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This thesis investigates strategic change in a district health authority between 1985 and 1993 
when the district implemented a series of top-down initiatives concerned with fundamentally 
transforming the service, based on the introduction of general management, the implementation 
of a quality management initiative and the subsequent internal market reforms. The particular 
initiative which forms the central focus of this thesis was a Department of Health TQM 
demonstration site which was established in the district in 1989 and continued until 1993. 

The research started from a concern to reveal the process of managing strategic change in the 
district through the implementation of TQM. The research, comprising focused interviews, was 
guided by a contextualist approach, and conducted with senior managers, members of the 
quality team and training staff who were directly involved with the demonstration site. The case 
study data was analysed against theories derived from the literature about strategic change in 
the public services and particularly the NHS. 

The analysis of the case study data revealed that in spite of initial enthusiasm on the part of a 
small core of managers and staff, the TQM initiative quickly experienced setbacks, resulting 
from its rejection by clinicians, internal disagreements about priorities, failure to diffuse quality 
management techniques and the loss of key personnel. These difficulties were intensified by the 
impact of the ybr f reforms on the district, resulting in the growing demands of 
a parallel and powerfully driven change agenda which led to the break up of the district into 
separate units in preparation for trust status, with a reduction in the activities of the TQM 
demonstration site. The demonstration site finally closed in 1993 when funding came to an end, 
although there had been diminishing interest on the part of the Department of Health from 
1990. 

Analysis of the data revealed that the TQM initiative was part of a wide-ranging Government 
drive to transfer private sector techniques into the NHS, but which took place at a time when 
professionals and support staff were deeply sceptical of the Government's intentions for the 
service as the growing impact of resource constraints and the Working for Patients reform 
agenda dug more deeply into the service. This internal resistance to the initiative was mirrored 
in a loss of commitment by the Department of Health as a consequence of shifting political 
priorities which saw private sector initiatives reduced in order to maintain the Government's 
wider reform agenda. The study concludes with a discussion of recent quality initiatives, which 
will again face challenges in their implementation in a service where quality remains a 
contested concept and the power of professionals still present obstacles to strategic change. 
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/M/roG ŵĉ zoM 48 



o ^ m a c / z j-^afegy m fAe TYf/iS' 49 
MofzoMaZ /?o/zcze^ 51 
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Zeaâ zMg /̂ze Demom/ra^fOM &Ye 124 
f o»e.' fAe DemoMj'^a^zoM 5'zYe 129 
frq/ec^^zYe^y 131 
f mgref^ m ̂ rq/ec^ ̂ zYej' 135 
f Aaj-e Two." 7%e Coj'^ q/^gwaZz(y frq/ec^ 136 

mvoZve cZmzczcMJ 138 
j^rea^frng^AgrgM/Me^jage 141 
7%e z/y^acr q/" ̂ rA;mgybr f j 144 
Caj'g v^wz/yj'z.y Dz.ycz^ j'zoM 150 
^gy^eq;7/e 151 

7/7^/eme»^mg TIQM 152 
CZmzczaMf' eMgagemeM^ wzYA TlgM 156 
T/T^ac^ q/'^Ae PFbr^Mgybr ageM&z 159 
CoMc/wj'zoMf 161 

8 Demise: TQM Dies a Rapid Death 163 
7Mfro(fwĉ zoM 163 
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1 Introduction and Outline of the Thesis 

This thesis is concerned with an account of nine years of strategic change and 

innovation in a district health authority (DHA) between 1985 and 1993. In that period 

the management of the NHS was transformed by a series of top-down initiatives which 

impacted on all areas of the service. The traditional assumptions about the direction and 

management of the services were cast aside under a welter of initiatives intended to 

fundamentally transform the service from a traditionally administered organisation to 

one that would increasingly mirror the private sector in its organisational and 

management arrangements. 

The events that took place during the period researched, and which provide the main 

focus of the case study, concern a Department of Health (DoH) demonstration site, one 

of a number which introduced 'total quality management' (TQM) into the NHS. This 

initiative was intended to radically change the culture of the NHS and was in keeping 

with a wider Government agenda to increase the efficiency and the effectiveness of the 

service through the transfer of private sector management techniques into the NHS. 

TQM was one of a number of business sector methods which were 'tested' at that time 

in the public sector, and an investigation of the origins, impact and responses to the 

TQM initiative constitutes the broad aims of the research. 

Although the TQM demonstration site operated between 1989 and 1993, the research 

begins at an earlier stage corresponding with the introduction of general management 

which was to transform the service from a traditionally administered service into one 

that embraced managerialism and laid the foundations for the later more radical changes 

to the service in the early 1990s. In extending the time frame back to the introduction of 

general management, it is recognised that the decisions to adopt TQM in the district had 

their roots earlier in 1980s and particularly 6om 1983 with the recommendations of the 

Griffiths Report (DHSS, 1983). These recommendations were implemented in 1985 

when this research begins and when a more active approach to the management of the 

district was introduced. Consequently the thesis explores the antecedent conditions 

which influenced the decision to experiment with quality management in the district, 

and specifically those factors which led the DHA to bid to become a demonstration site. 



In researching the implementation of strategic change through the mechanism of TQM, 

this study has been influenced by Pettigrew's (1987; 1990) work on the contextualist 

approach to change, which focuses on an holistic and dynamic analysis of change, rather 

than a narrow concern with the details of a particular change strategy. In this sense the 

contextualist approach is concerned with those antecedent factors that shape the present, 

as well as the interplay between the context, process and content of change. This 

approach to the study of change acknowledges historical and current power struggles in 

organisations and how these influence what issues surface and receive attention, which 

groups gain or lose as change agendas evolve, and which changes are implemented or 

fail to gain support and meet an early demise or fail to surface at all. 

A further influence on this research is the work of Pettigrew et al (1992) which 

examined the processes of strategic change in a number of district health authorities 

who were implementing change following the introduction of general management. In 

their detailed and multi-layered analysis of the NHS during a period of significant 

restructuring, they introduced the model of the receptive and non-receptive contexts for 

change, which in turn has provided an important focus for analysing the implementation 

of TQM in the district studied. A subsequent study of the response to HIV/AIDS in the 

NHS (Bennett and Ferlie, 1994) which provided an opportunity to test the early research 

on receptivity to change has also been an important underpinning source in the 

development of this thesis. 

The research methods adopted are those of the case study, with analytical themes 

established prior to the commencement of fieldwork through a preliminary review of the 

literature, but with other themes emerging inductively from the data during the course of 

fieldwork or subsequent analysis. In adopting a qualitative approach to the research, 

emphasis has been placed on an in-depth investigation of how the strategic management 

of the DHA unfolded, revealing the interaction between strategy and the people in the 

organisation. 

The structure of the thesis is as follows. In setting the scene for the fieldwork the first 

three chapters constitute a critical review of the literature relevant to the research focus. 
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Chapter two sets the context for the research by examining the politically driven reforms 

of the management of the NHS and consequences tor the service. This chapter focuses 

particularly on the Griffiths reforms of 1983 and the introduction of general 

management, which is seen historically as the critical juncture in the management of the 

service, and the ffbrh'Mgybr (DoH, 1989) reforms vyhich introduced the 

internal market and the self-governing trusts which replaced DHAs. 

Chapter three focuses on the concept of 'quality', from its origins in the manufacturing 

sector, through the Japanese quality revolution and the emergence of strategic 

management concepts such as TQM which were widely adopted by the public sector in 

the wake of the 'excellence movement' inspired by the work of Peters and Waterman 

(1983). Although experiments in the transfer of quality management techniques to the 

NHS were tested in the late 1980s, these initiatives had limited impact due to the 

complex nature of the NHS and the power of professionals resistant to ideas 

transplanted from the private sector. 

Chapter four, which completes the literature review, is concerned with strategic 

management in the NHS. It returns to the broader themes of organisational change and 

the demands made on the service as a result of its complex structure, processes and 

management arrangements. In locating TQM within the context of wider organisational 

change, particular attention is given to programmatic change models which were 

promoted by consultants during the implementation of the demonstration sites. 

Chapter five turns to a discussion of the reasons for researching TQM in the DHA and 

the research questions which guided the fieldwork. This is followed by a discussion of 

the methods selected, including the assumptions underlying the chosen research 

methods, their strengths and weaknesses, and operational issues arising from the choices 

made. This is followed by a discussion of the fieldwork, including issues of access and 

ethical considerations. Data collection and analysis is examined and the particular 

demands of the chosen methods are presented. The particular approaches used, 

including case study methods, empirical approaches, and grounded analysis of the data 

are discussed. 
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Chapters six to nine are a suite of empirical chapters, each following a similar format, 

which constitute the case study. Each chapter begins with a brief examination of the 

main themes which emerged from the empirical data, followed by the case study 

findings and concludes with a detailed analysis integrating the data with the theoretical 

concepts. The case study material presented in these chapters is based on interviews 

with staff who were directly involved in the TQM demonstration site, with the verbatim 

statements of informants used as far as practical in their original form in order to 

maintain the immediacy of the events and issues. The statements are grouped around a 

series of themes which illuminate the events that took place during the period 

researched. 

Chapter ten concludes the thesis, beginning with a review of the research questions, and 

then examining these in relation to the findings of the case study. This is followed by a 

discussion of the concept of 'receptivity to change' and how far the DHA was a 

receptive context for the implementation of TQM, The penultimate section discusses the 

TQM initiative in a wider context of Government policy and the response of 

professionals and staff to what were seen as threats to the ethos of the service. This 

section concludes with a recognition that in spite of the rejection of TQM it was 

nevertheless part of longer-term changes in the service which would ultimately 

transform the role of quality in the NHS. 

Finally, the chapter moves to a broader level of analysis, linking the TQM initiative with 

more recent Government policies on quality which offer new opportunities for a more 

integrated approach that eluded the original DoH demonstration sites. The new 

initiatives suggest that policy makers have learnt some of the lessons of the past and are 

now more realistic about the potential of new policies and their timescale for 

implementation. Nevertheless the service still retains a number of structural features 

which suggest that strategic change remains potentially problematic and provides an 

opportunity for future research on quality in the NHS. 
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2 A Service Tranformed 

Introduction 

This chapter describes a period of change in the 1980s, when the Conservative 

Government of the day began a series of far reaching reforms. The stream of policy 

initiatives which commenced at the beginning of the decade are discussed, with the 

main focus on the two major reforms concerned with management arrangements and 

structural change, which taken together, fundamentally changed the service. The first 

of these reforms was the introduction of general management following the 

recommendations of the Griffiths report (DHSS, 1983) and succeeded by the 

introduction of the internal market proposed in the White Paper, fFbrAzMgyb/' f 

(DoH, 1989). It is argued that these reforms, which saw the transfer of private sector 

management techniques to the NHS, created the conditions in the late 1980s for an 

increasing range of business methods, which were adopted by managers as part of the 

process of seeking to transform a service which still remained largely resistant to 

change. 

The response to the Royal Commission 

Although this chapter focuses on events that took place in the 1980s, it is useful to 

begin the account of the changes a little earlier. In 1979 the report of the Royal 

Commission on the NHS (Royal Commission, 1979) was published. The Royal 

Commission had been set up in 1976 by the Labour Government. At that time there 

had been considerable labour unrest in the services culminating in industrial action 

by groups of ancillary workers, and discontent by doctors following the decision by 

Government to phase out pay beds (Ham, 1999). The Commission's remit was to 

'consider in the interests both of patients and those who work in the National Health 

Service on the best use and management of the financial and manpower resources of 

the National Health Service' (1979). The Commission's report endorsed the existing 

structure and financing of the NHS and rejected the introduction of chief executives. 

It recommended some organisational change, including the abolition of one tier of 
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administration below regions, the abolition of Family Practitioner Committees and 

the strengthening of Community Health Councils (Royal Commission, 1979). 

The Royal Commission, although established by the Labour Government, had by the 

time of its publication seen the Conservative Government take office and it fell to 

them to respond to the report. The response in the form o f ( D H S S , 

1979) was a consultative document on the reorganisation of the NHS. This confirmed 

that the Government was in agreement with the Royal Commission's 

recommendations to remove one tier of administration, and suggested that district 

health authorities should be established, combining the functions of existing area and 

district authorities, f also confirmed that Family Practitioner Committees 

would be retained and sought views about the role of Community Health Councils. 

