Administration, 
78(3): 555– 573.

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   494 12/30/2015   11:53:55 AM



Accountability in Health Care   495

Olejaz, M., Nielsen, A. J., Rudkjøbing, A., Birk, H. O., Krasnik A., and Hernández- Quevedo, 
C. (2012). Denmark:  Health system review. Health Systems in Transition, 14(2):  1– 192. 
Available at:  <http:// www.euro.who.int/ en/ about- us/ partners/ observatory/ publications/ 
health- system- reviews- hits/ full- list- of- country- hits/ denmark- hit- 2012> (accessed October 
7, 2015).

Papanicolas, I. and Smith, P. (2013). Health system performance comparison: An agenda for 
policy, information and research Milton Keynes: McGraw- Hill International.

 Peckham, S. (2014). Accountability in the UK healthcare system: An overview. Healthcare pol-

icy = Politiques de sante, 10(SP): 154– 162.
Pollitt, C. and Hupe, P. (2011). Talking about government: �e role of magic concepts. Public 

Management Review, 13(5): 641– 658.
Power, M. (1999). �e audit society: Rituals of veri�cation. Oxford: Oxford University Press.
Relman, A. S. (1988). Assessment and accountability. �e third revolution in medical care. N 

Engl J Med, 319: 1220– 1222.
Ringard, Å., Sagan, A., Saunes, I. S., and Lindahl, A. K. (2013). Norway: Health system review. 

Health Systems in Transition, 15(8): 1– 162.
Romzek, B.  S. (2000). Dynamics of public sector accountability in an era of reform. 

International Review of Administrative Sciences, 66: 21– 44.
Rosen, B., Israeli, A., Shortell, S. (2012). Accountability in health care reconsidered. In 

Accountability and responsibility in health care: Issues in addressing an emerging global chal-

lenge, Vol. 1, ed. Rosen, B., Israeli, A., and Shortell, S., pp. 7– 22. Singapore: World Scienti�c.
Sabel, C. F. and Zeitlin, J. (2008). Learning from di�erence: �e new architecture of experi-

mentalist governance in the EU. European Law Journal, 14(3): 271– 327.
Saltman, R. B. (2012). Context, culture and the practical limits of health sector accountabil-

ity. In Accountability and responsibility in health care: Issues in addressing an emerging global 

challenge, Vol. 1, ed. Rosen, B., Israeli, A., and Shortell, S., pp. 189– 207. Singapore: World 
Scienti�c.

Schillemans, T. (2011). Does horisontal accountability work? Evaluating potential remedies for 
the accountability de�cit of agencies. Administration & Society, 43(4): 387– 416.

Sinclair, A. (1995). �e chameleon of accountability:  Forms and discourses. Accounting, 

Organizations and Society, 20(2): 219– 237.
Timmermans, S. (2005). From autonomy to accountability: �e role of clinical practice guide-

lines in professional power. Perspectives in biology and medicine, 48(4): 490– 501.
�omas, P.  G. (2003). Accountability in modern government. In Handbook of Public 

Administration, ed. Peters, B. G. and Pierre, J., pp. 557– 568. London, �ousand Oaks, CA, 
and New Delhi: Sage.

 Tuohy, C. H. (2003). Agency, contract, and governance: Shi�ing shapes of accountability in the 
health care arena. Journal of Health Politics, Policy and Law, 28(2/ 3): 195– 215.

Vrangbæk, K. (1999). New public management i sygehusfeltet— udformning og konsekvenser. 
In Når styringsambitioner møder praksis— Den svære omstilling af sygehus-  og sundheds-
væsenet i Danmark og Sverige, ed. Bensten, E. Z., Borum, F., Erlingsdottir, G., and Sahlin- 
Andersson, K., pp. 33– 56. København: Handelshøjskolens forlag.

Willems, T. and Van Dooren, W. (2012). Coming to terms with accountability. Public 

Management Review, 14(7): 1011– 1036.

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   495 12/30/2015   11:53:55 AM



Chapter 22

Pharmaceu ticals,  Money, 
and the Health Care 

Organizational Field

Wendy Lipworth

Health Care as a Social Institution

There are many di�erent ways of conceptualizing health care organizations and their 
roles in society. One view is that health care is �rst and foremost a “social institution”— 
that is, an institution that exists to ful�ll “collective goods.” �ese are goods that are 
intrinsically desirable (as opposed to simply being desired) and that are generated and 
maintained by institutional role occupants, who in turn have an institutionally derived 
“right” to the goods (Miller, 2009). In the case of health care, these collective goods con-
sist of those that promote survival by extending lives that would otherwise be cut short; 
those that promote ontological security by restoring and maintaining basic physical and 
social functioning, and those that promote human �ourishing by ensuring quality of life 
(Little et al., 2012; Montgomery and Lipworth, 2014).

Like all social institutions, the institution of health care is “normative” in the sense 
that it generates institutional rights and duties (deontic properties), and correspond-
ing social norms. �ese, in turn, attach to speci�c institutional roles, and morally con-
strain the activities of institutional role occupants (Miller, 2009). �e rights, duties and 
norms that characterize a social institution are expressed through, and exert their force 
through, the institution’s “logic”— that is, the “taken- for- granted” belief and mean-
ing systems that are evident in institutional patterns of activity, discourse and policy 
(Scott, 2014).

In its idealized form, the health care social institution is dominated by health care 
practitioners who adhere to a “professional” institutional logic. According to such a 
logic, clinical practitioners are given the resources they need to practice, either from 
governments or from private insurers, and they are allowed considerable autonomy 
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over their education, credentialing, quality assurance and pricing. In return, they are 
expected to behave as disinterested “others” and to prioritize the collective goods they 
produce over purely commercial considerations (Miller, 2009; Reay and Hinings, 2009; 
Goodrick and Reay, 2011; Scott, 2014).

�ere are also a number of other occupational groups within the health care organi-
zational �eld, each of which adheres to its own characteristic institutional logic or set of 
logics. �ese groups include health researchers in academic institutions, with their “sci-
enti�c” and “academic” logics (e.g. Owen- Smith, 2003; Miller, 2009; Swan et al., 2010; 
Arman, Li�, and Wikström, 2014), and health service administrators, and health policy-
makers, with their “managerial”, “government/ state,” “bureaucratic” or “administrative” 
logics (e.g. Miller, 2009; Goodrick and Reay, 2011; Waldor�, 2013; Blomgren and Waks, 
2015; Currie and Spyridonidis, 2015). While the rights, duties, and norms of these groups 
are not identical to those of professionals engaged in direct patient care, these occu-
pational groups are also expected to prioritize the collective goods they produce over 
purely commercial considerations.

The Commercialization of the Health 
Care Organizational Field

While the institution of health care is o�en viewed idealistically as one in which com-
merce is a means to an end rather than an end in itself, the fact is that the logic of the 
health care organizational �eld is, and always has been, in part a “market logic”— that is 
a logic characterized by the promotion of free and unregulated competition and the use 
of �nancial criteria and consumer satisfaction to judge success (Glynn and Lounsbury, 
2005; Scott, 2008; Goodrick and Reay, 2011; Pache and Santos, 2011).

Many believe that the health care institution is becoming increasingly tolerant of mar-
ket structures, values and norms. �is has been attributed to, among other things, the 
privatization of health care services (Janssen and Vandermade, 1990; Collyer and White, 
2011), and the increasing tendency for clinicians to emphasize their “technical expertise” 
as validated by the market and measured through metrics such as “cost e�ectiveness” 
and “consumer satisfaction” (Reay and Hinings, 2009; Scott, 2014). Similar trends have 
been observed in academic settings, where biomedical scientists race to commercialize 
their discoveries (with some of them leaving academia to become “entrepreneurs”), and 
with the increasing focus of government funding bodies and academic organizations on 
commercial measures of productivity (Shapin, 2008; Smith, 2012).

Alongside this “marketization” of clinical and academic organizations, there has been 
an enormous growth in the size and power of several “for pro�t” industries within the 
health care organizational �eld. �ese include the pharmaceutical industry, the biotech-
nology industry, medical devices and diagnostics industries, as well as industries dedi-
cated to the production of health foods and complementary and alternative medicines.
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In the remainder of this chapter, I will map the contemporary health care organiza-
tional �eld, with a particular emphasis on the pharmaceutical industry and the organi-
zational forms with which pharmaceutical companies interact. I will then describe the 
various ways in which stakeholders have responded the rise of the pharmaceutical indus-
try within the health care organizational �eld. �is will be followed by some suggestions 
as to how tensions between and within stakeholder groups might be conceptualized, 
and how actors within the health care organizational �eld might better accommodate 
the presence of the pharmaceutical industry without completely sacri�cing their com-
mitment to their professional, academic or administrative values and norms.

Mapping the Health Care 
Organizational Field

�e Rise of the Pharmaceutical Industry

Many of the pharmaceutical companies we know today began their lives in the late 
19th and early twentieth century when apothecaries began manufacturing drugs such 
as morphine, quinine, and strychnine, and dye and chemical companies began to dis-
cover medical applications for their products. Several pharmaceutical companies 
whose names persist to this day, such as Merck, Schering, Roche, Smith Kline, Parke- 
Davis, Bayer, Ciba, Geigy, and Sandoz �rst emerged at this time (Daemmrich and 
Bowden, 2005).

�e “modern” pharmaceutical industry came into its own between 1930 and 1960, 
with the development of an array of revolutionary medicines including immunosup-
pressants, antibiotics, antimalarials, synthetic vitamins, hormones, antihistamines and 
anesthetic agents. During the 1970s and 1980s, new techniques for targeting therapies 
against physiological processes enabled the development of (among others) antihyper-
tensives, cholesterol reducing drugs, tranquilizers, antidepressants, anti- in�ammatory 
drugs, contraceptives and cancer therapies. Since the 1980s, developments in molecular 
biology, genomics, biotechnology, and information technology have contributed to fur-
ther therapeutic breakthroughs (Le Fanu, 2000; Daemmrich and Bowden, 2005).

Today, the pharmaceutical industry is facing a number of challenges including 
decreasing productivity, increasing research and development costs, growing competi-
tion from manufacturers of generic medicines, threats to global intellectual property 
regimes, and increasing demands from those who pay for medicines that companies 
demonstrate not only the safety and e�cacy of new medicines but also genuine “innova-
tion” and value for money (Kaitin, 2010; Munos and Chin, 2011; Khanna, 2012).

Pharmaceutical companies have begun to respond to these challenges by outsourc-
ing much of their research, development and manufacture to countries such as Brazil, 
Russia, India and China (George et  al., 2013; Rafols et  al., 2014); by relying less on 
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discovering “blockbuster drugs” and more on developing “personalized medicines” 
(Paul et al., 2010, Zuckerman and Milne, 2012); by joining with other companies and 
with universities in various kinds of “open innovation” initiatives and research and 
development (R&D) “partnerships” (Hunter and Stephens, 2010; Bianchi et al., 2011); 
by leveraging the “big data” that can be generated and analyzed through new biological, 
information, and computational technologies (Allarakhia and Steven, 2011; Lesko, 2012; 
Menius and Rousculp, 2014); and by tailoring their R&D to the mandates of consumers, 
clinicians and funding bodies (Epstein, 2012; Basch, 2013).

