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Prologue: clinician views

Systematisation and its place in acute care
Dame Carol Black

Past President, Royal College of Physicians of England

As Degeling and Gray point out, systematisation is not a new idea in health care 
delivery, but in the approach explored thoroughly in their book it signifi es a 
fresh and attractive way of tackling many demanding problems that face cli-
ni cians and health managers. Such problems call for close joint engagement 
simply to assure and improve the safety, quality and clinical and cost effective-
ness of care. The need grows if we are to meet high public expectations, and 
respond promptly to the new opportunities that health science brings.

The principles underlying the systematisation of healthcare are simple and 
obvious; so are the potential benefi ts. It might be surprising, therefore, that 
they are not seen in action everywhere within and between the services that 
people look to for their health and social care.

Systematisation in this context means an orderly but critical approach to 
care at the level of patient encounters, or rather the series of encounters that 
comprise clinical events – the pathway of patient care. Typically, it is seen in the 
integrated care pathways that increasingly are adopted as the models of clinical 
care for particular conditions – usually the common conditions that make up a 
large proportion of clinical work. These models are a natural consequence of 
the systematisation of clinical science itself. The evidence generated by clinical 
science allows and even enjoins approaches characterised by authoritative 
guidance and protocol, albeit tempered by the individuality and idiosyncrasies 
of patients and the judgements of clinicians.

Although we are far from being able to deal with every pathology in this way, 
or with the complexities of multiple pathologies or vague symptomatologies, 
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systematic integrated pathways have become a familiar pattern over a large 
part of elective continuing clinical practice.

Systematisation of clinical knowledge and of practice, and wide access 
to that knowledge, also underlies the development of team working. When 
systematisation takes hold it reaches beyond the evidence base of therapeutic 
intervention to take in the processes of care, their design, the quality and 
safety of care, and the appropriateness, risks and benefits of particular 
interventions. It is sensitive to the proper use of resources. Its focus becomes 
one of improvement in each of these areas, necessarily informed by monitoring 
and reviewing performance by agreed measures undertaken by the clinical 
team. Such a shift can bring a fuller expression of team working, provided – as 
Degeling and Gray say – that this is promoted by a ‘a conversation’, a dialogue 
that explores ways to promote these changes.

Systematisation in this usage bears further messages – about cultural change 
in health services. Systematisation as a means of improvement can only be fully 
realised by engagement jointly of those clinical and managerial staff who are 
directly involved in the care of patients and in the processes that make up a 
clinical service. Put another way, the approach recognises and emphasises their 
essential role in the shaping, provision and improvement of the elements that 
constitute an integrated care pathway. Moreover, if systematisation is to yield 
benefi t to patients and health services as a whole, it implies collaboration and 
cooperation between the several components of care pathways.

Last, more pointedly, systematisation allocates responsibility with author-
ity, where it should lie – with teams at the front line of care. As Degeling and 
Gray remark, it is a plea for establishing a new responsible autonomy with the 
inherent motivation which that should release. The approach offers a demon-
stration of ‘intelligent accountability’ for clinical quality – accountability that 
is collective and represents the cooperative nature of modern clinical care, and 
is transparent. It becomes a key expression of proper clinical governance.

So understood, we should expect to fi nd systematisation in each part of any 
clinical organisation. In a narrowly defi ned clinical sense, the management of 
common long term disorders, and of many elective interventions, has become 
systematic.

Acute illness presents challenges of a new order. There is a huge amount 
of acute care. In England, over 80 million people each year seek help with an 
acute or urgent condition. About 14 million are referred or self-refer to acute 
hospitals, and about 20% require subsequent admission (1–2% requiring intra-
hospital transfer to regional services). Medical emergencies account for 80% 
of medical bed use, and 60% of beds in the surgical specialties.

In acute illness the challenge to a systematised approach is heightened by 
the complex nature of arrangements for decision making and intervention. 
These extend sequentially from the community, through primary care (and 
its discontinuities), ambulance services, acute hospital services and their 
interdependencies, and the specialised service hierarchy that reaches from 
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acute district hospital to the places of supra-specialised service. Optimal man-
age ment of common acute presentations calls for prompt, correct, coordinated 
action. A systematic approach is surely an even greater imperative in these 
circumstances. Yet, as the chief authors observe, the relatively small number of 
common disorders that are amenable to integrated care pathway development 
and implementation do not account for a great part of acute clinical work. Nor 
is it realistic to systematise all clinical work into pathways.

We also recognise that, although there is evidence that better outcomes 
are possible for some kinds of acute illness, with some exceptions we know 
rather little about the real quality of outcome of much care. These exceptions 
are notable in having been clinician led. They have demonstrated, in ways 
unmatched by other (command and control) approaches, that truly participatory 
governance, devolving responsibility to clinicians at the very front line of care, 
can give good results.

Even where less is known about the outcomes of care, there are recognised 
standards of practice and provision, breaches and shortcomings in which 
threaten quality, safety and effi cient use of resources. Highest among those 
standards are competence, identified responsibilities, completeness and 
accuracy of clinical records, protocols for verifying therapeutic instructions, 
sound communication, consistency of information given to patients, and so on. 
Systematic attention to such generic matters, generally recognised as capable 
of bringing benefi t, can also marshal collective involvement in governance at 
the front line of care, and command clinical engagement.

A systematic approach should pervade all medicine, both elective and acute, 
and I commend this book to clinicians and managers alike.

Systematisation of clinical work in general practice
Dr David Colin-Thomé

National Clinical Director for Primary Care, 
Department of Health, England

United Kingdom primary care can be defi ned as a community-based fi rst 
con tact healthcare. Ninety per cent of all NHS contacts are in primary care, 
the bulk shared between community pharmacy and general practice. In 2002 
the Audit Commission published A Focus on General Practice in England. It 
reported:

General practice is an important service, accounting for eight out of ten patient 
contacts with the NHS, but only one-fi fth of NHS spending (£8.3 billion). 
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Most people see the GP [general practitioner] as the fi rst port of call when 
they are feeling unwell and 99 per cent of the population are registered with 
a GP, usually close to where they live.

This registration of the patient population is one of the unique features of UK 
general practice but its potential has been insuffi ciently exploited. Registration 
should not be seen as an inalienable right of general practice, but a benefi t for 
patients. It serves as the basis by which a practice values individual and personal 
care and at the same time takes responsibility for its population’s health. Such 
a population focus will mean a community oriented approach to improving 
the public’s health, of which the proactive searching for patients who have an 
undiagnosed or under-treated chronic illness and in particular a focus on the 
increasing number of patients with comorbidity, is a key element.

In this context there are three challenges to general practice. The fi rst is 
to ensure that the individual clinicians and support staff are competent. This 
has particular signifi cance for the general practitioner who in the majority of 
cases has an ownership and clinical leadership responsibility. The second is 
the need to ensure the whole organisation has systems and processes in place 
to deliver optimal care for its patients. The Quality and Outcomes Framework 
of the GP contract offers incentives to improve organisational capacity and 
capability. In England practices have the further opportunity to be practice-
based commissioners; that is, to take on the responsibility of the entire budget 
for the total care delivered to their patients, much of this delivered by hospitals. 
Primary care clinicians will continue to be advocates and navigators for their 
patients but with hugely increased powers to channel more resources into 
extended primary care provision from outmoded and ineffi cient hospital-
based care. But such total budgetary responsibility also means they are the 
custodian of the taxpayers’ money which provides a third challenge: an 
increased accountability and a need to work closely across the NHS and local 
government with the concomitant need to have new systems, processes and 
relationships. The key relationship is with the host primary care trust.

The systematisation of care provides a process for successfully meeting all 
these challenges and the care of patients with long-term conditions (chronic 
disease) an application with potentially huge benefi ts. The majority of these 
individuals are leading full and active lives supported by occasional but 
systematic contact with health professionals but who provide much of their 
care themselves by adapting their lifestyles. However, up to a quarter of 
those affected have more severe symptoms and have a higher risk of hospital 
admission.

Long-term conditions account for eight out of the top 11 causes of hospital 
admissions. Services are geared primarily to help patients when their condition 
reaches crisis point but in the past they have often failed to provide the 
continuing, coordinated support required to prevent such crises from happening 
in the fi rst place. However, the NHS is now providing the tools for better care 
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and improved quality of life for patients living with long-term conditions. The 
aim is to prevent unnecessary hospital admissions that result from patients 
being insuffi ciently managed, but even more importantly, to prevent the onset 
of the condition wherever possible and treat patients sooner, nearer to home 
and earlier in the course of disease.

Effective delivery of such care calls for health education, earlier detection, 
good control to minimise the effects of the disease and more effective medicines 
management. Practices also need to have cooperative plans for patient care that 
involve primary and secondary care, GPs, consultants, social services, nurses 
and community pharmacists. Case management will need to be embraced and 
delivered by case managers from a social or health background. In practical 
terms, such care requires the following.

Integrated personalised care plans on the basis of the needs, preferences  ◗
and choices of the patient.
General practice teams working through a multidisciplinary approach of  ◗
proactive care in the community to patients with the highest burdens of 
disease.
Cross-boundary working in partnerships with secondary care clinicians  ◗
and social services, stratifying patient populations to identify those at high 
risk of unplanned admissions to hospital.
Care teams managing the patient journey proactively and seamlessly  ◗
though all parts of the health and social care system.

The gap between this systematised care model and present practice is chal leng-
ing: 50% of people with long-term conditions report they have not been told 
about treatment options, 25% have no care plan, 50% do not have a self-care 
plan and 50% of medicines are not taken as intended. Systematising clinical 
work will thus benefi t individual patients and the whole population as personal 
health services have a relatively greater impact on severity (including death) 
than on incidence. As inequities in severity of health problems (including dis-
ability, death, and comorbidity) are even greater than those in the incidence 
of health problems, appropriate health services have a major role to play in 
reducing inequities in health.

Thus, the challenge to all primary care professionals is clear. A defi ned 
popu la tion confers an opportunity to improve the public’s health. What better 
local population to focus on than that registered with general practice and 
served by a comprehensive budget?
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Systematisation as necessary, but not suffi cient, to 
ensure patient-centred care

Professor Alison Kitson
Royal College of Nursing

We are both liberated and enslaved by our ability to imagine perfection; 
whether it is our ultimate image of the perfect car or holiday or our sense of 
what it would be like to work in an organisation whose systems and processes 
are so mature and well developed that they would enable us to achieve what we 
wanted to do. The benefi t of the vision is that it spurs us on to try to improve 
what we do; the disadvantage of course is imperfection; that is, the reality of 
our everyday working lives that tends to burden us and make us lose faith in 
being able to transform ourselves, our teams and our organisations.

Systematisation as described in this volume is one approach that attempts 
both to understand the complexity of delivering patient-centred care within a 
healthcare system and offer a methodology and a set of approaches that will 
help people who work in healthcare systems to be more effective. Of course, 
the central tenet of systematisation is not unfamiliar: it argues (quite rightly) 
that taking a systematic, measured approach to understanding and analysing 
work and work fl ow within an organisation will improve effects, productivity 
and effi ciency.

Systematisation embodies care pathways and similar approaches that look 
at a process of care for a particular client group, such as people with chronic 
obstructive airways diseases, and work out the acceptable standard of care 
for that group. Ideally, such care pathways extend beyond organisational 
boundaries so that whole teams delivering integrated care can ensure that the 
patient and their family remain at the centre of the work.

But systematisation calls for additional integration across the whole 
healthcare system. As well as the journey through the system that the patient 
will experience personally, the argument is that all those systems and processes 
that enable the care to be given have also to be methodically and systematically 
engineered. So the clinical governance, risk management and safety systems 
need to be calibrated against the care pathways as well as educational, human 
resource, IT and administration systems.

From a nursing perspective this all makes perfect sense. High quality 
nursing care is very sensitive to variations or changes in other systems. We only 
need to consider the impact of cleaning and catering services on nursing quality 
of care and patient standards to know that multiple interdependencies exist.

This leads me onto my central point around the systematisation agenda 
and nursing care. I would like the discourse in the future to make explicit 
the broader nursing care functions that have to be delivered to all patients 
regardless of the care pathway they fi nd themselves in. So, for example, I 
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would wish to understand how, from a whole organisational perspective, I 
could guarantee an acceptable level of care for all my patients around such 
fundamentals as personal hygiene and comfort, privacy, dignity, confi dentiality, 
adequate nutrition and hydration, acceptable noise levels, rest and relaxation 
and adequate observation of their condition. I fi nd myself wondering how 
quality and safety standards around such fundamentals of care are measured 
now. How do we identify risk to patients, regardless of medical need, when 
the system can be found to be defi cient in basic commodities such as affording 
dignity to patients or keeping wards clean?

How we calibrate these essentials of care against care pathways and in turn 
look at them through the prism of quality, safety, clinical governance and cost 
effectiveness is surely an important agenda to embrace. But one word of caution: 
the illusion in the world of systematisation is to assume that organisations and 
all those people who work in them and who use them are logical, systematic, 
rational, sensible, predictable and dependable. Organisational theorists, of 
course, will tell us the ‘machine’ metaphor of organisations has been replaced 
by a view of the organisation as an organisation that grows, develops and has 
a life cycle of its own. So just as the ‘messiness’ of nursing practice needs to be 
taken into consideration in the colder, more calculated rationalisation of a care 
pathway, so the emotional, intuitive, spontaneous, irrational organisational and 
personal response needs due consideration.

There is much to be done and a lot of improvements can be made. We 
should not stop ourselves from continuing to imagine that perfect team or 
organisation where our systems and processes work brilliantly and we can 
deliver the best possible care to our patients.
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CHAPTER 1

Conceptualising and practising the 
systematisation of care

Pieter Degeling and Andrew Gray

This book is about the systematisation of care: who is interested in it, why 
interest has increased in recent years, the changed structures and practices 
that are central to it, how some clinicians and managers have experienced 
these changes and what they and we have learned from them. This conjunction 
of systematisation and care, however, begs a number of questions. What, for 
example, do we mean by the systematisation of care? How does ‘systematised 
care’ differ from other approaches? Are we suggesting that these other ap-
proaches are devoid of systematisation? Have our conceptions of what can and 
should be systematised changed over time? What has stimulated the changes 
and what have been their effects?

Systematisation is not a new idea in healthcare delivery. On the contrary 
it has a long history, notably in medical knowledge and skills as well as 
the licensing of practitioners. For example, medicine’s standing in modern 
healthcare delivery owes much to the systematisation of bio-medical knowledge 
that emerged from the Enlightenment’s empiricist reappraisal of the body and 
the self.1 Medicine’s writ, at the levels of both society and the individual, 
has since been built on its perceived capacity to generate, harness and apply 
a systematic body of knowledge in making expert clinical judgements and 
intervening on the bodies of their patients for therapeutic effect. Equally, 
medicine has long recognised that its writ depends on systematic profession-
based structures for specifying by whom and to what ends medical knowledge 
can be applied. Until recent times its success in this regard was continually 
reinforced as actors in health policy circles, clinical settings and therapeutic 
encounters routinely enacted the ensemble of practices, rules, values and 
meanings that underwrote medicine’s institutionalised mandate to defi ne what 
constitutes disease and illness and to determine what was required for the 
proper conduct of its work and that of other clinical occupations.

For its part, the development of nursing as a profession has also involved 
systematisation of its knowledge base and licensing arrangements. More 
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particularly, since Florence Nightingale collected data on hospital mortality 
rates and devised the Polar Area Diagram to graphically represent her results, 
nursing’s professionalisation has been founded on the practical systematisation 
of patient care in respect of, for example, the recording of patient signs and 
symptoms, infection control, the management of pain, rehabilitation and 
medications and the development and implementation of more holistic 
models of care that take account of the experience of both patients and care 
providers.

Broadly, similar concerns inform the papers presented in this book. Our 
interest in care systematisation is grounded in a recognition that the pan-
professional and across-setting interconnectedness of care provision differs 
between identifi ed patient groups, such as those undergoing a normal birth 
delivery, a hip replacement, or an acute exacerbation of an underlying chronic 
condition. Accordingly, the following discussion proceeds from the view 
that care delivery for each of these patient populations is systematised in so 
far as:

the interconnected network of tasks that need to be performed (for each  ◗
case type) has been prospectively designed, planned, sequenced as a 
consistent and coordinated whole to optimise their instrumentality in 
achieving specifi ed therapeutic ends, and
the resulting condition-specifi c care processes are observed, monitored  ◗
and routinely reviewed and benchmarked by the people who are involved 
and affected by their performance to the benefi t of improved effi ciency, 
effectiveness and quality.

Construed in these terms, care systematisation depends on structures and 
practices whose operations are grounded in a recognition of the centrality of 
frontline medical, nursing, allied health and managerial staff in the design, 
provision and improvement of care processes to nominated patient types with 
whom they are directly involved. In the longer term, these bottom-up structures 
provide means for re-establishing responsible autonomy as a guiding principle 
in healthcare organisation. This will occur, largely, through the collective self-
control that clinical teams exercise as they prospectively design care processes 
for nominated case types and then in transparent ways hold themselves 
accountable for their performance.

Such collective self-control also underlines the centrality of multidisciplinary 
conversations between doctors, nurses, allied health professionals and managers 
to engage routinely and in systematic multidisciplinary conversations about 
questions such as the following.

Are we doing the right things? That is, in the light of assessed health  ◗
needs and existing resource constraints, are we delivering value for money 
and, on a condition by condition basis, appropriate and effective services?
Are we doing things right? That is, are we managing risk, safety, quality  ◗
and patient evaluations appropriately and, on a condition by condition 
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basis, are we performing the sequence of tasks whose occurrence or non-
occurrence signifi cantly affects quality, outcome and cost?
Do we have the capacity to get better? That is, on a condition by  ◗
condition basis, what strategies are in place for improving the care process 
and clinical skills development?

The realisation of the grounded developmental potential of this model of 
systematisation, however, runs counter to historically embedded factors 
in most healthcare systems. From its inception in 1948, for example, care 
provision within the National Health Service (NHS), has represented the day-
to-day working out of high level bargains between, on the one hand, the State 
and the electorate and, on the other, the State and the medical profession. The 
State’s bargain with the electorate is registered in the continuing provision 
of a National Health Service equally accessible to all, funded from universal 
taxation, free at the point of use and provided according to clinical need rather 
than the ability to pay. The bargain with the medical profession is registered 
in the commitment of the government when establishing the NHS to give the 
profession ‘all the facilities, resources, apparatus and help I can, and then leave 
you alone, as professional men and women to use your skills and judgement 
without hindrance’.2

The deference to professional autonomy embedded in this commitment 
has left successive governments with the problem of fi nding ways and means 
of reconciling their national accountability for NHS performance with the 
autonomy of professionals working locally. Put simply, while the national 
government provides for the total level of publicly funded health expenditure, 
doctors control local allocation of these resources through their clinical 
decisions. The fulfi lment of the government’s obligation to the electorate 
requires not merely that it provides adequate funding but also that it takes 
responsibility for establishing organisation and management processes that, 
notwithstanding the claimed autonomy of medicine, are capable of delivering 
services as and where they are needed.

Against the backdrop of these cross-cutting tensions, healthcare reforms 
have through governments of various political hues progressed from a concern 
about (a) the systematisation of the NHS as an administrative structure, to 
(b) systematisation of resource management within delivery organisation, and 
(c) systematisation of the monitoring arrangements for matters nominated as 
generic to healthcare quality. In the remainder of this chapter we examine 
these concerns before presenting some thoughts on where ways forward are 
likely to be found, particularly in respect of the organisation and management 
of clinical care.
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SYSTEMATISATION OF CARE AS ADMINISTRATIVE STRUCTURE
At the time of its establishment in 1948, the administrative oversight of the NHS 
was divided between 850 administrative bodies ‘each with its own separate 
tradition and fi ercely protective of its autonomy’.3 Among others were executive 
councils (responsible for relations with general practitioners, pharmacists 
and other independent contractors), local government health authorities 
(whose writ covered local community-based services), 16 regional hospital 
boards (responsible for hospital-based services), 36 boards of governors of 
teaching hospitals and 380 hospital management committees comprising a lay 
administrator, a medical administrator and a fi nance offi cer each of equality 
of status.

Taken as a totality, the arrangements demonstrated the importance of three 
principles: (a) the accommodation of institutional interests, (b) the emphasis 
on localism (the authority of locality-based executive councils, regional 
hospital boards, local authorities and hospital management committees) and 
(c) the faith placed in profession, in particular medicine. However, as noted 
by Klein,4 these principles produced three effects. First, stripped of its rhetoric, 
the NHS actually comprised a collection of nationalised but locally oriented 
hospital services that were only loosely linked to publicly funded primary care 
services run by general practitioners who operated small businesses. Second, 
there was a wide diversity of orientations and outcomes of service delivery at 
local levels. Third, service development at local level was shaped largely by the 
historical inheritance of individual localities.

It was soon apparent, however, that changing social, economic and 
political circumstances meant that the inherited status quo was unsustainable. 
Demographic change (ageing) and patient expectations (medical science 
and technology) were increasing demand for acute services, and the lack of 
integration between GPs, acute services and social services was producing 
outcome failures and inequities. On a more optimistic note, moderate economic 
growth furnished the prospect of replacing or refurbishing the existing hospital 
building stock in ways that improved the distribution and scope of hospitals to 
optimise new technology and promote service effi ciency and effectiveness.

In 1959 the Ministry of Health established an advisory committee to report 
on hospital effi ciency that anticipated wider changes within government. 
Following acceptance of the Plowden Report on the Control of Government 
Expenditure in 1961, the government established the Public Expenditure 
Survey as an instrument of long-term expenditure planning and control.5 From 
this time onwards, governments of both persuasions signifi cantly expanded the 
accounting, economics and planning capacities of government departments. 
The prevailing optimism about planning was matched by an enthusiasm for 
structural reform. In 1974, at the same time as changes to local government, 
the patchwork of health consultative arrangements, in place since 1948, 
was replaced by a structure of 15 regional health authorities, 90 area health 
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authorities each linked with its counterpart family practitioner committee and 
200 district management teams each fl anked by a community health council. 
Finally, under the Resource Allocation Working Party (RAWP)-based formula 
introduced in 1976, funding was allocated to regional health authorities on the 
basis of their population weighted for a number of social, demographic and 
epidemiological factors.

The new arrangement established clear lines of planning responsibility 
and accountability between the centre and the periphery and provided dele-
ga tions under which the periphery could interpret national priorities and 
norms in terms of local circumstances and needs. Secondly, it heralded a 
greater emphasis on the proactive management of healthcare provision rather 
than the reactive administrative accommodation of service transactions. The 
new managers increasingly found themselves cast as local representatives 
of central government. They negotiated national priorities with local stake-
holders (in particular local medical specialties), established and maintained 
across-profession-based management teams and orchestrated their local 
functioning along lines consistent with national priorities and, fi nally, set in 
place mechanisms to satisfy the increasing reporting requirements of central 
government. Regional and area health authorities produced plans that refl ected 
the new Department of Health and Social Security priorities as well as their 
adaptation to local circumstances.

These plans, however, were based on at least three assumptions: that (a) 
economic growth would continue at the level enjoyed since the mid 1950s, (b) 
the Ministry’s compact with medicine and the quiescence of other occupation 
unions would endure, and (c) the bipartisan political consensus would hold. 
Events, however, dissolved each of these assumptions. The economy failed to 
sustain its growth, the compact with medicine was shattered as the Labour 
Government and British Medical Association (BMA) fought over private 
patients and the terms and conditions of full-time consultant appointments, 
and the reformed Conservative Party under Margaret Thatcher broke the 
bipartisan consensus by extolling the corrective virtues of a more market-
oriented approach.

SYSTEMATISATION OF CARE AS LOCALISED RESOURCE 
MANAGEMENT
In addition to terminating policy players’ enchantment with planning, these 
events provided grounds for replacing the previous culture of diplomatic 
administration with one of interventionist management. In 1979, the incoming 
Conservative Government committed itself to reducing public expenditure by 
cutting back on bureaucracy. Accordingly, in 1982 it abolished area health 
authorities (that had sat since 1974 between the regions and districts) and 
reconstituted district health teams as district health authorities (200 in total) 
with devolved power to plan, develop and manage service provision for their 
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geographic populations of between 150 000 and 500 000. The aim was to place 
decisions closer to the point of service delivery.

Following acceptance of Sir Roy Griffi ths’ Report on NHS management,6 
the people charged with making and implementing these decisions was a 
cadre of newly appointed general managers. In the period that followed 
service delivery was increasingly subjected to a range of management concepts 
and technologies drawn largely from the private sector that were aimed at 
inserting a logic of productivity into the organisation and management of 
service provision, particularly at hospital level. Broadly cast service goals were 
supplanted with explicit measurable output targets, hospitals were increasingly 
subjected to cash limits and cost improvement programmes. And, under the 
rubric of the Resource Management Initiative, attention was given to harnessing 
the dramatically expanded data processing capacity of information technology 
to establish information systems that could map the range of resources used in 
treating patients and thus inform clinical and resource decisions.7

This focus on improving resource utilisation also underpinned efforts 
to replace traditional profession-based authority and committee structures 
by clinical directorates under the leadership of part-time medical managers 
charged with meeting both budget and clinical output targets. This change was 
justifi ed on the grounds that the consultative and incremental stances of the 
existing cadre of administrators were inadequate to satisfy the challenges of a 
declining economy, an ageing population and the growing demand for services. 
The new regime of hospital management was expected to be more focused, 
proactive and directive in controlling the hospital’s fi nancial performance.

The principle of managerial responsibility for fi nancial viability and produc-
tion effi ciency was reinforced by subsequent policy, including Working for 
Patients8 and The National Health Service and Community Care Act 1990. The 
latter’s formal recognition of the clinical directorate structures as the preferred 
model of hospital organisation and management was matched in April 1991 
by a notifi cation to hospitals that they would be charged for their capital assets 
and an invitation to opt out of the control of district health authorities (DHAs) 
by establishing themselves as independent NHS Hospital Trusts that would 
compete for service contracts in a new internal market. The aim was to create 
incentives that would motivate managers of now independent acute trusts to 
attend more closely to the resource usage implications of existing approaches 
to service provision within their Trust.

Despite some twists and turns on matters of detail, broadly similar aspira-
tions and orientations have characterised New Labour’s approach to resource 
management reform. Although its initial government policy statement, The 
New NHS: modern, dependable recalled earlier consensual models, subsequent 
statements such as The NHS Plan: a plan for investment, a plan for reform 
were expressed and sourced in the same public management thinking that 
had informed its Conservative predecessors.9 The NHS Plan, for example, has 
included strategies that are extensions of previous Conservative efforts to insert 
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a logic of productivity into the organisation and management of service provi-
sion. Successful trusts, those receiving the maximum three stars for meeting 
national fi nancial and performance targets, have been further incentivised to 
apply for the increased fi nancial and operational freedoms of a foundation trust 
under the oversight of a board of governors elected by the local community 
and staff. However, the assessment of candidates for the new status is almost 
entirely in terms of governance and especially fi nancial viability.

Labour has also established systems of provider incentives for resource 
management at various levels. Under the rubric of payment by results (PBR), 
it has developed a case-mix hospital payment system based on the resource 
requirements of different treatment types defi ned in clinical terms (Health 
Resource Groups), a payment system for GPs based on the Quality and 
Outcomes Framework (QOF) and a new contract for hospital consultants. The 
systematisation of care as resource management is in these respects more fully 
developed under Labour than at any time in the history of the NHS.

SYSTEMATISATION OF CARE AS MONITORING QUALITY
The issues here include those that touch on the evidence base of clinical 
interventions, variability in clinical practice, avoidable risk and the occurrence 
of adverse events. Prior to the 1980s these issues were seen as lying within the 
purview of peer-based reviews within medicine and nursing and hence outside 
the managerial domain. Since then, however, medicine’s right to self-defi ne 
and monitor its work has been challenged increasingly amid doubts about the 
variability of clinical practice as well as the effi cacy of many medical practices. 
These factors, combined with the growing impost of acute care delivery on an 
already strained public purse, have steadily strengthened the perception that 
medicine’s capacity to regulate clinical quality falls short of what is required.

In 1989 the Conservative Government’s policy document, Working for 
Patients,10 foreshadowed an erosion of medicine’s clinical preserve by making 
general managers responsible for clinical audit and quality improvement 
within their delivery organisations. Hospitals were then required to establish 
clinical audit processes along lines agreed with professional bodies.11 However, 
performance on the ground was far short of the ‘systematic, critical analysis of 
the quality of medical care, including the procedures used for diagnosis and 
treatment, the use of resources, and the resulting outcome and quality of life for 
the patient’ envisaged by policy makers. While in clinical audit, for example, 
the aim was to establish across-profession reviews of care to identify and 
remedy defi ciencies, most trusts differentiated between nursing audit (intro-
duced in 1990) and clinical audit (delayed until 1993). Medical participation 
was voluntary and hence the new system depended on the commit ment of 
individuals and the time they were willing to devote to it.

The take up and focus of quality improvement initiatives also varied widely. 
Projects ranged over utilisation review, profi le analysis, the development and 



10 CHANGING CLINICAL CARE

implementation of quality and performance indicators, quality circles, total 
quality management and continuous quality improvement. Again medical 
involvement was voluntary and most quality improvement came to be seen 
as something done by nursing.12 Similar lacklustre outcomes derived from 
the evidence-based medicine programme, promoted by the Conservative 
Government to support a more rigorous application of clinical audit and the 
dissemination of information about ‘best science-based’ clinical practice.13

A variety of factors account for these indifferent outcomes. First, local 
implementation of initiatives (audit, quality or evidence) was pursued through 
the development of a series of ‘stand alone’ units (a clinical audit department, 
a quality improvement unit) whose staff gathered data on issues falling within 
their unit remit. Combined with the continuing absence of a ‘clinical product’-
based hospital payment system, a trust’s clinical work thus continued to be 
conceived and spoken about as an undifferentiated aggregate. The resulting 
failure to disaggregate care into different patient categories meant that efforts 
to improve quality and effectiveness could only be pursued through managerial 
reporting structures that gathered data retrospectively on generic issues such 
as quality, risk, safety and patient satisfaction.

The New Labour Government’s remedy was for more systematised inte gra-
tion of the responsibility and accountability of quality and risk (see Figure 1.1). 
It restructured the role and function of the General Medical Council and 
established professional revalidation. It set up mechanisms for developing 
clear national standards of service provision (National Institute for Clinical 
Excellence [NICE] and National Service Frameworks [NSFs]) and monitor-
ing their implementation (the Commission for Health Improvement and its 
successor the Healthcare Commission). And it promoted clinical improvement 
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 FIGURE 1.1 The New Labour modernisation of healthcare15
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in trusts through clinical governance structures that it claimed would change 
‘the culture of the organisation in a systematic and demonstrable way, so that 
quality [of care] is included in all aspects of the organisation’s work’.14 For 
their part, chief executives of hospitals and other service delivery organisations 
were made directly accountable for the quality of care provided by their 
organisation.

Not long after its establishment, the Centre for Health Improvement (CHI) 
indicated that a trust’s efforts in establishing clinical governance would be 
central to the assessment of its overall performance. It provided advice on the 
structures through which a trust should focus on risk, clinical audit and effective-
ness, and staff development. Unsurprisingly, in following their regulator’s 
advice, trusts developed strikingly similar clinical governance structures that, 
as illustrated in Figure 1.2, have emphasised the top-down accountability of 
clinicians and managers for issues identifi ed by the Commission as affecting 
the overall quality of care. Responsibility for monitoring and addressing these 
issues has in general been assigned to stand alone committees for clinical 
governance, risk management, etc., which, in most trusts, are supported by 
dedicated staff who gather data on the issue falling within their particular 
committee’s remit and ensure that their committee’s decisions are implemented 
within clinical settings. The effect has been, in the jargon of the day, a ‘silo’ 
structure of clinical governance.

This top-down, issue-based reporting structure of clinical governance 
mirrors other aspects of Labour’s reforms. Despite its best intentions, it 
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maintains the fi ction that a trust’s clinical work can and should be conceived 
and spoken of simultaneously as an undifferentiated aggregate (of patients) and 
as a highly fragmented set of functions based on specifi c issues such as risk and 
safety. Because this fi ction is far removed from the day-to-day experiences of 
medical, nursing and allied health staff, it undermines the relevance of clinical 
governance and leads many of them to regard it as merely adding to paperwork 
imposed by an increasingly inspectoral and interfering management. Equally, 
the prevailing model’s failure to disaggregate clinical work enables clinician 
managers to absolve themselves from introducing changes within their units 
that focus on the particular interconnectedness of what is done by doctors, 
nurses and allied health staff for the care of identifi ed patient groups that is the 
condition specifi c systematisation of care outlined in our opening discussion. 
In short, the issue-based reports that are produced via the existing model of 
clinical governance cannot encompass the interconnected network of tasks 
that are entailed in, for example, treating a patient with a fracture or support-
ing a patient in self-managing asthma. Nor do these reports provide means 
whereby condition specifi c care processes can be observed and routinely 
reviewed to improved effi ciency, effectiveness and quality.

TOWARDS AN ALTERNATIVE SYSTEMATISATION
The way forward in the systematisation of care is not likely to be found in the 
abstracted categories that populate the top-down reporting structures that are 
infl icted on frontline service providers and that more often than not preoccupy 
local trust management. Rather, the effective and effi cient provision of care 
requires structures and processes that, at the level at which clinical work is 
performed, facilitate condition and procedure specifi c multidisciplinary con-
versations on questions such as the following.

Is our clinical practice for this condition informed by evidence, national  ◗
guidelines and protocols?
Are we in agreement about the networks of activities and events that are  ◗
involved in treating patients with this condition and have we documented 
these activities and events and do we have structures in place to monitor 
their occurrence or non-occurrence?
Does our clinical practice for this condition incorporate the perspectives  ◗
of patients, their informal carers and all clinicians?
Have we specifi ed measures for judging quality, safety, effectiveness,  ◗
appropriateness and economy of the totality of care for this condition and 
do we know how we are performing on them?
Do we have means for identifying variations from the agreed care for  ◗
this condition and do we understand how these variations affect service 
integration, the experience of the patient, quality, safety, risk, clinical 
effectiveness and technical effi ciency?
Do we know what clinical, organisational and behavioural factors have  ◗
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produced these variations and whether and how we should change them 
or our approach to them?

Our experience of working with, for example, hospital teams suggests that 
these conversations are unlikely to occur within clinical units unless there is, 
fi rst, a clear shift in the focus of day-to-day management and in the methods 
by which this shift will be pursued and, second, the provision of accountability 
arrangements whose operations will both signify and authorise these shifts. On 
focus there is a need to shift explicit attention away from issues management 
and performance targets (on budgets, activity levels and waiting lists) to 
systematising the detailed composition of care to nominated high volume 
patient groups (which will by defi nition deal with issues and performance). On 
methods there is a need to disaggregate a clinical unit’s patient population into 
high volume case types (for example, in orthopaedics, patients undergoing hip 
replacements, those undergoing knee replacements, those receiving treatment 
for fractured neck of femur, etc.). High volume case types then become focal 
points for developing multidisciplinary integrated care pathways (ICPs) that 
prospectively:

describe the composition, timing (and therefore sequencing) and network  ◗
of activities that are needed to treat the specifi ed condition
identify the events in this sequence whose occurrence or non-occurrence  ◗
will signifi cantly affect clinical quality, patient experience and technical 
effi ciency, and
defi ne the indicators that will be used to assess performance with respect  ◗
to cost, clinical effectiveness, patient and provider safety, adverse events, 
patient/carer involvement, satisfaction, complaints and claims.

An accumulating body of evidence points to the way that integrated care 
pathways (also known as integrated clinical pathways)contribute to improving 
the evidential basis of clinical practice,16 as well as contributing directly 
to improvements in quality17 and interdisciplinary communication, service 
integration and learning.18 ICPs also enable patients and their families to 
understand and infl uence what is involved in the full scope of their treatment 
in ways that benefi t both clinical effectiveness and patient satisfaction19 and 
reduce inappropriate admissions,20 resource usage21 and lengths of stay without 
a drop in patient satisfaction.22

Yet, a number of ICP issues need to be clarifi ed. First, it is neither realistic 
nor useful, for example, to systematise as pathways all clinical work: only about 
half of a hospital’s clinical workload is accounted for by the relatively small 
number of high volume patient types that are amenable to ICP development 
and implementation. Second, ICPs are not immutable documents setting 
out inviolable treatment regimens: a pathway does not obviate clinicians’ 
responsibility to make clinical judgements and tailor care according to their 
assessment of the clinical needs of individual patients. Thus clinical variation 
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remains a ‘to be expected’ (in the sense of an often required) feature of clinical 
practice. The matter at issue is what a clinical team can learn from these 
variations and how they can systematise this learning through, for example, 
the across-profession conversations described earlier.

Recognition of the importance of condition/treatment specifi c multi disci-
plinary conversations along these lines, however, begs questions about who 
should be authorised and held accountable for generating and orchestrat ing 
these conversations and the structural and resource support that these people 
will require. One approach to addressing these questions is illustrated in 
Figure 1.3 below.

DIVISIONAL CLINICAL GOVERNANCE COUNCIL

TRUST Clinical Governance Arrangement

Hip replacement
Type 1

Hip replacement
Type 2

Knee replacement
Type 1

Fracture
Type 1

Fracture
Type 2

TRUST/MANAGEMENT BOARD/CEO

Each condition/treatment-specific pathway-based report includes data on evidence,
cost, outcomes, quality, safety, adverse events, variance and complaints/claims

FIGURE 1.3 Pathway-focused clinical governance in acute settings

The central features of this model are reporting structures and processes for 
monitoring and reviewing the condition and/or treatment specifi c clinical 
production processes of individual clinical units (e.g. of an orthopaedics unit, 
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a paediatric unit or primary care team). Implementation of these accountabil-
ity arrangements will have a number of effects. It signals the desired shift in 
managerial attention, fi rst, to a concern for the detailed composition of care for 
the high volume conditions/procedures that constitute the bulk of each unit’s 
work, and, second, to front line clinician and manger use of ICPs as a means 
to review and thus improve performance quality, effectiveness and effi ciency. 
Moreover, at the level of a clinical unit (orthopaedics, birthing, renal, etc.) the 
model embodies a management approach to clinical work that both involves 
and is orchestrated by the people who do clinical work. As clinicians describe, 
monitor and review what they do both individually and collectively, control 
processes come to be centred not in a nominated individual (the unit manager 
as the focal point of knowledge, power and authority) but in a ‘distributed 
system’ in which the onus of organising, monitoring and reviewing the system-
atics of care for high volume case types belongs to the clinicians themselves.

In summary, as medical, nursing and allied health clinicians within a (say, 
orthopaedic) unit use pathway methodologies to refl ect on and develop a shared 
account of how they can and should carry out hip replacements, they not only 
will clarify the elements that are critical for the stability, appropriateness and 
clinical effectiveness of their approach but also will fi nd themselves having to 
negotiate common understandings about what can and needs to be done to 
address the resource usage implications of their approach and take ownership 
of the range of organisational issues (staff skill mix, scheduling, funding 
and service integration) that will need to be addressed to ensure an ICP’s 
implementation. Finally, in monitoring and reviewing their performance on 
measures they have specifi ed for an ICP, members of a clinical team not only 
provide themselves with means for updating and improving an ICP but also 
enact their acceptance of the need to balance personal professional autonomy 
with transparent/collective accountability as well as their acceptance of power-
sharing implications that are inherent in the multidisciplinary nature of care.

CONCLUSION
Our account has suggested that over the past half century policy authorities 
have sought to systematise the NHS as (a) an administrative structure, (b) a 
process of resource management and (c) a way of monitoring and addressing 
issues nominated as generic to healthcare delivery. All three have been 
characterised by tensions between clinical autonomy and the government’s 
electoral accountability for the NHS, by the abstracted ‘managerial’ categories 
that they mobilised and the top-down nature of the reporting structures on 
which they depended, and by the way that clinical work has been conceived and 
expressed as an undifferentiated aggregate. In combination, these characteristics 
have reinforced separations between medicine, nursing and allied health and, 
more broadly, between clinical and managerial domains. Both separations are 
inimical with care systematisation.



16 CHANGING CLINICAL CARE

In contrast, as the chapters that follow are designed to show, systematisation 
embodies a stance on clinical performance improvement that goes beyond the 
abstracted issues that are the focus of risk managers and quality coordinators. 
Based in a disaggregated and condition-specifi c conception of clinical work, 
it invites the people who perform this work to defi ne, describe, assess and 
manage what they do as teams. It explicitly recognises clinician centrality to 
the organisation and its performance and provides clinicians with a medium 
for integrating the clinical, resource and organisation bases of care. In doing 
so it provides a way for ensuring that (clinical) management becomes the 
responsibility of both clinicians and managers. In summary, the systematisation 
of clinical work that will emerge from developing and implementing ICPs for 
high volume case types and other expressions of systematisation will enable 
clinicians to specify the information they require to give substance and form 
to responsible autonomy as the foundational principle of a system of clinical 
self-governance.

The chapters that follow fi rst explicate further the concepts and context 
of the systematisation of care: they discuss its relation to health policy, to 
systems ideas, to patient-centred care and nursing, and to data analysis. In 
Part Two the chapters provide a range of experiences of systematisation in 
practice, including indifferent branches of surgery and long-term conditions, 
discuss ways to evaluate pathways, and explore organisational and executive 
dimensions of effective systematisation. Finally, in Part Three, the implications 
of systematisation for workforce development and structures of authority are 
elaborated before we draw general conclusions.
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CHAPTER 2

Why systematisation matters for 
health policy

Nigel Edwards

One of the curious aspects of the discussion of healthcare policy is how much 
of it seems to be about structures, incentives and a range of issues that are some 
distance from the actual delivery of care. This is even more strange when it is 
observed that many of the problems and issues that are of concern to the public 
and policy makers are related to the details of care delivery.

Developing more systematic healthcare delivery is a key part of developing 
and implementing policy which addresses the real challenges facing health 
systems, in particular:

poor service experience and adverse public opinion ◗
various types of unexplained variations in healthcare utilisation and  ◗
delivery
poor quality, safety and productivity ◗
unresponsive services, and ◗
clinician engagement, particularly doctors, in improving care delivery and  ◗
ensuring that objectives and incentives are properly aligned.

Creating more systematic ways of organising healthcare at the clinical front 
line, within organisations and across local systems, is essential if these chal-
lenges are to be met. Without this approach attempts to reform the NHS are 
likely to fail. This chapter considers each of the challenges detailed above and 
the contribution that systemisation can make to dealing with them.

POOR SERVICE EXPERIENCE AND ADVERSE PUBLIC OPINION
Surveys by the Picker Institute indicate some fairly serious shortcomings in 
the experience of patients. These failings include poor clinical outcomes for 
key conditions such as stroke, heart disease and cancers, pain control, involve-
ment in care, information about their condition and after care, the way they 
are spoken to and treated, and availability of convenient appointment times in 
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primary care.1 Polling by MORI also shows a remarkable correlation between 
patients’ perception of acute trusts and a whole series of indicators of the detail 
of the encounter between a patient and the system: respect and dignity, clean-
liness, pain control, purpose of medication properly explained, organisation 
of Accident and Emergency, and privacy to discuss treatment.2 The way that 
professionals behave, communicate and respond to the patient’s needs and 
how the system backing them up is organised are all crucial elements of how 
the service will be perceived.

BOX 2.1 Key factors in patient experience3

Fast access to reliable health advice. ■

Effective treatment delivered by trusted professionals. ■

Involvement in decisions and respect for preferences. ■

Clear, comprehensible information and support for self-care. ■

Attention to physical and environmental needs. ■

Emotional support, empathy and respect. ■

Involvement of, and support for, family and carers. ■

Continuity of care and smooth transitions. ■

BOX 2.2 Key fi ndings from the 2005 primary care patient survey4

Positive experiences
92% said they were treated with dignity and respect by the doctor. ■

82% said the doctor listened carefully to them. ■

74% said they defi nitely had enough time with the doctor to discuss their problem. ■

76% said they had complete confi dence and trust in their doctor. ■

85% had complete confi dence and trust in other primary care staff. ■

Negative experiences
41% would have liked more say in decisions about medicines. ■

39% of those prescribed new drugs wanted more information about side effects. ■

70% of patients referred to a specialist were not given copies of referral letters. ■

57% of patients who had phoned the practice had had diffi culty contacting the practice. ■

19% of smokers who wanted help to quit smoking had not been offered it. ■

The Picker Institute identifi es a similar set of determinants of patient experi-
ence that also relate to issues about the detailed operation and design of care. 
Improvements have been most signifi cant in areas that have been the subject of 
coordinated action, such as hospital waiting times, cancer care, coronary heart 
disease and mental health, although there is still room for more improvement, 
particularly in the care of mental health patients and pain relief. Of the key 
factors (see Box 2.1) the continuity of care and smooth transitions appears 
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to be particularly important in cancer care and the management of chronic 
conditions. In primary care the areas the public want to see improve are also 
about the detail of how the systems are organised (see Box 2.2).

Many of these issues have a signifi cant impact on how the NHS is perceived 
by patients and the public. They also have implications for how staff see their 
jobs. Unsurprisingly, staff who feel that their organisation is focused on the 
needs of patients appear to be much more positive about the jobs and are more 
likely to be advocates for their organisation to patients and other members of 
the public.

More systematic care could eliminate a number of the reasons behind poor 
staff and patient experience and reduce the anxiety of policy makers that lead 
them to seek more levers to improve patient experience.

UNEXPLAINED VARIATION
Unexplained variations are a signifi cant feature of healthcare and a source of 
frustration to politicians and policy makers who would like to see a more rapid 
spread of innovation. There are three areas where variation is a particular issue: 
quality, access and utilisation, and effi ciency.

Some unexplained variation in clinical work is unavoidable because of 
its complexity and the impossibility of controlling all the variables that may 
produce it. Some variation may be explained by the characteristics of patients 
or by differences in the capability of clinicians. A significant amount of 
variation will be legitimate and even desirable; for example, it might be unwise 
to ask slower surgeons to simply work faster. The term ‘unwarranted clinical 
variation’ is a useful way of describing the issue; John Wennberg an expert in 
this area, defi nes it as ‘care that is not consistent with a patient’s preference or 
related to [their] underlying illness’.5

Professor Sir Brian Jarman’s research6 indicates very signifi cant variations 
in risk-adjusted mortality between providers, as follows.

Crude mortality rates varied from 3.4% to 13.6%. ◗
Age/sex standardised mortality ratios for trusts varied from 53 to 137  ◗
(England = 100), i.e. a 260% variation.
Standardising for emergency mix and length of stay reduced the variation  ◗
to 67–119; deaths outside hospital or the patient characteristics do not 
explain this 180% variation.

Within individual hospitals there may also be signifi cant variations in outcomes 
by day of admission (admission at weekends can be more dangerous), time of 
day (night time operating) or, more anecdotally, time of year (related to SHO 
change-overs).

Risk adjusted mortality rates for surgery are relatively easy to measure but 
identi fying variations in other outcomes is more diffi cult, particularly as the 
NHS does not assess the condition of patients before admission and there is 
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no agreed, universally recognised, measure or measurement methods that are 
consistent between units. The problem is even more diffi cult for emergency 
admissions or for patients with chronic conditions. However, it is likely that 
the variations in avoidable excess morbidity are at least as great as those for 
mortality.

In addition to variation in mortality and morbidity it is well known that 
there are unwarranted variations in the utilisation of healthcare and in the 
thresholds for treatment by:

area: local clinical preferences, distance and supply being important ◗
social class: the ‘inverse care law’ ◗
gender: e.g. low rates of heart surgery in women ◗
ethnicity: high rates of admission and compulsion in psychiatry, and ◗
age: as a result of different views about capacity to benefi t. ◗

Variations of this type are not unique to the UK. US Medicare per capita 
spend ing in 2000 was $10 550 per enrollee in Manhattan and $4823 in 
Portland, Oregon. These differences are due to volume effects rather than 
illness differences, socioeconomic status or the price of services. Unfortunately, 
this high utilisation was no guarantee of high quality outcomes. Residents 
in high spending regions received 60% more care but did not have lower 
mortality rates, better functional status or higher satisfaction.7 This obviously 
represents a signifi cant effi ciency loss with potential savings of 30% if high 
spenders reduced expenditure and provided the safe practices of conservative 
treatment regions. There is also a very signifi cant equity issue with some areas 
or groups within the population being seriously undertreated and others, 
equally worryingly, overtreated.

There are also very signifi cant differences in the productivity of individual, 
teams and organisations, as the following examples show.

In A&E the ratio of patients per nurse varies from less than 1:1000 to  ◗
more than 1:2000 and from 1:2500 to 1:6000 for medical staff.
In outpatient clinics the doctors’ workload varies fi ve-fold. ◗
Outpatient cancellation rates vary more than twofold. ◗
There are large variations in new to follow up ratios in outpatients. ◗
CT equipment usage varies almost twofold. ◗ 8

The causes of unwarranted variation are themselves varied. They include, 
fi rst, dif ferences in approach to preference-sensitive care; that is, conditions 
where more than one treatment option exists and where clinicians or particular 
services tend to favour one over others. Higher levels of bed availability are 
known to lead to an increase in admissions. For some surgical procedures 
patient or clinician preference may determine which option is actually selected. 
Second, many clinical decisions seem to be subtly infl uenced by the availability 
of clinicians, an indication of supply-sensitive care. In one study, for example, 
doubling the number of cardiologists seemed to be associated with a halving 
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in the interval between appointments.9 Third, variations in the use of effective 
care appear due to differences in clinical knowledge, differential rates of diffu-
sion and adoption of innovation and an absence of well designed systems. 
Fourth, variations may be attributed to managerial and policy decisions, 
includ ing those relat ing to the allocation of resources, medical and nurse 
staffi  ng levels, and the availability or otherwise of particular technologies or 
treatments.

Fifth, organisational culture, including team working, internal com mu ni-
cation, and attitudes to learning from errors or from elsewhere, may also be 
important. For example, hospitals with high levels of adverse events appear 
to have lower death rates. This may indicate, sixth, that internal systems 
are important. Combining Professor Jarman’s research with Commission for 
Health Improvement clinical governance scores suggests that high quality 
audit,* effective research,* the use of information and education** and 
training** scores may be associated with lower mortality (*p<0.05 **p<0.1).10 
And, seventh, timing issues such as days of the week, weekends, opening 
hours, GP visit timing, holidays, and medical staff rotation also seem to cause 
varia tion. Admission at the weekend, for example, as noted above, is often 
associated with higher levels of mortality.

Systematic approaches to clinical work help to reduce variation of all types. 
But they also bring signifi cant challenges in terms of the perceived threat they 
pose to professional autonomy.

QUALITY, SAFETY AND EFFICIENCY
Most of the measures required to improve the safety, quality and effi ciency of 
healthcare relate to improvements in the systems supporting provision or the 
extent to which care is delivered in a systematic way. There is a signifi cant 
evidence base to support the view that more systematic care produces better 
out comes. For example, Medicare mortality is lower among hospitals known 
for good nursing care, particularly the ability to coordinate across units.11 In 
a nine-hospital study of patients with total hip and total knee replacement, 
relational coordination was signifi cantly associated with less post-operative 
pain, greater post-operative functioning, and shorter length of stay,12 and 
similarly trained primary care physicians practising in different organisational 
environments provided signifi cantly different quality of care for diabetic 
patients after adjusting for patient characteristics.13

Two other examples are worthy of particular attention. In his Chronic 
Disease Model (see Figure 2.1), Wagner shows that the effective management 
of chronic conditions requires an approach that brings together a number of 
components which need to be designed in a systematic way, to use evidence-
based care, to engage patients in self-management and to mobilise community 
resources. All of these depend on the process of care delivery being defi ned in 
advance and effectively coordinated.14
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FIGURE 2.1 Model for improvement of chronic illness care15

A second example is the CMS pay for performance pilots. Early evidence 
suggests they have produced signifi cant improvements in both effi ciency 
and quality. They require compliance with a range of evidence-based quality 
indicators shown in Box 2.3. It seems unlikely that compliance with these 
indicators alone would be suffi cient to generate the improvements that have 
been seen. Discussions with those involved suggest that the focus on a limited 
range of quality indicators has required hospitals to redesign the entire pathway 
to make it more systematic as without this it is not possible to create the 
systems to meet the quality criteria.

RESPONSIVENESS AND PATIENT INVOLVEMENT
Improved patient choice is a key part of the reform process in England as the 
choices made by patients lead to change in the fl ow of funds to providers. 
The policy on choice is developing from the simple selection of a provider for 
an episode of care towards models of patient empowerment, shared decision 
making and greater involvement in choices along the pathway to give patients 
control over their own care. Systematisation is a key part of an approach to 
creating greater patient involvement in the way care is designed and delivered 
as well as meaning that they can take much more responsibility for much more 
of their own care management. To offer options for care, self-management 
strategies and a number of other aspects of care required by patients with an 
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increasingly consumerist approach, it will be essential for providers to be able 
to articulate what the pathway of care looks like and which are the key events 
where decisions are required.

BOX 2.3 CMS pay for performance quality criteria 

Acute myocardial infarction (AMI)
Aspirin at arrival. ■

Aspirin prescribed at discharge. ■

ACEI for LVSD. ■

Smoking cessation advice/counselling. ■

Beta blocker at arrival. ■

Beta blocker prescribed at discharge. ■

Thrombolytic received within  ■

30 minutes of hospital arrival.
PCI received within 120 minutes of  ■

hospital arrival.
Inpatient mortality rate. ■

Coronary artery bypass graft (CABG). ■

Aspirin prescribed at discharge. ■

CABG internal mammary artery
Prophylactic antibiotic received within  ■

one hour prior to surgical incision.
Prophylactic antibiotic selection for  ■

surgical patients.
Prophylactic antibiotics discontinued  ■

within 24 hours after surgery end time.
Inpatient mortality rate. ■

Post-operative haemorrhage or  ■

haematoma.
Post-operative physiologic and  ■

metabolic derangement.

Heart failure
Left Ventricular Systolic assessment. ■

Detailed discharge instructions. ■

ACEI or ARB for LVSD. ■

Smoking cessation advice/counselling. ■

Community-acquired pneumonia
Percentage of patients who  ■

received an oxygenation 
assessment within 24 hours prior 
to or after hospital arrival.
Initial antibiotic consistent with  ■

current recommendations.
Blood culture collected prior to fi rst  ■

antibiotic administration.
Infl uenza screening/vaccination. ■

Pneumococcal screening/ ■

vaccination.
Antibiotic timing, percentage of  ■

pneumonia patients who received 
fi rst dose of antibiotics within four 
hours after hospital arrival.
Smoking cessation advice/ ■

counselling.

Hip and knee replacement
Prophylactic antibiotic received  ■

within one hour prior to surgical 
incision.
Prophylactic antibiotic selection for  ■

surgical patients.
Prophylactic antibiotics  ■

discontinued within 24 hours after 
surgery end time.
Post-operative haemorrhage or  ■

haematoma.
Post-operative physiologic and  ■

metabolic derangement.
Readmissions 30 days post  ■

discharge.
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CLINICIANS LEADING IMPROVEMENT
The need for clinicians to be engaged in the leadership and management 
of their organisations is clearly very important.16 Doctors have particularly 
signifi cant amounts of formal and informal power within the organisation 
and the ability to make or break attempts to change how it functions. Policy 
makers in England have become very concerned about the disengagement of 
clinicians from the reform process. There are many reasons for this but one 
signifi cant feature is the perceived loss of professional autonomy that is implied 
by many of the reform proposals. This is a feature of the relationship between 
the medical profession and organisations, employers and government in many 
countries.13 In this respect systematisation may represent a further threat to 
clinical involvement in reform and improvement if not handled carefully.

In a recent survey for a GP magazine 75% of respondents felt that their 
professionalism was being undermined and in particular by the way that 
protocols and guidelines were being implemented.17 The obstacle that needs 
to be overcome is the view that the systems of accountability that come with 
systematisation are not inimical to professionalism and the ability to act 
autonomously. Pieter Degeling argues compellingly that rather than being 
opposed to each other the liability to account for decision making is a key 
safeguard of autonomy. However, much care is based on guidelines a signifi cant 
number, perhaps a majority, of patients will need to depart from them to some 
extent. Professional judgement and the autonomy to decide to depart from the 
pathway are still key skills that cannot be replaced by systems or guidelines. 
Degeling argues that to protect this key element of professionalism it is 
important to show why decisions have been taken and to be willing to be held 
to account for the outcomes.