Similarly the Government confirmed the Royal Commission's rejection of chief 

executives to health authorities (DHSS, 1979). 

The Government recommended that the structure of the service be simplified and 

responsibility for making decisions moved closer to the locality for which the health 

service was being provided. It wanted large areas broken up into districts and 

recommended that 'natural communities' be the catchment area for hospitals rather 

than coterminosity with local authorities (which was broken by the subsequent 

abolition of area health authorities). Patients First (DHSS, 1979) recommended that 

the district should become the key accountable body in the new structure, with 

responsibility for providing as well as plaiming services. This change saw decision-

making related more to local need, with a tighter system of management and a 

simplified planning structure (Allsop, 1995). 

The Government's response to the consultative document was published in 1980 

(DHSS, 1980) and largely endorsed its proposals with the creation of 

192 district health authorities. These came into operation on 1 April 1982, and within 

the districts, emphasis was placed on the delegation of powers to units of 

management. Other changes included the reduction of local authorities' right to 

nominate members of health authorities from 30 to 20. Further changes that took 

place as a consequence of the Royal Commission included consultants being 

permitted to undertake more private work, and from 1981, health authorities were 
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permitted for the first time to contract with profit-making hospitals for NHS 

treatment. Districts were expected to establish their new management structures 

within overall costs set by the DHSS. The reduction in administration led to an 

estimated saving between 1979 and 1983 of management costs for the NHS as a 

whole of E64m (Ham, 1999). These early changes, following f can be 

seen in retrospect as the early building blocks of Government policy which would 

increasingly emphasise a more business-like approach to the management of the 

service, in the quest for efficiency in the delivery of health care. 

The drive for efficiency 

Soon after the f changes had been introduced in 1982, the NHS entered 

into a decade of financial constraint, with a series of centrally driven initiatives with 

the service expected to make 'efficiency savings'. This meant districts outturn 

expenditure would need to be less than their nominal budget by a specified 

percentage (Harrison, 1988). The required figures were 0.2% in 1981-2, 0.3% in 

1982-3 and 0.5% in 1983^, and were clearly in line with the Government's pledge 

to reduce public spending in order to honour election pledges to reduce taxation 

(Ham, 1999). Ham concludes that this financial regime had already by 1984 achieved 

an annual saving of £lbn in hospital and community services, at a time when demand 

was increasing and the service faced recurrent funding crisis. 

The consequence of this new financial regime was to shift the focus of the service on 

to managers, who were claimed to have increasingly been portrayed as culpable for 

the shortcomings of the service (Harrison, 1988). The delegation of powers to 

districts, vyith the responsibility for making choices about spending decisions and 

rationing services pushed to the local level, meant that blame for any deterioration in 

service levels therefore lay with the districts and not central Government (Klein, 

1982). This left managers open to the difficulties of managing within a shrinking 

resource base and at the same time having to deal with criticism from local groups. 

Following the introduction of the 'cost improvement' initiative came the introduction 

in 1982 of the 'Rayner Scrutinies' named after Sir Derek Rayner, Managing Director 

of Marks and Spencer, and a part-time efficiency adviser to Government. The 
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scrutinies involved intensive studies of a particular area of expenditure led by Rayner 

and his staff (civil servants seconded specifically for that purpose) which examined 

transport services, staff recruitment, payment collection and (controversially) stafF 

residential accommodation which would lead eventually to the sale of hospital 

property. The Labour opposition saw the cost improvement programme as a 

euphemism for cuts and a step towards the privatisation of the service (Mohan, 

1995). 

Alongside the cost improvement schemes, 1982 also saw the introduction of 

performance indicators covering a wide range of health authority activities, which 

would enable DHAs to compare their performance with other districts, in what 

amounted to an early benchmarking exercise. The Government stated that these 

would provide a continuing assessment of performance, with the intention that 

districts would take remedial action where necessary. The performance indicators 

would enable comparisons to be made between districts and assist ministers and 

regional chairmen to assess the performance of authorities in using manpower and 

other resources efficiently (DHSS, 1982). 

The fourth element of this drive for efficiency was launched in September 1983 when 

districts were instructed to test the cost-effectiveness of catering, domestic and 

laundry services by inviting tenders for the provision of these services from their own 

staff and outside contractors. It was estimated that the first round of competitive 

tendering achieved savings of f 110m (Social Services Committee, 1990), with some 

districts extending tendering to other services such as engineering and building 

maintenance (Ham, 1999). 

A final thrust of the Government's quest for efficiency was introduced some years 

later in 1988 when an income generation initiative was launched, with the intention 

of encouraging districts to find ways of generating additional income. These included 

charging private patients, charging for car parking and encouraging retailers to 

establish outlets on hospital premises, although Mohan (1995) saw the exercise as 

largely symbolic (although raising E5 Im in 1990/1), with the DoH income generation 

unit being wound up in 1992 as enthusiasm for the scheme quickly evaporated. 
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The business solution 

Although the changes introduced by the Conservative Government since their 

election in 1979 had focused on controlling the costs of the NHS as part of the wider 

strategy to reduce public sector expenditure and the attempt to increase the efficiency 

of the service, the most significant change of this period was the introduction of 

general management following the Griffiths Report of 1983. The Secretary of State 

for Social Services invited Roy (later Sir Roy) Griffiths to head an inquiry into the 

management of the NHS. This inquiry would examine the effective use of manpower 

and related resources in the NHS. The inquiry had two main tasks, firstly, 'to examine 

the way in which resources are used and controlled inside the health service, and 

secure the best value for money and the best possible service for the patient [and 

secondly] to identify what further management issues need pursuing for these 

important purposes.' (DHSS, 1983). 

The inquiry team led by Roy Griffiths, who was Deputy Chairman of Sainsbury's 

supermarket chain, included the Personnel Director of British Telecommunications 

(Michael Bett), the Group Finance Director of United Biscuits (Jim Blyth) and the 

Chairman of Television South West (Sir Brian Bailey). They submitted their report in 

the form of a 24-page letter to the Secretary of State in October 1983 (DHSS, 1983). 

The team's recommendations included: 

» the creation of a Health Services Supervisory Board (Chaired by the Secretary of 

State, and including the Minister for Health, the Permanent Secretary, the Chief 

Medical Officer, the Chairman of the NHS Management Board) and two or three 

non-executive members vyith general management skills and experience. The fiill-

time multiprofessional NHS Management Board would oversee implementation 

of the strategy for the service (p.3) 

« general managers proposed for regional, district and unit levels of organisation, 

regardless of discipline, to carry overall management responsibility for achieving 

the relevant health authorities' objectives, with substantial freedom to design 

local fimctionally-based management structures, ensuring that day-to-day 

decisions were taken at unit level, rather than higher up the organisation (pp.4-5) 
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« the review process, begun in 1982, was to be extended to unit level and efficiency 

savings replaced by 'cost improvement programmes' aimed at reducing costs 

without impairing services (pp.4-5) 

» clinical doctors were to become more involved in local management, with a 

proposed system of 'management budgets' and the allocation of workload-related 

budgets to consultants (pp.6-7) 

* more attention paid to patient and community opinion, expressed both through 

Community Health Councils and market research methods (p9) 

The Govenmient accepted the recommendations applicable to the DHSS and put the 

other recommendations out for a short period of consultation. There were adverse 

reactions to the recommendations, particularly on the part of nursing and ancillary 

staff, with the British Medical Association (the representative of medical opinion) 

strongly opposing the recommended changes. Administrators and treasurers, 

however, favoured the changes. (Mohan, 1995). In spite of the wide-ranging changes 

proposed by Griffiths, it was the proposal for the appointment of general managers 

that became the main focus of those opposed to the changes. 

In June 1984 the Secretary of State finally accepted the recommendations, including 

the principle of individual general managers in place of consensus teams. The 

Government view was that the appointment of managers with personal and visible 

responsibility was essential if there was to be a commitment to improving services 

(DHSS, 1984). The Secretary of State made clear that consensus in a 

multiprofessional organisation such as the NHS was valued, but that consensus as a 

management style would not secure effective and timely management action, nor 

would it initiate the kind of dynamic approach needed in the health service to ensure 

the best quality of care and value for money (DHSS, 1984). 

The Griffiths solution to the problems of the NHS was essentially the introduction of 

business management into a service that had previously been based on consensus 
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management. This was not surprising considering the Goverrmient's preoccupation, 

which was to introduce a particular set of political ideas to the public services. These 

were: the importance of a sound economy (with social policy subservient to 

economic policy); that nothing should be done in the public sector that could just as 

well be done in the private sector; and finally, an assumption of organisational 

inefficiency based on corporate groups' desire to preserve their privileges rather than 

with modernising their attitudes and activities (Butler, 1992). 

The Conservative Government came to power in 1979 on a broadly anti-

managerialist ticket, promoting the view that British public administration was over-

managed, v^th the first Secretary of State rejecting the notion of general management 

in the NHS, finding it incompatible with professional independence (DHSS, 1979). 

Four years later all that had changed. By 1984 the Secretary of State unreservedly 

accepted the Griffiths managerialistic diagnosis for the ills of the service and 

enthusiastically implemented general management at all levels of the NHS, with 

general managers in post at regional, district and unit level by 1985 (Butler, 1993). 

Changing the management culture 

The Griffiths solution was to change the organisational culture of the NHS by 

introducing features of business management (Allsop, 1995). GrifGths (DHSS, 1983) 

saw the newly appointed general manager's task as providing the driving fbrce for 

developing management plans, including taking personal responsibility for providing 

appropriate levels of service; ensuring the quality of care; meeting budgets; achieving 

cost improvements; increasing productivity; monitoring performance and rewarding 

staff; ensuring research and development and initiating measures to assess health 

outputs. The report also recommended the appointment of directors of quality 

assurance in each district to improve performance, and the introduction of private 

sector practices such as performance-related pay. 

Roy Griffiths identified four main concerns that summed up the problems of the NHS 

as he (and his team) saw them. First, that consensus management led to the lowest 

common denominator decisions, and the importance of getting decisions was more 

important than the substance of a particular decision. This criticism led to the oft 
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quoted remark in the report t h a t . .if Florence Nightingale were carrying her lamp 

through the corridors of the NHS today, she would almost certainly be searching for 

the people in charge' (DHSS, 1983:22). 

The second criticism in the report was that of weak implementation, without a driving 

force, which did not seek and accept direct and personal responsibility for developing 

management plans and securing their implementation, nor for monitoring actual 

achievement. This, it was claimed, risked causing difficulties in implementing major 

initiatives (a risk reinforced by the lack of general management processes) which meant 

it was extremely difficult to achieve change. The report argued for a more thrusting and 

committed style of management and this style was seen as implicit in all its 

recommendations. 

The third criticism was the lack of orientation towards performance in the service. 

Griffiths found that the service lacked any real continuous evaluation of its 

performance, and rarely were precise management objectives set. There was little 

measurement of health output, with clinical evaluation of particular practices by no 

means common and economic evaluation extremely rare. 

The fourth criticism concerned the lack of consumer views of the health service. The 

service was said to be unable to demonstrate any means of assessing its effectiveness 

in terms of meeting the needs and expectations of those it served, and Griffiths stated 

that it was open to question as to whether the service could achieve this. 

This diagnosis of the ills of the service was seen to correspond closely with the 

empirical evidence about the pre-GrifGths management of the service identified by 

Harrison (1988) in terms of known problems. Griffiths's failure to find one person in 

charge was seen to relate directly to the evidence of the power of the medical 

profession and its resistance to management. Secondly, Griffiths identified a lack of 

action on the part of the service, with problems in acting on plans which 

corresponded with research showing that managers mainly reacted to problems thrust 

upon them, rather than proactively seeking solutions. Thirdly, Griffiths's criticism 

about the failure to set and pursue goals was seen to confirm the 'taken for granted' 
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incrementalism of the service. Finally, the criticism that managers failed to take 

notice of patients was said to be borne out by the preoccupation with the internal 

provider concerns of different professional groups, rather than with patients' needs. 