Despite the challenges it faces, the pharmaceutical industry is enormously pro�t-
able and powerful, with global sales of over $1 trillion. �e growing global burden 
of both infectious and chronic disease, together with international trade liberaliza-
tion, bode well for the future of the industry, and it has been projected that the global 
pharmaceutical market could be worth more than $1.6 trillion by 2020 (PWC, 2012). 
�e health care organizational �eld is therefore likely to remain highly commer-
cialized, and the pharmaceutical industry is likely to remain a central force in this 
institutional trend.

Organizational Forms that Interact 
with Pharmaceutical Companies

�is growth of the pharmaceutical industry has had far- reaching e�ects on other 
organizational forms within the health care organizational �eld. In some cases, these 
organizational forms owe their existence— or at least their prominence— to the phar-
maceutical industries, while in other cases pre- existing organizational forms have been 
changed in profound ways by the existence of the pharmaceutical industry.

Organizations �at Are Supported by the  

Pharmaceutical Industry

�ere are a number of organizational forms within the health care organizational �eld 
that rely heavily on the pharmaceutical industry to fund their core activities or to pro-
vide them with other kinds of support. �ese include academic researchers, clinicians, 
biomedical journals, and patient advocacy organizations.

Academic basic scientists are encouraged by both universities and funding organi-
zations to commercialize their discoveries, and this o�en entails them joining with 
pharmaceutical companies in various kinds of “public- private” partnerships (Jakobsen, 
Wang, and Nwaka, 2011; Goldman, Compton, and Mittleman, 2013). Similarly, almost 
all clinical trials internationally are now funded by the pharmaceutical industry 
(Buchkowsky and Jewesson, 2004; DeMets and Cali�, 2011).

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   499 12/30/2015   11:53:55 AM



500   Wendy Lipworth

Practicing clinicians rely heavily on the pharmaceutical industry not only to produce 
the medicines they prescribe, but also to “educate” them about these medicines. A sig-
ni�cant proportion of formal continuing medical education programs are funded by 
the pharmaceutical industry, and many clinicians rely on pharmaceutical representa-
tives (“drug reps”) for information about new medicines (Holmer, 2001; Rodwin, 2010). 
Professional medical associations also o�en rely on industry funding for their confer-
ences, journals, patient educational materials, advocacy activities, research grant pro-
grams and clinical practice guidelines (Rothman et al., 2009; Dalsing, 2011).

Biomedical journals gain much of their prestige and their “impact factors” from pub-
lishing the results of “pivotal” clinical trials. �ey therefore rely on their relationships 
with the authors of pharmaceutical industry- funded clinical trials in order to attract 
these publications. Journals also derive much of their income from the pharmaceuti-
cal industry in the form of advertising, purchase of article reprints (which are precious 
marketing materials for pharmaceutical companies) and sponsorship of special issues 
and supplements (Hopkins, Galligher, and Levine, 1999; Fugh- Berman, Alladin, and 
Chow, 2006; Fugh- Berman, 2010).

Finally, most patient advocacy organizations derive their income from pharmaceuti-
cal companies, who then work closely with these groups to advocate for access to medi-
cines that might otherwise not be registered for marketing or funded as part of public or 
private insurance schemes (Rothman et al., 2011; Rose, 2013).

Medicines Policymaking Organizations

Many medicines policymaking organizations owe their very existence— or at least their 
prominence— to the pharmaceutical industry. �ese include drug regulatory agencies, 
such as the US Food and Drugs Administration (FDA), and the European Medicines 
Agency (EMA) that assess the safety and e�cacy of new and existing medicines (Annas 
and Elias, 1999; Daemmrich and Bowden, 2005). �ey also include public and private 
organizations devoted to conducting “health technology assessments” of new medi-
cines, making resource allocation decisions, and producing clinical practice guidelines 
(Stevens, Milne, and Burls, 2003; Volmink et al., 2004; Steinbrook 2008). In some cases, 
these regulatory and funding organizations are supported �nancially by industry, deriv-
ing their operating budgets from he�y “submission fees” from the companies who want 
to have their medicines registered or subsidized (Salkeld, 2011; Wolfe, 2014).

Related Commercial Organizations

A new commercial organizational form that has emerged as a direct result of the growth 
of the pharmaceutical industry is that of the “contract research organization” (CRO). 
�ese organizations have emerged as a result of the increasing cost and complexity of 
drug development, regulation, funding and marketing, and pharmaceutical companies 
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now have the option of outsourcing almost any of their functions to CROs (Mirowski and 
Van Horn, 2005; Kaitin, 2010). CROs now number in the thousands globally and, together 
with other similar organizations such as medical writing companies, have functions as 
specialized as generating pathology reports for toxicology analyses (Rovira, Foley, and 
Clemo, 2011), accessing crowd- sourced cohorts for clinical research studies (Swan, 2012), 
and writing clinical research articles and regulatory documents (Leventhal, 2013).

Another group of commercial organizations that interact frequently with the phar-
maceutical industry are the venture capital organizations that provide start- up funds for 
small pharmaceutical or biotechnology companies (Guston, 1999; Samila and Sorenson, 
2010; Ratcli�e, 2011; Sanberg, 2014). Pharmaceutical and biotechnology companies might 
also seek capital support at the later stages of drug development from new kinds of organ-
izations such as “no research, development only” (NRDO) companies, which license 
compounds in or beyond the clinical development phase (�iel, 2004; Herson, 2006).

�ere are, therefore, many di�erent organizational forms within the health care 
organizational �eld that interact “frequently and fatefully” (Scott et al., 2000, 13) with the 
pharmaceutical industry, and that would not exist at all, or would not exist in a form that 
we would recognize today— if the pharmaceutical industry was not as in�uential as it is.

Responses to the Pharmaceutical 
Industry

�e rise of the pharmaceutical industry within the health care organizational �eld has 
provoked passionate responses from many institutional actors, generating major con-
troversies within academic, political and public debates. As Santoro notes:

Perhaps no business engages the worlds of science, medicine, economics, health, 
human rights, government, and social welfare as much as the pharmaceutical indus-
try. As the twenty- �rst century begins, however, there is growing controversy and 
even hostility in the relationship between the pharmaceutical industry and the pub-
lic (Santoro and Gorrie, 2006, 1).

�ese responses can be grouped into three broad categories: criticism of the pharma-
ceutical industry, support for the pharmaceutical industry, and uncertainty about the 
pharmaceutical industry.

Critics of the Pharmaceutical Industry

Many social and political scientists, economists, journalists, bioethicists and other com-
mentators are intensely critical of the pharmaceutical industry. �ese criticisms are 
broad ranging, focusing on (among other things) pharmaceutical companies’ history 
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of developing drugs for commercial gain rather than to address genuine unmet global 
health needs; creating new “diseases” or expanding disease de�nitions to enlarge their 
markets; exploiting research participants; distorting the design, analysis, and publica-
tion of research; abusing tax breaks and intellectual property laws; overstating their role 
in, and the cost of, drug development and therefore over- pricing medicines; providing 
incomplete or misleading information to regulatory and funding agencies; interfering 
with policymaking processes; failing to monitor the safety and e�ectiveness of their 
products once they are on the market; continuing to promote products that they know 
to be ine�ective or harmful; and engaging in aggressive, misleading, manipulative, and 
sometimes illegal, marketing, advertising, and medical “education.”

An entire genre of literature has emerged in which the industry is condemned for 
these and other misdeeds. �is quotation from Marcia Angell, a strong critic of the 
industry who was once editor of the prestigious New England Journal of Medicine, is 
typical:

contrary to its public relations, the industry discovers few genuinely innovative 
drugs, spends less than half as much on research and development (R&D) as on 
marketing and administration,…put(s) most of their e�orts into turning out higher- 
priced versions of existing medicines and persuading us to take more of them…
(and) uses its immense wealth and power to co- opt nearly every institution that 
might stand in its way (Angell, 2004, xvi).

At times, these behaviors are viewed as evidence of outright corruption on the part of the 
pharmaceutical industry. Angell, for example, highlights evidence of companies “rig-
ging prices,” “o�ering kickbacks,” engaging in anticompetitive practices, and attempting 
to cover up these activities (Angell, 2004, 230).

Others view industry misbehavior less as outright corruption than as the expected, 
but nonetheless corrosive, e�ects of a commercial imperative playing itself out within 
the health care organizational �eld. In his book, evocatively entitled “Pharmageddon,” 
David Healy captures this view in his claim that:

Pharmaceutical companies … have no interest in what molecules might reveal about 
how humans work. Molecules are only interesting insofar as they can be used to cap-
ture market niches (Healy, 2012, x).

In the book “White Coat Black Hat,” the bioethicist Carl Elliott argues similarly that:

if more academics think like businesspeople now, it is partly because the world in 
which drugs are tested, developed and marketed is so completely ruled by business 
(Elliott, 2010, xii).

And in “Powerful Medicines,” Jerry Avorn, a Harvard physician and pharmaco- 
epidemiologist claims that:
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[t] he scent of economic incentive is everywhere in medicine, occasionally rising to 
the level of stench (Avorn, 2005, 401).

According to these critics, the pharmaceutical industry’s attempts to justify its actions 
are unconvincing. Avorn, for example, takes issue with the industry’s claim that high 
drug prices are a fair and necessary reward for investment in drug development. He 
describes this as a “Research Ultimatum” and argues that while industry’s claims are:

pregnant with portent for the future of medicine … for many scientists, its logic just 
leaves stretch marks on our credulity, and fails to deliver on most of the policy impli-
cations it implies (Avorn, 2005, 199).

Similarly, critics of the pharmaceutical industry are skeptical about the industry’s will-
ingness to reform itself. As Angell argues:

Sadly, there is little sign that the pharmaceutical industry is responding to its current 
di�culties by changing its behavior. It continues to make me- too drugs as its major 
product, to use its massive marketing muscle to promote them relentlessly, to charge 
prices as high as it can get away with, and to act as if it puts short- term pro�ts ahead 
of everything (Angell, 2004, xxi).

�e pharmaceutical industry is seen to be not only immoral in its own right, but also to 
have a corrosive in�uence on the other institutional actors and organizations with which it 
interacts in the health care organizational �eld. Healy, for example, argues that doctors are:

Locked into the distribution channel for prescription- only drugs, hemmed in by 
their science, … (and thus) increasingly resemble the employees of the occupational 
health department of a factory that in the course of business exposes its workers to 
disability- inducing aerosols (Healy, 2014).