This view seems entirely consistent with the views of the Royal College of 
Physicians working party on medical professionalism:

The practice of medicine is distinguished by the need for judgement in the 
face of uncertainty. Doctors take responsibility for these judgements and their 
consequences. A doctor’s up-to-date knowledge and skill provide the explicit 
scientifi c and often tacit experiential basis for such judgements. But because 
so much of medicine’s unpredictability calls for wisdom as well as technical 
ability, doctors are vulnerable to the charge that their decisions are neither 
transparent nor accountable. In an age where deference is dead and league 
tables are the norm, doctors must be clearer about what they do, and how 
and why they do it.18

Thus, systematisation is a necessary condition for the clinical leadership of 
improvement and of clinical leadership more generally. Without an agreed and 
clear statement of the expected process and outcomes of care against which 
actual delivery can be measured, the provision of any sort of leadership and 
management will be diffi cult.
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CONCLUSIONS
There seems to be powerful evidence that a healthcare system that is more 
systematised, focused on patient outcomes and experience will provide better 
care. There are a number of obstacles to achieving this that will need to be 
overcome, including the following.

Increasing the profi le and role of clinical leaders. ◗
Designing clinical governance systems that allow discussion of the clinical  ◗
products of the organisation rather than just elements of organisational 
processes.
Developing ideas of responsible autonomy supported by accountability  ◗
systems.
Improving the data to support clinical management and commissioning. ◗
Creating incentive systems to support systematisation. ◗
Developing improvement and process redesign skills among managers and  ◗
clinicians.

Improved systematisation is a key part of implementing any reforms but too 
often the content of reform fails to address this directly.
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CHAPTER 3

Using a systems perspective to 
improve healthcare processes

Kate Silvester, Richard Steyn and Paul Walley

Healthcare professionals have tended not to use commercial management 
methodologies widely to adapt or improve clinical practices. Yet systems 
engineers have improved the timeliness, cost, return on net assets and quality of 
their products and services by understanding and eliminating the pathology of 
waiting time and quality.1 Their science can do the same for clinical practice.2 
In particular, the analysis of healthcare situations as a set of processes with 
system dynamics can make a signifi cant contribution to the reduction of 
waiting times without compromising quality or patient safety. Recently, large 
increases in resources have not had the positive impact on quality expected. We 
suggest that many current problems would have been prevented if the lessons 
from a process and systems perspective had been more widely accepted.

In the following sections we will demonstrate that the underlying pathology 
of current waiting time and quality problems are caused by the number of steps 
in a process, the quality (or errors) at each step in a process, the variation in 
demand at each step (number × time required), the variation in capacity at 
each step (skills × hours available), the capacity of the bottleneck step that 
governs the fl ow through the entire process and thus the income, and the costs 
of managing the interactions of the variation within the numerous processes 
that share resources in any one system.

PROCESS AND ITS STEPS
A process is a sequence of tasks occurring in series, or in parallel, that 
trans  form an object or consumer: metal ore into cars, grass into ice cream, 
hungry customers into replete ones, and patients into functioning clients 
and citizens. In industry, the process-based view, which sees every set of 
operational interactions as a process, is the central perspective of every con-
tempo rary, effective management methodology including Lean Thinking, 
the Theory of Constraints and Business Process Redesign.3 In contrast most 
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healthcare organisations do not currently have a process-based perspective 
within their clinical or managerial cultures. Instead, departmental or clinical 
speciality optimisation is the dominant approach. The patient’s journey cuts 
across a wide variety of departments and specialities, sometimes in several 
organisations. Consequently, the processes to treat patients are not normally 
optimally designed to meet the patients’ needs.

If we view the patient journey as a process (see Figure 3.1), it starts with 
presentation by the patient and involves taking a history and examination. 
Following this, there will be events such as making a working diagnosis, giving 
initial treatment and, for some patients, performing laboratory investigations 
and imaging the body part concerned. Lastly, there may be more extensive 
treatment, supporting recovery and reviewing a patient before eventually 
discharging them. Many with chronic diseases repeat a continuous cycle of 
investigations and review until death.

FIGURE 3.1 A high level view of the clinical process

The issue for healthcare is the variety of patients, their presenting symptoms 
and treatments required. Some patients require all these steps, some only a few. 
Others require the application of different skills and technologies to perform 
these steps and all will require a different time (cycle time) at each step. Hence, 
healthcare systems are made up of a number of different clinical and supporting 
processes that share resources but have different processing rates. In order to 
understand how to manage the interactions within this very complex system, 
we will begin by understanding the pathology in one process.

When we map the high level process in Figure 3.1 for any one patient 
undertaking the process from presentation through to discharge, we fi nd 
hundreds of sequential and parallel tasks. Each task is performed by one 
person, in one place, at any one time to the patient, their laboratory samples, 
images and other information. Thus, a patient requiring an X-ray to make the 
diagnosis may go through the following steps from their general practitioner’s 
(GP) consulting room to the X-ray department:
 1 GP fi lls in X-ray request.
 2 GP hands X-ray request to patient.
 3 Patient leaves the GP surgery.
 4 Patient travels home.
 5 Patient phones hospital switchboard.
 6 Patient connected to X-ray reception.
 7 Patient arranges appointment.

History
examinationPresentation Working

diagnosis
Investigations

and tests
Diagnosis
and pain Treatment Review Discharge

(or death)
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 8 Clerk books and confi rms appointment.
 9 Patient waits for appointment.
 10 While the patient is waiting at home, the X-ray receptionist requests the 

old fi lms from the fi ling department, porter takes the request to fi ling 
department, fi ling clerk fi nds old fi lms, clerk puts old fi lms for collection, 
porter picks up old fi lms and takes them to X-ray department, X-ray clerk 
puts fi lms in required order for appointment that day.

 11 Patient drives to hospital.
 12 Patient fi nds a car parking slot.
 13 Patient fi nds the X-ray department (this may involve several enquiries!).
 14 Patient checks in at X-ray reception.
  Etc.

Lean Thinking has introduced the notion that steps in a process need to add 
value for the consumer.4 Any steps that do not add value can be considered 
as wasteful and candidates for elimination. In our very simple example, the 
vast majority of steps add no value at all. Some of these non-value-adding 
steps are necessary because of the physical locations of the equipment and 
skills involved (the GP surgery does not have an X-ray machine). Others are 
there to manage the queues waiting for the resource. Yet, queues (waiting lists) 
are a symptom of the pathological impact of variation within badly designed 
processes. On-site analysis can reveal that 80% of existing steps in healthcare 
processes do not add value.5

VARIATION WITHIN PROCESS
The issue in healthcare, when compared to manufacturing, is the variation in 
the number and types of patients. However, there are other sources of variation 
within healthcare. The fi rst is the inherent or natural variation of patients 
and staff. This is the variation in biological make-up and socioeconomic status 
that impacts the time required by the patient (this affects demand), and level of 
skill provided by the staff (this affects capacity). This type of variation cannot 
be eliminated and must be managed.

In contrast, the iatrogenic variation is generated by the system itself due 
to:

staff capacity, i.e. staffi ng patterns (shifts, holidays, weekends), the  ◗
availability and quality of staff training, and conditions of employment, 
etc.
machine and equipment capacity, i.e. processing rates, set ups,  ◗
maintenance, shutdowns, etc.
information capacity, i.e. the technology involved, processing times,  ◗
transcribing errors, etc.
clinical processes, i.e. different protocols and pathways ◗
supplies, i.e. different drugs, materials and technologies available. ◗
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The vast majority of variation is iatrogenic (i.e. generated by the system), and 
is thus under the system’s control and so it can and should be eliminated.6

Both types of variation affect the patient demand (volume × cycle time 
required at each step) and the resource capacity (i.e. ability of staff to do 
their job, provide the right capacity to meet the demand at the appropriate 
quality).

Defi ning variation and quality from the consumer’s perspective
Most people recognise the patient as both the fi nal end consumer of the health-
care process and the object being transformed. With the process view the needs 
of the consumer are central to the defi nition of the objectives for the process’s 
outcome and therefore process thinkers would defi ne the patient as the overall 
customer of the process.

Process thinking recognises a very specifi c and important relationship 
between the people performing the process – the internal customers and 
suppliers. Each step in the process has a supplier (upstream) and a customer 
(downstream). The ability of the latter to be able to perform his or her task is 
dependent on receiving the right information and quality of input from their 
supplier at the previous step at the right time. Thus it is the internal process 
customers who defi ne the quality and measure the errors; that is, the mismatches 
between their requirements to perform their task and what they receive from 
the previous step.7 Occasionally, the patient is both an internal supplier (giving 
a history, personal details, blood sample) and an internal customer (receiving 
directions, instructions). Just as all other internal customers notice errors and 
delays in what they have been supplied, so do the patients when they too are 
the internal customer of a process step.

The impact of variation on quality
As we illustrated earlier, process analysis often reveals hundreds of sequential 
and parallel steps in a process, the vast majority of which deliver no value; 
indeed they delay care, often contributing unacceptable clinical consequences, 
inadvertently increasing demand, wasting capacity and increasing cost. 
Moreover, as illustrated in Table 3.1, the number of steps in a process severely 
impacts the overall quality of the process.

Let us consider the scenario in which a process has only one step (i.e. the 
whole process is performed by one person, at one place, at one time). If this 
step is performing at the quality standard used in a clinical trial (i.e. p = 0.05 
= 0.95 = 5/100 quality errors), then for every 100 patients processed, 5 will 
experience an error, and 95 will be processed correctly. If, however, the process 
involves 50 steps (each performed by one person, at one place, at one time) 
and each step is performing at a quality standard of 95% correct, then overall 
only 8% of patients will be processed correctly because the impact of variation 
at every step is cumulative (0.95 to the power of 50). So even if the quality 
standard at each step is very high, the overall quality of the clinical care and 
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service for any one patient is unpredictable. This is the reported experience 
for the majority of patients.

TABLE 3.1 The impact of the number of process steps on quality

Probability of performing each step correctly

Number of steps in the process 0.95 0.99 0.999 0.999999

1 95 99 99.9 99.999

25 28 78 98 99.8

50 8 61 95 99.5

100 0.6 37 90 99

Number /100 patients who are correctly processed

The majority of patients experience such ‘errors’ as delays or ‘unacceptable 
service’ (e.g. misspelt names and addresses). Most are corrected after costly 
rework by staff – a constant source of staff frustration and dissatisfaction but 
accepted as ‘the usual way the system works round here’. Other combinations 
of random errors are more serious and will, by random chance, result in harm 
and unexpected patient deaths. Yet, the cumulative effect of variation at the 
hundreds of process steps means that it is impossible to fi nd direct causality 
(i.e. a direct link) between poor patient outcome or experience and errors at 
each step. Thus audit is an inappropriate quality strategy. Despite fault-fi nding, 
blame and retraining, the process errors continue to occur on an hourly and 
daily basis on the shop fl oor. The more serious outcomes lie just waiting to 
happen again through the mathematical accumulation of random chance (see 
Figure 3.2).

FIGURE 3.2 The relationship between process fl ow and quality
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Thus, there are only two strategies for improving clinical and service quality: 
(a) reducing the number of steps in the processes of care, and (b) reducing the 
number of errors at each step by making each step ‘foolproof’.8 However, many 
of these process steps have been introduced to manage queues. So, to eliminate 
these steps, we have to understand the cause of the queues.

The impact of variation on queues, time and cost
So far, we have discussed how the inherent and iatrogenic causes of variation 
within the system cause variations in the demand (volume × cycle time 
required) and capacity at each step in the process. We now consider how 
varia tion creates queues and delays in the patient’s journey. Just as variation 
has a cumulative impact on quality, so it affects queues and delays. Unless we 
do something to reduce the variation, more capacity (i.e. cost) will be required 
to deal with the queues that are generated.

FIGURE 3.3 Mismatch between demand and capacity variations results in queues 
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The fi rst cause of a queue (i.e. waiting list, inventory, or backlog) is when average 
demand is greater than average capacity. In this case the numbers of patients, 
paper work or specimens waiting to be processed will increase inexorably over 
time. This is rare in healthcare since so much of the available capacity is wasted. 
The second cause is when average demand is equal to average capacity but there 
is a mismatch between the variations in demand and capacity. Even if over 
time the average demand is equal to average capacity, at any one time there 
will be variations in both demand and capacity. If at any one time the demand 
is greater than the capacity, the excess demand is carried forward as a queue 
or backlog; if the capacity is greater than the demand at any time, capacity 
cannot be carried forward as it is lost. Over time there is an overall loss of 
capacity resulting in a queue (as in Figure 3.3). This is the most common cause 
of queues in healthcare as capacity plans are based on past average activity 
and fail to take into account the variations in demand or capacity. Therefore 
the planning process guarantees waiting lists and queues.9

MANAGING VARIATION IN DEMAND AND CAPACITY IN 
COMPLEX SYSTEMS
The demand for healthcare is relatively constant compared to the change in 
demand for other services and products. However, as we discussed above, 
there are inherent natural causes of variation in demand for healthcare both 
in patient volume and case-mix and the latter impacts the cycle time required 
at each step in the process. Given that the capacity also varies mainly due to 
the iatrogenic causes in the system but also in a small part due to the natural 
variation among staff and specialisation of skills, how should we cope with the 
variable demand and capacity for healthcare?

The default approach to this problem is to group both resources and 
patients. This is immediately recognisable in industry as a batch production 
process, where queues are a deliberate tactic to keep an expensive resource 
utilised. Once there is a queue, then excess capacity can be fi lled from the 
queue mitigating, to some extent, the numbers waiting. This gives a false sense 
of effi ciency since the utilisation of the capacity at a single resource is often 
the organisation’s measure of an individual worker’s effi ciency, rather than 
the presence of the queue and waiting time which is the patients’ measure of 
effi ciency.

In batch production systems, the natural complexity makes the management 
of the different processes extremely diffi cult. The journey of one single item or 
patient is diffi cult to plan accurately and delays are accepted as inevitable. The 
system cannot easily be optimised as a single process and so managers tend to 
optimise the utilisation of capacity at each step in every process.

Although healthcare workers would not necessarily recognise their 
ubiquitous management style as ‘batch thinking’, most healthcare workers are 
all too familiar with the following downsides of batch production.
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The relationship between capacity utilisation and the queue is 
not linear
In batch production ‘utilisation of capacity’ (effi ciency) is traded for waiting 
time (the queue). However, Erlang demonstrated that this relationship is not 
linear, and that once a capacity reaches 85% utilisation, the queue, or number 
of cancelled patients, grows exponentially (see Figure 3.4). This critical point is 
dependent on the statistical distribution of the variations in demand and capac-
ity and the phase relationship of the mismatch. In very abnormally distributed 
systems (as is healthcare), the critical point will be far less than 85%.10

FIGURE 3.4 The non-linear relationship between service failure and capacity utilisation 
 in a system in which demand and capacity vary

The only way to improve the utilisation of any given capacity is to reduce the 
variation within the process. As the variation falls the amount of capacity 
required to meet the peaks in demand reduces. Reducing the average demand 
without changing the variation between the peaks and troughs has no impact 
on the overall capacity required to ensure a process is capable of meeting the 
desired waiting time.

The cost of queues
While optimising the use of capacity at any one step in the process, another 
downside of a batch production system is that there are queues and these 
queues incur the following types of cost that are not captured in the activity/
cost calculations for any one person, resource, department or organisation 
within the overall system.

Cost of storing queues including at home, car parks and waiting rooms. ◗
Cost of physical and psychological deterioration in the queue and the cost  ◗
of rework.
Cost of managing and administering the queue, especially those arising  ◗
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from a vicious circle in which (a) queues cause delays, (b) more costs 
are incurred as patients are prioritised, reprioritised and the batch 
schedule changed at short notice to meet clinical priorities, (c) frustrated 
consumers request that their supplier’s capacity be ring-fenced or carved 
out to meet the demand for their specifi c type of patients with yet more 
capacity wasted as it is not always used, (d) consumers then increase 
demand by making clinically unnecessary requests and (e) eventually the 
quality and economies of a batch production system are lost completely.11

Cost of downstream capacity as batch production at one step in the  ◗
process distorts and amplifi es the demand on the next step in the process, 
requiring in turn the next step to be able to ramp up capacity to cope 
with the batch when it appears; e.g. to respond to a weekly rheumatology 
clinic’s demand for the X-ray of every joint for every patient, the radiology 
department has either to invest in capacity that stands idle between 
rheumatology clinics or it stores and compromises other patients (e.g. 
those from Accident and Emergency) – an effect compounded in batch 
production systems as variation in demand is amplifi ed as it moves down 
the batch manufacturing process.12

Where the process steps are independent of each other (decoupled) then 
the queue of patients, paperwork or specimens will be stored at home, in a 
waiting room or on a shelf while it waits for the next step in the process. In 
some processes the steps are dependent (coupled). For example, in a surgical 
inpatient process a patient cannot be moved from theatre to recovery or 
Intensive Care (ICU) unless there is a bed available. A bed only becomes 
available if a patient is discharged from a ward. The capacity at each step is 
predominantly governed by the iatrogenic causes of variation in the system, 
such as the frequency of doctors’ ward rounds. The ability of a patient to move 
through the coupled process is dependent on capacity being available at exactly 
the right time at all the subsequent steps. Hence the probability of a patient 
completing the process is a cumulative function of the availability of capacity 
at each step.

Thus, in a dependent or coupled process, the queue does not necessarily 
denote the position of the bottleneck in the overall process. The queue will 
be in front of the fi rst step in the series of dependent steps. In the emergency 
process these patients are visible on trolleys in the emergency department, in 
corridors or ‘outliers’ on inappropriate wards. In the elective part of the system 
patients are stored, invisible, at home, until they enter the dependent inpatient 
part of their process.13

Similarly, the wasted capacity is amplifi ed in a dependent system as capacity 
towards the end of the process can only be used if patients get through all 
the previous process steps. The temptation is to move this ‘wasted’ capacity 
upstream by taking nurses from the wards and putting them in A&E and 
closing unoccupied nursing home beds. This only reduces the probability of 
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a patient moving through the system and makes the queue at the front of the 
system even worse.

Thus, failing to recognise the dependent nature of a clinical process can 
lead to capacity being increased at the wrong point with increased costs and 
capacity being removed from the wrong point, thereby reducing throughput 
and income.

FLOW PRODUCTION
If we can reconfi gure our processes to reduce the amount of batching at each 
step, we eliminate the designed-in waits and delays. Taken to its fullest extent 
(i.e. a batch of one or single piece fl ow) we work towards seamless, uniform 
fl ow through our processes. The advantages of achieving fl ow are shorter 
delays for the patient, fewer non-value-adding costs of managing and storing 
the queues, improved predictability of time and cost, and greater visibility of 
the patient’s progress through the system.

In Lean processes, the whole focus of the organisation is to deliver precisely 
when and what the downstream worker (consumer) requires to meet the 
overall demand. Flow ‘thinking’ recognises that the fl ow through the entire 
process is controlled by the one step with the least capacity – the bottleneck. To 
optimise the capacity at the bottleneck, a small buffer or queue is deliberately 
placed upstream of the bottleneck step.14 Since much of the bottleneck’s 
capacity will be wasted by the iatrogenic causes of variation, these must be 
worked on until the bottleneck has suffi cient effective capacity to meet the rate 
of demand and the buffer can be removed. Maintaining queues to optimise 
the use of capacity at any other step is waste since it will have no impact on 
throughput at the bottleneck or the overall total process and income. In such 
lean fl ow production, any type of a queue is a symptom of wasted resource 
elsewhere and thus to be hunted down.

The downside of fl ow production is that it is often less than robust since 
resources are carefully balanced across the process with minimal resource 
buffering. So, if part of a process is unreliable, the whole process might be 
affected. To ensure that each stage of the fl ow process is very capable of 
performing its required tasks without error, considerable effort is devoted to 
quality assurance when managing fl ow processes, to minimise the impact of 
poor quality on output.15 Similarly, we need to think about the output of the 
fl ow process as a whole system, and avoid local optimisation of capacity at 
single stages, in order to ensure that the movement of items or patients is kept 
as uniform as possible. From an effi ciency perspective, ‘fl ow thinkers’ are more 
concerned with the output from the whole process rather than the capacity 
utilisation at each step.
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MANAGING CASE-MIX AND CYCLE VARIATION
Although the demand volume for healthcare is extraordinarily predictable in 
healthcare, case-mix variation unbalances systems due to the variation in cycle 
time. Furthermore, to deal with the case-mix we have developed specialisation 
and sub-specialisation that affect the availability of capacity.16

In manufacturing, the cycle times at each step in the process are relatively 
normally and tightly distributed. Any ‘abnormal’ cycle times are attributable 
to special causes: events outside the normal statistical performance of the 
material, operators and their machines.17 In service industries, however, the 
cycle times are not normally distributed and are comparatively widely spread. 
This is because each task along the diagnostic and treatment pathway is 
subject to the non-normal natural variation of the people being transformed 
(the consumers) and the staff performing each of the tasks.18 The ‘bulk’ of 
consumers follows a ‘normal’ distribution for cycle time, but those who require 
a longer cycle time for any one ‘step’ (e.g. at a call centre) are not ‘unusual’ and 
may be diffi cult to anticipate. In healthcare the abnormal distribution of cycle 
times require careful thought and management. Lean Thinking encourages 
normality in the system, but also depends on regularity in demand.

Involving patients in the design reveals the differences that patients require 
from the process: skills, technologies and processing time. Patients can be 
segmented into groups with similar requirements and the system can be 
divided up into sub-systems or ‘value streams’ to deliver standardised care for 
the specifi c groups. Most patients expect and are reassured that their clinical 
processes are standardised to some degree. But the standardised care in each 
value stream can be fi ne tuned (within the limits of the capacity) to meet every 
patient’s expectations.

If we look at the types of patients by process (i.e. by the skills, technology 
and cycle time they require), we fi nd that the demand for each process group 
obeys the Pareto Principle, with 80% of the patients able to follow one 
standardised process that is capable of coping with a high variation in patient 
mix. For example, an analysis of accident and emergency demand reveals that 
the vast majority of patients have a wide range of minor illnesses and injuries, 
but all of these can be processed very quickly and sequentially by experienced 
nurses with minimal equipment.19 In such a system 80% of the demand would 
provide a steady sequence of work that would only be interrupted by the 
less common 15% of patients. Only these patients may have to wait until 
the specialist became available. Once this patient had been dealt with, the 
specialist would return to the pool to work on the majority of patients. Hence 
a steady fl ow would be maintained for 80% of patients with occasional and 
minimal changes in the rate of throughput.

The last 5% of patients in the Pareto analysis will have a huge range of very 
rare conditions posing different challenges. These include the staff experience 
of these rare conditions and thus their capacity to treat them and the impact of 
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these patients, who may have signifi cantly longer cycle times, being introduced 
into the main fl ow of patients with the more common conditions. The question 
then is whether these patients should be dealt with in a separate sub-system.

However, the degree to which the natural variation in patient demand can 
be limited to a fewer number of value streams or routings is dependent on the 
skills and capability of the staff involved at each stage in the clinical pathway. 
The trend of increasing the variation in capacity through specialisation and 
sub-specialisation with no reference to the demand will produce more ‘idle’ 
capacity and expensive waiting for the appropriate patients within the system 
at any one time.20 Lean Thinking suggests that patients requiring different skills, 
technologies and cycle time, and therefore different value streams, should be 
processed in separate sub-systems or cells. Such an arrangement prevents the 
chaos of the variation within one process impacting another through a shared 
resource. Only when the skills, technologies and cycle times are the same 
should processes be amalgamated.21

CONCLUSION
The existing management approach to healthcare focuses on utilisation of 
resources at each and every stage in the process. This is a characteristic of batch 
process thinking. The solution to any of the problems of batch production, as 
seen in the healthcare system, can be addressed by moving to a process and 
fl ow view of the patient’s journey. ‘Flow thinkers’ recognise the cumulative and 
adverse impact of variation on the timeliness and quality of care, increasing 
capacity and cost, and reducing throughput and income. To achieve fl ow in 
healthcare we have to reduce variation in the system.

In effect this means understanding patient demand by their process 
characteristics and then standardising each of these separate value-streams. 
Standardisation improves the quality at each step both in the eyes of the patient 
being processed and the consumer downstream of each step. Hence capacity 
losses due to quality errors and reworking are gradually retrieved and the 
system becomes more tuned to delivering a timely, cost effi cient service with a 
clinical outcome that meets the functional expectations of the patient.
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CHAPTER 4

Empowering nursing and patient-
centred healthcare through the 
systematisation of clinical work

Helen Close and Eileen Scott

In 2001, Alison Kitson wrote a paper entitled ‘Nursing leadership: bringing 
caring back to the future’ setting out her vision for the future of the UK health 
service in 2012. Her key messages were as follows.

Improvement of health services is dependent upon the way patient- ◗
centred care is understood.
Traditional healthcare culture and roles need to change if service delivery  ◗
is to improve.
Leadership that promotes the values of patient-centred care – respect,  ◗
dignity, compassion caring – will lead this transformation.
For nursing, the features that will help this transformation are patient- ◗
centred care measures developed as part of performance management 
and clinical governance, leadership based on personal growth and 
development principles, and a new clinical career and competency 
framework for nursing.1

The implicit recognition here, that an empowered, autonomous nursing work-
force and patient-centred care are inextricably interdependent goals, has been 
an underpinning feature of attempts to make nursing work explicit, planned 
and systematic since the days of Florence Nightingale. Along a con tinuum 
from ‘task’ through ‘team’ to ‘named nursing’, the work of nursing has been 
organised to make explicit its content while at the same time keep largely 
hidden the contribution it has made to multidisciplinary quality, continuity, 
and the coordination of the care process experienced by the patient.2

Despite attempts to make visible and transparent these aspects via the 
professionalisation of nursing, its continuing subordination has prevented the 
realisation of Kitson’s vision in several ways. First, clinical decision making and 
longer term decisions about resources remain covert and implicit and outcomes 
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continue to be largely shaped by the dominant medical perspective.3 Second, 
the everyday tension between collective and individual needs is resolved in an 
ad hoc, covert manner which fails to make explicit the type of ‘patient-centred 
care’ that is claimed as an objective. Kitson argues that patient-centred care 
can only become a reality via a paradigm shift whereby ‘caring’ is given as great 
a priority as ‘curing’ and that ‘traditional healthcare culture and roles need to 
change if service delivery is to improve’.4

This chapter explores the role of systematisation, and in particular pathways, 
in the achievement of this cultural change by allowing nurses to lead the way 
in articulating the process that constitutes the patient journey. Using examples 
taken from practice, we argue that the need to plan and coordinate collective 
care and the desire to remain responsive to individual patient needs within the 
resources available can only be resolved by giving nursing a mechanism, via 
pathways, with which to renegotiate the power differential between nursing 
and medicine in such a way that the unique historical contribution of nursing 
to the systematisation of care delivery is fully recognised.

A HISTORY OF SYSTEMATISATION AND NURSING
The gendered division of labour, in which nursing was seen as the ‘natural’ 
expression of the caring nature of women, has long been attributed to the 
organisation of clinical work in which nurses were the unseen ‘handmaidens’ 
to doctors who ‘know best’.5 Accountability was traditionally structured 
along hierarchical lines in which Matron or Sister juggled the contrasting 
requirements of several different consultant physicians or surgeons and had 
ultimate, but largely invisible, control over the apparently seamless patient 
journey from admission to discharge.6 That this control was covert, implicit 
and devolved the practical work of nursing into a series of simple tasks led to 
concerns about individualised, patient-centred care, patient advocacy, and the 
individual autonomy of nurses.7 The professionalisation of nursing was seen as 
a way of claiming control over these interrelated issues, and systematisation 
(i.e. the explicit planning of who will do what, how, where and when) was the 
mechanism for providing the autonomy and individual accountability on which 
the defi nition of nursing as a profession depended.8

Signifi cantly, the emergence of the ‘nursing process’ in the 1980s transformed 
the articulation of nursing work from a simple task-based focus to a process 
in which collective decisions were explicitly and overtly informed by the 
specialist knowledge that was seen as nursing’s unique contribution to care. 
For the fi rst time in the history of nursing, the articulation of this process 
allowed for evaluation of individual contributions to care, thus allowing 
nursing to lead the way in a concern for measuring quality of care, as well as 
becoming increasingly accountable for the delivery and management of care.9 
The resultant professionalisation strategy led to the introduction of ‘Project 
2000’ which, via the development of a specialist body of nursing knowledge, 
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sought to sever the link between nurse education and the handmaiden needs 
of medicine.10

Even long before the introduction of the nursing process, nursing showed an 
ability to develop ways of providing a systematic approach to the organisation 
and planning of their work. In various guises and terminology ranging from 
case management to primary nursing, a commitment to ‘systematisation’ (i.e. 
applying a planned, explicit, proactive, coordinated approach to the organisation 
of nursing work) has been a largely hidden feature of nursing practice since the 
days of Florence Nightingale. Although these systematic approaches to care 
went some way to providing visibility about decision making and care delivery, 
the articulation of that content inherently disregarded the multidisciplinary 
process that characterises the patient journey, both in the community and in 
a hospital context. This fact has largely conspired to keep the importance of 
nursing work ‘a secret’ in regard to the interconnectedness between nursing 
and medicine.11 Of particular note here is the implicit, covert historical role of 
nursing as coordinator of the patient journey and overseer of quality, within 
a system that privileges medical knowledge over nursing knowledge. In other 
words, nursing work and nursing decision making (even well planned and 
systematised decisions) have remained subsidiary to medicine, and the covert, 
hidden nature of this relationship has thus rendered the totality of the care 
pathway assumed and, therefore, invisible.

In everyday practice, therefore, two patterns of shared decision making 
emerge strongly. First, decisions about individual patients are usually made in 
isolation, with different decisions being made at different stages by different 
members of the team, with ultimate authority being awarded to the medical 
members.12 Importantly, these decisions may be fed back to the patient in a 
sporadic, retrospective fashion that gives little clue about the illness trajectory 
that faces them in the future.13 Secondly, decisions about collective groups 
of patients (e.g. pathways in hospital, or practice protocols in primary care), 
are often made by a group of nominated multidisciplinary clinicians working 
together for a short and fi nite period of time, with little regard for the totality of 
care needs as they fl uctuate over time.14 These protocols often form the basis for 
‘defensive practices’ such as overemphasis on record keeping and management 
of physical risk factors, which seem to result from a climate of litigation risk, 
rather than a concern for the overall quality of care.15

What is at issue here for both clinicians and patients is illustrated in 
Box 4.1, an anonymised amalgamation of many clinical incidents involving 
different people at different times.

Three issues emerge as being important here. First, the lack of integration 
between decisions made by different members of the team at different times 
is evident in the experiences of Alf and his family for whom decisions about 
diagnostic referrals, readmission, and discharge from hospital were made in 
isolation from each other. Second, highly specialised, segmented aspects of care 
were addressed using current nationally agreed guidelines; for example, Alf was 
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seen by a tissue viability specialist nurse during his hospital stay who instigated 
a treatment plan based on clinically agreed protocols for the management of 
pressure ulcers. The fact that each individual member of the team followed 
agreed best practices made it diffi cult for Alf’s family to complain following 
Alf’s death; each professional group was found to have acted in an accountable, 
professional manner. Third, the resulting invisibility of the lack of integration, 
and lack of regard for the patient journey, made an analysis of the overall 
structural and organisational issues impossible, thus silencing the voices of 
clinicians who wished to see change. We now turn to these issues.

BOX 4.1 Alf Brown

Alf Brown, a 51-year-old man, who lives with his wife, was diagnosed with COPD two years 
ago, following a working life in the coalmines. Lately, he suffered with pain, breathlessness, 
mobility problems, faecal incontinence and pressure ulcers associated with end-stage COPD 
and was readmitted to Ward 1 for treatment of a chest infection. Once there, he was treated 
with antibiotics and diuretics but his general condition had deteriorated and he wished to 
return home to spend his last days with his family. Alf was unknown to the district nursing 
team until a faxed referral was received from Ward 1, alerting them to Alf’s discharge from 
hospital that same day (a Friday). Equipment and services were unavailable out of hours, and 
the patient’s family tried their best to care for him at home. Sadly, Alf suffered a diffi cult and 
complex death at home just days later. The last four days of Alf’s life were characterised by 
breathlessness and panic, diffi culty in managing incontinence and exudate from the pressure 
ulcers, and frightening hallucinations associated with screaming, sweating and diffi culty 
sleeping. Alf’s family was very angry with the community staff for allowing him to suffer, and 
expressed bitterness that they were left to cope in such diffi cult circumstances.

THE ORGANISATION OF HEALTHCARE AROUND SPECIALIST 
SKILLS
Historically, Alf’s care might have been coordinated by ‘Matron’ who had a 
concern not just for the work being done but also its overall quality. Questions 
about a replacement for the hierarchical, covert coordination role held by 
matrons have been met with calls for less top-down leadership in which 
all qualifi ed nurses share individual accountability and autonomy for their 
practice.16 At issue here is the emphasis given to evidence-based medicine 
(EBM) which both privileges medical knowledge over, sometimes, more 
qualitative experiential knowledge specifi c to nursing, and also predominantly, 
and often covertly, shapes decision making as the more powerful discipline.17 In 
response to this, The New NHS: modern, dependable, urged nurses and other 
clinicians to work more collaboratively with more fl exible approaches to role 
boundaries while at the same time establishing clear lines of accountability 
for quality of care.18
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In its pursuit of a way of articulating the management of the patient journey, 
and the quality and management of care within that journey, the profes sional-
isa tion of nursing has been characterised by debates about the need for a 
specialist body of knowledge that recognises the experiential aspect of care, 
and a way of articulating that knowledge in a way that was substantively 
different from medical objectifi cation and dominance over the ‘dependent 
patient’.19 In other words, nursing as a profession needed to fi nd a new way 
of exercising its new-found specialist body of knowledge that did not involve 
‘telling people what to do’, but that simultaneously challenged the gendered 
subordination of a predominantly female workforce. This is a diffi cult task 
since nursing traditionally ‘fi lls in the gaps’ left in what Williams and Sibbald 
call ‘ambiguous spaces’ between the prevailing configuration of services 
attached to medicine.20 Attempts to formalise this role have led to considerable 
pressure to undertake work formerly carried out by medical staff. While this 
represents a great opportunity for nursing, it has also resulted in uncertainty 
about role demarcation, autonomy and legal responsibility. Responses to this 
have emerged in the development of specialist roles, largely formulated around 
disease specifi c, medical specialties and focused on technical, diagnostic and 
pharmacological-based treatment skills.21

Two dangers emerge here as the nurse develops an increasing array of 
technical and specialist skills. First, the focus on individual performance does 
not equate with infl uence over wider issues; in fact, there may be a ‘distinct 
lack of empowerment for effective managerial decision making and nursing 
control’.22 Concerns over individual, specialist skills do little to challenge the 
organisational and structural limitations that are placed on patient care, as 
evidenced in Alf’s vignette. Here, events were associated with a failure to 
refer Alf to a community team much sooner in his care trajectory, poorly 
coordinated weekend discharge from hospital, unsystematic processes of care 
which struggled to adapt to the patient’s unusual physiology (particularly 
allergies to standard treatments), lack of integration, lack of information, 
lack of emergency equipment, as well as perceived lack of support from a line 
manager whose own clinical background was not in community nursing. Most 
of these factors seem to be organisational, structural and process oriented: 
areas that traditionally lie outside of nursing’s sphere of infl uence.

The team members, who suffered anxiety and stress as a result of this 
incident, were advised by their manager to undertake clinical supervision. This 
helped them to internalise and take responsibility for ‘their shortcomings’ in not 
providing this patient with a ‘good death’. This reinforcement of the individual 
burden of responsibility led to depression and clinical stress in some members 
of the team, which in turn led to high sickness levels, high staff turnover, 
increased clinical errors and an overall deterioration in staff morale. Although 
‘refl ection-in-action’ is seen as being a central tool in the professional armoury 
of nursing,23 that refl ection can be limited to questions about ‘what I could 
have done differently’, reinforced by the drive towards individual accountability 
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in nursing, and contributing to the lack of empowerment felt by nurses. This 
often leads to the covert power games that constrain refl ection-in-action, and 
relegates it to ‘refl ection-in-your-own time’. This then underlines the personal 
responsibility of nurses in the face of structural and organisation constraints 
to the delivery of good quality care where a more appropriate question might 
be: ‘What could we have done differently?’24

Second, the focus on specialist skills failed to take into account the patient 
journey and the ways in which essential care needs (more of which later) 
fl uctuated over time. The fact that all this occurred against a backdrop of the 
professionalisation of nursing, a proliferation of specialist nursing roles (in the 
form of, for example, tissue viability nurse specialist, respiratory specialist nurse, 
palliative care specialist), and a claimed erosion of the subordination of nurses 
within medicine, gives little comfort to Alf and his family who were failed at 
every stage of the patient journey. For example, Alf’s pressure ulcers (which 
caused so much pain and distress) were managed using a specialist, rather than 
a systems approach. It is generally accepted that nurses are responsible for 
pressure ulcers; this collective responsibility was fi rst documented by Florence 
Nightingale who argued that it was the fault of the nurses if they developed.25 
Certainly, some pressure ulcers arise from a failure to perform what are seen 
as basic nursing duties.26

These omissions can lead to individual nurses being held to account in 
offi cial complaints, in litigation and to being charged with contravening the 
profession’s Code of Conduct.27 While there is no doubt that using nurses as 
scapegoats is too simplistic an approach,28 the nursing profession’s Code of 
Conduct stresses each individual nurse’s accountability for not just an action 
but also an omission. We are not arguing for the abolition of specialist skills 
here; merely that in themselves they are not suffi cient to achieve the vision 
for patient-centred care outlined earlier. Each specialisation will no doubt 
have its own protocols and plans demonstrating a degree of systematisation, 
but systematisation within a discipline or a specialism serves little purpose 
for the streamlining of care as a whole. The unarguable fact that decisions 
are a function of power differentials between nursing and medicine and that 
these differentials are acted out covertly, renders ‘clear lines of responsibility 
and accountability in the overall quality of clinical care’29 an impossible 
objective. What is required is a collective, whole systems approach to care in 
which specialist skills and outcomes are an integral part of a patient journey. 
But this is no easy task without a mechanism for discussing what underpins 
those roles and responsibilities in relation to beliefs and understandings about 
healthcare.

THE MEANINGS ASCRIBED TO HEALTHCARE
Increasingly, clinicians will express their understanding of ‘healthcare’ in relation 
to their specialist skills and contributions. The obsession with specialisation 
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can be located in a profession that sees the attributes of the medical profession 
(that is largely curative focused) as being desirable. But for Alf and his family, 
‘healthcare’ constituted a journey which began on his admission to hospital 
and ended in his diffi cult death with ‘no one professional who understands or 
is accountable for the process of care the patient experiences, or indeed the 
outcome of that process’.30 But nurses already know there is more to patient-
centred care than episodic specialities. One of the commonly identifi ed reasons 
for the move away from purely task-based styles of organisation referred to 
earlier was the accusation that the individual needs of patients are largely 
ignored, a criticism articulated by those concerned with the delivery of ‘patient-
centred care’ that is responsive to individual, changing needs.31

For this reason, Kitson outlines a vision which identifi es an appreciation 
of patient-centred care as being the major driver for sustained change in the 
health service in which care is given equal status to cure.32 The development 
and deployment of specialist knowledge and professional skills about collective 
care is sometimes argued to be at odds with the unique contribution of nursing 
to be entirely responsive to the individual needs of patients as they fl uctuate 
over time. But what increasingly emerge as important are skills in coordinating 
and integrating the deployment of specialist skills in ways that empower the 
patient and take into account the patient journey in its entirety as well as the 
quality of its essential elements. For example, ‘Essence of Care’, a Department 
of Health funded benchmarking exercise that arose from a concern to ‘get the 
basics right’, focuses on improving the experience of patients via developments 
in 10 areas including communication, pressure ulcers, privacy and self-care.33 
The challenge for nursing is to fi nd ways of managing both collective and 
individual needs in a way that manages the contextual and structural elements 
of care delivery and planning.

IMPLICATIONS FOR CLINICAL WORK
One of the questions associated with specialisation and role blurring is con-
cerned with shared accountability. Accountability is at the heart of a drive 
towards clinical governance in the UK. Nurses, like any members of a profes-
sion, have always been accountable to their own professional regulating 
body, but there is an increasing need for a new, collective responsibility and 
accountability.

The literature addresses both ‘downward’ accountability (to the local com-
mu nity or to individual patients), and ‘upward’ accountability (to the NHS 
hierarchy). However, neither of these is possible without fi rst putting in place 
mechanisms for establishing and maintaining horizontal accountability across 
multi pro fessional teams, wards and general practices.34 Scott asserts that this 
requires a ‘cultural shift on the part of practising clinicians towards more open 
and impartial evaluation of clinical care and its outcome’.35

Of course, the cultural climate and the beliefs and values we hold about 
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our work are directly related to the subsequent organisation of that work. So, 
the way in which relationships with medicine are constructed will infl uence a 
nurse’s ability to act as an advocate for Alf. These relationships have been the 
subject of interest for some time; what is missing is a mechanism for enacting 
the cultural shift so that it becomes both a process and an outcome. This calls 
for nurses and nursing to ‘place caring at the centre of all we plan and do in 
the National Health Service’36 and ultimately to reconstruct our ideas about 
what it means to be a member of a profession. It requires a shift from ‘telling’ 
towards a shared ‘listening’ in which the needs and priorities of the individual 
is paramount, and leadership is a concern shared by all nurses.

In such a change nurses are given the tools to take responsibility for planned 
changes in their practices in a way that gives them ownership, a sense of 
agency, and pride in their work. And these tools include well designed inte-
grated care pathways which are based on best evidence and refl ect professional 
consensus. The authority of integrated care pathways takes over from the 
authority of Sister but in a way that makes explicit the beliefs and values that 
we are talking about. Pathways give us the mechanism by which to negotiate 
the type of involvement, ownership, control and authority that is inherent in 
Kitson’s vision. 

Accountability for improvements in patient-centred care as an end in itself 
focus on the standardisation of practice via guidelines such as those provided 
in National Service Frameworks.37 However, Kitson’s argument highlights the 
need to focus on the means to that end, such as improved leadership, ownership 
and control. At heart here is the way in which a ‘profession’ is construed. Much 
of the literature cites the tension between the negative attributes of profession 
(e.g. self-interest and competition) and the more altruistic elements of patient-
centred care (e.g. compassion and continuity).38 Rather than force ourselves 
into a construction of profession that is inconsistent with our commitment to 
patient-centred care, we need a reconceptualisation of the nature of profession 
in which care is organised around competencies, the patient journey and 
essences of care. Care organised in this way would be based on explicit 
negotiation of aims, roles and responsibilities, which defi ne us as contributors 
to a team, rather than as solo players with specialist concerns. The core values 
of patient-centred care would be defi ned and redefi ned within this forum based 
on shared evaluation, including the perspective of the patient and their family, 
so that recognition could be given that Alf and his family had a much bigger 
role to play, much earlier on in his care trajectory.

IMPLICATIONS FOR ALF, HIS FAMILY AND HIS CLINICIANS
Is this all unattainable dreaming? In Alf’s care, the local palliative care team 
was awarded some funds to invest in the introduction of the Liverpool Care 
Pathway for the Dying.39 Some of the community and respiratory specialist 
nurses volunteered to act as champions for a pathway development because 



50 CHANGING CLINICAL CARE

they recognised the chance to understand and deal with some diffi cult issues. 
There was some resistance to the pathway among medical staff (and some 
community nurses), but overall its introduction allowed the team to manage 
diffi cult and complex cases so that good deaths became the norm, not the 
exception. Patient and family satisfaction rose, multidisciplinary working 
relationships improved, communication and coordination improved, and staff 
turnover and sickness rates reduced.

For the nurses, pathways added another layer onto essence of care 
statements about actions and quality by placing a sense of order and rhythm 
onto the tasks. For example, instead of being told ‘Improve the maintenance 
of dignity for patients’ (as in essence of care benchmarking), pathways outline 
the sequence of events, by whom, in what order, to what level of quality, cost, 
and outcome, so that dignity can be maintained within a supportive context. 
This is important; without clear, defi nable shared goals and objectives, it is very 
diffi cult for nurses today to know when they have ‘done a good job’. The nurses 
involved in the vignette reported that using the pathway helped them to plan 
their own goals (instead of remaining passive and invisible) and demonstrate 
when and how well they had achieved them.

Of course, the fl ip side to this is that non-achievement of the activities in 
the pathway can be used as a performance management tool in a punitive 
way. However, even this was welcomed by the nurses who felt that a clear, 
transparent measure of performance helped to remove the fear of an imminent, 
invisible and indefi nable Sword of Damocles.40 Allaying the concerns of the 
GPs about ‘trusting’ the community nurses to follow the guidelines for drug 
administration in the home took major time and effort. But its net effect was 
much greater than implementation of the pathway itself; once nurses had 
proved they could work within the pathway and could do so in a safe and 
timely manner, they began to be involved in decision making about other 
matters and were given a greater stake in the running of the organisation.

In a wider sense, pathways that are fundamentally based on patient-centred 
care and the patient journey have the capability of giving nursing the structure 
needed to develop visibility and transparency about what we do (i.e. the unique 
nature of nursing and essences of care), and how well we do it (concerns about 
quality). The processes involved in constructing and implementing a pathway 
inherently side-step the hidden decision making and ambiguities that make 
up so much of nursing work. By being involved in the meetings and decision 
making that are necessary to action a pathway, nurses can show the sort 
of ownership, authority and leadership that Kitson and others call for. The 
defi ning nature of a profession, using this model, is the ability to construct a 
collaboratively agreed pathway and to act on it in an individualised way that 
takes into account the patient’s need for privacy, dignity and the essences of 
care identifi ed earlier. Thus, patient-centred care and systematisation are seen 
as mutually dependent world views, rather than mutually antagonistic.
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THE FUTURE FOR NURSING AND SYSTEMATISATION
In the debate over professional autonomy and control, it has been argued 
that the medical profession has resisted systematisation because it fears that 
the explicit setting out of its work makes it possible ‘for forces outside the 
profession to codify and regulate the labour process’.41 This debate often 
focuses on the need to deliver ‘individualised’ care that is in every case unique 
and therefore incapable of being described and planned before it happens. 
This fear has, arguably, led to the maintenance of mystique around everyday 
professional practice, the monopolisation of indeterminate elements of practice 
and the delegation of routine elements to nurses. These routine elements, 
however, lend themselves to systematisation (such as assessment tools, the 
nursing process, primary nursing) which perhaps has been unwittingly used 
as a further method to maintain the subordination of nursing.

Yet, all nurses know that even these ‘routine elements’ require skill and 
individual judgement about the essences of care such as privacy and dignity 
that cannot be easily systematised. So the dilemma facing nursing is that its 
commitment to making visible what it does, and to what level of quality, 
potentially shifts control to external elements, thus making nursing more, not 
less, vulnerable to encroachments of management (including fi nancial) control, 
and to the power differentials between medicine and nursing. However, as 
Alf’s care demonstrates, it is not the elements of care that defi ne nurses as 
professionals but the ability and competency to put those collective elements 
together into a process that is individual patient-centred care. Beil-Hildebrand 
argues that medical clinicians resist systematisation in order to maintain their 
professional privilege, status and power.42 Collective systematisation, via 
the use of integrated care pathways, provides a middle ground in which to 
articulate, and negotiate, individual contributions in a way that breaks down 
barriers of professional self-interest. It is only then that we can truly develop 
and deliver the essences of patient-centred care in a way that is visible, valued 
and respected.

The professionalisation of nursing, with its unique knowledge base, its com-
mit ment to quality assurance, to the transparent organisation and planning 
of care, places nursing at the forefront of the clinical governance agenda. 
While the literature on clinical governance and accountability is heavily 
critical of the lack of specifi city and the lack of guidance on the blurring of 
role boundaries, this represents a golden opportunity for nursing to lead the 
way to achieve collegiate, patient-centred, quality-assured care that allows 
for true systematisation of the patient journey. However, despite nursing’s 
clear allegiance with systematisation in its various guises, historical gendered 
divisions of labour and decision making patterns continue to muddy the waters 
in clinical practice. Despite legal and professional calls for accountability, 
nurses all too often fi nd themselves in positions as covert, hidden custodians 
of individual patient-centred care with very little input into more collective 
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strategic decision making. Pathways have the potential to allow for open 
discussion and negotiation that allow for patient-centred care to be placed at 
the heart of systematisation, which then becomes a mechanism, rather than a 
barrier, to achieving Kitson’s vision. We began this chapter with the recognition 
that an empowered, autonomous nursing workforce and patient-centred care 
are inextricably linked – integrated pathways give us the tools to achieve both 
in an open, explicit manner.
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CHAPTER 5

Using data to inform systematised 
approaches to care delivery

Barbara Coyle, John Kennedy, Sharyn Maxwell and Pieter Degeling

For more than 10 years policy authorities within the NHS have, and to a large 
degree still are, focused on the need to balance quality of care with resource 
effi ciency. Over time, the pursuit of these aims has led to a growing awareness 
of a need to pursue systemic productivity and effi ciency (DH). Systems are 
complex entities which, by virtue of the interrelatedness of their components 
and nonlinearity of cause and effect within them, can be diffi cult to analyse and 
understand. However, the growing sophistication in computer programming 
and wider prevalence of national and local databanks means the NHS now has 
the means to begin addressing healthcare issues from a systemic perspective.

This chapter reviews the contribution to systemic understanding of NHS 
health  care provision, and its improvement within both strategic and clinical 
contexts, that is available through analysis of Hospital Episode Statistics 
(HES). HES data contains information on all NHS inpatient admissions 
within England. As this dataset is of value to both clinical practitioners and 
healthcare managers, an understanding of the construction of the dataset, the 
various classifi cation systems for clinical work incorporated within it, and how 
these can be used to meet managers’ and clinicians’ specifi c needs is provided 
as the chapter unfolds.

DATA: WHAT WE HAVE AND WHAT WE NEED
What do we mean by data and why do we gather it? When we seek to represent 
transactions we call the representations data; when we seek to order these 
data to inform choice we call them information. In our individual lives the 
gatherer and the user are usually the same person; data collection and use 
are entwined. This is rarely so within organisations. Thus there are questions 
about who collects data and who uses them for which purpose, who bears the 
cost of collection and transformation, and who gets the benefi t. People who 
do not use the data they collect themselves often see the costs of collection 
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as an imposition. For example, project teams charged with making decisions 
about a new service or treatment may demand more data, while those such as 
clinicians who then ‘populate’ the datasets complain that too much of their 
time is committed to producing the data for others. It is therefore important 
that users of data are aware of what data are available to them as well as 
understanding the strengths and limitations of those data and how they can 
be best used to inform decisions.

What data do we have?
A great deal of healthcare data is already collected, collated and stored by 
and can be benchmarked across organisations. What is recorded is likely to 
be a ‘data point,’ a patient admitted, a condition diagnosed, a prescription 
dispensed, etc. However, the resulting datasets are complex.

The main unit of recording within the HES data is the fi nished consult-
ant episode (a period of admitted patient care under a consultant or allied 
healthcare professional within an NHS Trust). This is not always the same 
as a single stay (spell) in hospital because a patient may be transferred from 
one consultant to another during their stay. In these cases, there will be 
two or more episode records for the spell of treatment. Trusts are required 
to code diagnoses according to the International Classifi cation of Diseases, 
10th Revision (ICD-10), which is a comprehensive classifi cation of causes 
of morbidity and mortality published by the World Health Organization, 
and surgical procedures (operations) according to the Offi ce of Population, 
Censuses and Surveys: Classifi cation of Surgical Operations and Procedures, 
4th Revision (OPCS-4). ICD-10 categories are organised into chapters of 
related conditions. Each disease that is of public health importance or that 
occurs frequently has its own category; otherwise categories are assigned to 
groups of separate but related conditions.

More recently, clinical activity in the UK has been classifi ed into Health 
Resource Groups (HRGs), essentially as a resource management tool for the 
NHS. There are 610 HRGs (seven of which describe cases where an HRG 
cannot be assigned for various reasons, such as incorrect age or primary 
diagnosis) which are constructed using a standard computer algorithm or 
‘grouper’ that assigns episodes of care involving different treatments (surgical 
procedures) to groups that are clinically similar and involve roughly the same 
demands on the hospital in terms of ‘resource usage’. The OPCS-4 procedure 
codes and ICD-10 diagnostic codes that describe each episode of care are used 
to assign an HRG code to an episode and also to a spell.1

Although the HRG system was not designed primarily as the basis for a 
prospective organisation of clinical work at an operational level, it is a means 
for retrospectively understanding the throughput of hospitals. Moreover, under 
Payment by Results (PbR)2 secondary care is funded on the basis of volumes 
of completed work at set prices within HRGs. Hospitals’ long-term viability 
therefore depends on them fi nding a means to ensure that the total cost of 
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discharged patients is at or below the HRG tariff received for the care delivery. 
This suggests a means must be found to use the HRG system also to manage 
clinical work and its associated resource costs.

There are thus two different datasets for recording cases, one built on clinical 
symptoms and one on patterns of treatment and their resource implications. 
The fi rst is likely to appeal more to clinicians, the second more to managers, 
but both are relevant, and the task is to mobilise data in ways that can inform 
both organisational strategy and clinical decision making.

What is the quality of the data that we have?
Errors in data collection, recording and analysis are the reason most often cited 
by clinicians and managers for being wary of hospital activity data. Obviously, 
information depends on what and how well data have been recorded. Under 
PbR coding errors can lead to a loss of revenue for providers, which can be 
particularly signifi cant if they are as high as some of those trusts in Figure 5.1 
which have more than 5% of activity incorrectly coded. There are many sources 
of coding error, such as incomplete recording at the point of service, software 
problems, errors in data entry and invalid primary diagnoses being used, often 
refl ecting poor coding skill.

Figure 5.1 highlights the variable performance in coding between trusts 
prior to the wider introduction of case-mix-based funding. The variation 
suggests that good coding performance is attainable and that concentrating 
some effort on a more systematised approach to recording of information 
would mean fewer errors and (for trusts) better cash fl ow. Trusts located at the 
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lower end of the graph are mostly foundation trusts (FTs). As FTs have been 
engaged with PbR for a longer period, their superior coding performance may 
be an indication that PbR has a positive impact on coding performance.

A recent report by the Audit Commission has identifi ed the need for a 
centrally coordinated external clinical coding audit programme to ensure 
that data quality is reliably high.3 The Commission found evidence of hospital 
trusts actively working to optimise their coding to maximise income within 
existing coding rules; hence it is essential that commissioners have the tools 
and skill base to locally monitor the activity and services for which they are 
being charged.

USING DATA TO SUPPORT SYSTEMATISATION IN A STRATEGIC 
CONTEXT
Within a strategic context, systematised approaches to care delivery involve 
healthcare organisations asking: ‘Are we doing the right things? Are we deliv-
er ing the most safe, high quality and effi cient care that we can?’ A great deal 
of existing data can be used to inform strategic decisions on what and where 
within a given geographical region services could and should be delivered to 
ensure productivity, effi ciency and quality, and, at another level, to inform 
individual acute care trusts about what clinical work is worth systematising 
within the organisation. Analysis of activity may also inform strategic health 
authorities (SHAs) and primary and secondary care trusts where problems may 
exist in the standards of care. These may be indicated by signifi cantly high and 
low volumes of activity, differences in the rates of admission and readmission, 
or referral patterns from particular GP practices and localities. Thus the 
data indicate where in the healthcare system important activity management 
concerns originate and which concerns may benefi t from systematisation.

High volume conditions
The feasibility of systematised approaches to clinical work depends on 
frequency. Disaggregating hospital activity by clinical condition highlights 
those high volume conditions which, with the exception of highly technology 
intensive work, constitute the bulk of the workload and cost. For high volume 
conditions, there is likely to be some de facto systematisation, insofar as the 
various members of the team have their standard working practices. These 
practices need to be made explicit and clearly related to one another according 
to best practice. Best practice can also be furthered by adopting techniques that 
routinely review care delivery with a view to reducing clinical practice variation 
within resource constraints and improving quality of care. ICPs are one way 
to do this; however, not all clinical conditions are worth such investment of 
effort. Hence an analysis of an organisation’s high-volume activity provides 
a useful guide for discussions about which conditions should be the focus of 
efforts to improve clinical management.
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Characteristically, for most providers the bulk of emergency, maternity and 
birth admissions, elective admissions and day cases are contained within a 
relatively few HRGs. In summary the evidence suggests that, on average, for 
an English acute trust:

40 HRGs (of 603 valid HRGs) account for 46% of all emergency  ◗
admissions and these HRGs account for 42% of all emergency-generated 
bed days for a healthcare provider
20 of these top 40 emergency HRGs reference long-term conditions with  ◗
high rates of multiple admissions
40 HRGs account for 60% of all elective inpatient admissions and these  ◗
HRGs account for 40% of all elective inpatient generated bed days
40 HRGs account for 84% of elective day cases; and ◗
10 HRGs account for 98% of maternity and birth admissions and 97% of  ◗
maternity and birth bed days.