What was witnessed in the Griffiths report was a rejection of the earlier forms of 

management of the service which were seen to have failed. It is argued by Harrison 

(1988) that during the first 20 years of the service the manager was seen as a 

diplomat (as stated in DHSS, 1979) with the job of solving problems 

and maintaining their organisations rather than securing major change. Their role was 

to conciliate and coordinate, as far as possible, all the different sub-groups within the 

service. As far as Griffiths was concerned, the manager was no longer to be a 

'diplomat', as this was not an acceptable model for managing the service, and the 

Griffiths prescription aimed to change the prevailing model of management. The 

previous behaviour of managers based on the assumption that managers would 

assume a diplomatic character, shifted with Griffiths to one in which managers would 

become responsible for their service, with the incentives necessary to make this work 

(Harrison, 1988). 

Involving clinicians in management 

Follovying the implementation of Griffiths and the appointment of general managers, 

the Government extended management arrangements in line vyith Griffiths' 

recommendation that clinicians be involved in management. In 1986 management 

budgeting was introduced, with the term 'resource management' adapted to describe 

the initiative as this placed the emphasis on management as opposed to budgeting 

and the medical and nursing ownership of the system (Harrison and Pollitt, 1994). 

Resource management was launched in six acute hospital sites established as pilot 

projects. This particular initiative was designed to give doctors and nurses a more 

significant role in the management of resources, through devolved budgetary 

responsibility to clinical teams within hospitals. It was also intended to enable 

managers to negotiate workload agreements with clinical teams and to improve 

information systems to provide staff with better data about their services (Ham, 

1992). The DoH set aside central fimding to support the implementation, and 

particular emphasis was placed on training and organisational development. 
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Subsequent research on the impact of resource management (Packwood et al, 1991) 

suggested that, although some progress had been made in involving doctors and 

nurses in the management of the service, this would be a slovy evolutionary process 

and could not be achieved easily within the parameters of a specific project. Where 

this initiative would eventually have its impact was in preparing clinicians for the 

world of markets and competition that followed in the ybr f reforms 

(DoH, 1989). 

Funding crisis 

In spite of these initiatives, the 1980s witnessed a widening gap between the money 

provided by Government for the NHS, and the funding needed to meet increased 

demand. By 1987/8 the cumulative shortfall in hospital and community services since 

1981/2 amounted to f l .8bn (Ham, 1992). For 1987/8 alone expenditure was 

estimated to be £400m below its target level (King's Fund, 1988). The consequence 

of this underfimding reached crisis point during autumn 1987, with many health 

authorities closing beds on a temporary or permanent basis or cancelling operations 

to reduce activity levels, and not filling staff vacancies (NAHA, 1987). The funding 

shortfall generated a full-scale political crisis with media stories of patients, 

especially young babies, suffering or even dying as a result of bed closures. 

Alongside this publicity there were motions and debates in the House of Commons 

about local failures in services. Unprecedented calls for additional resources were 

made from the British Medical Association and the Royal Colleges of Surgeons, 

Physicians, Obstetricians and Gynaecologists, with statements that the NHS was 

reaching breaking point and that additional finance had to be provided to 'save the 

service that had once been the envy of the world' (Mohan, 1995:16). 

The response of the Government was twofold. First, it announced that an additional 

f lOlm was to be made available to the UK to tackle immediate difficulties, and 

second, the Prime Minister had decided to initiate a ministerial review of the future 

of the NHS, which she announced on the BBC TV Panorama programme in January 

1988. This review by a small working group - in effect a committee of the Cabinet -

was to be composed of three senior ministers, chaired by the Prime Minister, 

supported by civil servants and political advisers (Ham, 2000). This was 
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controversial, with the traditional consultative process ignored, and resulted in the 

professions feeling excluded &om deliberations about the future of the service (Lee-

Potter, 1997) - although this was in keeping with a Government that felt secure in 

ignoring professional opinion, and relied on advisers who would provide the 

ideological justification for policy decisions as vyitnessed in the earlier Griffiths 

inquiry (Thatcher, 1993). This exclusion of the medical profession was particularly 

interesting as traditionally they had had a privileged role in policy formation, but had 

by the late 1980s been pejoratively labelled as a 'trade union' and perceived as a 

reactionary force (Mohan, 1995). 

In view of the financial problems that had preceded the review, it was assumed that 

radical alternatives to finance would be proposed. At the outset of the review there 

was discussion of an insurance-based service and plans that would have allowed 

people with private health insurance to contract out of the service. The early 

deliberations of the review group were around finance and ways that more resources 

could be generated. During the second half of the review the agenda changed, and the 

review team's concern shifted from issues about financing the NHS to the efficient 

use of its resources (Butler, 1992). When the White Paper 

(DoH, 1989) was published in January 1989, it was clear that the basic principles of 

the NHS remained, and funding would continue to be provided mainly out of 

taxation. Although there were some minor changes in tax relief on private insurance 

premiums for people aged 60, 'the vast majority of the population would still have 

access based on need not ability to pay' (Ham, 1999:49) 

Working for Patients 

When published, (DoH, 1989) placed particular emphasis on 

what had come to be seen as characteristic Conservative policies for the service: 

concern for enhanced performance and efficiency, consumerism and managerial 

authority. There would be further delegation of responsibility for the management of 

the service to local tiers, with problems of service delivery seen as the inadequacies 

of management (Mohan, 1995). The main changes concerned the structure of the 

service, with the intention of stimulating competition between hospitals and other 

service providers through the separation of purchasing and provision of services. 
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Local health authorities would in future purchase services from a range of public, 

private and voluntary providers. These providers would include hospitals and 

community services who would opt out of health authority control and become self-

governing NHS trusts. 

Other significant changes included GP fundholding, where practices that were 

eligible (based on a specific list size) would receive a budget to purchase services fbr 

their patients. The cost of the services purchased would be deducted &om the 

allocation to the relevant health authorities. The basic tenet o f this change was that 

money would follow patients, thereby rewarding hospitals and GPs able to provide 

services in demand by patients and those purchasing care on their behalf. 

Other changes included new managerial arrangements (with a Policy Board and 

Management Executive replacing the Supervisory Board and Management Board). At 

local level, health authorities would be revised along business lines, vyith chief 

executives sitting as directors of trusts and health authorities alongside health 

professionals, non-executive directors and a chairman. Non-executive directors 

would be appointed fbr their individual skills and experience, and paid a fee for the 

first time, in order to attract people to serve in these new roles. 

A further important theme of /or f was the need to make doctors 

more accountable for their performance. This was to be achieved by general 

managers having a larger role in the management of clinical activity and also 

participating in the appointment of consultants, dravmig up job plans and deciding 

which consultants should receive distinction awards. The earlier resource 

management initiative was to be extended, and medical audit was to become a 

routine part of clinical work in general practice and hospitals (Ham, 1999). 

The fundamental change that underpinned the reforms was the way in which financial 

resources were to be allocated. proposed that health authorities 

should receive funds to purchase services fbr their resident population instead of 

being allocated fiinds to provide services in their hospitals. This involved a change 

from funding authorities as providers of services to funding them as purchasers. The 
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main aim of separating the purchase of health care &om its provision was to subject 

providers to an element of competition for contracts which was intended to provide 

an incentive to cut costs, improve quality and become more responsive to consumers 

(Ranade, 1994). 

Working for Patients and its management consequences 

The implementation of (DoH, 1989) led to strong reactions on 

all sides. Clinicians, and particularly doctors' representatives, notably the British 

Medical Association, launched high profile campaigns against the changes that they 

believed would diminish their power in relation to managers. This was to be 

expected, as clearly the intention of as with the earlier Griffiths 

Report (DHSS, 1983), was intended to increase the influence of managers in relation 

to doctors. The new powers managers would wield in relation to doctors included: 

specific contracts of employment, the abolition of medical representation on health 

authorities and the introduction of management criteria for distinction awards 

(Harrison et al, 1990). More radical would be the need for managers to secure 

contracts in the new internal market, which would mean challenging the legitimacy 

of medical decisions and the perceived defensiveness of the professions (Harrison et 

al, 1990). 

On the other hand, as might be naturally assumed, managers and health authorities 

were more supportive of the reforms, although cautious about whether the timetable 

for implementation was realistic considering the radical changes to the structure and 

processes of the service (Ham, 1999). The support of managers for the reforms 

needed to be seen in the light of their experience since Griffiths. The implementation 

of general management had not proved smooth in all districts, and a review of the 

impact of Griffiths as part of a study of strategic change in districts (Pettigrew et al, 

1992) suggested that the increased power and influence of general managers could 

not necessarily be taken for granted. Hunter (1984) was sceptical about the potential 

of general management, based on difficulties with previous reorganisations, and 

particularly in view of the delicately balanced relationships between different 

professional groups. His view was that change would be embraced on the surface, but 

in reality little would change. 
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Similarly, research on the introduction of general management in a sample of districts 

saw evidence of both continuity and change. This was largely because the newly 

appointed general managers were trapped within the traditional hierarchy of the 

service, with its political sensitivity and control over fimding remaining key issues. 

This clearly thwarted the hopes of general managers that their new authority would 

be influential in shaping the service (Strong and Robinson, 1988). Where general 

management had achieved influence was in relation to nurses, with Griffiths being 

seen to pay little regard to the central role of nurses in the service. Of all the 

occupational groups, nurse managers were stated to have suffered more than any 

other group following the implementation of the Griffiths proposals (Strong and 

Robinson, 1988). hi contrast, doctors had greater political power, and were able to 

retain their influence in the post Griffiths NHS. This perception was further 

reinforced by Harrison's (1989) study, which found that it was difficult to detect any 

reduction in the power of doctors to obstruct management actions, and that the 

manager's role was still seen as that of the 'diplomat', concerned primarily with 

facilitation, the provision of resources and managing conflict, rather than controlling 

professionals or changing the direction of the service. 

Power to the managers 

Clearly (DoH, 1989) provided managers with potentially new 

powers that had been denied them in the earlier Griffiths changes. The intention was 

that the service would now be based on managed competition within a new system of 

contracts between purchasers and providers, hi managing the contract system, it was 

intended that managers and clinicians would need to co-operate as they had a 

common interest in demonstrating to purchasers that they were able to provide good 

quality cost-effective services. Furthermore, resource management would now need 

to be rolled out to all units, and medical audit (introduced as part of the Working for 

reforms and concerned with the quality of interventions) would be 

compulsory. In practice, each of these changes would in turn strengthen the 

managers' formal powers over clinicians and contribute to undermining medical 

resistance to involvement in management (Ranade, 1994). 
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The concern for effectiveness 

A further consequence of the farfenrj' (DoH, 1989) reibrms was the 

increased concern for consumerism, improving quality and evaluating effectiveness 

(Ranade, 1994), seen as essential in a market-based service. These concerns had of 

course been raised originally by Griffiths (DHSS,1983), although a study of the 

implementation of general management suggested that these had remained marginal to 

the main activities of managers (Hunter, 1989). Other researchers, notably Ferlie et al 

(1996), saw the early concerns for efficiency which were dominant in the early to mid-

1980s being replaced in the late 1980s with a concern for excellence, influenced by the 

work of Peters and Waterman (1982). Increasingly the importance of organisational 

culture, charismatic leadership and the transformational nature of change became more 

dominant symbols of management at the end of the decade, a shift which was necessary 

in the rapidly changing world of the f afzenrj (DoH, 1989) reforms. 

Ferlie et al (1996), looking back to the 1980s, delineated the 'elements of excellence' 

model for the public service, with the emergence of top-down visions, charismatic 

leadership, culture change programmes and the identification of private sector role 

models that would influence the service. To support these changes intensive 

corporate training programmes were introduced, alongside the growth of corporate 

logos and other means of service identity, including mission statements and explicit 

communications strategies to promote organisational culture change. This model 

resonated closely with the developments that took place in the research location, 

which had by the mid-1980s begun to adopt many of the elements of the excellence 

model, confirming Ranade's (1994) claim that 7^ 5'garcA q/ExceZ/gnce (Peters and 

Waterman, 1982) was increasingly appearing on general managers' bookshelves as 

they searched for management tools to transform their services in the turbulent world 

of f (DoH, 1989). 

Reflections on a decade of change 

It is clear from the preceding account that the NHS experienced a continuous and 

relentless series of changes throughout the 1980s culminating in the 

f reforms that concluded the series of initiatives discussed in this chapter. The 

early changes, with their emphasis on economy and efficiency, characterised the 
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Thatcher years, with an agenda that placed economic values above social values and 

views about the efficiency and effectiveness of public services. These changes 

occurred at a time when it was becoming apparent that the service was underfunded, 

and that patterns of service were changing with the move towards more community-

based services and growing demands as a result of demographic changes. 