Hardly a week goes by without a report in a medical journal about a newly discov-
ered “con�ict of interest” involving health care practitioners, academic researchers, 
journal editors or policymakers. �e view is that these once independent endeavors 
are now “for sale” (Angell, 2000). �ose who bene�t �nancially or otherwise from 
interactions with industry are seen to be “easily fooled” (Elliott, 2010, xiv) and to lose 
their capacity and/ or willingness to be objective in ful�lling their primary obliga-
tions to patients or the public. Discussing industry support of medical education, 
Avorn cautions that:

�e more that medical schools and their teaching hospitals become dependent on 
support from industry to fund their research and educational activities, the easier 
it is for their faculties to become convinced that what’s good for those companies is 
good for their institutions (Avorn 2005, 214).
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�e capacity for industry wrongdoing to taint the reputations of other organizational 
forms is also evident in the suspicion that arises when these organizations fail to 
detect or respond to industry wrongdoing. For example, when several pharmaceuti-
cal companies were found to have obscured evidence about the link between anti- 
depressants and suicide in adolescents and children, this also revealed what was seen 
to be a “culture of denial” within regulatory bodies such as the US Food and Drug 
Administration (Avorn, 2005). �e case of the anti- in�ammatory drug “Vioxx” is also 
illustrative: when it emerged that the manufacturer (Merck) had known about, and 
hidden, information about an increased risk of heart attacks, the academic research-
ers who had been involved in Vioxx trials, and had authored journal articles, were 
taken to task for not disclosing all that they knew, and were forced to defend them-
selves publicly against these accusations (Curfman, Morrissey, and Drazen, 2005; 
Bombardier et al., 2006).

Supporters of the Pharmaceutical Industry

While the discourse about the pharmaceutical industry is dominated the voices of crit-
ics, these voices are balanced to some degree by the those who focus on the ways in 
which the pharmaceutical industry has “revolutionized” health and medicine over the 
past century and on its promise for the future.

Not surprisingly, those who work within the pharmaceutical industry emphasize the 
many life- saving health technologies that exist only because of the industry, and the 
risks that pharmaceutical companies take to develop these medicines. �is statement 
from the International Federation of Pharmaceutical Manufacturers and Associations 
(IFPMA) is typical:

�e research- based pharmaceutical industry plays a unique role in developing 
new medicines and vaccines to prevent and treat diseases, and improve the lives of 
patients. Its key contribution to medical progress is turning fundamental research 
into innovative treatments … Despite challenging business conditions, the indus-
try undertakes investments that are considerably more risky than those in other 
high- technology sectors. By investing billions of dollars and thousands of scientist- 
hours, it pushes the limits of science, improves global health and contributes to the 
prosperity of society (International Federation of Pharmaceutical Manufacturers & 
Associations (IFPMA), 2011, 11).

�e industry also defends the roles it plays in policymaking, advocacy and continu-
ing medical education, seeing no con�ict in the goals of industry and those of other 
stakeholders:

Just as it leads in biomedical innovation, the pharmaceutical industry is proud 
to play a leading role in sponsoring continuing medical education (CME) for 
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physicians— an e�ort that serves the overriding mutual interest to ensure that 
patients receive the most up- to- date and appropriate care (Holmer, 2001, 2012).

Support for the pharmaceutical industry also comes from outside the industry from 
people who emphasize the important roles that industry plays in developing and manu-
facturing medicines and supporting biomedical research, policymaking and medical 
education. �ese supporters of industry may attempt to defend the industry against 
what they see as unwarranted attacks. Barton and Stossel, for example, deride the 
“movement” that has emerged to address �nancial con�icts of interest as follows:

�e [�nancial con�ict of interest] narrative has buried its opposition in an avalanche 
of one- sided rhetoric, forming what behavioral economists call an ‘availability cas-
cade’ of industry vili�cation and unsubstantiated accusations (Barton, Stossel, and 
Stell, 2014, 666).

De George acknowledges that the pharmaceutical companies sometimes misbehave, 
but pleads for a more nuanced view of industry’s failings, noting that:

those who are a party to the dispute focus on the period of [patent] protection and 
o�en forget the long- term bene�ts to all that follow when the protection expires (De 
George, 2009, 170).

More generally, Santoro complains about the well- rehearsed platitudes and taken- for- 
granted axioms that characterize criticisms of the pharmaceutical industry, arguing 
that “among observers outside the industry, the greed and moral failings of the industry 
approach the state of a truism” (Santoro and Gorrie, 2006, 3).

Uncertainty about the Pharmaceutical Industry

While the literature on the pharmaceutical industry is dominated by strongly negative 
and, to a lesser extent, strongly positive claims, there is also evidence that some organi-
zational �eld actors are uncertain about the moral status of the industry and those who 
interact with it.

In a qualitative interview study of Australian medical specialists, for example, Doran 
et al. found that while some doctors feel con�dent about engaging with industry as 
researchers and prescribers, and others avoid industry altogether, a signi�cant propor-
tion �t into a group they referred to as “ambivalent engagers.” �ese doctors recognized, 
for example, that the pro�t motive simultaneously drives pharmaceutical innovation, 
which they support, and underpins industry misconduct, which worries them (Doran 
et  al., 2006). Other studies have revealed similar ambivalence among clinicians, 
researchers and policymakers about the industry and their interactions with it (Prosser, 
Almond, and Walley, 2003; Glaser and Bero, 2005; Morgan et al., 2006).
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Uncertainty about the pharmaceutical industry is also evident at the organizational 
level in the tendency for universities, teaching hospitals and governments to demand 
that biomedical researchers engage with industry and commercialize their discov-
eries, while at the same time expecting these interactions to be limited, disclosed and 
defended (Zinner et al., 2010; Chapman et al., 2012). Similarly, policymaking commit-
tees, such as those making regulatory or funding decisions, or producing clinical prac-
tice guidelines, are expected to include people with high levels of expertise— many of 
whom are employees of industry or academic “key opinion leaders” who have close ties 
to industry— while at the same time ensuring that decision- making is free of industry 
in�uence (Rockey and Collins, 2010; Norris et al., 2012).

Understanding Ambivalence

�e discourse about the pharmaceutical industry and those who interact is clearly 
shaped by a deep ambivalence about the industry. �is ambivalence manifests itself at 
two levels: in debates between those who are wholeheartedly “for” industry and those 
who are “against” it, and in the inner con�icts of those who appreciate and rely on indus-
try but distrust it at the same time.

�e ambivalence towards the pharmaceutical industry has been explained in a variety of 
ways, which can be categorized broadly as socio- political, moral, intersubjective and “logi-
cal.” Taking a socio- political view, Santoro views ambivalence as: “the unraveling of a “grand 
bargain” between the pharmaceutical industry and society. �is grand bargain, he argues:

was a complex, implicit social contract that allowed the modern global pharmaceuti-
cal industry to emerge in the second half of the twentieth century” and that was ben-
e�cial to industry and society alike.

Today, however, “this grand bargain is in tatters and public mistrust and resentment of 
the industry run feverishly high” (Santoro and Gorrie, 2006, 1).

�e creation and subsequent breakdown of this social contract has likely been has-
tened by the fact that the governments and courts worldwide have intervened in numer-
ous ways over the years to “protect the pharmaceutical industry from the downsides 
of drug development work” (Avorn, 2005, 202)  through tax breaks and intellectual 
property protections that are not o�ered to other kinds of companies. �is has, in turn, 
created expectations of the pharmaceutical industry that might not be applied to other 
corporate entities, and that have been unful�lled, leading to a sense of betrayal.

Taking a more morally oriented view, De George attributes the tension between the 
pharmaceutical industry and its critics to “an apparent con�ict of two rights” in which:

On the one hand (there) is the right of for- pro�t corporations to make a pro�t 
within the bounds set by law and ethics…In this respect there are no special rules for 
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corporations in the health care industries. On the other hand (there) are the human 
rights of all people to life, and so to health care, which seems to impose obligations on 
those able to provide such care. �ese are obligations not placed on other corporations  
(De George 2009, 171– 172).

�e ambivalence about the pharmaceutical industry therefore stems from the sense that 
the pharmaceutical industry has failed to ful�ll its obligations to those with a right to 
health care.

De George goes on to note, however, that the positive right to health care in fact rests 
primarily with governments, and not with corporations. Insofar as pharmaceutical 
companies do have obligations, these are limited to producing the life- saving drugs they 
develop in su�cient quantities, and doing their “fair share,” along with governments to 
rescue those in need. Matters are complicated further by the idea that the pharmaceuti-
cal industry as a whole might have obligations that are not held by individual compa-
nies (De George, 2009). Ambivalence towards the pharmaceutical industry is therefore 
exacerbated by di�erent stakeholders having di�erent ideas as to what obligations rest 
with government, the industry as a whole, and individual pharmaceutical companies.

Elliott interprets ambivalence towards the pharmaceutical industry intersubjectively 
in terms of trust. He likens commercialized medicine to the Internet, which has been 
“transformed by commerce” and which has, in turn, “opened a window for deception” 
(Elliott, 2010, xv). Yet, unlike the Internet, which “does not operate on trust anymore” 
medicine still “operates by the old rules”:

Medical journals still trust authors; patients still trust doctors; researchers trust 
subjects; and subjects trust researchers. Nobody wants to admit that the world 
has changed. Nobody is willing to concede that trust may no longer be warranted 
(Elliott, 2010, xv).

�is ongoing need and desire to trust in an entity that is not fully trustworthy is there-
fore a compelling explanation for the ambivalence that people feel towards the pharma-
ceutical industry.

A fourth way of understanding the ambivalence towards the pharmaceutical industry 
is that it stems from the ways in which organizational �eld actors respond to instances 
in which there are con�icting or competing institutional logics. As explained previously, 
the rights, duties and norms that characterize a social institution are expressed through, 
and exert their force through, the institution’s “logic”— that is, the “taken- for- granted” 
belief and meaning systems that are evident in institutional patterns of activity, dis-
course and policy (Scott, 2014).

�ese logics are o�en multiple and may compete or con�ict, and researchers have 
identi�ed a number of strategies that institutional actors use to navigate competing 
logics. �ese include continued e�orts to ensure that one logic prevails and another is 
extinguished. �ey also include a variety of methods of accommodating more than one 
logic, including: compartmentalization, in which actors selectively accept some parts 
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of a new logic which rejecting others; ceremonial compliance, where actors reject all 
or some of an undesirable logic, but do so covertly while pretending to be accepting of 
the new logic; pragmatic collaboration, where actors “agree to disagree” in order to be 
able to work together on shared tasks and common goals; and balancing, where actors 
embrace two logics simultaneously and either try to �nd some kind of “middle ground” 
or embrace one logic at some times, and another logic at other times (Kitchener, 2002; 
Nelson, 2005; Meyer and Hammerschmid, 2006a, 2006b; �ornton and Ocasio, 2008; 
Reay and Hinings, 2009; Pache and Santos, 2011). �is latter group of strategies might 
result in the formation of a “hybrid” logic (Montgomery and Oliver, 1996; Glynn and 
Lounsbury, 2005).

It is possible that some of those who are unequivocal in their criticism or defense of 
the pharmaceutical industry have “chosen” either to embrace or fully reject the existence 
of a market logic within the health care organizational �eld and are determined to either 
rid the organizational �eld of the industry altogether or allow the �eld to become one 
that is dominated by the industry and its market logic. �is would be consistent with the 
�rst strategy described above: that of competition aimed at achieving complete domi-
nance in a “zero sum game.”