Further investigation has found that there is a consistency in the HRGs 
that make up these high-volume conditions across acute trusts.4 Hence one 
importance of this dataset for an SHA or commissioner may lie in ensuring 
consistent quality for high-volume conditions across trusts, via benchmarking 
of care activity, quality and cost within its geographical area.

Low volume conditions
The same data used in a different way can be used to demonstrate the 
conditions that are low volume within a hospital trust or health economy and 
which raise different questions for strategic management. As demonstrated in 
Figure 5.2, an examination of activity data from a number of trusts from one 
SHA indicates that these trusts are doing at least half the possible 603 valid 
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HRGs as low-volume case types (defi ned here as fewer than 20 cases a year). 
At times the volume is extremely low: in Trust 3, for example, there was only 
one elective admission in a year for 102 separate HRGs. If some of these 
HRGs are likely to be specifi c instances of more general and higher volume 
procedures and thus not necessarily instances of unrelated low-volume activity, 
others will be.

Why are low-volume case types signifi cant? When providers treat patients 
with specifi c conditions at low volumes, they may lack the specialist skills that 
these conditions require. This possibility raises questions about the quality and 
cost of such care: for example, does a lower admission or treatment rate imply 
a loss of medical skills and expertise in treating these conditions and, if so, 
does this mean that complications increase, convalescent rates slow, lengths 
of stay go up and fi nancial costs increase? SHA, hospital trusts and PCTs can 
get some answers to these questions from available data on length of stay.

Under the PbR fi nancial system, tariffs are calculated on the basis of 
‘trimmed’ data; that is, spells are excluded if the length of stay is in excess of 
the ‘trimpoint’ for that condition. Trusts will be reimbursed for most HRGs at 
a price calculated using trimmed data. An examination of such data enables 
a commissioner to examine which conditions are giving rise to treatment 
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in excess of the systematised norms of the PbR system. The extent of the 
differences in the incidence of exceptional cases within and between trusts 
and how this may be being affected by the volume of cases in each HRG can 
be mapped by measuring the percentage of trimmed cases by admission type 
and volume category.

Using data from a number of trusts from one SHA, Figure 5.3 demonstrates 
that in 2004–05 these trusts displayed very similar patterns in the percentage 
of cases that were above the trimpoint for each HRG. The more important 
fi nding is that, for both emergency and elective admissions, the percentage 
of cases above the trimpoint increases as the volume of activity decreases. In 
other words, HRGs with fewer than 20 cases a year were associated with a 
marked increase in length of stay above the national average. This suggests that 
patients with these conditions are not always treated effi ciently. The impact 
of this ineffi ciency must, a priori, be borne by the patient: disruption, pain, 
inconvenience and loss of work days. At a minimum there is an additional 
fi nancial cost for the PCT in terms of excess bed days tariff. Further, increasingly 
greater fi nancial costs may result if the longer than expected lengths of stay 
are occasioned by poorer quality outcomes necessitating increased treatment 
needs and/or generating complaints and even litigation.

Although it would be diffi cult to role-delineate emergency care, this is 
not the case for elective care. By defi nition, elective inpatient admissions 
could be provided in the hospital that is regarded as the most appropriate. 
This would be likely to improve the effectiveness of clinical practice and to 
reduce the length of stay and the cost of treatment. These data suggest that an 
appropriate strategy to increase effi ciency (and, we surmise, quality) would be 
to concentrate low volume elective cases in particular hospitals, where they 
would become medium to high volume cases. Through this role delineation 
within a health economy or SHA region, staff could then develop and/or 
maintain a level of expertise in treating these conditions to the benefi t of both 
the patients and the health service.

We recognise that relocating some conditions and/or services between 
hospitals (with its potential to either limit choice or herald a future hospital 
closure) is currently a very contentious issue in the UK and needs careful 
consultation and management with the communities affected. However, we 
suggest that some of the ‘heat’ may be taken out of role delineation discussions 
if the stakeholders were to receive reliable data about the size of the problem 
in terms of patients affected, costs and quality.

Shifts between acute and primary care
It is a broad policy objective that healthcare should be provided as close to 
the user as possible, and that acute care should be used only when primary 
care is unsuitable. Admission data show, however, that people are frequently 
admitted to hospital for conditions that could be more appropriately and 
economically dealt with in primary care. Patients routinely admitted to acute 
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care with the same condition may thus be an indication of inadequate facilities 
in primary care with the result that the acute facility becomes the provider of 
fi rst resort.

As demonstrated in Figure 5.4, the percentage of emergency admissions 
that are attributable to subsequent admissions within one year range from a 
high of 40% to a low of 5%. Most secondary care trusts have more than 25% of 
their total emergency activity generated by multiple admissions. This variation 
in multiple admission rates has very signifi cant resource implications for both 
the acute provider and the NHS as a whole, as treating people in acute care 
when primary care would have been more appropriate puts an additional and 
unnecessary strain on (costly) acute facilities.

FIGURE 5.4 Percentage of emergency admissions attributable to multiple admission by 
 English acute care trusts (within one-year period, 2004–05)

Hospital inpatient data further show that this tendency for multiple admissions 
is not evenly distributed, and that some GP practices, for instance, have higher 
rates than others. Figure 5.5 shows the potential reduction in admissions to 
hospital by GP practices from several sample PCTs. The data was derived by 
calculating the difference in admissions in the event that the rate of multiple 
admissions could be reduced to a rate that is expected if all admissions were 
independent from one another (derived from a Poisson distribution – see 
appendix to this chapter).

Figure 5.5 illustrates that for this sample of GP practices, the associated 
PCTs could aim to achieve an average reduction of between 20% and 45% of 
emergency admissions. For commissioners in a PbR environment, reducing 
admissions is equivalent to reducing payment and hence those fi gures refl ect 
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the potential reinvestment opportunities for PCTs. As noted previously, 20 of 
the top 40 emergency HRGs reference long-term conditions with high rates 
of multiple admissions and it is these that would be the best starting place 
attempting to reduce multiple admissions to hospital.

In essence the data suggest that systematisation should focus not simply 
on how to improve hospital effi ciency but also on how the demand for acute 
services might be better managed. These fi ndings also support the argument 
for the development and implementation of a systematised approach for 
orchestrating, funding, supporting and monitoring service provision to patients 
with long-term conditions, such as the Year of Care model described in 
Chapter 9.

USING DATA TO SUPPORT SYSTEMATISATION IN A CLINICAL 
CONTEXT: DESIGNING INTEGRATED CARE PATHWAYS
We turn now to a review of how HES data can be relevant to a clinical team 
in its day-to-day practice. The successful construction and implementation of 
individual care pathways requires frontline clinical staff to identify the degree 
of patient and clinical complexity appropriate for each specifi c pathway. HES 
data can be used as a means for informing these decisions but fi rst clinical 
staff must resolve issues surrounding the appropriate classifi cation system of 

FIGURE 5.5 Average potential reduction in admissions per GP practice from one SHA 
 (2004–05) (GP practices are clustered according to their associated PCT)
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clinical work, in particular whether pathways should be constructed around 
HRGs or ICD-10 codes or combinations of these.

What data should inform pathway design?
HRGs are resource-based constructs; they comprise different clinical conditions 
that use similar amounts of clinical fi nancial resource. The same clinical 
condition can be split between two HRGs if there are several comorbidities or 
complications which increase the average amount of resources required; hence 
one HRG will include those patients without comorbidities or complications, 
another will include patients with them.

Each HRG consists of spells that have various ICD-10 codes as the 
primary diagnoses. In practice, the HRG and ICD-10 classifi cations overlap 
to a large degree; thus somewhat similar depictions of activity can result from 
either classifi cation. However, for a small percentage of patients, the choice 
of one classifi cation system over the other can have important clinical and 
organisational ramifi cations.

TABLE 5.1 Breakdown of HRG by primary diagnosis: emergency admissions for HRG 
D40 (COPD or bronchitis without complications) 1999–00 to 2004–05

ICD-10 
code Description

Number of 
admissions

 Admissions 
% within HRG

Average length 
of stay (days)

J441
Chronic obstructive pulmonary disease 
(COPD) with acute exacerbation, 
unspecifi ed

1087 69.4% 8.9

J449 COPD unspecifi ed 226 14.4% 9.4

J440 COPD with acute lower respiratory infection 201 12.9% 9.4

J439 Emphysema, unspecifi ed 23 1.5% 7.7

J209 Acute bronchitis, unspecifi ed 12 0.8% 4.3

J40X Bronchitis, not specifi ed as acute or chronic 6 0.4% 5.2

J041 Acute tracheitis 2 0.1% 2.0

J219 Acute bronchiolitis, unspecifi ed 2 0.1% 13.0

J42X Unspecifi ed chronic bronchitis 2 0.1% 7.0

J208 Acute bronchitis due to other specifi ed 
organisms 1 0.1% 1.0

J210 Acute bronchiolitis due to respiratory 
syncytial virus 1 0.1% 0

J438 Other emphysema 1 0.1% 1.0

J448 Other specifi ed COPD 1 0.1% 11.0

Total  1565 100%

We can illustrate some of the issues here using chronic obstructive pulmonary 
disease (COPD). In the ICD-10 classifi cation system, COPD codes fall within 
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the respiratory chapter, J44: Other Chronic obstructive pulmonary disease, 
and is mainly classifi ed into three primary codes, J441, J449 and J440. Under 
the HRG system, COPD is classifi ed according to two HRGs, D40 COPD 
or Bronchitis Without Co-morbidities and Complications and D39 COPD or 
Bronchitis with Co-morbidities and Complications. There is also a third HRG 
which may include COPD: HRG D99 references complex elderly cases with 
a primary diagnosis concerning the respiratory system.

Table 5.1 shows that, over a fi ve year period for one sample trust, the three 
main COPD ICD-10 codes accounted for 96.7% of admissions within the 
HRG D40. The remaining 3.3% of COPD admissions, relating to people with 
COPD and other respiratory conditions, formed a long ‘tail’ of ICD-10 codes, 
all respiratory diseases, some of which are, to a non-clinician, apparently 
little different from conditions classifi ed as other ICD-10 respiratory codes. 
The same was true for admissions recorded under HRG D39 (not depicted); 
these patients had longer average lengths of stay, refl ecting the presence of 
comorbidities and/or complications.

A primary diagnosis code of J44, however, is not confi ned to HRG D39 
or HRG D40. Table 5.2 shows that this code was also assigned to 12 other 
HRGs although, with the exception of D99 Complex Elderly with a Respiratory 
System Primary Diagnosis, only in small numbers. Patients with COPD falling 
into these alternative HRG codes may have been under investigation or 
having treatment for some other condition simultaneously with their COPD. 
Alternatively, the HRG may reference a procedure that takes precedence over 
the primary diagnosis, as is the case with H88 (an emergency due to a fractured 
neck of femur).

The close clinical similarities between the various manifestations of COPD 
and the prevalence of patients with an unspecifi ed acute exacerbation suggests 
that only one pathway would be required to manage patients with COPD. 
From the data above, this pathway should be structured around ICD-10 code 
J44 and its care components and sequences should be such that the average 
cost of treatment per patient is equal to, or lower than, the price received by the 
trust for treating such patients (i.e. the HRG payment). However, in the light 
of the potential additional complexity in care for those patients classifi ed as 
either complex elderly patients or requiring additional procedure (indicated by 
various applicable ICD-10 codes), some patients may be best cared for under 
another pathway for a higher priority condition or should not be managed 
according to a pathways-based approach at all.

Hence the depth of clinical detail that ICD-10 codes provide can assist 
clinicians to make a prospective decision about which management approach 
is most appropriate for which patients. The validity of these decisions can 
be checked in a number of ways including the routine analysis of pathways 
variance, a review of case records for patients treated in a more traditional 
approach and an analysis of average (realised) costs per pathway.
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TABLE 5.2 Primary diagnosis of J44: other chronic obstructive pulmonary disease 
by HRG (1999–00 to 2003–04)

HRG HRG label
Number of 
admissions

Admission % 
within ICD-10

Average length 
of stay (days)

D40
Chronic obstructive pulmonary disease or 
bronchitis without complications 1516 65.71 9.03

D39
Chronic obstructive pulmonary disease or 
bronchitis with complications 415 17.99 13.01

D99
Complex elderly with a respiratory system 
primary diagnosis 356 15.43 17.69

L20
Bladder minor endoscopic procedure with 
complications 7 0.30 26.14

C59 Exteriorisation of trachea 4 0.17 19.00

B13
Phakoemulsifi cation cataract extraction and 
insertion of lens 1 0.04 8.00

C22 Intermediate nose procedures 1 0.04 19.00

D03 Major thoracic procedures 1 0.04 45.00

D07 Fibre-optic bronchoscopy 1 0.04 0.00

E38
Electrophysiological and other percutaneous 
cardiac procedures >18 1 0.04 24.00

H16
Soft tissue or other bone procedures – 
Category 1 >69 or with complications 1 0.04 101.00

H88
Other neck of femur fracture with 
complications 1 0.04 65.00

L05
Kidney intermediate endoscopic procedure 
>69 or with complications 1 0.04 14.00

P04
Lower respiratory tract disorders without 
acute bronchiolitis 1 0.04 1.00

Total  2307 100  

The signifi cance of comorbidities and complications
The relevance and importance of complications and comorbidities in pathway 
design can be further examined by considering the numbers and types of 
secondary diagnosis. Table 5.3 shows the frequency of secondary diagnoses 
for ICD-10 primary diagnosis J44 COPD (1999/00 to 2003/04). The table 
shows that 36% of patients with COPD had no secondary diagnoses, 30% had 
one secondary diagnosis, 19% had two, and so on. There were no instances 
in which a person with COPD had seven or more secondary diagnoses. As 
might have been expected, the average length of stay (ALOS) of these patients 
increased as their degree of clinical complexity increased.
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TABLE 5.3 Frequency of secondary diagnoses for primary diagnosis J44 COPD 
(1999–00 to 2003–04)

No. of secondary diagnoses 0 1 2 3 4 5 6 7+

Frequency 577 491 308 154 57 23 8 0

Percentage 35.66 30.35 19.04 9.52 3.52 1.42 0.49 0

Average length of stay 8.40 9.80 12.46 14.86 16.11 12.43 20.38 0

Mean age 70.5 73.7 75.0 74.8 77.3 73.2 77.1 0

Further exploration of the secondary diagnoses would indicate which other 
con di tions or comorbidities afflicted this population of people. Clinical 
judge ment then provides an assessment regarding which of these secondary 
diagnoses have relatively little impact on the treatment and care of patients 
with COPD. Patients with this category of comorbidities conditions can be 
included in the primary pathway. Similarly, clinical judgement is required 
about which of these secondary diagnoses has suffi ciently signifi cant effect 
upon patient treatment and care to preclude patients with these conditions 
from being included on a clinical pathway, or whether the clinical effect of 
any secondary diagnosis is indeterminate. The effi cacy of such initial decisions 
can again be assessed via future HES data analysis in combination with data 
on pathway variance.

Other data points of relevance for pathway development
One fi nal issue that may be relevant to the inclusion or exclusion of specifi c 
patients within a clinical pathway approach to care management is the mode of 
admission. For example, COPD patients are generally admitted as emergencies. 
Given the very small volume of patients with COPD admitted as elective 
cases, it would appear that elective patients could also be included in a COPD 
pathway; the effi cacy of this decision could again be tested once the pathway 
was implemented.

CONCLUSIONS
The above discussion has demonstrated how data can be used to inform 
systematisation at various levels of healthcare provision. HES data can be 
used to identify the clinical conditions that, via systematised approaches to 
care delivery and management (such as ICPs) and associated routine and 
reiterative improvements in productivity, effi ciency and quality in acute care, 
should provide signifi cant gains to both individual healthcare providers and 
the wider health economy. Analysis of HES data also make explicit certain 
contradictions that may occur within a health economy when planning 
systematised approaches to care delivery. For example, under case-mix-based 
funding systems such as PbR, if PCTs implemented interventions that reduced 
the multiple admissions of their patients and hence generated real savings, 
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trusts providing acute care would lose income faster than they can (initially 
at least) cut costs.

Questions remain about information that would be useful to have, but on 
which we have no data. Most national healthcare-related data is based on 
aggregation of incidents over the whole population of patients treated: it is not 
organised around the experience of any individual patient. In such aggregations 
there is little scope for the voice of the patient to be heard: patients may express 
their views of their treatment, and doctors and nurses may listen, but none 
of this is systematically collected as data. Systematised approaches to care 
delivery such as integrated care pathways can deliver the functionality required 
to include various ‘voices’ in collections of data. This includes the patients’ 
and carers’ perspectives of care in addition to that of the multidisciplinary 
professional team. This information, when used in conjunction with variance 
analysis, provides a rounded and holistic method for planning and monitoring 
patient care at a patient level.

Understanding and improving complex systems such as healthcare will 
always require more than simply interrogating data. However, the use of 
robust data adds an important dimension to debates about how the provision 
of healthcare can be improved. The examples of real data in this chapter have 
demonstrated how SHAs, trusts, managers and clinicians can use information 
to help guide the implementation of systematisation of healthcare at various 
levels of organisation and provision to the benefi t of multiple and ongoing 
patient and policy concerns.

NOTE
All data represented in the fi gures and tables were generated from hospital 
episode statistics by the Centre for Clinical Management Development, 
Durham University. Please contact authors for further details.

APPENDIX
The Poisson distribution is derived from the assumption that the risk of having 
multiple admissions is constant and independent for all admissions; that is, 
the risk of every patient being admitted once, twice, three, four, etc. times 
for a specifi c condition does not change over the time period, regardless of 
the number of previous admissions. The discrepancy between the Poisson 
distribution and the actual distribution can therefore be used to assess the risks 
of patients with a specifi c condition being admitted within a given time period. 
These risks can, by simple calculations, be ‘converted’ to represent admissions 
that could be saved if the patients’ multiple admission pattern refl ected that 
of a Poisson distribution.
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CHAPTER 6

Searching for systematisation, 
and its impact

Sharyn Maxwell, Pieter Degeling, Roslyn Sorensen, Kai Zhang and 
Barbara Coyle

Calls to ‘work smarter, not harder’ via the application of systems thinking 
to healthcare and clinical work are now cliché, at least within the English 
NHS. The rationale is increasingly accepted by healthcare professionals of all 
persuasions, even if healthcare cultures are frequently, and for good reasons, 
oriented in other directions. A troubling reality for reformers is that despite the 
provision of incentives and extra funding for systematising work practices, the 
practices and processes on the ground in hospitals seem to remain unchanged; 
the rhetoric, however much accepted, is very distant from the reality. Without 
underestimating the implementation problems of new ideas, power relations 
within organisations, or resistance to the realignments of power and authority 
that may be generated by new ways of doing, the problem is often more 
fundamental.

For many healthcare professionals, both managers and clinicians, seeing, 
thinking and doing in a new way is not easy. This is not a problem specifi c to 
healthcare; it is the case in many endeavours and knowledge fi elds. How does 
one imagine what currently is not? How can one think like an Inuit if one is 
an Australian or like a ballet dancer if one is an engineer? It is similar to the 
problem of inventions; once an invention is known, used and has become the 
norm, it is impossible to imagine how one could not have seen and known 
it previously and yet, before that time, few could have imagined it so. Older 
readers will probably recognise this truism with such things as the development 
of antibiotics and the digitalisation of information. In the fi eld of education, 
the transforming power of a new concept that opens up new and previously 
inaccessible views, thereby fundamentally altering how one thinks and acts, is 
called a ‘transforming portal’ of knowledge or a ‘threshold concept’.1 For many 
in the health fi eld, systematisation is such a threshold concept.

Grasping a threshold concept often involves struggle, wrestling with seemingly 
counterintuitive ideas and the sense of displacement and disorientation that 
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comes with being in a foreign or alien place with only a phrase book guide to 
the language. In such a situation often the best way to understand and to learn 
is to plunge in, play, explore and experience. In an academic context, case 
studies and examples are often particularly helpful. This chapter is an overview 
of how we, as researchers, attempted to grasp what systematisation looked like 
in the real world in hospitals and, from that, enhance our understanding (and 
that of others) of what might help and hinder the application of systemisation 
in particular hospital settings.

LOOKING FOR SYSTEMATISATION
In order to look for something, you need to have an idea of what it is you 
are looking for, what you are not looking for, and where and how you should 
look.

What?
From a literature review2 we defi ned systematisation in healthcare concep-
tually as any and all techniques and processes that routinely and prospectively 
structure, underpin and monitor the evidence basis of care, reduce unexplained 
and/or unjustifi ed provider-sourced variation, enable resource savings without 
adverse clinical impact, and improve the conduct and outcomes of clinical 
processes as well as other desirable objectives. This was helpful in that it gave 
both an idea of what it entailed and what its outcomes should be, but it is a 
very broad defi nition. Furthermore, the number of techniques and methods 
that can be considered forms of systematisation in healthcare is numerous and 
steadily increasing. They include integrated care pathways, pharmaceutical 
protocols, clinical guidelines, classifi cations of disease (such as ICD-10) and, 
in the UK, National Service Frameworks that specify national standards 
for high-volume patient conditions. We therefore decided on a ground-up 
approach that looked across a number of common hospital procedures, for 
evidence of systematisation according to both its projected processes and 
outcomes, and to determine the extent to which this may lead to one ideal type 
of systematisation, namely integrated care pathways.

Where?
We chose 12 clinical settings in seven publicly funded hospitals in New South 
Wales, Australia in 1999–2000. We also selected three common surgical 
procedures for study, chosen for their high volume of cases and relative 
clinical homogeneity of patients across settings. In the results section that 
follows, Settings 1–4 were settings performing appendicectomy, Settings 5–8 
transurethral resections of the prostate, and Settings 9–12 elective Caesarean 
sections. The 12 settings were located in seven different hospitals.
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How?
Initially, we randomly selected a minimum of 40 criteria-appropriate patients 
from each setting. However, due to diffi culties in obtaining records in some 
settings, we subsequently increased this to 50. The relevant time frame for 
selection was two medical staff rotations in each setting. We used a mixture 
of qualitative and quantitative techniques: observation studies, organisational 
documentation reviews, medical record reviews (483), a stratifi ed survey and 
interview of up to 30 staff (plus their managers) identifi ed from the medical 
records (283), patient surveys (257), and cost analysis in four blind studies.

The four studies were:
1 Structures and processes of care

a An assessment of the completeness of relevant care documentation.
b An assessment of structures and practices relating to the continuity of 

care.
c Observations of relevant clinical meetings.
d An assessment of the means to monitor and report process and 

outcomes.
e A staff survey, with supplementary interviews, about the management 

orientation of their hospital, their perceptions about how care was 
organised, and factors that may impinge upon the organisation of care 
and working relationships.

2 Cost of care
a Hospital estimates of the costs of eight care components: ward, procedure, 

clinical, pharmacy, imaging, pathology, emergency department and 
allied health costs.

b Comparative average total costs of each procedure as reported by the 
1998/99 New South Wales Diagnostic Resource Group. These were 
obtained from the New South Wales Department of Health.

3 Composition of care
The following data were obtained from a review of the patients’ medical 
records which sought to identify the resources used in each patient’s care and, 
from this, variations in the resources used both within and across setting:

a Types and volumes of drugs and tests.
b Duration of particular stages of care (e.g. time in theatre, time in 

recovery and waiting time).
c Pre-admission and discharge procedures.

4 Quality of care
a The quality of care processes recorded within the medical record was 

reviewed in two ways by two independent reviewers to assess the quality 
of documentation and coding and apply the methodology and criteria 
of the Quality in Australian Health Care Study.3
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b The patient assessment of quality of care was a Likert scale patient 
questionnaire with additional open-ended questions; it sought data 
on patients’ perceptions of the quality of care they experienced, the 
coordination of care between treating staff and the resulting changes in 
their health.

c The outcomes of care were assessed via data gathered from both the 
medical record and the patient survey; although we tried to obtain pro-
cedure specifi c outcome measures we had to rely on high level outcomes 
such as unexpected returns to theatre, infections and readmissions.

Within each study we scored each setting’s performance on the relevant criteria 
according to either the presence or absence of relevant items or the degree 
of consistency across patients for that category of care, as appropriate. In the 
structure and processes study, a setting scored 1 or 0 (for presence or absence) 
of, among others, prospective specifi cation of the various components of care 
and their sequencing, specifi cation of a standard cost, collection of variance 
data, and presence of supportive managerial structures and procedures, such 
as clinician ‘owned’ databases and regular review meetings.

We were not able to use the cost data derived from hospital sources as they 
were too variable (more on this later in the chapter). However, we were able 
to use the average total cost for the setting according to the offi cial data. We 
ranked each setting according to its percentage variation above or below the 
offi cial average total cost.

The analysis of consistency for each component of care within each patient 
record and across settings was scored –1, 0 or 1 after the application of non-
parametric statistical tests. A score of +1 on drugs usage indicated that this 
unit was relatively consistent in the type, number of administrations or dosage 
rates (as applicable) of pharmaceuticals. A score of –1 indicated that this unit 
was relatively inconsistent in the application a particular care component. 
A score of zero indicated that statistically this unit was neither consistent 
nor inconsistent compared to other settings. The quality studies were scored 
similarly.

The criteria items in each study were categorised and each setting’s item 
scores within each category was summed. The individual settings’ scores for a 
particular category were then rated relative to each other’s according to fi ve 
bands (labelled –2 to +2). This was to avoid overly weighting any one item 
within a category. The category ratings were then summed to give a sub-study 
rating for each setting. The various sub-study ratings for the composition and 
quality of care were then also summed and adjusted to prevent the absolute 
scores for any one category skewing the overall results.

Because we believe that to be successful, signifi cant new ways of working 
require support across all relevant levels of organisation, we measured propen-
sity towards systematisation as the combined score of managerial orientations 
within each setting and its wider organisation, the presence of stable work 
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organisation (defi ned as consistency in patients’ location within wards and 
consistency in treating staff across patients), and consistency in treating staff’s 
orientations towards the management of clinical work. This last measurement 
was calculated in such a way as to account for profession-based difference and 
in effect was a measure of occupational integration in staff’s views of how work 
should be structured in that setting. We then compared the composition of care 
and quality scores for each setting against its propensity to systematise score 
and against its relative deviation from the state-wide average cost. We used the 
qualitative data to add depth and insight to these quantitative results.

WHAT WE FOUND
Propensity to systematise
Our fi rst key fi nding was that there was little evidence in any setting of a 
propensity towards systematisation in the way we had defi ned it. Across most 
clinical settings and all the wider hospital organisations within which the 
settings were located, there was little evidence of senior or unit management 
support for structures and processes that focused attention directly upon the 
management of clinical work as a production process. For instance, we found 
little evidence in any of the sites that:

the timing and sequencing of key tasks to be performed by all relevant  ◗
disciplines had been agreed
occupational responsibility for potentially contentious aspects of care  ◗
(such as ‘ownership’ of intravenous lines and discharge criteria) had been 
clarifi ed
the organisation had invested in IT support for systematised care  ◗
processes (as an example, only one setting had a database capable 
of providing procedure-specifi c clinical data and this was a nursing 
initiative), or
routine collection of data to perform variance analysis of process  ◗
performance or outcomes was either collected or analysed.

Rather, management orientations were overwhelmingly focused on managing 
and on reporting items of key budgetary signifi cance such as costs and activity 
levels; there was very little reporting of quality information. The limited quality 
information that was available was at a highly abstracted level such as hospital-
wide infection rates and unplanned readmissions to theatre.

Further, despite widespread organisational restructuring into clinical 
directorates and supposedly devolved clinical and resource decision making 
there was little, if any, common focus between management and medicine. 
Management remained broadly focused on administrative tasks and resource 
issues associated with the overall patient load while clinicians remained 
narrowly focused on individual patients’ clinical needs. In the absence of 
a clinical champion, divisional medical directors demonstrated only token 
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interest in, and limited capacity for, systematically organising, appraising and, 
in that sense, managing clinical work. In some settings, particularly Caesarean 
section, nursing professionals had made attempts to introduce an integrated 
approach to care provision but in most cases had met with resistance and/or 
disinterest from other professionals, particularly doctors. Hence in all settings 
occupational integration on a number of care dimensions about how clinical 
work should be managed, including acceptable forms of communication, was 
generally weak, though some settings were better on this than others.

Compounding this were bed management policies that focused on ensuring 
maximum throughput in all the study hospitals. This meant that patients 
undergoing the same procedure in a relatively short time span were frequently 
dispersed over multiple wards. A consequence of such wide dispersion of 
patients across wards was large numbers of medical and nursing staff caring 
for relatively small patient numbers. For example, in Setting 4, 314 nurses 
and 111 doctors treated the 49 patients in the sample. Patients undergoing 
Caesarean section were the least dispersed across wards and consequently 
there was greater consistency in the treating staff for these patients. However, 
even in the setting with greatest staffi ng stability, only 10% (13 nurses, eight 
doctors and two allied health professionals) of the 233 treating staff saw more 
than 10 patients from the sample.

Thus the setting scores for systematisation were low compared to the potential 
score. The settings that showed a stronger propensity to systematisation scored 
better as a result of relatively small initiatives such as the nursing database 
for condition specifi c data, the presence of a clinical champion for product-
focused management, and an ability by specialists and/or nurses to ensure 
‘protected beds’.

Cost of care
As noted earlier, the component cost data provided by the study hospitals were 
widely inconsistent across settings, though it was evident that ward, procedure 
and clinical costs constituted the bulk of the cost per patient and/or procedure. 
We asked each hospital for a description of how they allocated costs. Some 
were able to give us this immediately, some struggled to provide a clear 
explanation and one never provided it. From the information we did receive it 
was apparent most hospitals used activity-based costing procedures, although 
it appeared that one had used a cost driver approach. One attempted to cost 
each patient ‘from the ground up’; others costed only on average. Even when 
hospitals used the same approach, they made different assumptions, and hence 
differing internal applications, of that costing method. Given the diversity and 
incompleteness of the data provided, we decided to disregard this data source. 
Although this experience raised some doubts for us about the reliability of the 
offi cial cost data, given the Department of Health’s assurance that the state-
wide data was sound, we turned to the New South Wales Diagnostic Resource 
Group average cost data.
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These data showed that the hospital was a more important factor in 
con trolling costs than the setting or the procedure. (Two of the seven study 
hospitals accounted for half of the study settings.) Five of the hospitals 
displayed a reasonably stringent fi nancial stance with average costs for the 
study procedures at or below the average. Two of the hospitals displayed a less 
stringent stance being signifi cantly above the average for these procedures.

Consistency in the composition of care
Figure 6.1 shows that most settings were at or below average cost and that, 
within these, most had lower rates of variability in the composition of their 
care. Despite the cost and reduced variability in the composition of care 
arguments made in favour of systematisation, most of these settings scored 
poorly on their propensity to systematise as we defi ned it. This meant that these 
hospitals’ managers had found means, other than systematisation via clinical 
integration and wider organisational support for condition-based clinical 
management, to produce the reduced cost and variability results.

FIGURE 6.1 Consistency in the composition of care, by setting

It did not mean, however, that there was no use of other means for systematising 
care. Several hospitals used pharmaceutical protocols promoting generic 
pharmaceuticals as the ‘fi rst’ (almost only) option for medication, with strict 
limits on the dosages administered. Protocols for diagnostic tests were also 
evident. Yet other cost control means were not associated with systematised 
care. These included discharging all patients after a given length of stay 
regardless of how many days post surgery that may have been and, in one 
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hospital, a ‘cost education’ programme. This programme entailed ensuring that 
ward and theatre store rooms’ shelves were not only labelled with the product 
stored on it but the price of that item. The items concerned ranged through 
individual band-aids (sticky plasters) to cotton bandages to prosthetics to self-
administered analgesic pumps.

The impact of this education programme in changing both cost awareness 
and traditional professional behaviour was illustrated during an interview 
between a researcher and a nurse manager. The interview was interrupted for 
a few minutes while the nurse manager informed a doctor that the diagnostic 
test he had just ordered cost $150, and questioned whether a test costing 
slightly over $10 would do just as well. The doctor agreed and quickly rewrote 
his referral for the relevant patient. Noticing the surprise on the researcher’s 
face, the nurse manager commented that this was by far the most effective 
way they had found to save money, as without it staff had no idea of what 
they were spending and so had no way of taking cost into account. Further, 
the equanimity within the nurse-doctor interaction suggested that the cost 
education programme had also engendered a (perhaps small) change in 
traditional medical-nursing power relations.

Quality
Cost and variability reductions are not the only, or perhaps most signifi cant, 
care outcomes pursued by proponents of systematisation. For clinicians and 
patients quality of process and outcome is much more important. Figure 6.2 
shows each setting’s score for quality juxtaposed against its propensity for 
systematisation and its deviation from state-wide average cost.

These quality assessment results were constructed from the process (as 
recorded in the medical record), outcomes and patient experience facets of 
quality. Statistically speaking, we found no signifi cant difference in outcomes 
across any of the settings, despite differences in the degree of systematisation. 
We did, however, fi nd differences in the remaining two measures. On the 
assumption that only settings that scored positively on both the medical record 
review and the patient assessment could, with any confi dence, be regarded 
as offering quality care, we characterised Settings 7, 9 and 10 as having good 
quality, Settings 2, 3, 4, 5, 6, 8, 11 and 12 as having variable quality, and 
Setting 1 as having poor quality (negative scores for both). In other words, 
settings that displayed consistently good quality were those where management 
demonstrated some (even if small) propensity to support clinical staff of all 
professions in deciding among themselves how they best wanted to treat 
patients. The setting with the least propensity for this, despite performing well 
in terms of reduced variability in care and fi nancial effi ciency, performed worst 
in terms of quality.
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FIGURE 6.2 Quality of care, by settings

Hence we realised that neither fi nancial effi ciency nor reduced variability of 
care is necessarily an indicator of either quality care or of systematisation along 
product lines. Further, cost control via cash fl ow without clinical integration 
and a degree of clinical/management cohesion about how clinical work will 
be measured, monitored and managed appears to be self-defeating in terms 
of the production of good quality care. We suspect that in the long run it may 
be self-defeating in terms of overall cost control as well. As the highest cost in 
the care of relatively well patients is usually the bed day cost, failure to work 
with clinical and other staff to eliminate unnecessary ‘waits’ and/or steps in 
the care process is also a failure to address one of most expensive and heavily 
used resources in hospitals.

DISCUSSION
Integrated care pathways are one way to resolve both this immediate problem 
and the need for cohesion and agreement between treating professions and 
management. Yet none of the settings in this study used ICPs; at best they 
had nursing care plans that integrated allied healthcare. Interviews with 
staff suggested that this lack was not simply the result of an unwillingness of 
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managers to support clinicians in designing better systems for organising and 
managing clinical work. As mentioned previously, none of the hospitals had 
ensured that restructuring into clinical directorate structures had achieved the 
desired integration between clinical and resource decision making. Managers in 
clinical directorates remained focused on the administrative tasks and resource 
issues associated with the overall patient load while clinicians remained 
narrowly focused on individual patients’ clinical needs. This was compounded 
fi rstly by the pressure upon management to ensure the fi nancial and activity 
targets set by the Department of Health (and to keep their hospitals’ names out 
of the papers) and secondly by a poor defi nition and understanding of the role 
of clinical managers by both management and clinicians. This poor defi nition 
was exacerbated and perpetuated by a lack of work management skills among 
clinical managers and an inadequate recognition of, and time allocation for, 
the duties currently performed by clinical managers and those they could 
potentially perform in a new ‘regime’. This is a lamentable lack, as the results 
showed that even a relatively small propensity to manage clinical work along 
a product line basis (e.g. management about ‘how we do “Caesars” here’) had 
an effect on quality as measured by process and patient experience criteria.

We undertook this study in order to gain a better picture of what systemati-
sation in hospitals might look like and what might help or hinder its progress. 
Despite some tantalising indications of what might be possible and a better 
understanding of what needs to change in order for hospitals to reap fully 
the claimed benefi ts of systematisation, we failed to fi nd a shining exemplar. 
Fundamentally, both managers and clinicians in this study suffered from the same 
impediment as others elsewhere – they found it diffi cult to envisage a new way 
of managing the objectives of hospitals by devolving and sharing responsibility 
on a product line basis. They did use several types of systematisation but 
primarily to manage cash fl ow, not to improve the management of clinical 
work. In terms of our introduction, they hadn’t yet gained that threshold 
knowledge that could/would transform how they thought and worked.

REFERENCES
 1 Meyer J, Land R. Threshold Concepts and Troublesome Knowledge: linkages to 

ways of thinking and practising within the disciplines. Universities of Edinburgh, 
Coventry and Durham; 2003.

 2 Bergman DA. Evidence-based guidelines and critical pathways for quality 
improvement. Pediatrics. 1999; 103: 225–32. Borokowski V. Implementation of a 
managed care model in an acute care setting. J Healthcare Quality. 1994; 16(2): 
25–7, 30. Citrome L. Practice protocols, parameters, pathways, and guidelines: a 
review. Administration & Policy in Mental Health. 1998; 25(3): 257–69. Feder G, 
Eccles M, Grol R, et al. Clinical guidelines: using clinical guidelines. BMJ. 1999; 
318(7185): 728–30. Leatherman S, Berwick D, Iles D, et al. The business case for 
quality: case studies and an analysis. Health Affairs. 2003; 22(2): 17–30. Mulhall A, 



SEARCHING FOR SYSTEMATISATION, AND ITS IMPACT 83

Alexander C, Le May A. Prescriptive care? Guidelines and protocols. Nursing 
Standard. 1997; 11(18): 43–6. Timmermans S, Berg M. The Gold Standard: 
the challenge of evidence-based medicine and standardization in health care. 
Philadelphia: Temple University Press; 2001. Wilson B, Rogowski D, Popplewell 
R. Integrated service pathways (ISPs): a best practice model. Australian Health 
Review. 2003; 26(1). Woolf SH. The need for perspective in evidence-based 
medicine. BMJ. 1999; 2358(65): 22–9. Woolf SH, Grol R, Hutchinson A, et al. 
Clinical guidelines: potential benefi ts, limitations, and harms of clinical guidelines. 
BMJ. 1999; 318(7182): 527–30.

 3 Wilson RM, Runciman WB, Gibberd RW, et al. The Quality in Australian Health 
Care Study. Med J Australia. 1995; 163(9): 458–71.



84

CHAPTER 7

Pathways in general surgery
Nick Carty

Surgery is an ideal fi eld for the application of care pathways. There is typically 
a single evaluation and diagnostic episode followed by a defi ned treatment. 
Where follow-up is required, this usually has a predictable schedule. In 
contrast, many other medical specialities are concerned with the treatment of 
diseases, which, by their nature, are less easily defi ned.

This chapter describes how surgical processes have been improved in 
Salisbury, England, using pathways in three areas of care: (1) symptomatic 
breast disease, (2) high-volume general surgical conditions and (3) emergency 
general surgical admissions. A pathway for breast cancer was fi rst developed 
in Salisbury in 1997. This resulted in Salisbury being one of the fi rst waves of 
eight national cancer beacon sites and in the unit receiving the Department of 
Health award for improving the lives of patents with cancer in 2001. Salisbury 
was in the phase 1 of the National Cancer Collaborative and the author was 
a National Clinical lead for breast cancer in phase 2. The author was also 
responsible for one of the Action-on General Surgery projects conducted with 
the Modernisation Agency from 2003 to 2005 that led to marked changes 
in practice in the management of routine and emergency general surgery in 
Salisbury. Each of these pathway experiences will be described separately 
before common principles are identifi ed.

BREAST SURGERY
Referral
When a general practitioner is faced with a patient who presents with a breast 
symptom, the doctor must initially decide if the patient requires assessment 
in secondary care and if so, with what degree of urgency. The referral has 
traditionally been accomplished by the generation of a free-form letter often 
aided by referral guidelines that have been issued by secondary care. This 
is a satisfactory method of communication, but has several disadvantages. 
For primary care the generation of a letter is time-consuming. The specialist 
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has to read through the letter and, using the contained information, assess 
urgency. This assessment can be accurate, but to be successful involves high 
level medical input.1 Finally, the letter is passed to the administrative staff to 
make an appointment.

A simpler system can be devised using a simple tick box referral, listing 
clinical criteria refl ecting urgent versus non-urgent features. A member of the 
administrative staff can assign the appointment; a tick against any symptom 
suggestive of a serious condition, such as a discrete breast lump, equates to an 
urgent appointment, while other patients are seen routinely. This system saves 
time for both the primary and secondary teams, but it has the disadvantage 
of generating a large number of urgent referrals in order to minimise the 
number of patients with serious pathologies who are given a non-urgent 
appointment.

TABLE 7.1  Simplifi ed version of the referral template to the breast clinic

Symptoms and signs Yes score

Discrete lump  5

Asymmetrical nodularity  3

Defi nite signs of malignancy (ulceration, skin or distortion) 10

Past history of breast cancer plus new symptom or sign 10

Age over 40  5

Suspected breast abscess 10

Severe mastalgia  1

Persistent unilateral mastalgia in a post-menopausal woman  1

Nipple discharge – if age over 50 or blood-stained or single duct  1

Nipple retraction, distortion, or eczema  1

Family history of breast cancer  2

Total score

It is possible to develop a scoring system to signifi cantly refi ne selection. 
This system can be adapted to local circumstances and to changes in central 
guidance. It can also be easily applied to a variety of other conditions; a similar 
referral has been devised for patients with bowel symptoms. Table 7.1 shows a 
simplifi ed version of our current referral template. Patients with a total score 
of 10 or more receive an urgent clinic appointment. An interesting corollary of 
a scoring system of this type is that it can convey nuances of information that 
may not have been known to the individual fi lling in the form. For example, 
it may not have been appreciated that a discrete lump in a women over the 
age of 40 is, in the current guidance, a justifi cation for an urgent referral.2 
Reference to Table 7.1 shows that this patient would be allocated a score of 
10. In other words, the referral template contains embedded referral guidance, 
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an important consideration within a busy GP surgery, which may use a variety 
of providers. There is also the further implication that it may well have been 
possible for the referral template to have been fi lled in with similar accuracy 
by an untrained individual or, indeed, the patient.

Table 7.2 shows the distribution of patients assessed in clinic according to 
the referral template used, referral priority and fi nal diagnosis. The scoring 
system reduces the number of patients who are given an urgent appointment 
compared to a tick box, while maintaining an acceptable sensitivity in the 
selection of patients whose fi nal diagnosis is cancer.

TABLE 7.2 Comparison of a simple tick box with the scoring referral template

Referral priority Final diagnosis – number of patients 

Malignant Benign

Simple tick box n=633 Urgent n=438 (69%) 40 398

Soon n=188 (31%) 3 192

Scoring referral template n=496 Score>=10 n=194 (39%) 28 166

Score<10 n=302 (61%) 5 297

Clinic assessment
An important aspiration of the hospital clinical assessment is that it should 
involve the minimum number of trips to hospital and ideally be one-stop. This 
has several advantages for the patient and the service. Most importantly, the 
patient is able to know the diagnosis as soon as possible. Obviously, this is of 
comfort to those with benign problems, but also allows more serious conditions 
to be dealt with rapidly. There is a reduction in outpatient clinic workload as 
the number of repeat clinic visits purely for diagnosis is minimised. Finally, 
it is not necessary to communicate with the patient or the GP repeatedly 
to update them with the results of outstanding investigations and to make 
further treatment plans. This gives savings in administrative time and improves 
effi ciency, thereby reducing the scope for errors.

A one-stop service requires careful organisation. It is necessary to match 
investigative capacity with the demand. In practice in the breast clinic this 
means that there needs to be the correct number of imaging appointments 
available at the time of the clinic and also support from pathology to report 
cytology specimens. Capacity for supply of time consuming investigations, 
such as mammography, can be increased without extending the clinic, by 
prearranging some of these tests in the hour or so before the clinic on the basis 
of the referral information. Similar protocols can be devised for use in other 
specialist clinics.

Admission
Prior to admission it is of great value to have a pre-operative assessment. It 
is unlikely that patients with malignancy will have their operation cancelled 
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on medical grounds, in contrast to a patient being treated electively for a 
non-malignant condition (see below). There may, however, be some medical 
problems that can be optimised or at least highlighted to the anaesthetist. The 
main role therefore of pre-operative assessment in this group of patients is the 
provision of information, counselling and emotional support.

Given their level of experience and training, junior doctors are not generally 
well suited to perform these roles. Breast care nurses, in conjunction with 
trained assessment nurses, are better equipped to perform the pre-operative 
assessment. The breast care nurse provides psychological and specialist inputs, 
while the assessment nurses check fi tness for anaesthesia and complete the 
nursing process. This avoids any duplication of information gathering on the 
day of admission. The junior doctors are excluded from the service part of this 
process, but attend a limited number of pre-operative assessment clinics to 
fulfi l their educational need. This is an important consideration in the era of 
the European work time directive and modernisation of the medical career.

In a carefully planned pre-operative assessment, a major aim should be to 
start preparation for discharge. For example, although it has long been known 
that it is safe for patients to be discharged on the day following surgery with 
a wound drain in situ,3 when we presented this option to patients around 
the time of operation the uptake was poor. However, we have found that if 
patients and their partners are shown how the drain works prior to admission 
they are much more likely to accept early discharge. Currently, all patients, 
except those with social issues, are admitted the day of surgery and 90% are 
discharged within 24 hours of operation. There has been no increase in wound 
morbidity since the introduction of this approach and, especially with concerns 
over MRSA, patients have accepted early discharge very well.

A plan for the whole of the above patient journey is made as soon as the 
diagnosis has been made. A typical pattern of care is illustrated below; since 
the pathway is very predictable, all the key dates can be arranged between the 
patient and the coordinator on day two.
Day 1 The diagnosis is made, counselling with surgeon and breast care 

nurse takes place.
Day 2 Unit coordinator faxes GP letter to their surgery and telephones the 

patient to confi rm admission arrangements.
Day 8 The pre-operative assessment clinic at which (1) the patient is 

issued with detailed information in the form of a breast cancer diary 
that includes general information, confi rms the date and ward of 
admission, and details of the fi rst post-operative clinic appointment, 
and (2) the specialist nurse begins the process of gaining consent.

Day 10 Admission and operation.
Day 11 Patient is seen by breast care nurse and discharged home.
Day 17 Multidisciplinary meeting (MDM) at which the team discusses 

the results of the operation and a provisional treatment plan is 
formulated.
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Day 18 First post-operative visit during which (1) the wound drain is removed 
and pathology results are discussed with the patient and entered in 
the patient diary and (2) appointments are given for further therapy 
as decided at the MDM.

Continuing care
The patient-held diary contains a full follow-up schedule, so that the patient 
can participate in the treatment plan. Follow-up is delivered in a fl exible 
fashion to suit the patient and based on three service models. The majority 
of patients follow the fi rst model; they are seen regularly by one of the breast 
care nurses in a clinic running parallel with that of the consultant. The nurses 
provide a level of continuity throughout the patient’s treatment that cannot 
be given by junior medical staff. They are also able to allow more time for 
the patient and thus provide better psychological support as well as safe and 
effective follow-up.4

Second, some patients elect for early discharge from active follow-up to 
a system of rapid return to the clinic in the event of symptoms, supported by 
a fi xed plan of regular screening with mammograms. This strategy is rational 
since the majority of recurrences are detected by the patient themselves or on 
mammography. However, it may not give optimal psychological support and 
may give false reassurance with loss of confi dence in our unit in the minority 
of patients who develop a late recurrence.

Third, a limited number of patients decide to undertake follow-up under 
the direction of their GP with the hospital available as necessary. This has the 
advantage of convenience and continuity, but the quality of follow-up may be 
less good. To ensure a high standard, each GP involved needs some additional 
training. It may be more sensible to make a much smaller group of specialist 
nurses competent.

Each of these models has the advantage of freeing up senior medical time. 
This allows the consultant to concentrate attention on more complex problems 
and to undertake training of junior staff. Many of these considerations can be 
extended more generally and similar patterns of follow-up devised for other 
common conditions.

GENERAL SURGICAL CONDITIONS
Now we consider the treatment of patients referred with two high volume, low 
complexity elective surgical conditions: groin hernia and gallstone disease. The 
underlying aims of the pathway development were to streamline the patient 
journey by reducing the number of visits to the hospital while improving 
patient information and the quality of consent.
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Referral and assessment of condition
The pattern developed in the breast clinic referral has been adapted to apply 
to the GP referral document for these general surgical conditions. Free-text 
letters are ineffi cient and fail to consistently give the required information. 
The referral template was therefore redesigned to a tick box pattern to allow 
the clinic to specify the information needed and to simplify its extraction. The 
information sought was that required to determine the need for an operation 
and, if so, whether this was likely to be as an inpatient or day case. The 
former depends on the severity of symptoms and how typical they are for the 
condition. For example, a patient with pain in the groin that was severe, made 
worse by exertion and associated with a lump, would usually be offered a 
hernia repair. Past medical conditions, current general medical problems and 
social factors can help guide the type of admission. While prior knowledge 
of this information is not essential, it does allow better planning of the clinic, 
especially if it is linked to a pre-operative assessment clinic.

Specialist nurses have been trained to assess the symptoms of these groups 
of patients. The training consisted of theoretical knowledge teaching and 
practical experience in the consultant clinic. In the learning phase the accuracy 
of trainee assessment was tested by a blinded comparison of their treatment 
recommendations with that of the consultant. There was excellent agreement 
in the need for operation (concordance of 90%). Interestingly the nurses were 
more likely to recommend day case operation, having had previous experience 
of assessment in that department. The encouragement of day surgery activity 
has positive implications for the effi ciency of a surgical unit.

Following nurse evaluation, the patient is discussed with the consultant who 
then briefl y reviews the patient to confi rm the clinical fi ndings. A treatment 
plan is then fi nalised. The duration of consultant input to each patient has 
been reduced from a mean of 15 minutes to fi ve minutes by the introduction 
of the nurse assessor role. Patient satisfaction with the combined nurse and 
consultant assessment is equivalent to that of the consultant alone.

A validated health questionnaire (SF-36) has been used to measure the 
health benefi t of patients having hernia repair. At three months, patients had 
improved physical functioning score but, importantly, 30% had an increase in 
bodily pain. Further analysis revealed that this group was made up largely of 
patients who had operations for an initially minimally symptomatic hernia. 
Chronic groin pain has recently been found to be a signifi cant problem after 
hernia surgery.5 This fi nding has led us to defer operation for this group of 
patients. They are now given an information leafl et to explain this strategy, 
symptoms to look out for and the mechanism for early hospital review if 
these develop. A conservative policy for the initial management of minimally 
symptomatic hernias has recently been reported; it has been found to be safe 
and effective.6

Once a decision has been made to proceed with surgery, the nurse issues 
the patient with an in-depth information leafl et, which is explained fully to 
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them. This leafl et has been produced with the aid of patient focus groups 
that gave feedback on its breadth and readability. The nurse then checks that 
the patient remains content with the proposed treatment plan. The patient 
has the opportunity to see the consultant again at this point if necessary. 
The information leafl et is linked to a consent form, which summarises the 
recognised benefi ts and risks of the operation. The nurse can sign off the fi rst 
part of this consent form, confi rming that the risks have been explained to 
the patient. The consent form is fi nally signed by the patient and surgeon on 
the day of operation. Consent has become a smooth process, rather than a 
single episode. This has the benefi t of providing a well-informed consent and 
from a risk management viewpoint the disclosure and discussion of risk is full 
and standardised. Moreover, these improvements have been accompanied by 
reduced medical input. A knowledge questionnaire has been used to assess 
the level of understanding of patients after assessment: the mean knowledge 
scores improved from 45% for those attending a standard clinic with a 
haphazard system of information delivery to 80% for those attending the new 
style clinic.

Pre-operative assessment
After clinic assessment the patient is issued with a pre-operative assessment 
(POA) booklet and directed to the central pre-operative assessment clinic. The 
front cover of the booklet is an admission card that replaces the loose opera-
tion request forms previously used. This booklet follows the patient journey 
through assessment, the day of admission, pre-theatre checks and the recovery 
room. The booklet has allowed standardisation of documentation in our trust. 
Additional separate pathway documents can be used for specialist patient 
groups covering only those aspects of care additional to standard; for example, 
for patients with breast cancer, colorectal cancer and vascular disease.

The pre-operative assessment takes place in a central unit staffed by 
specially trained nurses. They are supported on one session per week by a 
consultant anaesthetist, who can be asked to review any more complex clinical 
problems and also gives educational input both to the nurses and to the junior 
doctors. As with the pre-operative assessment of patients for breast surgery, 
junior doctors have been removed from the service aspect of assessment, but 
have enhanced educational opportunities; they can fi nd out what factors make 
a patient fi t for anaesthetic from the perspective of an anaesthetist. Important 
considerations for an anaesthetist include crowns on teeth, mouth opening 
and assessment of the airway, factors not traditionally well assessed by junior 
surgical staff.

Patients benefi t from being given a consistent assessment and informa-
tion package, allowing them to anticipate more accurately the course of their 
admission. Pre-operative assessment identifi es and allows the correction of 
any medical problem to minimise the risk of the intervention and reduces 
the rate of medical cancellations. A further benefi t is that the rate of same 
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day admissions for surgery can be increased for a wide range of complexity 
of operation. In our trust this has been further facilitated by a surgical admis-
sion lounge (SAL) into which surgical patients are admitted on the morning 
of their operation. This unit, separate from the surgical wards, eliminates the 
problem of patients competing for beds fi rst thing in the morning while the 
ward nurses are busy trying to organise the discharge of current inpatients. 
Surgeons and anaesthetists can easily fi nd and assess patients on the theatre 
list, and the nurses on the unit have as their only responsibility preparation 
of patients for theatre. Early patient feedback indicated that when all patients 
were admitted at 7.30 a.m., those later in the list had to wait excessively long 
on the SAL before surgery. Admission times are now staggered according to 
the times patients can conveniently arrive on the unit and the order of the 
operating list adjusted accordingly. The desired increase in the rate of admis-
sion on the day of surgery has been confi rmed. Now about 80% of patients 
are admitted on the day of surgery, which amounts to a mean of 50 patients 
a week. The change in practice has been most noticeable in plastic surgery; 
70% of patients had been admitted the day before surgery, now 70% come in 
on the day of operation.

In general surgery we have tended to make the POA at the time of the 
initial clinic visit, often some months before the operation. A check shortly 
before operation can be by telephone or by asking the patient to return a form 
supplied at the POA, confi rming their intention to proceed with operation and 
highlighting any changes in health status. In other specialities, for example 
orthopaedics, it has proved more sensible for POA to be booked shortly before 
operation to allow checking, for example, of MRSA status. It is also possible to 
be fl exible in the relative roles of generic POA nurses, who mainly check fi tness 
for operation and specialist nurses, whose primary role is disease counselling, 
in the POA process.

The overall patient satisfaction with the hernia and gall-bladder pathway is 
now very high. A survey of our patients using the national survey gave results 
above the 95% centile of all NHS trusts.

EMERGENCY ADMISSIONS
The usual model for the management of emergency general surgical patients 
is that referrals are accepted from the GP by the house surgeon. Their initial 
evaluation is then undertaken in the emergency department by the house 
staff. Patient fl ow can be erratic for a variety of reasons. These transient and 
inexperienced staff are not necessarily well aware of the scope of patients 
that fall within general surgery, they may have a poor understanding of their 
role within the hospital, for example with bed bureaus, the wards, theatres 
and investigative services, and they have other calls on their time. Usually, 
patients are admitted via the busy emergency department and then moved on 
to a variety of surgical wards, making it diffi cult to keep track of their clinical 
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progress and the results of their investigation. The experience for both the 
patient and staff can be stressful and a happy conclusion is not guaranteed.

