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Abstract

The National Health Service (NHS) holds an esteemed position within Britain’s
‘welfare state’. Since its inception, however, it has been subject to near constant
reforms, seemingly intended to balance public expectations with available resources.
Successive governments have required professional collaboration to gain crucial

popular support, and increasingly, general practitioners have been prioritised within

reform inttiatives.

Sociologists assert that professionals’ reactions to reforms are often shaped by
estimations of such reforms’ influence on claims to professional status. Professionals
react particularly defensively when they estimate that reforms challenge the
foundation of status based on professional identity. Indeed, professions perceived as

having ‘weaker’ professional claims may engage more diligently with such defensive

work, and general practitioners have been particularly virulent opponents to reforms.

I spent eighteen months conducting ethnographic research into the role of GPs in the
implementation of the reform initiative, ‘The New NHS: modern, dependable’ (1997).
I explored the translation of policy ideas into ‘real’ working structures, seeking to
address a gap in the literature between considerations of the formulation of official
policy rhetoric and evaluations of reform effectiveness. Data revealed ‘clinical
governance’ and ‘delegation of authority to local professionals’ as key concepts in

shaping local reform implementation. In particular, official policy rhetoric outlined

initiatives as unproblematic, whereas the data illustrated their complexity.



Furthermore, contrary to expectation, interaction between GPs and the state was not
overtly confrontational. Rather, local actors engaged multiple strategies seemingly
intending to maintain locally formulated co-operation. Policy implementation was
shaped more by efforts to protect existing local networks, than by professional efforts
to defend against any one reform initiative. Professionals’ engagement with policy
objectives to protect their privileged status served to facilitate the operationalisation
of ideas. The influence of particular local actors being such that they were often able

to mould policies to serve their own agenda.



1. Introduction

“......what seems to have been relatively neglected, or perhaps underdeveloped, in
Britain, is the detailed institutional and organisational analysis of health systems in
practice, and studies which relate such analysis to broader changes in the welfare

state.” (Flynn, 1992: 200)

In April 1997, Britain elected a new Labour government with an ambitious manifesto
of health care reform. The electorate apparently perceived the cherished National
Health Service to be in need of reform in order to address inequalities and
inefficiencies that had developed under the previous Conservative government.
Moreover, the market based reforms of the early 1990s had been unpopular, and were
judged to have failed to bring about expected improvements to the system. In
December 1997, the newly elected government released the White Paper, The New

NHS, outlining their plans to operationalise election promises through a radical

reorganisation of the NHS.

Political promises of health care reform are, however, hardly revolutionary. Indeed,
the history of the NHS reveals that the system has been undergoing change initiatives
constantly since its initial formation. Yet, such a history would also suggest that
reforms tend not to actually ‘fix’ the problems for which they are introduced. Popular
media representations certainly tend to portray reforms as failures. Rather than
engage in overly simplistic evaluations of reforms based upon comparisons with

official goals and objectives, it scems more valuable to give careful consideration to
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the particular reform initiatives as they are introduced. The organisation of the
institutions of the welfare state plays a significant role in defining the relationship

between the state and its citizens, and reform initiatives offer valuable opportunities to

observe efforts to shape this relationship.

With advances in medical technology and improvements in public health, so public
expectations regarding health and health care have expanded significantly. For
Instance, health is now commonly conceived to be a basic human right. When (in the
aftermath of World War II) the decision was made to establish the NHS as a system
whereby comprehensive ‘health care’ would be delivered to all, free at the point of
delivery, it was seemingly without foresight regarding the extent to which
expectations and demands of such a service would increase almost exponentially.
The central position adopted by the British state with regards to resourcing and

providing health care has meant that, alongside increasing public expectations, have

come increasing demands on the state.

Policy makers have often chosen to attempt to engage professionals in managing
expectations put on the state. Professional status can provide a level of authority and

trust that facilitate the management of public expectations. Professionals are charged
with having important expertise and understanding regarding appropriately meeting

people’s needs. The delegation of resource allocation from centralised govefnment to
local professional control (a central initiative in The New NHS) may be one means by

which the government can aim to reduce its involvement in and responsibility over a

politically challenging arena.

11



Professional traits may also be useful for legitimisation efforts regarding proposed
reforms. The New NHS carefully outlines an extended role for local professionals in
determining resource allocation, seemingly intending to capitalise on the greater level
of trust afforded to professionals than to either managers or politicians. Professional
support for such measures has not, however, been particularly easy to acquire.
Professionals have tended to conceptualise reform initiatives as undermining

professional claims, rather than as offering opportunities for professional

development.

General practitioners, proffered in the White Paper as the ‘front line’ professionals of
the NHS, are central to this set of reforms. Focused reform attention on GPs is, a
relatively recent phenomenon; earlier NHS reforms tended to concentrate on
‘expensive’, secondary services. The history of British general practice reveals a
likelihood of considerable and constant professional resistance to change initiatives.
The sociology of professions literature also predicts that general practice will be more
defensive towards reform measures because of a somewhat more tenuous professional

claim than their specialist colleagues.

In this research, I seek to explore the processes by which the government’s politically
contextualised reform ideas were translated into workable practice at the local level. I
am chiefly concerned with the role played by local GPs in this regard. I will argue

that previous analyses of policy reform have often underestimated the significance of

local action, and that the level of local action is particularly relevant in relation to this

reform because of the importance placed on ‘decentralisation’ in the policy

documentation.
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The New NHS framed many of the reform initiatives as attempts to ‘decentralise’

decision making, arguing that such measures would facilitate the transfer of control
over health care decisions from centralised managerial structures into the hands of
more knowledgeable local professionals. My hope is to expand understanding of

policy implementation and the effects of such change measures for both professions

and the state.

I chose to conduct an ethnographic case study because I felt that this was the most
appropriate methodological approach to exploring the complex (and previously under-
researched) process of reform implementation. I spent approximately eighteen
months in one English health authority, following the change process through
participant observations, ethnographic interviews and qualitative documentary
analysis. I followed the transition from voluntary and locally instigated GP
Involvement in managerial tasks through to the formal introduction of mandatory,

centrally determined structures for augmented professional contributions.

My approach allowed me to collect various perspectives and accounts of the reform
implementation process in this locality. Through these data, I formulated a valuable

understanding of local interaction regarding the interpretation and implementation of
official policy objectives. While the decision to conduct a qualitative case study may
mean that my findings are not easily generalisable on the surface level, I would argue

that this approach revealed structures that are applicable to not only to other English

health authorities, but also to other reform measures.

13



The Casterdale' data reveal a more complex negotiation of the decentralisation
initiatives than is anticipated in the official reform rhetoric. Existing local structures
of professional involvement were shown to shape the interpretation and adoption of

the decentralised structures as outlined within the White Paper, and subsequent
centrally issued instructions. Furthermore, I found that the delegation of authority to
local professionals was not universal, but was rather tightly concentrated into defined

task areas.

I observed several types of work being delegated to local GPs within the new

structures, and will suggest that often these do not differ greatly from tasks already
being undertaken from within locally formulated structures. Three factors emerged as
key to the way that the decentralisation measures were implemented in this health
authority district: the continued role of the health authority, support for local
collaboration, and the increasing importance of centralised control structures
alongside and on top of decentralisation initiatives. The decentralisation process can
be at least partially understood in relation to the collective agendas of the three
influential actors in this local implementation: central government, local management

and representatives of the GP profession.

Alongside ‘decentralisation’, The New NHS also clearly outlines initiatives to
increase the level of government control over health care — both in relation to
standardising clinical practice and attaining measurable outcomes. Policy makers

seem keen to direct resources towards practices that will enable certain quantifiable

objectives to be reached. The White Paper carefully couches the goal of greater

! The pseudonym given to the area in which my research was conducted.
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clinical control within notions of greater equality, accountability and efficiency.
These measures, however, also appear to be based on the idea that there is a potential
benefit in continuing to frame the health service as essentially under professional

control.

Although policy makers are careful to make assurances that The New NHS will not
challenge the authority of medical profession, previous research warns that such
governmental initiatives are still likely to meet with heavy professional resistance.
The likelihood of such resistance may have prompted policy makers to emphasise the
professionally-mediated system of clinical control. It may also go some way to

explaining why the policy was bereft of implementation details in this regard.

The translation of abstract policy ideas into workable practices reveals much about the
relative power of the relevant actors, as well as their continued role in society. The

data indicated a tendency for the policy objective of augmented clinical control to be

interpreted locally as an adaptation and formalisation of existing systems of

seemingly ad hoc collegial audit. Such changes are beneficial in that they require
only fairly modest resources, and run less risk of alienating professionals, thus

possibly undermining public confidence in a professionally-led system.

Furthermore, data suggest that local GPs were often able to manipulate the policy
agenda such that actual changes to working practice were greatly limited. One
example of this was the extent to which collegial regulation was framed as being
professionally empowering. This was largely achieved by avoiding any consideration
of collegial sanctions, and by incorporating only a limited notion of clinical

governance. Local GPs could not, however, completely control the implementation of
15



reform measures; one important limitation was GPs’ restricted access to seemingly
vital information. The issue of who controlled information emerged as a key issue to

local control, with both central government and local management seeming to

continue to hold more power than local professionals.

I will consider why greater state control over professionals in the health service might
have been prioritised within the 1997 reform initiatives, and outline the ways in which
the objectives of gaining greater government control were developed into workable
structures. I will incorporate these changes into the existing literature on the
professional claim of general practice, and consider both how the control initiatives

may further GPs’ agenda and the challenges that such reforms may pose.

The sociological literature outlines an expectation of high levels of confrontation
between professionals and the state (largely represented by managerial staff at the
local level) during periods of change. In contrast, these data strongly suggest that
local implementation was largely defined by active efforts on the part of both
managers and professionals to maintain cooperation and consensus, and to strengthen
existing relationships. Local actors seemed to recognise that they stood to lose if co-
operation was to break down, and therefore worked to avoid conflict that would

necessitate an absolute resolution (thus differentiating a clear ‘winner’ and ‘loser’).

I will explore various locally instigated measures to avoid confrontation, and the
engagement of vartous actors with such channels. I will also outline several instances
in which the ‘co-operation work’ seemed to break down, and suggest that this tended

to occur when one group was unable to appreciate greater utility from engaging in

measures to support consensus than from more overt resistance. I argue that such

16



instances are often particularly valuable in delineating competing agendas, and actors’

strategies in pursuit of their own position.

This thesis will conclude with a consideration of how these data might contribute to

our understanding of policy implementation, as well as the continued role of

professionals within our ever-changing society. I will make links between the case
study data and both the existing sociological literature, and the larger policy context.
[ will integrate the official reform rhetoric with the local action as reflected in my
data, and suggest why particular interpretations were deemed to be expedient. I will
also explore the ways in which both the policy rhetoric and its local implementation
may affect the future responsibility of the state in relation to health care provision,

and general practice’s continued claim to professional status.

17



2. The Pathway to The New NHS and to this
research

In this chapter, I will outline my decision to spend just over a year in one English
health authority researching general practitioners’ role in the operationalisation of a
national policy initiative. 1 liken this chapter to opening a set of Russian dolls; each
step is nested within those previous. I begin with the ‘big’ ideas that both frame, and
have driven, the present study. I then move ‘inward’ to the existing sociological

literature whose predictions and hypotheses raised the questions that I sought to

address. Finally, I focus on the particular ‘case study’ upon which I embarked.

This process is important because this research would be of limited significance if
considered in isolation. Little insight is likely to be gleaned from simply observing
one group of local doctors and managers working through a single set of
organisational reforms. The significance of my research rather rests in the
connections and relationships that can be established between these data and existing
knowledge. What ideas does my research challenge? What suggestions might it
reinforce? Which gaps does it start to fill? Modest pieces of research such as this
often establish the foundations for new knowledge; small studies build upon one
another to challenge and shape what is already known, and allow researchers to

expand into uncharted territory.,

I intend this chapter to lead the reader from my initial interest in the importance given
to health and health care in contemporary British society, through to my decision to
study the role played by general practitioners in the local implementation of one

particular reform initiative. My thesis can be seen as cyclical; I start with society’s
18



larger structures, then I focus on particular social interactions, and finally I develop
hypotheses as to how such interactions may contribute to present and future

structures.

This thesis is primarily concerned with the interface between policy implementation
and the organisation of the work of general practitioners, as outlined within the 1997
White Paper, The New NHS: modern, dependable. Recent NHS policy has prioritised
the role of general practitioners in determining the service’s effectiveness. From such

a perspective, gaining greater control over the primary care sector is presented as

being essential to all attempts to regulate costs (Calnan and Gabe, 1991).

2.1 The importance of studying health care

...... health care is one means by which society as a whole contributes to the social

inclusion and autonomy of individuals.” (Milewa, Valentine and Calnan, 1999)

I do not intend to provide a detailed discussion of what ‘being healthy’ means either
in, or for, today’s society. Or, how the health care system contributes to the
‘attainment of health’. Instead, I will begin this consideration of NHS reform by
asserting that health is a social construction based upon (and reflecting) societal ideas
and values. From such a constructionist perspective, systems of health care are seen
as reflecting our notions of what is meant by both health and health care. In turn,
health is largely shaped by our perspectives of appropriate care. Strauss et al (1983)
propose that if one hopes to fully understand the work of managing illness, it is

important to consider the nature of contemporary illness. Where does care take place?

What does care entail? How is medical knowledge constructed? I will provide some
19



rudimentary comments regarding contemporary British notions of health and health

care, although a detailed discussion is beyond the scope of this study.

Cox (1998) suggests that we can learn a great deal about the meaning of citizenship
by considering the changes occurring for various welfare states. “..... treating the
welfare state as the dependent variable still offers a fruitful line of research.

.. ... Theoretical and comparative research that explores the degree to which such
changes have taken place in individual countries can instil general useful insights.”
(Cox, 1998: 14) I would contend that it is also important that we improve our
understanding of society’s perspective on ‘health’ as a way of providing insight for

any consideration of a health care system.

As society has become more able to problem-solve within the medical realm, so a
discourse has developed in which health is seen as a basic human need, and medical
care has become perceived as a social right (Frenk and Duran-Arenas, 1993). The
importance placed on health and subsequent health care have been incorporated to a
certain extent into our notion of human or citizenship ‘rights’, the provision of which
society will generally be held responsible (Butler, 1973). Health has become
conceptualised as a fundamental, universal entitlement, and the idea of health as a
social responsibility is now deeply embedded in the inner consciousness of many
countries (Langley, 1996). The protection and maintenance of rights (such as health)
are often accomplished through formalised systems — such as state run health care,
education or social services. As our understanding of these ‘rights’ expands to
encompass more of our daily lives, so the formal institutions of the state have tended

to expand to accommodate this. “The welfare state is the high point of a lengthy

process of the evolution of citizenship rights.” (Giddens, 1998, pg. 10).
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In the aftermath of World War I1, the British government set out to build a Welfare
State on a base of greatly strengthened state institutions, at the heart of which was The
National Health Service (Pampling, 1998). The prevailing historical rhetoric 1s that
these institutions both reflected and were shaped by developing notions of citizenship
rights. Institutions are established and continue to be organized based upon how
citizens are generally presented and perceived (Cox, 1992). Thus, the ideological

context set by World War II was instrumental for the ‘new’ British state.

The centrality of the NHS to the British Welfare State has contributed to this
institution serving as the primary focus of much of the work to redefine notions of
citizenship (Milewa, Valentine and Calnan, 1999). Thus, as we develop our
perception of citizens as consumers, clients, patients, students (or perhaps even

primarily as recipients of benefits), so this will shape both what is expected of

services, and what they might successfully provide.

The rhetoric of an intricate interplay between societal views of citizenship and the
resources provided by the state is, however, open to question. Perceptions of
citizenship rights, and the relationships between citizens and the systems established
to support such rights are deeply embedded. Butler (1973) challenged the extent to
which developing conceptions of citizenship rights serve to shape the service in any

meaningful way. Although superficial structures may change with some frequency,

their ideological foundations tend to stay the same. Once established, state structures
become an integral part of society, and are generally allowed to develop with

relatively little thought as to how well they continue to meet the needs for which they

were established.
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Beyond abstract connections to notions of health and citizenship, health care 1s also
important because of the major role that it now plays within our economic system
(Hollingsbaum; 1988, Langley; 1996). Economic growth generates demand for
additional health care services, and in an expanding economy, health care has
considerable potential for economic activity and expansion. An expanding health care
system will (presumably) lead to amplified notions of health and health care. Manning
(1994) proposes, however, that the level of inter-country variation of GDP spent on
health care suggests that the relationship between economic growth and the expansion
of the health care market is one of complex correlation, rather than simple causation.
Growth does not stem simply from citizens/consumers/patients demanding more

services, the medical profession is also situated to generate such demand through

clinical innovation and political power.