On closer inspection, however, it seems that even the strongest critics of the pharma-
ceutical industry accept the need for the industry in one form or another and are more 
concerned with addressing market failure than with ridding the organizational �eld of 
the market itself. In this regard it is noteworthy that some of the strongest critics of the 
pharmaceutical industry explicitly make the distinction between the evils of markets 
per se, and the problem of market failure. Angell, for example, argues that the “pro�t-
ability of the pharmaceutical industry and the poor access to drugs in many parts of 
the world” has “thrived under conditions of characterized by enormous asymmetry of 
information between buyers and sellers” and is a “classic case of market failure” (Angell, 
2004, x). Avorn places the blame for market failure �rmly on the pharmaceutical indus-
try, arguing that:

Although the industry extols the virtues of unfettered markets, several companies 
have developed creative strategies to disable these very markets (Avorn, 2005, 225).

If we accept that most institutional actors— including those who are most critical of 
industry— have not rejected the pharmaceutical industry completely, then the question 
arises as to what strategies they are using to accommodate the market logic within the 
health care organizational �eld.

�e main strategy used to accommodate the industry and its market logic seems 
to be that of compartmentalization (also referred to as loose coupling, bricolage, seg-
mentation or selection), in which actors explicitly embrace some parts of the market 
logic, while explicitly rejecting others. �is approach is most clearly evident in calls to 
“distance” or “disentangle” science, medicine, publishing, policymaking and consumer 
from the pharmaceutical industry so that the in�uence of industry is more limited.
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The idea that it is both desirable and possible to compartmentalize the market 
logic is obvious in the almost endless debates about exactly what kinds of interac-
tions with industry are, and are not acceptable, and which of these interactions 
need to be disclosed to other stakeholders. Rules for interactions with the phar-
maceutical industry almost always allow some kinds of interactions, reject others, 
and insist that certain kinds of interactions are disclosed in the public domain. 
Importantly, every set of rules and guidelines is unique with respect to where it 
draws these lines.

A second strategy used by institutional actors to manage the tension between the 
market logic and other logics is that of “decoupling.” �is is evident in the approaches 
(described above) of many clinical, research, publishing and policymaking organi-
zations to con�icts of interest On the one hand, these organizations behave as if reli-
ance on industry is a necessary and even desirable part of everyday business, and they 
expect and encourage their employees to engage with industry. But at the same time, 
they expect these same employees to declare and be able to defend all interactions with 
industry. It is likely that individual institutional actors also engage in a kind of decou-
pling process in order to cope with the cognitive dissonance that must arise when they 
are put in these ambiguous situations.

A third strategy that is evident is that of “balancing.” Here institutional actors try 
to �nd a “middle ground” or “sweet spot” where the primary goals of industry and 
those of researchers, clinicians, policymakers and journal editors can all be satis�ed. 
�is approach is evident when people argue that companies and patients both bene�t 
from adequately rewarded pharmaceutical innovation, even if this means that the price 
of patented medicines places them out of some people’s reach. �e idea that there is a 
“middle ground” is also evident in claims that both the industry and other stakeholders 
can bene�t from properly controlled industry involvement in research, policymaking, 
publishing, education, and consumer advocacy. �is strategy might also entail “refram-
ing” commercial values, norms, goals and activities so that they sound more compatible 
with those of other stakeholders.

Another approach to balancing is not to attempt to �nd a middle ground, but 
rather to fully embrace the entirety of one logic in some circumstances, and fully 
embrace another, competing, logic at other times. �is “dialectical” strategy is evi-
dent, for example, in the attitudes of those who want there to be no limits at all on the 
commercialization of biomedical research, but who simultaneously believe that no 
commercial in�uence should be allowed when it comes to policymaking or medical 
education.

�ere are, therefore, at least four di�erent strategies that actors within the health 
care organizational �eld use to manage the ambivalence that arises from tensions 
between the market logic of the pharmaceutical industry, and the professional, sci-
enti�c or administrative logics that have, at least in theory, traditionally dominated 
the �eld.

OUP UNCORRECTED PROOF – FIRSTPROOFS, Wed Dec 30 2015, NEWGEN

oxfordhb-9780198705109.indd   509 12/30/2015   11:53:56 AM



510   Wendy Lipworth

Addressing Ambivalence

It is highly unlikely that ambivalence towards the pharmaceutical will ever be overcome. 
As Santoro notes:

Given the divergent ends of a for- pro�t industry and a product with immense public 
health implications, there will always be some tension in the relationship between 
the pharmaceutical industry and society (Santoro and Gorrie, 2006, 2).

Put another way, it seems highly unlikely that a “hybrid logic” will ever be created that 
will comfortably accommodate both market and professional logics and in which the 
pharmaceutical industry will sit comfortably within the health care organizational �eld.

�is is not necessarily a bad thing— a�er all, ongoing ambivalence ensures that the 
necessary checks and balances will always be in place so that any one institutional logic 
does not come to completely overpower the organizational �eld. We would not want 
critics to stop pointing out industry wrongdoing. Nor would we want the industry to 
stop defending itself and reminding us of all the ways it contributes to our survival, 
security and �ourishing.

In a sense, the strong pro-  and anti- pharma positions re�ect opposite poles of 
a“dialectic.” �e existence of this dialectic re�ects the fact that the health- care organiza-
tional �eld, like all complex psycho- social realities, inevitably contains within it poten-
tially polarized elements (Bhaskar et al., 1998). �e best way to deal with these kinds 
of social realities is through dialectical forms of reasoning and debate, which involve 
explicit thinking in terms of contradictions (Flak, Nordheim, and Munkvold, 2008), 
and which challenge the idea that apparent contradictions about the nature of social 
reality are necessarily re�ective of a poor grasp of what is “really” going on. If people 
have apparently opposing views about the nature of social reality, then dialectic pro-
vides a way of making sense of these apparently “oppositional, and nonreducible” aspects 
of psycho- social reality (Linehan, 1993, 33).

But while we do not want to (and could not in any case) do away with ambivalence 
about the pharmaceutical industry, we would be well served if people could be given 
a deeper understanding of why there is so much con�ict between stakeholder groups, 
and why they may feel confused about their own stances. �is would help to reduce the 
cognitive dissonance that is so evident in the current discourse about the pharmaceuti-
cal industry, and that likely impairs people’s ability to think about problems in nuanced 
ways. As a start, people might be helped to understand that the pharmaceutical industry 
is part of a social institution that exists to promote survival, security and human �our-
ishing, but may not always be successful in doing so. In this way people might feel less 
pressure to adopt a strong pro-  or anti- industry stance.

It would also be helpful if the ambivalence about the pharmaceutical industry could 
be rendered somewhat less “vitriolic” (Santoro and Gorrie, 2006, 4). �is is not (only) 
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because a declining public image is “a bitter pill” for those who work within or collabo-
rate with the pharmaceutical industry, and do so with the best intentions (Santoro and 
Gorrie, 2006, 4), but rather because polemic of the kind illustrated above has the poten-
tial to over- simplify issues, prevent interchange and cooperation between industry and 
other stakeholders, and obscure potentially creative solutions to problems.

�ese creative solutions will almost always need to be multi- faceted, consisting of a 
mixture of external regulation, internal regulation, incentives, punishment, transpar-
ency, and disengagement. �e appropriate mix of strategies will depend on the nature 
of the problem. For some kinds of problems, it will be absolutely necessary to insist on 
strong external regulation, mandated transparency and/ or punishment of those who 
transgress. �ere should be no leeway, for example, when it comes to obvious abuses of 
clinical trial participants, burying of safety data, or bribing of policymakers or clinicians.

In other cases, a “so�er” and more collaborative approach may be warranted. For 
example, there are di�ering views as to the harms and bene�ts of direct- to- consumer 
advertising, o�- label promotion, and the expansion of “treatable” disease categories, 
and these debates would bene�t from greater engagement between critics of the indus-
try and those within it. Scholars have begun to call for such dialogue and cooperation 
(Fisher, 2007). Empirical research shows that those within the pharmaceutical industry 
apply moral principles that are very similar to those of clinicians and researchers. Like 
clinicians and researchers, industry employees (at least those in medical and regulatory 
departments) are concerned about doing good, not doing harm and achieving justice, 
both for their companies and for the general public (Lipworth and Little, 2014). �ey 
also have a variety of sophisticated ways of working through competing commercial 
and medical or scienti�c goals (Lipworth, Montgomery, and Little, 2013). �is suggests 
that there would be ways for those with concerns about the pharmaceutical industry to 
engage more with employees of pharmaceutical companies. However, this collabora-
tion should not occur at the expense of a robust, external discourse in which serious and 
unquestionable wrongdoing can be detected and addressed.

None of these strategies will ever completely resolve the tensions between market and 
other logics within the health care organizational �eld, nor would we want them to for 
the reasons given above. But the approaches outlined here might help to overcome the 
“hostile interdependence” and cognitive dissonance that unsettle actors in the increas-
ingly commercialized health care organizational �eld.
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Chapter 23

Management Consulting 
in Health

Ian Kirkpatrick, Chris Lonsdale,  
and Indraneth Neogy

Introduction

There can be few topics that have generated so much heated debate and controversy 
as the increasing role played by management consultants in public services, in particu-
lar, health care. In the US, health care has become one of the most pro�table areas for 
management consulting, with annual growth of 18.4% reported in 2013 (Sager, 2013). 
�e UK has seen a similar trend, with it being announced recently that National Health 
Service (NHS) annual expenditure on management consultants had returned to a previ-
ous high of £600 million (Oliver, 2014). In many countries this trend has been widely 
criticized, with sensational newspaper headlines talking about how health systems are 
being “hijacked” by consultants (Rose, 2010) and reports of large scale (and costly) pro-
ject failures. �e perception sometimes given is that management consultants are at best 
shaping policy to suit their own interests and, in the worst case, “wining and dining” 
at the tax- payers’ expense. But how correct are these assumptions? What do we know 
about management consulting in the health sector, why are governments and managers 
using them and with what conseqeunces?

In this chapter, our aim is to begin to address some of these questions. To do so, we 
provide a brief review of the literature from economics and organizational theory on the 
nature and role of management consultants in the wider economy. We then focus more 
speci�cally on the case of public services and health. Drawing on a variety of sources,  
we o�er an overview of the role that management consultants are playing in the health 
sector, an account of the factors that have driven increased spending on consult-
ing advice and a discussion of the past and future consequences. We look in detail at 
what many have described as a “revolving door” relationship between government and 
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leading global consulting �rms. Lastly, we consider the changing practices of public sec-
tor clients in the procurement of consulting advice.

A key conclusion we will draw in this chapter is that management consultants have 
played (and are likely to continue to play) a signi�cant role in the inception and imple-
mentation of new public management (NPM) reforms in health services. In the process 
consultants have been transformed from arms- length vendors of specialist services into 
what might best be described as “partners” in government, an almost permanent feature 
of the public sector organizational landscape.