We have sought to improve on this model by appointing and training a 
surgical nurse navigator and by developing a small surgical admissions unit.

Surgical nurse navigator
Surgical nurse navigators act as a point of continuity in the care of emergency 
surgical admissions. They are members of the surgical nursing staff who, subject 
to a competitive interview, are seconded to this role, initially for a one year 
period. The time limit is to encourage innovation and allow the development of 
the surgical unit staff as a whole. Their input in the patient journey starts when 
they take the GP call, using departmental guidelines to decide if the admission 
is appropriate for our speciality. Their good communication with the ward, the 
surgical teams and bed bureau helps the nurses to manage patient fl ows. Their 
discretion also helps the process: they may fi nd it possible, for example, to delay 
a less acute problem, such as an abscess, to allow patients already on the unit 
to complete their initial assessment and be moved onward. They have access to 
consultant clinic timetables and are able to arrange urgent clinic appointments 
for some patients who would otherwise be sent in as emergencies.

If on admission the patient is assessed as being seriously unwell, senior 
advice is rapidly sought. In other circumstances the nurse navigator prints 
and starts to fi ll in an emergency pathway document for each new admission, 
formulates a provisional diagnosis (on the basis of an assessment tool), attaches 
the appropriate treatment algorithm and institutes appropriate investigations 
and therapies. Finally a member of the medical staff is contacted.

Once a treatment plan has fully matured the navigator continues to assist 
the patient through his or her journey; for example, by arranging transfer to 
the ward, facilitating discharge or booking an operation with theatre.

The presence of a member of staff dedicated to the management of emer-
gencies has allowed us to develop some new disease specifi c pathways. After 
initial assessment, patients with an uncomplicated abscess are considered for 
admission delayed to the following day. Previously, due to their low priority 
in theatre, a patient with an abscess would commonly be in hospital for two 
nights. A ‘planned emergency admission’ allows them to be put fi rst on the 
emergency list and the majority of these patients now go home following day 
case treatment.

Patients with suspected biliary pathology are fast-tracked for rapid investi-
ga tion and treatment. The navigator arranges an early ultra-sound to confi rm 
the diagnosis. We have negotiated that a vascular assessment radiographer 
does a fl exible number of scans from the surgical admissions unit at the start 
and end of each working day, rather than need to rely on the busy general 
X-ray department. Patients with compatible clinical features and a positive 
scan are then placed by the nurse navigator on a common list for urgent 
cholecystectomy to be performed by one of the specialist upper gastro-
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intestinal surgeons. A successful early operation reduces the risk of emergency 
readmission for the same problem, avoids a second planned readmission 
for elective cholecystectomy and thus reduces the overall patient stay and 
risk. During the last year the author has performed 67 consecutive urgent 
laparoscopic cholecystectomies. There have been no conversions to open 
and only one signifi cant complication and that related to the umbilical port 
rather than to the gall-bladder surgery per se. These early data compare very 
favourably with those in the literature.7

Surgical admissions unit (SAU)
Following successful pilot studies, the SAU is now a four-bedded annex 
situated within the surgical ward. This location allows direct input from the 
team of surgical nurses and is more convenient for the junior medical staff. 
Another benefi t is that, with care, it is possible to use the area in a multi-
functional fashion. The area can, for example, be used for minor procedures 
such as change of urinary catheter and superfi cial abscess drainage.

Having this cohort of patients with acute surgical problems in one area 
facilitates their management. It is easier to maintain a high ratio of nurses 
to these patients who require regular reassessment and whose condition is 
subject to rapid change. Finally it is easier to keep track of the result of their 
investigations and so rapidly reach a defi nitive diagnosis.

DISCUSSION: OVERARCHING PRINCIPLES
Some aspects of these and other pathways are of particular importance and 
have similar solutions. Particularly notable are the use of communication, 
information and patient involvement.

Communication
Many of the developments described above and their improvements to clinical 
outcomes and patient experiences can be attributed to the management of 
three important domains of communication. The fi rst is that between primary 
and secondary care. The use of simple referral templates, which contain 
embedded guidelines, reduces the work for GPs and improves the quality of 
information transmitted. Secondary care must similarly communicate rapidly 
to their colleagues in primary care. The GPs of patients diagnosed with breast 
cancer are telephoned within 12 hours and receive a faxed clinic letter within 
24 hours. We produce newsletters to GPs, hold GP training events and visit 
their surgeries to give them further information when requested.

The second domain is that between members of the multidisciplinary team 
in secondary care. The care pathway document has been designed to be fi lled 
in by all members of the team and all members of the team are encouraged to 
contribute to discussions on patient management. Regular multidisciplinary 
team meetings, planning sessions and away days are of value for individual 
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patient management, to monitor performance of the pathway and to continue 
to identify ways of improving care. Nurses and surgeons attend the weekly 
general surgical morbidity and mortality meeting to discuss any complications 
among surgical patients. Monthly, one of these sessions is allocated to the 
control of nurses and other, non-medical staff.

The third domain is that between members of the multidisciplinary team 
and the patient. It is essential to have a full and open communication with 
the patient. It is useful to encourage patients to take up the offer of a copy 
of the letter to their GP. This is particularly valuable for new patients. The 
letter confi rms the treatment and follow-up plan, and can highlight any areas 
of concern, such as the risks of the proposed intervention. Moreover, after a 
clinic survey indicated that 80% of patients had Internet access and would use 
it to gain information and give feedback to us, we have developed breast and 
general surgical websites.

Information
All phases of the patient journey should be supported by information. The 
interval from referral to the clinic visit can provoke unnecessary anxiety if 
one does not know what to expect. Our patients are sent information leafl ets 
(now also available via the web) to show them how to get to our department, 
to inform them of the type of procedures and processes that they will go 
through in clinic, and advise them of the likely outcomes of their visit. Patients 
attending the breast clinic are told that it is one-stop, and advised that they 
may be reassured and discharged, admitted for diagnostic operation, or for a 
minority, told that they have cancer. They are therefore prepared to spend some 
time in clinic and to bring their partner or a close a friend with them.

From the time of defi nitive diagnosis a different type of information is 
required. Diagnosis specifi c information will help a patient with a hernia to 
make considered treatment choices and facilitate informed consent. Having 
a detailed and individualised diary will help a patient with cancer understand 
their condition and be a full member of the team treating their disease.

Information should be provided on what to expect after operation. This 
should be given well in advance; for example, information for patients who will 
be discharged with a drain in place is of little value when given peri-operatively. 
Information is helpful for a patient to plan recovery. How long will it be before 
they can return to normal activities? How do they care for their wound? What 
post-operative problems should they look out for and what should they do 
if they suspect complications? How will their pain be controlled? There are 
reasonably predictable answers that can be given to each of these questions 
for any particular patient group.

Patient involvement
Patients should be involved throughout the development and monitoring of a 
pathway. There is a variety of tools that allow the team to see the process from 
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a patient perspective and plan the journey accordingly. Patient shadowing is 
a useful early strategy. It helps to identify bottlenecks, areas of duplication, 
wasted effort and sources of irritation. Focus groups can be of value to 
identify what users really want from the service we provide. The answers can 
be unexpected. Common complaints relate to toilet facilities, confi dentiality, 
privacy and dignity. For example, patients fi nd standard back fastening theatre 
gowns quite understandably embarrassing, particularly now that we encourage 
patients to walk to theatre. Regular satisfaction surveys involving both the 
patients and the staff are useful to monitor that we continue to maintain and 
improve upon the service.

Based on these principles one can construct a patient-centred pathway 
that will make the patient journey less stressful, more comfortable and more 
productive and lead to more reproducibly successful outcomes. Staff within a 
good pathway should each have to perform less frantically, working within but 
extending their skills and thus have enhanced job satisfaction. It is generally 
possible for these benefi ts to be achieved at worst in a cost-neutral fashion, 
but usually with substantial savings.
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CHAPTER 8

A multidisciplinary process approach 
to cardiac surgical services

David J O’Regan

With the advent of low cost airlines, most people have negotiated and managed 
the complex decisions and interactions of travel from home to the destina tion 
and return. The hospital, in restoring health, should also be aiming to achieve 
the same sense of expectation of well-being and satisfaction. This principle 
is not easy to apply in healthcare partly because responsibility for ‘the self’ is 
projected onto and reinforced by a third party, the clinicians. However, the 
principle is reinforced by a resource-based view of hospitalisation: a patient’s 
entry to and discharge from the healthcare process should be a ‘value creating 
transformational process’ where the outcomes are audited and the output has 
direct feedback on input into the process (see Figure 8.1).

FIGURE 8.1 Patient in and patient out: a value creating process

This chapter will illustrate how patient care pathways give the patient the 
opportunity to choose and plan the ‘journey’ if we can change patient attitudes 
by presenting the situation, process and function of the hospital and educate 

admission
discharge

a value creating transformational process

P P
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healthcare professionals in the value of the process. The study describes four 
years of clinical cardiac practice before, during and after the introduction 
of a patient care pathway in January 2003 and analyses its impact on the 
working practices, clinical and operational performance of a single surgeon 
and associated nursing and managerial staff.

THE NEW CLINIC
Before January 2003 patients referred for cardiac surgery were processed in 
a traditional manner: they were seen and assessed in an outpatient clinic on 
a time-scale governed by the degree of urgency and placed on a waiting list. 
One week prior to admission to hospital, the patient attended a nurse-led 
Preadmission Clinic, the main function of which was to perform all of the 
investigations such as blood tests, chest radiographs and electrocardiograms in 
preparation for the forthcoming operation. Admission to hospital occurred on 
the day before surgery and it was only at this stage that each patient underwent 
a full history and examination and gave consent for the surgery, the onus of 
which was borne by the most junior member of the medical team. The whole 
process was then ratifi ed by the consultant at the end of a busy clinical day with 
the result that not infrequently abnormalities in the process became apparent 
at a very late stage leading to cancellation of the surgery. The discharge date 
and arrangements for patients that underwent surgery were determined by 
medical staff usually on the evening ward round on the day beforehand. This 
not only delayed the patient’s discharge but also meant that the nursing staff 
spent not an inconsiderable amount of time at the last minute trying to fi nd 
solutions to the patient’s social and domestic problems.

This process is represented in Figure 8.2. The shaded areas show the actors 
involved (vertical axis) in the variety of clinical areas (horizontal axis). The 
majority of the input is provided at the end of the pathway and the decision to 
proceed (taken by the surgeon and demarcated by the dotted vertical line) was 
not taken until the patient was occupying a bed the night before the scheduled 
surgery.

On 29 January 2003, the author changed his clinical practice by introducing 
the POP-in clinic. The aim of the clinic was to bring together in one place and 
at the same time all of the staff involved in the patient care pathway with a 
view to coordinating the patient’s admission to, and discharge from, hospital 
prior to his or her actual admission. The rationale was that such a set-up 
would improve the effi ciency of the surgeon’s practice, identify and resolve 
prior to admission (i.e. before occupying a bed) any clinical, social or domestic 
problems affecting the procedure and discharge, and provide patients without 
any problems with a clear idea of their admission and anticipated discharge 
dates before they left the clinic.

The new pathway is represented in Figure 8.3. Again, the shaded areas show 
the actors involved (vertical axis) in the variety of clinical areas (horizontal 
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axis). In this pathway the majority of the input is at the beginning of the 
pathway (i.e. prior to admission), and the decision to proceed (dotted vertical 
line) is taken before the patient occupies a bed.

Currently, a new-patient clinic alternates with a combined ‘POP-in’ clinic 
and follow-up patient clinic on a fortnightly basis. Routinely, 10 patients are 
assessed in the new clinic and each is given a 30-minute appointment. Between 
eight and 10 patients are prepared for surgery in every POP-in clinic along 
with 10 or so follow-up patients. Patients, therefore, get seen for the fi rst time 
following their referral in the new-patient clinic and are then invited to attend 
the POP-in clinic within two weeks of their admission. The new-patient clinic 
also focuses on the needs of patients accepted for surgery by offering risk 
management and secondary prevention advice.

On the day of the POP-in clinic, patients attend the hospital mid-morning 
and undergo all of the required pre-operative investigations, the results of which 
are available later on the same day. They are then seen by the rehabilitation 
team that explains in detail the various stages of the patient journey. Lunch 
and refreshments are provided before commencement of the clinic proper in 
the afternoon. The junior doctor, under consultant supervision, checks the 
patient. The pharmacist checks the prescribed drug chart that will accompany 
the patient throughout the hospital stay. Finally, once the preparatory work has 
been completed the patient meets with the consultant. It is at this time, with all 

Secretary

Outpatient nurse

Rehab nurse

Ward clerk

Ward nurse

Junior doctor

Pharmacist

Prehab nurse

Physiotherapist

Anaesthetist

Consultant

Outp
ati

en
ts

Pre-
ad

miss
ion

Ward
 ad

miss
ion

Th
ea

tre
ITU Ward Disc

ha
rge

Outpatient Inpatient

decision line

person involved

FIGURE 8.2 Patient process prior to POP-in clinic



A MULTIDISCIPLINARY PROCESS APPROACH TO CARDIAC SURGICAL SERVICES 99

of the information readily available, that the consultant discusses the operation 
with its attendant risks and benefi ts prior to obtaining consent from the patient. 
Family members are encouraged to attend this part of the process.

IMPACT OF THE CHANGE
The method for identifying the impact of the change is set out in the Appendix 
to this chapter. Table 8.1 summarises the impact of the introduction of the 
POP-in clinic. The total number of cases processed pre- and post-introduction 
of the POP-in clinic was 424 and 379 patients respectively. The number of 
cases classed as urgent, emergency or salvage increased from 70/424 (17%) to 
109/379 (28.8%) (P<0.05 chi-square test). The total number of deaths in each 
period was 6 (1.4%) and 10 (2.6%) respectively. Elective surgery accounted 
for 338/424 (80%) and 260/379 (68.6%) of the workload in respect of time 
periods. The majority of the work involved surgical revascularisation (CABG). 
During both periods some patients were treated at other centres as part of 
the NHS waiting list initiative. These cases were ‘cherry picked’ on clinical 
factors other than Euroscore and although clinical outcomes and process 
improvement has been demonstrated in all elective CABG patients as a result 
of the introduction of the clinic, only those patients operated on at the Leeds 
General Infi rmary are represented.
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The total number of patients is 247/424 (58%) pre-POP group and 173/379 
(45.6%) in the post-POP group. The age and sex distribution of the patients 
presenting for surgery in the respective periods was the same. However, the 
total number of patients with the Euroscore greater than 5 increased from 
13/247 (5.3%) to 20/173 (11.6%) in the post-POP period. This difference is 
statistically signifi cant applying a chi-square test to the absolute numbers but 
is not borne out in multiple regression analysis. Overall, however, the unit 
has experienced an increased complexity in the nature of cases presenting for 
cardiac surgery.

TABLE 8.1 Summarised effect of the introduction of the POP-in clinic

Pre-POP Post-POP

No. % No. % Signifi cance

Total number of cases 424 379

Deaths  6 1.4  10  2.6

Emergency surgery  70 17 109 28.8 P<0.05

Elective surgery 338 80 260 68.6

CABG 307 72 214 56.5

CABG + Valve  7  1.7  20  5.3

CABG +Valve +other  1  0.2  0  0.0

CABG + Other  0  0  1  0.3

Valve only  23  5.4  23  6.1

Other  0  0  2  0.5

CABG at Leeds General Infi rmary only 247 58 173 45.6

Male 203 82 136 78.6 Ns

Female  44 18  37 21.4 Ns

Age >70  57 23  35 20.2 Ns

Euroscore >5  13  5.3  20 11.6 P<0.05

Discharge Day 4  6  2.4  12  6.9 P<0.05

Post-op <7 days 168 68 121 69.9 P<0.05*

Post-op >7days  79 32  52 30.1 Ns

Post-op clinical incidents 109 44  60 34.7 P<0.05**

Medical not fi t/cancelled  14  5.7  3  1.7 P<0.05***

* Multiple regression analysis confi rms that this difference is due only to the introduction of the clinic.

** Binary logistic regression analysis confi rms this difference is due only to the introduction of the clinic.

*** Chi-square test.
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The post-operative length of stay has reduced. Figure 8.4 represents the pre- 
and post-operative stay of elective cardiac bypass graft patients attending the 
Leeds General Infi rmary. Multiple regression analysis confi rms this shift is 
due to the introduction of the clinic alone (P=0.015). The pre-POP and post-
POP curves intersect at day 7 and thus for analysis the post-operative length 
of stay was divided into two periods, the number of people discharged before 
day 7 and the number of people discharged after day 7. The higher number of 
patients that are now discharged either day 4 or day 5 is statistically signifi cant. 
Average length of hospital stay after the introduction of consultant led pre-
op assessment clinics was signifi cantly shorter in patients who stayed in for 
less than seven days after their operation (6.3 days before and 6.1 days after 
the introduction of the POP-in clinic; p-value=0.002; ANOVA; fi gure 18). 
Statistical analysis showed that the introduction of the POP-in clinic was the 
only signifi cant factor related to reduction in hospital stay (p-value=0.015). 
None of the other factors (age, gender, Euroscore, post-operative clinical 
incidences) were found to have a positive correlation to the length of hospital 
stay in this group of patients (p-value>0.05).

There was, however, a significant difference in the average length of 
hospital stay after the introduction of consultant led pre-op assessment clinics 
in those patients who stayed in hospital for more than seven days after their 
operation from 10 to 13 days (p-value=0.002; ANOVA; fi gure 19). None of 
the described factors was found to be related to the above rise in hospital stay 
(p-value>0.05).

FIGURE 8.4 Change in post-operative length of stay
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Runs analysis of the clinical incidents for the pre-POP and post-POP periods 
demonstrates a fall in the median number of post-operative clinical incidents 
from 50% to 33%. Statistical analysis showed a signifi cant reduction in the 
incidence of post-operative clinical incidences in elective CABG patients from 
42% to 32%. Binary logistic regression revealed that the only factor which 
signifi cantly correlated with this reduction was the introduction of the POP-in 
clinic (p-value 0.01). There was no signifi cant correlation between this reduction 
and other studied factors (age, gender, Euroscore; p-value>0.05). There was no 
change in the incidence of post-valvular surgery clinical incidences after the 
introduction of the POP-in clinic (p-value>0.5).

Further analysis revealed a signifi cant fall in the incidents of arrhythmias, 
in particular atrial fi brillation. This may be related to the fact the drug chart is 
written in the clinic and prophylactic beta-blockers are recommenced early. 
There is a similarly signifi cant fall in pulmonary complications, in particular 
respiratory tract infections.

The number of elective coronary artery bypass graft patients that were 
cancelled during the respective time periods fell from 14/247 (5.7%) to 3/173 
(1.7%) (P<0.05, chi-square test). This improvement of productivity is also 
refl ected in the waiting times for surgery for these respective time periods. 
Figure 8.5 also shows that waiting list spikes have levelled off in the post-POP 
period, a feature absent in the data relating to another consultant who was 
appointed at the same time.

FIGURE 8.5 Waiting list times
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the operation and to solicit information fi rst hand from patients (identifi ed 
by a smiling badge) who are concurrently attending the follow-up clinic. 
Two patients felt able to question the need for surgery; a detailed history 
confi rmed that they were asymptomatic and did not fulfi l the indications for 
potentially risky surgery. Prior to instituting the POP-in process, they would 
have been hospitalised the night before surgery, half dressed and bed bound 
as an anaesthetist and surgeon obtained consent. The timing and the situation 
could not be more terrifying as the process drove them inexorably to surgery. 
Thus the stress of admission is obviated.

Patients feel far more reassured about the process and consequently are more 
likely to tolerate any operational diffi culties that may delay their admission. 
This satisfaction is refl ected in the positive responses to a questionnaire that 
was designed on a Likert scale (1 = strongly agree to 5 = strongly disagree). 
Table 8.2 presents the responses of 52 male and 13 female patients between the 
aged of 46 and 80. Sixty-eight per cent of patients brought a relative with them 
to the clinic; in 60% of cases this was their spouse who also found the clinic 
useful. Fourteen of the 65 also proffered free comments: they found the clinic 
very helpful; informative and helpful courteous staff allayed their fears.

TABLE 8.2 Patient satisfaction survey

Question
Average 

rating
Responses
Total = 65

Notifi cation   

The letter about the clinic arrived in time. 1.27 64

The instructions in the letter were clear. 1.25 62

Time of clinic   

The time of the clinic was convenient. 1.39 62

I was seen promptly when I arrived. 1.53 62

When I arrived I was told what would happen in the clinic. 1.7 64

I felt that I wasted a lot of time during the day. 3.76 49

Information   

I was encouraged to ask any questions that I wanted to. 1.46 59

I understood the information that I was given. 1.59 63

I think that I was given too much information. 3.69 58

My family would have liked more information. 3.58 52

Did anything happen during your stay in hospital that we had not told you 
about or prepared you for?

98.31% 
said NO

58

Satisfaction   

Looking back, now that my operation is over, I think the clinic helped to 
prepare me for going into hospital.

1.41 59
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Cancellations
The number of patients deemed at the last minute ‘medically not fi t’ for surgery 
has fallen from 14 to three. All of the latter were due to the patient failing to 
declare a change in symptoms. In total, there were 32 clinical incidences where 
the admission was manipulated to optimise pre-operative preparation. These 
improvements saved more than £260 000 of opportunity costs measured in 
terms of NHS tariffs.

Training
The introduction of the clinic has had a positive impact on training of junior 
doctors as the consultant supervises the evaluation of the patient in the clinic. 
The senior house offi cer and the registrar also regularly see new patients and 
are observed taking histories and examining patients. Clinical acumen and 
judgement, based on evidence, is readily assessed by joint consultation.

Integrated notes
The POP-in clinical record summarises medical, pharmaceutical, nursing, social 
and anaesthetic requirements on a single A4 page that follows the patient. This 
is a fi rst in terms of proper integrated notes for the unit. Drug charts written in 
clinic now follow the patient. Previously, the patient had charts written in each 
clinical area and could accumulate up to fi ve different charts on their journey. 
The pharmacist confi rms accuracy and checks compliance. Transcription and 
prescription errors are removed.

STAFF ENGAGEMENT
The POP-in clinic has had a positive impact on all the staff. Many have reported 
a greater degree of job satisfaction from their involvement in the planning of 
the patient journey. This has contributed of a healthier working environment 
where every member of the staff feels valued as a member of a multidisciplinary 
team. A new culture is evolving and staff have spontaneously taken to wearing 
unique identifying badges (a smiley face set within a heart).

An analysis of the testimonies of staff (summarised in Figure 8.6) shows 
the attributes that are valued in the new process and specifi cally how team 
members have realised their own professional needs and enhanced their sense 
of worth. One sister in Outpatients commented:

At fi rst . . . we all thought that [the change] would involve more work, would 
be confusing and time consuming and we had reservations about how helpful 
the patients would fi nd the new regime. On the whole, our worries were 
allayed on the fi rst day. The patients turned up on time, blood tests, ECGs 
and X-rays were performed and results obtained ready for their consultation. 
The patients attending the POP-in clinic seemed to enjoy talking to patients 
who were attending clinic following their surgery and there was quite a 
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noticeable ‘buzz’ in the air that was not there in other surgical clinics. The 
Health Care Assistant in charge of the clinic really enjoyed herself. This clinic 
gave her added responsibility and much of the success of it was down to 
her coordinating the clinic and working closely with the secretary. Patients 
attending post-operatively seemed pleased to see them both and lots of them 
mentioned that they wanted to have their ‘Smiley Face’ badge . . . This was 
a change that had been made at no extra expense to the organisation. It 
had introduced ‘added value’ to the service. Feedback from the wards was 
positive and certainly saved nurses’ and doctors’ time. A patient satisfaction 
questionnaire gave us positive feedback from the patients, which was also 
reassuring . . . After more that 30 years of nursing, it is good to still be 
challenged in my work and to be working in an innovative way. You can teach 
an old dog new tricks!

Similarly, a secretary reported:

I really enjoy my involvement in the POP-in clinic and feel very proud of the 
way the clinic runs. I feel part of a team, especially as I was involved in the 
initial meetings to set up the clinic. It has been a learning experience, working 
closely with clinic staff, ward nurses and liaison nurses, who I might not 
otherwise have worked with. There is a real team spirit which helps the clinic 
run smoothly, when there is somebody missing from the team other staff fi ll in, 
therefore making the process run effi ciently. We have been able to adapt the 
clinic to fi t around the consultant’s other commitments . . . The POP-in clinic 
has made the admission lists more adaptable. I feel the worst part of my job as 
a secretary is when I have to cancel patients for one reason or another. The 
POP-in clinic has made this a lot easier. Patients are more relaxed about the 
change, they have seen the consultant and ward staff and are reassured . . . I 
also have the opportunity to meet some of the patients in the clinic – this is 
nice as I can put names to faces of the patients I have built up a rapport with 
over the telephone, and this makes my job more interesting!

FIGURE 8.6 Summary of the POP-in clinic attributes used in staff testimonies
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DISCUSSION
The introduction of process thinking into clinical environments has yielded 
signifi cant improvements in both the clinical process and the operational 
management of the patient. These centres also noted a fall in intensive care 
stay, an increase in the number of patients extubated six hours following 
operation and an improvement in drug compliance.1

Despite the increasingly complex nature of the cases, the number of elective 
coronary artery bypass grafting surgery patients that are going through the 
POP-in process without incident has improved. This may in part be explained 
by the increasing experience of the author and the team but is more likely due 
to fact that the team is ‘tightly coupled’ and focused on performance.2

Patients can now be discharged home on day 4 and 5, a result of the 
‘virtual admission’ through the POP-in process. A total hospital stay of fi ve 
days increased from 3.4% of admissions pre-POP to 6.7% post-POP (P<0.05, 
chi-square test), a result of some patients being admitted on the day of surgery 
(previously not possible) and others being discharged on the evening of the 
fourth post-operative day. Although the numbers are still small, it highlights 
the value of educating staff and patients and providing a clear and transparent 
formal protocol.

There were further gains. The total number of operations that were can-
celled for medical reasons was signifi cantly reduced and the POP-in clinic has 
also afforded fl exible day-to-day adaptation to the natural variations that occur 
in such a high performance work system.3 The introduction of the clinic has 
meant that capacity demand matching is possible as there is only one point of 
entry into the process.4 The result is reduced waiting times.

The change process
As with similar changes elsewhere, the introduction of the new clinic posed its 
challenges. From the occasion the whole team involved in care of the patient 
gathered to map the patient pathway, professional rivalry surfaced as func-
tional domains vied to ensure that their view prevailed, and initiatives were 
met with scepticism and resistance.5 However, the emphasis on communica-
tion, participation and learning and adapting created a gradual momentum 
for growth, self-perpetuation and the sharing of both positive and negative 
experiences.6 The self became a team, doing led to learning and survival trans-
formed to growth as the stakeholders consciously or subconsciously extended 
their roles.

Schein argues that a learning culture must be built on a system of clear 
information and communication that connects all aspects of an organisation 
frequently, accurately and consistently.7 Such communication does not 
depend just on computerised information technologies; on the contrary 
POP-in clinic is successful because the key people coordinating the patient 
care pathway have been (1) the consultant’s secretary, (2) the outpatient 
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scheduler and (3) the theatre scheduler. They are literally Mobile, Retrieval, 
and Notifi cation Administrators (mRNA) that provide the ‘connectors’ for the 
‘patient pathway’.8

The design of the process was undertaken by those that do the work in 
order to confer a greater sense of ownership. The momentum for growth and 
self-perpetuation was established in the POP-in clinic as experiences were 
shared by the team with a common purpose. Furthermore, each and every 
team member is central to the whole process.9

Although the author could be regarded as the ‘improvement champion’, 
the process continues to thrive and adapt, committed to delivering service 
that has been developed by the team.10 The process now integrates with the 
pharma ceutical services and ensures that we strive to meet the American Heart 
Association Guidelines with respect to treatment of high blood pressure and 
cholesterol. It is just a segment of a much larger process that includes, for 
example, the consideration of any social circumstances that may necessitate 
intervention to facilitate the patient’s discharge.

Backward integration has recruited cardiologists to the process by encour-
aging them to invite patients that require surgical intervention, to make the 
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short walk from the diagnostic clinic to the surgical clinic. This simple concept 
not only saves a great deal of administration but eliminates the 13 week wait 
for an appointment to see the surgeon. (This principle of a diagnostic clinic in 
the morning with the option of an intervention clinical in the afternoon may 
apply to many other specialities in the hospital.)

The patient’s journey in each clinical area through the POP-in clinic is 
supported by the named consultant and a named nurse in accordance with 
clinical governance. The whole process is coordinated by extending the role 
of the secretary to that of a Patient Care Coordinator who communicates with 
the outpatient scheduler, theatre coordinator and ward clerk. The hand-offs 
between the functional silos has improved and effi ciency is realised. Each and 
every patient is thus supported by a tripod of people all centred on the needs 
of the patient as seen in Figure 8.7.

A plan-do-check-act (PDCA) cycle
The arrangement of the outpatient clinic alternating between a new patient 
clinic and POP-in clinic with investigations prior to admission is essentially 
following a generic process that could be applied across the organisation. This 
process is made up of six steps.
1 Identify and follow up need: initial consultation with a patient identifi es 

and/or follows up a need.
2 Educate and plan: education regarding risk factors can be initiated in step 

one and more importantly a ‘script’ is agreed with the patient detailing their 
expected ‘journey’.

3 Investigation: all pre-operative investigations are obtained prior to consent 
in the pre-op clinic; if, for any reason, history, clinical examination or 
investigations highlight any anomaly, admission is delayed to allow 
rectifi cation prior to admission.

4 Document and prescribe: the needs, planning and investigations are 
documented and the drug charts are written in the POP-in clinic; this reduces 
transcription errors and omissions as fi ve drug charts were previously 
completed for any one admission; it follows the patient and heralds the 
beginnings of integrated notes.

5 Admitting and treating: this may apply to any admission requiring specifi c 
treatment of intervention.

6 Discharge: which cannot be assumed but rather planned and anticipated 
including getting all the medication ready and educating the patient.

A plan-do-check-act cycle comprises steps 1–4. The POP-in clinic succeeds 
because the PDCA cycle is completed prior to steps 5 and 6. Documenting 
and prescribing completes a fi gure of eight, reinforcing the fact that patients 
are regularly followed up as part of a continual cycle of audit and assessment 
(see Figure 8.8).



A MULTIDISCIPLINARY PROCESS APPROACH TO CARDIAC SURGICAL SERVICES 109

FIGURE 8.8 The fi gure of eight: PDCA + Pop-in clinic
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Re-engineering programmes may have failed because the patient care pathway 
has not been generic enough to make sense to all stakeholders in a complex 
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the processes but, more often than not, the types of problems are generic. 
Nevertheless a few individuals, some teams and sporadic groups have succeeded 
in developing a process change but not the organisation as a whole. The 
processes that succeeded in this study were very disease specifi c and involved 
dedicated and enthusiastic champions. The same could be said for the results 
achieved with the introduction of the POP-in clinic.

For a hospital, the process is the patient care pathway – each word a 
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It has the potential to carry meaning throughout the organisation, defi ning the 
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function of the hospital and acting as the agreed pathway of interaction and 
interdependence for the diverse group of stakeholders involved in patient 
care.14 Although the POP-in clinic has challenged and continues to challenge 
the values of medical and professional staff, there is a clear sense of ownership 
for the process as the participants have the opportunity to self-design the 
system and thereby build in commitment. POP specifi c socialisation has 
overcome the individualism of professional attitude.15

The change in outpatient practice has resulted in several benefi ts for 
patients and their healthcare professionals and trainees, and thus the NHS. 
Collaboration has improved effi ciency. The continuum of care that has been 
established is a signifi cant step forward in our attempts to deliver an effi cient 
and effective service while at the same time ensuring appropriate utilisation 
of resources and maximising the time available for training.

The POP-in clinic has proven to be very versatile. It is this fl exibility and 
adaptability that is enabling the people who are doing the work to actively 
participate in the process. The team continues to learn and grow as individuals 
are empowered and realise self-actualisation. If the resulting cultural buzz is an 
expression of collective worth, it is not a management ‘tool’ that can be taken 
out of the ‘tool box’ and used to fi x the organisation. The answer to process 
change lies in the way we do things. Analysis of the POP-in process identifi ed 
the fact that ‘needs’ are realised for the individual, professional and the team 
resulting in a new culture.16

APPENDIX: METHOD FOR IDENTIFYING THE IMPACT OF CHANGE
Patient grouping was enabled by the Dendrite Clinical Management System.

For each set of data a mean, standard deviation (SD), and 95% confi dence 
limits (CI) were calculated.

Data were analysed statistically using Microsoft Excel XP and SPSS for 
Windows (version 10; SPSS Inc; Chicago, IL) software.

Length of hospital stay before and after the introduction of consultant led 
pre-op assessment clinics were compared using Student’s t-test.

Multivariate linear regression was used to study the correlation of 
independent variables with the total hospital stay. The following independent 
variables were included: type of pre-op assessment clinics, gender, age (under 
and above 70 years old), Euroscore (below and above 5), and development of 
post-operative incidences. Binary logistic regression was used to examine the 
effect of different factors (type of pre-op assessment clinics, gender, age, and 
Euroscore on the prevalence of post-operative incidences. Signifi cance was 
determined by p-values less than 0.05.

Post-operative clinical incidents were determined from the Clinical 
Management System and are represented by a runs analysis using the Dendrite 
Clinical System before and after the introduction of consultant-led POP 
clinics.
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All the staff involved, directly or indirectly, in the clinic were asked for 
written testimonies.
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CHAPTER 9

Systematising the care of long-term 
conditions: the Year of Care model

Pieter Degeling, Helen Close and Deidre Degeling

The World Health Organization defi nes long-term conditions as ‘health prob-
lems that require ongoing management over a period of years or decades’.1 
Long-term conditions have significant deleterious effects on the lives of 
patients and their carers, the health care system, and society at large.2 In the 
UK over 17 million people, including perhaps two thirds of those over 65, have 
one or more of these conditions.3

Specifi c impacts of long-term conditions are registered on the lives and 
bodies of people with the conditions and their families, carers and the 
health and social care system itself. Conditions are associated with physical 
discomfort, disability and uncertainty, reduced earning capacity, poor quality of 
life, and a high risk of developing comorbidities including in mental health.4

Many people with long-term conditions depend on the support of family 
members and other informal carers. These informal carers suffer proportionately 
more health problems than other people of the same age, particularly in regard 
to back problems and long-term mental health problems such as depression. 
In such complex situations crisis management becomes the norm, resulting in 
poor quality of life and clinical outcomes and high health service utilisation 
by the initial care recipient and the informal caregiver.5

The size and complexity of the problems needing to be addressed by the 
health and social care system have only recently been recognised. The evidence 
suggests that up to 80% of primary care consultations and 66% of emergency 
hospital admissions in Britain involve people with long-term conditions.6 
Our recent analysis of Hospital Episode Statistics (HES), suggests that in 
England 18 of the top 40 HRGs, accounting for 45% of accident and emer-
gency admissions, reference long-term conditions with a high risk of repeat 
emergency admission.7 Within Wales, over the past 10 years, ‘two thirds of 
patients admitted as medical emergencies have a chronic condition or have a 
worsening chronic condition’.8

Thus, the quality, effectiveness, appropriateness and effi ciency of service 
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provision to people with long-term conditions has become a major challenge 
for health and welfare systems in the developed world. Despite accumulating 
evidence about service shortcoming and a procession of government initiatives 
for service improvement, our understanding of systematic ways of meeting 
the care needs of people with long-term conditions remains inadequate. This 
chapter critically examines some proposals to overcome gaps between promise 
and performance and outlines the essential features of a Year of Care (YoC) 
programme. We discuss how this might be applied in systematising the design, 
commissioning and delivery of services to people with long-term conditions as 
well as informing the ‘time specifi ed’ care plan that they have negotiated with 
primary care-based service providers.

CHARACTERISTICS OF LONG-TERM CONDITIONS AND THEIR 
IMPLICATIONS FOR SERVICE REDESIGN
Three underlying attributes characterise long-term conditions. First they are 
deteri orative; thus the aetiology and prognosis of a person with a long-term 
condition indicates how far the condition has progressed at a given point in 
time.9 This characteristic implies that for any individual with such a condition 
the composition of the service will change as the physical and psychological 
mani festa tions of the condition deteriorates and/or as the personal priorities 
change.

Second, while a long-term condition affects an individual’s life, it does 
not defi ne them, particularly in how they see and project themselves in their 
work, their relationships with loved ones, and other aspects of their lives. 
Thus, people with these conditions place continuing emphasis on maintaining 
control over what is signifi cant in their daily lives.10 This emphasis signifi es the 
importance of devising and implementing service models that are structured 
to underwrite the voice and volition of people with long-term conditions and 
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hints at the shortcomings that arise when services are construed primarily in 
clinical terms.

Third, within an individual’s genetic predispositions, the onset and subse-
quent rate of progression of some long-term conditions (such as heart disease, 
COPD, diabetes) are to a signifi cant degree outcomes of how risks inherent in 
an individual’s personal, social and economic circumstances as well as lifestyle 
impact on that person’s health.11 Possible clinical effects of this characteristic 
are displayed in Figure 9.1 which depicts two possible trajectories of wellness 
over time: rapid decline (Line A) and delayed decline (Line B). The differences 
between A and B are important for the lives of people and how services are 
designed and implemented. In very direct and immediate ways the differences 
underline the individual’s position as self-manager of health and thus of the 
onset and rate of progression of a condition. However the differences also 
imply personal and socioeconomic factors that affect an individual’s capacity 
to reduce lifestyle and related risks and which service modalities may need to 
accommodate.

MODELS OF LONG-TERM CARE
Several models have been proposed to meet these challenges. The aim has been 
to devise structures and methods that meet the defi ning features of primary care 
(continuity, coordination, and comprehensiveness)12 and provide guidance on 
how services should be confi gured to the benefi t of improved quality of care, 
improved quality of life, and increased cost-effectiveness.

One much cited model is Wagner’s Chronic Care Model depicted in 
Figure 9.2 below (also shown in Figure 2.1). Its strengths lie in its identifi cation 
of the range of factors to be taken into account in designing a service that is 
appro priate to people with long-term conditions (such as the centrality of 
informed and active patients, responsive community resources, and proactive 
primary care teams). Its shortcomings are its lack of guidance on how these 
design features might be realised on the ground that is, the features to bring 
together complex clinical treatment regimes, the support that will enable 
individuals (located at different points of the downward progression of their 
con dition) to take an active role in managing their own care, and the commis-
sion ing, monitoring and management requirements of the care services.

A starting point for fi lling these gaps is the NHS and Social Care Long-
term Conditions Model, promulgated in January 2005, along lines displayed in 
Figure 9.3. Adapting aspects of a model fi rst used by Kaiser Permanente in the 
USA, the model proposes three levels of need and care: (1) self-management, 
(2) care management and (3) complex case management.14 It provides for a 
more systematised approach to service provision, specifi cally detailed descrip-
tions of care modalities that, for each identifi ed level of need, are:

prospectively designed with a proactive rather than an emergent and  ◗
reactive orientation
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explicitly defi ned, planned and coordinated rather than implicit and  ◗
unplanned
capable of focusing on the health risks of identifi ed populations and the  ◗
changing wishes and priorities of people with long-term conditions
capable of being collaboratively designed and implemented rather than  ◗
imposed
structured to facilitate routine review in ways that will engender improved  ◗
experiences of people with long-term conditions and improved service 
quality, outcomes and cost.

Enunciating a set of desired attributes, however, does not guarantee their attain-
ment. In the case of service to people with long-term conditions, successful 
implementation will depend on the presence or absence of a range of inte grat-
ing structures and methods, specifi cally:

explicit methodologies ◗  for (1) stratifying the populations of people 
that fall within the ambit of specifi ed long-term conditions and (2) for 
identifying their health risks as well as their wants and priorities as they 
see these to be
a  ◗ person who is both authorised to integrate service provision and 
accountable for its occurrence or non-occurrence
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FIGURE 9.2 The model for improvement of chronic illness care13
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an integrating  ◗ methodology that specifi es how the identifi ed risks and 
priorities of an individual will be linked with a specifi ed menu of services 
from within the health service but also from other sources such as social 
services, the voluntary sector, community sources and informal carers
an integrating  ◗ artefact such as, for example, a care plan or pathway that 
(1) specifi es who will do what, why, when and where, and (2) records the 
responsibilities and rights of all parties (an individual with a long-term 
condition, carers and service providers, etc.) can expect from each other
an integrating  ◗ performance management and review process that (1) 
routinely and systematically examines service performance in respect 
of its appropriateness for meeting the specifi c needs and wants of 
each population stratum and (2) sets the agenda for ongoing service 
improvement as defi ned above.

The extent to which these conditions are met in Department of Health pro-
nounce ments is set out in Table 9.1. Noteworthy is the variability of the 
Department’s advice on the defi ning elements of the model in respect of both 
day-to-day clinical practice as well as how services will be commissioned and 
managed. In summary, the table illustrates shortcomings at three levels.

Shared 
professional

Self-care

Level 3

Level 2

Level 1

FIGURE 9.3 The NHS and Social Care Long-term Conditions Model
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TABLE 9.1 Summary of prevailing NHS service models for long-term conditions

Level 3 Case management Level 2 Care management 
Level 1 Self-
management

Population 
criteria

Highly specifi c
Patient population identifi ed 
using specifi c clinical 
indicators such as:

two or more hospital  ●

admissions
length of stay longer than  ●

40 days
presence of comorbidities ●

in the top 3% of GP  ●

attendees
signifi cant functional  ●

impairment
scope and stability of  ●

informal care.

No detailed specifi cation
A general statement that the 
population comprises patients 
with a single condition or range 
of problems who would benefi t 
from care management.

Not specifi ed
The boundary criterion 
for differentiating 
between the Level 1 
population and the 
total population is not 
defi ned; rather, the 
self-care population 
is construed as an 
undifferentiated group 
traversing all three 
levels. 

Identifi ed 
primary 
integrator

Community matron
with authority to order  ●

clinical investigations, 
make referrals and arrange 
admissions to hospital
who is the fi xed point of  ●

contact for the patient
coordinates contributions  ●

of other professionals and 
agencies.

A primary care clinician
Any nominated member of a 
multidisciplinary team who:

acts as a point of contact  ●

between the patient and team
helps patient to navigate  ●

services.

Not specifi ed
No clear statements 
about who will do 
what, when and 
where.

Service aim To reduce repeat admissions 
and improve quality of life.

To slow down disease 
progression, reduce disability, 
ensure better management of 
deteriorations, reduce need for 
hospital admission and improve 
quality of life.

Not specifi ed
Rather, attention is 
given to specifying the 
tasks of self-managing 
patients across all 
levels of care.

Method Case management
planned to occur along  ●

lines that explicitly 
recognise current need and 
anticipates future need on a 
patient by patient basis
emergent variations  ●

managed by the community 
matron as case manager.

Care management
Stratifi ed, condition specifi c  ●

registers.
Time specifi ed recall and  ●

review process.
Condition specifi c networks  ●

that span primary and acute 
settings.
Daily service provision in  ●

primary care; acute clinicians 
act as knowledge node.

Not specifi ed
Broad discussion of 
a range of issues and 
tools relating to:

information ●

skills and training ●

tools and devices ●

support networks. ●
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Level 3 Case management Level 2 Care management 
Level 1 Self-
management

Artefact An individual care plan that is 
held and owned by patients 
that specifi es

details of the care to be  ●

provided
regular reviews to assess  ●

need
self-care to be undertaken  ●

by the patient and informal 
carers
what each professional  ●

and agency will do to meet 
need, manage risk and/or 
support self-management.

Single assessment document 
– some mention of the use 
of individualised patient care 
plans.

Not specifi ed

Performance 
management 
and review

Not specifi ed Not specifi ed Not specifi ed

We attribute these shortcomings, fi rst, to the way long-term conditions are 
construed largely in clinical terms. Through such construction illness is 
taken outside the domain of the subjective experience and volition of the 
persons affected and they become bearers of discrete pathologies and patient 
dependents rather than co-producing self-managers of their health within 
the context of a wider life. Such clinically determined needs assessment 
processes more often than not exclude the voice of the individual labelled 
as ‘patient’ and the list of ‘patient needs’ is then, by defi nition, nothing more 
than a composite of clinical bio-physical models and understandings of what 
services are available.15 Such constriction often leads clinicians to conspire 
with a ‘patient’ to mask the deteriorative character of the condition.16 It also 
fl ies in the face of evidence about how an individual’s desire and/or ability to 
be directly involved in managing their condition and behaviour to the benefi t 
of secondary prevention is infl uenced by a range of personal, psychological 
and socioeconomic characteristics.17

Second, the variable and limited defi nitions and specifi cities of target 
undermine the commissioning, evaluation and improvement of aspects of 
service provision for those with long-term conditions. For example, the highly 
detailed criteria nominated for case management (level 3) services stand in 
stark contrast to the broad non-specifi c criteria nominated for care manage-
ment (level 2) and the absence of any criteria for self-management (level 1). 
This gradation of specifi city (from highly to not specifi ed) is also found in the 
structures and methods central to service integration, namely the identifi cation 
of an authorised integrator, the specifi cation of an integrating methodology 
and use of an integrating artefact that specifi es who will do what, why, when 
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and where. Again, while for case management we are given details about the 
case management responsibilities of community matrons and individual care 
plans, the same level of detail is not evident for care management and is absent 
altogether for self-management. Indeed, the absence of detailed advice on the 
co-production aspects of what, in the model, is termed ‘self-care’ is a systemic 
weakness.

PRINCIPLES OF AN ALTERNATIVE MODEL
We seek here to formulate a model for the care of those with long-term con-
ditions that builds on the systematising developments of the models elaborated 
above but which fi rst, as a matter of right, maintains the sociality of people with 
long-term conditions and underwrites their voice and volition, and second, 
clarifi es the why and how of their irreducible personal responsibility for their 
own health.

In respect of rights, the model construes people with a long-term condition 
as sentient beings with aspirations, priorities and perspectives that refl ect their 
personal histories as well as ongoing relations with signifi cant others. Equally, 
the model underwrites the right and ability of these people to exercise control 
over what happens to them both in the here and the future. In other words we 
are formulating a model whose use underwrites the inherent sociality of people 
with a long-term condition, that recognises the web of relations in which they 
are embedded, that preserves their personal identities and that validates their 
meanings, priorities and life choices in the terms in which they make these.

On responsibility, by way of its refusal to separate the body and the self, our 
model explicitly recognises causal interconnections between any individual’s 
health and their behaviour in respect of, for example, diet, smoking and other 
risk behaviours such as maintaining a work-life balance. We hasten to add 
that inclusion of this design attribute does not mean that we believe that an 
individual’s health is solely explainable in these terms; as we have recognised 
above, it may be the product of genetic predispositions, or social and economic 
circumstances. That said, however, it is also the case that while these added 
factors have signifi cant effects, they are of themselves not suffi cient. Put 
simply, the fact that the self and the body cannot be other than coterminous 
it necessarily follows that an individual retains, fi rstly, ultimate responsibility 
for maintaining his or her health and, secondly, the right to be the fi nal arbiter 
of what is done for and to them by others in this regard.

Viewed from this perspective it is apparent that relationships between 
people with long-term conditions and clinicians are appropriately construed 
in principal-agent terms. Within this model, people with long-term conditions 
retain ultimate responsibility for their health, a responsibility inscribed in their 
relationship (as principal) with carers (as agents) with whom they co-produce 
their health. Accordingly the process through which services are designed 
and delivered should be structured along lines that enshrine the rights and 
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responsibilities of people with long-term conditions to be informed, to be 
consulted and involved in decision making and to enter agreements with agents 
(clinicians and other carers) that specify what they (as principal) can expect 
from others and what others can expect from them.

The foregoing does not mean that the concepts of co-production, principal 
and agent are self-recommending. We recognise the limits set by an individual’s 
genetic predispositions, by socioeconomic processes and circumstances and 
by other factors on a principal’s ability to manage his or her health including 
by changing behaviour or complying with medication and other regimes. The 
standing we accord to questions such as these, however, depends on what we 
regard as appropriate for testing the conceptual, practical and ethical utility 
of models of care. By its nature, an individual’s genetic and socioeconomic 
inheritance is very largely a personal given outside that individual’s direct 
control. What matters is whether in enactment our proposed model restructures 
relations, such that people ‘dealt a bad hand’ by genetics and/or their socio-
economic antecedents are more empowered to exercise volition and voice in 
responding to the circumstances in which they fi nd themselves.

Crucial here are the modes of structuring. As demonstrated earlier, prevail-
ing approaches to service provision construct people with long-term conditions 
primarily in clinical terms. In contrast, we require a model that casts people 
with a long-term condition in ways that both legitimise their voices and 
requires that these will be not only heard but also heeded by clinicians as their 
agents. Within a principal-agent conception of service provision the providers 
(as agents) are responsible for (1) meeting the principal’s right to be fully 
informed about the options from which they might choose and the health 
consequences that follow from each of these and (2) to provide support within 
the limits of available knowledge and resources that will enable the principal 
to overcome limits imposed by personal, social and economic circumstances 
that an individual’s choice (as the principal) is one that will promote his or her 
health, service providers (as agents) are bounded (within the limits of avail-
able resources). Thirdly, in keeping with the underlying logic of their standing 
as agent, it is incumbent on service providers that they accept the validity of 
the choices and priorities of an individual, even when these may be counter-
productive to ‘good’ health.

The last of these injunctions, on the agent role of service providers, will 
raise questions about how we construe the responsibilities of individuals 
whose lifestyle, habits or behaviours put them at risk of either exacerbating a 
long-term condition or of triggering the onset of a long-term condition. The 
matters at issue here swing largely on what is seen as falling within the scope 
of an individual’s responsibility in different contexts. In the personal context, 
the coterminous nature of the body and the self means that, on both logical 
and clinical grounds, individuals necessarily retain their personal responsibility 
for what they do or do not do to their bodies. Equally, in an interpersonal 
context (i.e. depending on the level of connectedness with family and others), 
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individuals carry some responsibility for what they do about their personal 
health. At a societal level the collective interest in social and political solidarity 
has arranged for aspects of social care and illness treatment to be provided by 
the state. Under these arrangements all individuals, including those who deny 
their personal responsibility for acting in ways that will promote their health, 
retain the right to both clinical treatment and support. But we observe an 
increasing recognition that this right does not absolve them of responsibilities 
to themselves arising from the coterminosity between the body and the self.

We are well aware that the enactment of a principal/agent conception 
(of relationships between individuals with a long-term condition and service 
providers) will be much messier than our statement suggests, a result in part 
at least from addressing aspects of a condition’s downward progression that 
clinically dominated models mask. Thus, the starting point for constructing 
the type of partnership we envisage lies with service providers addressing the 
whole story of what it means to live with a long-term condition; that is, not 
only to look at people with a long-term condition but also to look with them 
as well.18 This will inform joint assessments of the risks that confront both 
individuals with long-term conditions and service providers. The reference to 
risks faced by both parties rather than patient need is intentional. Patient 
need assessment processes are self-defi ning mediums by which clinical and 
other professionals construct both ‘patients’ and their ‘needs’ in terms that fi t 
both clinical defi cits and available interventions. Accordingly, along with Reed 
and Clarke19 we propose that what used to be termed ‘needs assessment’ should 
be broadened to identify actual and potential risks as these are construed 
not merely by service providers but also by the individual with a long-term 
condition and their informal carers.

One existing effort of this kind is the Expert Patient Program (EPP). 
Following principles fi rst enunciated by Lorig, et al. in their Chronic Disease 
Self-Management programme,20 EPP is a lay-led, generic programme for those 
with long-term conditions. It is based on the view that such people encounter 
similar problems whose management, when on the terms of the individual 
with a long-term condition rather than of service providers, will lead to 
improved quality of life and health status as well as reduced use of health 
services. Thus, in addition to strategies for clinically oriented problems such 
as recognising and acting on symptoms, using medication correctly, EPP also 
addresses psycho-social problems such as stress management and managing 
psychological responses to illness and, most importantly, ways in which 
individuals can ensure their voices are heard and heeded in interactions with 
clinicians. However, while EPP has been assessed as increasing self-effi cacy, 
reducing GP visits, reducing symptoms and reducing costs, there appear to be 
no evaluations of how the programme has extended the voice of people with 
long-term conditions in its design and delivery.21
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ELEMENTS OF A YEAR OF CARE MODEL FOR LONG-TERM 
CONDITIONS
The constituent elements of an alternative model are illustrated in Figure 9.4. 
The model differs from the original Department of Health model in fi ve 
ways.
1 In the interest of clearly delineating between people at each stage of down-

ward progression we distinguish between three populations: those who 
are at risk of developing a long-term condition, those who already have a 
long-term condition, and those with complex (co-) morbidities.

2 In recognition of the way that co-production by people with a long-term 
condition (as principals) and carers (as agents) changes at each level of 
downward progression, the model proposes three service modalities (self-
management for health, care management, and case management) each 
with a distinct profi le of the expectations and responsibilities of the parties 
involved in service provision.

3 For each of these modalities, the model invites consideration of what can 
and needs to be done in planning and negotiating service provision at both 
population and individual levels.

4 The model extends the constituent elements of the Department of Health 
service model beyond clinical and self-management to also include support 
and invites detailed consideration of the types of support that will be 
provided at each level.

5 The model invites consideration of the process and outcome measures that 
will be used (for each service modality) to evaluate and improve its service 
modality.

In essence the model exhibits three systemic dimensions. First, it focuses on 
three populations. At the level of self-management are those people who have 
been identifi ed as exhibiting risk factors that if not addressed would lead 
to a long-term condition and hence who would benefi t from interventions 
that would support them in co-producing their health. Identifi cation of this 
group of people will rely on GP practice-based condition specifi c registers 
that are designed to highlight individuals at high risk of developing a long-
term condition. Such a system is already in existence in which GPs and other 
primary care staff record interventions under the Quality and Outcomes 
Framework which offers fi nancial incentives for regular monitoring of blood 
pressure, for example. However, a system designed along lines of co-production 
will also need to incentivise the recording and monitoring of psycho-social 
assessments.

At the level of care management are those people who have been identifi ed as 
having a long-term condition and hence require specifi ed clinical management, 
but who do not exhibit the full range of clinical morbidities requiring specifi c 
case management, and whose psycho-social circumstances are such that, with 
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the appropriately targeted support are able to self-manage their symptoms and, 
in many cases, mitigate the rate of downward progression of their condition. 
Again, assessment and disease specifi c service provision will rely on NICE and 
NSF related criteria, in addition to psycho-social assessment.

At the level of case management are those people with complex needs 
who either exhibit clinical signs and symptoms specifi ed in the existing DoH 
model or whose psycho-social circumstances are such that they require 
enhanced support. Identifi cation of people most likely to benefi t from case 
management would rely on guidelines already specifi ed in the Patients At 
Risk of Readmission (PARR) tool, such as two or more comorbidities, two or 
more hospital admissions, and length of stay longer than 40 days, as well as 
disease specifi c. As important, however, will be assessment based on psycho-
social factors such as health literacy, living circumstances, and environmental 
factors.

Figure 9.5 depicts the cycles of risk assessment, planning, commissioning, 
enactment and evaluation that will characterise year pathways at the levels 
of case management, care management and self-management for health. 
Similarly, Figure 9.6 depicts the same cycle of activities for the case plan, care 
plan or a health plan that will be co-produced with nominated individuals.

The second systemic dimension of the model distinguishes between the 
risk assessment and service planning processes that will take place at different 
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levels. The focus on risk rather than need is intentional. It signals that the 
issues involved in this stage are more to do with process rather than technical 
criteria. Moreover, the principles of co-production and the injunction that 
service planners and providers look ‘with’ rather that ‘at’ people with long-term 
conditions, the assessment processes at both population and individual levels 
are structured to ensure that their view of what is at risk is heard and heeded. 
The focus is not merely on clinical factors but also on what is at risk from the 
perspective of the individual and/or their carers. Thus, the risk assessment 
includes not merely factors that determine the clinical profi le of a population 
or individual but also other factors such as social or economic circumstances, 
environmental factors, living circumstances and health related factors whose 
presence or absence (either singularly or in combination) ‘prevent people from 
achieving the optimum of physical, mental and social well-being’.22

The foregoing is not to suggest that the focus of risk assessment will be the 
same at both population and individual levels, or that it is straightforward. 
The aggregated nature of population oriented assessments means that they will 
depend more on normative and comparative criteria that have been derived 
by experts whether clinical, epidemiological or sociological. Consistent with 
the design features of our model, individual focused risk assessment will place 
a weight on personal experiences and feelings. This characteristic, in turn, is 
likely to introduce complications that are ‘masked’ at population level.