2.2 The role of the state in shaping British health care

Since the beginning of the nineteenth century, foundations have been laid for the
British state to assume an increasingly central role in the provision of citizenship
services® (Hanlon, 1999), such that the government now plays an active role in-the
planning, financing and providing of various services. In the case of health care, the

state’s contribution has developed largely into the services now provided through the

National Health Service (NHS).

Many professionals (such as general practitioners and solicitors) initially perceived

the state’s expanding role in the provision of welfare services as posing a serious
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challenge to their own status and power (Hollingsworth, 1988). Such f)rofeésionals
(such as solicitors and doctors) had historically dominated the relatively unregulated
realm of social services, largely by closely aligning themselves to power as caregivers
to wealthy individuals. British professional resistance to the idea of state involvement
in the provision of welfare service tended, however, to dissipate relatively quickly3 ,
The contributions of such a massive financing body greatly increased both potential
for demand, and resources for dealing with it. Such an expansion offered greater
professional opportunities, particularly serving to reduce fierce competition between

practitioners (Hanlon, 1999).

In systems (such as in Britain) where welfare services are financed through general
taxation, balancing the role of the state in relation to health and the provision of health
care can become a difficult, but crucial, task. In such instances, a varying (but almost
always very considerable) proportion of the state’s annual budget is spent on
providing health care for the population. The importance of health to the population
can encourage governments to work to demonstrate their prioritisation of health care
services. This official stance need not, however, necessarily actually reflect an
increase in the amount of money that a government is willing to spend on delivering
such care. Rather, the demonstration is concerned with an assurance of an acceptable
level of health for the general population, while also creating and maintaining a

politically acceptable system through which to provide the level of care necessary to

sustain such conditions.

2 Such as health care, education, and social welfare
* Qutside Britain, however, professionals have maintained general opposition to increased levels of
state involvement in financing the provision of services (Mays, 1997: Freidson, 1975).
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The NHS has a limited ability to provide sufficient care to protect citizens’ rights to
health, in the face of seemingly insatiable demands. Furthermore, the system is
seemingly plagued by competing philosophies as to the basis upon which such care is
most appropriately provided. The conundrum of whether the service should seek to
provide the best possible care for each individual (the individualistic perspective
generally held by general practitioners), or to provide a standardised level of care
across the entire population within the means available (the more collectivist position

adopted by public health) remains unresolved (Fry, 1988).

The overarching popular notion is that the NHS will provide the magic of modern
medicine for all citizens. Thus, the NHS ‘suffers’ from a gap between rapidly growing
public expectations about what the state should be providing, and limited system
capacities. Moreover, the cost of meeting increasing demands will continue to fall
upon the government until a way is found in which to responsibilities for such tasks
can be shifted into other areas, or onto other bodies (Harrison and Ahmad, 2000).
Given that the state cannot deliver services ad infinitum, and without some

consideration of cost, the notion that the NHS can successfully address all of Britain’s

health problems is one of fiction.

Klein (1995) asserts that the role of the NHS is to serve as a tool for rationing and
distributing scarce resources. With the formation of the NHS, the British government
formally adopted a collectivist approach to the provision of health care. Policy makers
couched the proposed reforms in (ultimately) the very successful rhetorical
perspective of ‘comprehensive health care for all’. Early NHS budget projections

would suggest, however, that the proponents of the new service did not fully

appreciate the demands that would come to be made of the system. There seemed to
24



be an under appreciation of the extent to which the service would form the basis for

further demands, rather than satisfying existing needs.

The establishment of the NHS incorporated the general assumption that it was
possible to provide a health service that could secure the mental and physical health of
the population (Kelly and Glover, 1996). Policy makers proposed that once a level of

‘000d health’ was delivered, the demand put on the service would decline, although it

is somewhat questionable whether policy makers ever actually believed this to be true
(Webster, 1988). In hindsight, however, we are acutely aware that demand never fell,

but rather that expectations and costs grew alongside rapidly advancing technologies

(Manning, 1994).

The success of the foundation rhetoric has played an important part in shaping public
expectations regarding the NHS. Kendall et al (1996) suggest that beyond the
policy’s official rhetoric of providing comprehensive health care for all, the
formation of the NHS was also driven by the technical goal of acquiring an efficiently
managed health care system. The initial ‘blueprints’ for the NHS were as pragmatic
as those of any future reforms; the popularity of the ideological position within which

they were couched was, however, perhaps more potent than any that would follow.

2.2.1 Summary : The importance of a changing context for
health care provision

The role of the state in shaping the provision of health care is both interesting and
complex. It cannot, however, be properly considered in 1solation from other factors.

Starr (1982: 8) states that “The development of medical care, like other institutions,

25



takes place within larger fields of power and social structure.” As outlined above,
popular conceptions of both health and health care are contextually and temporally
bound. To a certain extent, context determines the system. If public expectations
change, so the system will change - if it is to continue to fulfil expectations. I would
argue, however, that the structure of the system is also influential in determining
expectations. In either regard, the history of the health care system is closely

entwined with the development of its larger historical context.

In order to build a better understanding of both why and how the present NHS is
structured in its current form, and the direction in which the system may develop, one
needs to appreciate the influence of the social context on the organisation of the NHS,
as well as how the historical ‘background’ has shaped the development of the system.
Furthermore, Harrison and Ahmad (2000) suggest that achieving sustainable control
over the medical profession represents a crucial measure of state control at the end of

the twentieth century and beyond . Thus, careful case studies of reform initiatives

(such as The New NHS) may provide valuable analysis.

2.3 Why study Health Care ‘Reform’?

2.3.1 Change is increasingly perceived as a ‘normal’
organisational state

Most modern governments have experienced a “recent history of exceptional growth

and change” (March and Olsen, 1983; 281), and much of the work of contemporary
government involves managing change. Change is increasingly seen as the norm, and
the public has come to expect organisational ‘development’ rather than static systems.

Indeed, Hammer and Champy (1993) defined the late twentieth century as ‘The Age
26



of Re-engineering’. Such general expectations of change fuels the felt ‘need’ for
health care reform, both requiring and justifying near continuous reform activities.
Freidson (1975), perhaps somewhat cynically, observed that every period in history
tends to find it necessary to declare itself in a state of crisis. The increasing
normalisation of change seems likely to intensify this perceived need. Policy makers
present reform initiatives as “solutions’ to existing contradictions or difficulties, and
in this way reform measures can be very politically expedient. Thus, an informed
understanding of policy reform should incorporate the significance of the process of

organisational change in and of itself, as well as the idea of reform as a response to

either changing conditions or a shifting context.

One might argue, therefore, that much of the administrative reform that has been
introduced within the NHS reflects rhetorical activity, rather than any actual changes
to practice (March and Olsen, 1983). Health care reform may often suggest the need
to demonstrate legitimacy, rather than to achieve any ‘real’ change’. To this extent,
the concept of ‘reform’ has become increasingly problematised within the
sociological literature, and subject to more detailed analysis (Ferlie, 1997). Reform is
therefore often seen as a value-laden term of persuasion — rather than a description of

change that is, in itself, moving towards a self-evident good (Ferlie, 1992).

Hence, the history and development of the NHS can be conceptualised as constant
organisational adjustments necessitated by the NHS” initial rhetorical success. The
notion of ‘reform’ is simply a further rhetorical device employed by politicians to

bolster support for their desired changes. It may therefore be that the creation of an

illusion of progress is often a central, if tacit, reform objective.
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Britain’s seemingly endless search for a balance between health care demands and
available resources is mirrored in many other nations (most prominently, the US).
Klein (1995) defines health care reform as one of the “worldwide epidemics of the
1990s” (p. 299). Furthermore, Mechanic (1975) proposed that as a ‘medical world
economy’ has developed, so many recent reforms across different countries draw on
common core ideas (such as making greater use of market incentives). When such
‘borrowed’ policy ideas are inserted into different contexts, however, actors are likely
to interpret and implement initiatives in ways that reflect both structural differences

and actors’ specific perspectives (Light, 1997b).

2.4 The key role of professionals in policy reform

Particular actors often play a crucial role in the implementation of policy. Indeed, the
perspective of local actors often serves as a ‘lense’ through which centrally
formulated policy should be seen in order to understand many of the officially
unintended and unforeseen consequences, the effects of which often cause policy to
be dismissed as having failed. It seems likely, however, that despite the frequency
with which such “failures’ are seen to occur, both health care reform itself, and the
application of policies from one context to another are likely to continue. Analyses of
reform rhetoric and its relation to particular change initiatives therefore offer
potentially valuable insight. Better understanding may be gleaned from

considerations of the mechanisms established to deliver the initiatives, as compared to

those outlined in official policy documentation.
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2.4.1 The state uses professionals to manage its growing
remit

The state’s role in providing services for its citizens has become extremely complex,
and is also seemingly in the process of constant expansion. Halliday (1987) proposes

that this expansion has led to the state becoming increasingly overburdened with

citizens® expectations with regards to its legitimate remit. Rhetorical reformulation
has been one important technique adopted by the state to limit this expansion, and

reform programmes have a considerable role to play in such efforts.

Professionals are often central to the solutions proffered by policy makers to quell
demands being put on the state. Reform initiatives tend not to overtly abdir;ate state
control over particular realms, but rather to delegate management to professionals
who are publicly defined by a sense of vocation and valuable technical expertise. In
this way, the profession and the state enter into a ‘regulative bargain’, in which the
profession is granted monopolistic control over an area of work in return for an
agréement to take on the responsibility for ensuring the quality of the work with
which they are entrusted (MacDonald, 1995: Allsop, 1995). In this way reforms may
offer professionals a valuable opportunity to attain greater autonomy over their own

practice, a central element to professional power (Wolinsky, 1993).

Hence, often as increasing pressures are placed on the state’s resources, these will
contribute to a devolution of state responsibilities and functions to professionals, in
order that the state might maintain a semblance of control over an expanding

jurisdiction (Halliday, 1987), and continue to oversee an ever more complex set of

structures. Thus, the capacity of the state is not considered as pre-determined, but
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rather partly rests on the constantly developing relationship between the state and the

professions (Johnson, 1982).

Examples of increasing delegation of responsibility from the state to professionals are
abundant. Inthe UK, doctors and nurses are being asked to become increasingly
involved in the governance of health care, teachers are expected to engage in the work
of defining and monitoring educational standards as well as to teach, and lawyers and
accountants are being made ever more accountable for defining the nature of their
work, as well as the work itself. One way to interpret such involvement of
professionals in politically sensitive measures is as attempts to temper public

resistance, and to devolve responsibility for potentially unpopular action away from

central government (Ham, 1998).

One aspect of such ‘delegation’ central to this thesis is the extent to which the work of

defining the concepts of ‘health’, ‘illness’, and ‘health care’ have been (and continue

to be) entrusted to the medical profession. These tasks serve to provide doctors with
an 1mportant source of influence; professionals’ definitions tend to be accepted by the
public, and subsequently become the concepts upon which the service is based
(Johnson, 1995). Indeed, Starr (1982) states that society’s dependence on professions
has become increasingly pertinent; we increasingly rely on professional
interpretations in order to understand the world, and generally defer to experts’

judgement This acquiescence can be seen as essentially voluntary subjugation to

professional agendas. “Professionalism is ... ... a system of regulating belief in
modern societies” (Starr, 1983: 16). Furthermore, Hughes (1971: 424) stated that,
“Professionals do not merely serve; they define the very wants which they serve.

Thus, the old dictum that professions fulfil the basic wants or desires of the people
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and society is much too simple.” Thus, professionals hold powerful positions in

contemporary societies.

It is also significant that professional privilege is largely secured by the influence of
the elite who sponsor it (MacDonald, 1995). Although professionals maintain
powerful positions, their autonomy is granted by the state, rather than being
something which they might demand. The state remains powerful because it has the
ability to both grant and deny autonomy, although its reliance on professionals to

manage aspects of its remit is a significant limitation. Thus, a system of power

networks between the state and professions has developed that is inevitably

intertwined and messy (MacDonald, 1995)*,

Furthermore, Larkin (1983) contends that state involvement in health care provision

serves to both constrain and consolidate medical authority. The salary levels of
doctors and price of prescription drugs are relatively low in Britain when compared
with the US and other Western European countries, (Klein, 1995b). Thus, state
involvement can be seen to both constraining as well as underpinning the power of the

medical profession. The direction of causality is not always particularly clear.

2.4.2 NHS reform challenges professional power

The specific strategies adopted by the state in relation to the organisation of civil

soclety are key to the scope of professionals’ power (Frenk and Duran-Arenas, 1993).
Hughes and Allen (1993) suggests that most NHS reform can be understood as

attempts to increase or improve state control, and to bring doctors and managers under
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a common framework of accountability. Indeed, recent policy reforms have tended to
be framed around standardising clinical practice, as well as augmenting government
control over medical practice. More stringent control measures have been identified as
important to the project of reducing (or at least controlling) costs, as well as to

maintaining greater influence over how government resources are spent

(Hollingsworth, 1988).

As outlined in the previous section, alongside the formation of the NHS, the British
state and medical profession built a relationship in which control over health care
provision was largely delegated to the medical profession. In turn, the clinical
autonomy that this relationship fostered became seen as critical for the professional
status of British doctors (Larkin, 1993). This arrangement also liberated the state from
some responsibility, but resulted in the state relinquishing considerable control. Thus,
over time, state control over healthcare spending has become (at least seen to be)
increasingly tenuous. As a result, there have been increasing efforts to contain costs

and to restrict medical autonomy (Flynn, 1992: 51), such that such controls now tend

to be prioritised in considerations of the system.

Reforms that incorporate professionals into managerial roles have been identified as
one effective means by which the state might achieve greater financial control
(Ffeidson, 1975). Strengthening systems of professional self-regulation has been one
of the most prominent facets of such efforts. The privilege of self-regulation is a
cherished concept for the medical profession (Moran and Wood, 1993), and it would

seem that doctors are increasingly being called upon to publicly consider and evaluate

* I will expand on these points in Chapter 4.
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colleagues’ practice. Increased professional regulation has largely taken the form of a

prioritisation and formalisation of existing structures of collegial control.

A certain amount of professional stratification has been identified as one likely
outcome of this increased scrutiny (Freidson, 1983). Stratification may serve to
challenge the intra-professional equality that has been seen as such an important
factor in the creation and maintenance of a professional identity, as well as ‘colleague
loyalty’, and collective values. This stratification may, in turn, challenge professional
efficacy and the strength that professionals gained from their homogeneity (Johnson,

1972).

As well as seeking greater control over medical practice through increasing the power
of professional regulation, policy initiatives (and particularly The New NHS) also
appear to be structured with the intention of incorporating professionals into
managerial decision making. Clarke, Cochrane, and McLaughlin (1994) maintain that
the ideology of ‘managerialism’ (that is based upon devolution, decentralisation and
the fostering of a culture of collective and inclusive responsibility) is becoming
increasingly important within health care provision; systems that are organised on this
basis would seem ideally suited to professional input. Traditionally, however,
managerialism and professionalism have been conceptualised as oppositional
philosophies, and initiatives that have sought to increase the managerial aspects of

professional work have been strongly resisted.
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Reform initiatives designed to increase state control over medical practice have
tended to be multi-faceted, and subject to considerable sociological analysis’. The
present research will focus upon the extent to which The New NHS influenced the
processes of local decision-making and systems of professional regulation. This focus
reflects the stated concerns of the policy initiative (The New NHS), and likely
challenges posed to the professional agenda, as identified through the sociological

literature.