However, before we begin it is important to note that while there is considerable 
research on the role of management consultants in the wider economy, research spe-
ci�cally within the health sector remains very much in its infancy. As a result, in this 
chapter we have been forced to supplement a limited range of academic sources with 
extensive material from practitioner publications, websites and (where available) 
government publications. A further caveat is that much of the ongoing debate about 
the role and impact of management consultants in health (at least that which is avail-
able in English) has been heavily concentrated within one national case: the UK NHS.  
�e reasons for this are hard to gauge, but may have much to do with the fact that the UK 
has been (and remains) at the forefront of public management reforms over past dec-
ades (Pollitt and Boukaert, 2011). Either way, the implication is that while it is possible to 
make general reference to the international experience (notably the US), the bulk of the 
discussion that follows will be focused on the UK.

Both of these caveats mean that the conclusions we are able to draw in this chapter 
are inevitably quite tentative. As we shall argue in the closing section, more sustained 
research is needed on the nature and impact of management consulting interventions in 
health care to strengthen the evidence base. �is research should also be comparative to 
account for the impact that di�erent national institutions might have. As such, our aim 
is essentially to perform a ground clearing exercise, to draw initial conclusions and also 
set out an agenda for future work on this topic.

Management Consulting: Definitions 
and Debates

What Is Management Consulting?

A useful starting point for understanding management consulting is the industry de�-
nition. According to the Management Consultancies Association (MCA), the relevant 
employers’ organization in the UK, management consulting is “the practice of creating 
value for organizations, through improved performance, achieved by providing objec-
tive advice and implementing business solutions” (MCA, 2015). �is de�nition, how-
ever, glosses over a great deal of debate and controversy regarding what management 
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consulting is, or how one might de�ne it as a �eld or sector. �is is apparent even within 
many core practitioner texts on the topic (O’Mahoney and Markham, 2013). Nikolova 
and Devinney (2013), for example, highlight di�erences between so- called “expert” 
models of consulting, where consultants are essentially sellers of expertise, responsi-
ble for objectively diagnosing and solving problems for the client, and “social learning 
models,” which focus more on the role of consultants as helpers, enabling clients to solve 
their own problems.

Di�culties also arise when we seek to de�ne the consulting industry or sector. In 
their annual survey, the European Federation of Management Consulting Associations 
(FEACO) segment the industry into four primary categories: general consulting, includ-
ing “business consulting and IT consulting”; development and systems integration con-
sulting; outsourcing and value added services; and other services (training, executive 
search, etc.). Reviews of the industry also highlight wide variations in “functional focus 
and structure, ranging from large global corporations to medium- sized domestic �rms, 
small partnerships, solo practitioners, academic consultants and corporate ‘internal’ 
consultants” (Kitay and Wright, 2007, 1618).

�is variety is partly accounted for by the relative lack of any signi�cant state or even 
professional regulation of the sector. According to Kubr (2002, 130– 131):  “[E] ven in 
sophisticated business cultures, virtually anyone can call himself or herself a manage-
ment or business consultant and o�er services to business clients without any diploma, 
certi�cate, license credentials, recommendations, or registration.” While professional 
bodies exist, such as the Institute of Consulting in the UK, they have no ability to control 
entry to the sector and membership is low relative to employment (Kirkpatrick, Muzio, 
and Ackroyd, 2012). �is fact has made it hard to de�ne, let alone police, the bounda-
ries of the industry, with numerous overlaps existing between the work of management 
consultants and other professions involved in business services such as IT, accounting, 
project management, and �nance (Kipping and Kirkpatrick, 2013).

�is ambiguity over what constitutes “management consulting” also has much to do 
with the historical development of the sector. Following Kipping (2002), it can be seen 
how this development over the twentieth century was characterized by successive and 
overlapping waves of change. �e dominant consultancies in the �rst wave provided 
services related to the “scienti�c” organization of individual work and the production 
process in factories and o�ces. By contrast, the most visible consultancies in the second 
wave (from the 1950s) concentrated on advice to top management in terms of corporate 
strategy and structure. Finally, those in the, still emerging, third wave focus on the use 
of information and communication technologies to control far- �ung and extensively 
networked client organizations. Over this timeframe, changes to both the predomi-
nant types of client organization and the concerns of senior management have provided 
opportunities for consultancies to o�er new types of services.

However management consulting is de�ned, as an activity there can be no denying 
its impressive scale and growth in recent times. Worldwide, total revenue was estimated 
to be $3 billion in 1980 but by 2013 had risen to $228 billion (Kennedy, 2013). Over 60% 
(around $138 billion of revenue) of this market is accounted for by the US management 
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consulting industry (Statistica, 2015). According to the most recent �gures from the 
MCA, the UK consulting industry was worth around £9 billion in 2013 (around 6% of 
global turnover) with headline growth for 2014 predicted at around 8% (O’Mahoney 
and Markham, 2013). In terms of the breakdown of expenditure, FEASCO estimate that 
“business consulting” accounts for over 52% of turnover (FEASCO, 2010).

�e growing signi�cance of the sector is also re�ected in the numbers employed. 
Precise calculations of employment are hard to come by given di�erent de�nitions of 
the sector (Fincham, 2006), although even conservative estimates show rapid growth. 
Kirkpatrick, Muzio, and Ackroyd (2012), for example, estimate that numbers employed 
in the sector rose from approximately 1,950 in 1964, to 42,000 in 2000, rising to almost 
95,000 by 2008.

Lastly, in terms of industry structure, there are, as mentioned, a great many sources 
of consulting advice ranging from sole practitioners to large multi- functional consult-
ing �rms and the advisory services of the major audit �rms. Similar to other kinds of 
business service, the sector is dominated in numerical terms by small medium sized 
enterprises. However, management consulting is also distinctive for the role played by 
the largest �rms. While representing only two per centof the top 500 companies, the ten 
largest �rms account for more than 50% of total fee income (O’Mahoney and Markham, 
2013). �e ranking of these global �rms is constantly evolving. In 2009, for example, 
the top ten �rms were made up of, in rank order: Deloitte, IBM, PWC, Accenture, E&Y, 
CSC, KPMG, Fujitsu, HP, and Capgemini. Interestingly, many of the �rms that are tra-
ditionally thought of, in terms of brand reputation, as leading management consultancy 
�rms, most notably McKinsey and Boston Consulting Group, are no longer at the top of 
the tree (Forbes, 2011).

Explaining the Rise of Management Consulting

�e facts and �gures presented above testify not only to the scale and diversity of the 
sector, but also to its meteoric rise in recent decades. According to O’Mahoney and 
Markham (2013), in the period from 1980 to 2008, global management consulting rev-
enues increased by approximately 10,000%. �e signi�cance of this rise is also captured 
by �gures for the increase in the ratio of consultants to managers, which is calculated to 
have risen from 1:100 in 1965 to 1:13 in 1995 (McKenna, 2006). But how are we to explain 
this change, especially at a time when managers themselves (the clients of consultants) 
are signi�cantly better quali�ed and arguably more knowledgeable (Stern, 2010)? In the 
wider consulting literature, this question has been debated extensively, with observ-
ers stressing either demand or (perhaps more crucially) supply side explanations for 
consulting growth. In the context of this chapter, it is not possible to do justice to this 
increasingly sophisticated literature. However, given the signi�cance of this question to 
our own concerns (the role of consulting in health) it is worth brie�y summarizing the 
main contours of the debate.
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A �rst perspective is that consulting growth arises naturally from the changing needs 
and consequent demands of clients for advice and services that add value to their busi-
ness. Such a positive evaluation may even extend to the role that consultants sometimes 
play as “political agents” of change on behalf of the client, reinforcing or legitimating 
commitments to policies that have already been decided (Clark and Greatbach, 2002). 
Demand side factors are frequently captured in industry surveys. A  2006 study by 
the MCA, for example, reported that 66% of clients stated they recruited consultants 
because sta� didn’t possess the necessary skills, 45% said they provided original think-
ing, 34% objective perspective, 17% to provide interim cover, 17% to gain access to meth-
odologies and 10% to validate an internal decision (O’Mahoney and Markham, 2013).

�ese themes are also re�ected in the academic literature on management consul-
tancy, especially those accounts which emphasise structural explanations for consult-
ing demand (Fincham, 1999). Typical of this view is the work of Canback (1999), who 
argues that the demand for consultants (“symbolic analysts”) is linked to rising inter-
national transaction costs encountered by client organizations which stem from the 
need to “deploy considerable coordination resources in order to realise production scale 
and scope economies” (Canback, 1999, 4). To address this challenge, clients must either 
develop their own consulting operations or outsource the activity. In the longer term, 
according to Canback, outsourcing becomes more economical because management 
consultants have lower production costs of giving advice relative to insiders. �ey are 
also able to achieve substantial economies of knowledge, arising from their work across 
large numbers of clients or sectors (also see Czerniawska, 2002).

A related argument is to explain the rise of management consulting in terms of the 
changing nature and function of management itself. Hence David (2013) notes how 
major consulting �rms “rode the coattails” of US corporations in expanding around the 
world in the post- war period. It is this wave of expansion that helped cast management 
consulting �rms as bringers of “best practice” to the world, as the agents of globalization 
(Wood, 2002), or, in a less positive light, as agents of “Americanization” (Kipping and 
Wright, 2012, 168).

�is demand- side explanation, however, contrasts sharply with more critical perspec-
tives which, in recent years, have begun to stress the agency of consultants themselves as 
fashion setters, e�ectively creating demand for their own services (Clark and Fincham, 
2002; Sturdy et al., 2009). Here, the emphasis is on the “symbolic nature of consultant 
strategies and consultancy as a powerful system of persuasion” (Fincham, 1999, 335). In 
common with other agents such as gurus, business schools and mass media organiza-
tions, consultants are seen as key players in the commodi�cation and dissemination of 
management fashions (Jung and Kieser, 2012; Suddaby and Greenwood, 2001). While 
these fashions may promise quantum leaps in performance, it is suggested that more 
o�en than not they are based on hyperbole and un- substantiated advice (Sorge and van 
Witteloostuijn, 2004). Indeed, to a greater extent than with other business services pro-
fessions, consultants are accused of actively generating “demand for their own services 
[. . .] by stirring up managers’ fear and greed and by making managers dependent on 
them” (Kieser, 2002, 182). �e result is an arti�cially in�ated uptake of management fads, 
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not to mention the costs associated with cynicism and disillusionment when change 
interventions fail to produce the promised results (Sturdy et al., 2009).

�erefore, signi�cant concerns have been raised about the role of consultants in pro-
moting the consumption of their services and the hidden costs associated with this. 
However, while this critical lens is useful, it is important not to get too carried away 
with the idea that consultants are entirely the arbiters of their own destiny or to over- 
state the nativity of clients. Much of the latest research on this topic has emphasized 
the knowledge and agency of clients in the process of negotiating consultancy projects 
(Czarniawska and Mazza, 2003). �ere is also a growing body of evidence that clients 
have started to become more systematic and demanding in their use of consulting  
�rms, especially with regard to procurement practices (Werr and Permer, 2007; Jung, 
2008). Indeed, it is argued by some that client procurement functions are going too far 
in their e�orts to drive down margins and are driving a wedge between client end- users 
and consultants (O’Mahoney, 2014).