With the enthusiasm for business values and the market seen as a solution to the 

perceived problems of the public services and resulted in a series of initiatives 

starting with Griffiths (DHSS, 1983) and culminating in far/gMfj' (DoH, 

1989). The reforms of the 1980s were symptomatic of the view that the consensus 

management of an earlier NHS had no place in the future, with the changes intended 

to encourage enterprise and the entrepreneurial spirit. In fact the 1980s were marked 

by the continual attempts by Government to increase the power of management, 

which according to Ranade (1994) were based on the ideological assumption 'that the 

private sector had everything to teach the public sector and nothing to learn' (p82). 

Certainly by the late 1980s (to use Harrison's (1988) typology) the NHS manager was 

now a 'scapegoat', particularly in their inability to control doctors, whose clinical 

freedom and consequent disregard for resource levels preoccupied a Government 

trying to reduce public spending. The earlier 'manager as diplomat' was replaced by a 

series of initiatives and reforms that fundamentally changed the nature of 

management in the NHS. Pollitt (1990) suggests that it was a commonly held 

assumption that better management would solve a range of social and economic 

problems, with the Government seeking the views of management theorists, 

particularly 6om the USA, for ideas about how to run public services in Britain (for 

example, Drucker (1974); Enthoven (1985), and Osborne and Gaebler (1992)). 

A consequence of these management changes, following Griffiths, was the 

emergence of managerialism drawing on techniques from the private sector and 

described as neo-Taylorism, based on strengthening and incentivising line 

management, setting clear targets and developing performance indicators to measure 

achievements, with awards and promotion for those who got 'results' (Pollitt, 1993). 

Sadly the NHS experienced some of the worst examples of 'macho management' 
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(Ranade, 1994) which led to what have been described as 'low trust' relationships 

between managers and professionals in the service (Hunter, 1996). Clearly the 

subtext of Griffiths was the control of professionals, particularly doctors, but the 

Taylorian management models adopted by some managers would influence 

relationships negatively long into the fiiture, when successive adoptions of more 

humanistic management approaches were seen as more likely to support the changes 

needed with the implementation of faf/gnfj' (Ranade, 1994). 

Conclusions 

This chapter has described a series of changes that impacted on the NHS throughout 

the 1980s which fundamentally changed the management and ultimately the structure 

of the service. These changes - driven by goals of economy and efficiency - had 

severe consequences for the service and led ultimately to the funding crisis of the late 

1980s and the subsequent market-based reforms. Throughout this period the 

management of the service was also in a state of constant change as general managers 

sought to manage a service under increasing pressure and at the same time transform 

the service in response to Government directives. As we have seen, a consequence of 

these demands was the adoption of management models that veered between the neo-

Taylorist and the excellence school, but in the end created a culture of mistrust which 

would contribute to the difficulties in implementing the larger changes to come in the 

early 1990s. We now turn to an examination of the quality initiatives which 

coincided with PFbrh'Mgybr Patients (DoH, 1989), with the Government again 

drawing on the world of business for ideas in transforming a troublesome service. 
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3 The Quality Revolution 

Introduction 

The quality management initiatives which reached the NHS in the late 1980s had 

their roots far back in the beginning of the twentieth century. 'Quality' as a concept 

had progressed through a series of distinct phases of development throughout the 

twentieth century, for example, inspection, statistical control, quality assurance and 

strategic quality management, which in turn gave way to the 'total quality 

management' which came to dominate the agenda of many private and public sector 

organisations searching for routes to improved performance. This chapter briefly 

describes the development of the concept of quality, before discussing its transfer to 

the public sector and the adoption of total quality management techniques by the 

DoH during a period of radical reform. The chapter concludes with a discussion of 

the roots of quality in the NHS in the context of wider changes in public sector 

management. 

Development of the concept of quality 

The development of the concept of quality has progressed from the early concern 

with inspection and later statistical control techniques in manufacturing industries 

(Garvin, 1988), through the era of quality assurance with its emphasis on 'zero 

defects' (Crosby, 1979), particularly in the context of military needs in the second 

world war and the subsequent demands of missile technology and space exploration. 

The increasing requirement for highly sophisticated products meant that quality 

became even more important, and shifted the emphasis towards a human relations 

approach to workforce management and the coordination of activities, as a primary 

concern (Garvin, 1988). 

The fiirther stage in the development of quality, which later ushered in total quality 

management (TQM), was the recognition in the 1970s that increasing competition 

G-om the Japanese consumer industiy with their superior quality and reliability was 

making m^or inroads into the United States and European markets. It was ironic that 

the success of Japanese industry was based to a large extent on Deming (1988) and 
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Juran (1988) whose work in Japan in the early 1950s had laid the basis for the 

subsequent Japanese success. 

By the 1980s the cost of defective products (and in the USA expensive law suits, 

with their impact on market share and profitability) ultimately led to the adoption of 

strategic approaches to quality which had originated in Japan. A shift took place in 

many companies 6om the earlier quality assurance and zero defects approach to one 

that embraced the total organisation, with the growing realisation that meeting 

customer expectations and continuous improvement would be essential in the 

increasingly competitive international markets (Garvin, 1988). The influence of 

Deming and other TQM 'gurus' (Bendall, 1991) was increasingly seen in this period 

in a number of organisations as they adopted 'new manufacturing philosophies based 

on teamwork, employer involvement and collaborative customer-supplier relations' 

(Dawson, 1994:70). 

The emergence of excellence 

Although total quality management had begun to make an impact on British business 

by the early 1980s, it was the work of Tom Peters, whose book (with Robert 

Waterman) 7^ (1982) popularised the notion of the 'Quality 

Improvement Process'. This was followed by his second book (with Nancy Austin) 

ybr ExceZ/gMce. TTze (1985) which identified 

leadership as central to the quality improvement process, vvith the manager as 

cheerleader and facilitator. The notion of 'management by wandering about' 

(MBWA) would subsequently become the basis for leadership and excellence in a 

number of organisations, enabling leaders to keep in touch with staff and customers. 

This 'excellence' approach struck a chord with business leaders and also had an 

increasing impact on managers in the public sector, particularly in the context of 

Govenmient exhortations to mimic the practices of the private sector. The claims of 

5'earcA q / " w e r e reinforced by the new organisational processes and 

performance of Japanese companies located in Britain. Although confined to isolated 

sectors of industry until the 1980s these companies had begun to challenge 

established ways of working based on traditional organisational hierarchies and 
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social relationships. This changed with the publication ofTw 

which appeared to act as a catalyst, at a time when the political climate was receptive 

to its focus on customer relations as the key to commercial success and the pursuit of 

quality as a central managerial goal. It was seen to promise managers a strategy for 

the survival of their organisations in a rapidly changing, competitive environment, 

and, in its pursuit of quality as the only means of long-term survival, it contrasted 

with the traditional survival strategies of accumulating tangible assets. 

As we have seen in the previous chapter (Ferlie et al, 1996), the organisational 

consequences of this approach meant a move away G-om the older managerial 

systems based on Taylorism and Fordism involving traditional hierarchies in favour 

of new avenues of influence. Bureaucratic procedures would be replaced by output 

strategies which focused on results produced. In turn, management would embrace 

notions of leadership with mission statements proclaiming the organisation's guiding 

philosophy, the intention being that workers and customers would share in and work 

towards achieving its goals. The previous era based on scientific approaches to 

quality would shift to one which stated that quality was everyone's responsibility 

(Bendall, 1991). 

This approach, with its emphasis on customer satisfaction, would of course only 

work where the relationship between producer, provider and customer was a close 

one. This again pointed to the need to move away from vertically integrated, 

bureaucratically-controlled, rule-bound organisations where employer/employees 

relationships are controlled through hierarchies, to small-scale units which have 

clear, contractual relationships vyith their customers. This would in effect replace 

control by ownership with control by contract. Contracts fbcus on output, not how 

something is achieved. Contractual relationships can be placed both inside and 

outside an organisation, hence the idea of the internal customer, a key element in 

quality management (Bendall, 1991). 

Attractions to the public sector 

We can see here a convergence of a number of ideas in the 1980s. The restructuring 

of the public sector along business lines and the introduction of markets acted as a 
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spur to more effective management of resources and delivery of quality, supported by 

the influence of business leaders such as Roy Griffiths vyith his retailing background, 

and by the impact of the 'excellence' movement in the vyake of 7)? q/" 

ExrcgZ/gMcg. The 'excellence' approach was now being embraced widely by the public 

sector. Pfeffer and Coote (1991) describe a series of reorganisations in the public 

sector, including British Rail, the Royal Mint, the Meteorological Office and the 

Driver Vehicle Licensing Agency. All would see their management structures 

radically changed and replaced with profit centres run at arm's length 6om 

Whitehall, with quality as a key component of change. 

Similar things began to take place in the NHS from the late 1980s with the fFbritz/fg 

ybr reforms (DoH, 1989). Ideally, managers would no longer just run 

services within policies laid down by Government, but they would organise the 

deliveiy of contracted services, within quality and quantity specifications, to clients 

in return for agreed levels of income. The 'excellence' approach would make each 

unit responsible for its performance, with a named person (manager) in charge, and 

staffed by people who were sensitive to customers' needs. This was seen by the 

Government as a way of revitalising the public service ethic. This would mean that 

instead of developing services that offered people what providers thought they should 

have, responsive services would pay attention to giving people what they wanted. 

Questions about transfer to the public sector 

In questioning whether quality could be as effective a driver in health and social 

services as it had been in the commercial sector, Pfeffer and Coote (1991) identified 

two problems. First, its driving force in the commercial sector was profit, and 

secondly, the increased power of managers associated vyith the 'excellence' approach 

suggested that a new managerial discipline suited to the public sector was needed. 

The pursuit of quality in order to satisfy customers is seen by Pfeffer and Coote as 

straightforwardly (and quite properly) a means to commercial success. Public 

services on the other hand, have more complex functions and are concerned to serve 

the conmiunity as a whole and to meet the needs of individuals within the 

community. Meeting needs is not necessarily the same as satisfying tastes and wants, 

and much public sector work is undertaken with users who reluctantly accept the 
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service or even have the service imposed upon them for their own and for society's 

good (Flynn, 1997). Furthermore the public sector is one where numerous 

stakeholders have a legitimate right to participate in decisions about service 

provision, which can significantly affect decisions about service quality (Stewart and 

Ranson, 1988). 

Although Ferlie et al (1996) described the emergence of the excellence model as a 

turning away &om the earlier crude notions of efficiency and the adoption of more 

human relations approaches, Pfeffer and Coote (1991) saw managerialism as a 

necessary requirement if managers were to have the power required to take on public 

sector professionals in meeting quality goals. They saw the rejection of consensus 

management following Griffiths (DHSS, 1983) giving managers the legitimacy to 

challenge professionals, even though they acknowledged that this would be difficult 

in dealing with the established professions such as medicine. Prophetically it would 

be this very issue of the relationship between managers and doctors which would 

become a battleground in the later implementation of quality initiatives in the NHS. 

Managers move in on quality 

The tensions between managers and professionals which began with the Griffiths 

changes were at the root of the quality debate, with the tentative intrusion of non-

clinicians into the previously guarded territory of doctors (Ovretveit, 1998). 

Economic pressures meant that doctors could no longer resist the attacks on their 

sovereignty by general managers who, following the Griffiths and later v\dth 

ybr f reforms (DoH, 1989), were given more power to challenge clinicians. 

Medical sovereignty has traditionally been extensive within the service, and Pollitt 

writing in 1987 saw no fundamental change with consultants' lifetime appointments 

and GPs' independent contractor status in spite of general management. Both the 

DHSS and health authority managers were seen to 'have danced carefully round the 

borders of this unsupervised autonomy, but have yet to summon the nerve for any 

m^or incursions' (Politt, 1987:79). 

So what changed in the late 1980 and early 1990s? The quality initiatives of this 

period can fundamentally be seen as a struggle for control. Quality was given a 
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higher prominence in the service and was part of a highly political process concerned 

with issues about who managed health resources (Harrison and Pollitt,1994). Quality 

initiatives, particularly the TQM demonstration sites, were an attempt to introduce a 

managerial agenda that was fundamentally at odds with the previous experience of 

NHS professionals. The emphasis on a corporate approach to quality and the 

dissolution of departmental barriers were examples of the radical changes that would 

be necessary with the introduction of TQM in the service. 