Service planning will occur at two levels. Population-based service planning 
will occur as primary care trusts or local health boards, on the basis of the 
risk assessment processes outlined above, act to develop year-based pathways 
that for each level of service provision (self-management of health, care man-
age ment and case management) specify the cycles (daily, weekly, monthly, 
yearly) of sequences of activities that will be undertaken by people with a 
long-term condition, informal carers, service providers, and support services, 
whose occurrence or non-occurrence (according to the best available evidence, 
NICE advice and ‘expert patient advisers) will signifi cantly affect the quality, 
outcomes and cost of service provision. On the basis of these year plans the 
commissioner will act to ensure the availability of the support services that 
will be incorporated into individualised year plans. These services include 
condition specifi c education and support groups, expert patient programmes, 
routine reviews by nurse practitioners with expertise in chronic disease 
management, health enhancement programmes (e.g. exercise and smoking 
cessation), and pooled budgets between health and social services.

Individualised year (case, care and/or health) plans will be developed as an 
individual with a long-term condition as principal) negotiates an agreed year 
plan (case, care and/or health) with service providers (the agents). These plans 
(case, care or health) will take the form of a comprehensive written statement 
that specifi es the agreed risks that a plan is meant to address and the outcomes 
that it is designed to produce; that is, the cycles of activities (daily, weekly, 
monthly) that will be undertaken by the individual, clinical staff and support 
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service staff at specifi ed times within a cycle and whose occurrence or non-
occurrence (in the light of the jointly conducted risk analysis) will signifi cantly 
affect quality, outcomes and cost. Individual plans thus comprise elements 
of self-management, care support and clinical management and they are the 
property of the person with a long-term condition and a means for recording 
the performance of each party to the plan.

Finally, the third systemic dimension is the improvement oriented evaluation, 
performance management and clinical governance. Consistent with the 
centrality we have given to risks as perceived by both the person with the 
long-term condition and service providers, evaluation processes will focus on 
the extent to which co-production in the course of a specifi ed time period by 
way of self-management, support services and clinical services as described 
in the pathways and individual plans meet identifi ed risks. The methodology 
(see Figure 9.7) thereby provides means for translating expressed wants and 
priorities of the person with a long-term condition into a time-based pathway 
which, once described, can be monitored and then managed. It also enables 
the identifi cation of the extent to which there has been health gain from Line 
A to Line B in Figure 9.1.

That said we are left with questions about ‘what we do about a hospital 
admission’. First, we need to be clear that a hospital admission is not part 
of either a care plan or a Year of Care pathway. One of the main reasons 
for having a year plan is to engender and support a co-production process 
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FIGURE 9.7 Plan-do-study-act (PDSA) cycles for personalised year plan process
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that in the interest of quality of life, clinical effi cacy and resource effi ciency 
keeps people out of hospital. That being the case, the occurrence of an acute 
admission has the status of a signifi cant variation to an individual’s plan and, 
as with other outcome variations, the reasons for this should be investigated 
in the ‘study’ of the plan or pathway PDSA cycle, particularly where there is 
evidence a signifi cant number of admissions for health/care/case plans for a 
nominated condition.

CONCLUSION
Our analysis of current models of service provision to people with long-term 
conditions demonstrates how provision is undermined by clinically dominated 
constructions of such persons as dependent patients whose individuality is 
buried by the clinical defi cits and needs that are ascribed to them by clinicians. 
In contrast, we argue that the inherent link between the body and the self calls 
for a model, within which people with long-term conditions are recognised as 
sentient beings who retain ultimate responsibility for their health as well as 
the right to exercise their voice and volition in constructing and determining 
their lives. These rights and responsibilities, in turn, are inscribed in their 
relationship (as principal) with carers (as agents) with whom they co-produce 
their health. Accordingly, the process through which services are designed 
and delivered should be structured along lines that enshrine the rights and 
responsibilities of people with long-term conditions to be informed, to be con-
sulted and involved in decision making and to enter agreements with agents 
(clinicians and other carers) that specify what they (as principal) can expect 
from others and what others can expect from them.

These characteristics (illustrated in Table 9.2 and elaborated further in 
Degeling, et al.23) provide the basis for systematising service provision in 
respect of:

the existence of  ◗ explicit methodologies for (1) stratifying the populations 
that fall within the ambit of specifi ed long-term conditions and (2) 
identifying both their clinical risks as well as their risks, wants and 
priorities as they see these to be
a  ◗ person authorised and accountable for integrating services at a personal 
level
integrating  ◗ methodology specifying how identifi ed risks and priorities will 
be linked with a specifi ed menu of services from within the health service 
but also from other sources such as social services, the voluntary sector, 
community sources and informal carers
a care plan as an  ◗ integrating artefact that (1) specifi es who will do what, 
why, when and where, and (2) records the responsibilities and rights of all 
parties
an improvement oriented  ◗ performance management and review process 
that (1) routinely and systematically examines service performance in 
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respect of its appropriateness for meeting the specifi c needs and wants 
of each population strata and (2) sets the agenda for ongoing service 
improvement as defi ned above.

In summary, the Year of Care model encourages specifi city and clarity along 
four dimensions. First, it distinguishes between three levels of the population. 
Second, by recognising the coterminosity of the self and the body, the model 
provides means for integrating both the personal health responsibilities of 
individuals and their rights to have their voices heard and heeded in the 
co-production processes. Third, it provides a basis for risk assessment and 
service planning to take place at a population level and an individual level. 
Finally, it provides a framework for making fully explicit (in contrast with 
existing models; see Table 9.1) both what comprises each of the elements of 
care (self-management, support and clinical), and how they will be related to 
each other on a person by person basis in ways that enable service provision 
to be prospectively and proactively designed, explicitly defi ned, planned and 
coordinated.

TABLE 9.2 Summary of Year of Care programme stratifi ed service provision

Level 3 Case management Level 2 Care management
Level 1 Self-
management

Population 
criteria

Population identifi ed using 
both clinical indicators and 
personal indicators such as:

high score on Hospital  ●

Anxiety and Depression 
scale
nature of family dynamics/ ●

dependants
health literacy ●

self-effi cacy. ●

Population comprises 
persons with a single 
condition or range of clinical 
problems, and personal 
indicators such as those 
shown in level 3, who 
would benefi t from care 
management.

Population defi ned as 
those at high risk of 
developing a long-term 
condition, due to a 
combination of clinical 
risk factors (high BMI, 
family history) and 
personal psycho-social 
risk behaviours (smoking, 
alcohol etc). 

Identifi ed 
primary 
integrator

Individual as principal and 
community matron as agent:

with authority to order  ●

clinical investigations, 
make referrals and arrange 
admissions to hospital
who is the fi xed point of  ●

contact for the patient
coordinates contributions  ●

of other professionals and 
agencies.

Individual as principal and 
primary care clinician as 
agent who:

acts as a point of contact  ●

between the individual 
and team
support individual to  ●

navigate services.

Individual as principal:
with support by 
primary care clinicians 
responsible for 
linking individual with 
secondary prevention 
support.

cont.
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Level 3 Case management Level 2 Care management
Level 1 Self-
management

Service aim To improve quality of life and 
reduce repeat admissions.

To improve quality of life, 
extend active life, slow down 
disease progression, reduce 
disability, ensure better 
management of sudden 
deteriorations, reduce need 
for hospital admission and 
improve quality of life.

To improve quality of 
life and reduce risks 
of developing a long-
term condition, and if 
diagnosed to reduce its 
severity. 

Method Case management
Joint negotiation of  ●

individualised case plans 
that are based on a 
trade-off of the different 
constructions of the risks 
that are in play on an 
individual by individual 
basis.
Emergent variations,  ●

managed by the community 
matron as case manager.

Care management
Stratifi ed, condition  ●

specifi c registers.
Time specifi ed recall and  ●

review process.
Condition specifi c  ●

networks that span 
primary and acute 
settings.
Negotiation of  ●

individualised care plans 
based on a trade-off of 
the constructions of risk 
that are in play as these 
are perceived by the 
individual and clinicians.

Health management
Stratifi ed registers  ●

identifying those at 
high risk of developing 
a long-term condition.
Time specifi ed recall  ●

and review process.
Joint negotiation of an  ●

individualised health 
plan that registers 
trade-offs between 
risks as these are 
seen by individual and 
clinicians.
Provision of secondary  ●

prevention support.

Artefact An individual case plan that is 
held and owned by individual 
which specifi es

the details of the care to be  ●

provided
regular reviews to re-assess  ●

risk
the self-care to be  ●

undertaken by the patient 
and informal carers
what each professional  ●

and agency will do to meet 
need, manage risk and/or 
support self-management.

An individual care plan 
that is held and owned by 
individual which specifi es

the details of the clinical  ●

care to be provided
regular reviews to  ●

reassess risk
the self-care to be  ●

undertaken by the patient 
and informal carers
what each professional  ●

and agency will do to 
meet need, manage risk 
and/or support self 
management.

An individual health plan, 
held and owned by the 
person and specifi es:

the health objectives  ●

that the individual will 
pursue
the activities that will  ●

be undertaken in this 
regard
the support services  ●

that can be drawn on
regular reviews to  ●

reassess risk.

Performance 
management 
and review 

Time specifi ed application of 
PDSA methodology 

Time specifi ed application of 
PDSA methodology

Time specifi ed 
application of PDSA 
methodology
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CHAPTER 10

A Year of Care pathway for COPD: 
problems, pitfalls and solutions from 

practice
Jane Robinson and Helen Close

In May 2005, North East Yorkshire and North Lincolnshire Strategic Health 
Authority (NEYNL) challenged its PCTs to adopt Professor Degeling’s Year of 
Care model in an attempt to reduce avoidable emergency hospital admissions. 
One of the PCTs, Hambleton and Richmondshire, attended a workshop 
presented by Professor Degeling and decided to reduce admissions in three 
separate areas including chronic obstructive pulmonary disease (COPD). 
Within 12 months a multidisciplinary, multi-agency project group implemented 
the fi rst Year of Care pathway in the country for COPD.

This paper analyses this application of the Year of Care concept. The 
pathway is at an early stage of implementation and many of the problems and 
solutions described are generic to any disease specifi c pathway. We will show 
how the Year of Care concept has been imaginatively and creatively taken 
up by champions in PCTs because it offers a method for resolving so many 
of the paradoxes and problems in practice that arise from, and sustain, the 
current ‘silo’ approach to performance management, clinical quality and self-
management issues. We will also critically discuss the extent to which the Year 
of Care pathway has been funded, incentivised, clinically agreed, implemented 
and evaluated and conclude by offering guiding principles, suggestions and 
solutions for practical implementation.

CONTEXT
At the time of the initiative, Hambleton and Richmondshire PCT (HRPCT) 
had a population of 116 000 almost exclusively rural and relatively affl uent. 
The health indicators show the population to have a longer than average life 
expectancy and a lower incidence of disease than some of the neighbouring, 
more industrial areas. Accessibility to services is a major problem, although 
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utilisation of services appears high. Pockets of signifi cant disadvantage do exist 
within the area, most notably around the military base in Catterick Garrison 
and Colburn.

The PCT itself operated three community hospitals. The Friarage Hospital 
in Northallerton, operated by the South Tees Hospitals NHS Trust, was the 
area’s main provider of general acute services. More specialist services such 
as cardiothoracic surgery, neurosurgery and radiotherapy were provided at 
the James Cook University Hospital in Middlesbrough, although some of the 
population in the south of the area travel to Leeds for these services. A small 
but signifi cant proportion received their hospital services from hospitals in 
York, Darlington, Harrogate, Kendal and Lancaster. There were 20 general 
practices (18 NHS and two military) in the area, ranging from large group 
practices to a single-handed practice in the Dales.

The PCT had identifi ed over 1250 people on GP registers with COPD in 
the Hambleton and Richmondshire area. An analysis of local hospital episode 
statistics carried out by the Centre for Clinical Management Development at 
the University of Durham showed high numbers of COPD admissions and 
multiple emergency admissions (i.e. more than one admission in one year). For 
example, in 2004/05, exacerbation of COPD was among the top 10 reasons for 
admission, and an estimated 33.39% of bed day savings could be made if the 
actual rate of multiple emergency admissions was reduced to expected rates. 
Thus, COPD appeared to be the type of high volume condition that could 
benefi t from systematised care.

The illness is strongly associated with smoking and long-term exposure to 
coal dust, and is characterised by a progressive loss of lung capacity and associ-
ated physical functionality.1 Medical treatments draw from a limited range of 
options designed to maximise lung function and the six month period at the 
end of life is often characterised by multiple unplanned hospital admissions 
made in response to attacks of severe breathlessness and infection.1,2 Despite 
this gloomy prognosis, sufferers report that gains in quality of life can be made 
in such non-medical treatments as smoking cessation, nutritional interventions, 
exercise, social support and cognitive therapy to deal with the debilitating 
panic attacks often associated with breathlessness.

On this basis, GPs were engaged to provide proactive, non-medical man-
age ment (i.e. focusing on social and psychological factors as well as clinical) 
and to support patients in self-management. The resultant pathway, imple-
mented in April 2006, goes beyond the usual medical, reactive response to an 
exacerbation (secondary care focused drugs, stabilisation and discharge) to a 
proactive, holistic approach in primary and community care with long-term 
management of the patients to include self-management. The project group is 
outcome focused and aims to achieve a cost neutral 15% reduction in COPD 
emergency admissions in 2006/07 and a further 15% in 2007/08.
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GUIDING PRINCIPLES
A Project Team was set up and was governed by a number of explicit and 
implicit principles. First, from its inception, the development of the Year of 
Care pathway was outcome driven: to reduce COPD unplanned admissions 
by 30% by March 2008. This clearly measurable outcome helped the team 
to be focused and enabled it to quantify the cost savings so vital to securing 
invest-to-save funding. The cost saving was to prove crucial as the fi nancial 
climate deteriorated (as with all PCTs at this uncertain time). The team 
distinguished between the measurable outcome of reducing emergency COPD 
admissions and the process of using the Year of Care model to achieve this 
aim. But while the measurable outcome was fewer hospital admissions, it was 
always understood that this clearly translated into far better quality of care 
for patients.

The fi gure of 30% was set as a stretch target. The team adopted the philosophy 
behind the Modernisation Agency’s Pursuing Perfection programme that only 
by setting radical goals would a new radically innovative approach emerge.3 
The team did not wish to merely tweak the existing system, but overhaul it. 
However, neither was the fi gure plucked from thin air: the data from Durham 
University had indicated that the observed rates of readmission for COPD in 
Hambleton and Richmondshire were well over 30% greater than expected 
rates of readmission.

Second, the pathway had to be cost neutral. At the inauguration of the 
project, the requirement was to shift resources from secondary to primary care. 
The recently introduced Payment by Results would allow the savings made 
from reduced hospital admissions to be invested in primary or community care. 
The Project Team initially planned a 30% reduction in admissions over two 
years. However, within two months of the start of the project the economic 
climate changed: Hambleton and Richmondshire PCT, like so many others, 
began fi ghting to prevent a defi cit. All investment ceased. The Project’s only 
hope was to make the pathway cost neutral in one year.

Third, based on the Project Manager and Clinical Lead attendance at Year 
of Care workshops run by Pieter Degeling, self-management and a holistic 
approach to patient care became central to the pathway development. It is 
very easy to see the impact of non-medical factors on COPD patients, so the 
emphasis on psychological, social and economic elements within the pathway 
was always understood. Not only did research evidence back this up (e.g. 
among older people with COPD, prevalence rates for mild depression are 
25% and for major depression reports range from 6% to 42%4) but the fi rst 
hand experience of the specialist respiratory nurses and the practice nurse on 
the team reinforced the view that people were often admitted to hospital due 
to factors other than the purely clinical. Once this holistic approach becomes 
central, a paternalistic model of care is untenable: in other words, unless the 
person is fully engaged as a co-producer of their own health outcomes, they will 
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not be able to impact on these psychological, social and economic factors.
Fourth, the Year of Care model posits three stages of care for people with 

long-term conditions: Stage 1, self-management, Stage 2, care management 
and Stage 3, case management. In effect each stage has its own Year of Care 
pathway. Any such stratifi cation has an inherent tension between providing 
collective equity of access to services and individualised care. While the 
Project Team acknowledged the need to stratify patients, this was simply to 
determine the frequency of review and the clinician in charge of their support. 
Thus patients in Stage 3 would receive reviews by the Specialist Respiratory 
Outreach Nurses at least every three months whereas those in Stage 1 would 
receive an annual review by their practice nurse. Stratifi cation was based on 
the perceived likelihood of an emergency hospital admission, with the aim of 
providing targeted support to those deemed most at risk.

The team agreed that all patients would have access to the same type of 
management no matter which stage they were in. All are assessed for all 10 
aspects of the management plan (shown in Box 10.1) and their care determined 
by their need. For example, a patient in Stage 1 may need advice and support 
for nutrition in just the same way as a patient at Stage 3. It quickly became 
apparent within the team that a key principle was to systematise the good 
practice carried out by the specialist nurses, and ensure that all patients, at 
whatever stage, received the same standard of care. Thus patients who have 
only mild COPD will receive high quality support which will better enable their 
self-management and thereby keep them at that stage for much longer.

BOX 10.1 Aspects of the COPD Management Plan

 1 Carers
 2 Drugs
 3 Exercise
 4 Mental health
 5 Nutrition
 6 Patient education
 7 Physiotherapy
 8 Self-management
 9 Smoking cessation
 10 Social

Fifth, the primacy of primary care was not only a high priority for the 
Department of Health but also was a signifi cant part of the PCT’s vision. 
Hambleton and Richmondshire is a very rural area, so providing care closer to 
a person’s home really does make a signifi cant difference. As stated above, the 
pathway was systematising existing good practice and ensuring that all people 
with COPD received this from the time of their diagnosis. The GP surgery 
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was the obvious place to receive this care for all but those whose illness made 
them housebound.

But the pathway was not developed in isolation from the acute trust. The 
respiratory consultant and the two specialist respiratory outreach nurses 
employed by the acute trust were all members of the Project Group and key 
contributors. Rather than see the development of the pathway as a threat, 
they were confi dent that it would reduce the frustration of avoidable hospital 
admissions, and ensure that their excellent work was not unravelled once 
patients were discharged.

Finally, while the motto ‘the best is the enemy of the good’ was not often 
spoken, the team was happy to accept that a less than perfect pathway 
was better than no pathway at all. There was a shared agreement that the 
pathway would be operationalised when it was deemed to be ‘good enough’ 
and that it would then be improved from feedback which was only attainable 
from usage. The collection of variance data has not yet been systematised; 
however, feedback is obtained at training sessions and at regular one-to-one 
meetings between the new community respiratory nurse and practice nurses. 
Furthermore, because the pathway was not seen as an ‘all or nothing’ affair, 
aspects of it were implemented early as quick gains; for example, reminding 
GPs of the correct drugs to use for exacerbations.

PROJECT MANAGEMENT
In May 2005 the PCT’s Modernisation Manager proposed to the PCT’s 
Professional Executive Committee (PEC) the development of three Year of 
Care pathways, one of which was COPD. In June a presentation was made to 
the PCT’s Respiratory Local Implementation Team (LIT) and it was agreed that 
the Year of Care project should become the main focus of the LIT, and that 
the LIT should re-form as a specifi c Project Team. This group’s fi rst meeting 
was in July 2005.

From inception, the team was accountable and reported to the Long Term 
Conditions Steering Group, the PEC and the Modernisation Delivery Group 
to ensure widespread understanding of and involvement in the project. The 
Project Team was set up to include representation from all key stakeholders. 
These included representatives of service users, primary, secondary and 
community care, the ambulance trust, social services and the voluntary sector. 
The Team’s Chair and clinical lead was a GP and member of the PEC. The 
patient representative who was initially involved felt she could not contribute 
adequately and asked a colleague from the PPI Forum to take her place: 
her input was very useful (although limited due to illness) particularly in 
challenging the jargon-ridden language of the team.

The team explicitly utilised a project management methodology. At the 
initial meeting a Project Initiation Document (PID) was agreed setting out the 
team membership, the aim and scope of the project. Key milestones and the 
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accountability and reporting arrangements were also agreed. The PID acted 
as a contract that provided focus for the team.

In the early stages of the project, four sub-groups worked on (1) data and 
costings, (2) drugs and diagnostics, (3) support, and (4) self-management. 
Each reported to the full team every month. However, as work progressed the 
issues were so cross-cutting that this structure ended, although sub-group leads 
retained responsibilities for their areas.

The pathway was launched in April 2006 at an educational event attended 
by 60 delegates with 17 out of 18 GP surgeries being represented by both a 
GP and a practice nurse. The GPs’ involvement was secured with a Local 
Enhanced Service (LES) that recognised the additional work they would need 
to undertake beyond their nGMS contract. At the launch, GP and practice 
nurse COPD leads from each practice were given an A4 Pathway File. These 
were also circulated to district nurse case managers, nursing home staff, 
physiotherapists and others. The fi les consisted of clear advice on diagnosis and 
assessment, the fl owcharts for all the management plans, a fl owchart for COPD 
palliative care, plus selected examples of patient literature with re-ordering 
details. Follow-up educational sessions were held in autumn 2006.

PATHWAY DEVELOPMENT
The Project Manager’s initial plan was to benchmark best practice, process map 
the existing service and then to identify the ideal local service specifi cation. 
However, just prior to the planned process mapping session in October 2005, 
the Clinical Lead attended a Year of Care Workshop and became so enthused 
that he sketched out an outline Year of Care pathway, arguing that process 
mapping the existing services would not contribute a great deal because 
the project was not setting out to tweak what existed but to implement 
something completely new. Yet there is a paradox here: the pathway would be 
systematising existing local best practice, and yet the approach was innovative. 
The novelty of the approach was fourfold.
1 All patients diagnosed with COPD would receive the same proactive 

support, even if their condition was still mild.
2 Primary care would deliver this support, using acute care clinicians as 

‘knowledge nodes’.
3 The focus would be on the provision of targeted self-management support 

that was intended to enable people with COPD to self-manage in a way 
that gave them greater choice and improve their quality of life.

4 Simple written guidelines were collaboratively produced for all parts of 
the pathway which enabled the systematisation and made transparent the 
contributions of each stakeholder at each stage of the pathway, including 
that of the person with COPD.

The outline pathway was so well received by the team that it only changed 
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slightly in the ensuing months. At that meeting in October, the main framework 
of the stratifi cation model and the elements of the management plans were 
discussed and agreed.

The Clinical Lead wrote to his GP colleagues at regular intervals in the 
early days of the project to raise the profi le of COPD. The secondary care 
team informed the team that patients were frequently admitted after being 
given inadequate medication to prevent an exacerbation worsening. Thus one 
letter to GPs included detailed advice on the correct medical treatment of 
exacerbations. GP practices were also sent details of the number of admissions 
as a proportion of their list size and COPD register size: this encouraged one 
practice to analyse its admissions and to give feedback to the team that most of 
their admissions occurred out of hours. Thus out of hours doctors were given 
education about the correct treatment of exacerbations.

The pathway details the ideal care any patient with COPD should receive in 
primary and community care in any year. This includes diagnosis, assessment 
and stratifi cation, management and review. All patients, independent of the 
stratifi cation, are given an assessment and subsequent management plan 
covering the areas shown in Table 8.1. The pathway documentation gives 
simple fl owcharts to enable clinicians to follow systematised mini-pathways 
for all these areas. Some of these mini-pathways are generic and have been 
included in a Heart Failure Year of Care Pathway that is being developed along 
the same lines.

The development of the pathway also entailed collaboration with colleagues 
in social services, voluntary carers’ groups, mental health, palliative care, 
public health, dietetics and physiotherapy. The aim of this collaboration 
was to establish what best practice was in order to document it to ensure its 
systematisation across the whole PCT.

FUNDING AND COMMISSIONING
It was clear that the implementation of the new pathway would not be 
successful without some additional investment in primary and community care, 
an investment to be fi nanced from the savings produced by the reduction in 
admissions. A simple formula was used to calculate the potential savings: the 
number of spells in the preceding year for the relevant HRGs was multiplied 
by the predicted percentage reduction (15%) to give an absolute number of 
predicted admissions saved. This fi gure was then multiplied by the tariff price 
for the HRGs to give a total saving.

The project team decided on four main priorities for the new investment.
1 A Local Enhanced Service (LES) payment for GPs to incentivise and 

compensate them for the additional workload (the payment was based on 
attendance at the educational launch event (April 2006), attainment of 
specifi ed Quality and Outcomes Framework targets related to the pathway, 
and a reduction in admissions of 15% in each locality).
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2 A full-time community respiratory nurse (from August 2006) to support the 
practices and district nurses in the implementation of the pathway.

3 Some part-time community physiotherapy support.
4 Equipment: nebulisers for long-term loan and pulse oximeters for the out 

of hours teams.

The PCT’s Board and Finance Committee had to be persuaded of the benefi ts 
of the pathway, both in terms of patient care and of cost. While the Board gave 
the go-ahead for the pathway in March 2006, the Finance Committee was less 
happy with the perceived risk. The fi nancial climate had changed from the time 
of the project’s inception; the focus now was on the short-term fi nancial goal 
of breaking even. Further lobbying was undertaken and a cash fl ow forecast 
written to enable close performance management of the fi nancial aspects of 
the pathway. The Finance Committee was due to make its decision on the 
morning of the launch of the pathway (with 60 delegates present). Fortunately, 
the decision was positive, perhaps infl uenced by the fact that the PCT’s Chief 
Executive and Chair – both members of the Finance Committee – were due to 
attend the launch later that same day.

KEY SUCCESS FACTORS
It is too early at the time of writing to report other than impressionistically on 
the clinical and other patient outcomes of the use of the Year of Care pathway. 
The project is subject to continuing performance management; thus, unplanned 
admissions are being recorded monthly but the normal signifi cant monthly 
variance in admissions means that conclusions cannot be drawn for several 
months. However, fi gures for the fi rst eight months of 2006–07 show at least 
10 fewer admissions than in the same period in 2005–06 using a limited set of 
ICD codes: these in themselves have generated a saving of over £20 000. As 
part of the evaluation of the project, feedback is being sought from service users 
on their views on the improved service. At the time of writing, all those asked 
to comment have rated the new service as excellent. However, the novelty of 
such a multidisciplinary project is signifi cant; it is thus worth refl ecting on the 
factors that contributed to its successful implementation.

First, the project had a clinical champion who had passion and enthusiasm 
for the concept and a desire to improve practice. Furthermore, as a much 
respected GP, PEC member and GP vocational training tutor, he had the 
credibility, wisdom and experience to effect change among his colleagues.

Second, the specialist respiratory outreach nurses who were employed by 
the acute trust were very open to the Year of Care concept, and were valuable 
members of the project team. Rather than feeling threatened by the project’s 
drive to shift emphasis to primary and community care, they appreciated its 
value to patients and the positive role they could play in this development, and 
they worked to break down some of the traditional barriers between secondary 
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and primary care. One of the nurses had previous experience in primary care, 
which gave her understanding of the role of the practice nurse and thus the 
benefi ts they could offer; it also provided insight into the pressures they face 
– often a lack of time and autonomy.

Third, the wide stakeholder involvement in the project team smoothed the 
way for implementation. While links with operational managers could have 
been better, the involvement of key clinical opinion leaders was invaluable. 
GP engagement was critical for the success of the pathway as the main focus 
was to be the active management and review of patients in primary care. The 
setting up of Locality Commissioning Groups (LCGs) in early 2006 gave a 
useful forum to present the project to GPs, and the LCGs effectively sponsored 
the project through the PCT’s Local Delivery Plan process.

Fourth, the development and implementation of the pathway in such a 
relatively short time was due in part to the allocation of a project manager 
to the project. The benefi t of this was not only some dedicated time (on 
average 7–10 hours per week) but also the utilisation of a project management 
methodology. This avoided some of the pitfalls of committee work and focused 
on the achievement of milestones and outcomes. The project manager acted 
as facilitator to the clinicians on the team, providing encouragement as well 
as practical support, underpinned by assured confi dence that the team would 
achieve its goals. The team members responded well to this, and an energy and 
momentum was created in which everyone worked hard to ensure that they 
did not let the others down.

Finally, the effective implementation of the pathway depended on the train-
ing and education of those who will deliver it. This was not imposed but shared 
and led by the clinical champion using a variety of media: letters, e-mails and 
events. An initial educational event in April was followed up in September, with 
the latter bringing the pathway to the wider multidiscipli nary teams (including 
district nurses, physiotherapists and community psychiatric nurses).

CHALLENGES AND SOLUTIONS
The main challenge was securing the funding for the project during a time of 
signifi cant fi nancial diffi culty for the PCT. As we have seen, in the end the 
case had to rest robustly on the project being cost neutral in one year. The 
whole pathway could not be prospectively costed and commissioned before 
implementation because of the lack of clear fi nancial data on separate elements 
of primary and community care. Only the new elements of the pathway were 
costed and commissioned. However, as the pathway is fully operationalised, 
audit data will be collected to enable an understanding of the proportions of 
patients accessing each part of the pathway. This retrospective costing will 
enable future prospective commissioning.

An information challenge was provided by the poor quality of the admissions 
data from the acute trust. The HRG data on which the predictions were based 
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required ‘cleaning’ to remove duplications and other erroneous entries. This 
enabled a realistic number – and hence cost – of saved admissions to be 
calculated. However, performance management of the pathway has to be 
undertaken with raw data: therefore savings have to be shown by the reduction 
in the number of admissions and not the percentage reduction. A key task now 
is to obtain clinical Read Codes to enable the recording of the stratifi cation of 
patients on GPs’ clinical IT systems. The existing codes only allow the record-
ing of the clinical severity of the condition. Once obtained and practices have 
coded all the patients on their registers, it will be possible to perform data 
analysis to understand the proportions of patients accessing different aspects 
of the pathway. This will then form the basis for prospective commissioning.

A systematised approach to the stratification of patients also proved 
challenging. Initially the team tried to include all the factors that seemed to 
affect the likelihood of an exacerbation resulting in an admission. They also 
endeavoured to completely standardise the process. A realisation that only the 
frequency of review would be affected by the stratifi cation enabled a solution: 
only factors that could be improved by increased review frequency needed 
to be included in the process. The outcome provides a simple model that 
acknowledges the need for clinical judgement.

Improving both the self-management process and outcomes for people 
with COPD was another key challenge not least as it was linked to the need 
for other professionals (especially ambulance and out of hours staff) to access 
information about the patients’ normal condition and their normal and 
stand-by medication. A Self-Management Plan was produced for patients 
to keep at home. This told patients how to recognise and react to the early 
signs of an exacerbation and when to take stand-by medication. Information 
was produced about the general effects of the disease and also how to deal 
with the cold of winter or the heat of summer. Also a holistic approach was 
emphasised because often patients’ self-management is thwarted by depression. 
Clinicians required improved skills in motivational interviewing and this factor 
is addressed in our educational sessions.

CONCLUSIONS
The challenge laid down by the strategic health authority to adopt the Year 
of Care model is one that could easily be ignored, given the local climate of 
fi nancial concerns and organisational change, coupled with wider concerns 
about the future for acute services and professional silos. And yet key people 
working in Hambleton and Richmondshire PCT had the vision to recognise 
an opportunity to improve the level of control, visibility and infl uence that 
clinicians have over the process of delivering good quality patient-centred 
care, thereby addressing the barriers to improving the patient experience that 
so often conspire against us.

The development of a Year of Care for people with COPD has taken time, 
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resources, multidisciplinary cooperation and, above all, an understanding of 
the importance of non-medical, non-acute aspects of patient care. The fi nancial 
gains of this process will be proven later in the year; there is no doubt that the 
net effect will be so much more than a drop in avoidable admissions. The value 
to individual patients is immeasurable; the value to the wider community and 
for staff working within the organisations is a cultural change which enables 
the enactment of co-production. This is surely why we joined the NHS in 
the fi rst place: to care for people in ways that take into account their lives, 
experiences and ability to make their own decisions. At a time when clinicians 
often feel exhausted by exhortations to improve the ‘patient’ experience, this 
case study shows that collective, multidisciplinary, planned action can indeed 
make a positive difference.
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CHAPTER 11

Making primary care systematic: 
successful cardiac care

Graham Archard

Primary care has changed beyond recognition over the last few decades. 
There has been a systematic move from the one-to-one consultation with a 
doctor to more complex patterns of treatment involving a number of different 
professionals with specialised skills and with patients actively involved in 
framing and managing their programme of care. This has called for a change 
in the way we do our work.

Historically primary care was delivered essentially as a hierarchical 
relationship between a GP and the patient. Nurses, pharmacists, physiotherapists 
and even junior partners knew their place. Only 20 years ago I employed the 
fi rst practice nurse my practice had ever seen, so much against the views of 
my senior partner that I had to pay her salary from my own partnership share. 
The senior partner of one of my local practices did not even know his district 
nurse who had worked for him for three years. The few practice managers 
dealt primarily with personnel and employment matters and were usually a 
promoted receptionist or the spouse of the senior partner with no knowledge 
of management skills.

The model was hierarchy not teamwork. Staff and patients did what the GP 
told them to do – and the GP felt safe in his ivory tower. We did not recognise 
the skills of others, nor use them. Patients were not involved in their own 
care and it was not felt they should be. Now we recognise that this model is 
no longer appropriate; we talk about the need for teamwork, but we are still 
working out what this means in terms of clinical practice. This chapter is 
concerned with how we can do this and describes one initiative in caring for 
people with heart disease in Dorset.

APPROACHES TO SYSTEMATISING CARE
The development of a more systematic approach to clinical care has been 
pursued in part through the development and circulation of NICE Guidelines. 
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When each tome of such guidance falls upon the surgery mat, it is carefully 
placed on a consulting room shelf to be read – at a later date. Guidelines are 
a bit like appraisal; if you think you are already practising good medicine 
then why do you need guidance? NICE guidance might fi t into appraisal and 
professional development plans if we do not know enough about a subject but 
if I knew what I didn’t know I would know it! For many of us, NICE guidelines 
do not connect with our own clinical experience: they are ‘what they are 
telling us’ rather than ‘what we know from experience’ instruments. Perhaps 
this explains in part at least why NICE guidelines have not been adopted as 
widely as originally hoped.1

What we do know is that the increasing shift of clinical care from secondary 
to primary care environments, the increasing complexities of care and the 
appropriate demand for higher quality care all lead to the need for additional 
primary care resources. But the growth in the number of GPs has been 
relatively small in comparison with the expansion of secondary care doctors2 
and at the same time there are areas of the country where it is diffi cult or 
impossible to recruit doctors to take on this additional workload.3

FIGURE 11.1 Full-time equivalent consultants and general practitioners in England, 
 1995–2005

Rather than simply hoping for an increase in the supply of GPs, we should 
be making better use of the staff we now have and, in particular, making 
better use of nurses and support staff. This means thinking of the practice as 
a comprehensive team, and getting the best value out of each member of the 
team, using the skill of all in the team to maximise our potential in the care 
of our patients. As traditional secondary care conditions have been moved 
into primary care, so traditional GP roles may be safely conducted by others 
with the appropriate skill.4 We have recognised for decades, for example, the 
specialist skills of midwives in managing non-complicated obstetrics, and 
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the role of nurses in the provision of dressings and immunisations is rarely 
questioned. It is now increasingly common for healthcare workers to operate 
across traditional boundaries: for GPs with special interests to link up with 
secondary care or a pharmacist to contribute additional knowledge to a primary 
care team. This shift of skills and work between different professionals 
has led to increased workload pressures within primary care and to give 
more explicit attention to the development and maintenance of the team, the 
recognition of each other’s skills and of the need to work together as extended 
teams to accommodate these pressures.

Team working is all about communication in which all members participate. 
We all need to know what we are each doing, where our skills and responsibili-
ties lie and in what way we can best work together to the benefi t of our patients. 
We have to prioritise the areas of work which we undertake together and 
form an opinion as to how best to implement our work as a team. The whole 
team, including GPs, nurses, patients and managers, must agree the priorities, 
aims and implementation methods (whether de novo or drawn from accepted 
practice such as NICE guidance). Team members can then collectively deter-
mine and offer the skills they have to populate the work plan.

This collective involvement not only recognises the value and worth of the 
team as a whole but also those of each member and the skills that members 
have and indeed may have not been aware of in themselves and each other. But 
there has to be a shared sense of purpose. This may be to implement the Quality 
and Outcomes Framework of the new GP contract or the action plan arising 
from an audit of a signifi cant event or complaint. The purpose, whatever it is, 
must have a value to the team or the plan will not be willingly implemented, if 
at all. Unfortunately, the purposes of many primary care trust initiatives have 
often not been understood or agreed by those who have to implement them 
and, as a result, they never really get off the ground.

HOW DID WE SUCCEED?
SUCCEED (see Figure 11.2) is a patient led care pathway in secondary preven-
tion of ischaemic heart disease (IHD). It was introduced in anticipation of the 
cardiovascular National Service Framework as a means of replacing the old 
Health Promotion Initiative of the Health Authority that was seen by many as 
an exercise in collecting data for data’s sake. Although SUCCEED was funded 
through the Health Promotion Initiative, the project was seen to be particularly 
attractive to primary care teams. Thus over half of the Dorset practices attended 
a series of evening meetings to design a patient held care pathway to implement 
best practice in the management of patient post myocardial infarc tion or post 
coronary artery bypass grafting. Following a Delphi method, the participating 
doctors, nurses and managers examined existing pathways and the available 
evidence, and modifi ed an initial proposed pathway to generate a new, usable, 
pathway understood and valued by all participants.
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FIGURE 11.2 The SUCCEED Project

After short piloting of the pathway, the practices were circulated with 
questionnaires and the pathway modifi ed. Eleven drafts and two meetings later 
the pathway had changed from an initial 11 page A4 document to a double-
sided A4 card designed to be folded into an A6 wallet for patients to carry with 
them between primary and secondary care and which served as a record of the 
time taken at each attendance (against a standard of 30 minutes). Attendance 
times were recorded on the card. The pathways were run by a care manager; 
in all but one very small single-handed practice this was a practice nurse.

Patients became involved in the agreement of their goals. For example, 
although patients were informed of the need to exercise, diet and lose weight 
and stop smoking where appropriate, they had to agree their own goals with 
the care manager. Thus, if a patient felt unable to stop smoking but wished to 
cut down to 10 a day, this goal was noted on the record card and signed by 
the patient. The practice then supported the patient in any way it could in the 
achievement of the agreed goal. At subsequent attendances, the goals would 
be reviewed and renegotiated with the aim of gradually decreasing risk factors 
and improving outcomes. The patients admitted their commitment to this 
negotiated process and to feeling more likely to succeed.

Getting secondary care involved was, initially, diffi cult. Although they 
were invited to contribute to the pathways, our secondary care colleagues 
had seen unsuccessful primary care projects in the past and were reluctant to 
spend more time on similar projects. At every stage, though, secondary care 
was informed of what the primary care project was doing and they were sent 
the latest version of the care pathway and reports of the meetings held so that 
they did not feel excluded, even though they were not at the time attending 
the meetings.

As the project gained momentum, however, secondary care colleagues 
not only expressed an interest but also suggested changes to the pathway to 
improve it. The great breakthrough for working with secondary care came with 
funding for a cardiac rehabilitation nurse to work in the community. Funded by 
a pharmaceutical company, the nurse was seconded from secondary care half 
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time to work with practices and patients to provide the link between primary 
and secondary care. As part of this link the record cards were introduced into 
secondary care and patients were discharged with the care pathway following 
admission for acute cardiac events. Thus the introduction of systematised 
working into primary care led to closer cooperation with secondary care and 
an integrated pathway from an acute event back into primary care.

The systematisation development did not end with the initial production of a 
pathway. Newsletters were written on a bi-monthly basis; you might think that 
there would be little to write, but feedback from practices was communicated 
through the newsletter so that the care pathway continued to evolve. A new 
group emerged through the newsletter to include those with existing, stable 
ischaemic heart disease into the project and volunteers were quickly found to 
pilot this Stage Two of the project. All those with acute cardiac disease (Stage 
One) would move into Stage Two after a year. Soon after this, Stage Three was 
piloted to look at primary prevention in patients with family history of IHD, 
those with diabetes and hypertension. Through all these changes there was new 
information to impart, new medications to be considered and pathways to be 
modifi ed to achieve a single care pathway to incorporate both Stage One and 
Stage Two of the project. Thus through these stages a comprehensive cardiac 
care programme developed.

The developmental process reached out even to those who had not initially 
agreed to take part in the project. Newsletters were sent to all practices whether 
or not they were involved so that they were fully informed of what was going 
on. The advantages of the project were obvious and any new practice joining 
the project was offered nurse (and GP) training where needed and nurse 
support, both on a mobile telephone and also through regular practice visits. 
There were also four-monthly evening meetings to discuss the project and 
to introduce agreed changes to the pathway. We even started to get patients 
involved through feedback to the practice teams that was in turn fed back to 
the review meetings. Similarly, patient feedback was actively sought through 
secondary care and their opinions fed into the developing pathway. However, 
few patients actually joined the evening meetings. Today, they would, of course, 
but at the time the patient was not seen to be a member of the clinical team. 
Although the project missed an important opportunity with this oversight, the 
patient input into the developing project became important and valued.

After a year, all but two of the 120 practices in Dorset were involved in the 
project. The Health Authority gave further support in the form of prescribing 
initiative money and similar funding to practices to promote the project. Thus 
when the Cardiovascular NSF was published,5 most of what was to be achieved 
was already being achieved. It was thus that the project was included as a 
methodology of implementation within the NSF.
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WHAT DOES THIS TELL US ABOUT SYSTEMATISATION?
Bandolier wrote up the project in September 20006 and confi rmed, from 
predicting outcomes, that 22 deaths, 39 re-infarctions and one non-fatal stroke 
were being prevented on an annual basis in Dorset. It concluded, however, 
that the success of the project came at a price:

SUCCEED has shown that common standards can be agreed and implemented 
but those improvements have a price. People must be in place to coordinate 
the work, to provide necessary training and provide hands on help at practice 
level.

Specifi c points that merit attention are:

Don’t expect everyone to be enthusiastic. Maintain a regular fl ow of  ◗
information about progress to all those involved. Avoid the question: ‘Is 
that project still going?’
Find ways to present the impact of the work on GPs and practices. How  ◗
many of their patients are likely to be involved? What does it mean for 
them?
Explore funding opportunities with pharmaceutical companies who may  ◗
be willing to fund work in ways acceptable to clinicians.
Create realistic expectations of practices and do the homework. Which  ◗
offi ce procedures and systems do they use? Do they have the staff time 
to get involved?
Get hospital staff involved in the work from the beginning. Use of a  ◗
patient held record used in primary and secondary care might help.
Don’t let continuing staff turnover undermine your efforts. Create a  ◗
training package to help ensure new staff adopt the approach you have 
striven to introduce.
Explore ways to talk through your plans with patients. They may have  ◗
helpful ideas about how to get the messages over.

This brings out several lessons for systematisation. First, it is possible to 
introduce systematised team working, and as care becomes more process 
orientated (particularly in the provision of chronic care management), 
morbidity and mortality can be reduced. But this requires the development of 
shared understandings among the team, not simply the delivery of advice, no 
matter how sound it may be. The whole purpose of what is being done (in this 
case not just fi lling out a care pathway record but reducing post event morbidity 
and mortality) has to be understood by all, from the most junior receptionist 
to the senior partner. The shared sense of purpose provides understanding of 
the importance of the patient as a member of the team, making appointments 
at convenient times to patients, and ensuring that all patients with post cardiac 
events were invited to join the project. It also helps to protect the time involved 
in successful implementation of the project and to appreciate the skills of the 
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care managers so that the nurses could use their new skills with confi dence.
Second, for any signifi cant change in work practice to take hold, all those 

involved need to see the value and importance of what they are doing, whether 
measured in effi ciency, professional satisfaction, monetary gain or reduced 
workload. In the case of SUCCEED, although there was monetary gain in 
the form of Health Promotion Payments, these were already being made to all 
practices for far less work. At the same time there was additional expense in 
the time taken by practice nurses in the care of these patients. Value here was 
seen primarily in improving the morbidity and mortality of a group of patients. 
Collectively, as a team, we were stopping heart attacks and saving lives and 
we all valued that.

Third, NICE and similar bodies should consider the approach it should take. 
Specifi cally, it needs to pay more attention to the meaning and signifi cance 
of guidance for the audience to which it is addressed. If guidance has no 
clear benefi t for the primary care team, it will be unlikely to give it priority, 
whereas something of obvious relevance will be adopted much more quickly. 
Thus, the impact of the guidance on the implementer is as important as its 
scientifi c correctness. There should be some more joined-up thinking not only 
on what is important as seen clinically by NICE but also from the deliverers’ 
perspective.

Fourth, systematised working can generate new resources by developing 
new capacities among existing staff. The practice nurses gained a great deal: 
they were trained by GPs and cardiac rehabilitation nurses in physiology, 
pathology, therapeutics and rehabilitation of patients with cardiac disease, 
they were empowered to change treatment management in accordance with 
protocol, and they effectively took over the management of these patients, 
adding a new dimension to their responsibilities. The GP stepped in only if the 
care manager had a problem and so their workload was reduced. The nursing 
team worked much more closely than ever before with the administrative staff 
to develop recall mechanisms and to identify the timely access of these patients 
through the project which needed further restructuring of appointment times 
and availability. The new workload of the nurses resulted in a downloading of 
some more simple tasks on to others with fewer qualifi cations and skills thus 
upskilling their clinical juniors. The new relationships resulted in far-reaching 
consequences in the future in many practices, including my own, so that many 
administrative functions were automatically taken over by a more appropriate 
member of the team rather than being undertaken by a doctor or manager.

The project had a life of its own, controlled not by a single person but by 
all practices that had any part in the project. Perhaps this is why it still runs in 
the way it was intended. Patients are still discharged with the care pathway and 
patients have an active input into their management of post cardiac events. I 
have suggested more than once that the project should end: it seems now to 
be ‘low key’ but it remains as popular as ever.
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AND WHAT DOES SUCCEED TELL US ABOUT THE CHALLENGE 
OF CHANGE?
In the past GPs were very reasonably concerned about devaluation of the GP 
role and the threat of others who might be inadequately or inappropriately 
trained taking over some of their responsibilities. Behind these concerns was 
a fear of the unknown and of the risks for patient care and profession. This 
was not prejudice; this was sense.

However, behind all the government initiatives as well as clinical and 
patient demand the challenges to primary care have been expanding rapidly 
as (a) care spreads outside the GP’s consulting room and the practice becomes 
more of a team with a diversity of skills, (b) secondary care is pushed out of 
the hospital and into the community with primary care looked to for support, 
and (c) patients, especially those with long-term conditions, are expected to 
become active co-producers of their own treatment, particularly through care 
pathways and the expert patient intiative.7 Initially seen as a methodology for 
patients to cope with a long-term condition, the expert patient programme 
has now becoming far more focused towards knowledge and management of 
specifi c conditions. Patients with diabetes have long been trusted to change the 
dose of insulin they self-administer according to measured clinical parameters. 
Now there are several projects in which patients change their own dose of 
medication for hypertensive therapies consequent on the self-monitoring of 
blood pressure. Asthmatic patients are trusted to increase the dose of their 
medications at the fi rst signs of rising pollen count or of a viral infection. 
Patients, it seems, are becoming real clinicians and team members in the 
management of their own conditions.

Even managers in primary care might be becoming part of the clinical team! 
They are increasingly active in structuring the treatment process to achieve 
better clinical outcomes through a process orientated approach such as those 
suggested in the new GP contract. Reciprocally, GPs and other primary care 
workers are becoming managers in their work in primary care organisations. 
The boundaries are blurring and all are moving towards a common aim of 
improving clinical outcomes through a concerted and focused effort no matter 
what the individual skills, clinical or managerial. What matters is the team 
skill.

This process of change presents a challenge for all those GPs, other staff 
and patients who have been accustomed to seeing primary care as the exercise 
of individual artistry by ‘the doctor’. It is perhaps as much of a challenge as 
was faced by the medical profession when Elizabeth Garrett Anderson sought 
to enter it. With no medical school prepared to admit women she became a 
nurse at the Middlesex Hospital but was banned from attending the lectures 
provided for male doctors. She tried to work in the operating theatres of the 
hospital but in 1863 the hospital issued a statement on the subject of women 
doctors: ‘The presence of a young female in the operating theatre is an outrage 
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to our natural instincts and is calculated to destroy the respect and admiration 
with which the opposite sex is regarded.’8

As we know, of course, she made it via becoming an apothecary in 1865 
and then qualifying as a doctor at Paris Medical School in 1870. She also went 
on to become Britain’s fi rst female mayor (of Aldeburgh, where she is now 
buried) and her daughter became the Chief Surgeon of the Women’s Hospital 
Corps from 1914 to 1919.

FIGURE 11.3 Elizabeth Garrett Anderson

The objections to women doctors were grounded in the norms of medical 
practice at the time. Will the reluctance to reformulate primary care as 
systematic teamwork look any less strange, 20 years from now? Systematisation 
in primary care is the key to improving outcomes for patients and improving 
job satisfaction among healthcare workers. It takes effort to work as a team. 
Not to do so, however, is not sense; it really is prejudice.
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CHAPTER 12

Assessing the content and quality 
of pathways

Claire Whittle, Linda Dunn, Paul McDonald and Kathryn de Luc

As earlier chapters have confi rmed, integrated care pathways (ICPs) are 
systematically developed tools that set locally agreed standards of care based 
on the available evidence for managing a specifi c group of patients, ensuring 
that multidisciplinary care can be monitored and outcomes measured.1 They 
have been introduced as multi-professional tools to improve the quality of 
healthcare for a homogeneous group of patients.2 They are helpful in achieving 
consensus on the consistency and continuity of care3 and can improve the 
documentation of evidence-based and patient-focused care.4

Although it has been asserted that the standard of integrated care pathways 
is variable, they have not been systematically evaluated.5 Although there are 
a large number of integrated care pathways listed in the National Library for 
Health,6 no ‘kite mark’ has been used to assure a sound clinical, managerial, 
ethical and legal footing for them. Failures to identify improvements in care 
following the introduction of an ICP have been linked to their implementation 
and variability in content quality.7 These shortfalls in both evaluation and 
process have serious implications for clinical governance programmes within 
the NHS and have stimulated the validation of an Integrated Care Pathways 
Appraisal Tool (ICPAT).8

This chapter reports on studies that applied the validated ICPAT in an 
assessment of the content and quality of a selection of ICPs currently in use 
throughout the UK. Our aim is to identify the essential components that should 
be contained in an ICP, elaborate the validated ICPAT items that can be used 
to assess the quality of ICPs and, using the appraisal tool, report on current 
shortfalls in ICP quality.
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METHOD
The format of the ICPAT
The development, format and validation of the content of the ICPAT have 
been described elsewhere.9 The fi nal validated ICPAT had six dimensions 
(summarised in Table 12.1). Each dimension comprised a number of items that 
allow appraisers to assess the content of an ICP. A response of ‘yes’ on each 
coded item scale indicated the presence of such content. Each dimension also 
had a number of quality items structured as Likert scales (1 as strongly agree 
to 5 as strongly disagree) to enable appraisers to refl ect upon the quality of 
the ICP.

TABLE 12.1 Dimensions, content and quality items contained in the ICPAT

Dimension
No. of Content 

items
No. of Quality 

items

1 Is it an integrated care pathway?
2 The integrated care pathway documentation
3 The development process
4 The implementation process
5 Maintenance of the integrated care pathway
6 The role of the organisation

 10
23
13

6
4
3

 2
2

15
1

13
12

APPRAISERS AND APPRAISED ICPS
As in previous work10 a database consisting of personnel involved in ICP 
initiatives throughout the UK was available to the authors. There was also a 
continued awareness of biases within this and previous studies in regards to 
participants having a particular interest in ICPAT development. A convenience 
sample was therefore again obtained by contacting those on the database. 
Ninety-eight participants were recruited from 29 NHS trusts and one private 
care organisation. Five organisations provided one appraiser, while one 
organisation provided two, and 24 provided three or more. The appraisers in 
each organisation used the ICPAT to review one ICP that they had developed 
and implemented. In total 30 ICPs were reviewed using the appraisal tool. The 
clinical areas were diverse including orthopaedics, general surgery, maternity 
and mental health.

Method of appraisal
Appraisers were sent a pack consisting of background information, a copy 
of the ICPAT, and guidelines for its use. They were requested to evaluate an 
ICP they were currently using within their service area. Where applicable, 
appraisers from the same organisation evaluated the same ICP. Unlike previous 
studies,11 it was assumed that appraisers would have access to the relevant 
documentation that supported an ICP’s development and implementation and 
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therefore would be able to assess the role their organisation had played during 
the course of these processes.

A positive ‘yes’ (coded as 1) response to each content item indicated the 
presence of a particular attribute or standard in the ICP. All other responses 
(‘no’, ‘not sure’ or ‘not applicable’) were coded as 2. Simple proportions were 
calculated for each item. If the proportion of appraisers identifying the presence 
of an item was less than 50%, this was classifi ed as a low presence. Similarly, 
50% to 74% was regarded as moderate and 75% and over as a high presence.

Each quality item was coded on a scale of 1 to 5: strongly disagree (1), 
disagree (2), not sure (3), agree (4) and strongly agree (5). To facilitate analysis, 
responses refl ecting agreement with item statements (i.e. scores 4 and 5) were 
recoded and grouped into the same category. Responses indicating uncertainty 
or disagreement (1, 2 and 3) were likewise grouped. Simple proportions 
were calculated for each of these two categories per item. If the proportion 
of appraisers agreeing with a quality item statement was 75% and over, this 
was classifi ed as high and refl ected a sense of ‘doing well’ among appraisers. 
Similarly, 50% to 74% was regarded as moderate agreement and less than 50% 
as low, both indicating some degree of ‘room for improvement’.

RESULTS
Of the 59 content items, 22 (37%) were identifi ed as having a high presence in 
ICPs, 20 (34%) a moderate presence and 17 (29%) a low presence. Of the 49 
quality items, 6 (12%) were identifi ed with high agreement, 23 (47%) moderate 
agreement, and 20 (41%) low agreement. We now break down these results 
by ICP dimension.

Dimension 1: Is it an ICP?
Table 12.2 shows the high presence of all 10 content items and high agreement 
with both quality items within this dimension. This suggests that appraised 
ICPs were considered to be cohesive and multidisciplinary in nature.

Dimension 2: The ICP documentation
Table 12.3 shows that of the 23 content items in this dimension, six had a high 
presence. This represents achievement of high standards of documentation. The 
eight items indicating a moderate presence concerned service user involvement 
(three items), punctiliousness (three items, version number, instructions and 
exclusion criteria) and variance/exception reporting (two items). Of those with 
a low presence, six concerned punctiliousness (page numbers, abbreviations, 
review date, storage), one focused on service user involvement, one variance/
exception reporting, and one item related to the evidence base of ICPs. Of the 
four quality items within this dimension, two refl ected moderate agreement 
with ICP outcomes and punctiliousness and two items identifi ed perceived 
gaps in service user involvement.
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TABLE 12.2 Dimension 1: Is it an ICP?

CONTENT ITEMS 1–10: High Presence Number (%)

Does the ICP have an identifi ed start point? 97 (99%)

Does the ICP outline the anticipated process of care/treatment? 97 (99%)

Does the ICP have an identifi ed fi nish point? 96 (98%)

Does the ICP act as a prompt/reminder for staff at the point of care? 96 (98%)

Does the ICP refl ect a service user’s journey, i.e. moving along a continuum of days, weeks, 
months, stages, objectives, programmes, etc?

95 (97%)

Does the ICP form the record of care for an individual service user? 92 (94%)

Can the ICP documentation be individualised to meet the service user’s needs? 90 (92%)

Does the ICP act as a decision support tool, prompting consideration of various factors like 
additional problems, comorbidity, risk factors etc?

88 (90%)

Is there space in the ICP document to record individual service user exceptions or variation 
from the ICP?