Management Consulting in Health

In this section, we turn to the more speci�c concerns of the chapter— the nature, drivers 
and impact of management consulting activity in the health sector. As noted earlier, the 
limitations of data mean that we will focus primarily on the UK experience, although, 
where possible, reference will be made to other national cases, the US in particular.

Historical Evolution

It seems that in Europe and North America management consulting �rms have been 
involved with health care for some time, although precisely when this involvement 
began is hard to gauge (Kipping and Saint Martin, 2005). Where the UK NHS is con-
cerned, the story really begins with McKinsey in 1972. �e contribution of McKinsey to 
what would come to be known as the Grey Book (Edwards, 1995) sits well with Kipping’s 
(2002) categorization of McKinsey as the archetypal “strategy and structure” consulting 
�rm. �is report (in collaboration with Brunel University) concentrated on rearrang-
ing the management and structure of the NHS. True to the spirit of the age, McKinsey 
modi�ed popular matrix management concepts to �t the NHS context, ushering in a 
regional structure and model of consensus management (Harrison and Pollitt, 1994).

It was to be some time before management consulting �rms again acquired a similar 
strategic role in directing policy in the NHS. �e introduction of general management 
a�er 1983 (e�ectively scrapping the organizational model set out in the Grey Book) fol-
lowed not consultant advice but a report by Sir Roy Gri�ths, of the large retailer JD 
Sainsbury. �e next major reform program, set out in the 1989 white paper “Working 
for Patients,” and ushering in the purchase- provider split in the NHS, had also not been 
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the product of consultant advice. Instead, these proposals emerged from a small clique 
of politicians, who, in turn, had been in�uenced by a Stanford Professor Alan Enthoven.

�ese reforms did, however, provide great opportunities for consulting �rms. Many 
of the requirements of the new quasi- market, created in 1991, called for better tracking 
of activity and systems for billing. All of this fell neatly into the domain of what Kipping 
(2002) called the wave of “information and communication” consulting. �ere was a 
need for the design and implementation of ICT systems to facilitate the development of 
internal markets. As we shall see, the major consulting �rms have been heavily involved 
in this activity, including Fujitsu/ ICL, KPMG, Deloitte, and Andersen Consulting 
(ancestor of Accenture).

Although the election of the “New Labour” administration in 1997 partially de- 
emphasized the role of the quasi- market, an ongoing commitment to “modernizing” 
government, including the NHS, ensured that even greater emphasis was placed on 
information systems to deliver improvements. �is also chimed with wider moves 
towards “e- government,” promoting IT as a tool to overcome organizational (spatial) 
boundaries and make services more “joined up” (Bohlen et al., 2005). �e New Labour 
government’s enthusiasm for outsourcing across the public sector also created oppor-
tunities for many �rms to give advice as well as implementation support to the NHS. In 
particular, the consulting �rms attached to large accounting �rms (for example, KPMG, 
Deloitte, and PwC) found outsourcing and the Private Finance Initiative (PFI) to be use-
ful cross- selling opportunities. �erefore, alongside the implementation of contracts by 
the accounting �rms, management consultants got involved in projects relating to ser-
vice rede�nition and tendering strategies (Craig, 2006).

Most recently, the arrival of the Coalition government in 2010 raised consulting �rms’ 
involvement to a new level. McKinsey consultants were heavily involved (Rose, 2012) in 
dra�ing the new Health and Social Care Bill and within days of the 2010 general elec-
tion had signed a £330,000 contract to advise Monitor. Crucially, in the new act Monitor 
had a responsibility to oversee a new level of marketization— enforcing competitive 
tendering on commissioning organizations. �is tendering requirement and the com-
plete reorganization of primary care governance has, as we shall see, opened many more 
opportunities for consulting �rms.

Expenditure on Management Consulting in  

Health Systems

Reliable �gures on the extent of management consulting in health systems and how this 
has changed over time are very hard to come by. In the UK NHS, following the 1974 reor-
ganization, although consultant involvement almost certainly increased, only �gures 
for total government spending on consultants are available. In 1979, this �gure stood at 
around £6 million, but grew exponentially to £246 million by 1990 (Saint- Martin, 2012). 
�is dramatic increase was noted in a report by the UK government’s E�ciency Unit in 
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1994, which stated that “government spending on external consultancy increased ‘nearly 
fourfold’ between 1985 and 1990” (E�ciency Unit, 1994, 64).

From 1990 to 2005, UK government spending on consultants increased at an even 
faster pace. By 2001, billed amounts had reached £600 million and they rose further, 
to £1.58 billion, by 2005 (NAO, 2006). �is latter rise is partly attributable to a number 
of large scale initiatives aimed at implementing various forms of “e- government” (for 
example, tax returns and passport applications). However, the National Audit O�ce 
(2006) attributed part of a further jump in expenditure to £2.8 billion by 2005– 2006 
projects within the NHS. Speci�cally, they estimated that the proportion spent on health 
was around 20%, or £600 million.

To some extent, these estimates were con�rmed a�er 2007 when, for a brief period, 
the UK government did publish annual NHS expenditure on external consultants. �is 
data reveals NHS spending rising from £200 million in 2007 to over £400 million by 
2010 (Macleod, 2014). �e most recent estimates for 2014– 15 suggest a continued upward 
trend with spending rising to £640 million, despite a stated government commitment 
to “reduce their management costs by 46% over the next four years” (Consultancy.uk, 
2014). �ese �gures mean that health care consulting now accounts for roughly 5% of 
the total turnover of the UK consulting industry.

All the indications are that this growth in consultant expenditure has been replicated 
in other countries. According to Consulting.uk (2015), in 2012 the global health care 
consulting market was worth approximately $6 billion, but is forecast to grow to $7 bil-
lion by the end of 2015. In this context, “the US market is with a distance the largest mar-
ket for health care consulting, making up almost two thirds (62%) of the $6.33 billion.”

�e Focus of Management Consulting in Health

Although management consulting activity in health appears to be increasing in many 
countries, our knowledge of the speci�cs remains patchy. Where the UK NHS is con-
cerned, the indications are that almost every major �rm has been involved at some 
point, including the current top ten. Many other �rms have also been major players in 
the health sector, most notably McKinsey, who have perhaps the longest relationship, 
and home grown UK �rms such as PA Consulting. In addition to this, the regular pres-
ence of HR consulting �rms, such as Hays and Mercer, should be noted. With the rise 
of “lean management” as a philosophy, �rms such as GE Healthcare have also become 
prominent recently (Sloan et al., 2014).

In terms of the kinds of services these �rms provide, the data on the NHS are lim-
ited. One of the best estimates comes from a Royal College of Nursing (RCN) report 
(2009) which, drawing on freedom of information requests, pieced together an over-
view of consulting activity undertaken in the years 2007– 2008 and 2008– 2009. In this 
period, the RCN found that 22% of expenditure on consulting was on the operation of 
“direct patient care.” �is included activities such as clinical service reviews, productive 
ward and related initiatives, specialist advice on clinical pathway design and quality of 
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care initiatives, such as benchmarking and audit. �e remaining 78% was split across 
what might be seen as “the business side” of health care. Important categories included 
advice on PFI, commissioning services, support for Foundation Trust applications and 
market testing and development initiatives. Other sources testify to the fact that man-
agement consulting �rms have become involved in providing strategic “turnaround” 
services. A high pro�le example of this recently is the regulatory body, Monitor, which 
is reported to have spent 40% of its 2013 annual budget (approximately £9 million) on 
projects provided by four major consulting �rms, KPMG, McKinsey, PwC, and Deloitte 
(Yorkshire Post, 2015). Individual trusts have also engaged consultants to conduct “stra-
tegic reviews” of services (typically over a �ve- year period), with evidence to suggest 
that McKinsey has become a leading “go- to” specialist in this area. Recent examples 
include West Dorset Clinical Commissioning Group, currently spending £2.7 million 
with McKinsey to conduct a “strategic review” (National Health Executive, 2015) and 
South Tees Hospitals NHS Foundation Trust, reported to have spent £500,000 for 
“advice on cost cutting” (Guillot, 2014).

A di�erent area of activity relates to the provision of corporate services, increasingly 
outsourced following the Health and Social Care Act in 2012. �is Act led, not only to 
the formation of Clinical Commissioning Groups (CCG), led by GPs, but also to the 
creation of separate organizations, Commissioning Support Units, to assist with com-
missioning activity. Early reports suggest that many of the providers of these support 
services are management consulting �rms, o�ering a variety of services covering strat-
egy, performance management, planning, change management, governance, procure-
ment and organizational design (NHS England, 2014).

�e activities mentioned so far point to how management consultants have become 
deeply involved in most aspects of the business of managing and organizing health care 
within the NHS. Even this, however, may not capture the full extent of their involve-
ment. While �rms, such as McKinsey, are providing high- level strategic reviews of ser-
vices, there is also evidence that they are working as think- tanks, producing reports 
on the future of the system as a whole (Engwell, 2012). Recent examples of this include 
PwC’s initiative to promote policy transfer related to the development of health care 
economies (PwC, 2015)  and McKinsey’s joint venture with the London School of 
Economics to develop international models for e�ective hospital management, includ-
ing clinical leadership (Dorgan et al., 2010). Deloitte has also moved into think tank 
activities, publishing a report on the cost saving potential of better resourced GP ser-
vices (Campbell, 2014).

Various other new directions are also apparent in the NHS, including the implementa-
tion of lean systems (Sloan et al., 2014) and new technologies. �e latter include systems 
for managing health records and supporting data analytics and data mining to improve 
clinical decision making. In this respect, consultancies such as Accenture Health and 
PA Consulting are now fully engaged with the latest fashion of “big data” and health 
analytics. By contrast, KPMG’s signature project in the UK health sector is a partnership 
with the NHS Leadership Academy to “transform the culture of the NHS” through the 
development of various online and residential programmes to train the next generation 
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of clinical leaders (NHS Leadership Academy, 2015). �is kind of involvement in deep 
organizational change highlights how the internal consulting and change management 
capacity of the NHS no longer seems to be able to function without outside help.

In terms of the experience of other countries, in the US the evidence suggests while, 
as with the UK, the largest global �rms are present in the health care market (for exam-
ple, Deloitte, Accenture, and KPMG), a majority of top ten �rms have, if anything, an 
even stronger health care specialization (Huron Consulting Group, 2014). �is may in 
part be due to the greater geographic size of the US market and the greater number of 
health care �rms. A further crucial contrast with the UK is the wider range of activ-
ities that health care �rms seek advice and support for. Particular areas of di�erence 
include a greater emphasis on sales and marketing (e.g., Huron), billing and regulatory 
compliance (e.g., Navigant). �is is unsurprising, of course, given that health care in 
the US is provided in a market- based system where greater attention is paid to sales and 
marketing and where there is a multiplicity of commercial transactions (Woolhandler, 
Campbell, Himmelstein, 2003).