It is important to question what led to the increased attention to quality and how 

quality was defined during this period. It is clear that these initiatives came at a time 

when managerial changes ushered in by the Griffiths reforms in the mid-1980s were 

being reinforced by the market-driven policies of PR'rh'MgybA- (DoH, 1989). 

The policies of this period required a clearer definition of management, and hence 

management control of the professionals who had responsibility for the allocation of 

resources. The quality initiatives were seen as a key feature in improving services, 

but at the same time contained definitions of where power was located in the service. 

was seen by Harrison et al (1992) as a genuine watershed in 

placing power and persuasion in managers' hands, something that Griffiths had been 

unable to achieve. Although they are referring to managers' power in relation to the 

medical profession, one aspect of this power was clinical quality. The introduction of 

general management had increased the power of managers, particularly in relation to 

nurses and other professional groups, although this had not been the case with 

doctors. 

Sources of ideas for quality management 

In seeking to identify the roots of the quality movement in professions in the late 

1980s we must turn to Pollitt (1987) who suggests a number of possible sources. 

Firstly, there were the professional institutions themselves (Shaw, 1986; RCGP, 

1985), with their genuine altruistic desire fbr self-improvement, the need to protect 

the integrity of existing services against financial economies, actual or expected, and 

also pre-emptively to ward off an external quality audit of the service. 
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Secondly, an important source of quality initiatives was research and training 

institutions, such as the King's Fund and the Birmingham Health Services 

Management Centre. These centres were both working in health authorities on 

consultancy and research activities throughout the 1980s, and were seen to have 

influenced districts who were searching for ideas to relate quality to costs during the 

straightened times of the mid-80s. In the case of the King's Fund, work on quality 

management initiatives had been promoted as early as 1982 (Maxwell, 1983), and 

pre-empted the later total quality management initiatives. 

Thirdly, Griffiths (DHSS, 1983) in his report with its consumerist philosophy, had 

struck an early blow for the need to listen to patients. This was to be expected from 

the author of the report, who had a background in the retail sector and who continued 

to champion the needs of the consumer in later lectures and articles (GrifGths, 1992). 

In fact consumer groups such as the Community Health Councils, National 

Consumer Council and the College of Health were seen to have little influence and 

were politically weak, although Pollitt (1987) believes they were able to establish a 

small bridgehead into the provider dominated world of the NHS. 

Fourthly, private sector management consultants played an increasing role in the 

service during the 1980s and their advice reflected the contemporary preoccupations 

of business, that quality and service responsiveness were national weaknesses. When 

these consultants began to transfer their interests to the public services - with the 

advent of general management and the internal market and the contemporary interest 

in quality, particularly following the publication of 5'earc/z q / - it 

became apparent that quality management would be promoted as the 'new idea' for 

the NHS. The influence of management gurus with their simplified messages on 

organisational improvement was taken up by consultants (Huczinski, 1996) and 

found a ready ear in the senior managers of the service. Similarly the large 

consultancy firms such as Coopers and Lybrand, along with other business 

consultancies, promoted the success of Japanese business and recommended that the 

service should take the (then) revolutionary step of asking patients what they wanted 

(Coopers and Lybrand, 1986). 
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Government interest in quality 

At a time when there was 'a mixed stew of (quality) initiatives bubbling through the 

NHS' (Ranade, 1994:116) it is instructive to examine how well quality fitted with the 

Govenmient plans to reform the service. The concern for quality needs to be seen in 

the context of Government plans to reform the NHS. As far as the Government was 

concerned, the NHS was a monolithic organisation which was essentially producer 

oriented. It was seen to be controlled by the producers (medical and other 

professionals, and trade unions) rather than serving the needs of patients. One way 

the grip of professionals could be broken was with the introduction of market forces, 

where the service would be hopefully shaped by the needs of the consumer. (Ruane 

and Robins, 1994). 

In keeping with the policy of devolution of responsibility to the local tiers of 

management, in the early 1980s the choice of quality initiatives was left very much 

for district health authorities. With the advent of the Griffiths Report (DHSS, 1983) 

all districts found themselves increasingly subject to pressure from the DoH and the 

regional health authorities to tackle key areas for improvement - waiting times, 

facilities in public areas and provision of more choice for patients (Sutherland and 

Dawson, 1998). The introduction of general management coincided with the 

emergence of the 'excellence' model (Ferlie et al, 1996) as witnessed by growing 

numbers of references to quality in the weekly and later 

books and training packages on introducing TQM (Oakland, 1989; Koch, 1991). 

With the publication of (DoH, 1989) and the process of 

implementing the market-based system of quality, management became much more 

visible. Joss and Kogan (1995) believe this was because quality management 

resonated strongly with some of the key features of the reforms in the NHS. They 

suggest that the three principles of TQM; a corporate approach to planning, 

continuous improvements through systematic measurement and putting the customer 

at the centre of process improvement, all resonated with the concerns of general 

managers as they embarked on the reform agenda and were directly related to the 

main policy changes sought by the Government. In effect, quality management would 

become one of the mechanisms for generating change in the service and would be 
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embraced by a wide range of managers, as borne out by the number of articles in the 

professional and quality journals (for example, Kelly and Swift (1991); Ward 

(1991)). 

Total quality management initiatives 

The final seal of approval in the rise of quality management in the NHS was gained 

in 1989 when the NHS Chief Executive, Duncan Nichol, wrote to all district health 

authorities and required them to have programmes of quality assurance in place by 

the end of the year (NHSME, 1989). Following this letter, the DoH began piloting 

TQM in 17 district health authority demonstration sites. In introducing the TQM 

initiatives the approach to quality chosen by the DoH as a mechanism fbr generating 

change related directly to the main policy changes sought by Government. These 

were, the strengthening of senior management and involving doctors in the 

management of the service, achieving value fbr money and placing greater fbcus on 

patient choice and involvement. 

TQM was seen to have particular relevance for the NHS, where traditionally the 

dominant culture had been to view the individual professional prescribing fbr and 

treating the individual patient as a unique set of problems to be solved. 

Professionalism was primarily individualistic, whereas planning and organisation are 

intrinsically collectivist. The TQM projects sought to promote managerial approaches 

to quality, with emphasis on requirements and standards where measurements of non-

confbrmity could be established. This also requires a shift from individual altruistic 

and unilateral relationships between doctor and patient, towards the empowerment 

and participation of the patient as an equal partner in the process of achieving their 

own health goals (Joss and Kogan, 1995). 

Although the process of implementation differed across sites, most followed a similar 

pattern. These included: the establishment of a senior management group, chaired by 

the Chief Executive to drive project activity; the appointment of a manager with 

specific responsibility fbr quality, a staff training programme using both internal and 

external trainers; the employment of management consultants (from the business 

sector) to advise on implementation, and the establishment of a basic philosophy and 
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common definitions of quality. Specific activities were then identified with multi-

disciplinary groups meeting to work towards continuous improvement of a particular 

aspect of the service. 

The projects which commenced in late 1989 ran for three years until 1993, with a 

progressive reduction in the level of activity from 1992 as the 

reforms (DoH, 1989) increasingly impacted on the districts and political priorities 

changed (Ham, 2000) resulting in reducing funding and support by the DoH. The 

sites chosen by the DoH were not necessarily sites where there were particular issues 

that could be addressed by a quality management initiative (Joss and Kogan, 1995). 

In fact, a range of factors triggered the decision to apply for funding for TQM 

projects, including preparation for trust status, district general managers with an 

interest in the principles of TQM, a desire to change the culture of the service, or 

simply pragmatic reasons such as DoH money was available. By 1992 some sites 

were already cutting back on their commitment, and making quality managers 

redundant. The decline in funding meant that the continuation of the projects was 

increasingly dependent on the commitment of senior managers. The reduction in 

posts or TQM activity was seen to send a powerful message to S-ontline staff that 

TQM 'was being put on the back burner', if not being abandoned altogether' (Joss and 

Kogan, 1995:87). 

Evaluation of the TQM demonstration sites 

With funding for TQM projects ending by 1993 and the results of the evaluation of 

project sites completed, it was clear, according to the findings of Joss and Kogan 

(1995), that most of the demonstration sites had failed to make significant progress in 

implementing the orthodox model of TQM. The evaluation team identified a number 

of reasons for the limited success of TQM. Taking the definition used by the team as 

its starting point for evaluating projects, TQM was seen as 'an integrated, corporately-

led programme of organisational change designed to engender and sustain a culture 

of continuous miprovement based on customer-oriented definitions of quality' (Joss 

and Kogan, 1995:150). Given this definition as the starting point it was seen as 

essential that the following features were in place at each site if the progress was to 

be achieved: that senior management demonstrated their commitment to, and 
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understanding of TQM; that there was a well developed and documented 

implementation strategy with clear objectives, timescales, action plans and review 

mechanisms; sufGcient fimding for TQM facilitators; a full structure for overseeing 

the implementation of TQM; the support of medical consultants; standard setting; 

comprehensive TQM training; recognition and reward for progress achieved; and 

changes to organisational structures and systems using the principles of TQM. 

Although Joss and Kogan (1995) are cautious about which factors were most 

significant, they see the word 'demonstrated' as most important, with respondents 

interviewed for the evaluation commenting on the difference between the rhetoric of 

quality and the lack of demonstrable commitment at local level. This could be seen in 

the gap between official statements of the DoH, communicated through upbeat 

promotional literature (NHSME, 1993) and the challenges of implementation in 

demonstration sites (Joss and Kogan, 1995). 

Similarly, issues about the complex multi-professional nature of the service were 

identified by Joss and Kogan (1995). The culture of the service (which had evolved 

over many years with its unique knowledge base alongside complex relationships 

between different groups of staff) made it difficult to secure consensus on both 

quality criteria and organisational mechanisms for improving quality. That TQM 

would be challenged by the professional nature of the service was always likely 

where professionalism was characterised by autonomy and self-regulation, and where 

management control, particularly among the more powerful groups, was regarded 

with suspicion (Harrison et al, 1994). Furthermore the changes wrought by Griffiths 

(DHSS, 1983) and (DoH, 1989) had led many professionals to 

view further organisational change with suspicion and lack of trust (Hunter, 1996). 

A range of further difficulties was identified by Joss and Kogan (1995). The 

relatively small budgets made available to NHS sites, although varying significantly 

between f45,000 and jE250,000 for the duration of the initiative, compared badly with 

JElm a year for three years for similar projects in Post Office Counters and Thames 

Water, with workforces roughly equivalent to small NHS provider units. In fact, as 

early as 1992, Joss and Kogan found that quality managers in some sites were 

fighting to secure small amounts of fimding to maintain training for key staff. 
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An additional difSculty was at all sites was the implementation of 

(DoH, 1989), that begun to impact on managers leading the TQM initiatives, 

who were also by this time members of directly managed units preparing for trust 

status. These units were keen to establish their own ways of working, and the 

resulting different approaches within a single district began to undermine the 

corporate approach to TQM inherent in the demonstration site initiatives. With the 

drive to implement the market reforms, districts began to fragment, and acute and 

community services (and in some cases ambulance services) in many areas separated 

as they established their own identity and budget processes prior to applying for trust 

status (Ham, 1999). Similarly, the influence of the market reforms introduced 

competitive behaviour into districts, which undermined the cohesive approach that 

had been experienced by managers prior to the implementation of fFbrAfngybr 

(DoH, 1989). 

A further element that destabilised the TQM initiatives was the introduction in 1991 

of the CAarfer (Cabinet Office, 1991). This initiative was introduced by the 

Prime Minister John Major with the intention of providing accountability and 

standards in public services based on individual standards for different services. The 

thrust of the Charters was to ensure that managers and staff would focus on service 

standards and provide information on what patients could expect (Flyrm, 1997). 

Importantly the charters had statutory powers which meant that the NHS had to 

comply with the requirements of the charter for the service . 