2.4.3 General Practitioners are central to the NHS

The reform initiative considered in this study (The New NHS: Modern, Dependable),
- focuses, to a large extent, on the role played by general practitioners within the NHS.
The NHS has recently been declared to be ‘primary care led’, with GPs “at the helm

of the ship’. Thus, the ‘political’ power of general practice in relation to the success of

policy initiatives should not be underestimated®. As early as 1968 (when the NHS was

generally conceptualised as being dominated by specialist interests), Owen (1968; 20)
warned that, “No reform of the health service can hope to succeed unless it carries
with it the 20,000 general practitioners who provide the essential and most sensitive
primary link between the individual and the National Health Service.” GPs’ position
on ‘the front-line’ with patients, as well as their gate keeping role in relation to
secondary and tertiary care makes them potentially very influential players in

determining how the system operates’.

: Detailed discussion of this literature is superfluous to the purpose of this chapter.

Horobin (1983) suggests that the continued importance of British GPs in an age of ever-increasing
specialisation is a paradox to be explained. It would appear that Horobin perhaps underestimates the
increasing importance of primary care internationally, as well as in the UK.

71 recognise that the extent to which GPs are actually ‘front-line’ in comparison with other members of
the primary health care team is questionable.

34



The role of primary care, and GPs in particular, within policy reforms is an interesting
and important aspect of NHS development. Although the NHS has been undergoing
near-constant review since its creation, it was not until the mid-1980s that GPs were
prioritised within a reform initiative. Before this time, policy makers seemed to view
primary care as the ‘inexpensive’ arm of the system, and an area where few
substantial savings were possible. There has, however, been growing worldwide
interest in primary care and general practice (Fry, 1988), and this attention has been
reflected within recent NHS policy. A system in which primary care is prioritised
may offer the potential to provide a cheaper, more effective and efficient health
service. Primary care is expected to work effectively to prevent disease and promote

health, and to reduce the demands that are placed on the service.

Regardless of the level of reform attention that they have received, GPs have always
been central to the effectiveness of the NHS; their role as ‘gatekeepers’ (or filters) to
more expensive, secondary services is vital to NHS efficiency (Light, 1993). In
addition to controlling the demand placed upon the secondary services, GPs are also
important because primary care practitioners deal with the vast majority (over 90%)
of all ‘ill health episodes’ (Bryden, 1992)°. Furthermore, as noted above, medical
professionals tend to hold strong positions of authority, respect and trust within the
community. General l;ractitioners are therefore frequently charged with the practical

implementation of reform measures, and are both formally and informally called upon

to explain and interpret the likely effects of any changes for their community of

patients.
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2.4 The Professional History of General Practice

GPs have historically reacted with considerable hostility to proposed health care
reform measures. Moreover, GPs’ professional history has created conditions that do

not facilitate their easy incorporation into many reform initiatives.

“To understand a given structural arrangement, like professional sovereignty, one

has to identify the ways in which people acted, pursuing their interests and ideals

under definite conditions, to bring that structure into existence.” (Starr:1982, p. 7)

GPs’ hostility to reform measures can be (at least partially) accounted for by general
practice’s somewhat tenuous professional claim. GPs have often interpreted changes
to organisational structure as potentially undermining established claims to
professional status. Hughes (1964) proposed that although professionals have tended
to benefit from changes to organisation of their work, they have frequently been made

uneasy by such transformations.

An occupation’s ability to attain and retain a professional identity has become an
important source of power and control. Johnson (1972: 32) stated that

“professionalism is a successful ideology, and as such has entered the political
vocabulary of a wide range of occupational groups who compete for status and
income”. Professional status is also often key to the ability to restrict the market and

protect practitioners’ income (Burrage, 1996). The sources of power available to

® Although much of this work will be done by community and practice nurses and other non-medical
health care professionals.
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occupational groups who make such professional claims are, however, an element

often not given significant consideration in policy analysis.

Claims of professional status derive (at least to some extent) from the work with
which one is engaged— where this work is done, with whom, and to whom.
Explanations for the position of contemporary general practice have their roots as far
back as the mid-nineteenth century. GPs’ professional claim has been shaped by the
nature of their work, their relationship with fellow medical specialists, their clientele,
as well as their history both within and preceding the formation of the NHS. The
professional history of general practice has also been shaped by the relatively low
status of GPs in relation to hospital doctors (Honigsbaum, 1979), and GPs’ historic
financial dependence on their patients (Calnan and Gabe , 1991). These factors have

shaped the relationship between the state and general practice, and GPs’ reactions to

various policy initiatives.

The ability of a profession to exert collective influence can also be seen to rest on
their demonstration of a knowledge mandate (Halliday, 1987), and the associated
exertion of influence both within and over a defined area of expertise (Bucher and
Strauss, 1961). The ability to demonstrate a distinct and unique area of expertise
empowers professionals - “Professions have no intrinsic resources other than their
command over a body of knowledge and skill that has not been appropriated by
others.” (Freidson,1993a: 62). Demonstrating an area of specialised knowledge is
central to establishing and maintaining professional autonomy — which is, in turn,
essential for making a claim to further professional privilege (Freidson, 1970). The
professional claim of general practice, however, faces significant challenges in

relation to such a mandate on at least three fronts.
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First, GPs do not have a single area of work over which they can claim distinct
expertise. The ability to define and defend a particular domain is often seen as central

to making a successful claim to professional status (Freidson, 1970: Burrage, 1996).
A GP’s work is (by its very definition) general, and for any given area of work there
are specialists who can claim greater expertise. There has therefore been a tendency to
conceptualise GPs’ skills and knowledge as being little more than the ‘common

knowledge’ that is held by all doctors; knowledge that is superseded by all specialist

expertise.

The development of a referral system between GPs and specialists in the NHS has
been based upon a discrete division of labour. The referral system has been beneficial
for GPs to the extent that it has defined distinct and supportive roles for both GPs and
specialists within the system, thus reducing competition for patients. The system has,
however, also somewhat confined GPs to the work of preliminary diagnosis and the
treatment of common conditions (Fry, 1988). Patients tend to present GPs with

relatively undefined and unselected packages of health problems (Fry, 1983). GPs are

therefore sometimes seen as doing little more than separating the medical ‘wheat from
chatt’ (Jeffreys and Sachs, 1983: 223); GPs are left dealing with social problems,

minor ailments and medical administration, and having to pass ‘real’ medical cases on

to specialist colleagues’.

Johnson (1972), on the other hand, contends that the key to professional power is

being seen to possess valuable skills and knowledge — rather than being able to define

? ‘Real’ as defined through GPs’ biomedical dominated training.
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a distinct area of autonomous control (i.e. professional power rests more on one’s
relationship with the patient, rather than on one’s position 1n relation to colleagues).
Since the medical profession has chosen to align itself with a scientific model of
knowledge for its cognitive base (Larson, 1978: Honigsbaum, 1979), the

‘hypothetical-deductive model’ has been adopted as the dominant practice paradigm.

The doctor’s role has become defined as investigating the cause of disease, engaging
in diagnostic work, and overseeing treatment (Jeffreys and Sachs, 1983) — along the
lines of a scientific experiment. GPs’ professional history is troubled because their
work does not sit easily with such an approach. Only rarely are GPs presented with a
biomedical disease in isolation from social factors (McWhinney, 1996), and quite
often GPs are not able to ‘fix’ the patient such that they do not return for additional
treatment. These discrepancies have meant that GPs® work has been less likely to be
recognised as skilled. Instead, it tends to be trivialised, and portrayed as unexciting

and unrewarding (Jeffreys and Sachs, 1983)

“It is also recognised that in the medical profession the general practitioner’s skills
are not even predominantly those of a skilled technician, but refer to the ability of the
practitioner to relate in a warm and personal way to the patient who is seeking

reassurance and a listening ear at least as much as a specific diagnosis and adequate

treatment.” (Johnson, 1972: 35)

Furthermore, unlike hospital medicine, the establishment of the NHS did little to

standardise GPs’ practice (Stevens, 1966: Owens, 1968). Fry (1983) asserts that
general practice is defined by practitioner individuality, whereas having a

homogeneous identity has been identified as a powerful tenet of professional
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authority. Not only do GPs lack a strong claim to professionalism based upon their
general remit, their claim has also been weakened both by a lack of practice

uniformity throughout the system and by their tenuous link to the scientific paradigm.

One approach that British general practitioners have taken to defend themselves
against such challenges has been to emphasise their holistic knowledge of the
individual patient as, in itself, a form of specialisation (McWhinney, 1996). This
claim draws upon the idea that there are both social and biological determinants of
health, and thus there is value in a practitioner who has skills appropriate to both
realms (Armstrong, 1979: Fry, 1983). Because GPs’ work sits at the crossroads
between biomedical disease and socially situated illness, they are able to act as

individuals with whom patients might share the burden of their illness, as well as

witnesses to patients’ illness accounts (Heath, 1995). This role could, in turn, be

conceptualised as an area of unique expertise.

Such a ‘holistic’ approach has not, however, been a particularly effective approach to
protecting professional status. First, there are no boundaries around ‘holistic’
knowledge that can be successfully guarded'’. Furthermore, the notion that medicine
incorporates ‘social’ aspects of health, as well as medical or clinical elements, is
problematic. The standard biomedical model of illness allows little room for ‘social’
determinants of health. In an age where ‘science’ rather than the social is the

dominant paradigm, the demonstration of expertise over the ‘social’ aspects of illness

1s unlikely to add significant weight to a successful professional claim.

' The ‘non-clinical’ aspects of health have also traditionally been areas in which other health care
professionals (such as nurses, health visitors or social workers) have been dominant. It may be that
GPs also face more established ‘experts’ in this realm.
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GPs’ tenuous claim to both an acknowledged and respected unique skill base and a
definable work remit seems to have contributed to their tendency to emphasise the
importance of autonomy within their professional claim. The protection of
individuals’ freedom over daily practice has been understood to have shaped the

history of general practice, particularly in reaction to proposed reform Initiatives

(Honigsbaum, 1979).

Within general practice, there has been a tendency to interpret professional
‘autonomy’ in terms of ‘individual freedoms’, rather than collective privilege. GPs
have incorporated such notions into efforts to protect their independent contractor
status, rather than collective status. Starr (1983: 12) however, states that “Doctors
and other professionals have a distinctive basis of legitimacy that lends strength to
their authority. Professionals claim authority, not as individuals, but as members of
their community that has objectively validated their competence. The professional
offers judgment and advice, not as a personal act based on privately revealed or
idiosyncratic criteria, but as a representative of a community of shared standards.”

GPs’ tendency to interpret autonomy in relation to themselves as individuals seems to

have prevented them both from appreciating, and taking effective and collective

action against other potentially threatening changes.

I will now briefly outline some the key events that have affected general practice and

contributed to its present position. I will focus on the reaction of general practice to
different reform initiatives, as well as the effects that such reactions have had, and the
extent to which reactions can be attributed to professional claim making. This focused

and brief history will begin with the 1858 Medical Act, an event commonly referred
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to as the ‘starting point’ of modern British medicine. The roots of general practice
are, however, also deeply embedded in the position and history of GPs’ professional

forebearers (Fry, 1988)'".

2.5.1 Key events in the history of the English GP profession'?

The 1858 Medical Act established state registration for doctors, an event that brought
legitimisation for the work of some practitioners and not others. Up until this point,
medical practice had been fairly unregulated. With the creation of state registration,

however, boundaries around what was considered to be legitimate medical practice as

well as those who were legitimate medical practitioners became more tightly defined

(Moran and Wood, 1993).

Through the Medical Act, and subsequent state registration, a relationship was forged
between the state and the medical profession that forms the foundation for the
enduring mandate of the medical profession. Practitioners who the act defined as

‘legitimate’ were consequently given responsibility for both defining and defending
the realm of medical practice. Furthermore, the 1858 Medical Act formed the basis
for state-licensed, professional self-regulation (Moran and Wood, 1993) through the
establishment of the General Medical Council. The formation of this institution
provided the medical profession with responsibility for, and authority over, the

standards and quality of medical practice. At the same time, through such measures,

"' When medical work was divided between surgeons, physicians and apothecaries, with little state
iInvolvement, the social class of one’s patient was central to the social standing of the practitioner
(Stevens, 1966). Physicians held powerful positions as the doctors to the upper classes. GPs, however,
gained influence through their association with the expanding middle classes.

* This section is not intended to provide a comprehensive history of English general practice, but
rather to ‘flag up’ some of the key events that have shaped contemporary general practice, and will
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the state was essentially able to relieve itself of the burden of monitoring the medical

domain.

The passing of the 1911 National Health Insurance (NHI) Act was another key event
in the development of general practice. The NHI Act instituted a state supported
medical system, through which a limited range of medical services were made
available for approximately one third of the population’? (Honigsbaum, 1979). This
Act also established a more concrete role for the state in the provision of health care
for the general population, and placed GPs in a pivotal position in relation to

delivering such care. Over time, the panel system originally established through the

NHI Act grew to incorporate nearly 90% of British GPs.

The NHI Act served to increase GPs’ economic security, as it released them from the
controls of private and contract patients (Calnan and Gabe, 1991). GPs were no
longer at the mercy of the Friendly Societies and Collectives in relation to defining
their conditions of service', Individual (and usually relatively isolated) GPs had been
ineffective in resisting the terms that were suggested by the Friendly Societies and
collectives. GPs may have been more powerful if they had been willing to act
collectively, but their attachment to individual autonomy was such that they would

not consider such an option (Honigsbaum, 1979).

The NHI Act, however, offered considerable protection and security for GPs, as well

as a ‘keystone’ position for them in the new system. Initially, however, GPs raised

influence how The New NHS is received and implemented. It is limited to ‘English’ general practice, as
events sometimes differ in other parts of Britain.

" Inclusion in the system was dependant on employment status.
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considerable objections to the Act’s proposals. This opposition has been attributed to
fears that state involvement would limit the scope for more traditional, ‘private’
arrangements. The resistance was such that the British Medical Association (BMA)
succeeded in delaying workers’ dependents from receiving coverage (Fry, 1988). The
BMA were also able to defend patients’ right to choose their own doctor, who would
be paid on a capitation basis'. The capitation method of payment was presented as a
way of protecting GPs from being reduced to the status of mere salaried state
employees. It permitted distinct relationships between client and professional to
remain'®, The efficacy of GP resistance to the new system was however, relatively
short-lived; by 1938, the NHI Act covered 43% of the population, and 90% of GPs

were working as NHI doctors (Webster, 1988).

The first half of the twentieth century can be seen as a continuing advance of the
British state’s involvement in health care provision. State involvement in the
provision of care (beyond simply monitoring external provision) was established
through the NHI Act, and was expanded until the eventual creation of the NHS. The
creation of a national system of facilities for health care provision has its origins in
the nationalisation of hospitals during World War II. Until the war, hospitals had been
local institutions, and there was little (or no) coordination of services. The
nationalisation of hospitals was embarked upon during wartime with the expressed

intention of making the most efficient use of available resources. This original

nationalisation programme did not directly affect GPs, except in that it served as a

'* Previously, many GPs had depended on such organisations to purchase their services, thus rendering
GPs in relatively powerless positions.
' A capitation system is one in which a practitioner is given an amount of money (usually per annum)
to provide specified services for each individual.
16 : » o " ’ "

An issue that has remained pertinent throughout general practice’s history.
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pilot for the eventual formation of the NHS, and as such demonstrated that a national

network of health care providers was feasible.

The notion of a nationalised health care system was extended during the wartime
period, and 1942 saw the release of the Beveridge Report. This report recommended
that Britain establish a comprehensive health service free at the point of delivery. The
report advocated that the system be staffed by doctors and nurses who would be state
employees, and would be organised in a similar manner to civil servants. There was,
however, strong GP opposition to ideas proposed in the Beveridge Report —
particularly the suggestion that doctors should become salaried employees of the state.
GPs were particularly resistant to the idea of group practices. Such organisational
structures were not in line with notions of ‘professionalism’, but were rather seen to
‘smack of trade’ (Eckstein, 1958). The strength of GP resistance to such measures
was apparent in the modifications made to the ideas within the Beveridge report as it

was later applied to the creation of the NHS Act.

In 1946, the Government incorporated the recommendations of the Beveridge Report
into The National Health Service (NHS) Act. The Act established the NHS, which

would provide comprehensive health care for all that was free at the point of delivery.
The system was to be organized around existing structures whereby care was
delivered by and through GPs, who would also act as gatekeepers to secondary care.