88 (90%)

Does the ICP refl ect 24-hour continuous care/treatment (where appropriate) 86 (88%

QUALITY ITEMS 1–2: High Agreement Number (%)

The ICP is a cohesive document with all of it used in the delivery of care/treatment. 83 (86%)

The ICP refl ects the input of those who contribute to the care 80 (83%

TABLE 12.3 Dimension 2: The ICP documentation

CONTENT ITEMS 11–33

High Presence No. (%)

Are the relevant service users clearly identifi ed in the title of the ICP? 95 (97%)

Does documentation meet local and national minimum documentation standards? 87 (89%)

Is there space for the identifi cation of the individual service user on each page? 83 (85%)

Are there individual page numbers on all the pages? 82 (84%)

Does the ICP ask for sample signatures of those completing the document? 81 (83%)

Is the date of development of the document marked on the ICP? 74 (76%)

Moderate Presence

Does the variation/exception reporting system collect all of the following: date, time, 
description of variance, action taken, signature?

72 (74%)

Is there a reminder that says professional judgement must be applied while taking into 
account the service user’s wishes and needs?

71 (72%)

Are there instructions on how to record the variation/exception reporting system? 64 (65%)

Is there a version number on the documentation? 61 (62%)

Are there instructions on how to use the documentation? 59 (60%)

Does the service user have unrestricted access to their ICP? 54 (55%)

cont.
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CONTENT ITEMS 11–33

Moderate Presence cont.

Does ICP include service user’s consent to treatment/care (where appropriate)? 53 (54%)

Does the documentation indicate the circumstances when a service user should come off or 
should not be put on (exclusion criteria)?

49 (50%)

Low Presence

Is the evidence on which the content is based referenced? 48 (49%)

Are all abbreviations explained in the document? 45 (46%)

Is it clear where the ICP is to be stored while in use? 38 (39%)

Is there a prompt of the importance of completing the variation/exception system? 34 (35%)

Is the date of planned review of the document clearly marked? 33 (34%)

Do the page numbers relate to the total number of pages in the ICP? 24 (25%)

Is there provision for the service user to complete some parts of the ICP? 20 (20%)

Are there prompts to identify whether the service user is on another ICP (where 
appropriate)?

20 (20%)

Are there instructions where to store additional documentation to the ICP documentation? 16 (16%)

QUALITY ITEMS 3–6

Moderate Agreement No. (%)

The outcomes/goals for the service user are clearly identifi ed. 68 (72%)

The instructions for using the ICP are clear. 60 (64%)

Low Agreement

There are prompts within the documentation for service user participation in the ICP. 36 (38%)

The variations are discussed with the service user. 28 (31%)

Dimension 3: The ICP development process
Table 12.4 shows that of the 13 content items of the development process 
dimension two had a high presence (piloting and literature search evidence) 
and fi ve a moderate presence (three of the latter relating to review or audit and 
two to records of the development process). Of the 17 quality items, there was 
high agreement with two items of the comprehensiveness of ICP content and 
moderate agreement relating to both staff focus (three items) and the role of 
audit and evaluation (four items) during the development process. Although 
there was moderate agreement with the testing of ICPs on an adequate 
number of service users, there was low agreement with fi ve items concerning 
other aspects of service user involvement. The assessment of risk during ICP 
development was also perceived as an issue.
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TABLE 12.4 Dimension 3: The ICP development process

CONTENT ITEMS 34–46 No. (%)

High Presence

Has the ICP been piloted/tested? 74 (76%)

Was a literature search carried out to gather evidence for clinical content of ICP? 73 (75%)

Moderate Presence

Was pre-existing practice reviewed prior to development of the ICP as a baseline? 64 (65%)

In the notes or minutes of meetings is there a description or list of the staff involved in the 
development of the ICP?

62 (63%)

Is there a record of the decisions made concerning the content of the ICP? 54 (55%)

Was the completion of the ICP documentation audited after the pilot? 53 (54%)

In the pilot, were the results of the audit of the ICP fed back to those who completed the 
documentation?

50 (51%)

Low Presence

Were the variations/exceptions audited after the pilot? 46 (47%)

Were the outcomes/goals audited after the pilot? 40 (41%)

Do the notes of the development meetings record the rationale for including pieces of 
evidence/guidelines?

31 (32%)

Has the person with responsibility for the Data Protection Act reviewed the ICP? 23 (24%)

Do the notes of the development meetings record the rationale for not including pieces of 
evidence/guidelines?

22 (22%)

Has the Caldicott Guardian reviewed the ICP? 13 (13%)

QUALITY ITEMS 7–23 No. (%)

High Agreement

Clinical risk was considered as part of the content of the ICP. 68 (80%)

The discussion concerning the content of the ICP was comprehensive. 65 (76%)

Moderate Agreement

The training, education and competency of staff were considered as part of the content of 
the ICP.

64 (74%)

The staff opinions about the ICP were collected as part of the pilot/testing procedure. 58 (72%)

There was a signifi cant sample size of service users put onto the ICP to test it. 56 (69%)

All representatives of the staff using the ICP have been involved in its development. 58 (67%)

The appraisal of the clinical evidence/research literature was comprehensive. 46 (59%)

The standard of pre-existing documentation was audited prior to ICP development. 43 (56%)

Any evidence/guideline/protocol referred to in the ICP is readily available for the staff to 
refer to.

45 (56%)

In the pilot the audit indicated that a satisfactory level of documentation was completed for 
legal requirements.

37 (51%)

cont.
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Low Agreement

All staff and service users in the pilot required to complete the ICP did so. 36 (48%)

In the pilot, areas of non-compliance presenting an acceptable risk to the organisation were 
identifi ed.

32 (47%)

The service users multicultural needs have been taken into account. 36 (43%)

In the pilot, areas of non-use presenting an acceptable risk to the organisation were 
identifi ed.

28 (42%)

The ICP pilot results/fi ndings have been discussed with the service users. 18 (23%)

The service users have been involved in the development of the ICP. 18 (22%)

The service user opinions about the ICP were collected as part of the pilot/testing procedure 11 (15%)

Dimension 4: The ICP implementation process
Table 12.5 shows that of the six content items in this dimension, a high presence 
was identifi ed on one (documentation storage) and moderate presence in 
three (staff training and service user involvement). The two items with a low 
presence related to risk assessment and service user involvement. There was 
low agreement with the only quality item – the assessment of risk during the 
implementation process.

TABLE 12.5 Dimension 4: The ICP implementation process

CONTENT ITEMS 47–52 No. (%)

High Presence

Has an agreement been reached as to where the ICP documentation will be stored once 
fi nished?

85 (87%)

Moderate Presence

Is there a system in place to feed back the variations of the ICP to the service users? 65 (66%)

Have resources been identifi ed to undertake the training on how to use the ICP? 58 (59%)

Has an ongoing training programme for the staff been established? 55 (56%)

Low Presence

Is there evidence that the organisation carried out an assessment of the risks involved in an 
ICP development before commencement?

32 (33%)

Is there a system in place to feed back the variations of the ICP to the service users? 17 (17%)

QUALITY ITEM 24 No. (%)

Low Agreement

The assessment of risk carried out by the organisation was adequate. 26 (35%)

Dimension 5: Maintenance of the ICP
Table 12.6 shows that one of the four content items in this dimension (a named 
individual) had a high presence, while the remaining three (associated with 
staff training and review or audit) had a moderate presence. Of the 13 quality 
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items in this dimension, one item refl ected high agreement on the regular 
review of ICP content and documentation. There was a moderate agreement 
on four items concerning review, and two relating to staff feedback. There was 
low agreement for the two items that focused upon the review of variation 
codes and the four items relating to service user involvement.

TABLE 12.6 Dimension 5: Maintenance of the ICP

CONTENT ITEMS 53–56 No. (%)

High Presence

Is there a named individual responsible for maintaining the ICP? 84 (86%)

Moderate Presence

Is regular training provided for new staff that will be using the ICP? 59 (60%)

Is training provided to staff when a change to the ICP content is made? 58 (59%)

Is the review date one year or less? 52 (53%)

QUALITY ITEMS 25–37 No. (%)

High Agreement

The ICP content and documentation are regularly reviewed in terms of use/completion of 
documentation.

65 (75%)

Moderate Agreement

The ICP content and documentation are regularly reviewed in terms of staff comments. 60 (70%)

The ICP content and documentation are regularly reviewed in terms of variations. 60 (69%)

The ICP content and documentation are regularly reviewed in terms of achievement of 
outcomes/goals/objectives.

57 (68%)

There is evidence that staff feedback has changed practice. 53 (64%)

The ICP content and documentation are regularly reviewed in terms of new clinical 
evidence.

55 (63%)

The variations and achievements of goals/outcomes/objectives have been fed back to the 
staff.

48 (57%)

Low Agreement

The variation codes have been updated in line with organisational/local requirements. 34 (47%)

The variation codes used have been reviewed and checked for use and consistency. 32 (43%)

The ICP content and documentation is regularly reviewed (minimum annually) in terms of 
service user comments.

25 (30%)

The variations and achievement of goals/outcomes/objectives have been fed back to 
service users.

14 (17%)

There is evidence service user feedback has changed practice. 12 (15%)

Service users involved in the review of the ICP content.  9 (11%)
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Dimension 6: The role of the organisation
Table 12.7 shows two high presence content items in this dimension related to 
the relationship of ICPs with clinical governance, and one moderate presence 
(ICP planning). Of the 12 quality items in this dimension, one item enjoyed high 
agreement with regard to the clinical leadership of ICPs. There was moderate 
agreement concerning ICP development within the context of organisational 
strategy, management and links to other organisational systems. There were 
doubts in response to four items relating to clinical documentation, variation 
reporting, facilitated time for ICP development, and staff training.

TABLE 12.7 Dimension 6: The role of the organisation in ICPs

CONTENT ITEMS 57–59 No. (%)

High Presence

Are ICPs evident in the organisation’s Clinical Governance Strategy? 78 (80%)

Is the ICP development programme endorsed by the Trust Board or Clinical Governance 
committee?

74 (76%)

Moderate Presence

Within the organisation is there a plan specifi cally for ICP development? 72 (74%)

QUALITY ITEMS 38–49 No. (%)

High Agreement

The individual ICP development is clinically led. 74 (81%)

Moderate Agreement

There is a strategic group reviewing all the ICP developments within the organisation. 57 (65%)

There is evidence that the ICP has been integrated into other organisational initiatives. 59 (64%)

There are organisation-wide guidelines for the ICP documentation. 52 (60%)

The organisation recognises that ICPs involve long-term programme commitment to change. 51 (58%)

Organisational risk management issues were addressed in the ICP development. 49 (55%)

The ICP development programme is managed. 49 (54%)

Within the organisation targets for ICP development are achievable. 43 (50%)

Low Agreement

ICP documentation refl ects organisation-wide developments of clinical documentation. 42 (49%)

The variation reporting system refl ects the organisation style of variation reporting. 36 (44%)

Dedicated facilitation time is identifi ed for development of ICPs. 32 (36%)

There is a comprehensive training package for staff in ICP use and development. 26 (29%)

DISCUSSION
The results of the above analysis are summarised in Figures 12.1 (content) 
and 12.2 (quality). The high content presence of all essential items within 
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Dimension 1 indicates that the ICPs reviewed in this study have been developed 
within accepted defi nitions of what an ICP should be.12 The study therefore 
suggests that the ICPs have content validity. However, beyond the nominal 
existence of ICPs, as endorsed by their organisations (Dimension 6), there are 
process weaknesses in contemporary ICPs particularly in their documentation 
(Dimension 2) and development (Dimension 3), and to a lesser extent their 
implementation (Dimension 4) and maintenance (Dimension 5).

These shortfalls are essentially those of governance and accountability. 
There appears insuffi cient weight given to service user involvement, staff 
training, risk assessment and ICP planning across organisations. The legal 
standing of some ICPs will clearly be tainted by their lack of meticulousness. 
Finally, there are specifi c inadequacies of accountability including the review 
and audit of ICPs, the keeping of records in regards to their development, and 
the consideration of data protection.

FIGURE 12.1 Gaps in ICP content

These findings have important implications for the many healthcare 
organisations that have adopted and encouraged ICP approaches in a drive for 
governed, effective, evidence-based and continuous seamless care. Specifi cally, 
they raise pressing issues about the process management of ICP development 
in the context of their healthcare organisations rather than exclusively for what 
they contain. First, the identifi ed and perceived shortcomings in accountability, 
governance and management processes in ICP development could suggest that 
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ICP initiatives are often carried out in isolation. Over the past six years the 
authors have had contact with hundreds of individual champions or committed 
teams pursuing ICP development in healthcare organisations throughout the 
UK and abroad. The results presented here concur in many ways with their 
general sense of ‘doing well’ in terms of the validity of what they are doing 
but also substantiate the many frustrations when efforts are made to lock ICP 
development into wider strategic and organisational structures.

Secondly, shortfalls in user involvement in ICP development may suggest 
tokenism. This would be a superfi cial and erroneous conclusion. The results 
show that most ICPs have a clear focus upon the clinical needs of patients 
and are able to follow individuals through their care and treatment. The lack 
of user involvement in ICP development may have alternative explanations. 
Expectations for more emancipatory input from service users may often 
overlook the prerequisite knowledge and skill from both the cared for and 
their carers.13 It is highly probable that many ICP leaders and service users 
will not have this expertise without prior training. In addition, users who are 
eager to be involved in ICP development may themselves face organisational 
barriers. For example, their access to data during the audit and review of 
ICPs may raise issues of confi dentiality and data protection, and their on-site 
attendance when engaged in this process raises issues of risk, resource and 
convenient availability.

FIGURE 12.2 Perceived ICP quality
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The development of quality care pathways is paramount and we have 
found a high degree of consensus on the content of ICPs as well as some clear 
areas for improvement in quality. In order that care pathway quality can be 
evaluated uniformly and confi dently the use of the ICPAT should be a priority 
in order to provide a systematic analysis. We have demonstrated the value of 
the ICP Appraisal Tool including as an aid in identifying and addressing ICP 
development needs, which reinforces the view that the ICPAT seems to be the 
most appropriate care pathways audit tool.14
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CHAPTER 13

The executive function in the 
systematisation of clinical work

Chris Fokke

Integrated care pathways tend to be seen as primarily a matter for clinicians. 
Their general development is attributed to clinical teams giving priority to their 
own clinical areas and much of the literature on pathways has concentrated on 
their use and effectiveness in clinical terms.1 In contrast, not much attention 
has been paid to the place of senior managers and board members in the 
systematisation of care and clinical work.

Yet the demands of pathway development (i.e. the need to redesign patient 
care pathways, to work in partnership with communities and stakeholder 
groups, to balance labour shortages with the requirement for increased 
capacity) call for strategy and leadership.2 Team development, education 
about integration, and change management are essential if pathways are to 
foster and be supported by joint working in integrated teams.3 Moreover, 
pathways are means for pursuing organisational purposes, such as service 
development strategy, workforce development, performance and clinical 
practice management.4 And at least one recent high profi le report has shown 
how an executive team’s confusion of responsibility and authority and its 
disregard of clinical expertise can result in avoidable harm to patients in severe 
infectious outbreaks.5

Thus, pathway development should be a concern of senior executives 
and board members, ranking alongside traditional board activities such as 
organisational performance and fi nancial status. This chapter shows how one 
hospital’s model for the executive function facilitates all systematic clinical 
practice and innovation in a learning environment.

THE CARE PATHWAY MODEL IN THE ROYAL NATIONAL 
HOSPITAL FOR RHEUMATIC DISEASES
Croucher has demonstrated the variability in the current level of knowledge 
and awareness of the ICP tool developed by Whittle, et al. (see Chapter 12) 
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and recommends a standard framework for National Health Service staff to 
follow when developing ICPs.6 Some guidance is already available, of course, 
including that from the NHS Modernisation Agency and the National Pathways 
Association7 and on which the Royal National Hospital for Rheumatic Diseases 
(RNHRD) based its organisational framework in 2004 (see Figure 13.1).

FIGURE 13.1 The RNHRD care pathway model

The model recognises the need for pathway development to be fl exible within 
different areas of the organisation to enable widespread implementation. 
Moreover, the whole process sits within a framework of clinical governance 
which makes NHS organisations accountable for continually improving the 
quality of their services and safeguarding high standards of care by creating 
an environment in which excellence in clinical care will develop.8 But the 
distinctive feature is the strategic responsibility of the executive function.

How can an executive team promote pathway development? It is usually 
helpful to have a concise and meaningful mission statement, backed up by 
a more detailed exposition of how the core work of the organisation will be 
directed. Bart and Tabone defi ne a mission statement as a ‘written, formal 
document that attempts to capture an organization’s unique and enduring 
purpose and practices’. Bolon urges hospital executives to devote more time 
to the construction of hospital-specifi c and comprehensive mission statements 
that will provide important information for stakeholders. Although healthcare 
organisations tend to place less emphasis on mission statements than do 
comparable organisations in other industries, Hewison in her study of NHS 
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values writes that ‘the values of an organization are key factors which infl uence 
the way it is managed’. Similarly, Soule argues that business leaders need 
to develop ‘adequate moral strategy’; hence there is a requirement for such 
leaders to formulate management moral principles, consensual agreements 
and business ethics.9

When it became a NHS trust in 1993, the RNHRD adopted the following 
mission statement: ‘We will provide excellent, high quality care supported by 
research and development, education and the empowerment of patients and 
staff’. The executive directors operate within this mission statement and have 
encouraged the development of exciting and new services by the use of the 
care pathway approach. When the RNHRD became a NHS foundation trust 
in April 2005, it gained more autonomy through a governance framework 
including a council of members who represent staff, patients and their families, 
and the public.10 In turn this allowed a more focused and appropriate devel-
op ment of clinical practice using care pathway development as a major driver 
of change.

Such a service development strategy requires an interdisciplinary approach. 
As Edwards and his colleagues observe, in developing better understanding 
between clinical teams and managers, policy agencies should ensure that their 
planning and performance management does not add tensions but allows space 
for clinical teams and managers to agree on shared objectives – the strategic 
vision.11 Clinicians tend to focus on patients’ outcomes while senior managers 
and executives tend to focus on the patients’ experience; to ensure cohesive and 
collaborative interaction between the two groups, the responsibilities of each 
group need to be broadly defi ned. In the RNHRD, some executive directors 
have care pathway and clinical practice systemisation clearly identifi ed in 
their job descriptions. These job outlines clearly state the requirements and 
deliverables expected from directors and ensure that clinical models and 
performance management are supported and monitored.

As Edmonson notes, ‘New technologies (clinical practice systemisation) 
often change work processes in organizations and correspondingly require 
new roles to enact them. To realise creative new possibilities, group roles 
(such as for executive directors) must be reframed’.12 They are responsible for 
achieving the two basic requirements of clinical governance: standards of care 
and clinical excellence. As Stanton remarks:

It is what happens at the clinical coalface which is the hallmark of clinical 
governance. One acid test for any organisation’s governance is therefore the 
lowest standard of care that is tolerated. Secondly it is the extent to which 
clinical excellence is relentlessly pursued. Both of these express themselves 
through the lived culture of an organisation.13

This calls for a structured approach to redesigning roles with those executives 
closely affi liated with clinical governance activities, such as medical directors, 
nursing directors and performance management directors, ensuring that the 



THE EXECUTIVE FUNCTION IN THE SYSTEMATISATION OF CLINICAL WORK 169

clinical function is well addressed and embedded at board level. Systematisation 
through pathways ensures that senior managers and clinicians at the ‘coal-face’ 
have a common language, an integrated vehicle to ensure dialogue and shared 
decision making. This will be illustrated in the section that follows.

MAKING SYSTEMATISATION PART OF EXECUTIVE 
MANAGEMENT: THE VANS CASE
It is important for clinical outcomes that nurses have highly effective priori ti sa-
tion skills; if equal attention is given to major and minor problems, nurses may 
not be able to devote the necessary time to resolve the problems that critically 
affect outcomes.14 A spate of poor clinical incidents and excess pressure on the 
nursing function in the neuro-rehabilitation directorate at the RNHRD led to 
its being selected as a pilot to develop a structured approach to clinical quality. 
The Vital Aspects of Nursing Safety (VANS) risk assessment information 
system was created as result.

The poor clinical outcomes had continued without anyone at unit, directorate 
or board level realising that these were interconnected and needed to be 
addressed through a systems approach. Using root cause analysis concepts 
and tools,15 a close scrutiny of the incidents revealed that prioritisation was 
not always consistent or embedded and no effective systems were in place to 
assist nurses to prioritise care and take clinical decisions. The VANS system 
provided an infrastructure for clinicians, managers and organisational leaders 
to identify causes of poor clinical quality and excess pressure and supported 
the prioritisation of resources and activities.

The RNHRD had also wanted to use clinical practice expertise through-
out the organisation in a more systematic and quantitative way. We realised 
that communication often fails because the role of management in assuring 
the downward and upward fl ow of information is underestimated.16 Middle 
managers in particular have a key role in transforming risk assessment data 
into mean ingful information for clinical teams, and translating the data into 
quanti fi able indicators for the board’s overall clinical management function. 
A local structured process to help managers to achieve this is shown in the 
process map of VANS (Figure 13.2).

VANS harnessed two new technologies: (1) a change in practice to embed 
routine and continuous assessment of quality of care, and (2) a new vehicle 
to transcribe this data into meaningful information for clinicians, operational 
managers, and the executive board members. However, new technologies 
or systems such as these can disrupt existing organisational routines and 
relationships, requiring potential users to re-learn how to work together.17 
Perhaps for this reason it took six months for nursing teams, their manager 
and the executive manager to provide a systematic platform of communication 
where the vital core nursing activities and the risk assessments that would 
quantify the quality and validity of this function were established.
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VANS also developed 20 risk assessment tools that covered the vital 
functions of nursing within the unit. These assessments ranged from checking 
hazards in the environment to specifi c clinical observations, diffi cult behaviour 
and respiratory care. Each was collected, analysed and reported on a monthly 
basis. Table 13.1 illustrates one such risk assessment tool, that for Patient 
Safety: Poor continuity of care. The tools provide an audit process that feeds 
data back to nurses and ward managers. Where individual risk assessments 
score less than 70%, local action plans and monitoring systems are designed 
and monitored by the nurse lead of that unit. All the risk assessment scores will 
aggregate into an overall percentage which will refl ect the overall standard of 
the nursing function on a particular unit. The board receives monthly statistical 
analysis as part of its organisational assurance framework regarding the overall 
quality in nursing activity; and if the monthly overall score is below 70%, an 
action plan report is required for the board.

TABLE 13.1 Example of vital aspects of nursing care audit sheet

RISK ASSESSMENT TOOL  

Aspect of safety: Poor continuity of care  DATE

Indicators  
No. of 

patients Yes No % Yes

Location of patients known to be due for admission in the next 24/48 
hours are present in the ward. A     

Do the patient records show the signature of the primary nurse within 
24 hours of admission/weekly basis? B     

Is the primary nurse indicated in the patients records at Band 5/6 or 
above? C     

Do the patient records hold a basic nursing assessment dated within 24 
hours of time of admission to the ward? D     

Do the patient records hold a full nursing care plan dated within 24 
hours of admission to the ward? E     

Are the necessary documentation and equipment to implement the 
care plan recorded as being present within 24 hours of the patient’s 
admission? F     

Have the progress records been updated at the end of each shift? G     

Are the charts and ongoing documents up to date as required by the 
care plan at the time of inspection? H     

Does observation of the handover report show that the information 
given is complete and tallies with the written records? I

    

Once this system was established, clinicians felt better supported by managers 
and the organisation as a whole and nurse leaders within the unit were able 
to stratify where specifi c pressure points were emerging, and therefore able 
to mitigate and eliminate these (through specifi c prioritisation of areas that 
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scored low) without necessarily needing to change all activities within the 
whole nursing function.

As with any validated care pathway, the schema has key elements: a clear 
aim, a set of evidence based practice on which the risk is assessed, and a clear 
process map with detailed audit points (Figure 13.2). Performing the 20 risk 
assessments and documenting the deviations produces the variance reports. 
The auditor’s variance analysis is submitted to the unit and triggers action 
plans to be formulated by the nurse leaders. Where the variance analysis falls 
below the overall benchmark set by the organisation, a report is submitted to 
the board. This report alerts the executive management team to the underlying 
causes of the VANS results and requests board support for measures (e.g. 
a temporary halt to admissions, increased recruitment drives or funds for 
additional training to increase competency) that will re-establish nursing 
care at or above the agreed benchmarks. Thereby, the VANS system allows 
clinicians, managers and executives to communicate and work together to 
ensure that clinical practice is within agreed standards.

It could be argued that this amount of continuous auditing requires a 
disproportionate amount of effort and resources that could be better invested 
in direct clinical care. But as Currie and Loftus-Hill show,18 clinical governance 
must be embedded in routine professional practice, identifying and utilising 
clinical indicators and embodying an integrated relationship between clinicians, 
managers and the executive board. And the experience of this pathway has 
shown that the required audit can easily be incorporated into day-to-day 
activities. Providing there is sound leadership and a non-blame culture based 
within a dynamic change management environment, staff will participate.

THE CORPORATE FUNCTION OF THE ICPS
The ICP approach is not simply a way of organising clinical work; it is a com-
prehensive strategy for relating clinical practice to the corporate concerns 
of the organisation. As recent reports have shown,19 it is not acceptable for 
executive directors to ‘turn a blind eye’ to weaknesses in clinical practices. 
Executives need to support and be involved in the systemisation of clinical 
practice in order to provide an organisational framework for identifying and 
remedying such weaknesses. VANS is just one example of how this can be 
done. Such interdisciplinary approaches to healthcare safety have the advan-
tage of individual risk assessments that are very fl exible and tailor-made to the 
specifi c activities of a profession or clinical practice. A systematic approach 
then ensures that accurate interpretation and analysis of clinical practice is 
transcribed for executive leaders to support the delivery of the organisational 
objectives.

Systematisation also contributes to financial management. Hospitals 
with incentive plans built around outcomes indicators such as cost per case 
and length of stay found clinical pathways with their easily identifiable 
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processes to be an excellent tool for tracking their progress.20 In addition, 
multidisciplinary clinical pathways provide a good marketing tool to win 
managed care contracts.

Defi ning care in terms of a patient pathway rather than its specialised inputs 
also facilitates broader staff development. Care pathways allow for health care 
professionals to be trained and work more fl exibly and across traditional pro-
fessional and organisational boundaries.21 The redesigning of roles delivering 
the organisational objectives in a healthy working environment is key within 
the structured approach which is fi t for clinical purpose.

CONCLUSION
This chapter has focused on the importance of clinical practice systemisation in 
the context of meeting organisational objectives. The key ingredients identifi ed 
to promote the highest level of success are as follows.

A clear and concise mission statement and strategy for the organisation. ◗
An organisational model of care pathway development that is fl exible  ◗
enough to address the needs of the various directorates within the 
organisation.
Middle managers who are tasked with interpreting data from frontline  ◗
staff and transcribing them into information that is usable for executive 
management.
An executive team that is as focused on clinical practice management as  ◗
on other more traditional activities such as an organisation’s fi nancial 
status and performance (and recognises that failure to do so can put 
patients’ safety severely at risk).

In this approach to systematisation, we can see a shift from using the number 
of clinical pathways as a measure of clinical practice functions to using care 
pathway technology as a common approach throughout all levels and struc-
tures of an organisation. The role of the executive (led by the chief executive) is 
to provide strong leadership throughout the organisation and ensure open ness 
and effective communication between executive directors, middle managers 
and clinical teams.22 Clinical practice systemisation such as VANS provides an 
approach to fulfi l this role. It can also liberate clinical healthcare professionals 
to contribute to managerial functions such as described in the routine risk 
assessments. And it also strengthens the corporate capacity of the organisation; 
the RNHRD has seen an explosion of entrepreneurial innovation and part-
nerships with other healthcare organisations locally, regionally and nationally 
through care pathway technology. But, above all, an executive-led application 
of this approach to local organisational needs and services enhances a safe, 
effective and effi cient patient journey.
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CHAPTER 14

Organisational lessons from 
systematisation: the experience of 

HealthCare Otago
Allan Cumming and Janine Cochrane

As we have seen in this book, integrated care pathways (ICPs) have been 
widely adopted as a way of systematising clinical practice. Fully developed ICPs 
are seen as desirable in the delivery of cost effi cient high quality patient care.1 
But for some ‘it is questionable whether care pathways are a universal response 
to the requirement for modernisation and service redesign in the NHS’.2 They 
have been seen by some trust managements as largely irrelevant to the change 
agenda or, worse, as adding costs in an already diffi cult fi nancial climate.

Many of the experiences described elsewhere in this volume are concerned 
with the essential clinical dimensions of systemisation. In this chapter, we 
consider organisational factors and specifi cally their importance in the very 
positive experience of introducing ICPs in Otago, New Zealand.

BACKGROUND
Between 1994 and 1998 HealthCare Otago, a tertiary teaching hospital serving 
a small population in the South Island of New Zealand, underwent a major 
transformation. Using a combination of an unusual management structure, a 
focus on integrated care pathways, and a commitment to continuous quality 
improve ment, HealthCare Otago transformed an organisation with severe 
fi nancial challenges into a hospital ‘in the black’.

The 1991 health reforms in New Zealand were launched by the green 
and white paper, Your health and the public health.3 The reforms introduced 
a split between purchaser and provider: four Regional Health Authorities 
(RHAs) were set up to purchase services on a competitive basis from 23 Crown 
Health Enterprises (CHEs). The Crown Health Enterprises were commercial 
enterprises, with appointed Boards accountable to the Minister of Health 
and the Minister of Crown Owned Enterprises. HealthCare Otago came into 
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being as a crown owned company operating under commercial fi nance rules 
on 1 July 1993.

In early 1995 a new chief executive offi cer was appointed to HealthCare 
Otago, and in October 1995 a new senior management structure was intro-
duced. This became fully functional with the appointment of general managers 
in December 1995. With the exception of the chief fi nancial offi cer who had 
been in the post for 12 months, all the senior management posts were fi lled 
from outside the organisation. At this time, the organisation was in severe 
fi nancial diffi culties, facing an annual defi cit of NZ$24 million, and the Chief 
Executive was determined to adopt a radical new approach to running the 
organisation. This approach was based on three main factors: a new man age-
ment structure that engaged with clinical staff, a commitment to continuous 
quality improvement, and the use of integrated care pathways to systematise 
the delivery of care. These, combined with a performance system that provided 
fully allocated costs to the patient level, assisted the organisation to reach a 
positive fi nancial position within four years.

This change in fortunes was not achieved without diffi culty. Changes to the 
nursing management structure, and the appointment of some younger con-
sultants to management posts, caused confl ict between clinical staff and the 
new management structure early in the process. There was some resistance 
to the ‘intrusion’ of management into clinical care when the ICP programme 
started. This extended into the relationship between the management of the 
hospital and management of the medical school, where a number of the 
consultant staff had joint appointments. Ultimately, a change in the mem ber-
ship of the CHE Board led to the departure of the Chief Executive and the 
senior management team, and a reversion over the following 12 months to a 
more traditional style of management.

The story of pathway development in HealthCare Otago does not end with 
the counter revolutionary arrival of the new management structure in 1999. 
Although some things changed, what made the HealthCare Otago experience 
unusual was that the ICP work had become central to the way that clinical 
staff worked. Pathway work continued without the active encouragement, or 
even the continued explicit support, of the new senior team.

What led pathways to remain a signifi cant factor in the delivery of effi cient 
healthcare 10 years after their introduction? The three main factors in 
the change process were the management philosophy, the use of a quality 
improve ment methodology and the widespread use of ICPs. These were not 
independent strategies. The management structure and philosophy was based 
on devolvement to Clinical Practice Groups (CPGs) jointly managed with 
clinical staff. This devolvement meant that accountability for performance was 
placed with the CPG staff who were given the authority to develop solutions 
to fi nancial and clinical problems. The quality improvement methodology was 
central to this devolvement of responsibility, giving both the philosophical 
basis for devolved authority to ‘fi x problems’ and the analytical tools to enable 
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workplace staff to identify causes of problems, and develop solutions. The ICP 
programme was the application of the quality improvement methodology to 
clinical practice: quality improvement methods and tools were used by staff 
to develop ICPs, and the use of ICPs was seen as the way for the CPGs to 
achieve their improvement in performance. ICP development would not have 
occurred without the devolvement of authority to the CPG; neither would the 
more general quality improvement work. The devolvement of accountability 
could not have been effective without the tools to deliver change. These 
interdependencies were telling, as we shall see.

THE CLINICAL PRACTICE GROUP STRUCTURE
The new management structure introduced in January 1996 had three main 
features that distinguished it from its predecessor: it denied traditional 
medical/surgical boundaries, developed dual accountability and leadership, 
and provided very devolved structures and responsibilities.

FIGURE 14.1 HealthCare Otago management structure

Overcoming the medical/surgical boundaries
The basic unit of the new structure was the Clinical Practice Group (CPG). 
Unlike previous structures that followed the traditional division of the hospital 
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into medical specialities and surgical specialties, the CPG structure instead 
divided the hospital by ‘body systems’. Initial CPGs included a Musculoskeletal 
CPG, containing orthopaedic surgery, rheumatology and physiotherapy, a 
Cardiothoracic CPG including cardiac surgery, cardiology, thoracic surgery 
and respiratory medicine, and a Head and Neck CPG including neurology, 
neurosurgery, ophthalmology, ENT, and maxillofacial surgery.

The CPG structure expressed a belief that the role of the medical consultant 
was changing and historical boundaries between medicine as diagnostic and 
surgery as interventional was no longer true. With services such as rheuma-
tology, dermatology and cardiology conducting more interventions and minor 
procedures, it was apparent to the CEO that services such as cardiology and 
cardiac surgery had more in common than was previously acknowledged.

Although there was resistance to the structure from some specialities (e.g. 
neurology was initially reluctant to be combined with neurosurgery), such 
resistance dissolved. Over time, all clinical support services became part of the 
CPG that they were most closely aligned to, and CPGs merged and reformed 
as clinical interests became more clearly integrated. Initially, for example, a 
number of medical specialities were grouped with General Medicine; however, 
eventually the specialities grouped with the cardiothoracic group, with General 
Medicine aligning with Care of the Elderly services, although remaining as a 
separate CPG.

Leadership in the CPGs
A key feature of the CPG structure was its management and leadership. The 
CEO decided at the outset that it was essential to involve the clinical staff, 
and particularly the medical staff, in the new structure. He also acknowledged 
that not all doctors were interested in the details of day-to-day management, 
especially some of the potentially diffi cult decisions that would have to be 
made over service confi guration. To deal with this dilemma, he introduced 
dual accountability.

Each CPG was headed by a full-time Clinical Practice Group Manager, 
full-time but in most cases with responsible for more than one CPG, and a 
Clinical Practice Group Leader, who devoted 20% of their time to management 
and retained their clinical duties for the remainder. In most (but not all) cases 
the CPG Leader was a medical consultant. The job descriptions for the CPG 
Manager and the CPG Leader were essentially identical, with the two being 
equally accountable for all clinical, fi nancial and managerial aspects of the 
service. Both attended meetings together and decisions were made jointly. This 
meant that the clinical staff were fully involved in all aspects of their services, 
but had the ability to share the managerial tasks and pain. Equally, the CPG 
Manager was accountable for clinical quality on an equal footing with the 
clinicians, avoiding the often seen clinician-manager split of accountabilities.

Another feature in the appointment of staff to these new roles was the 
selection of relatively junior consultants for a number of posts. A generation 
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of clinical staff was skipped in some areas, leading to some confl ict but a fresh 
approach to many problems.

Devolving responsibility
The third feature of the structure was a signifi cant devolution of responsibility 
compared to its predecessors. The intention was to turn each CPG into a self-
managing service, a ‘hospital within a hospital’; thus it took responsibility for 
all aspects of the service including the confi guration of services and contracts 
with funders. Over time, nearly all previously centralised support services 
were devolved into the CPG structure to support this delivery model. Clinical 
coding, human resources, most financial support and all training, audit, 
education and quality staff were placed within the CPGs. Central support 
functions were limited to a small central fi nance team, management of the 
case-mix and full-cost allocation accounting system, and the information 
technology departments, with a small HR support team managing collective 
staff contracts and recruitment of junior medical staff. Using the problem 
solving approach set out in the quality improvement training all management 
staff were required to attend, staff within CPGs were expected to come up with 
solutions to performance problems rather than have solutions imposed from 
above. In most cases, as long as the CPG met its targets for delivery of contract 
volume within agreed budgets, there were few decisions that were routinely 
required to go to corporate managers.

FROM QUALITY CONTROL TO QUALITY IMPROVEMENT
The second leg of the tripod supporting the turnaround at HealthCare 
Otago was the Quality Improvement Programme. The CPG structure placed 
responsibility for quality fi rmly with the CPGs and the central quality unit was 
disbanded and its staff moved into CPGs. The general manager for Medicine 
and Surgery commissioned the Juran Institute, an American-based consultancy 
offering training in continuous quality improvement methodologies.

Juran believed that quality improvement and a problem solving approach 
were important to the management philosophy, that it was the responsibility of 
all staff to identify and fi x performance and quality problems, be they fi nancial 
or clinical. Senior management set the direction for the organisation, and 
provided both the authority and the tools to achieve the goals set; but it was 
the staff within the CPG that had the authority and the knowledge to deliver 
results. Thus all staff with any management responsibility were required 
to attend a four day training programme, conducted with visible com mit-
ment by the CEO and senior management team, and had to deliver quality 
improvement projects as part of the performance review process. Overall 
the Juran training programme brought to all levels (including the front line) 
a higher understanding of the importance of data analysis and the ability to 
understand and interpret data.
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INTEGRATED CARE PATHWAYS AS A WAY OF DELIVERING 
CHANGE
The third leg of the HealthCare Otago change process was the widespread 
introduction of integrated care pathways to systematise the delivery of clinical 
care. It was the ICP work that outlasted the more structural changes: seven 
years after it offi cially ended, nearly all of the pathways developed in the period 
1996 to 1998 were still in use, and most were being regularly reviewed and 
updated.

Integrated care pathways were fi rst introduced under the new management 
structure in January 1996 when the General Manager of Medicine and Surgery 
appointed a Care Pathway Coordinator. The ICP Coordinator’s role was to 
facilitate the introduction of pathways within the new CPG structure, and 
to ensure a common standard and approach to pathways development. The 
role was one of the very few appointments that sat outside the CPG structure. 
Pathways were seen as essential to the process of driving down length of stay 
and costs through the reduction in variation and systemisation of practice. 
Pathways were also seen as clinical embodiment of the CQI process supported 
by the Juran approach to data management and interpretation.4

There was initial resistance to the pathway approach from both clinical and 
management staff. Managers could not see the immediate relevance of pathways 
to achieving cost and length of stay performance targets and clinical staff were 
concerned about management interference in clinical care. The CPG structure 
lessened this resistance because, while the freedom to ‘not do ICPs’ was not 
an option, the development of the ICPs lay with the clinical team within the 
CPG. Although the format was mandated (to maintain consistency across the 
hospital) and the initial conditions were chosen by senior management (on 
volume-cost basis), all staff within the CPG were involved in the development 
of pathways in their specialities. At the time the programme was launched, it 
was supported by experiences in pathway development in Australia and the 
United States; indeed, American work of pathway development for cardiac 
surgery appeared to be key in convincing that group of consultants of the 
value of the work.5

The fi rst two pathways were for Coronary Artery Bypass Graft (CABG) 
within the Cardiothoracic CPG and for Total Knee Replacement (TKR) within 
the Musculoskeletal CPG. Each took some six months to develop, and the 
experience of developing these initial pathways eventually led to the devel-
op ment of a Four Meeting Model which would allow a new pathway to be 
developed in two months.

The introduction of pathways to the organisation took place on a number 
of different levels. A Pathway Steering Group was set up. This group included 
medical, nursing, allied health and managers. The Steering Group recommended 
content of training, agreed the approach for development and oversaw the pace 
of roll-out. Training in pathways, data analysis and understanding variation 
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was carried out in addition to the monthly hospital-wide CQI training. Training 
in pathway development was directed mainly at educators, nurse specialists 
and senior nursing and allied health staff. Medical staff were approached 
personally and through CQI training. Each professional group was responsible 
for educating its colleagues. The nursing staff paid particular attention to 
making sure that each member of staff on day, evening or night shift had an 
education session. The medical staff education usually took place at a breakfast 
meeting. It was identifi ed early that pathways needed to be viewed as ‘what we 
do around here’; not using pathways in the day-to-day management of routine 
care was not an option for any staff, no matter how senior.

In one clinical area use of the pathways was part of the review of the junior 
house staff. Ongoing training and orientation to the ward was carried out by 
the staff educators (who were usually from a nursing background, but who 
covered all staff including medical). It was also recognised that ‘pathway police’ 
were required to ensure that they were appropriately and routinely used. This 
role was usually taken on by senior nursing and educator staff.

The content of the pathway was developed using the CQI approach (and 
testing theories as to what situations led to poor outcomes or caused patient 
and system variation). A multidisciplinary team was selected and given the 
mandate to work with the group and their own professional colleagues. This 
process of local development, which was seen as important as it led to an 
understanding of how local micro-systems worked, involved three stages.
1 Identifying the start and fi nish of the pathway, discharge criteria, all the 

stages of the pathway as well as a list of anecdotal problems with current 
care.

2 Testing the suspected problems (e.g. comorbidities, laboratory turnaround, 
discharge obstacles) and developing theories of what caused them both to 
address what needed to be incorporated into the new pathway and to dispel 
myths about the problems contributing to an increased length of stay.

3 Reviewing each discipline’s inputs and expectations for each stage of the 
pathway based on systematised evaluation of evidence to achieve consensus 
of practice between consultants – a diffi cult exercise for staff not least as 
traditional documentation focused upon inputs such as ‘taking the patient’s 
temperature’ rather than outputs such as ‘the patient’s temperature was 
between x and y’.

The development of a common standard and approach meant that each 
pathway had the same look and feel developed with feedback from staff. Each 
replaced the traditional progress notes and used exception reporting. The 
documentation used either a day-by-day progress pathway in which each day’s 
activities and outcomes were described (used primarily for predictable elective 
procedures) or a staged pathway where in order for a patient to progress 
through the pathway they had to meet certain criteria (used where there was 
more variation and less predictability in length of stay; e.g. many medical 
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conditions and cardiac surgery). Where daily examinations were carried out 
(usually by junior medical staff), a pro-forma layout was used. Each pathway 
document had a graph on the front cover which plotted ‘criteria to achieve’ on 
the vertical axis and days (or hours for day surgery) on the horizontal axis. A 
plot for the expected recovery was printed on the graph. The patient’s progress 
was plotted daily. If the patient was tracking above the pre-printed line, the 
patient was recovering faster than expected. If the patient was tracking below, 
the patient’s recovery was delayed.

The recording of variations was the most challenging feature of the 
pathways. Where variations were captured electronically, they were found to 
be extremely valuable in both ensuring that guidelines were met, and focusing 
on common problems patients experienced and in which new guidelines were 
required. Each item signed off on the pathway could generate a variation if the 
patient did not achieve a particular outcome. At discharge, a patient’s inpatient 
documentation was repatriated to his or her main medical fi le and the clerical 
ward staff identifi ed the patient on the pathway database and entered coded 
variations.

A pathway database to capture variations was developed in Microsoft 
Access®. Reports could be generated to show the percentage of patients with 
a particular variation, and the average length of stay for patients that had a 
variation and those that did not (to see if there was any difference). As patients 
were expected to have achieved standardised discharge criteria, length of stay 
was settled on as a reasonable proxy for measuring outcome. The types of 
variations that appeared to affect length of stay included nausea and vomiting, 
pain and mobilisation. These activities tended to be the responsibility of the 
junior doctors and nurses. Prior to the variance analysis from the pathways 
there was no routine monitoring of guidance compliance. The pathway provided 
feedback to the entire team. Unlike pathways developed elsewhere, variances 
were not sent to an audit department but remained part of the chronological 
patient record. The capture of variances electronically was achieved by training 
clerical staff to transfer information from the patient documentation.

Some suggest that the language and concepts used when discussing pathways 
is important in gaining doctor involvement.6 In Otago the reason for doing 
pathways was to reduce unwanted, unintended and unnecessary variation. It 
was important to differentiate between reducing length of stay and reducing 
unnecessary length of stay (after discharge criteria had been achieved). It was 
important to focus on improving quality of care as an outcome, not reducing 
tests or other costs. Only one pathway set out explicitly to reduce length of stay 
(cardiac surgery). The aim for the other pathways was to improve the quality 
of care and patient experience. Despite this, all the pathways reduced length 
of stay within six months of introduction (by approximately one day). Most 
pathways demonstrated a reduced variability in length of stay post pathway 
introduction.

The involvement of medical staff in achieving systematisation was important. 
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This was accomplished using one-to-one meetings with the general manager 
and consultants, providing peer reviewed articles of other experience with 
pathways and advertising success in the clinical areas. These strategies support 
the fi ndings of Mathie about which factors infl uence doctors’ behaviour.7 As 
junior medical staff were the most reluctant to engage with pathways, senior 
consultant involvement was vital. One issue frequently raised by junior medical 
and nursing staff was the defensibility of the pathway in court. This was dealt 
with by obtaining a legal opinion from the CHE solicitor which outlined 
benefi ts and harm for both the organisation and individual in using pathways. 
The evidence at the time suggested that if the pathways had been developed 
in an explicit manner (with staff identifi ed) and outlined a clear plan of care, 
this was far more defensible than no written plan (which was traditionally 
often the case).

Systematisation using pathways was integrated into the organisation 
in an extremely focused way. The role of the general manager in pathway 
development was key to maintaining this momentum; the pathway remained 
the way to deliver the latest imperative from the Ministry of Health. Tight 
delivery constraints meant that the phenomenon of staff attending meetings 
and then nothing happening or changing was less likely to happen. Staff 
attendance at meetings was assured, as pathway meetings were seen as the 
most important non-patient work that clinical staff undertook.

WHAT RESULTS WERE ACHIEVED, AND HOW HAVE THEY BEEN 
SUSTAINED?
In preparing this chapter, a number of former and current staff of HealthCare 
Otago were interviewed. Additionally, length of stay data were analysed for 
the period 1992 (four years prior to the initiative) through to 2005 (six years 
after the management abandonment of the initiative). Data were analysed for 
several of the high volume pathways, as well as speciality level length of stay 
data to determine the impact on specialities as a whole.

Coronary artery bypass graft
Selected because of the high cost and high volume of the procedure, pathway 
work was completed in 1996, and median length of stay reduced from 14 days 
to 10 days by 1999. Changes to the provision of this surgery in the past three 
years, with a differentiation between straightforward cases (now done outside 
Dunedin Hospital) and complex cases (still done within Dunedin Hospital) has 
led to a halving of the volume of surgery undertaken in Dunedin Hospital. It is 
unclear whether the changing case-mix or the reduced bed pressure explains 
the increase in length of stay since 2002. Although the pathway is still in use 
within both the public hospital and the private facility which manages nearly 
50% of the volume of elective cases, the analysis of the variance database and 
the regular variance review has not been undertaken for some time.
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FIGURE 14.2 CABG boxplot of bed nights by year

Elective total hip and knee replacement
The pathways were developed in 1996 and due to the high volume of cases 
which were undertaken, the impact was seen relatively quickly. These two 
pathways show reductions in the median length of stay and the inter-quartile 
range. For the total hip replacement pathway median length of stay reduced 
from 11 days (1996) to seven days in 2000, and reduction in variation refl ected 
in the inter-quartile range going from fi ve days to two days. For the total knee 
replacement pathways the reductions in the median were from 11 days to eight 
days and the inter-quartile range from fi ve days to two days over the same 
period. This reduction is similar to that found in other studies. Munoz, et al. 
found a reduction from 19.4 days ALOS to 10.1 days ALOS after six years.8

The pathways developed within the musculoskeletal CPG are still under 
review, with annual variance analysis undertaken by the multidisciplinary team 
and the pathway being modifi ed to refl ect subsequent changes in practice. This 
update of pathways is refl ected in the continued improvement in performance 
for both pathways. The reduction in variation should indicate a tight clinical 
audit of the variance data to ensure that the majority of patients are maintained 
on the pathway.

Transurethral resection of the prostate pathway
Pathways were also developed for General Surgery procedures such as 
transurethral resection of the prostate. Pathway work commenced in 1997, 
later than the cardiac and orthopaedic pathways. While the median length of 
stay did not signifi cantly reduce initially, the impact of the pathway was seen 
in the short stay patients, with the lower quartile dropping from four days in 
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1997 to three days in 1998, two days in 2000, and one day in 2003. Although 
the staff in the area maintain that the pathways are still used and regularly 
reviewed, analysis of the variance data is not undertaken regularly as in some 
other specialities, and this may explain the increasing length of stay over the 
last two years.

FIGURE 14.3 Elective total hip replacement boxplot of length of stay by year

FIGURE 14.4 Elective total knee replacement boxplot of length of stay by year
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FIGURE 14.5 Transurethral resection of the prostate pathway boxplot of bed nights by 
 year

FIGURE 14.6 COPD pathway boxplot of bed nights by year

Respiratory medicine: COPD
Pathways in the medical specialities are often seen as more difficult to 
implement, but pathways developed for respiratory medicine are still in use 
and reviewed regularly. The chronic obstructive pulmonary disease (COPD) 
pathway was developed in 1997, and while immediate reductions in the median 
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length of stay were not as apparent as in some pathways due to reductions 
achieved through improvement in previous years, the variation between 
patients was reduced and this reduction in variation has been held since 
1998.

Average length of stay (ALOS)
The impact of ICPs and other associated continuous quality improvement 
work9 on average length of stay can be seen when ALOS data for whole 
specialities is analysed. The average length of stay for all patients discharged 
live, both emergency and elective admissions, is presented for four of the key 
specialities. While all four specialities show the best performance in 1998, 
the fi nal year of the CPG management structure, most results have remained 
lower than the pre-1996 fi gures through to the present day. These length-
of-stay fi gures include all patients, those included on pathways and those 
not, indicating that the reductions are signifi cant enough to affect the whole 
department. For example, if the 2392 patients discharged from orthopaedics in 
2000 had stayed the ALOS seen in 1995, an additional 2618 bed days would 
have been used. At the ALOS of 4.35 days achieved in 2000, this equates to 
capacity to admit an additional 600 patients.

FIGURE 14.7 Average length of stay for four key specialties

CONCLUSIONS: THE ORGANISATIONAL FACTORS
The pathways introduced into HealthCare Otago were effective in reducing 
length of stay and therefore cost. These impacts were signifi cant. In the two 
musculoskeletal pathways described, reductions of length of stay in 2000 
compared to 1995 (the last full year before development began) meant that 
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a total of 1386 bed days were saved. In the COPD pathway, if the patients 
treated in 2000 had experienced the same length of stay as those patients 
admitted in 1995, an additional 300 bed days would have been used. In the 
cardiac surgery pathway the saving would have been 334 days; in the TURP 
pathway, 184 days. The number of bed days saved by pathways at HealthCare 
Otago has been signifi cant.

The impact of pathways on performance continued long after management 
moved onto other initiatives. This is largely due to the fact that the clinical 
staff using the pathways on a daily basis found them to be an improved way 
of delivering clinical care. In those areas where regular pathway review has 
continued, pathways continue to be improved, and length of stay continues 
to reduce.

Yet the pathway success at HealthCare Otago was at least partly due to the 
position that pathways played in the organisation. And there are at least fi ve 
organisational lessons for others interested in implementing pathways as part of 
clinical management improvement. First, they were seen as core to the way the 
organisation did its business of delivering healthcare. They were supported by 
senior management, both clinical and non-clinical, and were clearly identifi ed 
as one way that the organisation would meet its performance objectives. 
Second, the pathway initiative was led by the senior management team. As 
core business, the visible support of the executive was central to delivering 
pathways. Third, the pathway programme was inextricably linked into other 
strategies pursued by the organisation. In particular, pathway development 
fi tted into the devolved management structure by giving performance tools to 
clinical staff; it was also the clinical embodiment of the quality improvement 
programme that affected other areas of the hospital. Fourth, in HealthCare 
Otago, pathways were developed from the start by multidisciplinary teams, 
including clerical, medical, allied health profession and nursing staff. No 
profession dominated this process and none was left to undertake it alone. 
Finally, and above all, in HealthCare Otago, pathways were seen as a means 
to deliver better clinical outcomes; they were never ends in themselves.
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CHAPTER 15

Clinical networks: systematising 
communities of practice

David Walton

Networks are not new. Based on informal relationships, they have for many 
years helped to ensure that where the bureaucratic aspect of the English 
National Health Service fails the patient, clinicians work together to provide 
the resources which the patient needs. What is new, however, is the role of 
networks as an independent organisational form, with managed structures, 
memberships and targets.

Managed clinical networks have been evolving over the past few years 
within the NHS in response to the need for improved delivery and coordination 
of services across institutional boundaries. In the main, their mandate is 
determined by national imperatives and the need for clinical engagement in the 
reforms of clinical practice to which government is committed. Their task is to 
recognise and then mobilise as part of offi cial practice the informal power of 
groups of disciplinary practitioners. In effect, they systematise collaboration.

This chapter highlights the experiences and issues of networks. It aims to 
illustrate the effect such groupings have on the transfer and implementation 
of innovation and effective performance, the importance of social capital and 
community of practice as underlying principles for clinical engagement with 
innovation, and the conditions needed to enable the transfer of knowledge 
and practice between practitioners. We shall use cancer networks as our 
illustration.

NETWORKS AND POLICY INNOVATION
The NHS is in the throes of perhaps the most radical structural reform in its 
history. But this structural change is only part of the picture. Unlike many 
previous reforms, the current emphasis is clearly on the clinical services 
themselves: improving clinical outcomes, acknowledging maximum costs for 
product-like clinical procedures, responding to patient choices and meeting 
externally set time scales for locally based treatment. In cancer, these radical 
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changes began in 1995 with the publication of the Calman-Hine Report, A 
Policy Framework for Commissioning Cancer Services.1

Aimed at delivering a uniformly high standard of cancer treatment as 
close to the patient as possible, the report proposed the integration of cancer 
treatment through a hub and spoke model, where the hub is a (tertiary) cancer 
centre of excellence and the spokes reach out to the local cancer units in 
secondary and into primary care. And, in an acknowledgement of the way 
cancer services involve not only these sectors but also charities, Royal Colleges, 
university departments and research groups and other healthcare professional 
bodies, the report proposed the establishment of regional cancer networks, 
rather than markets or centralised hierarchies. These regional networks were 
to develop managerial and clinical relationships across and within primary, 
secondary and tertiary organisational boundaries, with both vertical and 
horizontal integration. This refl ected both the complexity of cancer care and 
the way clinicians were already working together informally to share ideas 
and research.

Despite the ‘patchy, incoherent and incomplete’ way in which those 
recom menda tions were implemented in different areas2 a national web of 
multidisciplinary networks was established to function alongside primary 
and secondary trusts. Acceptance of the network role varied, with trusts 
demonstrating different degrees of commitment to network activity. The 
relationship between traditional bureaucratic structures and more fluid 
organisational forms has resulted in some tension, particularly over clinical 
freedom and resource management. By 1999, there was general agreement that 
progress towards uniform service development was not moving fast enough 
and, in 2000, the national Cancer Plan was published.3 This was a more 
explicit, strategic plan covering prevention, screening, diagnosis, treatment 
and care for cancer, as well as the investment needed to deliver services 
(improved staffi ng, equipment, drugs, treatments and information systems). 
It also provided a national and more explicit defi nition of the tasks and roles 
which cancer networks were to perform.

Six years on and a decade after the Calman-Hine report, the National 
Audit Offi ce spelt out the many signifi cant improvements in the management 
and provision of cancer services since 1995.4 Overall, cancer mortality for 
patients under 75 years is beginning to fall and survival rates are improving. 
New equipment and treatments have been introduced and there is an increased 
accrual to clinical trials. In specifi c areas, smoking prevalence is falling, screen-
ing programmes have been extended, waiting times targets are more frequently 
achieved, NICE guidance for multidisciplinary working is increas ingly being 
implemented and the implications for reconfi guring services (establishing 
specialist centres) are being tackled.