In a review of TQM and Citizen's Charter, Morris and Haigh (1995) found that 

although both initiatives were concerned with challenging the status quo and were 

vehicles for change, and fitted well with the Conservative Government's intention to 

transform the public sector modelled on the more dynamic organisations in the 

private sector, they were nevertheless strongly divergent approaches. TQM was seen 

as a carefully planned approach to meeting needs through the design of processes that 

delivered a quality service to customers, whereas the Citizen's Charter was 

unconcerned with the design of services, and only emphasised the 'cost reduction and 

freedom from deficiencies' element of quality, and recompensing patients when 

providers failed to meet specified standards. In this way Morris and Haigh (1995) 
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saw the Charters as provider and not customer-driven, emphasising the detection of 

errors (quality control) in service delivery as opposed to the prevention of errors in 

the delivery system developed within TQM. 

As far as managers and staff implementing TQM were concerned, the introduction of 

the Charter meant another quality initiative was now in competition for scarce 

resources, with the essentially quantitative nature of the charter requirements 

undermining the qualitative nature of the TQM initiatives. A further complication 

identified by Joss and Kogan (1995) was that the introduction of other initiatives took 

no account of the coordinated approach which was central to TQM, with no linkage 

between the new initiatives and existing TQM activities. 

In a survey of 17 TQM sites, Nwabueze (1995) found a range of factors inhibiting 

TQM. First, a lack of personal involvement of senior managers, particularly at board 

level where financial and contract issues dominated. Second, a narrow perception of 

quality, based on professionally determined standards rather than the holistic 

approach of TQM. Third, a competing range of initiatives such as medical and 

clinical audits, the (Cabinet Office, 1991) and subsequently 

purchaser specification, which were antagonistic to the principles of TQM. Fourth, 

the culture of the NHS, including the hierarchical and stratified culture of the service, 

with the workforce divided and structured along professional lines and with structural 

factors inhibiting communication and resulting in a fortress mentality among staff. 

Fifth, turf wars between different departments for resources which polarised conflict 

between managers and clinicians. Sixth, apathy and a lack of commitment by staff^ 

due to fear of losing their jobs, the continual process of reorganisation and the 

closure of units due to financial crisis. 

A more fundamental criticism (Nwabueze, 1995) is that only a change in the culture 

of the NHS would enable it to embrace TQM, and that the work in the sites 

researched suggested that the holistic approach essential to TQM was lacking and 

that it had been 'bolted on' to the existing culture with only limited progress at the 

end of the demonstration period. In making this claim Nwabueze is suggesting that 

culture change is something that can be accomplished in preparing the ground for the 
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introduction of TQM initiatives. Alternative perspectives on culture (Meek, 1988) 

suggest that it is not something that can be easily manipulated by managers, and that 

popular writings fail to fully recognise the complex nature of culture in organisations. 

How far it is possible to make the cultural shifts needed for the level of adoption of 

TQM in the NHS desired by Nwabueze (1995) remains open to question. 

Further perspectives on TQM in the NHS 

Other researchers similarly claimed that TQM had failed to meet its objectives, and 

argued that the definition of TQM adopted was too wide and encompassed virtually 

any approach to quality improvement, and was therefore presumably set up to fail 

(Ovretveit, 1994). Ovretveit claimed that the evidence &om evaluations showed that 

it (TQM) had not been a success, and had resulted in considerable dissatisfaction and 

few tangible results. Although he acknowledges that there was insufficient evidence 

to state that TQM could work in the NHS, evidence &om the demonstration sites 

reinforces the view that large-scale, top management driven (TQM) strategies 

adopted in the business sector were inappropriate for the NHS. 

hi discussing the failure of TQM in the NHS, Ovretveit (1994) identified four 

reasons. First, that the Sequent changes of policy and directives which are a feature 

of the NHS require immediate management attention and undermine attempts to 

develop and sustain long-term strategies. Second, that the NHS is unable to secure 

the level of financial investment needed to support full TQM strategies, as Joss and 

Kogan (1995) had described in the commercial sites. Third, the simple notion of 

giving customers what they want is much more complex in the NHS than in 

commercial organisations, vyith customers representing a complex mix of patients, 

carers, purchasers and other interested groups. Finally, the multi-professional nature 

of the NHS was identified, where interest groups can effectively block change, and 

where the involvement of representatives of the professions is essential. 

An additional perspective on TQM in the NHS is provided by Hart (1996), who 

researched the application of TQM to out-patients clinics in a general hospital. He 

comments on the difficulty of identifying the customer in a service, where customers 

and end-users are different. He also argues that satisfying the needs of one customer 
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may be at the expense of other actual or potential customers, with all the problems of 

rationing and equity central to the delivery of health care. This, he argues, is a 

recurring dilemma for the NHS, and a situation which is problematic in relation to 

TQM with its central focus on meeting customers' needs and expectations. 

The second of Hart's criticisms, and here he confirms Nwabueze's (1995) concern, is 

the implementation of TQM in contending with a number of other initiatives that 

were concurrent in the NHS at that time. He cites, for example, medical and clinical 

audits, resource management and waiting list initiatives with 'TQM seen as another 

'bolt on', hi other words, a set of procedures to be carried out in addition to the 

multiplicity of similar initiatives and where the 'total' of TQM gets misplaced' (pp 

22-23). 

But perhaps the most telling of Hart's criticisms concerns the wider problem of 

introducing TQM, with its origins in industries in the USA and Japan where the 

power of the workforce is relatively weak, in contrast to the NHS where high status 

professionals owe their allegiance to professional norms and reference groups, rather 

than to the management of the service. This takes us right back to the initiatives 6om 

Griffiths (DHSS, 1983) onwards which have been concerned with seeking ways to 

control and redirect the efforts of clinical staff, hi this sense Hart sees TQM as 

another potential weapon in the armoury of the NHS management which has 

attempted to extend their span of discretion and control. 

Reflections on quality and the NHS 

What had changed in the 1980s to make quality such as issue? Why did the 1980s 

and the period prior to the NHS reforms suddenly see quality become centre stage in 

the NHS? Pollitt (1987), reviewing quality issues in the UK and USA, argues that 

quality had become high on the health policy agenda in both countries. He poses a 

number of questions, including, what forces were projecting quality issues into 

increasing salience? Pollitt saw economic issues in health care, both in the USA and 

UK, influencing the interest in quality initiatives, hi the 1980s in the USA, the costs 

of health care were rising faster than inflation, with federal and state support for 

Medicare exceeding the budget estimates for the programme. Similarly, in the UK 
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there were warnings that even by the early 1970s a crisis was looming in financing 

health care, with annual increases in health care expenditure consistently outstripping 

increases in national income (Maxwell, 1981). The Government responded by cutting 

back the high growth rates in health care spending seen in the early 1970s, with only 

modest growth maintained between 1979 and 1985, but with the level of financial 

support becoming increasingly inadequate in the face of demographic changes and 

the rapidly increasing developments in medical technology. 

Alongside economic changes, the power of the medical profession was also 

influential in how quality issues were managed in the NHS. In the USA, managerial 

control of health care through corporate institutions, and their concern to control 

medical activity that had significant financial consequences, v\̂ as a m^or factor in 

clinical loss of sovereignty to the demands for greater financial control (Pollitt, 

1987). In the NHS, in contrast, medical sovereignty had always been much greater 

and quality initiatives had made little impact on doctors' actions, with the potential to 

influence performance more circumscribed. 

Although there were a number of centrally inspired initiatives in the NHS throughout 

the 1980s, Pollitt (1987), in his review of the origins of the early literature on quality, 

identified North America, particularly the USA, as the source of ideas for the market 

model of care, with its focus on cost contaiimient and consumerism having an impact 

much earlier than in the UK. The twin forces of cost minimisation and consumerism 

in the USA drove the demand for quality assessment in the 1950s and 1960s and 

resulted in the development of professional standards review systems by the 1970s. 

Similarly, but somewhat later, it was the determination of the Thatcher Government 

to restrain public spending (allied with a suspicion of the professions and an 

enthusiasm for better management and the potential expansion of the private sector 

into health care) that led to the changes witnessed in the 1980s in the NHS. These 

changes would in turn attempt to make inroads into professional autonomy and 

introduce opportunities to develop quality management techniques. 

TQM, and later the C/zaz-re/- (Cabinet Office, 1991) were examples of the 

growth of managerially led quality initiatives, with TQM being the most visible. 
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Klein (1982), writing at an earlier stage on the changes in the service, was prophetic 

in warning that it was necessary to be cautious about the impact of any one initiative. 

Klein saw the health policy arena as characterised by complexity, heterogeneity, 

uncertainty and ambiguity. Complexity in the range of professions involved in 

delivering service; heterogeneity in the variety of services provided; uncertainty in 

the absence of a clear relationship between inputs and outputs, and ambiguity in the 

meaning of the information which is available. All factors that he was writing about 

had resulted in the underdevelopment of monitoring and evaluation of quality in the 

NHS, and would dog the service a decade later when the TQM initiatives had almost 

run their course. 

Although it is important to recognise some of the barriers to change identified by 

Klein (1982) the changes introduced during the 1980s were increasingly concerned to 

control the costs of health care, acknowledging that there were limits to the efficiency 

savings that could be made in non-clinical areas, and that the wider issue of clinical 

decision-making would begin to drive the later quality initiatives in the service 

(Ranade, 1994). It was in the clinical areas that it was recognised that significant 

potential existed to redeploy resources from less effective to more effective therapies. 

Here would be the opportunities to link quality with efficiency, which would justify 

Griffiths' (1983) original concern that managers must take control of the service and 

that clinicians become involved in the financial management of the service. 

Conclusions 

This chapter has reviewed the growth of quality &om its origins in manufacturing, 

through its transformation as part of the Japanese quality revolution, and eventually 

to the development of strategic management approaches that later become known as 

TQM. The popular writings of consultants and the promotion of the 'excellence' 

model would in turn influence the public sector, at a time when Government was 

promoting business approaches to the management of these services. The 

convergence of quality approaches and Government reforms, seeking to make 

services more efficient and effective, led to the TQM initiatives in the NHS. 

Although a number of demonstration sites experimented with TQM, the evaluation of 

the sites suggested that these had limited impact, with the complex structure of the 
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NHS, the power of professionals to resist change, and the pressures of a crowded 

reform agenda all being factors which undermined attempts to reshape the service 

through quality management initiatives derived from experience in the private sector. 
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4 Dilemmas of Strategic Management 

Introduction 

With the changes that began to impact on the NHS following the Conservative 

Government agenda for the public services in the 1980s, the role of strategic 

management became more important. The earlier focus on strategic planning in 

health care was superseded as the Government, seeking ways of ensuring its policies 

were implemented, placed particular responsibilities on the newly appointed district 

general managers and their senior management teams to introduce changes in the 

service. These would reflect the recommendation of the Griffiths report (DHSS, 

1983) that a more committed style of management was required, with managers 

accepting direct and personal responsibility for the development of the service. This 

would later be reinforced by (DoH, 1989), with its market 

imperatives requiring even more radical change in the service. This chapter will 

examine some of the particular demands strategic management made on the service 

during this period of rapid reform, specifically in relation to the role of senior 

managers, as they strove to implement the Government reform agenda. 

Defining strategic management 

Before examining some of the issues concerned v^th managing strategy in the NHS, 

it is useful to define what is meant by terms such as 'strategy' and 'strategic 

management', as this will enable a more informed discussion of the activities 

undertaken in the NHS. Strategy is concerned with the long-term direction of an 

organisation, where senior managers take action to create some advantage for the 

organisation. This is achieved through the management of resources, in response to 

the changing environmental pressures or trends, in order to meet internal and external 

stakeholder expectations (Johnson and Scholes, 1999). The actions involved in 

strategy-making have traditionally been associated with the deliberate top-down 

formal process, although this perception of strategy is changing follovying 

Mintzberg's (1990) concept of an 'emergent strategy'. This concept challenges the 

notion of deliberate strategy formation and argues that a series of actions converging 

into a pattern that are recognised and legitimated by senior management also have the 

qualities of strategy, although a combination of the deliberate approach with 
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flexibility and organisational learning can create a relationship that falls between the 

two positions (Pettigrew et al, 1992). 