In the newly created NHS, GPs would continue to treat their defined patient
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population for the majority of illnesses, and refer the remaining patients to specialist,

hospital doctors'’.

The proposed NHS structure received strong GP resistance. Klein (1995) contends
that GPs’ opposition was largely based on a fear that their professional status would
collapse under the new system, and that GPs would simply become state bureaucrats.
The sociological literature suggests that such a fear was not necessarily unfounded;
GPs may not have been misguided in their opposition to the creation of a
‘monopsonistic’'® system. Hughes states that (1971: 383) “When there is but one
client, it becomes in fact an employer.” Johnson (1972: 36) also proposes that “Where,
Jor example, a physician or architect is subject to the whims of a single powerful
patron as the sole client; where the client has the power to define his own needs and
the manner in which they are to be met, then the relationships of affective neutrality
and authority which Parsons claims are inherent in the professional role will be

undermined.” The creation of a single, powerful state provider may indeed have

proved quite challenging to the professional claim of general practice.

GPs’ opposition to the NHS Act was not, however, particularly effective in preventing
the operationalisation of the initiatives — and thus, in 1948, the NHS was born. GP
resistance to the NHS proposals had been largely focused around the issues of salaried
service and large-scale health centres. To this extent, the GPs were quite successful.

These 1ssues were significantly modified between 1946 and 1948 (Honigsbaum,

1979), such that when the NHS was introduced they were no longer key factors in the

'" This system had been established in the nineteenth century to avoid competition between generalist

and specialist doctors (Stevens, 1966), and actually favoured the specialists, who were allocated the
more prestigious work (McWhinney: 1967, Jeffreys and Sachs: 1983).
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shaping of the system. By acquieécing to these desired modifications, policy makers
were successful in gaining the assent of the majority of the profession. By ‘The
Appointed Day’ (when the NHS officially came into being) on July 5™ 1948, 86% of
GPs had agreed to join the new service, even though many had repeatedly stated that

they would resist incorporation..

In hindsight, we can see that the creation of the NHS did have some negative
ramifications for general practitioners - GPs’ exclusion from hospital practice being
one pertinent example (Webster, 1988). In the early days of the NHS, GPs focused
their efforts on resisting increased municipal control and salaried service. Thus, the
issue of general practitioners’ exclusion from hospital practice was largely
ignored(Honigsbaum, 1979). GPs’ exclusion from hospital practice was, however,
quite significant because it meant that GPs were kept distant from many of the
technological advances that would become key to the progression of medical power
(Fry, 1988). Fry (1988) claims that GPs’ exclusion from hospital practice was by no
means Incidental, but was rather part of a ‘deal’ struck between Bevan (the Minister
for Health at the time of the NHS’ formation) and medical specialists in order to gain
their support for the new system. GPs’ exclusion from hospitals served to strengthen

the boundary around specialists’ professional mandate.

The formation of the NHS did not, however, seem to have a great impact upon the
daily practice of GPs, nor the experience of the patients who were seeking treatment

(Stevens, 1966). Whereas the creation of the NHS may have profoundly altered the

foundations of the service, it did so without challenging the status quo of GPs’ daily

'* With one dominant client/purchaser
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routine. Indeed, the continuation of ‘the way things were’ may have facilitated an
easier transition into the NHS for both patients and GPs. It also seems, however, to

have allowed many of the system’s weaknesses and needs to be overlooked. In some

cases, very poor working conditions and practices were allowed to continue or even

worsen (Collings, 1950)'°. Calnan and Gabe (1991) attribute the lack of attention
given to general practice during the NHS’ formative years to the power differential
between GPs and their specialist colleagues. During this period, ministers focused on

placating the powerful hospital doctors, such that the needs of general practice were

largely ignored.

The years following the formation of the NHS have sometimes been defined as times
of professional discontent, and conflict with the government. During the first two
decades of the NHS, levels of medical emigration were very high, and the number of
newly qualified doctors choosing to enter general practice was in decline (Fry, 1988).
Pay was also a central issue for government/professional relations during this period
(the 1950s and 1960s), such that in 1952, the Danckwerts Report recommended a
100% pay rise for all GPs. Relations between the government and GPs were not

improved by the government’s refusal to implement this recommendation.

Professional dissatisfaction reached such a level in 195 as to warrant an independent
commission was established to consider increasing doctors’ and dentists’

remuneration (Fry, 1988). This commission was not, however, successful in

” In 1950, the very influential Collings Report was published in The Lancet. The author of the report
(Dr. Collings) was a visiting GP from Australia who surveyed British general practice in the years
immediately following the formation of the NHS. His report was highly critical towards the then

current state of general practice. The Report is said to have been an important contributory factor for
GPs’ low morale and discontent over conditions that grew over the 1950s and 1960s.
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appeasing the profession, and support grew in favour of a national strike, or other
such measures®’, This ‘fallow’ period can be interpreted as having had some positive
consequences for the development of the GP profession. Fry (1988) maintains that
although this period was defined by grievances, it was here that GPs learned of the

power that they yielded when they acted as a homogencous entity’ .

The College of General Practitioners was established in 1952 with the expressed
intention of addressing some of the difficult issues facing general practice within the
NHS. Although morale among GPs, and the relationship with specialist colleagues
were both so strained that the College initially be founded in secret (Waine, 1991).
The College was charged with working for the professional development and
recognition of general practitioners and the official goal of the organisation was to
“encourage, foster and maintain the highest possible standards of general medical
practice” (Royal College of General Practitioners, 1996). The formation of a
professional College was intended to protect the interests of general practitioners in the
same way that it had for specialist doctors - to provide a professional network, and
would support the development of education in the area of general practice. The role

played by the existence of a college for the status of a profession was seen to be very

important.

%0 Talk of a strike culminated in 1965, but such action was never operationalised.

2 Although relations between the government and general practitioners were strained during the
formative years of the NHS, and general practice was facing very low member morale, the profession
was spared from having to adjust to major organisational reforms. Hospital medicine (rather than
general practice) tended to be the focus of such initiatives, rather than general practice. With the cost
of the NHS expanding far beyond initial expectations, policy makers were charged with bringing costs

down. As hospitals were perceived as being the most expensive component of the system, they were
targeted in efficiency drives and cost control measures (Allsop, 1995).
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The College was ultimately very successful; within six months there were over two
thousand members (Stevens: 1966). The College was granted a Royal Charter”? in
1967, and became the Royal College of General Practitioners . Further professional
development came in 1968, when a Royal Commission officially recognised general
practice as a distinct medical speciality, with its own educational and training needs.
Before this time, specialist doctors had been assumed to have had all of the skills and
knowledge of GPs, in addition to their own specialist knowledge. Recognition from
the Royal Commission, and the development of the Royal College of General

Practitioners were important factors in bolstering the status of the GP profession.

2.5.1.1 General practice and NHS ‘reform initiatives’

As I have already noted, general practice was overlooked in most, but not all, early
reform initiatives. It was not until The Family Doctors Charter (1966) that GPs found

themselves in the spotlight of reform efforts.

The Family Doctors Charter was founded on a growing belief that many of the
conditions of general practice (single-handed practice, twenty four hour coverage and
antiquated premises) were unsupportable in the long term. The Charter introduced a
basic practice allowance as the foundation of GP remuneration (Fry, 1988). It also set
out support mechanisms for the development of group practices, and enhanced
ancillary support services. The initiative received some professional resistance on the
basis that it reflected government’s intentions to more directly influence GPs’ practice

(Irvine and Jeffreys, 1971). The Charter was, however, effective in changing the

%2 A sign of significant recognition.
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working practices of many GPs, and led to a reduction in the number of single-
handed practices, as well as less home visiting, and increased use of deputising

services (Cartwright and Anderson, 1981).

It has only been since the mid-1980s, however, that reform efforts have focused on
general practice to any great extent (Calnan and Gabe, 1991). The gradual shift away
from initiatives focusing on hospital medicine might be partly accounted for by a
global trend towards prioritising ‘primary care’ as being central to the success of
service systems, as exemplified in the World Health Organisation’s Alma Ata

declaration in 1978.

By the late 1980s and early 1990s, a ‘managerial’ or ‘business’ ideology had begun to
permeate the ideology surrounding British health care (Clarke, Cochrane and
McLaughlin, 1994), and general practice was identified as an area to which such

ideas might be fruitfully applied. The incorporation of managerial principles to

general practice involved introducing contracting and marketing skills, as well as
financial management and performance assessment systems to a realm where such
notions had not previously mattered a great deal. Day and Klein (1986) predicted that
such changes would force general practitioners to rethink their attachment to
independent contractor status. Both the increasing centrality of primary care, and the

attention given to accountability could be interpreted as potential threats for GPs’

autonomy.

In 1984, a controversial initiative was introduced in the form of a limited-list of
prescriptive medicines paid for by the NHS. The limited-list initiative was aimed at

controlling prescribing costs by identifying a defined set of drugs and treatments
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supplied through the NHS. A treatment’s inclusion on the list was said to be based
upon standardised effectiveness criteria. This initiative was aimed at both hospital
doctors and GPs. It met with enormous resistance from both the BMA and the
pharmaceutical industry, who argued that the government did not have the necessary
expertise to make such decisions. Ultimately this opposition resulted in government
retreat, and only very minor prescribing restrictions were maintained (Webster, 1998).
It is however, still an important measure in the development of ideas as to the

appropriate level of governmeﬁt involvement in clinical decision making.

The 1990 GP Contract was another relatively contentious reform initiative focused on
general practice. The contract was seen as directly affecting GPs’ daily practice by
increasing the emphasis that was placed on the ‘preventative’ aspect of GPs® work in
the payment system. The stated objective of the contract were to reward ‘high-quality
services’, and to ensure greater efficiency and consumer satisfaction (Webster, 1998:
p. 41). The contract increased the importance of capitation as a means of payment for
GPs, and introduced a more consumerist philosophy to general practice®. The GP
Contract outlined how patients were to be provided with greater levels of information
about practices, and to be encouraged to take a more active role in choosing their
doctor®*, Furthermore, the 1990 reforms set targets for immunisation and screening

programmes; GPs’ whose practices met the targets would receive incentive payments

(Langley, 1996).

% A philosophy that was greatly extended with the introduction of The Patients’ Charter in 1992.

24 Although it was never clear that the structures necessarily to facilitate such a choice being a reality
were put into place.
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1990 was a highly significant year for general practitioners. Not only did the reforms
indicate that their roles should shift towards consumer focused, preventative medicine

with the introduction of the GP Contract, but market principles were also introduced

into British health care through the NHS and Community Care Act (1990). The
rationale for the structural overhaul proposed in the NHS and Community Care Act
was that the NHS® bureaucratic organisation was inefficient, and the system could be
greatly improved by introducing elements of competition. Thus, ‘the internal market’
was established within the NHS, and a formal division between the purchasers (the
health authorities and the newly created ‘fundholding’ GPs) and the providers of care
(namely hospitals) was created. The transactions between these newly separate
entities were to model ‘real world’ market relations, with both ‘sides’ now having

distinct goals and purposes. The extent to which this actually occurred is, however,

questionable.

In 1991, hospitals became self-governing ‘Trusts’ modelled on the private sector, and

larger GP practices were given the option of taking control for purchasing specified
areas of care for their patients (known as ‘fundholding’). The policy rhetoric stated
that such purchasers of care (Trusts and fundholders) would be responsible for

adhering to a budget, and for using available resources to attain the best possible care
for their patients. Furthermore, traditional localised care relations were challenged,
and purchasers were officially encouraged to ‘shop around’®. Webster (1998) notes

that there was intense opposition to this reorganisation from the medical profession,

2 Research, however, suggests that such ‘shopping around’ did not occur (Hughes and Griffiths, 1999).
Traditional providers often provided the most (or only) practical option for patients. Even where these
providers were under-performing, NHS managers were usually reluctant to remove contracts to the
extent that they became economically unviable. The pattern of behaviour seemed to be that traditional
care relationships were maintained, and contracts were moulded around local capacities.
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and that such opposition was largely ignored. The government forged ahead with

little professional consultation.

Fundholding was introduced on a voluntary basis, and with each passing year more
GPs became “eligible’ for inclusion within the scheme (the government continually
reduced the minimum practice size). Initially there was a relatively widespread
professional rejection of such managerial measures. GPs tended to conceptualise the
new tasks as being out of line with their professional role (Greenfield and Nayek,
1996). Although initial GP opposition to fundholding was fierce, involvement in the
scheme became perceived as a way of gaining greater access to resources. By 1996,

nearly forty percent of the population were registered with a fundholding GP

(Kendall et al: 1996).

Viewed in hindsight, the internal market is often dismissed as a failure — creating
more inefficiencies than those with which it dealt. The notion of market based
initiatives as a means of improving efficiency and effectiveness within health care
systems has, however, gained credence both in the UK and in other countries (not

least in the US, which served as a ‘test-bed * for such ideas).

Light (1999c¢) proposes several reasons why a market-based system of health care
provision may have gained popularity among policy makers- even once such a system
was shown to be ineffective. His analysis goes back to the international oil crisis of
1973 that slowed down economic growth throughout the next decade. During this

period, in order to keep levels of health care provision steady, countries were forced

to increase the proportion of GDP (Gross Domestic Product) that they spent on such
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services®®, In Britain, the incremental expansion of the NHS was suddenly halted.
Light suggests that the medical profession was an important contributory factor in the
increasing costs of health care, and that these costs were central to the growing public

criticism of this health care system. The cost pressures interacted with a worldwide
paradigm shift towards a perception of the state as inefficient, incompetent and
inflexible, as well as in need of competition, deregulation and privatisation. The
combination of these factors created the conditions in which ‘market based’ reform

measures could be developed and introduced without fervent public opposition.

2.5.2 Summary

“It has been the autonomy of doctors locally rather than the power of the British
Medical Association which has blunted the drive for change.” (Harrison et al. 1992:

2)
Events in the history of English general practice have shaped the form of the

contemporary profession. It is also the case however, that for each initiative

introduced, the profession’s reaction to the proposals has shaped policy
implementation. Scott (1982: 236) contends that “Few attempts at rationalization
and reform have considered how practitioners may be expected to interpret and react
to administrative goals or ‘the specific mechanisms by which policy goals are to be
reached. It is also the case that administrative controls developed thus far (both
incentives and sanctions), have not been powerful enough to cause major behavioural
changes in practitioners who have their own ideologies and justifications for care
decisions”. GPs’ professional position has frequently enabled them to resist measures

that were not seen as in keeping with their own occupational agenda.

% Webster (1988) concurs that the onset of the global oil crisis in the middle of the 1970s was very
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The history of general practice has shaped (and continues to shape) the profession’s
reaction to, and power over, reform initiatives that are introduced. Hanlon’s (1999)
research on the English solicitor profession raised several issues that are salient to
this consideration of the history of general practice. Hanlon claimed that the history
of the solicitor profession has been shaped by solicitors’ perception that they have an
inferior status to their barrister colleagues. This perception has, in turn, induced

solicitors to focus more on the pursuit of wealth and respectability than might

otherwise have been expected. Comparisons can be easily made as to the influence of
the differential status between general practitioners and their consultant colleagues in

determining the path that general practice would follow.

Lipsky’s (1980) notion of ‘street level bureaucrats’ may also be helpful in considering
the extent to which local professionals (who are charged with implementing policy
initiatives, and have a wide discretion over the dispensation of resources and services)
play a role in determining the course that policy will actually run. Local professionals
(such as GPs) are frequently charged with operationalising centrally instigated policy.
These local actors are powerful enough to do so in a discretionary (rather than blindly
obedient) manner. This discretion contributes to their local influence, thus making
them important partners in proposed initiatives, but also serves to complicate the
implementation of such measures. Local professionals are key actors in determining
the effectiveness of such policies, or at least the extent to which policy is put into

place as officially outlined.

_——-__—_——'__—-—__——_—-—-—-—-_..________._—__—

detrimental to an already weak British economy, and contributed to a move to cut public expenditure.
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The centrality of influential local actors (increasingly understood as ‘professionals’)
for the successful implementation of policy initiatives necessitates a careful

consideration of their role in the process. Dopson (1996) claims that “Relatively little

work has been done exploring the doctors’ role in the management of health services,
and even less work has been done exploring the implication of recent moves to involve
doctors more closely in the management process,” (p. 173). Dopson (1996: 185) also
maintains that the work that has been done in this area has largely been empirical,

with very little theoretical foundation. My study seeks, at least in part, to address this

shortfall.