Other aspects of the Report, however, led members of the Public Accounts 
Committee of the House of Commons to a more critical view.5 They found a 
signifi cant number of network failings. There were major variations in cancer 
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mortality and in levels of access to newer drug treatments in different parts 
of England. From a baseline at which patients suffer more delays and worse 
survival than those in many other European states, 30% of the networks 
assessed had no comprehensive plans for providing cancer services in their 
area. Networks were described as inconsistent in monitoring their performance 
against the targets in the plan; indeed, no monitoring at all was taking place in 
fi ve of the networks reviewed. Cancer mortality, particularly from lung cancer, 
was highest in the most deprived areas. Clinical outcomes data is patchy, 
pathway and working practice reconfi guration has been slow, radiotherapy 
capacity is still inadequate and there has been little emphasis on quality or 
effi ciency on inpatient or community based care. It was in this context that 
the Committee reasserted that networks must reduce inequalities in cancer 
prevalence and mortality.

In 2007 a national Cancer Reform Strategy is being planned to tackle these 
issues and new policy imperatives concerning commissioning, prevention 
and the move to more community based provision. Unsurprisingly, cancer 
networks have been considering how to respond to suggestions that they have 
failed to reach the aspirations of Calman-Hine. One line of thinking is on the 
need for a stronger managerial focus in networks to emphasise their role in 
the performance management of cancer services provided by trusts. Another is 
structural reform to distinguish provider networks and commissioner networks. 
Both approaches bring into question the network as an organisational form.

NETWORKS AS ORGANISATIONAL FORM
Although there is no single defi nition of a network,6 the literature on networks 
acknowledges that there are a number of types of network within health and 
social care communities. Individualistic networks are often developed by 
individuals or within single organisations, bringing together a group of affi liates 
to achieve a certain task, often informally. Enclave networks are usually 
close-knit groups with a fl at structure. Members have come together to share 
information, ideas and new thinking. They may not work within a formal 
framework but represent coalitions of shared interest and are often voluntary 
in membership. Hierarchical networks are regulated from a central point, 
such as a steering group, and are often accredited in some way. They may form 
‘vertically integrated’ pathways in NHS trusts, bringing together professionals 
from different institutions to work on specifi c care. A subdivision of them 
might be a care pathway network where specifi c services are planned across 
the whole care pathway or a signifi cant part of the care pathway.

Cancer networks are a hybrid of these network forms. They incorporate 
primary, secondary and tertiary care providers; that is, general practitioners, 
community health nurses, acute service clinicians (medical and nursing), man-
agers, palliative care representatives, strategic health authority representatives 
and cancer commissioners from primary care. They are required to respond 
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to national directives and work on inter-hospital transfers and local care 
provision, work that involves structured decision making and commitments 
that are characteristic of hierarchical network types. On the other hand, 
network groups often begin life as a group of individual doctors meeting 
regionally to review research and matters of common interest. As such they are 
widely seen by clinicians as a valuable method of sharing research knowledge 
across professional and organisational boundaries, very much in line with the 
enclave model.

The networks’ development role includes ensuring consistency in the way 
trusts meet waiting times targets, implement (NICE) Improving Outcomes 
Guidance (IOG), develop fully integrated patient pathways across organisa-
tional boundaries, improve patient information and user involvement, produce 
guidelines on good clinical practice, implement evidence-based pathway 
recommendations, and develop strategies for cancer care commissioning and 
provision across local health economies. Implementing these developments 
requires ownership and commitment by the clinical teams delivering the 
service.

To do this, cancer networks are constituted with boards made of repre-
sentatives from constituent trusts and centrally employed network staff. Each 
trust has its own lead team for cancer, linking with its wider management 
structure. The network organisation consists in parallel to trusts with its own 
lead team and support staff. Some networks also host service improvement 
staff recruited through a national Cancer Service Collaborative initiative.

Most importantly, the activity of the networks is conducted through 
Network Site (tumour) Specifi c Groups (NSSGs). Multidisciplinary groups 
of doctors, nurses and managers, they are the key mechanism for transacting 
agreements; they are responsible for establishing protocols, guidelines and 
integrated care pathways for particular cancers and are also designed to 
establish arrangements for joint and compatible systems for data collection 
and audit. Although network guidelines are formulated by groups, however, 
they invariably acknowledge clinicians’ freedom as individuals, to change their 
practice and determine the way guidelines are applied to specifi c cases.

In at least one network studied by the author, membership of the tumour 
site groups is voluntary. As with any social grouping, participants have a variety 
of motives for attending. Network meetings that address structural issues 
and resources are well attended. So too are those dealing with controversial 
therapy and learning events which sometimes accompany the formal meetings. 
But discussions about individual practice and trust performance tend to 
be less popular; members are reluctant to challenge or criticise each other. 
This reluctance has been most marked when the network groups have 
considered NICE Guidance on Improving Treatment Outcomes for particular 
types of cancer. Network guidelines have been needed to promote NICE 
recommendations and some have required structural change to accommodate, 
for example, the development of tertiary, specialist surgery. Inter-hospital 
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transfers, the development of integrated pathways, the establishment of 
specialist centres and the standardisation of practice have been diffi cult and 
taken much time to progress. In some of these discussions, it appears that 
individual perspectives, rather than the views of clinicians in general, have 
been uppermost. Despite board level representation from trusts there is some 
evidence that clinicians who voluntarily attend network group meetings do 
so out of personal interest and, in some cases, neither communicate with nor 
represent colleagues from their trusts. These behaviours are consistent with 
the enclave model of networks.

But not all networks operate in this way. Cancer networks differ in their 
approach and tend to refl ect the level and aspiration of clinical leadership within 
the Network Lead Team itself, rather than the wider network membership.7 
Networks with individual eminent clinicians tend to follow a more hierarchical 
pattern both in structure and functioning. Those with greater teamwork 
or managerially based leaderships tend to have fl atter structures and more 
inclusive approaches. However, an interesting feature of cancer networks 
in London is that those with a fl atter managerial structure seem to have less 
strategic clarity. Uncertainty among constituent trusts about network strategy 
may also have significant implications for the degree to which mutually 
benefi cial outcomes are perceived to be possible and, as a result, responsiveness 
to network initiatives.

Whatever structural form a network takes, however, there is evidence that 
its effectiveness is infl uenced by how its members defi ne what is expected from 
it. In research into London cancer networks, Ferlie and Addicott report many 
signifi cant differences in what those involved in networks want them to do.8 
On the whole, policy makers and commissioners prioritise commissioning, 
leadership and structural reconfi guration, while clinicians emphasise clinical 
need, capacity, multidisciplinary collaboration, organisational support and 
research. Such differences can be accommodated but the key problem lies in the 
priorities which individuals feel should be addressed. Evidence from networks 
in other fi elds suggests that mutually benefi cial outcomes are achievable 
when members (and their organisations) agree to forgo their right to pursue 
individual (professional and organisational) interests. Effective communication, 
trust between individuals, frequency of contact and consistency of vision and 
effectiveness of decision making appear to be the critical criteria for reducing 
the perceived risk inherent in alliances.9

INNOVATION, EVIDENCE AND PROFESSIONAL SUB-CULTURES
Ever since the seminal work of Coleman, et al.10 networks have been seen 
as important in the process by which clinicians adopt (or fail to adopt) new 
innovations in clinical practice. Yet, until recently, very little has actually been 
known about the dynamics of social networks of clinicians in the modern 
healthcare setting or their effect on innovation. In a network of equals, clinicians 
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are able to discuss and share professional knowledge through meetings, 
educational events and other interactions. They can they frame issues, validate 
information, make decisions, and create management protocols, all of which 
contribute to learning in practice. A network that works in this way should 
become more than a loose coalition of professionals; it becomes a trusting 
cohesive entity in which challenge and criticism are rich and constructive 
tools enabling the ‘un-learning’ of existing practice and implementation of 
new ideas. But there has been less attention paid to the reality of this sharing 
or to lessons from non-clinical research about the implementation of effective 
practice; the way in which evidence or knowledge is distributed and applied 
is less simple than it may appear. And in the clinical fi eld there is debate even 
on what constitutes evidence.

The current network model asserts that the development of innovation and 
best practice is more effective when all stakeholders in the service (including 
service users) work together. Ferlie and Addicott found that, far from the multi-
disciplinary groups simply reviewing evidence and then enabling innovation, 
the reality is that innovation is non-linear and complex.11 Scientifi c evidence 
is a social construction as well as objective data; thus there may be competing 
bodies of evidence and values available. And the basic assumption, that when 
networks review evidence and others’ practice they trigger innovation in 
clinical practice, may not be as solidly rooted as it appears; there are signifi cant 
filters (personal roles, perceptions and experience) which challenge the 
apparent scientifi c paradigm of evidence-based practice.12

This research also suggests that professionals construct and act within sub-
groups and cultures, with each professional grouping having its own knowledge 
base, behaviour and research culture. In some networks some behaviours 
indicate exclusive rather than inclusive collaboration. This can arise through 
the predominance of, for example, secondary care physicians or surgeons. In 
such circumstances some members of a network may be perceived to be more 
equal than others and this in turn may impede the capacity to learn from other 
disciplines and absorb ideas and innovation. Thus, knowledge transfer may 
take place much less easily when the priorities and value systems of other 
professional groupings need to be aired.

It is also possible that the transfer is inhibited by the current complex 
demands on the healthcare system. Recently a large group of clinicians from 
one network, including chairs of its tumour specifi c groups and clinical leads, 
came together to identify a range of issues which they felt contributed to a 
climate of uncertainty within which they deliver patient care. Specifi cally, they 
identifi ed a number of reforms which, however functional for the contexts in 
which they were set, had begun to inhibit network development of patient 
pathways and the effectiveness of integrated working in general. They included 
the following.

The impact of Practice-based Commissioning and Payment by Results  ◗
(especially its incentives for specifi c sectors to hold onto patients to secure 
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the revenue stream and consequent disincentives for clinicians to work 
together.
Changing primary care trust organisation and commissioning  ◗
responsibilities.
The potential involvement of the private sector in future. ◗
Changing corporate and clinical governance and its role in supporting the  ◗
implementation and effectiveness of integrated care models.
Difference in perspectives on the quality of care provided, especially the  ◗
need to link medical and operational perceptions of the cancer agenda to 
ensure ownership of the need to act.
The need for a greater clarity about the model of care to be provided  ◗
across primary, secondary and tertiary boundaries and the importance of 
being explicit about interdependence (how we need to work together).
Administrative, coding and information system weaknesses in support of  ◗
networks.13

The key drivers thus stem from forces for disintegration that at best feed a strong 
sense of uncertainty and conservatism and at worst threaten to undermine the 
trust that is the foundation of network effectiveness. These threats (and they 
are perceived as such, rather than ‘challenges’) may partly explain the variation 
of both level and extent to which people participate in network activities. In 
such high risk settings, the importance of development and mutual learning 
receive much less attention.

NETWORKS AND COMMUNITIES OF PRACTICE
Perhaps these threats and their impact obscure the potential benefits of 
networks in sharing and developing clinical practice. Everyone is committed 
to the rhetoric of learning and innovation. However, changing practice means 
both starting new things and stopping others. Most clinicians would consider 
these risky unless you have trust in the source of advice for change. As 
providing such advice is part of a network’s role, the quality of relationships 
becomes a key success criterion. And that requires considering a dimension of 
the way networks operate which, perhaps because of its apparent intangibility, 
is in danger of being overlooked: the network as a community of practice.

If a cancer network is to have impact on individual practice, a culture of 
development and change is needed. Bielaczyc and Collins suggest that a key 
factor in this must be to structure how learning can take place and to test that 
it is a shared goal. In practice this means clear goals for service improvement, 
problem defi nition and learning. Practical ways of sharing knowledge are 
vital and from their earliest days, good networks have done so as part of a 
community of practice.14

Communities of practice develop around things that matter to those who 
join them – usually voluntarily. As a result, their practices refl ect the members’ 
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own understanding of what is important. Obviously, outside constraints or 
directives can infl uence this understanding, but, even then, members develop 
practices that are their own response to these external infl uences. Even when 
a community’s actions conform to an external mandate, it is the community 
– not the mandate – that produces the practice. In this sense, communities of 
practice are fundamentally self-organising systems.

Many writers in the education world have begun to develop the theoretical 
and practical basis for the functioning of communities of practice. Wenger 
describes them as an evolutionary arrangement for learning in groups; they 
stem from a necessity to accomplish new tasks and create avenues for learning 
that exist within, between and outside traditional organisational boundaries. 
Liedke emphasises the fl uid nature of such communities; they form, evolve 
and disband according to the needs of the situation, the aspirations of their 
members and necessities of their environment.15

The distinction drawn earlier between enclave and hierarchical forms of 
network is repeated in the difference between communities of practice models 
and cancer networks. The former differ from other kinds of groups found in 
organisations in the way they defi ne their enterprise, membership, evolution 
and boundaries. In particular, Wenger posits that communities of practice show 
different degrees of institutional involvement (Table 15.1).

TABLE 15.1 Relationships of communities of practice to networks and healthcare 
organisations16

Relationship Defi nition Challenges typical of the relationship

Unrecognised Invisible to the organisation and 
sometimes even to members themselves.

Lack of refl exivity, awareness of value and 
of limitation.

Bootlegged Only visible informally to a circle of people 
in the know.

Getting resources, having an impact, 
keeping hidden.

Legitimised Offi cially sanctioned as a valuable entity. Scrutiny, over-management, new demands.

Strategic Widely recognised as central to the 
organisation’s success.

Short-term pressures, blindness of 
success, smugness, elitism, exclusion.

Transformative Capable of redefi ning its environment and 
the direction of the organisation.

Relating to the rest of the organisation, 
acceptance, managing boundaries.

The roots of communities of practice lie in constructivism, in which control 
shifts from experts, teachers and others with power to participants, learners and 
those whose principal task is to practise rather than manage. Constructivism 
provides clinicians with the opportunity to debate their own experience and thus 
enables those with less expertise to utilise the knowledge and understanding 
of others about real practice and the often ill-defi ned problems it contains in 
ways that are most appropriate to their own situation and approach.

In traditional authority-led situations, innovation runs the risk of applying 
oversimplifi ed or abstracted ideas to highly variable and complex situations. The 
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constructivist approach embodied in communities of practice acknowledges 
that in real life, improvement and problem solving often require good teamwork 
and tolerance of complexity. The interaction in effective teamwork brings 
different skills and backgrounds to help solve complex and ill-structured 
problems. So it is when networks function as communities of practice. Their 
effectiveness will be dependent upon creating social interdependency.

Communities of practice are by their nature driven by individual freedom 
to act and learn but they also need leadership and support. Schein points 
to the need for maturity in such groups, particularly with leadership as an 
interdependent role being exercised by everyone from time to time and 
acknowledging its value to the development process.17 In a group of peers, 
it is the gift of power to leaders by the followers which acts as a stimulus for 
cohesion and development.18

Wick defi nes collaborative groups of professionals working on best practice 
as entities that help solve authentic problems. He defi nes communities of 
practice concretely as groups of professionals with similar task responsibilities. 
With clarity of role and membership, such groups can promote the cross 
pollination of ideas, enabling interdisciplinary knowledge and practice. He 
points out that such groups work best when they quickly form (and dissolve), 
meeting immediate needs. If cancer networks become too bureaucratic, 
political organisations concerned in the main with structural change or become 
detached from the real urgency or frontline patient care, the conditions for a 
community of practice to grow will not be there.19

It is here that a conflict arises within the modern world of managed 
clinical networks and healthcare. The increasing formalisation of roles and 
accountability in a network may result in membership being necessary, but 
not voluntary. There may be greater accountability resulting from member-
ship which may not add value for many clinicians. It may ask them to offer 
their judgement on others’ practice in a setting which prizes an individual’s 
own responsibility for practice. It may involve arbitrating mutually exclusive 
options for service models, structures and resources that arise in part from 
the competition between trusts. In such an environment there is a risk that 
network leadership does not place much emphasis on the social and group 
behaviours necessary for developing sharing practice. If the development of a 
community of practice is not recognised as a legitimate way for networks being 
effective, managed clinical networks could become yet another structural form 
imposed to deliver improvements but with only minimal impact on changing 
individual practice.

MANAGING THE SHARING OF PRACTICE
Clinical networks have great potential for transferring evidence-based practices 
across the network and accelerating learning. But do networks fulfi l this 
knowledge management role? A study of managed NHS cancer networks 
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in London found that networks concentrated on structural reconfi guration; 
knowledge management remained marginal. In the light of some network 
activities (e.g. some aspects of NICE Improving Outcomes Guidance) this may 
be legitimate, irrespective of the social consequences for competition over status 
and resources. However, emphasis on structural and resource considerations 
in place of developing a learning environment where challenge to existing 
practice is the norm may not lead to rapid or signifi cant innovation. In situa -
tions such as those in clinical work (where independence of practice is highly 
valued), it is arguable that communities of practice may be highly appropriate 
for continuing professional development, improving personal practice and 
academic research. Participants want to learn and change. However, where 
the task is to determine how to meet centrally imposed targets, the authority 
tensions in both identifying and solving problems may diminish that personal 
wish to learn and change. As Knowles, et al. point out, some form of negotiation 
process over goals is essential for adult learners.20 Moreover, as Wick observes, 
knowledge and the staff who hold it are indeed a network’s intangible asset21 
but it is the management of that knowledge, and the ability of the network’s 
members both to review ideas and use them, which adds value.

As a result, the limited spread of innovation highlighted in the recent 
review of cancer services might be considered predictable. The emphasis on 
the ‘performance’ agenda appears to have been replicated across England 
and Wales and its primacy may have been a root cause for the criticism, cited 
earlier, by the Public Accounts Committee in 2006.

The existence of a knowledge management strategy is also an essential tool 
for quality assurance. In cancer networks, the frequency of meetings and the 
capacity for interaction is limited and this suggests that network informatics 
relating to quality, clinical outcomes and relative cost is very signifi cant. With 
only one study fi nding that collaboration is richer because the participants 
actually know each other,22 Johnson emphasises the importance of informatics 
using remote, web-based communication and systems that have common 
application across trust boundaries.23

Within that, however, there are fundamental questions about the way in 
which the transfer of evidence-based practice works. A core principle of cancer 
networks’ perspective on service development is the assumption that infor-
ma tion about others’ experience will lead to changes in practice. However, 
evidence suggests that integrating knowledge is not simply combining, sharing 
or making data commonly available. It involves understanding by others of the 
diagnostic and treatment practice in context. Simply hearing about or reading 
reports of someone else’s view of best practice makes little sense without an 
understanding of the struggles and gaps it was intended to traverse.24

Existing professional boundaries, the concomitant distribution of ‘knowing’ 
and commitment to ‘the way we do things here’ as well as different resource 
climates means that new ideas are sometimes rejected as ‘unworkable here’. 
Within each new context, the various professionals involved may need to 
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generate the same collective knowledge which characterises the situation in 
which best practice was defi ned. Otherwise, best practice models can become 
simply general templates – knowledge which must be legitimated each time in 
each context and subject to examination of fl aws and difference rather than 
an opportunity for adaptation.25

COMMUNITIES OF PRACTICE AND SOCIAL CAPITAL
Knowledge management and shared learning are not quite the same things. 
A basic assumption about networks is that when members review evidence 
and others’ practice, they trigger innovation and change to clinical practice. 
Learning happens because networks are ‘communities of practice’. But, as we 
have seen, there are complex processes at work.

Communities of practice develop around things that matter to those who 
join them – usually voluntarily. How they work refl ect members’ own under-
stand ing of what is important. Although external constraints or directives can 
infl uence this understanding, members develop reactions that are their own 
response to these external infl uences. In this sense, communities of practice 
as opposed to some network forms are fundamentally self-organising systems 
and this is greatly valued by many clinicians.

The expectations of cancer networks following Calman-Hine26 asks clinicians 
to fulfil nationally defined mandates – in the context of an increasingly 
product-focused (Payment by Results) and competitive (Patient Choice) health 
service. But culture, professional values and personal interests play their own 
part in shaping personal perspectives. In an environment where competition 
between providers is increasing, the task of cancer networks has been to 
agree and implement service reconfi gurations involving (for some) loss of 
services and, potentially, professional expertise. The emphasis on performance 
and management has been diffi cult for many clinicians, with ideas of cook-
book medicine and clinical freedom being wound up within debates about 
systematising care, reconfi guration and fi nancial transparency.

So the role of network groups has become an issue. For some clinicians the 
learning and research role (the community of practice element) of network 
activity is the most important. For others, the business of delivering reconfi gured 
and systematised services is about fi ghting your corner and demonstrating your 
trust’s capacity or superior skill. Can both roles co-exist in the same network? 
The tensions which are raised by this role confl ict can only be satisfactorily 
resolved when:

members have clear goals, norms and standards to base their thinking on,  ◗
which are explicit
members must invest suffi cient time for networks to build relationships  ◗
– the derivation of social capital itself – beyond the comfortable; the 
capacity to challenge and question must be an indicator of the quality of a 
relationship
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rapport, informatics and a shared sense of value enables knowledge to be  ◗
shared effectively and improve performance
a sense of trust fl ows from their interactions ◗
members have a common understanding of the issues they share or must  ◗
face
they have a sense of achievement and relevance ◗
they possess the simple social skills of listening without judging and  ◗
seeking information
they resolve leadership, power and support issues through shared beliefs  ◗
and commitments.

So, the concept of social capital can be defi ned simply as the sum of actual 
and potential resources embedded within, available through and derived from 
the network of relationships. Calman-Hine envisaged these relationships 
infl uencing organisational performance. Their potential for doing so (by 
decreasing learning curves, preventing reinvention, increasing cross boundary 
cooperation) may be limited by the externally mandated role which cancer 
networks now perform.

MOVING FORWARD
As we have seen, the task facing those who participate in network activity 
is a complex one. Networks consist of many layers with the predominant 
relationship being peer to peer.27 Within any individual network, the multi-
tude of priorities and agendas makes people who work with them describe 
them as ‘more or less relevant, from time to time’, ‘messy’ and ‘frustrating’.28 
The silo views of some clinicians are particularly frustrating for others, who 
during network activities, seek order, vertical service integration and stand-
ardisation of practice.29 Moreover, if the formalisation of networks increases 
(described earlier as the move from an enclave to hierarchical form) the 
confl ict of views may intensify. So, perhaps it is legitimate to ask what the 
role of a cancer network is in the management of these organisational and 
cultural complexities. How can they function to encourage spreading and 
sustaining good practice, implementing change more speedily and achieve 
better results?

The literature is fairly clear that if networks are to work as organisational 
forms, criteria such as the following provide an infrastructure for effective 
operation.

Constancy of purpose: ◗  clear goals and appropriate measures of their 
achievement, alignment of objectives with member capacity, role clarity 
and differentiation authority to act.
Structure and strategy: ◗  coherence of individual member (trust) and 
network service strategies, interlinking of planning, governance and risk 
processes, facilitators who support and align (rather than determine) 



CLINICAL NETWORKS 203

strategy, information management processes and systems which generate 
real information rather than data summaries.
Avoidance of anxiety: ◗  the security of knowing that resources are 
allocated to where real needs lie, and having employees who do not fear 
to focus on patient experience.
Leadership: ◗  clear sense of purpose, mutual learning, integration, 
innovation and the avoidance of fragmented care.

These criteria need to be described in operational terms but are one way of 
assessing the organisational effectiveness of networks. Clear measures for the 
success of networks are vital if they are to be fi t for purpose. In some cancer 
networks there is a need to reconcile different views about what the network 
is for.

Even if we accept that the networks discussed here have impacted positively 
on service outcomes, there is much to do. By their very nature, networks are 
highly complex interrelationships of organisations, agencies, professional 
teams and individuals. Each has its own cause and special interest and the 
diversity of settings for health communities makes the establishment of 
owned, inter-organisational goals and strategies extraordinarily diffi cult. In 
this setting, managers and health professionals need to have some form of 
binding mechanism for integration, to learn from each other and to stimulate 
innovation. But today’s healthcare system is more fragmented, political and 
risk averse than ever. Many argue that networks are the future; some argue 
that the mammoth, control-based structures of the past have long reached 
the limits of their capacity to cope with change. We require more fl exible 
organisations and partnerships capable of responding to the continually 
evolving needs, expectations and resources which are being observed daily, in 
all health communities. The binding mechanism (and metaphor) for networks 
is the patient journey, crossing institutional boundaries and providing a focus 
for the contributions made by multi-professional groups of healthcare workers. 
As a performance management mechanism, this is less threatening and rooted 
in those aspects that are actually in the control of the professionals. But it 
requires a new form of governance.

A number of current national initiatives are now creating a focus for 
cancer networks on performance monitoring and the delivery of high quality 
integrated care, within timed patient pathways. Effective governance within 
the network will require groups to establish those pathways (with appropriate 
priorities), make high impact changes and audit the extent to which they are 
being delivered. Where variance is acceptable from a clinical practice or access 
point of view, the new standards require the rationale to be both explicit and 
reviewed periodically. But this is not simply performance management. The 
pathway focus also provides the freedom for clinicians involved in service 
delivery to focus on what they are good at – patient care. It empowers them 
to manage the wide range of social phenomena that defi nes the network’s 
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character and norms (the assumptions, beliefs, behaviours and modes of 
deference and subversion). Most importantly a prospectively costed, quality-
measured pathway provides a structure for bridging the cultural gap between 
the resource and treatment dimensions of care – empowering clinicians 
to ensure that clinical governance is integrated into debates with fi nancial 
managers about how services can develop.

In one large cancer network the twin drivers of governance and integrated 
pathway development are the starting point for reviewing its approach and 
effectiveness. Discussions have been taking place within that network for some 
time to develop an effective model by which these drivers create a template for 
the way in which groups work. The utilisation of the cancer network potential, 
through the social capital invested in communities of practice, depends upon 
participants linking new possibilities to practice, innovation to a shared belief 
about what should be being delivered for patients. The ability to be explicit 
about agreed models of service, acceptable variation and defi ned patient path-
ways, and the capacity to put learning from others into practice are prerequisites 
to securing commitment from politicians, commissioners and managers to the 
decisions needed for a transformation of the existing healthcare system.

The network is currently beginning to develop a work process to clarify some 
of the issues identifi ed in this chapter and formulate a model for its governance 
which both permits and encourages a community of practice to fl ourish within 
the network functions. Early discussions have raised questions about the nature 
and function of the Network Board, the membership and participation in 
network activities, the engagement of commissioners in network group activity 
and the ownership of the network to stimulate development. Key to it all so 
far has been the concept of governance, both clinical and corporate, and the 
engagement of clinicians.

The concept of integrated governance in this context means having structures 
and processes to answer some key questions, such as the following.
1 Are we doing the right things? (Given assessed health needs and existing 

resource constraints, are we delivering value for money? For common con-
di tions, how appropriate and effective are the services we offer? Do we have 
the right service model? Are we achieving the best clinical outcomes?)

2 Are we doing things right? (Are we managing clinical performance accord-
ing to national codes of clinical practice? For common conditions, how 
systematised are our care processes and how are we performing on risk, 
safety, quality, patient evaluation, and clinical outcomes?)

3 Are we keeping up with new developments and what are we doing to extend 
our capacity to undertake clinical work in these areas? (What strategies 
are in place for service and professional development for each condition? 
What are we doing about clinical mentoring, leadership development, and 
staff appraisal and review? Groups would need to consider data contributed 
by trusts, on evidence, cost, outcomes, clinical effectiveness, quality, safety, 
adverse events, variance and complaints.)
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4 Is patient experience across the organisations within the network as good 
as it could be? (The use of evaluated, integrated care pathways for system-
atising care extends the evidence base, strengthens service integration, 
and improves clinical effectiveness, quality and technical effi ciency. They 
should also increase patients’ satisfaction and the clinicians’ experience of 
providing care.)

5 Do we learn effectively from one another and does our learning add value 
through implementation in practice?

In the light of the constantly changing setting for healthcare, a network asking 
these questions may have diffi culty in getting busy clinicians to address these 
questions. But implementing improvement is not a simple affair; it happens 
when everyone is part of a shared improvement culture – a community of 
practice in which knowledge management and innovation are recognised as 
managerial priorities in their own right.

The systematisation of networks means putting structures, language and 
pro cesses in place to relate clinicians’ priorities and interests to those from 
other cultures; in so doing, to enhance the social capital of networks by foster-
ing communities of practice. In cancer the challenge is to do so in the context 
of uncertainty about the future and the need for more clarity and coherence 
in policy making, commissioning and stronger leadership from professional 
leaders.
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CHAPTER 16

The workforce implications
Debra Humphris

At the heart of New Labour’s reforms of both the NHS and the public services 
more generally has been a major drive to expand, and more importantly 
redesign, the workforce that provides those services. The focus of this chapter 
is to illustrate some of the educational challenges faced by the NHS if the 
workforce is to be prepared to deliver a more systematised approach to care 
delivery along the lines set out elsewhere in this book.

The desire to reform health services and how clinical work is organised is 
not new.1 Indeed, as Masterson and Humphris noted, ‘There will always be a 
need for creative change in response to opportunity and demand in the delivery 
of services.’2 The government’s commitments made in the NHS Plan were thus 
followed up with the publication of the human resource strategy, ‘Working 
Together, Learning Together’ in which the Department of Health made a 
clear commitment to set out a ‘radical agenda for modernising education and 
training’ in support of service and workforce redesign.3

In this chapter two real life examples of such modernising reforms are 
offered to illustrate the challenges faced by health and social care organisations 
and frontline practitioners in delivering this agenda. The two examples of 
educational reform that are described illustrate the scale and nature of the 
challenges faced by both the NHS and Higher Education Institutions in 
preparing a workforce equipped to deliver fl exible, team-based services.

THE SYSTEMATISATION OF CARE
The systematisation of care requires that service users, health and social 
care staff and managers are able to work together in multidisciplinary (and 
increasingly in multi-agency) teams to explore and understand specifi c clinical 
production processes.4 This requires that the staff involved develop the 
capability and confi dence to work and learn together, to critically examine 
the delivery of and accountability for care. Therefore, attempts to systematise 
the management of clinical work will necessitate a willingness by various 
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groups of staff not only to work and learn together, but to put the patient 
experience at the centre of that process. Developing the capacity and capability 
to work effectively in teams, and for teams to be effectively focused on the 
needs of patients, has been a consistent message of the recent NHS and social 
care reforms. The Department of Health has reiterated its commitment to see 
‘better integration between health and social care, better integrated workforce 
design and the needs of people who use services and supported by common 
education frameworks’. The Department has gone as far as to suggest that 
this will involve ‘joint workforce planning across health and social care’ 
and that new ‘health and social care multi-skilled teams will be established’ 
whose development is underpinned by a common national framework of 
competencies and occupational standards.5

All of these changes raise fundamental questions about what, who and how 
care in the future will be delivered, how the care providers will be prepared and 
the nature of the regulatory framework that will be required to accommodate 
such changes.

DEMOGRAPHY
To understand the workforce implications of systemisation in healthcare it is 
important fi rst to briefl y explore the demographic changes occurring in the 
population. The most recent UK census demonstrated that the population 
increased by 0.3% from 1991 to 2001, and most importantly that there have 
been signifi cant structural changes in the population overall. The largest 
changes were observed in four age groups: the very elderly (85 years plus) 
due to increased life expectancy; the post World War II baby boomers (45–64 
year olds), 30–44 years olds as a result of high birth rates during the sixties 
and children aged 10–15. The same census data revealed a decrease in the 
numbers of 16–29 year olds due to low fertility rates during the seventies. 
Another important trend in relation to population is the falling overall fertility 
rate (from 117.5 in 1992 to 91.6 in 2002) and the extent to which women are 
deferring childbirth. Women in their twenties are having fewer babies whereas 
the fertility rates among women in their 30s and early 40s rose by 4% in 
2001–02.6

Over the past 40 years life expectancy at birth has continued to increase. 
The Government Actuary’s Department (GAD) estimates that by 2021 the 
life expectancy at birth for men will be 78.6 and for women 82.9. At present 
there are estimated to be four people of working age for everyone over 65 in 
the UK. The GAD predicts that this is likely to fall to between two people of 
working age for every three over 65 and then two for every six by the middle 
of the century. As a consequence, the average age of the British workforce will 
continue to rise. It is predicted that by 2010 the proportion of working age 
people between 50 and 64 will be greater than at any time since the mid-1970s. 
Consequently, the productivity of this age group will have an important impact 
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on the performance of the workforce as a whole: ‘From 2005 onwards the 
proportion of prime-aged adults (30–49) will begin to fall, with the proportion 
of 50–64 year olds rising from around 20% in 2000 to 32% in 2020.’7

The retirement intentions and likely decisions of workers aged 50–64 
remain one of the major uncertainties in the area of workforce planning. Dixon 
suggests that policy initiatives which have been actively designed to reduce 
incentives for early retirement have indeed resulted in a greater proportion of 
older workers in the workforce.8 It is likely therefore that as the workforce ages 
it will force employers to think hard not only about the need to maintain the 
employability of older workers, but the relevance of their skills, the mobility of 
the workforce in relation to the location and the composition of jobs.

THE POLICY CONTEXT
The New Labour reforms of the NHS have encouraged a ‘whole systems’ 
perspective in which the traditional demarcations between professions and the 
compartmentalisation of care have been seen as antithetical to the delivery of 
person-centred services. In 2000 the intentions and commitments made in the 
NHS Plan included a wide range of proposals for changes in services and as 
a consequence the workforce.9 At an early stage in this process of reform, Her 
Majesty’s Treasury commissioned what was to become a series of important 
and challenging reports by Derek Wanless into the state funding and delivery 
of healthcare. The fi rst, Securing Our Future Health: taking a long term view 
explored fundamental questions about models of health and service and the 
related workforce assumptions. Among the telling observations was the clear 
need for signifi cant changes in the healthcare workforce, suggesting that:

It seems likely that there will be major changes in the roles of different groups 
of workers and considerable scope for the health service to make better use 
of its most skilled workers. Although the number of healthcare professionals 
is important for the capacity of the system, arguably the way the workforce is 
used is even more important [para 11.52].10

PREPARING THE FUTURE WORKFORCE
The government recognised that the initial preparation of future professionals 
was a key stage in creating a reformed workforce that was appropriately 
prepared to work in new ways, and specifi cally in multi-professional team-
based approaches.11 The phrase ‘more people working differently’, much used 
in policy documents, emphasised the need not just for change for existing 
professionals but also for the need to think differently about what health work 
was and what new and existing roles were needed to undertake it.

The Bristol Inquiry into the deaths of children undergoing cardiac surgery 
also acted as a major driver for the promotion of more effective team working. 
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In his fi nal report Professor Sir Ian Kennedy stressed the importance of ensuring 
that practitioners and managers work together in a culture of mutual respect 
and understanding of each other’s roles, and that they have opportunities to 
develop such a culture in their initial and continuing education: ‘One of the 
most effective ways to foster an understanding about and respect for various 
professional roles and the value of multi-professional teams is to expose 
medical and nursing students, other healthcare professionals and managers to 
shared education and training.’12

TRANSFORMING PRE-REGISTRATION PROGRAMMES
Historically, the preparation of individuals seeking careers in health and 
social care professions, as well as health service management training, has 
been undertaken in silos and yet what the Bristol Inquiry and other studies 
highlighted was the need in practice for effective multi-professional team 
working.13 The Department of Health in its response to the Kennedy Report 
agreed that there should be ‘more opportunities for different healthcare 
professions to share learning’. The Bristol Inquiry brought into stark relief 
the challenges and contradictions of training practitioners and managers in 
silos and then expecting them to work effectively in teams once qualifi ed. A 
policy commitment had already been made to effective multi-professional 
team working through a clear emphasis on the principle of learning together 
in both pre- and post-qualifying professional education. The delivery of this 
commitment was, however, reliant on engaging the higher education sector, 
who are responsible for preparing the vast range of health and social care 
practitioners, and the regulatory bodies and professional associations.

In acknowledging this recommendation from the Bristol Inquiry, the 
Department of Health committed itself to ‘increase and expand interprofessional 
education, based on key areas of competence’ which included mutual 
understanding and respect for each other’s contribution’.14 This commitment 
to reform pre-registration education resulted in an open bidding process to 
fund a number of ‘leading edge sites’ to take forward common learning.15

THE NEW GENERATION PROJECT
The University of Southampton has a long history of providing innovative 
pre-registration programmes designed to prepare students for future health 
and social care roles. It has over 3000 students on a wide range of courses 
including audiology, medicine, nursing, midwifery, physiotherapy, occupational 
therapy, podiatry and social work. Since the 1980s the university had been 
developing small-scale interprofessional initiatives across a range of clusters 
of professions and practice settings. In response to the shifting policy context 
described above, in the late 1990s the university at a strategic level made 
a commitment to capture and build upon the learning from these micro 
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developments in order to make a university-wide macro level change. In 
so doing the university committed itself at a senior level to expanding and 
enhancing the interprofessional learning provision for students.

The university was therefore well-placed to take the lead in developing a 
new generation of undergraduate and post-qualifying and CPD programmes in 
health and social care. In 1999 the university established an Interprofessional 
Education Committee which set out a vision of programme design that 
would fully exploit opportunities for common and shared learning and 
teaching from entry year to ‘internship’ and beyond. A critical element of 
this was cross disciplinary and multi-professional commitment to radical 
curriculum reform and culture change in order to enhance the delivery of 
innovative learning approaches. As a result of this long-term vision, the New 
Generation Project was established in 1999. In 2001 the project expanded 
and evolved to become a partnership between the University of Southampton, 
the University of Portsmouth and the former Hampshire and Isle of Wight 
Workforce Development Confederation. The partnership reaches across the 
11 professions, four faculties, two universities and the health, social care and 
voluntary organisations that supported students learning in practice across 
Hampshire.

In 2001 a Department of Health undertook a national bidding process 
to support a small number of leading edge sites to take forward common 
learning in support of its policy commitment to see ‘common learning in all 
pre-registration programmes by 2004’.16 As a result of that process in January 
2002 the New Generation Project (NGP) was identifi ed as one of the four 
Department of Health national ‘leading edge sites’ to reform pre-registration 
education. The investment enabled the development and delivery of integrated 
common learning across 11 professional pathways. From October 2003, 
students were to experience common learning in each year of their programme. 
This innovation involved signifi cant curriculum revision and culture change. 
The innovative learning approach involved creating interprofessional small 
group learning opportunities in university and in practice for the annual cohort 
of over 1500 students each year. The aim of this was to provide students with 
opportunities to develop the capability to learn and work in multi-professional 
teams.

When the NGP started it was seen both within the university and externally 
as a quantum leap in emphasis away from small-scale micro ventures to 
addressing the challenges of taking a whole systems approach to integrating 
interprofessional learning in all pre-registration programmes. A key aim of 
the NGP was to: ‘introduce opportunities for undergraduate students from 
different health and social care professions to learn together in order to 
enhance professional collaboration and teamwork skills and so improve the 
quality of care provided for patients and clients’.17

The NGP curriculum reform process placed a clear emphasis on developing 
multi-professional teamwork and problem solving and encouraged a greater 
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understanding of differing roles and an appreciation of flexibility, while 
maintaining the integrity of relevant knowledge base acquisition. Based 
on extensive analysis to inform the curriculum development process it was 
identifi ed that there were areas where ‘students’ learning could be enriched 
by studying the topic in a learning environment where other professional 
perspectives would be represented and could be appreciated and explored 
within the learning group’.18 To date the NGP has resulted in a curriculum that 
has integrated Inter Professional Learning Units (IPLUs) within programmes 
that lead to professional qualifi cations across 11 different professions.

The model of learning which underpins the IPLUs provides students with 
an opportunity to come together in an interprofessional learning group of 10–
12 students, drawn from at least fi ve different professions, with a facilitator. The 
focus of the IPLUs is on collaborative practice, team working, audit, service 
development and governance. In essence the learning experiences provided 
for students refl ect many of the areas of development identifi ed for future 
practitioners that emerged from the Bristol Inquiry and reiterated by more 
recent inquires into similar critical incidents.19 It also refl ects the Department 
of Health statement that the integration of common learning is a clear way ‘for 
all health professionals to strengthen team working’ (para 15).20

FIGURE 16.1 Common learning: inter-professional learning units

Year 1 Year 2 Year 3 Year 4 Year 5

Key Profession specific learning Learning in Common Inter-professional learning

3 Year Programmes: Midwifery, Nursing, Occupational Therapy, Physiotherapy, Podiatry,
Radiography and Social Work

4 Year Programmes: Audiology, Medicine (BM4), Pharmacy

5 Year Programmes: Medicine
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Practice settings often become the ‘rate liming’ factor in this process of change, 
providing as they do access to practitioners who exercise a powerful infl uence 
as role models upon the socialisation of students.21 Transforming how students 
learn in practice has also been a vital part of the NGP. Supporting and 
developing practitioners who provide practice learning opportunities involved 
considerable investment in building on and enhancing effective interprofessional 
team-based learning experiences. For practitioners this has aligned with the 
overall drive to improve team-based working and service redesign processes 
including the development of care pathways. It has also served to highlight the 
vital interdependence between education and service providers in transforming 
the educational preparation of future practitioners.22

While the reform of pre-registration education and the integration of 
inter pro fessional learning is at a relatively early stage in terms of becoming 
‘mainstream’, what is apparent is the need for longitudinal studies to investigate 
the longer term outcomes of these changes in relation to team-based working.23 
As the systemisation of clinical work grows so it will require staff who are able 
to work effectively together; this in turn must raise questions about how we 
prepare our future generations of practitioners to work in this way. The NGP 
is an attempt to transform the preparation of future practitioners for a world 
of practice in which mutual respect and fl exibility will be vital.

NEW ROLES AND CAPABILITIES
While considerable emphasis has been placed on reforming the preparation 
of future professional practitioners there remains an equally important need 
to reform the existing workforce and develop new roles and patterns of care. 
The workforce changes required to deliver the government’s health and 
social care objectives must stem from a clear understanding and analysis of 
the ‘work’. Initially, much of the transformational work was led by the NHS 
Modernisation Agency, established in 2001. Its role was to support the 
NHS and its partner organisations to improve the outcomes and experience 
for patients by modernising services. In 2005 the agency was superseded by the 
NHS Institute for Innovation and Improvement. The signifi cant stream of work 
started by the agency on role redesign logically led to questions about what the 
work is, how it can be carried out, what skills are required and who can deliver 
services. The Department of Health was keen to encourage all staff to become 
involved in reviewing and redesigning roles as part of redesigning care.24

The development of intermediate care was identifi ed as a key area of 
service modernisation within the NHS Plan.25 As noted earlier, changes in the 
population profi le in the coming 50 years will see a likely increase of almost 
300% in the very old – that is those over 85.26 The very old are heavy users of 
health and social care services. Therefore, in the face of the likely expansion 
of health and social care need and its growing complexity, the challenges for 
health and social care services will be to respond and develop comprehensive, 
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person-centred services that are focused on the needs of people who access 
services rather than historic patterns of provision. In responding to these 
demands service providers will by necessity need to develop appropriate 
workforce models that not only enable the delivery of services but that are 
also appropriate to local labour market conditions.

While it has been acknowledged that the term ‘intermediate care’ has 
no clear agreed defi nition,27 in a review of the literature Steiner identifi ed a 
number of themes that characterise such services: they are seen as ‘supportive 
rather than directive’, refl ect a model of care more akin to nursing rather than 
medicine, and care delivery is focused in or near to the patient’s home setting. 
Such services tend to have a core set of features including ‘holistic assessment, 
timely reassessment, fl exible input from a multi-professional team and a plan 
to send the patient home as quickly as possible or to keep the patient out 
of hospital’.28

Intermediate care services vary from setting to setting. A range of service 
delivery modalities may be involved, including rapid response teams, GP 
nursing home beds, nurse led units, hospital at home schemes, social service 
rehabili tation, community hospitals, community care centres and hospital 
beds. The range and complexity of interrelated services highlights the need 
to take ‘whole systems’ approach to the development and provision of such 
services and development of an appropriate workforce.

The Department of Health was determined to encourage new ways of 
working in health and social care, in particular to develop new associate and 
advance practitioner roles including a non-medical consultant role.29 Indeed 
this policy also required cross departmental joined up working for its delivery 
as it was the Department for Education and Skills which enabled universities 
to offer the award of a Foundation Degree which under the NHS pay reforms 
is seen as the underpinning education requirement for the new role of an 
Associate Practitioner in healthcare.30

In Hampshire and the Isle of Wight a two-year project to redesign inter-
medi ate care and create appropriate supportive educational provision brought 
together the various stakeholders across the area. Underpinning this work was 
a commitment to multi-professional working and interprofessional learning, 
encouraging individuals and teams ‘to learn with, from and about each other’. 
Given the varied defi nitions and manifestations of intermediate care nationally 
it was essential for this project to provide from the outset a clear defi nition 
of intermediate care that was meaningful locally. The following defi nition 
was adopted by the project team to relate to adults over the age of 16 and 
older people with mental health needs: ‘A short period (normally no longer 
than six weeks) of intensive rehabilitation and treatment to enable patients to 
return home following hospitalisation, or to prevent admission to long term 
residential care; or intensive care at home to prevent unnecessary hospital 
admission.’31

A key element of the project was to improve patient outcomes by optimising 
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staff interventions and their use of time. There was plenty of anecdotal evidence 
of well intentioned but fragmented and resource intensive care delivery. In one 
example a patient discharged to the care of an intermediate care team received 
17 visits from various team members in fi ve days, many of which were for single 
straightforward interventions. When the detail of this example was shared with 
a wider group of practitioners there was agreement that not only were there 
signifi cant opportunities for the delivery to be more systemically planned but 
that the fragmentation of tasks by professions detracted from the ambition to 
deliver person-centred care.

The scheme adopted is illustrated in Figure 16.2. Its overall aims were as 
follows.
1 Scoping the nature, demand and provision of intermediate care.
2 Developing an Associate Practitioner role in intermediate care.
3 Designing common learning in intermediate care.
4 Designing a pathway for the future consultant workforce in intermediate 

care.
5 Evaluation.

FIGURE 16.2 Intermediate Care Project Scheme

The development process involved bringing together a wide range of staff from 
different professions and work roles to explore the process of care, how work 
was undertaken and who actually did it. From these events it quickly became 
evident that there were areas of learning and skills that were actually or could 
be shared, or that by being distributed differently could potentially reduce the 
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fragmentation of care. Working with the staff an agreed framework evolved 
to share specifi c skills and knowledge between various professions; this led 
to the development of a single Intermediate Care Course, in effect providing 
an opportunity for interprofessional learning for the existing staff involved 
in intermediate care teams (see Figure 16.3). The course involved Essential 
Units and Options, underpinned by a Standard Competency Framework and 
informed by the Single Assessment Process which was introduced as part of 
the National Service Framework for Older People.32

FIGURE 16.3 Intermediate Care Course

Throughout the development process, Rehabilitation Assistants (RAs) were 
fully involved, and from this involvement it became evident that with appro-
priate training there were significant areas of work that could be more 
appropriately undertaken by them. The project had sought to develop a 
standard Associate Practitioner role in intermediate care; as a result a specifi c 
pathway was created and validated as part of the Foundation Degree in Health 
and Social Care at the University of Southampton. Partnership working of this 
nature to create an appropriate curriculum, matched to employer needs, was 
one of the under pin ning principles set out by HEFCE for the development of 
foundation degrees.33

Alongside the educational and process development a research study was 
undertaken with two Intermediate Care Teams to model the new workforce. 
The purpose of this study was to look in particular at the work carried out by 
the two teams in order to examine in detail the types of interventions provided. 
This study used an operational research design and mathematical modelling to 
analyse the most effective way to deploy the current staff, project future skill 
mix, and identify the common skills set required by all staff to optimise contact 
time with patients. Linked to this the modelling was designed to predict the 
future workforce requirements for intermediate care teams.
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The results are currently being written up but the analysis to date has 
revealed some telling facts about the reality of care delivery and the workforce 
impli ca tions. The staff that formed the teams were involved in coding the 
data related to whether they were generic (easier) or specifi c (harder) inter-
ventions. Based on the data drawn from both teams, it emerged that 80% of 
the time spent by staff carrying out interventions is spent performing generic 
interventions. Using the existing defi nition of competences by intervention, 
a Rehabilitation Assistant could carry out over 60% of the intervention time 
needed. While the data raises a wide range of questions one immediate reaction 
could be to see a real terms increase in the number of appropriately trained 
rehabilitation assistants to deal with the bulk of generic work. It raised also 
the need to consider that systematisation of clinical work matched to a clear 
competency framework. Yet at national and local levels workforce planning 
remains strongly focused on commissioning many of the existing professional 
roles at a time when, as the two examples cited above illustrate, what is 
required is a workforce that is fl exible, adaptive and innovative.34

CONCLUSION
Throughout this chapter the case studies have been used to demonstrate 
that systemisation of care calls into question what professions are, what 
care activities are required, who should undertake them and therefore how 
individuals should be prepared for health and social care work and careers. 
Team working is at the heart of the modern health and social care services 
and higher education providers must make clear how they systematically 
include opportunities for interprofessional learning and working in both 
undergraduate and post-qualifi ed levels. If the systemisation of care really does 
provide an environment in which the needs of patients are uppermost and in 
which pathways of care are clearly articulated then it will present signifi cant 
challenges for some of the existing professionals given that for many ‘constantly 
expending energy to keep things the same in the face of change is tremendously 
wasteful’.35
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CHAPTER 17

Systematisation of clinical care and 
health capital planning

Barrie Dowdeswell and Jonathan Erskine

Despite the continuous renewal of hospital buildings, revitalised in the UK 
almost beyond recognition by the Private Finance Initiative (PFI), hospitals 
remain in the main utterly familiar and resonant of the past. The traditional 
Nightingale ward still exists in principle, but varies somewhat in design 
according to the fashion style of the moment. Departmental demarcation still 
defi nes clinical territories and administrative and support services are rehoused 
regularly on an opportunistic basis. Even where there is opportunity for new 
design (e.g. green fi eld sites) there is little evidence of any break with the past 
or recognition of the more profound changes that are reshaping healthcare.

In the 19th century, hospitals were a place to warehouse the sick and the 
dying. In the 21st century, they have become warehouses for technology, where 
patients attend (for the briefest possible time) as part of a regime of treatment 
that begins before admission and extends beyond it. Hospitals are now just 
part of a whole systems continuum of care. Yet an apparent lack of awareness 
of this concept change is evident in not only the healthcare planning processes 
but also in capital procurement and fi nancing models. The latter may be good 
for bringing in large scale capital projects (some might say monoliths) on time 
and on budget, but they are not so effective at sustaining life cycle economic 
effectiveness.

What is needed is a more effi cient interface, one that closely aligns capital 
investment with both the principles of integrated care and the rapidity of 
change in clinical modalities. In this context, as we shall see in this chapter, 
the systematisation of clinical work helps to relate clinical practice to planning 
the capital stock.

CAPITAL PLANNING AND SERVICE PROVISION
Common sense suggests that in a national health service hospitals would be built 
to deliver the care that is needed in a place and a form suitable for the services 
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to be provided. But we rarely start with a clean sheet: hospitals are located 
where someone once chose to establish them, and their buildings, accumulated 
over time, refl ect the understandings of appropriate medical care at the time of 
their construction. Even in the PFI era the green fi eld site options are invariably 
shaped to mirror the predecessor buildings; the justifi cation for relocation is 
often voiced as lower capital cost rather than clinical appropriateness. Needs 
and services change, but buildings are long-lived and often diffi cult to modify 
to accommodate new requirements. Hospitals of the Victorian era still function 
tolerably well; modern hospitals have an expected lifespan of 30 to 40 years. 
Writing off these investments is diffi cult enough in economic terms, leaving 
aside the social dimensions.

Hospitals are locations for professionals to collaborate in delivering profes-
sional practice that evolves with medical practice. New clinical thinking and 
competencies are a driving force for change, as are shifts in broad social 
understandings about health and healthcare. For example, before 1900 babies 
were generally not born in hospital; expectant mothers were reluctant to take 
their place with the sick and dying. The 20th century saw ‘the medicalisation of 
childbirth’, as doctors asserted their special skill at controlling childbirth risks, 
maternity wards and delivery rooms were added to hospitals. But by the close 
of the century, many women demanded greater control over the birth process, 
less medical intervention and more involvement of those close to them, leading 
to the creation of ‘birthing centres’ associated with hospitals but separate from 
ward structures. Changes in the social construction of medical care call for 
changes in the physical ‘plant’ in which it is provided.

Yet history continues to show just how difficult it has been to make 
these changes. One reason for this is that professionals are attached to their 
routines and autonomy, and resist attempts to impose changes to their mode 
of operation – what, how or where they do it. Another is that a hospital is not 
simply a facility for delivering medical care: it is an icon, a symbolic affi rmation 
of community achievement and government commitment, and it will be 
vigorously defended by community leaders and politicians as a demonstration 
of the value invested by government in a local community’s healthcare. 
So capital planning becomes a struggle to overcome the widening gulf 
between rapid changes in clinical technologies, public expectations, political 
ideology and economic outlook on one hand, and, on the other, the way that 
conventional planning and procurement of hospitals and health infrastructure, 
and the buildings themselves, lock us into existing patterns of practice.

Capital planners, however, are aware of the need for fl exibility of thinking:

We no longer build buildings like we used to, nor do we pay for them in 
the same way. Buildings today are . . . life support systems, communica tion 
termi nals, data manufacturing centers, and much more. They are incredibly 
expensive tools that must be constantly adjusted to function effi ciently. The 
eco nomics of a building has become as complex as its design.1
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But they are rarely ‘plugged in’ to the planning of the service that is to be 
accom mo dated – the delivery of medical care. And, in any case, service 
planning is segmented, with facilities being organised around the diversity of 
profes sionals who are engaged in delivering care, with the patient moving (as 
it were) from one waiting room to the next.

The moves for the systematisation of care change the focus from the 
individual points of care delivery to the total process of treatment – from the 
stations along the way to the patient’s entire journey. Focusing on this journey 
not only facilitates the integration of the various elements of treatment, it 
also creates a zone of common understanding where clinical staff and facility 
planners can understand one another.

CAPITAL PLANNING IN THE UK
The disjunction between population service needs and the nature, location 
and design of healthcare facilities has long been recognised. It has informed a 
series of policy frames and guidelines to ensure the appropriate and effective 
application of capital investment in healthcare facilities.2,3 But, have these 
guidelines proved effective?

If in generic terms the purpose of healthcare planning is to provide services 
to meet the current and future health needs of a given population, then hospital 
capital planning guidelines have said much the right thing:

The Capital Investment Manual seeks to refl ect and reinforce the important 
changes that have taken place over recent years . . . with the changing patterns 
of health care delivery. In doing so, it aims to ensure that local expectations 
of health care provision are not raised beyond what is realistic within the 
context of the service as a whole and to bring the demand for NHS capital 
more into equilibrium with its supply. The new process is intended to reduce 
unnecessary and often expensive planning work which subsequently proves 
to be abortive.2

And:

Planning in the past has been done annually and constrained by time pressures 
and the requirement for multiple plans. For the fi rst time ever health services 
are now able to plan over a three-year period with, later this autumn, local 
health services receiving three-year budgets. Following the completion of the 
Local Government Finance Review, councils will have some confi dence about 
the distribution of resources available over the next three years, including for 
social services. This will allow organisations to look in depth at their services, 
plan change with confi dence and implement improvements year on year.3

Thus the underlying tone and theme of this guidance is straightforward: match 
facilities to population need but within affordable resources and (implicitly) 
ensure a greater degree of intersectoral collaboration and resource sharing. 
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However, current debate about the ability of new hospitals to support changes 
in clinical technologies and models of care, and to respond to the implications 
of consumer demand (the patient choice agenda), suggests that there have been 
problems down the line.

The diffi culties can be demonstrated by contrasting just two of the dimensions 
that shape investment policy: demographic analysis and the management 
dimension. Population demographic profi les are usually well defi ned and 
robust, but less clear and reliable are the formulae adopted to convert these 
profi les into a capital planning language. The traditional currency has been 
bed numbers, with the conversion achieved by the outcome of expressed 
population demand (hospital attendances) × performance effi ciency factor 
(bed utilisation rates). This proved adequate during periods when the hospital 
system was in a comparatively steady state of linear progression, that is, most 
of the 1970s, 1980s and to some extent the early 1990s. Periodically, and 
lately more frequently, leverage was applied to improve operational effi ciency, 
measures driven almost wholly by fi scal necessity and often emerging as a 
targeted reduction in the ratios of beds per planning population. This refl ected 
the priority given to cutting off supply side cost drivers rather than tackle 
demand side factors. Although there may have been underlying justifi cation 
in the trend towards fewer beds (e.g. the impact of day case surgery) there is 
still no satisfactory way of correlating bed needs to treatment practices rather 
than population.