Turning to strategic management, it is recognised that this is a relatively recent 

import into the NHS, with a shift &om the 'focus on policy to one of strategy, which 

implies a greater concern with securing action around espoused policies' (Pettigrew 

et al, 1992:19). The expectation is that senior managers in the public sector are now 

'expected to lead their organisations in a particular direction, and that strategy is the 

instrument that enables them to do that' in order to ensure short-term survival and 

ideally long-term development (Joyce, 1999:1). It is clear that strategic management 

differs &om other aspects of routine and operational management due to the 

complexity arising out of the non-routine nature of organisation-wide issues, the 

analysis of the strategic position facing the organisation, choices about courses of 

action and planning how the strategic choices are to be put into effect through 

implementation processes. (Johnson and Scholes, 1999). It is in public sector 

organisations such as the NHS that this process is likely to be more complex, where 

the influence of professionals produces constraints on the service which can differ 

from strategic management in industrial organisations, and where the results of 

strategic change initiatives can be extraordinarily difficult to accomplish (Garside, 

1998). 

Shifting approach to strategy in the NHS 

Strategic management was relatively new to the NHS in the 1980s with systematic 

attempts to develop priorities assuming greater importance (Harrison et al, 1990), 

although there had been concerns as early as the 1970s among policy-makers over the 

gap between policy and its implementation. Throughout the 1980s there was 

Increasing interest in managerial efficiency as part of a wider Government concern to 

strengthen the service's ability to transform itself. The successive attempts to reform 

the management of the service were also concerned with policy makers achieving 

greater control over the strategic direction of the service, whose slowness of response 

had fhistrated the Government. The Griffiths report (DHSS, 1983) was an early 

example of this, with the recommendation that there should be more coherent 
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management processes throughout the service, in order to achieve the changes 

regarded as necessary by the Government. 

Although strategy had been in and out of fashion in the NHS during the previous 20 

years, it saw a revival in the form of strategic management from the mid 1980s in 

order to prepare for the m^or changes imposed on the service by Government 

policies (Elcock, 1996). Increasingly the NHS would witness the transfer of private 

sector techniques into the service, with senior managers encouraged to review their 

organisation's activities in relation to the changing environment of the NHS, and 

analyse the strengths and weaknesses of their organisations as they begun to imitate 

the private sector more closely (Stewart and Ranson, 1994). 

This would also be the period in the histoiy of the service when senior managers 

were increasingly required to make strategic choices from among the many initiatives 

emerging from Government as the service was driven ever more relentlessly towards 

commercialisation. It would in turn create an enormous pressures on senior managers 

to respond to changing relationships with a range of external organisations (NHSME, 

regional health authorities, local authorities) and the service's numerous 

stakeholders, many of whom would contest the direction of the service demanded by 

Government (Mohan, 1995). Managers also needed to respond to the increasing 

demands for improved performance, particularly in areas such as customer care and 

the quality of services, which would take on more significance as the internal market 

for health care took hold as part of the reforms (DoH, 1989). 

In spite of the clear direction of Government policy, and the remit for senior 

managers to reshape the strategic future of their services, the importation of strategic 

management in the service was far from straightforward. Two particular dilemmas 

faced senior managers as they crafted the new strategies for their service. The first 

was how to manage the sheer number of policy initiatives thrust on the service at any 

one time, and which increased significantly in the 1980s as the Government placed 

unrelenting pressure on the service to achieve its economic goals for the public 

sector. The second was the matter of NHS workforce which was highly 

professionalised and was likely to have firm views about any future direction of the 
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service, particularly one vyhere the administrative ideology of public service was 

threatened by managerialist and marketisation processes (Ferlie, 1999). 

Implementing national policies 

Despite an increase in management influence, which had grown since Griffiths, 

policies could still fail at the implementation stage. One of the main factors 

undermining implementation is the sheer number of policies that are required to be 

implemented at any one time, and which can lead to priority overload and conflict 

between different initiatives, with some policies receiving less attention than others 

(Ham, 1999). This situation was also reinforced by the DoH which sent out signals 

that some policies had greater priority than others, with politically sensitive policies 

attracting more Government interest and the expectation that districts would comply 

v^th policy guidance. 

This situation had considerable consequences for the strategic management of the 

service, as senior managers are always highly sensitive to the political importance of 

different policy initiatives, and to which issues to allocate scarce time and resources. 

How far policies get turned into local strategies is dependent on the priority given to 

them, how sensitive they are in political terms and whether there is strong pressure 

from the Government through bodies such as the NHSME. This is particularly the 

case vyith Executive Letters which are the means by which Government describes 

what local services were expected to cany out. Although some letters were 

prescriptive and specified procedures that must be implemented, others were only 

advisory and allowed scope for local interpretation (Ham, 1999). Researchers, such 

as Korman and Glennerster (1985), go even further, stating that some policies were 

not intended to be implemented and no one expects them to be, and therefore civil 

servants in the DoH do not strain themselves too hard to achieve results as they 

recognise some policies are purely symbolic, with reforms becoming part of a routine 

which is stronger in talk than in action. 

This approach to policy is further complicated by the various bodies, such as regional 

health authorities and district health authorities, whose remit is to ensure that services 

are provided in a way which is consistent with national policies and priorities, but 
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which also have policy-making responsibilities in their own right and make decisions 

about priorities from amongst a range of policy initiatives they receive from the 

Government (Ham, 1999). Consequently policy initiatives have to negotiate an 

extraordinarily complex network of relationships, power and influence (Fallon 

Inquiry, 1999) that exemplifies the KHS, and which they must pass through to 

progress to local implementation. 

This was certainly the case with the quality management initiatives in the late 1980s 

when circulars from regional health authorities (for example, SWTRHA, 1988) and 

executive letters 6om the NHSME (1989) began to land on the desks of district 

general managers. Although Government was keen to influence the extent to which 

quality would become a higher priority in the service, this had vaiying impacts at 

district level, dependent on local interest and management effort. In contrast the 

implementation of the f (Cabinet Office, 1991) was much more 

successful with its statutory basis in law and requirement that all districts (and later 

trusts) complied with the performance indicators on their service's response times. 

Clearly this situation meant that managers had to make decisions about how far to 

pursue a particular initiative and whether it was possible to build a sufficiently strong 

coalition around that initiative (Bennett and Feriie, 1994). This presents challenges in 

terms of strategic management, and whether there is sufficient support for the 

promotion of a new policy initiative, particularly where there is awareness among 

individuals and groups that non-compliance (with a policy) carries little risk, 

particularly if the DoH sends out equivocal signals about the policy. This is doubly 

reinforced where the independence of some professional groups, particularly doctors, 

means that there is no guarantee that policies will be carried out (Ham, 1999). All 

this points to the complex web of relationships that exist between the different parts 

of the service, which policies have to pass through, and in turn seek the support of 

sufficient numbers of managers, professionals and other staff to stand any chance of 

successful implementation. 

Where policy initiatives are seen as important to the service and dependent on the 

level of commitment, senior managers can then develop their strategy for the 
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implementation of the policy, leaving it to operational managers to undertake the 

detailed activities with their staff to meet the policy objectives. The problem is that 

strategic management is seen as primarily concerned with organisational structures 

and control systems (Johnson and Scholes, 1999). These aspects of strategic 

management receive particular attention, because they focus on the actions of senior 

managers as the agents or controllers of change, but leave staff responding to the 

systems imposed upon them 6om above. This top-down view of change highlights 

the dangers of assuming that changes in structures and control systems will 

subsequently change behaviour. Although there may be conformity to the new 

structures and systems, staff will continue as they did before the change on a day-to-

day basis, particularly if they believe their professional judgements outweigh those of 

management (Harrison and Pollitt, 1994). 

The difficulty that strategic managers face is that their attention is inevitably focused 

on the overf aspects of the service, for example, strategic objectives and plans, and 

changes in management structures and systems. Whereas it is in fact the covert 

aspects of the organisation, which involve all those subjective and qualitative 

elements which are essential for the day-to-day maintenance of the service, which are 

more problematic to observe, more complex to measure and more difficult to 

influence. These areas, including trust and attitudes, are essentially concerned with 

the deepest layer of the culture of the organisation, with far more known about the 

overt than the covert organisation (Caple, 1990). Much senior management action is 

concerned with the measures of effectiveness 'above the water line', whereas the 

covert is much more difficult to change. Nevertheless, the success of many m^or 

changes, such as quality management initiatives, depends on shifts and changes in the 

covert organisation. Although senior managers may have well-developed strategies in 

response to policy initiatives, these may be far removed from the preoccupations of 

other people in the organisation. Those affected by change often have a very different 

vision of the changes compared with the strategists (Johnson and Scholes, 1999). 

People leading change 

Studies of strategic management in the NHS (Pettigrew et al, 1992; Bennett and 

Ferlie, 1994) have identified the importance of key people who can lead change, with 
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the leadership of change less to do with the heroic or macho manager, but rather the 

more subtle and pluralist approach to leadership, which could mean one person or a 

small group. What both of these studies identified was the critical role of continuity, 

and the need tor stability in the management of strategic change. Pettigrew et al 

(1992) identified the unplanned movement of key personnel draining energy and 

commitment from the change process, with the risk of regression, and successors 

having to start again in a less receptive context. The ideal is to ensure that key change 

leaders stay in position long enough to see the change through, and that their 

successors share the same value position and vision as their predecessor. 

Both Pettigrew et al (1992) and Bennett and Ferlie (1994) stress the importance of 

the strengths in a diversity of leadership which is collective, complementary and 

multi-faceted. This meant that leadership includes frontline staff who demonstrate 

commitment and skills in the development of services. It is here that personalities 

and skills are more important than formal status or rank in the organisation. The 

evidence of this was seen in services studied by Bennett and Ferlie (1994), where a 

wide range of staff were successful change agents, confirming the need to broaden 

and deepen leadership in organisations. However, they make the point that staff who 

drive forward change still needed access to power centres to support their efforts. 

It is here that the role of the sponsor of strategic change is important (Bryson, 1995). 

Bryson considers sponsors as typically senior managers who have the prestige and 

authority to commit the organisation to strategic change and to hold people 

accountable. This leadership is particularly important, according to Bryson, where the 

organisation itself is required to change as a result of strategic decisions. Sponsorship 

does not mean detailed involvement, with sponsors of strategic change unlikely to be 

involved in the day-to-day activities of the process of change — that role falls to the 

'product champion' who is crucial if significant strategic change is to succeed. 

Product champions are identified as 'people with particular personal characteristics, 

entrepreneurial skills and leadership qualities which enable them to play major roles 

in shaping the structure and content of service delivery' (Bennett and Ferlie, 

1994:87), and who are comfortable working on innovations in what can be uncharted 

territory. They are, according to Peters and Waterman (1982), people with the ability 
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to take responsibility for converting ideas into actions. They are the 'doers', which is 

in their view the key attribute of the product champion. 

Of course, the motivation for choosing to take on the role of product champion is 

likely to be highly personal, with some individuals sensing the importance of new 

and emerging issues, with a vision and the potential to drive forward change. On the 

other hand there are the 'climbers', who emerge when new initiatives surface with 

funding available for development which can provide opportunities for individuals 

who are at an early stage of their career. These are individuals who hope to make 

their mark, and use a new initiative to gain a toe-hold on the career ladder. A less 

effective category of individuals associated at least temporarily with strategic change 

are the 'management butterflies' identified by Bennett and Ferlie (1994) - those who 

flit in and out of the change process and fail to demonstrate sustained interest and 

commitment 

The role of professionals in strategic change 

Although the NHSME had the responsibility to translate Govenmient policies into 

plans and priorities, this did not necessarily ensure that policies were successfully 

implemented. Policies can easily be modified during the course of implementation, as 

local staff Aom non-executive members through to individual professional staff make 

decisions based on their own interpretation of what is appropriate for the service. One 

of the particular features of the NHS is its employment of large numbers of highly 

trained professionals who have strong expectations about being consulted, and 

participating in decisions about how the service should change - with consent likely 

to be withheld Aom those changes they do not agree with (Joyce, 1999). As Malone-

Lee (1981) observed, the NHS is a diffuse organisation with centrifugal loyalties. For 

policies to be effective it 'requires at least the acquiescence of a large number of 

individual or interest groups whose first loyalty is not to the health authority or its 

senior officers' (pl448) 

Throughout the period beginning in the early 1980s, stafF witnessed a series of 

perceived assaults on the service (Cox, 1991) and attempts to shatter the historic 

paradigm of the NHS, exemplified by its public service ethos. This assault on the 
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service made it much harder for senior managers, with their reform agenda, to 

persuade staff that it was in their interests to embrace change. Throughout this period 

of intense reform there was also a close association between managerial reforms and 

financial cutbacks which were hard to dislodge in the minds of staff, with no surprise 

that managerial overtures were viewed sceptically (Pollitt, 1990). The years prior to 

the (DoH, 1989) reforms when the service experienced its worst 

financial crisis, were a period of significant retrenchment and cutback, which became 

associated with the new management styles and coping strategies of general 

management (Flynn, 1991). This 'cutback management', in the viewof Flynn, made 

it 'more difficult than usual to maintain consensus, promote innovation and reward 

enterprise' (p217). Yet this was just the time when Government was increasing 

pressure on general managers to manage strategically and transform their service, but 

in a climate of contracting resources and low morale. 