The history of the NHS suggests that general practice is central to the effective
implementation of reform initiatives. The history of English general practice,
‘however, also suggests that this group is unlikely to assume an ‘obedient’ position in
relation to any proposed changes. An analysis of the role of general practice in
implementing reform initiatives that is informed by their professional history has the
potential to make an important contribution to the existing literature. This thesis takes
the 1997 White Paper, The New NHS: modern, dependable, as an opportunity to
conduct a ‘case study’ of this important interaction, and to learn more about both the

development of the GP profession and the local implementation of policy reform.

2.6 “The New NHS”: The Labour government’s promise
of ‘real’ change

‘The White Paper, The New NHS: modern dependable, was released in December

1997. It was the product of the newly elected Labour Government’s election promise

to dismantle the internal market and reform the NHS. The new NHS would
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incorporate the efficiency measures of the market based system, but would be based

on collaboration, rather than competition.

Many of the reforms outlined in the White Paper centred on general practice. The
Labour Party had adopted an oppositional position towards fundholding, and had
promised (if elected) to dismantle the “two-tiered” service that this created. Concern
was expressed that patients of fundholding doctors were receiving better/speedier
hospital treatment than patients whose doctors’ budgets continued to be controlled by

health authorities. Fundholding GPs had been given the power (at least theoretically)

to cancel contracts if they were dissatisfied with conditions or care being offered by a

particular Trust, and to send patients to other providers. Health authorities were seen

as having much less flexibility.

The New NHS outlined the structures that would replace fundholding. The policy did
not propose to re-instigate pre-fundholding institutions, but rather to introduce new
organisational structures. Newly formed Primary Care Groups (PCGs) would be at
the heart of the new system. The internal market would be disbanded, but the

distinction between purchasers and providers of care would be retained. PCGs would

incorporate the GPs and other ‘stakeholders’’ working in and for a local population
of approximately 100,000 patients. PCGs would be led by local professionals, through
whom all resources for patient care would be channelled. These new local structures

would be charged with the work of resource allocation for their community.

Controversially, unlike the fundholding initiative that it replaced, The New NHS

*’ Such as nurses, practice managers, social services representatives and voluntary sector
representatives. The remit was expanded beyond traditional ‘health’ boundaries.
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would not be based upon voluntary professional participation; all GPs working within

the NHS would be required to become members of a PCG.

The New NHS outlined a progressive transition to increasingly autonomous primary
care institutions. Initially, all Primary Care Groups would have the status of
subcommittees of the Health Authority (Level One). However, over time, 1t was
expected that all PCGs would apply for more control, which would be granted in
increments (Levels two, three and four). Ultiniately, Primary Care Groups would
become Primary Care Trusts that were independent of any health authority (and
indeed, actually subsumed its authority), and totally responsible for the provision of

care for the local community.

There was (perhaps not surprisingly) considerable professional opposition to the
proposals outlined in The New NHS. A particular fear was expressed that the proposed
changes threatened the independent contractor status of GPs, and that “collectivising’
GPs into PCGs would being about an end to the traditional practice structure. This
opposition was forcefully demonstrated (and perhaps developed) through the
professi_onal press. The British Medical Journal (BMJ) was influential outlet for the
debate of the potential challenges - “Despite the protective conditions negotiated by
the General Practitioners Committee in June 1998, the introduction of co-operative
working, clinical governance and unified budgets could render independent

contractor status unsustainable.” (Roger Chapman, BMJ 318: 797-798 — March 20,

1999). Discussions between GPs as to the possible effects of the changes for the
profession were also occurring within more informal professional networks. I
followed the dialogue occurring between a group of GPs on a national electronic

mailing list for eighteen months (Clegg, 1999), and the consequences of the reforms
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for professional autonomy was a prevalent and recurring topic of discussion —

particularly around the time that The New NHS was released.

Although The New NHS certainiy posed challenges for general practice (that will be
considered in the following chapters), not everyone agrees that the reform initiatives
necessarily signal a bleak future for general practice (Griffiths and Hughes, 1999).
Examinations of the micro-level interface between managers and medicine are
necessary in order to provide the empirical evidence to test different positions. There
are, however, relatively few studies that have given detailed consideration to local
negotiations between managers and professionals that result in new institutionalised
patterns of working. Griffiths and Hughes (1999) contend that it is through such

micro-interaction that change is brought about — rather than being imposed externally

from above.

This study focuses on just such local negotiations. It is concerned with the way that

policy rhetoric is implemented locally, particularly the role played by the GP
profession. I examine what policy actually becomes when it is operationalised, and

how we can best understand this process.
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3. Methodology and the Research Process:
Exploring the translation of official policy into
workable action: The case of The New NHS

3.1 Introduction

In this chapter, I will present and discuss the decisions that I made with regards to

collecting and analysing data. In so doing, I will address the following questions -

How did I collect my data? Why did I choose to conduct the research this way? What
are the strengths (and potential weaknesses) associated with my decisions? How did 1

apply the data collected?

The fieldwork for this research took the form of an in-depth, longitudinal
ethnographic case-study. I conducted research within one health authority (the I gave
the pseudonym *Casterdale’). The fieldwork consisted primarily of participant
observation of commissioning meetings and preparatory work for the introduction of
the new PCGs, and in-depth interviews with participants in these processes. 1
analysed official documentation about the change process that was produced by health

authority, the NHS Executive and the Department of Health. Finally, I conducted a
few key observations and interviews outside of the health authority, and followed

discussion occurring on a national electronic ‘mailing list’ for GPs over an eighteen

month period®,

3.2 ‘The New NHS’ as a catalyst
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Hammersley and Atkinson (1995) note that social research is often precipitated by the

occurrence of a particular event or events. The conditions during times of change or
upheaval may offer opportunities to explore unusual occurrences; social phenomena
that are usually taken for granted may become problematised. Studying periods of

change can offer insight into important aspects of social interaction.

In my research, I took the release of the White Paper, The New NHS, to be such a

catalytic event. The announcement of this NHS ‘reform’ initiative in December 1997
provided an opportunity to follow a major programme of structural and ideological
change. I anticipated that this period of transition (and potential challenge to the
professional power of general practice) would stimulate a demonstration by GPs of
certain factors seen as being key to their claim to professional authority. Thus, this
reform provided a potential opportunity for an explicit consideration of existing
theories regarding general practice’s profeséional foundations. It also facilitated an
analysis of the role played by professionals (particularly GPs) in shaping the

implementation of policy implementation.

The fieldwork was conducted over eighteen months following the release of the White
Paper, The New NHS in which the newly elected Labour Government’s organisational
plans for the health service were outlined. I focused on the potential effects of the

reform initiatives on the involvement of general practitioners in managerial work, and

on the role of GPs in the implementation of reform measures. My research was,

however, entirelyconducted before the announcement of a subsequent set of major

* These data were excluded from the present analysis, but served as important background information
for this study. For further discussion of the Email data see Clegg (1999).
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organisational reform initiatives for the NHS in 2000, thus, the analysis presented in

this thesis is limited to the 1997/8 reforms.

3.3 Methodology

Ethnographic research can often accommodate complexity in a way in which
quantitative methods that rely on reductionist analytic techniques are rarely able
(Murphy et al, 1998). I chose an ethnographic approach because this allowed me to
embrace the complexity of the social setting, rather than requiring a reduction or
simplification of the interaction for the purposes of research and analysis. My
methodology was further shaped by the premise that previous research on NHS
reform has soemtimes been limited by the analytic tendency to oversimplify the

processes of change and reform implementation.

Ethnography is particularly suited to my research objectives because of its utility in
relation to relatively new or under-researched domains. This approach allows the
researcher to expand understanding by taking small, relatively uncharted steps into
unexplored realms. For ethnographic research, detailed knowledge about how the
research might unfold is not a pre-condition. Both the methods and the philosophical
underpinnings of ethnography provide room for the development of theory throughout
the research process. Jorgensen (1989) describes participant observation (a key
ethnographic tool) as a process aimed at instigating concepts, generalisations and
theories. Ethnographic methods allow the researcher more flexibility in relation to
research plans, and incorporate the idea of the researcher continually reflecting upon
their expanding understanding of the particular social object under study. These

methods allow the exploration and incorporation of developing perspectives of the

63




social world, alongside the process of data collection. The ‘emergent’ nature of an
ethnographic analytic framework also allows more scope for ‘negative cases’ to be

incorporated into analysis (Silverman, 1989).

Atkinson (1979, in Murphy et al, 1998) suggested that early social research tended to
take a ‘black box’ approach to understanding social phenomenon, focusing on
‘causes’ and ‘outcomes’ without being overly concerned with how one leads to the
other. Ethnographic methods are particularly appropriate when one’s research is
focused on ‘processes’ and/or change (Finch, 1986). My research focuses on the
implementation and incorporation of a set of government reform initiatives by GPs
and managers within one health authority district. Conducting a mixture of
participant observation and semi-structured interviews enabled me to both observe
action and gather reports of this action. Tﬂc longitudinal element of the case study
provided the opportunity to observe the process of the reform implementation,
particularly focusing upon the incorporation of change and the development of local

manifestations of reform.

3.3.1 Ethnographic data: personal perspectives or public
accounts?

Qualitative research is sometimes presented as facilitating the researcher in ‘getting
inside’ the object of study. This model of qualitative research prioritises a ‘raw’
application of the categories and meanings used by the participants themselves with

the goal of understanding participants’ perspectives (Bryman, 1988). Thus, any
imposition of external categories or theoretical structures by the researcher is seen as

invalid. Advocates of this position assume that ethnographic methods allow
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researchers to become intimate with the intricacies of how things really are. In turn,
researchers are seen as being able to access the ‘backstage’ of social action,

appreciating what people actually think and feel, and thus properly explaining why

people act in the way that they do.

Prior (2000) states that such an objective for sociological research is essentially
futile, because researchers who intend their work to uncover people’s knowledge or
beliefs set themselves the difficult (nay impossible) task of accessing inner
psychological states (p. 195). Such research necessarily faces the inability (or
unwillingness) of participants to share this information with the researcher, and of the

researcher to both adequately understand and incorporate any information into

analysis.

Qualitative social research can also be seen as a process through which one seeks to
identify and interpret the accounts for action that are purposefully produced by
actors. Accounts do not require access to inner thoughts or beliefs, but are rather
publicly produced, and thus available (Prior, 2000: 195). Accounts are valuable
largely because of their social manifestation. Prior draws upon Gerth and Mills’
(1953) concept of ‘motive’ to further explicate the usefulness of accounts for social
research. When called upon to produce an account for one’s actions, or one’s
perspectives of a particular phenomenon, a collective culture of socially acceptable

positions, justifications and rationales are likely to be engaged.

Thus, research that focuses on what people say and do (in public situations) can be a
study of what is understood to be socially acceptable and appropriate — given people’s

perspective and agenda in any given situation. The objective is to identify, and to
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seek to understand the many different presentations of participants in relation to
everyday interaction. Such analysis supports the possibility of numerous, non-
competing accounts, rather than a hierarchy of competing descriptions. Furthermore,
the accounts are then applied as ‘gateways’ to further understanding the social
processes that shape the phenomena of interest (Silverman, 1993). The purpose is not
to simply recount particular actors’ perspectives, but to apply these to understanding
social action (Hammersley, 1992b). My position in embarking on this research was

more aligned with the ‘accounts’ approach, rather than that of ‘researcher as insider’.

3.3.2 Accounts from Casterdale

I gathered various accounts of the policy implementation process from different
‘types’ of participants, in different settings, and at different times. I interviewed

actors engaged in the change process, as well as (wherever possible) observing the

mechanisms through which the structures relevant to realisation of The New NHS
were being shaped at the local level. The data consisted of different types of
accounts, as well as different perspectives of the reform process; accounts of the

change process given in the interviews were quite distinct from those being produced

4

in Health Authority public meetings.

[ concentrated my data collection within one health authority district, and treated this
as a single ‘organisation’ for the purposes of the research. My ethnographic approach
facilitated an in-depth exploration of interaction within a particular setting. I sought to
forge new understandings and interpretations that could subsequently be applied to
different social phenomena, based upon the identification of similar underlying

structures and processes. My analysis was, however, necessarily both driven and
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contained by the particular fieldwork context, as well as my pre-existing theoretical

beliefs, and my research interests.

Hammersley (1992) describes the purpose of ethnography (in terms of
generalisability) as being to locate the general within the particular. ‘Unique’ social
occurrences and events are actually often the manifestations of common, underlying
social structures. Ethnographers’ intention need not therefore necessarily be to
conduct research on a population or setting that is ‘typical’ in some way. Small pieces
of research in diverse settings may provide valuable insight into social processes
beyond the particular confines of the empirical event, population or institution that
may have been studied. Ethnographic researchers may therefore choose to abandon
the goal of simple ‘empirical generalisability’ in favour of producing more

‘theoretical’ generalisations (see section 3.4.2 for a fuller discussion).

[ sought to examine the processes occurring within a particular Health Authority

district after the release of the reform initiative, The New NHS. In particular, I

- focused upon the transformation of existing local structures into those mandated by
the White Paper, and the development of GP involvement in managerial roles and
resource allocation decisions. My choice of research setting was intended to
contribute to sociological debates on policy implementation, and on the development

of the professional claim of English GPs.

3.4 The Research Process — Studying the implementation of
policy at the local level
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For qualitative researchers, the development of one’s research design is an important
element of one’s report of research findings (Creswell, 1994). The researcher may
begin the fieldwork process without precise knowledge of the methods that they will
use, the means by which such decisions were made are therefore important to any

discussion and evaluation of the research process.

In the following sections, I will document the decisions that I made about conducting
my fieldwork. I will begin with my decision to carry out a single case study in one
health authority district. Then, because some ‘background’ information about the
setting is important, I will outline how I chose the particular setting. I will provide
details as to the relevant organisational structures that were in existence when I began
my research, and those that developed during the fieldwork period. This should allow
the reader to engage with the analysis and discussion that make up the following three
data chapters. These details are also important in order to assess the relevance,

validity, and potential application of my research.

3.4.1 Casterdale Health Authority

I' chose a single ‘health authority district®”” as the setting for this research because of
the organisational importance of such structures within the NHS; it incorporates both
managerial and clinical elements. The health authority is a particularly important
structure because its members are charged with the implementation of many of the
decisions and actions relating to centrally initiated reforms. Conducting research at

this level, therefore, offers unique opportunities to observe a key interface between
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abstract reform ideas and their practical implementation. Once I made the decision to
focus on one health authority, I set out to learn more about these structures in order to
identify one that I might approach regarding access. I quickly learned that health
authorities are quite heterogeneous institutions; seemingly shaped as much by local

conditions as by national policies.

I chose to approach a health authority that was widely identified as being at the
forefront of developments in general practice®®. This district had a history of relatively
successful, locally formulated collaboration between local GPs and health authority
managers, and GPs were already voluntarily involved in both managerial work and
resource allocation. Furthermore, a local, collaborative structure (The Commissioning
Group or TCG) had been developed between GPs and Health Authority managers as
an alternative to the Conservative government’s fundholding initiative’!. GPs and
managers in this area had typically been opposed to fundholding (which had been

identified by the new Labour Government as ‘on the way out”), and GPs in this

district had been actively involved in the formulation of alternative structures.