Accounting for the Growth of Management Consulting 

in Health Systems

Explanations for the growth of management consulting advice in the health care sec-
tor are arguably no di�erent to those that apply to the wider economy. As we suggested 
above, this may be especially true in the US, where the marketization of health services, 
with multiple providers and buyers, generates a strong commercial demand for external 
advice. However, in health systems that are both state- funded and managed, including 
the UK NHS, a more complex set of dynamics are apparent.

From the earliest point, management consultants in the NHS have been viewed by 
their clients (mainly government ministers and senior civil servants) as critical agents 
in the process of re- structuring and modernization. Initially, in the 1970s, this empha-
sized the need for “rational planning” and advice on how to make the administration of 
welfare states more “scienti�c” and professional (Saint Martin, 2012). Later on, however, 
this demand for outside advice was shaped by the rise of the NPM and a growing inter-
est in making government activities more “corporate” and “business like” (Pollitt and 
Boukaert, 2014).

�e enthusiasm for outside advice also coincided with a declining trust in, and self- 
con�dence of, the established professions and civil service (Aucoin, 2011). �is was 
notably the case following the election of the �rst �atcher administration in 1979. �e 
new government felt that civil servants were neither naturally committed to their goal 
of creating a minimalist state (Bakvis, 1997), nor su�ciently competent to design and 
implement the large scale changes they envisaged. �us, a major subtext of public sector 
reform would be the injection of outside experts that the governing politicians felt could 
be trusted to further their aims.
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However, while it is legitimate to emphasise the neo- liberal ideological preference 
of politicians to favour the use of management consultants, one should not over- state 
this point. While, in the �rst half of the 1990s, New Labour had been critical of rising 
expenditure on management consultants, it also began to make greater use of them soon 
a�er taking o�ce, albeit with a di�erent focus on modernization and e- government 
(Kipping and Saint Martin, 2005). It is also important to note how more speci�c con-
ditions facing public (including health) sectors around the world may have driven the 
demand for management consultants.

With regard to these conditions in the UK, two main points can be made. �e �rst 
relates to the sheer scale and pace of management reforms over the previous three dec-
ades. Indeed, it is no exaggeration to say that history of the NHS since the 1980s is a 
story of one major reorganization a�er another. If anything, this process has intensi-
�ed in recent years under the current coalition government, whose re- structuring of 
the NHS was described by one commentator as a “change so big it could be seen from 
space” (Kirkpatrick and McCabe, 2011). As a recent King’s Fund report (Appelby et al., 
2015) noted, the demands created by these complex changes have been immense and in 
the process this has generated increased demand for consulting advice (Oliver, 2014).

Second, and closely related, is the fact that management capacity within the NHS has, 
and continues to remain, extremely limited. Despite the political and media rhetoric 
concerning the rising number of “bureaucrats,” “men in grey suits” and “pen pushers,” 
the facts are that management numbers remain small by comparison to organizations in 
the rest of the economy (King’s Fund, 2011). Recent estimates suggest that the proportion 
of dedicated management specialists in the NHS (including central functions) accounts 
for less than 3% of the workforce, compared with approximately 7% of the UK workforce 
as a whole. As such, it is easy to see why a small (and decreasing) number of over- worked 
NHS managers may call on the assistance of external management consultants.

While the above concern the demand side, supply- side factors have also played a role 
in the growth of consultant usage. �e role that consultants themselves have played 
in shaping and creating demand for their services should not be under- estimated. 
According to Saint- Martin (2012), consultants have done this partly through their par-
ticipation in cycles of fashion and management fads, many of which, such as “corporate 
culture” and “TQM,” have been immensely in�uential in the public sector. A speci�c 
example of this demand creation strategy is PFI, which led to a step- change in the num-
ber of consultancies operating within the Department of Health (Leys and Player, 2011).

By all accounts the PFI program in the NHS has been extensive. HM Treasury �gures 
from 2009 showed that the 106 PFI schemes created had a capital value of about £11 bil-
lion and were expected to raise over �ve times that sum in the coming 30 years (Leys 
and Player, 2011). �e �rst wave of consultants involved in PFI came from the “Big Five” 
(Deloitte, PwC, E&Y, KPMG, and Andersen) (Craig, 2006), initially as auditors but then 
as suppliers of specialist advice on PFI contracts and their operation. According to Craig 
(2006), this led to a situation in which consultants actively sought to create demand for 
PFI by devising the protocols for assessing the value of using PFI for particular projects. 
“Unsurprisingly,” he suggests, “time and again PFI emerged as the preferred method for 
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building and running public infrastructure” (Craig, 2006, 143). An illustration is the 
case of West Middlesex hospital, where the �nancial analysis suggested the public sector 
comparator benchmark for the project was initially cheaper than the PFI proposal. In 
response, KPMG simply arranged for a further analysis where the cost estimates were 
revised in order to make PFI seem more attractive. Craig is not alone in having doubts 
over PFI evaluation practices (Price and Green, 2000).

A �nal way in which management consultants have arguably created demand for 
their services is through an active set of lobbying and agenda- setting activities. Kipping 
and Saint- Martin (2005) highlight the “revolving door” between governments and vari-
ous management consultancies. �is has most notably been the case in the US, where 
there is a strong tradition of using outsiders and political appointees, but is also appar-
ent in the UK (Leys and Player, 2011). Increasingly, it is suggested, consultancies have 
been transformed almost into “partners in governance,” deeply embedded, through net-
working and lobbying strategies, in the formation of public policies, as well as being 
important bene�ciaries of them (Saint Martin, 2012). In the next section, we explore this 
phenomenon in more detail, making speci�c reference to the NHS.

�e Revolving Door: Consultants as Partners in Government

Relationships between management consulting �rms and the UK government have 
become increasingly close in recent decades. In the 1980s, the MCA created a “Public 
Sector Working Party” to develop a more coordinated strategy for promoting manage-
ment consulting in government, including a sub- group with direct links to the Cabinet 
O�ce (Saint Martin, 2012). Individual consulting �rms themselves also established 
“government services divisions” and many now have dedicated health services divisions 
(for example, Accenture Health). In many cases, these divisions have been made up of 
former civil servants or professionals with public sector expertise (Bakvis, 1997).

�is strategy of close networking with government has, as noted earlier, frequently 
been termed a “revolving door.” One manifestation of this has been a stream of sen-
ior politicians with close associations with consulting �rms. Notable examples include 
Margaret Hodge (PWC) and Patricia Hewitt (Anderson Consulting). On the other side 
of the equation is the growing practice of management consulting �rms seconding 
their own senior sta�, sometimes with no fee, as advisors to public policy makers (Saint 
Martin, 2012). In the NHS, we can see numerous examples of this kind of exchange, with 
one of the most signi�cant being the regulatory body, Monitor, set up to oversee the 
practice of semi- autonomous Foundation Trusts. It is notable that out of nine members, 
the Monitor executive team contains six former management consultants (Yorkshire 

Post, 2014). Given this high representation of consulting �rm alumni, it is perhaps not 
entirely surprising that, as we noted earlier, Monitor has become a signi�cant user of 
outside consultants.

Perhaps the deepest partnership of all has been between the UK government and 
McKinsey (McDonald, 2014). As we saw, McKinsey’s relationship with the NHS dates 
back to the publication of the Grey Book report on NHS management in 1972. In part, 
the close relationship has been underpinned by an ideological alignment between the 
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Tory privatization agenda and the McKinsey belief that “almost any service could, and 
should, be commercialized” (Craig, 2006, 43). It has also been rooted in the brand image 
and reputation of McKinsey as the consulting �rm of choice which every company 
(and government) wished to be associated with (McKenna, 2006). But equally impor-
tant have been strong personal connections, including those of William Hague, an ex- 
McKinsey partner who would later go on to be leader of the Conservative Party.

McKinsey’s close relationship with the UK government was a particular feature of 
the New Labour years. Prime Minister Tony Blair centralized policy and implementa-
tion around his own o�ce and talked openly of his frustrations with the pace of civil 
service action (Craig, 2006). �is provided an opportunity for consultancies, including 
McKinsey, which was particularly active within the NHS. It is reported that McKinsey 
designed the terms of the Foundation Trust regulatory regime for the Department of 
Health (Ham, 2009), established the “Cambridge Health Network,” a forum for bring-
ing together NHS leaders with private sector �rms, including management consultan-
cies (Leys and Player, 2011), reviewed the organization of the Department of Health 
(Ham, 2009), undertook scoping work for the Practice Based Commissioning program 
(controversially putting itself forward as one of the companies o�ering such support 
services) (Leys and Player, 2011)  and advised on the “World Class  Commissioning” 
framework (Cowper, 2008). McKinsey also o�ered its expertise in the area of IT, follow-
ing the 2002 Wanless Report (Craig, 2006). It provided the initial feasibility study for 
what would become, �rst, the NHS National Programme for IT and then Connecting 
for Health, the largest of the New Labour transformation projects involving manage-
ment consultants (Craig, 2006).

McKinsey’s relationship with the UK government and NHS survived New Labour’s 
election defeat in 2010, with former Senior Partner and Tony Blair advisor, David 
Bennett, appointed as the Chief Executive of the regulatory body, Monitor, in the early 
days of the Coalition government (Leys and Player, 2011, 84). Indeed, McKinsey has 
shown considerable political �exibility. While the �rm was working closely with the 
last Labour Government on health, it was simultaneously investing consultant time 
in helping the Conservative Shadow minister for Health create proposals for a major 
reorganization of the NHS. It has been alleged (Rose, 2012) that many of the proposals 
in the subsequent parliamentary bill “were drawn up by McKinsey and included in the 
legislation wholesale.” It was further alleged that “McKinsey’s involvement in the Bill is 
so great that its executives attend the meetings of the ‘Extraordinary NHS Management 
Board’ convened to implement it.” McDonald (2014) notes that extensive lobbying of 
the new administration was rewarded by further contracts in the �rst six weeks of the 
Coalition government.

Hence, from this case, it is possible to note how revolving door relationships have 
contributed to a deep partnership between one leading management consulting �rm 
(McKinsey) and the UK government. In the context of the NHS, this has potentially 
impacted upon the demand for its consulting advice and on the very formulation and 
inception of policy itself. However, it would be a mistake to assume that politicians and 
managers (clients) have simply been hoodwinked into buying more consulting advice. 
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As Saint Martin (2012, 458) suggests, while consultants can be viewed as clever manipu-
lators, this could ignore the “opposite scenario” whereby “consultants allow policy mak-
ers to di�use blame and provide a layer of protection from attack on proposed policies 
by political adversaries.” A further paradox is that while these revolving door relation-
ships mean that consultants have contributed to the privatization agenda for public ser-
vices, their increasingly intimate relationship with government has also “transformed 
them into somewhat less ‘private’ and more ‘public’ actors” (ibid.).