In addressing the management dimension the picture is distinctly different. 
In the context of capital asset provision, the manager serves and is accountable 
to three constituencies: the Department of Health as the ultimate service pay-
master, the internal (hospital) professional groupings, and the local population. 
This brings into play the issue of tactical budgeting and performance targeting 
as a feature of capital bidding and planning. The goal is to get the project 
onto the books. While estimates are in good faith, they are tuned to meet 
political realities, and thus constitute what the Treasury calls optimism bias. 
For the government, clinician and local community, what counts is assured 
delivery of a new hospital. However, the process involves the normalisation 
of deviance, where project cost and time overruns are anticipated (and in the 
main accepted), and performance targets marginalised in subsequent capital 
evaluation. This was turned to good effect by the incoming Labour Government 
in justifying the Private Finance Initiative, one of the key selling points being 
the transfer of risk of cost and time overrun to the private sector.

A LACK OF COMMON LANGUAGE
What is lacking in all this is a common language that unifi es the various players 
and brings into play the clinicians as the interface between responses to the 
demographics of healthcare need and the impact of management realities. It 
is the clinician who drives cost, delivers performance and achieves quality. 
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The conventional measures that determine capital provision seem to relate 
directly not to clinical processes, but to proxies such as bed numbers. Over 
time, historical performance assessment has prompted safe parameters of 
provision, specialty to specialty, but there remain wide variations in individual 
performance standards. The lack of any clearly defi ned relationship between 
clinical process and effective capital resource utilisation has proved the 
underlying reason why capital planning has usually degenerated into a process 
of bed transaction.

Within healthcare organisations, the language of facility planning is differ-
ent for each grouping. For clinicians, effectiveness tends to be defi ned in terms 
of the fi t between the facility and personal clinical practice. Planners recognise 
this in the endless discussions about ‘room adjacencies’ when negotiat ing archi-
tectural design concepts. Nurses, on the other hand, tend towards supporting 
systemisation,4 hence the greater acceptance of national standards for ward 
bed confi gurations, but even here there are abrupt changes in design fashion, 
not always with any evidence-based foundation, and often in the primary 
interest of saving labour costs rather than quality of care and outcome.

Healthcare strategists, both those embedded within government and those 
who act as independent policy advisors, are in the main impatient for new 
thinking and change. The recent tendency to look outwards to the private 
sector to stimulate innovation is indicative of this, notwithstanding that given 
the right support and freedoms the public sector can arguably do equally as 
well.

Those concerned with setting and monitoring performance targets, however, 
seem the more infl uential short term drivers of the business focus of recent 
capital investment. All targets are leveraged through the ultimate sanction of 
Her Majesty’s Treasury’s fi nancing models conditioned by guarantees to meet 
short term performance measures. In the latter equity of geographic access has 
tended to be overlooked in favour of equity of speed of access: witness the 
waiting time directives as a perfectly natural artefact of the government’s need 
to deliver on its manifesto pledges. Thus we tend to see the hierarchy of criteria 
for new capital projects dominated by those that have short and effective 
delivery time scales, preferably coincidental with the electoral lifespan. At the 
other end of the scale are capital planning strategies that hardly register on 
the radar for healthcare, such as designing fl exibility for long range life cycle 
changes in the functionality of buildings.

All of the above are in play in the capital planning world. Ultimately, they 
interact in a manner that recent authoritative reports suggest5 may inhibit 
rather than support the translation of new service concepts into capital 
solutions relevant to progressive healthcare: the organisation of clinical work 
and the development of new models of care to improve health outcomes. The 
bottom line is this: the rapidity of change in service dynamics is outstripping 
and overwhelming the capacity of the current capital models and systems to 
respond adequately.



SYSTEMATISATION OF CLINICAL CARE AND HEALTH CAPITAL PLANNING 229

UK CAPITAL INNOVATIONS: THE PRIVATE FINANCE INITIATIVE 
AND PPP TREATMENT CENTRES
The application of the Private Finance Initiative (PFI) refl ects the above 
analysis. After the cost saving pressures of the 1980s and early 1990s left 
govern ment capital stock severely run down, the PFI was introduced to regen-
erate it. PFI is a means of fi nancing public service capital without recourse 
to creating public debt. It utilises a long-term leasing arrangement to engage 
the private sector in funding, designing and operating capital projects, with 
innovation, risk transfer (to the private sector) and sustainable quality (better 
maintenance standards) implicit in the deal. The government attracts a 
private fi rm or more usually a consortium by guaranteeing payment from the 
public purse, over a 25 to 30 year period, in return for the construction and 
maintenance of the asset.

If for the NHS the PFI has funded the largest hospital rebuilding plan in 
Europe, critics have argued that borrowing costs are higher than they would 
be if fi nanced from government coffers and that the process itself is expensive. 
Some PFI hospitals have been accused of reducing beds in order to meet 
increased costs, and even the location of some new hospitals has been said to 
favour private sector profi t. However, despite its many acknowledged short-
comings, PFI is not the root problem. It has simply amplifi ed a deeper failing: 
the absence of evidence-based strategic planning that links the nature of the 
healthcare service to the capital investment made to accommodate it.

A more brutal interpretation suggests that long range strategic planning 
is too diffi cult given the unpredictable nature of healthcare, and the PFI has 
provided a timely escape pod. However, other businesses make successful 
multi-billion pound investments in markets where customer choice is fi ckle 
and loyalty has to be earned, and, once built, the infrastructure is fairly static. 
What has been missing in healthcare is the establishment of capital planning 
systems, grounded in evidence, that apply strategies to manage the continuous 
change processes demonstrated by that evidence. Instead, the preoccupation 
has been PFI process itself.

The more recently introduced public-private-partnership treatment centres 
may be a tacit acknowledgement of the failure to link clinical process with 
capital planning. The centres were hailed as a means of achieving two 
objectives:

creating additional capacity, in an accelerated time scale, to help reduce  ◗
waiting times for high priority elective surgery, such as cataracts and hip 
replacements, and
demonstrating innovative working practices to stimulate similar  ◗
improvement in the public hospital sector.

However, the UK House of Commons Health Select Committee reported that 
the PPP centres were both largely unnecessary, as public hospitals could have 
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delivered the capacity, and could encourage bed closures and instability in public 
hospitals by undertaking work that might otherwise have gone to them.6

This conclusion overlooks both the intended lessons and the lack of 
evaluation. The defi ning anticipated innovation, widely proclaimed but not 
acknowledged in the report, was the supposed adoption of care pathway 
service design and in turn its provision of a template for design, build and 
fi nancing systems. Yet, there has been little evaluation of these relationships 
between the systemisation of care and capital design.

EUROPEAN INNOVATIONS
Rhon Klinikum, Germany
Are matters dealt with differently elsewhere? The German model of healthcare 
is based on the ‘Bismark’ insurance fund system. While citizen contributions 
lie outwith the government taxation system, the hospitals in the main remain 
in state (regional) ownership, their licence to operate requires them to meet all 
referral needs, and fi nancing is tariff based through insurance fund contracts. 
A recent, and growing, characteristic of the hospital sector is the establishment 
of public-private partnerships (PPP) to provide a vehicle for states to transfer 
(sell) hospitals into private ownership. A major and rapidly expanding player 
is Rhon Klinikum, a private healthcare operator specialising in PPPs and with 
a telling business strategy based on the fundamentally important connections 
between the systemisation of clinical care, work process control, capitalisation, 
and quality of clinical outcome.

The company has dispensed with conventional demarcations between 
departments and their budgets in favour of a multidisciplinary structure based 
on care pathway organisation of work. The patient progresses through the 
hospital according to the planned and predicted treatment and care model. 
This provides the anchor point for:

hospital design that maximises the effectiveness of the workforce within  ◗
the multidisciplinary care pathway
investment decisions (capital and technology) that are aimed at optimising  ◗
the effectiveness of the pathway
workforce integration ◗
work process control, including of costs ◗
disease-related group pricing and budgeting, and ◗
quality assurance. ◗

Investment decisions are in essence based on a cost-benefi t analysis that 
measures return on investment, as a balance between quality and cost of 
outcomes, sustainable future capital investment, shareholder return and com-
mis sioner value.

Three criteria drive this model: (1) an application of the principle of systemi-
sation of care, (2) a workforce committed to this framework, and adjusted to 
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the reality of continuous change, and (3) a capital investment strategy aimed 
at keeping pace with technological change, workforce competence and rising 
expectation of patients and workforce. Gone is the notion of moving from 
fi xed point to fi xed point in its capital planning; it is much more a process of 
continuous improvement. The impact on service cost is revealing, as shown 
below. The higher rate of capitalisation is identifi ed by Rhon Klinikum as a 
factor in developing systemised care programmes to enhance service effective-
ness. Capital and service investment synergy is judged by the company to 
contribute to a 13% cost advantage over corresponding public hospitals.

TABLE 17.1 The impact of the Rhon Klinikum model on project costs

Average hospital cost 
per case Service cost Capital cost Total cost 

Capital as % of 
total cost

Public hospital 3600 270 3870 7%

Rhon Klinikum 2660 720 3380 21%

There are also two criteria that do not receive quite such high profi le coverage. 
Patients within this progressive care model are mobile within the hospital 
system: they move through a gradation of levels, each with a scaled intensity 
of workforce and technological support. Stays in different levels can be short 
(often hours rather than days) according to patient needs. This is at variance 
with the more popular notion of patient stability within the hospital.

The company is explicit in its understanding of hospital cultures. One 
of its primary criteria in assessing whether to buy the licence to operate 
(it reserves the right to reorganise and restructure the hospital as it thinks 
appropriate) is the attitude of the workforce. A demonstrable commitment to 
the company principle of care pathway systemisation and work process control 
is a prerequisite of purchase: no commitment, no deal. All staff working for 
Rhon Klinikum are rewarded personally for their ownership of the principle: 
all workers become shareholders in the hospital and each hospital within the 
organisation is a stand alone profi t centre in its own right.

Coxa Hospital, Finland
The Coxa Hospital (Tampere, Finland) has also followed similar principles. The 
hospital provides a specialist joint replacement service, borne out of a desire 
by clinicians working in this fi eld at Tampere Hospital to improve clinical 
effectiveness. State (treasury) capital was not readily available to fi nance new 
development, so a PPP was established (in the form of a partnership owned, 
limited company) to provide fi nance for a new independent hospital (located in 
the grounds of the parent hospital), create greater fl exibility for project design 
and generate greater fl exibility for sustainable capitalisation.

As above, the change capacity of new investment was used to stimulate and 
defi ne new treatment models: care pathways allied to work process control. 
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In turn, these informed the design concepts of the new hospital and future 
capital investment policy. But the pathway model has been extended outside 
the hospital to interlink the community services and other hospitals in the 
whole systems care of patients from diagnosis to rehabilitation.

The results have been impressive. Follow-up data indicates that the rate of 
infection following surgical procedures has fallen dramatically: the percentage 
of patients acquiring an infection is only 0.3% (1% would be considered 
good). Also the number of patients requiring renewed surgery has also 
decreased and Coxa even gives its patients a 10-year guarantee: if a renewed 
operation is needed during this time the patient gets it at a 50% reduction in 
price. Moreover, the surgeons now operate on more patients per day, thereby 
improving effectiveness and effi ciency, preparing the operating theatre for a 
patient now takes only 19 minutes instead of 90 and reported levels of staff 
satisfaction have also increased.

Common factors
There are some strikingly similar common factors in the German and Finnish 
case studies, including the:

design of hospitals and facilities around the core processes of the hospital ◗
effective description of core processes through the defi nition and adoption  ◗
of clinical pathways
systemisation of care (pathways) to reduce the complexity of this  ◗
approach without compromising clinical freedoms while improving 
quality and productivity
application of business practices that focus on the life cycle economy of  ◗
the capital investment.

The business-related element is important here. What seems evident in 
conventional planning models is the lack of measurable connectivity between 
the three classic dimensions of hospital service organisation and business 
structuring. Figure 17.1 represents the principal business drivers and the way 
they work together.
1 Integrated capital and revenue profi ling: capital is no longer a sunk cost 

to be depreciated, or debt to be written down but represents an ongoing 
revenue cost to the hospital, and makes a measurable (revenue contribution) 
to facilitating the service.

2 Work process systemisation converts the full spectrum of clinical and care 
practices into defi nable and measurable form in a language that can be 
understood by planners.

3 Adaptable Design Strategies to provide fl exibility to meet changing needs 
(e.g. clinical technologies, policy shifts, citizen values and safety standards) 
and meet several different categories of risk triggers that may render 
conventional, infl exible designs at best restrictive of clinical progress and 
at worst obsolete.
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FIGURE 17.1 Integrating capital planning, work process systematisation, and adaptable 
 design

What the case studies demonstrate (and it is the acid test of true business 
practice) is the need and the ability to measure, and thus place a ‘business’ 
value on the relationships between the three core elements, that is:

how various levels and type of capital investment (including a premium  ◗
for design adaptability) can improve clinical effectiveness
how the improvement in clinical effectiveness can play through to price  ◗
competitiveness or cost effi ciency
how service contract volatility affects the life cycle economy of the  ◗
hospital, i.e. the ability to meet debt repayment or sustain dynamic future 
capitalisation strategies.

It could be argued that these hospitals have successfully integrated business 
and clinical practice: there is a demonstrably high level of mutual confi dence 
(and professional reliance) between the clinicians and managers that reinforces 
the synergies between capital and service strategy in a manner that transcends 
sectional interests. It is doubtful this could have been achieved without the 
bedrock of systemised care processes.

LESSONS FOR CAPITAL PLANNING
In summary, capital planning for the UK’s healthcare infrastructure has 
historically focused on beds and buildings and largely ignored the links 
between the processes by which patients are treated and the available models 
of capital investment. The reasons for this disjunction stem from a number 

Integrated capital
and revenue profiling

Adaptable design
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Work process
systemisation
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of different forces. Patterns of ingrained professional practice, both clinical 
and administrative, have tended to encourage repetition of the same service 
structures, and hence a tendency to (re)construct the old within the new. The 
iconic status of hospitals within the NHS, exploited by politicians, and publicly 
embedded as an expectation that every ‘local’ hospital should provide the 
full spectrum of acute care, only adds to pressures to maintain the familiar. 
Where new capital investment models (such as PFI) have been introduced, 
they have had some limited success in improving the standard of existing 
hospital stock, but they have introduced their own infl exibilities in terms of 
contract conditions and repayment commitments. Broadly speaking, the result 
has been that newly constructed or rebuilt hospitals do not as yet embrace 
the possibilities inherent in emerging notions of systematised healthcare, and 
remain strongly resonant of the past.

Contrast this with the European cases which demonstrate an effective 
correlation between service and capital planning and investment. The criti-
cal success factors here seem be the stimulus of competition, evidence-based 
measurement, and analysis of benefi t. (By way of contrast, in the current PFI 
dominated marketplace in England, the competitive elements are separate, as 
are the measurements of value.) In the European models the successful organi-
sations are those that regard capital investment, and its life cycle economic 
profi le, as an implicit part of the design and cost structuring of the service 
model. The glue that binds service and capital in these models is systemised 
care processes.

European evidence suggests that the closer integration of service and 
capital planning is widely under way. Three of the highest profi le initiatives 
are as follows.

The whole systems approach to integrated local health economy planning  ◗
in locales as diverse as Northern Ireland, Skane Region in Sweden and 
Tuscany, Italy; in each case structural planning has profoundly reshaped 
the former hospital structures through changes in role delineation or 
intrinsic change of function.
The ‘quality at entry’ principles developed by the Norwegian Government  ◗
which places greater emphasis on the conceptual and qualitative 
dimensions of capital investment in supporting core business objectives as 
a preliminary step in the business planning system.
Moving from the current emphasis on life cycle costing for capital projects  ◗
(which shifts focus towards technical cost effi ciency) to life cycle economy 
strategies (which place emphasis on whole life, whole systems cost 
effectiveness) as seen in a Netherlands healthcare related project.

Underlying all these models are the principles of transparency and integra-
tion: all the activity is seen as part of a single process, the patient journey, 
and the facilities to be provided are those which best facilitate this journey. 
Seeing the work of the hospital in this light generates a common language in 
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which clinicians, patients and their representatives, managers, facility planners, 
architects and others can communicate with one another and understand each 
other’s contribution to the care process. An integrated clinical pathway is not 
only a tool for clinicians, it is a vehicle for making effi cient clinical work the 
basis for capital investment and business planning.
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CHAPTER 18

Systematisation of clinical care and 
the structuring of public authority

Hal Colebatch

The systematisation of healthcare emerged from a recognition that the quality 
of care has something to do with how it is organised, and with how organi-
sational questions are addressed in a policy context. Care is specialised in 
order to achieve the highest levels of skill, but this produces discontinuities of 
care. Because there are many different specialised medical workers involved 
in the delivery of healthcare, and the treatment of any given patient involves 
bringing a number of these specialists to bear in a particular sequence, the 
organisational logic of specialisation and autonomy confl icts with the logic 
of patient focus and integration. But for the healthcare manager, this specifi c 
question of discontinuity of care is located in broader problems:

costs of care are rising, largely owing to an ageing population, escalating  ◗
technology and rises in the price of skilled labour
increases in expenditure are not accompanied by commensurate increases  ◗
in the level of health (however defi ned)
increased specialisation of medical care and the interdependence of  ◗
specialisations makes the management of care complex
quality of care varies in treatments, hospital-acquired infections, and  ◗
errors
patient and public expectations are rising with waiting times for  ◗
treatments an iconic indicator of service quality, and
structures for managing the provision of care seem to be inadequate. ◗

Policy attention has therefore focused on how care can be reorganised to 
deliver better care, contain the rise in costs, and restore public confi dence. 
Reforms have concentrated on structure, including organisational forms and 
payment systems. They have been seen as exercises in organisational change, 
although few have asked if that is appropriate to the diversity of institutions 
and practices through which care is delivered. Healthcare is not delivered by 
a single organisation, and its delivery is found in the way that workers exercise 
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their skills and how these are related to those of other workers. The appropriate 
focus is not ‘the organisation’, but ‘organising’.1

INTEGRATION AS A PROBLEM IN THE MANAGEMENT OF 
HEALTHCARE
Attention to the organisational dimension of healthcare in the UK, whether 
of political leaders, policy workers or healthcare managers, has tended to 
be large scale, and expressed as changes to organisation charts, such as how 
to locate clinicians in relation to managers. The object of attention is the 
National Health Service, which is a very diffuse form of organisation. At its 
establishment, it was primarily oriented to hospital care. General practitioners, 
who provided the bulk of medical care, were not employees of the NHS, but 
independent contractors, and both they and consultants retained the right to 
private practice outside the NHS.

The organisational structure of hospitals tended to be built around 
specialised practice, and the management function in hospitals was divided 
between a non-medical person (often called ‘administrator’ or ‘secretary’ 
rather than ‘manager’), a medical director, and the leaders of the specialties, 
perhaps the strongest organisational formations within healthcare. Health 
workers were recruited, trained and employed by specialty: as anaesthetists, 
for instance, or intensive-care nurses or physiotherapists. The specialties had 
their own organisations, the most prestigious being the Royal Colleges which 
controlled the medical specialists.

This made for a weak pattern of management, focused on keeping the peace 
among the different providers of specialised care. A succession of reforms 
sought to strengthen central management and overcome the ‘Balkanisation’ 
of medical care. There were three main themes: hierarchy, competition and 
standards.

Hierarchy was the dominant theme in the early years. It was felt that ‘no one 
was in charge’ of the hospitals, and that a strong hand was needed to impose 
order on the rival clans of specialist care.1 Job titles were changed, duty state-
ments revised and organisational charts redrawn. There was an early belief in 
‘generic’ management; that is, that healthcare managers did not need to have a 
background in the fi eld but would apply the managerial skills learned in other 
fi elds of practice. This particular belief was later overtaken by a counter-view 
that the need was not to impose a manager on the specialist health workers, 
but to involve the latter in management by appointing managers from among 
the health workers initially from doctors, followed by nursing and the allied 
health professions.

In the late 1980s, attention swung to competition as the driver of healthcare 
reform. The Thatcher Government espoused a general faith in market forces, 
saw the organisational problems of the NHS as the pathologies of an over-
large state bureaucracy, and sought to restructure it so that market competition 
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would bring about the desired improvements in quality and cost. As in many 
areas of government at this time, the purchaser-provider split was seen as 
a technology for quality assurance and effi ciency. Service agencies would 
determine what service was needed, and would then contract with another 
organisation to provide it, and the terms of the contract would include the 
standards of service quality, the mechanisms for enforcing them and the price 
to be paid. The NHS was to become a quasi-market, a web of contractual 
relationships between health managers and care providers. Since patients 
might know little about the sort of service they need or the relative quality 
of competing providers, it was thought that GPs would become their agents 
(fundholders), buying the services they needed from the most cost-effective 
provider. Health managers would not run hospitals, but would buy services 
from them on specifi ed terms. So hospitals providing high-quality services 
would fl ourish and those with low standards would languish, and would be 
compelled to improve their standards or go out of business.

This meant determining what the appropriate standards might be, and how 
well particular care providers met them. This third focus for management-
driven improvement was a major concern of the centre: to collect data, defi ne 
standards, and evaluate service providers’ compliance with them. Central 
agencies were established to determine performance measures (often in 
consultation with stakeholders), monitor performance, and disseminate their 
fi ndings. By 2006, the government required health authorities to give patients 
due for elective surgery a choice of four hospitals, and a number of measures 
of hospital performance (such as waiting times and infection rates) were placed 
on the world wide web to enable patients to make an informed choice.

These three themes – hierarchy, competition and standards – overlapped, 
and none of them was entirely absent from the rhetoric of government at any 
point, though there were different stresses at different times. But they refl ected 
a common theme of the need to strengthen control over the diversity of 
practice that made up healthcare, and a shared assumption that this was to be 
done top down; that is by the imposition of tighter control from above through 
structural change. It was assumed that organisation determines process.

Although much attention which was given to performance-oriented reform 
(with a massive increase in spending), the issue did not disappear as a policy 
concern. Reform initiatives impacted upon one another: moves towards market 
competition, or the creation of specialist bodies for standards, both cut across 
existing patterns of control.2 Moves to decentralise decision making did not 
reduce the perception that the centre was (or ought to be) in control. And the 
constant drive to manifest concern by making changes meant that changes that 
had been made were always in danger of being superseded by the next wave of 
reform, and that reform fatigue, attended by weary cynicism, would set in.
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ORGANISING KNOWLEDGE IN HEALTHCARE
If we focus our attention on how healthcare is delivered rather than the 
healthcare system, the organisation of healthcare looks rather different. 
Rather than a systematic whole, we see many hands involved in care, with the 
relationships between them constructed by social practice rather than defi ned 
by constitutional formulations. Healthcare cannot be understood as a single 
organism, to be shaped at will by persons in positions of authority. Rather, 
there is a variety of organisational relationships; hierarchical authority is not 
conclusive and attention needs to be given to how organisation is constructed 
and maintained; that is, to governance and to its specifi c application in 
relations to hospitals, clinical governance.

Healthcare involves more than a diversity of professionals, and consists 
of much more than clinical interventions in hospitals and surgeries. It can be 
argued that most healthcare is provided by self and family, and that clinical 
intervention plays a relatively small part. Certainly, many of the determinants 
of health, such as diet, smoking and employment, are largely outside the reach 
of clinical practice. As we shall see in our discussion of the care of long-term 
conditions, the way in which both informal care and the practice of the person 
under care are woven into the regime of therapy is a critical question in the 
governing of care.

The traditional Anglo-Saxon model of healthcare, however, has been based 
on clinical intervention by an individual skilled artisan – the doctor. With the 
physicians and surgeons having achieved positions of dominance, all other 
forms of healthcare having been subordinated to them (e.g. midwifery) or 
excluded from clinical practice (e.g. herbal medicine). The medical practitioner 
is seen as an autonomous expert, directly accountable to the patient and 
indirectly to the collectivity of practitioners, the profession. The assertion of 
professional status is a claim to the right to make individual judgements about 
appropriate clinical practice, subject to such modes of peer review, formal or 
informal, as may have been established. Primary care is the responsibility of 
an individual doctor, who may choose to also use subordinate health workers 
like nurses, audiometrists or physiotherapists.

By extension of this model of primary care, the hospital has emerged as 
the site for advanced care. It is the location where medical specialists can 
practise their art, and where subordinate staff, such as nurses, technicians and 
the ‘hotel staff’ (e.g. cooks, cleaners and porters) are employed to facilitate the 
work of the specialists. The organisational chart of the hospital is largely built 
around these specialist forms of work, modifi ed slightly by the recognition of 
particular conditions around which a clinical team has been developed (e.g. 
a hand clinic). As more specialised forms of practice are developed, each has 
something distinct to contribute to the treatment of each patient, who is passed 
between specialised caregivers in ways which make sense to them. The hospital 
is not so much an organisation with purposes and practices of its own as a 
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location where rival tribes (the specialist therapists) interact, with the patient 
as a site for specialised practice.3

So the nature of the care administered to a patient is not determined by 
the hospital as such, but emerges from the interaction of different groups of 
caregivers. It is structured not by hierarchy and reference to the putative goals of 
the hospital, but by the perceptions held by these specialists of what constitutes 
good practice. The hospital is governed by negotiated order.4 Changing the way 
in which these practitioners provide their specialised care is a restructuring of 
this order, involving changes in the dominant structures of meaning, and this 
calls for attention to the ways in which meaning is generated and sustained, 
such as to the organisational forms, career trajectories, budgetary practices, 
even the architecture, in which clinical practice is carried out.

Thus systematisation may be seen as an interrogation and articulation 
of meaning and a vehicle for renegotiating organisational practice: what 
do different sorts of clinical specialist regard as good practice in particular 
conditions? What do they expect to do themselves? What do they expect 
other clinical workers to do? How long should each part of the process take? 
By taking part in this sort of discussion, clinical workers could see their work 
as the collective production of a known outcome (the product), such as a hip 
replacement, rather than simply as the performance of a particular specialised 
skill. And it is the outcome for the patient, rather than their own part in it, 
which becomes the focus of attention.

PATHWAYS AND PROFESSION
The systematisation agenda can be seen as a threat to professional autonomy. 
Healthcare is delivered through a wide range of specialised occupations, 
each of which claims a distinct expertise and the right to judge how it can be 
appropriately brought to bear in a particular case: this is professional judgement. 
What is good practice at any point is a matter for autonomous judgement by 
the specialist, subject to the collective wisdom of fellow-specialists. Moves to 
standardise practice can be seen as a challenge to the expert judgement of the 
specialists, and appeals for teamwork as a threat to professional autonomy, an 
attempt to establish bureaucratic control over specialist expertise.

Systematising reformers, especially those developing integrated care 
pathways (ICPs), sought to head off this potential response by stressing that the 
development of a pathway was built on the expression of professional expertise; 
that is, what members of any given specialty do (and what would they expect 
others to do). In the locations which were constituted for members of clinical 
teams to defi ne (for instance) ‘how we do a hip replacement’, the judgement of 
any specialist is not being challenged, but is being articulated and recorded as 
a guide to practice, to inform other members of the team and the person being 
treated. Making these statements might be quite challenging for team members 
who have not previously been asked to defi ne their practice, but the request 
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did not contest their autonomy. Rather, it redefi ned the collectivity: the ‘we’ 
in ‘this is the way we do it’. While clinical specialisations have traditionally 
defi ned themselves in terms of their specialised knowledge, that knowledge can 
only be brought to bear in a team made up of a number of different specialists. 
Clinicians are accustomed to being accountable to their peers, but with ICPs, 
the peers are the fellow members of the multidisciplinary team rather than 
other members of the discipline in other locations.

But the moves to defi ne ICPs were, in most cases, not seeking to standardise 
behaviour which had previously been random, but to make the standardisation 
of practice explicit and shared. In one area where a systematic attempt to 
introduce ICPs was made, analysis showed that of more than 500 Health 
Resource Groups (HRGs) 30 accounted for 45% of all emergency episodes 
and 39% of all emergency bed days.5 Attention was therefore focused on high 
volume procedures in which the practice of clinicians was likely to be already, 
to a considerable degree, standardised. What is distinctive about ICPs is, fi rst, 
that the clinicians articulate their standard practice so that it is known by other 
clinicians, and by the patients, and, second, that the model which integrates 
these specialised standard practices becomes the basis for organising the fl ow 
of work. The path of each patient is reviewed, and variations from the model 
pathway are scrutinised and analysed. Clinicians are not bound by the ICP, 
but they know that when they depart from it, they will be expected to explain 
their judgement to their professional colleagues.

The introduction of ICPs also signals a signifi cant change in the nature of 
professional accountability. The traditional individual clinical professional was 
seen as being responsible for the skilful performance of a specialist function. 
But how was accountability provided for the way in which these different 
specialised forms of care were combined in a particular case, and for the 
outcome for the patient? With ICPs, good clinical care is defi ned in terms of 
the outcome for the patient, and the lines of accountability run from individual 
clinicians to the team, and from the team to the institution and the patient. 
Professional autonomy and accountability has been redefi ned in a way which 
refl ects the multidisciplinary nature of care.

What we see here is a reconstitution of the nature of professional work. 
Concepts of professional autonomy in medicine originated in a perception of 
care as an individual relationship between the clinician and the patient and, 
more indirectly, between the clinician and the collective of fellow-specialists. 
As care moved into hospitals, the forms of this individualised relationship 
were maintained, with specifi c identifi cation with patients (the name at the 
foot of the bed) and the maintenance of boundaries between professional 
specialisations. As Giddens points out, what we see as organisational structure 
is in fact a process of structuring, in which structure informs practice, and 
practice recreates structure.6 But structure does not control practice, and actors 
can re-interpret their situation, and act in ways which amend structure. As 
clinicians came to see themselves (and were seen by patients and by managers) 
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as members of a team rather than as solo players, they adopted different modes 
of practice, so that the structure of professional work came to look rather 
different.

The transformation of clinical practice involves organisational change 
as the pathways are codifi ed and new management structures and practices 
emerge to hold practice to the pathways. But the process does not begin with 
the creation of new organisational forms; these develop in interplay with the 
changes in perceptions and practice. ICPs, and other forms of systematised 
care, can be seen as the expression of autonomous professional judgement 
within context of accountability to other clinical workers and for the outcome 
for the patient.

ICPS AS POLICY CHANGE
It may be argued that the moves to introduce ICPs cannot be considered health 
policy; that is, something made by the government, expressed as a decision, and 
usually regulated, resourced and even provided by government. But policy is 
more than this narrow understanding.7 Firstly, it can be seen as authoritative 
choice, with the process of government seen as a series of strategic choices 
by the authorities (‘anything the government chooses to do or not to do’8) 
preferably aimed at a specifi c and known outcome. Health policy, in this 
account, is the choices made by governments to achieve their objectives in 
relation to health.

But policy participants often fi nd it hard to identify a signifi cant actor called 
the government which has specifi c objectives in relation to healthcare. Rather, 
they see a process of struggle and negotiation among a range of participants, 
some of them holding offi cial positions (and therefore part of government in 
one sense), others being clearly outside government (e.g. private hospitals, 
health funds and patient groups). This generates an account of policy as a 
process of structured interaction between a diversity of organised participants. 
What can be considered health policy will be the outcome, at any particular 
time, of this struggle and negotiation.

But policy is not simply the outcome of conscious struggle between recog-
nised stakeholders, but refl ects a much deeper layer of understanding about 
what is normal and what is problematic, who is expert, and what action is 
appropriate; it is a process of social construction. Thus:

To speak of health policy is to draw on a body of shared understanding and 
practice about what constitutes ‘health’ and whose action contributes to it. 
And this body of shared knowledge is fl uid and subject to change – e.g. whether 
such matters as diet, road safety and drug-taking are health matters. In this 
perspective, health policy is a particular way of interpreting social practice 
which makes some outcomes, and some forms of social action, problematic, 
which validates action by particular experts and authority fi gures to combat 
the ‘problems’ which are disclosed by this account of governing.9
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These different accounts will be appropriate at different times. Announcing a 
national diabetes strategy, for example, would be operating in the authoritative 
choice account: this is happening because the government wants it. We might 
fi nd, though, that the government (in the sense of the elected leaders) had no 
particular interest in the area. Rather, it was endorsing initiatives taken by a 
coalition of clinical specialists, nutritionists, epidemiologists and private health 
funds who are under no illusions about the interest of the politicians in the 
project, but fi nd the national strategy a useful lever in their dealings with their 
superiors, other organisations, and funding bodies. In their dealing with one 
another, they will be operating in a structured interaction account. But partici-
pants may also recognise that there is not a great deal that governments can do 
directly to reduce the incidence of diabetes, that it refl ects popular understand-
ings and framings of the problem, changes in lifestyle, diet and the pattern of 
physical activity; that is, they may locate the question (at least in their own 
professional discussions) in a ‘social construction’ account of policy.

In an authoritative choice account of policy, ICP development would not 
be seen as terribly signifi cant. Authority fi gures were not involved (and in 
fact the ICPs are attempting to deal with the effects of perverse incentives 
which have been authorised), and there was no consideration of options or 
announcement of decisions (although savvy practitioners could see advantage 
of describing their activities in the language used by politicians and senior 
managers). But while ICP developments were consistent with the expressed 
wishes of authorised leaders, they did not come from them.

ICP development looks much more like health policy in a structured 
interaction account. It recognises the negotiated order of the hospital, and 
the concerns of a diversity of workers in the process of care, and constitutes 
locations and processes where the nature of care can be negotiated in ways 
that refl ect these different values. But, distinctively, in ICP development the 
negotiation is not conducted in the national capital by associations representing 
the different specialisations, but in the workplace, by the workers themselves. 
And it is beginning to involve those outside the workplace, incorporating the 
patients and their support teams in the structuring of practice.

In a social construction account of policy, ICP development becomes 
signifi  cant because of its impact on the understanding of health and the 
technologies (including organisational forms) through which it is pursued: who 
can talk, what can be discussed, what are appropriate forms of knowledge and 
responses to illness. Within the hospital, the focus shifts from the autonomy 
of the specialist to the collective commitment to the pathway. As the fi eld of 
vision is widened to take in participants outside the hospital, quite signifi cant 
changes in the understandings and practices that make up healthcare become 
possible.

So the argument about whether the ICP reforms constituted policy making 
takes us back to our conceptual base. If policy is seen as the intentions of gov-
ern ment, the ICP reforms might not be regarded as policy. But if policy is seen 
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in terms of interactions between stakeholders, or of the framework of ideas 
and practices within which healthcare is interpreted, they clearly are moves to 
change the policy settings. The ICP innovators were not consciously making 
policy, nor were they trying to transform the healthcare system; rather they 
were reforming the elements of healthcare in which they were involved, and 
in this way making policy.

ORGANISATION CHARTS AND REFLEXIVE DISCOURSE AS 
SOURCES OF CHANGE
In this context, much of the signifi cance of the ICP approach to change lies in 
its stress on understandings of good practice, refl exivity among practitioners, 
and attention to the development of shared meaning, and, from this, the 
construction of collective commitment. The focus is not on redrawing the 
organisation chart, but on expanding participants’ understandings of their 
existing positions. There are changes to the organisation chart in many cases 
(e.g. the creation of a position of Nurse Navigator, a specifi c concern for the 
movement of patients through the pathway), but these are the outcomes of the 
process of organisational change rather than the source of it. It is an exercise 
in social construction and structured interaction.

The ICP approach and focus on developing self-awareness and collective 
commitment can be contrasted with roughly simultaneous reforms aimed 
at improving public involvement in the NHS as an exercise in authoritative 
choice and focused on the organisation chart. Between 1991 and 2004 there 
was a succession of organisational changes that aimed to give patients and the 
public more voice in healthcare.10 There had for some time been Community 
Health Councils to channel community input. The Conservative Government, 
strongly committed to introducing market principles in healthcare, introduced 
a Patients’ Charter that set out the rights of the individual patient and a 
Patient Partnership Strategy to facilitate patient involvement in their own 
care. After 1997, the Labour Government, committed to democratic renewal 
and facing widespread public criticism of the state of the NHS, required each 
of the 572 NHS Trusts to set up a Patient Involvement Forum (later renamed 
the Public and Patient Involvement Forum), which was paralleled in each 
trust by a Patient Advisory and Liaison Service, and crowned at the national 
level by a Commission for Patient and Public Involvement in Health.

The authoritative choice nature of the exercise was refl ected in the succession 
of announcements of changes to the organisation chart. The national CPPIH 
was announced in 2000, created by statute in 2002, commenced operations 
in 2003, and was reviewed and then abolished in 2004. The forums were 
reviewed in 2005 and are to be replaced by local involvement networks, but 
this change was announced ahead (and independently) of a white paper on 
local government, which increased the scope of its overview and scrutiny 
committees of healthcare.
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The result of this expansion of formal organisation, however, was to stretch 
limited resources of people and skills over a wider framework, the knowledge 
acquired by the existing Community Health Councils was not transferred to 
the new bodies, and achieving change on organisation charts seemed to take 
precedence over securing change on the ground. The forums and the advocacy 
services tended to operate in isolation from one another and from the systems 
for quality assurance and performance management in healthcare, and the 
new structures have been criticised for failing to recognise the competing 
legitimacies in healthcare. Baggott concludes:

Small-scale institutional changes may achieve more than completely new 
structures, particularly if existing institutions can be modifi ed to involve and 
engage with patients, users and carers more effectively . . . democracy in 
health might be more effectively promoted by focusing attention on improved 
decision-making, accountability, transparency, choice, and the right of redress 
within existing procedures rather than pursuing a ‘holy grail of community 
control’.11

The lesson seems to be that changing the pattern of healthcare calls for attention 
to the structured interaction of participants, and to their constructions of the 
nature of care, as well as to announcements of authoritative choice.

WIDER IMPLICATIONS FOR HEALTHCARE
The introduction of ICPs is significant not only for the differences that 
they make to healthcare in these specifi c instances, but also for their wider 
implications for the structuring of healthcare. There are lessons in the ICP 
story about structure in healthcare and the appropriate approach to change. 
It suggests that reforms which begin with clinical therapists’ ideas about what 
constitutes good clinical practice are likely to have more impact that those 
which begin with some outsider’s idea of a desirable outcome. Introducing 
ICPs calls for practitioners to think about process (how therapy is understood, 
organised and practised) rather than structure (organisational forms and 
lines of accountability). The focus is, therefore, more on the organisation and 
practice of care, rather than on the problems faced or the putative intentions 
of government, and this cuts across the dominant rhetoric in UK healthcare 
that what is needed is fi rmer management and more central control. We see in 
the ICP cases a recognition of multiple sources of legitimacy in the structuring 
of care, negotiation among the participants over practice, with legitimate 
authority being mobilised as part of the interaction and, in particular, in the 
presentation of the outcomes – all the elements of the original application of 
governance in the analysis of the practices of governing.

The ICP reforms seek to develop a sense of collective responsibility among 
care providers, which requires determining who is in the team and, ultimately, 
what we regard as healthcare. The ICP cases so far have been negotiated among 
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professionals in organised care settings, mainly hospitals; but to an increasing 
extent healthcare is recognised as taking place outside these organised settings. 
How will this process of systematisation be applied to the care provided by 
non-processionals, such as in the treatment of long-term conditions? The Year 
of Care model (an integrated pathway to long-term conditions, see Chapter 9) 
makes non-professionals part of the negotiation of the pattern of care. As 
health comes to be seen as involving lifestyle and self-care, the perception of 
healthcare is shifting from the delivery of an expert service to a broader pattern 
of caring, involving not only professionals but also the work of carers and the 
governing of the self.

The ICP also signals a shift from prescription to negotiation in healthcare. 
In a world of multiple legitimacies, with diverse and overlapping sources 
of knowledge, the ICP is not a fi nal and authoritative statement of the best 
practice, but a manifestation of the commitment of the clinical team to base 
their practice on the best possible model, and to be accountable to one another 
for compliance with the model or variations from it. It is a template in a con-
tinuing process of negotiation, and we can ask how this approach might be 
used in the broader engagement of professional carers with their patients, 
how templates might be used in the renegotiation of the work of patients as 
healthcare seeks to move beyond the delivery of services to the management 
of social practice.

IMPLICATIONS BEYOND HEALTHCARE
There are many other occupations where there is pressure for the exercise 
of professional judgement to be subject to a systematic code: for example, 
social workers considering whether to remove an abused child from its home, 
or police having to decide whether to engage in the high-speed pursuit of a 
suspected offender. It is no longer suffi cient for the specialist to say that he 
or she had to make a professional judgement; there is a demand that this 
judgement be reviewed. Governing calls for the codifi cation of practice, and 
the use of this codifi cation to control the behaviour of government offi cials and 
their relationship with their clientele.12 This demand for the review of practice 
refl ects the multiplication of the values applied in judgement. If the police have 
the right to stop and search people suspected of carrying prohibited drugs, do 
they choose to search black people more than white, young people more than 
old, and the scruffi ly clad more than the well-dressed? Is this a reasonable 
exercise of judgement, given what is known about the characteristics of drug 
dealers and users, or the victimisation of unpopular groups? Should policy be 
required to keep records of those they search so that the statistics over time 
can be reviewed?

The question is how this demand for systematisation is responded to. 
Advances in information technologies have made it much easier to collect 
data and to compare practitioners or groups of practitioners with one another. 
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Is this then used as the basis for framing norms of practice, which are then 
imposed on the specialist practitioners by control functions such as fi nan-
cial allocation? In the ICP case, the specialists moved to codify their own 
practice in order to retain their autonomy, and in so doing, managed to 
overcome the traditional barriers between specialist occupations. But this 
means that the nature of professional autonomy is changing, and we need 
to ask how the practice of occupational specialists is structured in terms of 
the organisational forms through which it is accomplished (the work group, 
the collectivity of specialists), the organisational location for practice, and 
the range of governmental and non-governmental bodies that review the 
specialists’ practice. Asking these questions enables us to extend our concern 
from comparisons between different healthcare regimes to comparisons – com-
mon alities as well as contrasts – between the governing of healthcare and the 
governing of other fi elds of human service provision.
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CHAPTER 19

Conclusion: systematisation of 
clinical care in theory and practice

Andrew Gray and Pieter Degeling

In May 2007, the Institute of Public Policy Research (IPPR) published The 
Future Hospital.1 Its analysis found, inter alia, that attempts to redesign services 
were driven primarily by clinical concerns with quality and outcome rather 
than resource problems, that clinical engagement with change was undermined 
by fi nancial and target regimes, that local populations were often distrustful 
of service redesign that took services away from their local institutions, and 
that there was a systemic accountability gap at the local level. Thus, although 
its scope was limited to hospital reconfi guration, the IPPR report refl ected 
developments described and analysed in the chapters of this book. Moreover, 
the issues raised by the IPPR matched many of those raised by our accounts, 
most notably the emphasis on local change within impediments of national 
incentive structures.

This book has been specifi cally about the systematisation of care: what it 
is, the experiences of its development and the difference it makes. Although 
systematisation takes its form in a variety of ways, its essence may be illustrated 
by two cases (see Box 19.1). The differences between the cases lie in the 
traditional open-ended and emergent character of the patient journey in Case 1 
compared with the systematised way in Case 2 the network of required tasks 
has been pre-planned to optimise their contributions to achieving a specifi ed 
set of therapeutic goals. These attributes of Case 2 in turn provide people 
who are involved (either as deliverers or recipients of care) with the basis for 
monitoring, routinely reviewing and benchmarking care processes within and 
between clinical settings to the benefi t of improved effi ciency, effectiveness 
and quality.
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BOX 19.1 Systematisation: a tale of two cases

Case 1
A patient visits her general practitioner with persistent pain in her left hip. Six months later, 
after her third visit, the GP refers her to an orthopaedic surgeon at the local district hospital. 
Three months later she sees the consultant at the outpatient clinic. The consultant orders tests 
and arranges a further outpatient consultation in two weeks. At this consultation the patient 
learns that she requires a hip replacement that will be undertaken six months later. After 
nine months and two rescheduled operations, the patient is admitted to the orthopaedic ward 
two days prior to theatre and undergoes tests, many of which are broadly similar to those 
undertaken at the fi rst outpatient consultation. Following a successful operation the patient 
is returned to the ward and over the next seven days receives care primarily directed at the 
healing of the wound and improving her ability to extend her new joint rather than specifi ed 
mobility on a day-by-day basis. Nurses explain this somewhat loosely linked approach to 
rehabilitation and discharge in terms of staffi ng shortfalls in the physiotherapy department 
and the fact that discharge cannot occur until the consultant surgeon authorises it.

Case 2
A patient visits her general practitioner with persistent pain in her left hip. At the third visit in 
the next two months, the GP, following a set of guidelines agreed with orthopaedic surgeons 
in the local hospital, orders tests and on reading the results refers her to an outpatient clinic 
at the local district hospital. Within a month the orthopaedic consultant sees her and, on the 
basis of her test results and his personal observations, he informs her that she requires a 
hip replacement that they book for two months’ time. During this consultation the full care 
pathway is presented and agreed with her. In accordance with this pathway, on the day 
prior to admission the patient attends the outpatient clinic for further tests in preparation for 
surgery. At this time her discharge from hospital as well as her post-hospital rehabilitation is 
also planned. She is admitted to the hospital on the day of surgery. Her post-operative care 
in the ward is provided by nominated nurses trained by the physiotherapy department and is 
structured to promote healing of her wound, proactively build her confi dence and enable her 
day by day to achieve a graduated set of mobility targets. By day four she meets an agreed 
and specifi ed set of criteria and is discharged by a senior nurse specialist in charge of the 
orthopaedics ward.

Our chapters confirm that the current interest in the systematisation of 
healthcare is not new but that it has developed new and more positive 
emphases on the content of clinical care itself. They also show how these new 
emphases both enhance professionalism and ask it to perform in new ways. 
They illustrate some of the challenges faced by systematising clinical care 
and reveal that not all conditions are amenable to its applications. Above all, 
however, they show that changing clinical care in these systematised ways can 
improve clinical outcomes and patient experiences.
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SYSTEMATISED CLINICAL CARE: WHERE ARE WE NOW?
The experiences described in this book have provided evidence that a health-
care system that is more systematised in focusing on patients and organising 
its clinical, managerial and fi nancial resources can provide more effective 
care more effi ciently. Yet, while this suggests that improved systematisa-
tion is key to implementing government reforms for patient well-being, 
the reforms have generally failed to address or provide for systematisation 
directly. Systematisation for clinical improvement places clinicians at the 
centre of organisational performance and provides them with the means for 
integrating the clinical, resource and organisational bases of care. This in 
turn provides the substance and form of responsible autonomy as the funda-
mental principle of clinical self-governance. This too has been overlooked in 
NHS reform.

If previous approaches to healthcare focused on the use of resources 
by, for example, medicine, nursing, allied health and/or primary versus 
acute care, systematisation conceives clinical care as batch processing in 
which the contributions of nurses and doctors (in primary and acute care) 
are interdependent throughout all stages. Equally, the problems of quality 
improvement require focusing on the totality of a patient’s journey throughout 
the process rather than solely on what (for example) doctors or nurses do in 
particular bits of the process. In this regard, a number of chapters hint that 
it is not the elements of care that defi ne medicine and nursing but the ability 
and competency of care providers to put together the particular contributions 
of each professional groupings into a patient-centred process. In other words, 
systematised care depends for its effects on linked contributions that break 
down barriers of professional self-interest.

Systematised approaches at various levels of healthcare both depend on 
authoritative data and information and provide bases for generating, gathering 
and monitoring new data that can be used to improve care. Hospital episode 
statistics (HES) provide a good starting point for identifying the clinical 
conditions for which systematised approaches to their care, such as integrated 
care pathways, may provide signifi cant gains to patients, healthcare providers 
and the wider health economy. Moreover, analyses of HES data help identify 
barriers to systematisation that may arise when, for example, funding systems 
differentiate between care provision in primary and acute care.

Whatever the potential of HES data and other clinical activity data, the 
full potential of care systematisation is undermined by a number of data gaps. 
We do not, for example, have ways of systematically collecting data on the 
non-clinical experiences of patients and their carers. But, as the chapters 
on pathways show, ICPs have the functionality to include such experiences. 
Indeed, the chapters on pathways in surgery argue that patients should be 
involved throughout the development and monitoring of a pathway. Involving 
patients who have undergone a hip replacement, for example, not only gives 
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them voice but also helps identify points in existing treatment modalities for 
specifi c conditions that produce bottlenecks and duplication, that undermine 
dignity, that add to risk and/or adversely affect quality. In summary, construct-
ing, implementing and monitoring a patient-centred pathway that is condition 
specifi c requires focusing on and communicating with the patient as well 
as that between primary and secondary care and between members of the 
multidisciplinary team.

Pathways in surgery succeed, according to our accounts, when they not only 
fulfi l these imperatives but are also disease and team specifi c, and where there 
is shared socialisation and development driven by dedicated and enthusiastic 
champions. However, for some, pathways are more a form of re-engineering 
the whole of the clinical activity of a healthcare organisation. If our accounts 
of surgery warn against such a wholesale view, those of long-term conditions 
(including COPD and CHD) appear more sympathetic to such an approach. 
The Year of Care model, for example, (1) distinguishes between three levels 
of the population, (2) integrates both the personal health responsibilities of 
individuals and their rights to have their voices heard and heeded in the co-
production processes, (3) provides a basis for risk assessment and service 
planning to take place at a population level and an individual level and (4) 
makes fully explicit both what comprises each of the elements of care (self-
management, support and clinical) and how they will be related to each 
other on a person-by-person basis in ways that enable service provision to 
be prospectively and proactively designed, explicitly defi ned, planned and 
coordinated. The development of such an approach takes time, resources and 
multidisciplinary cooperation, including on the basis of an understanding of 
the importance of non-clinical aspects of patient care.

Yet, perhaps pathways for long-term conditions and surgery have more in 
common than this summary implies. Both are founded on explicit methodologies 
for stratifying the people that fall within the specifi ed condition and for 
identifying their clinical and non-clinical needs and wishes. Both require 
clearly authorised persons to be responsible and accountable for integrating 
services at the personal level. Both are enacted through a codifi cation that 
specifi es who will do what, why, when and where. And both provide the basis 
for a system of clinical performance management that is improvement-oriented 
and occurs as prospectively designed, condition specifi c care processes are 
routinely examined and reviewed by the clinicians, patients and carers who 
are central to their occurrence.

The Integrated Care Pathways Appraisal Tool (ICPAT) can be used to 
assess such content and quality in ICPs. Its application provides evidence 
that ICPs are being developed within generally accepted defi nitions; that is, 
they have content validity. However, there are shortfalls in their governance 
and accountability (e.g. audit), service user involvement, staff training, risk 
assessment and planning across organisations. Such shortfalls imply risks in 
developing ICPs in isolation from their organisational and patient contexts.



252 CHANGING CLINICAL CARE

The signifi cant elements of the organisational context in developing clinical 
work include a clear strategy for the organisation, a model of care pathway 
development that fl exibly accommodates the multiple needs of the directorates, 
middle managers to interpret data from frontline staff as information for 
executive management, and an executive team that takes clinical management 
as seriously as fi nancial status and performance. Strong executive leadership 
helps to instil a sense of commitment and signifi cance to systematisation as a 
means to deliver better clinical outcomes, manage its links to other strategies, 
and forge a common interdisciplinary approach by clerical, medical, allied 
health profession and nursing staff.

Our chapters have also shown that the integration is not only within a 
healthcare organisation but also across them, particularly within the care 
of designated conditions. Clinical networks, for example, have the potential 
to help develop an improvement culture and build capacity in communities 
of related practice in which knowledge management and innovation are 
recognised as managerial priorities in their own right. Clinical network-
based systematisation can help develop structures, language and processes to 
integrate the interests of clinicians and others to enhance social capital for 
clinical improvement.

Finally, a number of chapters show how care systemisation can challenge 
(1) the identity of individual professionals (i.e. their perception of themselves, 
their work and the work of others), (2) who should determine appropriateness, 
quality, cost and (3) how care process can and should be organised. As we have 
seen, effective and effi cient care delivery necessarily depends on the articulated 
(i.e. systematised) involvement of not merely doctors and nurses but also of 
other professions, such as social workers, and patients as co-producers. Hence 
it is no longer suffi cient for the professional to make expert judgements in 
isolation; team working is increasingly the modal vehicle of health and social 
care services. By implication, higher education and other providers of learning 
and development must include opportunities for inter-professional learning 
and working in both undergraduate and post-qualifi ed programmes. Similarly, 
systematised care can be a vehicle for making clinical work the basis for capital 
investment and business planning. The experiences described in this volume 
imply that capital planning’s traditional focus on beds and buildings must 
give way to an emphasis on the processes by which patients are being treated. 
In contrast to continental Europe, it is not clear that newly constructed or 
rebuilt British hospitals, whether commissioned through traditional public or 
private sector sources of fi nance, have yet realised the emerging service models 
inherent in systematised healthcare.

Thus, we have a picture of very considerable development of systematised 
clinical care that is contributing directly to better clinical outcomes, service 
experiences and resource use. But it is also changing the way professionals 
work and placing demands on managers, trainers and planners to engage 
more actively with service design. Such demands cannot be met without being 
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aware of their implications and conditions. It is to these that we turn in our 
fi nal section.

IMPLICATIONS FOR THE THEORY AND PRACTICE OF 
SYSTEMATISED CLINICAL CARE
We have established that systematisation is not new but intrinsic to health 
practice and service. It relates to the organisational (both cultural and 
performance management), fi nancial and clinical dimensions of relationships. 
However, its current emphases have shifted in a signifi cant direction: from 
professions and administrative structures to the detailed composition of 
clinical processes and monitoring and content of clinical care itself. This shift 
focuses on outputs and outcomes (rather than inputs) and their specifi ed 
clinical production processes; that is, how we do a hip replacement, a normal 
delivery, etc. It reinforces the role of frontline clinicians in initiating, framing 
and maintaining its content. It involves patients, carers and healthcare 
professionals in multidisciplinary teams, rather than as sub-specialty silos. It 
develops prospectively and refl ects retrospectively. It relies on and mobilises 
collective performance intelligence, using variation as a stimulant to service 
development rather than regarding variation as something that is deviant 
and hence not discussible. It prompts the skills development of practitioners 
and patients and their carers. It is supported by an authority structure that is 
focused on clinical production rather than the management of issues.

In these ways systematisation of clinical care stimulates the management of 
care to effect appropriate balances between individual patient and population-
centred care, between clinical and resource issues, between clinical judgement 
and system capacities, between integration and differentiation, and between 
clinical autonomy and accountability. Systematisation is not top-down stand-
ardisation, rationalisation, regulation or knowledge appropriation; that is, it 
is not a synonym for Fordism, Tailorism or the proletarianisation of medicine. 
On the contrary, it constitutes a professionally led response to the reform 
agenda of choice, commissioning, information technology, capital and work-
force development, performance management and clinical governance. It is, 
in short, at once an instrument of clinical and economic change, an arena of 
collective endeavour by carers and the cared for, a value system and a public 
policy (part of a wider movement in human personal service encompassing 
education, social work and criminal justice).

The methodology of systematisation planning fi rst reduces care analytically 
to its elements and then reworks it to maximise the clinical experience for 
the patient within the (capital, fi nancial and human) resources available. Its 
implementation is grounded in what is feasible culturally and institutionally, 
not just in conservative terms but in what can be developed. Both the planning 
and implementation are stimulated by forces working with systematisation: (1) 
the complexities of morbidities, especially comorbidities, and their clinical and 
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social care treatments and support, (2) the scarcity of resources, especially of 
fi nance and skill, and (3) the desire to improve patient outcomes and experi-
ences. But they have also to address forces working against systematisation: 
disciplinary specialisation, payment by results and NHS targets that hinder 
cross-sector integration, the traditional management suspicions of clinicians, 
the traditions of professional authority and function, and the almost iconic 
place of the hospital in our society.

All this calls for some demanding requirements in the healthcare system: 
(1) technical elements including new intelligence, systems and skills, (2) 
organisational elements including new structures, processes and resourcing, 
and (3) political elements including the realignment of power and authority 
between professionals, mangers and patients. The contributions to this book 
suggest that, at the local level, the healthcare system is both aware of these 
requirements and is beginning to provide for them. But this awareness is 
lacking at the level of policy and service design for the NHS as a whole. Here 
there remain disincentives, even penalties, for working in this way despite the 
potential for it to contribute to the explicit higher level goals of a ‘patient-led 
health service’.
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