* Milewa, Valentine and Calnan (1999) use the term ‘health authority district’ to define their research
focus. I take it to incorporate all those who provide health care for the NHS within the geographical
?ounds of the health authority, not being limited to those who work directly for the health authority.
"I am careful with the level of description that I provide with regards to the health authority, as such
description could make the setting easily identifiable (see the later section on Ethics).
*! The TCG consisted of over two hundred local GPs. It was managed by a ‘Forum’ of sixteen GPs
elected by the general TCG members. The Forum met once a month. In addition, four GPs were
elected from among the Forum members to serve on the TCG project board with members of the
Health Authority. The TCG Project Board had the authority to make and uphold decisions, whereas
the Forum was merely advisory. Each of the Forum GPs sat on one of four ‘Programme of Care’
Committees with members of the Health Authority and representatives from the secondary and tertiary
sectors. These committees were responsible for making commissioning decisions. With the
establishment of PCGs, the TCG Forum ‘morphed’ into the Collaborative Commissioning Mechanism.
The PCG Chairs Committee seemed set to take on many of the responsibilities previously held by the
TCG Project Board. Throughout the fieldwork, the Health Authority held a monthly Board meeting at
which all decisions were formally presented and approved. This is a public meeting, but with
considerable (and seemingly non-negotiable) closed sessions.
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Pre-existing GP involvement in commissioning’? tasks made the research setting quite
distinctive in terms of its organisational structure. The TCG was central to the Health
Authority’s commissioning of secondary services. The TCG consisted primarily of a
‘Forum’ of GPs, who were elected by their local GP colleagues. Their role involved
meeting regularly to make collective commissioning decisions, as well as serving as
GP representation on an array of Health Authority resource allocation committees
(known locally as the ‘Programmes of Care’). Conducting fieldwork within this
setting at this particular time allowed me to observe the change process from
voluntary GP involvement in a single, locally-formulated voluntary™ system (the
TCG), to the implementation of mandatory professional membership of several

government-initiated organisations (PCGs).

My choice of health authority was partially pragmatic, because unlike other areas,
Casterdale had pre-existing structures to which I could seek access. This allowed me

to follow the implementation process, rather than to simply reflect upon it once the

new structures were in place. If I had chosen a health authority where GPs had little
history of participation in management decisions. I would have had to wait for
structures to be established before I could have even sought access to embark on
fieldwork. Once I had chosen Casterdale Health Authority as an appropriate “case
study’, I sought to identify accessible settings where GPs were involved in tasks that

had traditionally fallen to the Health Authority.

*2 «Commissioning’ was an idea formulated in response to objections to the contracting process that
developed with the creation of the internal market in the NHS after Working for Patients (1990).
Commissioning essentially retained the separation of the providers and purchasers of care, but sought
to replace the philosophy of competition with that of co-operation.

*3 GPs did not have to be actively involved, or even join, the TCG.
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3.4.2 Generalisability

Hammersley (1992) stated that it is rare for the findings of ethnographic research to

be intrinsically relevant beyond the particular setting (p. 85). It is however, important
that all research is sometimes applicable beyond the interests of the individual
researcher, and in relation to the partiéular population. Generalisation need not,
however, necessarily entail a straightforward application of substantive findings from
one setting to another. ‘Straightforward’ applications based upon substantive
similarities between ‘cases’ are referred to as Empirical generalisations. In such
Instances, a case or setting is chosen because it is deemed to be ‘typical’ of a
population (such as a ‘typical’ British firm, or a ‘typical’ university), with the

expectation that findings will be directly generalisable to the larger population.

It is often the case, however, that one has limited knowledge of the larger population,
and that typicality would be difficult to determine, or of little relevance. In such
Instances, it may be more appropriate to seek to generalise on a more abstract,
theoretical level. Where one focuses on social processes, rather than on specific
circumstances or outcomes then one is particularly unlikely to be concerned as to
whether a site is either representative or typical (Burgess, 1984). Theoretical
generalisations focus on underlying structures and processes that are deemed to shape
the action and events in a particular setting. Analysis of structures and processes in
one setting can be applied to others that may, on the surface level, seem very
different. In such instances, both pragmatic sampling matters (such as the ease of
access or people’s willingness to participate), and theoretical considerations (the
underlying structures that different processes may share) take a more central role in

sampling decisions.
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In outlining my research setting, I will indicate ways in which the findings are
generalisable on a theoretical level. The Health Authority tended to present itself as
innovative, and the GPs had a history of political involvement at both the local and
national level. For instance, the health authority that I chose was both “distinctive’ as
well as ‘typical’. The heavy involvement of Casterdale GPs in commissioning work
before the publication of The New NHS is quite a unique factor in the local
implementation of the reform initiative in Casterdale. When I began my fieldwork,
both GPs and managers des‘cribed Casterdale as being a ‘flagship’ for The New NHS

initiative, although GPs would later describe feeling betrayed by the structures that

were actually implemented.

The exact reform implementation procedures in Casterdale, and the development of
the relationship between GPs and the Health Authority both before and after April 1*
1999 (the date at which PCGs went ‘live’), are therefore unlikely to have been
precisely replicated in any other location. I found little evidence of an active
communication network between health authorities, and participants described the
implementation of The New NHS as being less prescriptive than previous measures,
prioritising local interpretations and applications rather than national synthesis. From
first observations, it appeared as if relationships between health authorities grew in

isolation, dependant on local conditions. It would therefore follow that the idea of a
unique change process, whereby health authorities felt as if they were “flying by the

seats of their pants’ might actually have been common to many settings. The felt

individuality of my setting might also be a typical characteristic of health authorities

during periods of upheaval.
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(See Appendices 3iii and 3iv for structural diagrams and accompanying
descriptions of Casterdale Health Authority at the beginning and at the completion

of the fieldwork.)

3.4.3 Access

In their reports, researchers frequently acknowledge the process of gaining access to
research settings and participants, but seldom go further than to ‘skim over’ the
process. In the following section I will provide a relatively detailed outline of my

access process, with the intention of providing valuable insight into the research

setting itself.

The lack of any single permanent physical setting related to the structures and change
processes in which I was interested in following was a particularly pertinent access
issue. Neither the TCG (Total Commissioning Group) nor the newly forming PCGs
had any physical base or *headquarters’ in which I might situate myself. This
limitation proved to be significant both in terms of understanding the nature of the
interaction that was occurring, and because of the challenge that this posed to my
data collection. I found it difficult to keep up with developments, to immerse myself
in the organisational culture, to build up a rapport with participants, and to make
informal contacts. Rather than learning anything by ‘hanging around’, I constantly

had to seek out information through formal, but changing, channels.

Upon starting fieldwork, I had only a limited understanding of the organisational
structure of the Health Authority . Although I had researched official policy and

established structures, I had found little information about the way that such work is
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managed locally. This type of knowledge seemed to be largely tacit. Many of the
access challenges that I faced seemed to reflect the politics of the organisation —

notably in relation to the complex and hierarchical decision-making structures of the

Health Authority committees.

Gaining access is sometimes portrayed as largely a matter of ‘playing it by ear’ and
making impromptu decisions regarding tactics (Hornsby-Smith, 1993). Unfortunately,
the organisational formality of the Health Authority did not foster spontaneous
decision making; I had to formally arrange access to each setting that I wished to
observe. [ was also unlikely to be made aware of meetings that were occurring
without speaking directly to those involved in their organisation. When I did learn of
a meeting, I had to follow formal channels for seeking access, or fear alienating the

different actors involved in (and perhaps more crucially, in charge of) such structures.

The pace with which the organisation was changing also meant that there were
occasions when | was given permission to observe at a particular committee, only to
find by the néxt week that it had been disbanded, restructured or renamed. A week
later, the structure would often have a slightly modified membership, and would be
under the control of a different Chair. I eventually arranged access to, and conducted
observations in thirteen different organisational structures in relation to GP
commissioning and the formation of PCGs within this one Health Authority district.

There were, however, numerous other structures to which I could not obtain access

from an appropriate gatekeeper, or of which I learned only once they had ceased to

exist.
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During my fieldwork, I often felt like an outsider — vulnerable and out of place. I was
frequently the only non-member present in meetings, even when these meetings were
officially ‘open’ or ‘public’. I also sometimes felt conspicuous simply because of my
physical appearance. Although I sought to ‘fit in’ through appropriate behaviour and
dress, I felt that my gender and age made me feel more segregated within this research

setting than I might have in others.

My access difficulties may also be somewhat attributed to the unusual social
dynamics of the setting in which my research was being conducted. Little meeting
time was spent on informal socialising. At the commissioning meetings, GPs tended
to atrive in advance of the official start time, and to leave as soon as the meeting was
over (often this would be over three hours later — and as late as 10:45 p.m.). At other
meetings, the ‘public’ session came between confidential sections — leaving me with
no time for observing or engaging in informal conversation. I often felt that the

formality of the meetings, and the pressured agendas made it quite difficult for me to

get to know the participants — or (perhaps more importantly in terms of access) for

them to get to know me.

The complexity of my access process, however, also reflected characteristics that
were inherent to the particular setting (rather than to me as a researcher), and had

much to do with the reform initiatives and the formation of PCGs. My access
difficulties seemed to mirror a perceived shift in the power relationships, particularly
the tension within the Health Authority over continued control over managerial tasks.

The Health Authority management often scemed wary of imminent confrontation with

and between the GPs, and were not particularly keen to have anyone observe this, if it

were to unfold.
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By the end of my fieldwork, I began to feel less vulnerable. I received more smiles of
recognition at the meetings, and more people said ‘hello’. Occasionally, people
would ask questions about the progress of my research during breaks in the meetings.
It was not clear whether this change was due to increasing numbers of GPs having
met me individually through interviews, or to members feeling more comfortable
about my presence at meetings. The different atmosphere may even have reflected
the changing membership of the meetings. Membership was becoming more diverse;
nurses, social services representatives and ‘lay members’ were included on the new
PCG boards. It is possible that the newer members saw me as a ‘regular feature’

within the setting, and were therefore less likely to question my presence.

I made some early mistakes while trying to gain access that shaped the direction of
my research. In one instance, a Health Authority middle manager (the
Commissioning Co-ordinator) granted permission for me to observe a group of
meetings. When I arrived at the first of these meetings, however, I found that the
Chief Executive of the Health Authority also sat on the committee, and had not been
informed of this decision. The Chief Executive did not support my continued access
to thes§ meetings until I outlined my research to him in writing, and we had met to
discuss the details of my research in more detail. This spurred a dialogue about my

access to numerous such settings

With hindsight, I feel that my access process provided a valuable opportunity to learn
about the changes occurring, and their significance for particular actors within the
setting. I incorporated this insight into my analysis; the confusion as to who had the

authority to grant me permission to observe meetings 1s one reflection of the struggle
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that I observed in relation to authority over the changing and newly forming

committees and structures.

3.4.4 An account of the access process

As described, the complexity of the Health Authority’s organisational structure made
gaining access quite a tricky business. My interest in an organisation in the midst of

change necessarily meant that structures were shifting during the research period.

I embarked upon my fieldwork by arranging to informally discuss my research with
the GP who chaired the Total Commissioning Group (TCG). I wrote to him outlining
my initial research plans, and he agreed to meet me. During this meeting, he granted
me permission to attend an upcoming, open meeting for local GPs about the
commissioning project. This would my first observation. He also directed me to the
Health Authority manager (The TCG Co-ordinator) who oversaw the
commissioning®* process, and told me that he would be able to provide me with
information about future meetings, as well as further details around the establishment
of the commissioning project. I felt that the meeting with the TCG Chair had been

very positive, and that he had both understood and supported my research.

I subsequently arranged a meeting with the TCG Co-ordinator who did indeed provide
with further information about commissioning, and agreed to help to gain access to
relevant meetings. I assumed from this meeting (wrongly, it turned out), that the TCP

co-ordinator had the authority to grant me permission to observe at the commissioning

** This individual was a middle level manager, rather than the member of the Executive Board
responsible for commissioning.
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meetings that we had discussed®. In hindsight, at this juncture, I should also have
sought official permission from the Health Authority Chief Executive, or at least

another member of the Health Authority Executive Committee.

[ also felt that it was important to gain the informed consent of the general

membership of the meetings that I sought to observe, as well as that of the Chair. I
therefore wrote individually to each of the members of the Commissioning Forum
(one of my principal settings). I outlined the objectives of my research and asked for
permission to observe meetings, and to conduct separate interviews with participants.
Upon receipt of the letters, my research was tabled as an item on an upcoming
‘Forum’ agenda. At this meeting, the GPs collectively agreed that they would permit
me to observe Forum meetings, but also that they were too busy to be interviewed.
Unfortunately, this message was never relayed to me by either the Chair or the
Commissioning Co-ordinator. I was informed that the GPs did not want to take part
in interviews by one of the GPs upon telephoning to arrange an interview
appointment. The GPs’ decision was a considerable set back, and caused me concern
about continued access and the progress of the research. Over the next year, however,
I was able to arrange interviews with many of these GPs by providing careful
explanations about why their particular perspective was valuable to my research

(Appendix 3ii).

I sought access to the Commissioning Project Board in a similar manner, and the

board members agreed that I might observe their meetings. The Health Authority

33 Homsby-S‘mith (1993) notes the usefulness of having a ‘guide’ to steer the researcher through the
research setting. Upon reflection, I think that I placed the TCG co-ordinator in this role
inappropriately.
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Chief Executive was unfortunately absent from the meeting at which this was
discussed and was therefore not party to this decision. After observing one meeting, 1
rang the TCG Co-ordinator to confirm that I planned to attend the next project board.
I was informed not only that the TCG Chair was unsure as to why I needed to

continue to attend, but that the Chief Executive was reluctant for me to do so.

I then wrote to the TCG Chair explaining why I sought continued access, as well as
writing to the Health Authority Chief Executive requesting a meeting in which I
might outline my research, and explain why continued access was so important. I
included a detailed research proposal with these letters. The Chair of the TCG agreed
to allow me to continue to observe TCG Forum meetings upon receipt of the letter,
but it took me several months to arrange a meeting with the Chief Executive of the
Health Authority. When this meeting finally took place, I was given permission to
observe at meetings throughout the Health Authority. The Chief Executive did
request, however, that when I observed meetings I took a seat at the side/back of the

room, rather than at the meeting table’®,

As well as having ‘top down’ access to observe the Health Authority meetings from
the Chief Executive, I also wanted to have the agreement of the individual
Committee Chairs. I therefore wrote to the Chairs of all of the committees that I

planned to observe, to tell them that the Chief Executive had given me permission to

observe, and to ask whether they had any questions or objections about this (See

Appendix 3i for an example of such a letter). I succeeded in gaining access in several

*% See discussion in the ‘Observation’ section as to my difficulty in placing myself appropriately at
such meetings
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cases, but each successful application took a great deal of time, thus restricting the

number of meetings of which I was able to observe’’.

In several cases, with the changing structure of the organisation, the Chairs of relevant
committees (as well as members) changed during the research period. Where this
occurred, I often had to re-negotiate access. Such a change occurred in my main
setting, the TCG Forum, when it became the Collaborative Commissioning Forum.
The access re-negotiation required that I miss one meeting where my presence was

being discussed, but continued acceéss to this setting did not prove to be problematic.

My observations all occurred within formal settings, although I became aware that
much of the decision-making and preparatory work for PCGs seemed to be occurring
outside of this context. I observed work being done in brief discussions when people
‘ran into’ one another before and after meetings. I also heard people arranging phone
calls to discuss certain issues further. I was not, however, ever able to gain access to
such informal interactions. My difficulty in accessing informal or impromptu

interaction was not unique to this study, although I perhaps had more difficulties

because of the lack of any stable, physical location for the structures in which I was

interested.

I gained access to most of my interview participants by writing to each of them
individually explaining the particular perspective or opinion that they might add to my

research (See Appendix 3ii). In most cases, I followed these letters by telephoning

*" The chairs of three out of four of the ‘Programmes of Care’ committees did not respond to my

request to observe. Due to other pressures, I did not follow up these requests, and limited my
observations to 1 of the committees.
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their place of work; several of the participants, however, contacted me upon receiving
their letter. Generally, when contacted individually, GPs and managers were willing
to be interviewed. I feel by outlining exactly why each individual was being included
in the sample, I provided an assurance that participants’ contribution would be

valuable to the research.

Bell (1977) suggests that powerful people and institutions tend to deny researchers

access because they do not want to expose either themselves or their decision-making
procedures to scrutiny. While this may be true in other settings, I did not feel that this
was the case in Casterdale. People seemed reluctant to take initial responsibility for
aligning the institution to my research. However, once I attained an agreement to
participate, there was a general expression of appreciation that someone was

interested in what most participants seemed to feel was both a significant process,

and a neglected research area.