Assessing the Outcomes of Management Consulting 

Involvement in Health

Much of the discussion so far in this chapter raises questions about the impact of man-
agement consulting advice in health care and how this advice should be evaluated. �e 
available literature in the UK has been strongly critical, making reference to a succession 
of unsuccessful projects (Lapsley, 2009; Craig, 2006), the costs of which, in some cases, 
have been astronomical. Perhaps the most widely cited example is the NHS National 
Programme for IT, later Connecting for Health, which has become a byword for big 
project failure (Campion- Awwad et al., 2014). �e original cost estimates for this project 
were around £2.6 billion, later dwarfed by a �nal bill of over £10 billion (Todd, 2013). 
Reviews of what went wrong emphasize many of the usual failings associated with poor 
planning, a lack of consultation, an over- centralized system design and a lack of man-
agement capabilities to implement change (Campion- Awwad et al., 2014).

Making the situation worse for the NHS was the fact that, due to the legal complexities 
of terminating such a large contract, the government has been unable to reclaim much 
of the money lost. Accenture, for example, were theoretically liable for £1 billion when 
they walked away from their £2 billion contract, but in the end only around £63 million 
was collected (�e Register, 2006). Nor have the main consultancy �rms involved suf-
fered much in terms of reputational damage and loss of repeat business. Fujitsu were 
o�cially rated as “high- risk” a�er their failures, but appear to have overturned this with 
legal action (Jackson, 2014). Accenture are also back in the game, being recently short-
listed for a project to develop a new NHS email system (Flinders, 2014).

At face value, Connecting for Health (and other projects) may be viewed as a salu-
tary warning of the dangers of relying on external management consultants. However, 
even this conclusion must be treated with caution. For every failed project other suc-
cessful ones can be highlighted (Leaman, 2010). In practice, it is also hard to accurately 
assign blame for project failures between the civil servants, who created the tendering 
process, and the �rms putting in bids. Where Connecting for Health is concerned, it 
is worth noting that there was signi�cant political enthusiasm for a “big bang” project 
(Campion- Awwad et al., 2014, 11– 12) prompted not by management consultancies, but 
rather a meeting between the PM and senior IT industry �gures, including Bill Gates. 
Lastly, clear evaluations are hard simply because of the absence of any benchmark for 
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comparison with in- house consulting services which, in the NHS and elsewhere, appear 
to have been signi�cantly run down.

Putting aside these di�culties associated with a straightforward cost- bene�t analysis 
of management consulting, one might pose a bigger question regarding their contribu-
tion to wider programmes of NPM reform. Here, it can be argued that many consult-
ing �rms have “over promised” and that not much has changed. As McDonald (2014, 
180) suggests, while McKinsey have been camped out inside the NHS for years, they 
have “failed to move the stulti�ed British bureaucracy an inch.” However, on the other 
hand, as Aucoin (2011) suggests, management consultancies have been commissioned 
repeatedly by the UK Government to design and drive through reforms which they 
believed civil servants could not or would not do. As such, most of these management 
consulting projects have arguably delivered what the ultimate customer (ruling politi-
cians) wanted— irrespective of the failure to provide success against the metrics of other 
stakeholders (for example, a working IT system, value for money in a turnaround pro-
ject, etc.). In terms of the wider ideological project of reform, bringing in the manage-
ment consultants has arguably been money well spent.

�e Client Response: Changing Procurement in the NHS

In this �nal section, we turn to the question of how, and with what success, NHS organi-
zations have responded to the expansion of management consulting by developing 
e�ective procurement policies and practices. According to Kipping and Saint Martin 
(2005), the long term trend in public sectors around the world has been for govern-
ments to become more knowledgeable consumers, although arriving at this point has 
been a slow and torturous process. Evidence on procurement practice needs be assessed 
in terms of the three broad stages of the procurement process: needs assessment, sourc-
ing and contract management.

�ere has been a great deal of criticism of the NHS with respect to the �rst stage, needs 
assessment. Some criticisms have focused on the types of projects being requested, 
with the aforementioned Royal College of Nursing report arguing that 78% of project 
expenditure was unrelated to patient care (Royal College of Nursing, 2009). Others 
relate to whether projects could be undertaken by internal sta�. Responding to this crit-
icism in 2009, the NHS Chief Executive explained that much of the consultant expendi-
ture was required for implementation support because tight “talent markets” meant 
that “there simply were not the people out there for us to recruit” (House of Commons 
Health Committee, 2009, 4). A related issue is the quality of project scoping. Wye et al. 
(2014) commented on a failure of many consultancy projects in the NHS to be directed 
at “clearly identi�ed and recognised problems.”

In terms of the sourcing stage, a complex picture emerges. NHS organizations oper-
ate with a bewildering array of sourcing options, including:  local procurement (by 
either provider or commissioning organizations), regional procurement hubs, NHS 
Supply Chain, NHS Shared Business Services (SBS) or contracts arranged by the Crown 
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Commercial Service (CCS), an agency of the Cabinet O�ce. Co- ordinating the practice 
of all of these purchasers is a di�cult task. Accordingly, an option the UK government 
is now trying to promote is the national framework agreement, Consultancy One led by 
CCS and available to all UK public sector organizations, including the NHS. CCS (2015, 
3) explains that Consultancy One aims to “reduce the time and costs associated with the 
procurement by o�ering a facility, which has already been competitively tendered … It 
will promote strategic relationships with suppliers to drive value for money and leverage 
o� the central government collective buying power.” In terms of its details, the frame-
work agreement is for three years, contains 65 suppliers, divided into 15 activity areas 
and claims to o�er market competitive prices (Crown Commercial Service, 2015).

Although the use of Consultancy One framework has been quite limited in the NHS 
(and public sector more widely) (National Audit O�ce/ Audit Commission, 2010), it has 
led to some savings (Supply Management, 2013). Indeed, it has recently been criticized 
for being too cost- focused (O’Mahoney, Heusinkveld, and Wright, 2013; Radnor and 
O’Mahoney, 2013). It is interesting to note, for example, that the preferred supplier selec-
tion criteria used under the framwork placed a 70% weighting on “quality” and only a 
30% weighting on price (Crown Commercial Service, 2015).

Given the complex nature and co- production of management consultancy services, 
signi�cant emphasis needs to be placed upon contract management. Here, concerns 
regarding NHS practice have been expressed by Wye et al. (2014) who found that aspects 
of co- production were ine�ective in some of the cases reviewed in their study, adversely 
a�ecting the value obtained. In particular, contracts provided insu�cient mechanisms 
to ensure that local health care sta� had enough time to learn new skills and under-
stand how to apply suggested practices. Post- project evaluation has also been criticized 
as weak and at odds with the peer review evaluation system used for academic research 
contracts commissioned by the NHS (House of Commons Health Committee, 2009).

Many of the criticisms of management consultant use in the UK NHS have focused 
upon their cost and their e�ectiveness in e�ecting positive change. Both of these are 
a�ected by procurement practices. �e evidence above suggests that some progress has 
been made in the area of sourcing, but that the capabilities of the NHS across all three 
stages of the process are still contain weaknesses.

Concluding Discussion

Drawing on a wide range of available sources, this chapter has sought to provide an ini-
tial road map of current research and debates on the role of management consulting, 
speci�cally in relation to health care. Focusing primarily on the UK NHS, it can be seen 
how the involvement of consultants has increased exponentially since the late 1970s 
and how this can be attributed both to a mix of demand and supply factors. We have 
also noted that this change is not captured by �gures on rising expenditure alone. A key 
conclusion of the chapter is that management consultants have played (and are likely to 
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continue to play) a signi�cant role in the inception and implementation of NPM reforms 
in health services. In the process they have moved from being arms- length vendors of 
specialist services to embedded “partners” in government. However, this shi� has not 
made government complacent about the costs or e�ectiveness of consulting advice. At 
the same time as health organizations have worked more closely with management con-
sultants, they have also become somewhat more knowledgeable and discerning clients 
and purchasers of consulting advice, IT projects apart.

Notwithstanding these conclusions about the changing role of management consult-
ants in the health sector, it is clear that much work still needs to be done to make sense of 
these developments. As we noted earlier, this chapter, at best, provides a ground clearing 
exercise, setting out a possible framework for discussion. Signi�cantly, it also highlights 
the need for a more sustained program of research in future. �is need is especially pro-
nounced with regard to the nature and role of management consultants in health, the 
drivers of their use and wider consequences.

In terms of the nature and role of consultants in health, a �rst priority must be for 
more systematic tracking of data, relating to levels of expenditure and the kinds of pro-
jects that are being commissioned. While data on expenditure are available there is a 
general lack of transparency making it hard to discern clear trends and even harder to 
comment on the e�ectiveness or value for money of consulting interventions. Future 
research could help to develop a �ner grained picture to explore patterns of consulting 
involvement within and between health systems over time.

With regard to drivers of consulting use, more attention could focus on how far the 
kind of demand and supply side explanations that feature in the wider literature apply 
in the context of public services. Useful here would be more case studies focusing on the 
interaction between clients and consultants over the life span of particular projects in 
health settings. While there is some evidence of revolving door relationships, we know 
little about the motivations of clients (including managers and clinicians) who have 
asked for consulting advice in particular areas.

Related to this is the need to gain a better understanding of the impact and wider 
consequences of consulting advice. An obvious line of enquiry here might be to con-
duct more formal evaluations of consulting projects, maybe adopting the same kind of 
methodology that is frequently used to assess the evidence base for clinical interven-
tions. Wider questions might also be asked about the consequences of what seems to 
be an increasingly deep partnership between health organizations and consulting �rms 
(as noted in the UK NHS). One concern here may be that in future there will be a shi� 
towards a more oligopolistic relationship between the NHS and a smaller number of 
global �rms. �e latter are not only more deeply connected to relevant policy networks 
(the “revolving door)” but have the resources to successfully tender for projects in the 
face of an increasingly demanding NHS procurement regime.

Lastly, there is clearly a need for more comparative research to understand how 
far the issues discussed in this chapter are being played out in other health systems. 
A starting point here might be to look at other European health systems which, like 
the NHS, rely on substantial public funding, and where there have been similar moves 
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to commercialize services and strengthen management capabilities (Saltman, Durán, 
and Dubois, 2011; Kirkpatrick et al., 2013). While these conditions are similar to those 
that prevail in the UK NHS, it is not clear if they have led to the same level and type 
of involvement of management consultants. More work could also focus on insurance 
based health systems where private sector business interests are already more estab-
lished, notably the US. Our review suggests that the US is by far the largest health market 
for management consulting, although very little is known about the nature and conse-
quences of this.

Lastly, there is scope to develop new theoretical insights from this line of research. 
As we saw, much of the critical research of consulting has emphasized the agency of 
consultants in promoting their services (through commodi�cation) and the generation 
of client demand. �is connects to wider debates about the emergence of management 
ideas or fashions (Abrahamson, 1996). It also links to the literature on the changing 
dynamics of organizational �elds and the role of “institutional entrepreneurs” as agents 
actively transforming dominant logics that prevail in these �elds (see Muzio, Brock, and 
Suddaby, 2013, for a summary). In this regard, the changing role of consultants in health 
services in helping to reshape wider policy agendas and organizational landscapes may 
represent a very salient case of entrepreneurship in action, one that highlights implica-
tions that go beyond those already identi�ed in much of the literature.
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