3.4.5 Ethics

Anonymising the research setting and individual participants has been one of the
greatest challenges posed by this research. The presentation of the data within this
thesis and any subsequent papers is intended to minimise the possibility that either
particular individuals or the geographical setting will be recognisable. Anonymity is,
however, particularly difficult in relation to this research because there are a limited

number of Health Authorities. In addition, as I discussed previously, Health
Authorities tend to have fairly distinctive characteristics and some of the distinctive

characteristics of the chosen Health Authority district are pertinent to the present

research, and therefore need to be reported.
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With regards to individual anonymity, participants often held unique positions within
the setting, I have therefore found it particularly difficult to conceal individuals’
identity without losing important contextual information. I chose to adopt the
masculine pronoun for all participants (both in meetings and from interviews) as one

means of protecting the anonymity of individuals within my descriptions.

While conducting my research, I was careful to point out to participants that while I
could promise to conceal their individual identity, and that of the Health Authority as
much as possible, I could not guarantee the absolute anonymity of either. During
interviews, several people asked, ‘How confidential is this?’. I responded that I
would turn off the tape recorder if they would like me to, and promised that I would
hot repeat their comments to other participants. 1 also assured participants that I did
not intend to name them in subsequent reports. This seemed to allay concerns in
relation to other people within the organisation being able to identify their comments.

Very few pertinent comments were actually made off the record’. In such cases, the

comments have not been reported.

I was never personally requested to refrain from making notes during the meetings
that I observed. I did, however, stop recording at certain points, particularly when the
Chair (or other members) remarked to one another that their comments were “not for

minuting’. In so doing, I hoped to demonstrate my awareness of potential
sensitivities, I felt that this was an important way for me to attain and maintain

participants’ trust. When I felt that the comments were absolutely crucial, I simply

recorded that a discussion ensued on a particular topic.
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Several people being interviewed asked me to whom else I had spoken. I sought to
provide reassurance that participants were not being solely targeted within my
research, without breaching the confidentiality that I had promised to others. I

provided only the names of people who told me that I could refer to them personally

(such as the Health Authority Chief Executive and the TCG Chair), and 1n other
instances referred to departments in which I had conducted interviews (such as, *1

have spoken to people in Public Health”).

Roth (1962) claimed that researchers never tell the subjects ‘everything’ about the
objectives of their research. I maintain that I was as open as possible with participants.
I spent a few minutes at the start of each interview explaining why I was conducting
the research, and answering people’s questions. I also usually spent time ‘chatting’
about the purpose and application of the research once the tape was turned off>®. I
found that by describing my research, people became more engaged, and quite
quickly appreciated what information might be of interest. The focus of the research
did, however, shift quite considerably during my fieldwork. Although I provided

participants with a detailed account of the objectives of the study, this may sometimes

have bome little resemblance to the final analysis reported in this thesis.

3.5 Observations

(See Appendices 3ii and, 3iv) for outlines relating to the organisational structures in

Casterdale, and how these changed during the fieldwork period)
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3.5.1 What did | observe?

My observational research was shaped by the availability and accessibility of settings
in which GPs and Health Authority managers met to make commissioning decisions

and to prepare fbr the advent of PCGs. Some of the committees that I attended pre-
dated the announcement of PCGs (such as the TCG forum, and the Programmes of
Care), some were ‘one-off’ transition meetings, and some were either newly created,

or developing structures.

My observational fieldwork consisted of twenty-five observations at formal meetings

within the Casterdale Health Authority district from January 1998 to June 1999. 1

attended the initial open meeting of the Total Commissioning Group (TCG), in which

the GP Forum members presented the prescribing initiative to colleagues (GPs who

were potential TCG members), and asked them to join the TCG. I also observed five

TCG Forum meetings®’, four TCG Project Board meetings*’ and three subsequent

Collaborative Commissioning Mechanism*!

meetings (essentially the form that the
TCG Forum took after the formation of PCGs). I observed one Health Authority
Programme of Care meeting (before these committees were disbanded in anticipation
of PCGs), and I observed three Health Authority monthly board meetings42 |
observed one PCG stakeholder meeting, and the final Primary Care Development

Forum held before it was disbanded (again in anticipation of PCGs). Finally, I

;: I found there were generally more questions at the end of the interview than before it began.

The TCG Forum was the setting for GP discussion around commissioning issues and the mechanism
by which representatives from the Programmes of Care (where most commissioning work was done)
fﬁould report back to the Project. The Forum was advisory to the Project Board.

The Project Board was the official decision making body of the TCG made up of TCG GPs and
health authority management.

‘! The Collaborative Commissioning Mechanism was the structure that replaced the TCG forum
** Though much of the work at these meetings was conducted in “closed’ sections of the meeting before
and after the public section. I was excluded from such sessions.
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attended at least one open meeting of each of the PCGs soon after their transition

from ‘shadow’ to ‘real’ organisations on April 1%, 1999%.

Burgess (1984) emphasised that when researchers choose a single location (or

conduct a case study), they should consider which social networks and clusters are
relevant to understanding the interaction therein. I am aware that my observations of

- formal meetings only provided access to one ‘layer’ of decision making, and that the
data that I gathered in the meetings were partially determined by the particular type of
Interaction that occurs within such settings. The meetings had carefully constructed

agendas that determined their subject matter; they were formally minuted and

managed by a Chair. I sometimes felt that these meetings were merely settings for

‘reporting back’ work done elsewhere, rather than being bodies where ‘real’ decisions

were taken.

It was, however, difficult to determine when and where more informally organised

work might be taking place. I asked interviewees to inform me of meetings of
possible interest, but this did not yield many opportunities. The formality of the

meetings that I did observe, and their infrequency, also limited my interaction with

the participants, and made establishing additional ‘gatekeeper’ relationships difficult.

The importance of timing is often emphasised in discussions of participant
observation (Burgess, 1984). I was largely excused the chore of deciding when to

observe because the meetings occurred fairly infrequently and at set times. I attended

“ I was away for the date of one of the PCG’s first meetings, and in another instance the timing of two
of the PCG board meetings coincided. For two of the PCGs, I therefore attended the second, rather
than the initial meeting .
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all of the meetings about commissioning or PCGs during the fieldwork period of
which I was aware, and to which I was given access. I sought to conduct observations
in settings that I identified either through reading Health Authority publications and
policy documents, or which became apparent through the course of the fieldwork.
My observational fieldwork was conducted in settings that were both as varied and as
relevant as practical constraints allowed, and was driven by my intention o access

data that would be relevant to my intended analysis (Miles and Huberman, 1984).

3.5.2 The Experience of Being an ‘Observer’

Gans (1967) outlines three possible roles for the participant observer: the total
researcher, the researcher participant and the total participant. Such different research:
positions are often presented as ‘alternatives’ that the researcher might adopt,
dependant on the particular setting. I therefore (perhaps somewhat naively) entered
the field thinking that I would simply choose my role in the setting. In my
experience, this was actually not my choice to make. Rather, my role was largely

determined by the participants, or the setting itself.

I would essentially describe my research position as that of a total researcher. I had
no speaking rights in the settings that I observed**, and was sometimes actually
physically excluded from the setting®. I certainly perceived myself to be a ‘complete

observer’ at the start of the research process. As time went on, and I gained

increasing familiarity with the jargon being used, the subject matter and the

44 . o . .
This 1s not to say that I would have wanted to contribute. Many researchers conducting
observational work would seek to minimise their influence on the social interaction being studied.

Had I wanted to contribute, however, there was no legitimate form within the formal meetings in which
I could do so.
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participants, I felt that I made some small contribution to the interaction that I was
both observing and of which I was (supposedly) a part. As I began to understand the
jokes and humorous anecdotes that were told, I began to laugh with the participants.
also found myself nodding along with discussion about topics that had been
previously raised, thus displaying some understanding“. At times, I may have come
close to Gans' description of a researcher participant, but 1 would generally classify

my position as a ‘complete observer’ throughout the fieldwork process.

One of the most difficult practical decisions that I faced was the issue of where |
shﬁuld sit during meetings. At my initial observation (the open TCG meeting), this
decision was simple; the meeting took place in a lecture theatre and everyone except
the Forum members sat in the theatre seats. I took a seat in the audience with the
GPs. Almost all of the subsequent meetings were, however, conducted around a large
boardroom table. I was unsure whether it was more appropriate for me to sit at the

table or to slightly remove myself from the action by taking a seat off to one side.

At my first TCG Forum meeting, I decided to sit to the side of the room, away from
the table around which the meeting would focus. Upon taking such a seat, however,
one of the participants urged me to join him at the table. As I did not want to offend

the GP, and I felt that as he knew the culture better than I did, I took a seat at the

table. My presence at the table did not seem to be disruptive, and it allowed me to

demonstrate that I was not scribbling secret, judgmental comments. I therefore chose

> Both being asked to sit away from the meeting table and being required to leave when public
meetings entered the confidential part of the meeting.

* In describing both these examples, I have used the expression, “I found myself...”. That is to say
that neither of these small contributions were intentional, nor tactical demonstrations of understanding.
I do however, also feel that these may have served to demonstrate a level of understanding to other
participants.
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to sit at the table in future meetings. I intended my presence at the table to indicate

that I wanted to be involved in the work going on and to understand it, rather than

being someone who remained an outsider, intending to sit in judgement.

As I mentioned earlier, the Chief Executive of the Health Authority later expressed
that he was not comfortable that I sit at the table at such meetings; he specifically

requested that I refrain from doing so. I therefore returned to my seat at the side of the
room, and told those who asked me to join them at the table that I had been requested
not to do so. I continued to take notes openly, and to freely let people see what I was

writing.

3.5.3 Recording - To tape or not to tape?

After some of the comments that were made during my initial interviews with the
TCG Chair and the TCG Co-ordinator, I had the impression that audio taping

meetings would be seen as overly intrusive. Through these interviews, I became
aware that some of the resource allocation decisions taken at the meetings were

particularly likely to be sensitive topics. I judged that even requesting to tape record
such interactions might earn the mistrust of participants, thus hindering the progress

of my research.

From speaking to colleagues, I also learned that recordings of meetings with up to
twenty participants would be extraordinarily difficult to transcribe, and the resulting

data might be very muddled. I therefore opted to take hand-written field notes during
the meetings, and I feel comfortable with this decision. My furious note taking was

done openly, and did not seem to cause any significant disruption. I developed a
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personalised shorthand by which I could identify the speakers in my notes. I put
descriptive notes in brackets, and thus these were easily distinguishable from my

notes of members’ comments or actions. Wherever possible, I recorded participants’

contributions verbatim.

I transcribed my field notes as soon as possible after the data collection. I gave this

task priority over other fieldwork chores, and it was usually completed within twenty-

four hours. It was quite common for me to add several points that I remembered while
‘writing up’ my notes that I had not written down at the time, and to add more
detailed personal reactions. I was careful, however, to distinguish these from the

original notes.

3.6 Interviews

3.6.1 Interview data
Besides my observations, interviews were the other most significant part of my data

collection. I sought to interview actors involved in implementing the changes at the
local level — mainly local GPs and Health Authority managers. In addition, I wished
to talk to key informants who contributed to shaping policy at the national level.

These interviews were conducted both before, and alongside, my observational

research.

The interviews and observations were used to both support and build on one another —
during both the fieldwork and the analytic processes. I did not approach the
Interviews as a means of ‘testing out® what I observed, but rather intended them to

provide a different perspective to the observational research, and to add depth to my
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overall understanding. Heritage (1984a) stated that treating interview data as an
appropriate substitute for observing actual behaviour is a mistake; the data that one
attains through interviews are fundamentally different to those attained through

observations.

In conducting interviews, I aimed to gather accounts of the change process and
people’s role in it. I wanted to gain the perspectives of individuals from the different
‘Interest groups’, from people who were working both in the management of GP
commissioning, and later in the establishment of PCGs. I expected actors’ accounts
to enable me to further explore the issues that people identified as being relevant and
important, and to help me better understand the rules and conventions of the social
world from the participants’ perspective. Accounts provide the researcher with

access to the means by which people fit actions into meaningful frameworks, and as

such they may reveal underlying structures or order (Bryman, 1988)".

3.6.2 Who was interviewed?

I conducted thirty-four interviews over the eighteen months of fieldwork.

I interviewed fifteen local GPs involved in the commissioning and/or PCG
implementation process. All of these GPs would eventually hold positions on PCG
boards. Several GP’s either became PCG Chairs, or already held this position at the
time of interview. Eight of the GPs who were interviewed had been members of the

TCG Forum, and two were former fundholders. I interviewed both the present and the

recently ‘retired’ Chairs of the LMC.
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[ interviewed employees of the Health Authority at various levels of seniority. At the
Board level, I interviewed the Chief Executive, the Chair, and the Acting Director of
Commissioning (who oversaw the implementation of PCGs). I also interviewed the
TCG Co-ordinator (twice), two PCG Project Managers, a GP who had become a

Public Health Consultant, the Commissioning Co-ordinator, all of the PCG

Implementation Officers, and the Health Action Zone (HAZ) Co-ordinator™.

In addition, I interviewed one local GP (not on any PCG board) who held an office
with the Royal College of General Practitioners, the Chief Executive of the LMC (a
manager rather than a GP), and a GP (not from Casterdale) who was an MP holding

a position on the House of Commons Select Committee for Health®.

Burgess’ (1984) description of ‘key informants’ is probably the closest approximation
to how I selected the individuals for interview. I did not intend my sample to be

statistically representative or empirically generalisable. Rather, I sought to access a
sample of informants who were likely to hold di'fferent perspectives of the change
process. I identified representatives of pertinent categories before fieldwork began
(such as fundholding GPs, health authority managers, TCG GPs), and identified
several new categories during the fieldwork itself (PCG chairs, PCG implementation
Mmanagers). The accounts given in the interviews reflected not only such different

'types’ of people, but also the different stages in the transition to PCGs.

—_——

7 See section 3.3.1.

*® See Appendix 3vii for a brief description of each of these roles.
* This committee had recently compiled a report on PCGs.
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I also identified a pool of potential interview participants from the Health Authority
managerial staff whose work primarily consisted of working with GPs, and local GPs
who were involved with managerial work either through commissioning or through
holding elected positions the new PCG boards. My knowledge about the potential
sample developed over time, and rested largely on information gained from
observations and previous interviews. I asked people who I interviewed to suggest
others who I might approach, and I slowly built a ‘network map’ of potential

informants within Casterdale.

The development of new PCG related positions was another source of potential
participants (PCG Chairs and implementation managers being two such examples). In
these cases, I sent letters to each of the newly appointed (implementation managers),
or elected (PCG Chairs) individuals, asking if they were willing to be interviewed. I
met each of the PCG Chairs and Implementation managers at some point during my
fieldwork (some of them were interviewed before they took up their new posts). I
would have liked to interview the PCG Chief Executives (who would take over PCG
managerial/administrative tasks in relation to PCGs from the implementation

managers once the ‘shadow period’ was over), but these individuals were put into post

too late to be included in my fieldwork.

I'am (and was) aware that my sample of GPs consists mainly of ‘enthusiasts’; all of
my participants were somehow actively involved with the change process. I therefore

also sought to identify and interview local GPs who were disaffected with the change

process, and who had not been interested in commissioning. Interviewing ‘non-

—_————e
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enthusiastic’ GPs might have provided insight into a more critical rhetoric regarding
the reform measures. I found it very difficult, however, to make contact with such
GPs, and to make my research salient to them. I used one of the stakeholder meetings
as an opportunity to talk to ‘regular’ (non-enthusiast) GPs, and found that they
generally were unenthusistic about engaging in discussion about the proposed PCGs.
Additionally, they expressed discomfort over speaking about the changes with which
they had little active involvement. Attempts to arrange further interviews were

unsuccessful,

I also intended to include GPs who were actively resistant to the proposed reforms in
my sample. One of the GPs who I interviewed in the early part of my ficldwork
provided the contact details of three fundholding GPs who he identified as being
unhappy with the proposals, and who were not intending to co-operate with the
formation of PCGs. I wrote to these three GPs explaining my research, and asking if
they would agree to be interviewed. I subsequently telephoned their practices in an
attempt to set up an appointment. I was disappointed that none of these GPs

expressed a willingness to be interviewed.

The data that I collected (both the interviews and the observations) therefore relate not
to GPs in general, but rather to GPs who chose to become actively involved in
commissioning and/or were taking leadership roles within the newly forming PCGs. It
1S important for me to recognise the specificity of my sample in relation to the way
that the data can be analysed — particularly in relation to any contribution I might be

able to make to the professions literature .Many of these GPs had been politically
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active’ for some time through the Local Medical Committee (LMC%), or other
professional structures. They also tended to have a certain amount of local influence
beyond their own practice. Such individuals can either be seen either as the *forward
thinking’ or the ‘compliant’ members of the general practitioner profession,

depending on one’s perspective.

3.6.3 Of what did the interviews consist?

My first interview (with the chair of the TCG) served three purposes: 0 negotiate
possible access, to learn more about the setting, and to gain the Chair’s perspective on
the reform initiatives. Before this interview, I constructed a list of questions that 1
intended to cover. The interview, however, ran much more like a conversation than I
had imagined it would, with the respondent almost always leading the discussion; I
did not rely on my planned questions to the extent that I had thought I might. When
the interview was finished and I listened to the audio recording’" alongside my
intended questions, I was able to confirm that we had covered almost everything that

had wanted to discuss.

My next interview, with the TCG Co-ordinator, similarly had multiple purposes. The
perspective or ‘expertise’ of this interviewee was quite different to that of the TCG
~ Chair, and so I prepared a different set of questions for this interview — although many

of the topics overlapped with those from the previous interview.

** The Local Medical Committee is an organisation that works to represent and protect the interests of
gleneral practitioners and general practice.

I asked each person interviewed if they would mind if I taped the interview. I explained that this
would allow me to listen without having to scribble down notes. All of those interviewed agreed.
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Essentially, I conducted my preparation for each interview in this way. Each of the
participants had somewhat different relationships with (and potentially, perspective

on) the changes that were occurring; and thus the questions that I asked varied

accordingly. The timing of the interviews also shaped the relevant questions and
topics. Issues that were salient to managers and GPs soon after the release of the
White Paper were quite different from those close to the ‘going live’ date (April 1%,

1999).

After the success of the early interviews, I decided that while I would plan which
topics I intended to cover, I would not set out a particular path of questions. I
therefore began to plan interview guides rather than schedules. 1wanted to build on
participants’ willingness to lead the discussion, and to allow them to identify
important issues, and to direct the interview. Over time I gained the confidence to take
a more relaxed approach to the interviews. My decision not to use a single interview
schedule, however, meant that I was not always able to use the interview data to
directly compare different participants’ responses to the same/similar questions. I did
not find this to be particularly problematic, but it did sometimes limit my ability to

establish whether a particular view expressed was generally held, or reflected a more

unique personal opinion.

[ began each interview by briefly explaining the purpose of my research to the
interviewee. Subsequently, I tried to minimise the number of questions that I asked. I

sometimes asked people to expand on certain responses, and to ‘follow on’ questions
to topics that had been raised. I also worked to guide the conversation into new areas
when we seemed to have exhausted discussion on a particular topic. This

conversational approach seemed to work well. There were few instances where the
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conversation wandered far from my area of interest, and there were numerous

instances where interviewees led the discussion in relevant directions of which I had

previously not been aware.

I transcribed each interview in full for the purposes of consistency, and because |
could not fully predict what might be of interest or relevance later in the analysis.
There were, however, a few points in the tapes where I could not make out what was
said, and I had to omit these passages. There was also one interview (with one of the

Implementation Managers) that was completely inaudible’.

I feel that the interviews were often shaped by the amount of time that the different
individuals felt able, or willing, to spend with me. The letter that I sent out requesting
an interview specified that I intended that this process should take less than an hour.
Most of the interviews took place in the respondent’s place of work (though one GP
came to my office). For many of the GPs, the interview was inserted in between
morning and afternoon surgery. The average interview lasted about an hour,

although the length did vary considerably.

The process of conducting interviews with GPs often reflected hectic working lives
(an issue that was also brought up by the GPs in the interviews themselves). One GP
ate lunch during the interview, (and gave me some very nice kiwi and grapes), one

was over an hour late due to extended home visits, and one interview took place in

>? Because I was carrying out interviews and observations side by side, ‘transcribing’ my field notes
and taped interviews was sometimes an enormous burden. I prioritised transcribing observational
notes, as these relied more heavily on my memory of events than interviews. Consequently, some
taped interviews waited several weeks before being transcribed. This was the case with the inaudible
tape of the interview with the implementation manager. I had not taken field notes, and no detailed
record could be reconstructed without the tape.
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such a crowded surgery that I had to (literally) step over an ante-natal class to reach

the GP’s office.

One of the GPs telephoned through to their receptionist as soon as I sat down, asking
them to hold all of their calls for thirty minutes. I therefore concluded that I had less

time for this interview than for others. On the other hand, two of the GP interviews
ran for nearly two hours. Both of these interviews included unprompted and fairly

lengthy life histories>.

The interviews held in the Health Authority posed different challenges. They were
frequently interrupted, and the ‘open plan’ workspace for all but senior managerial
statf meant that interviews often had to be conducted in borrowed offices or
‘bookable’ rooms. The lack of available private space seemed to limit the time
available for each interview. 1 also judged that the Health Authority staff were only
able to legitimise (to themselves or others) spending a certain amount of time with me
(seemingly up to about an hour). In contrast, the length of time that I spent with the
GPs seemed to be less constrained by a sense of being subject to moderation, but

rather, more determined by GPs’ level of interest, or the timing of the next surgery .

After about nine months of fieldwork, I felt that I had a relatively good understanding

of the changing structure of work related to commissioning and the formation of
PCGs. I was therefore able to place the people that I had interviewed within some

kind of organisational map in relation to my research. I then began to identify people

to whom I had not yet spoken, who might have a different perspective on the change

>} One of them also included several cups of coffee.
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process, and I set out to arrange interviews with these people. In hindsight, I have
come to see this mapping of interviewees, and identification of ‘gaps’ in my data map

as an early part of my analytic work. My expanded model of relevant categories

within the research setting, and gaps in my data, was analytically driven.

In drawing up this conceptual map, I began also to consider when | should bring the
field work to an end. I concluded that since I began my fieldwork around the time
that the preparation for PCGs began, it would make sense to finish my fieldwork at
the point in which (or soon after) the PCGs were officially in place. Thus, my
fieldwork would end with observations at the first or second (due to practical
limitations) open meeting of each of the PCGs. I did not interview anyone after my

last observation.

3.7 Documents

The third aspect of my ‘fieldwork’ was a limited documentary analysis of the White
Paper, The New NHS, and a compilation of other publications relating to GP
commissioning and the reform implementation (such as TCG Newsletters, Meeting

Minutes, NHS Executive Circulars and PCG guidelines).

I used the White Paper and the other documents to provide context for the action that 1
was observing, and the accounts with which I was being presented in Casterdale.
Miller (1997) describes texts as being central to how people make sense of social

reality - how such reality is constructed, sustained , contested and changed.

Institutional texts can provide access to the social contexts in which they are produced

** Though this is just supposition. 08



and sit. As such, documents warrant consideration in their own right. For my
purposes, however, I only engaged with the official documentation as ‘anchors’ for
the action and accounts that are central to my analysis. Miller (1997) maintains that
although institutional texts do not determine the meanings that actors assign to the
everyday world, they do facilitate some interpretations over others. Through official
documents, members are provided with procedures and categories with which to
classify events, people and issues. The extent to which official documents shape the
way that people think about or present their acts, without necessarily determining the

acts themselves is therefore important.

My documentary analysis focused on The New NHS. I read the White Paper soon
after it was released, before I began my observations or interviews. I reread it several
times early on during my fieldwork, intending to identify the Government’s stated
objectives for the reform initiatives, and the way that these were justified both to
health care workers and to the public. The stated aims and objectives of the reforms
were important to my analysis. I returned to the document several times during the
different stages of my analysis, and these re-readings shaped the construction of the

coding framework. How did the local actors demonstrate adherence to the policy

rhetoric? How was this official adherence moulded into workable local structures?
Miller asserts that one is able to demystify institutional authority by demystifying

Institutional texts. Through this research, I aim to explore how the White Paper (as an

example of a reform initiative) was acknowledged, incorporated and applied at the

local level,

3.8 Analysing the data
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The process of qualitative analysis is another aspect of the research process (like
gaining access) that is often only given scant attention when results are reported.
Frequently, little detail is provided in relation with regards to how (or on what basis)
analysis was conducted, and accounts are often limited to, “...... then the data were

- analysed.” The lack of attention to such matters is problematic. For one thing, the
‘fog’ surrounding qualitative analysis makes it quite difficult for a new researcher to

learn by following the process of her predecessors.

I therefore include the following account of my analysis not as any sort of
methodological ‘showcase’, but rather in recognition that the reader should be given
some means by which to follow the links that I make between the data that I collected,
and the analysis that I constructed. I also feel even if my methods were somehow
flawed, this is an important part of the record of my research. Furthermore, the
shortcomings that are displayed are due, at least in part, from a lack of existing

models on which to build — a situation that I would like to begin to address.

3.8.1 Constructing a Coding Framework

Creswell (1994) describes qualitative data analysis as being essentially a process of
data reduction and interpretation. Qualitative analysis involves reducing huge
amounts of data into categories, to which theoretical schemas can be applied for the

purposes of interpretation.

My analysis began (in a very informal sense) in the earliest stages of the fieldwork
process. Unless one’s research is totally inductive, a certain amount of analytic work

will accompany the planning and implementing of data collection. The questions and
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1ssues that inform the research process should be analytically informed, if not driven.
Once the fieldwork began, I started to identify further questions. I also began to note

Interesting aspects of the interaction that I was observing, and the accounts with

which I was being presented through interviews.

I continued to build my literature review while conducting fieldwork, and I kept a file
of questions that emerged from what my reading seemed to tie in with what I was
finding ‘in the field’. My on-going reading of the literature provided structure and
Insight into the picture that I was attempting to build with the data. I kept a set of
scribbled notes and jottings of things that struck me in relation to my research, and

this served to inform my construction of an initial ‘coding framework’.

The majority of the ‘serious’ analytic work, however, was conducted towards the end
of the data collection process, and over the next several months. This consisted firstly

of building a framework of ideas in which to set my raw data, and then utilising the

newly ‘organised’ data to address questions raised from reading the sociological
literature, as well as from the data themselves. In order to construct this framework,
and to usefully organise the data, I found that I needed to be very familiar with both
the content of the data and the relevant literature. I had to decide:

1. What questions might the data insightfully address?

2. How might I best ‘label’ and organise the data in order to address such questions?

When I thought about ‘analysing my data’ before I began doing research, I had simply .
imagined applying some sort of categorisation process to my transcripts. I had
thought that somehow, through this process (that I termed ‘coding’), the meaning of

the data, and the relation to my questions would somehow become clear. I had
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conceived of the coding framework as a tool that would somehow ‘magically’ appear
from the data, and which I could then use to make my data ‘useful’. I struggled for
some time trying to identify from where such codes (that would make up the coding
framework) would come. I feel that one of the most important things that I learned
from this research is that constructing a relevant coding framework is actually a major
part of the analytic process, and depends both on the researcher drawing together
significant ideas and questions from the existing literature, as well those emerging

from the data.

In my first attempt to construct a coding framework, I read the transcripts from the
Interviews and observations that I had conducted, as well as occasionally referring to
relevant documents. I made a note of all of the topics that.I could identify within the
data. Some substantive topics emerged directly from the transcripts (such as
‘physiotherapy, ‘clinical governance’ or ‘remuneration’), while others more
theoretical areas drew more heavily on existing theory within the literature (such as
"GP involvement’, ‘control’ and ‘autonomy’). My intention was to compile an
Inclusive index of the issues raised in the fieldwork, and to relate these to the areas of
interest in the literature; I read each of the transcripts twice for this purpose. These
Initial readings resulted in the identification of over one hundred different topics, and
1s included as Appendix 3vi. I began to identify considerable overlaps between the
topics, and realised that this particular ‘organisation’ of the data would be of limited

use in defining the pertinent questions from my data. I therefore decided to aggregate

the topics, and developed six larger themes from within the data that I felt related to

the existing literature.
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Next, I began to consider what questions my data might fruitfully address, and
attempted to organise the data appropriately to facilitate such a process. The ways in
which the ideas and structures surrounding the health care reform (as illustrated
through The New NHS) were operationalised by those working within each Health
Authority district emerged as a particular interest. I focused on three ‘themes’:
‘Negotiation’, ‘Control’ (which was eventually further subdivided into
‘Decentralisation’ and ‘Control over Practice’) and ‘The Professional Agenda’>. At
this stage, these themes were still “‘working tools’ rather than firm constructs upon

which I would build my analysis.

I then re-read the transcripts yet again in groups that related to the ‘type’ of data that
they provided, with a clearer idea of the questions to which I sought answers. I read
all of the transcripts from The Commissioning Group (TCG) Forum meetings first,
followed by the TCG Project Board meetings, Health Authority board meetings,
Implementation manager interviews and so on. I constructed a summary of the
central issues dealt being with in each transcript. I also noted the twenty-five or so
concepts that seemed to be both recurrent and relevant across the transcripts. 1 then
attempted to elucidate what was meant by each such concept, how it might be
important to my identified questions, and how it related (and often overlapped) to the

others. I made cursory ‘coding notes’ on the transcripts themselves during this

process.

*> Each of: these will be discussed more fully in the data chapters that follow. Negotiation,
Decentralisation and Control over Practice become the foci of individual chapters, and a discussion of a
Professional Agenda is a theme that runs through all of the chapters.
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I then revisited my original ‘topic index’ coding framework and merged it with the
three themes (that had been refined through the subsequent rereading of the data).
This formed a second coding framework (See Appendix 3ix) that was more
hierarchical than the first, and that went beyond simply attempting to index the

different topics.

Up until this point, my analysis involved simply extracting topics and themes from the
data (drawing upon existing literature). The next stage, however, involved applying
my coding framework to the data, such that the transcripts could be dissected in
numerous different ways, depending on the aspect of the data in which I was
interested (or what question I wanted to consider). I therefore re-read all of the ‘hard
copies’ (printed versions) of my transcripts, and isolated extracts from observations
and interviews that related to the themes and topics. Some parts of the transcripts
related to several different topics (and even more than one theme); I coded these parts

several times. At this time, I also re-read The New NHS, and extracted text that

seemed to relate to my identified themes.

Finally, I entered my transcripts into a qualitative data software package (NUDIST),
and transferred the coding work that I had done with the hard copies into electronic
data files using this computer programme. In the next short section, I wish to briefly

discuss my use of NUDIST, and to raise some issues relating to my decision to use a

computer package to facilitate qualitative analysis.

3.8.2 Using Computer-Assisted Qualitative Data Analysis
Software: NUDIST
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I decided to use a software package to help with data analysis because I thought that it
would help me to organise my data. I expected a qualitative data analysis package to
facilitate drawing different aspects of the data in relation to particular questions or
1ssues. I chose NUDIST primarily on pragmatic grounds; I was already familiar with
the software and I already had it loaded onto my computer. This choice saved me the

expense and time of choosing, buying and learning a new package.

I entered my coding framework onto the NUDIST package, and transferred my
Interview and observational transcripts into the ASCII files that the programme
required. Using NUDIST, I electronically re-coded the data from interview transcripts
and observational field notes. The computer package allowed me to Hstore the coded
‘chunks’ in such a way that they could be retrieved in many different forms. This

process took about two months.

By the time that I came to enter the coding into the NUDIST software, I was
confident that the codes that I had developed were fairly stable entities. By reading
the transcripts several times, and subsequently revising the coding framework, the
codes had become well-defined. I therefore decided to re-organise the transcripts for
the re-reading that I would do in relation to the ‘electronic coding’. I chose to
‘cluster’ interviews and observations according to their connections with one another.
[ read the interviews of the implementation manager and the chair of each PCG
alongside my field notes from my observation of the PCG board meeting. I then read
the commissioning interviews and TCG field notes together. This process helped me

to elucidate different perspectives and understandings. In particular, this enabled me

to build new ‘bridges’ between interview accounts and observational data.
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Upon reflection, I am not sure that using NUDIST was terribly ‘efficient’. I applied
an enormous number of codes to the transcripts, but I have only been able to
incorporate a tiny portion of these into my analysis. Additionally, the transfer of
"hard copy’ coding to the ‘electronic’ coding wa<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>