The pressures on the service at this time were immense, with districts expected to 

reduce costs and expenditure, and regulate clinical activity more closely (Flynn, 

1990). Although this agenda increased managerial controls over the service, and 

provided managers with the opportunity to extend their influence over clinicians and 

other professional groups, it also meant that professionals were less than enthusiastic 

about new initiatives such as resource management where clinicians and other 

professionals would take on budgetary responsibilities (Ham, 1999), and the 

subsequent TQM demonstration sites concerned with improving customer care and 

service quality (Joss and Kogan, 1995). 

Managerial-clinical relations 

The extent to which there is an effective relationship between managers and 

clinicians is seen as particularly important by Pettigrew et al (1992), whose study of 

the implementation of general management in district health authorities identified 

this as one factor likely to support receptivity to change. Their research found 

considerable variation in the quality of relationships in different districts, with 

managers responding differently to the importance of relationship-building as part of 

their brief Because of the crucial nature of this relationship, the extent to which 

managers involved clinicians and identified their needs in building a climate of trust 
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and effective communications was seen as significant. On the other hand, where 

clinicians had gone into opposition to management they were seen to exert a 

powerful block on change. 

Nevertheless Pettigrew et al (1992) found grounds for optimism, particularly where 

managers had made a concerted effort to understand what was important to clinicians 

and where hybrid roles (clinical and management roles) had developed, and some of 

the negative stereotypes had been broken down. Those clinicians who had roles on 

executive boards and thought managerially and strategically were seen as critical to 

the change process, with managers needing to foster and encourage good 

relationships and avoid driving them into opposition by conflicts over trivial issues. It 

was recognised that this sort of activity required considerable management acumen, 

with deals struck and incentives offered, whilst managers remained true to their 

strategic objectives. In spite of these efforts by managers, relations were not 

necessarily stable in all districts, with some spiralling up and down, leading to the 

risks of soured relationships and the attendant problems of rebuilding them again. 

The focus on culture 

It is the limit to top-down strategic management which has led managers to seek 

ways of influencing the culture of their organisations, spurred on by a movement that 

began with the work of Peters and Waterman (1982) and their promotion of the 

notion of culture as the dominant and coherent element in excellent companies. To 

achieve 'excellence' in organisations Peters and Waterman argued that leadership, 

particularly transformational leadership, was essential. This form of leadership placed 

emphasis on creating meaning and purpose for staff^ shaping the values of the 

organisation, and acting as an exemplar to followers, as they 'engage with others in 

such a way that leaders and followers raise one another to higher levels of motivation 

and morality' (p83). 

Further examples of the prominence of culture at this time can be found in the work 

of Metcalfe and Richards (1984) who argued that 'the accepted concept of 

management was too narrow and restricted to do justice to the full range of public 

management problems', and that 'political clout needs supplementing by cultural 
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changes which can sustain a broader concept of management' (pp452-3). This 

critique was one of the growing number that acknowledged the potential role of 

organisational culture in the management of change, although Metcalfe and Richards 

sensibly cautioned managers that broadening the meaning of management would 

mean overcoming some of the deeply entrenched attitudes among staff in a highly 

politicised service. 

These concerns for culture change, promoted originally (as w e have seen in the 

previous chapter in the private sector) would eventually take firm root in the public 

sector, and particularly in the NHS, as the Government moved the service towards a 

more commercial approach which would find its apotheosis in the internal market. 

The concern for culture and the potential it offered to transform the service appealed 

to many of the new cadre of general managers, with the opportunity of securing 

action around the espoused policies of that period (Pettigrew et al, 1992). 

This growing interest in organisational culture during the mid 1980s was also fuelled 

by its potential, at least in the views of its adherents, to provide the tools that 

management lacked in persuading staff to commit themselves to the mission of the 

organisation, to respond more flexibly to the changing circumstances of the service 

and to the delivery of a quality service. Although this somewhat instrumental and 

prescriptive approach is challenged by Meek (1988) in a critique of culture 

management which argues that culture is not something an organisation 'has', so 

much as something an organisation 'is% and is therefore not an independent variable 

that can be 'created, discovered or destroyed by the whims of management' (p279). 

Meek (1988) contends that the assumption that a corporate culture can be created in 

order to unite members for the attainment of corporate goals flies in the face of the 

experience of organisational life. In Meek's view, organisations are more likely to be 

arenas for dispute and conflict, with one of the main areas of conflict concerned with 

values. Organisations are seen as 'multicultural', with cultural conflict most likely in 

professional organisations such as hospitals where professionals give their allegiance 

to their profession. This can produce a conflict between the interests of the individual 

and those who manage the organisation. 
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The problems that many managers in the KHS faced was the very thing that Meek 

(1988) describes - a deeply rooted culture, described by Johnson and Scholes (1999) 

as the 'cultural web% with its representations of the taken-fbr-granted assumptions, or 

a paradigm of the service and the physical manifestations o f the organisational 

culture. It is the influence of the paradigm which is seen to have important 

implications, both for the development of strategy and the management of strategic 

change. The NHS, according to Johnson and Scholes (1999), was a system 

fundamentally concerned with medical practice, with distinct power bases and a clear 

division between the clinical aspects of the service and its management, with 

management seen traditionally as trivial in relation to the clinical aspects. 

The latter perception, held by many professionals in the service, severely limited the 

extent to which managers could influence the culture of the service and stemmed 

G-om the different interests and perspectives of clinicians and managers, making it 

difficult to establish harmonious relationships (Dopson, 1994). In research on 

clinicians' attitudes to management, Dopson claims that managers stress the virtues 

of interpersonal skills, enlisting the co-operation of others, and have an expectation 

that staff subsume their individual interests to those of the organisation, whilst being 

resource conscious and having long-term goals. Clinicians, on the other hand (and 

here the discussion concerns doctors, although this analysis could justifiably be 

extended to other professionals) work to short-term operational goals, make decisions 

based on the best available evidence, limit their social contacts with other staff, and 

do not usually receive any training in management or organisational skills until they 

are quite senior, hi Dopson's study, medical consultants viewed the service as under-

resourced and undervalued by politicians, and any involvement in management 

would have meant acknowledging that resources were totally inadequate to meet 

health needs. As one consultant put it: 'management was the one disease I did not 

think existed' (p35). 

Consequently it can be seen that in the period since 1985, as external pressures built 

on the service, some district general managers adopted a more strategic approach to 

the development of their service. This was based on notions of transformational 

change, which did not provide an easy fit with the existing paradigm for the service 
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and challenged the taken-fbr-granted assumptions and 'the way of doing things 

around here' (Johnson and Scholes, 1999:76). Applying Johnson and Scholes's 

analysis to the NHS would mean that managers were trying to change the service in 

response to Government policy developed in the late 1980s, but that the degree of 

strategic change required was always likely to be beyond the scope of the existing 

paradigm and the constraints of the cultural web, with staff having to substantially 

change their long held assumptions and routines. 

The extent to which organisational culture creates a receptive or non-receptive 

context for strategic change is supported by Pettigrew et al (1992). One of the 

difficulties facing researchers, as acknowledged by Pettigrew et al, is that culture is a 

difficult topic to study although fashionable in the service. From their research in 

district health authorities, they found that history played an important role in shaping 

the values of a service, creating expectations about what was possible. This could 

either be a weakness or a strength as the past was projected into the present, and 

confirmed Wilson's (1992) assertion that the internal context of an organisation will 

have strong historical roots that have developed and been sustained over a long time 

period. As a result, managing change will mean unravelling a great deal of that 

history, with its well-developed assumptions. 

What Pettigrew et al (1992) did recognise was the tremendous energy that was 

required to effect cultural change, vyith programmatic change strategies having 

important weaknesses. They were more optimistic about the value of leaders who 

could act as role models as part of a wider diffusion process, and where action to 

change behaviour could precede subsequent attitudinal change. Where they did 

witness effective cultural change, for example, was in the response to HrV/AIDS in 

some district health authorities, with ad hoc groups of committed staff from different 

backgrounds, vyith high energy and a strong value base, able to introduce innovations 

and develop a strong sense of achievement. However, the culture in these services 

was seen to have emerged organically, rather than having consciously been created by 

culture change programmes. 
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Throughout the period, following the introduction of general management, there was 

a concerted attempt by senior managers to change the culture of the service, inspired 

by the popular business press (Huczynski, 1996) which promoted culture change as a 

panacea for managers seeking solutions to strategic dilemmas. With the benefit of 

hindsight this can now be seen as over-simplistic, based on assumptions about the 

power of managers and the malleability of organisational cultures. Senior managers 

in all public services at this time were in the business of re-defining their services, in 

response to Government ideology, but as Butler and Wilson (1990) have argued in 

reference to the voluntary sector, managers had the sensitive task of meeting the 

challenge of strategic change, without destroying the altruism and commitment of 

staff. A sentiment that applied with equal force to the NHS. 

The challenges faced by senior managers and alluded to by Butler and Wilson (1990), 

would intensify as the pace of the reform agenda increased towards the end of the 

decade. The reforms would bring more clearly into relief the tensions between the 

public service ethos of the NHS and the commercial ethos that was playing a more 

significant role, tensions which senior managers were required to meld together 

(Hunter, 1996). It was the clash of the two cultures which Hunter felt was at the root 

of the instability and low morale evidenced in the service at that time. His analysis 

concluded that the introduction of private sector practices into professional areas of 

work would replace the high-trust relationships, which had been traditional in the 

service, by those of low-trust, with the emergence of suspicion and defensiveness in 

organisational relationships. This analysis is supported by Wilson (1992) who argued 

that excessive competition and commercialisation would be more likely to stifle 

flexibility and innovation. 

Programmatic change strategies 

In identifying a rival to culture as a means of organisational transformation, Wilson 

(1992) sees total quality management fulfilling that role, and states that it is difGcult 

to encounter any medium or large organisation which has 'not already installed some 

variation of TQM as a cornerstone of its transformation' (pp 92-93). The 1980s saw 

a distinct shift towards the introduction of programmatic change strategies, with 

TQM one such example. What any programme of change offers, according to 
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Wilson, is a plausible strategy of change, with a specific goal achievable through a 

series of planned steps. For the NHS, one of the first attempts to change the culture of 

the service in the direction of quality-based values, was put to the test in some TQM 

demonstration sites using a programmatic change strategy. 

What many organisations are led to believe, according to Dawson (1994) in his 

description of research in the manufacturing sector, is that TQM is a 'quick fix' 

package to be purchased, rather than concentrating on the transformation of the 

organisation's operations. He sees organisations misled by 'flashy presentations and 

snappy illustrations', rather than concentrating on 'solving people problems' and 

'picking the eyes out' of proven techniques and using them intelligently' (p71). TQM 

is seen as prone to hype, faddism and consultant-driven claims which Dawson 

believes have influenced the spread of this management technique. 

The TQM sites were susceptible to some of these problems, as they relied on 

consultants to develop training devices which offered staff, unfamiliar with the world 

of quality management, a step-by-step guide that would give confidence that the 

process of implementing TQM would be successful (Huczynski, 1996). Eclectic 

models of quality (loosely formulated on the work of Deming and Crosby) were 

introduced into services and bore many of the features of the programmatic change 

models (Wilson, 1992). In discussing programmatic models, Wilson (1992) cautions 

against the 'recipe-book thinking about change which detracts from the complexity 

and necessary analytical sophistication for characterising change' (p3), where 

assumptions are made about the potential of staff training to fundamentally change 

services through brief exposure to quality improvement techniques based on step-by-

step guides (for an NHS example, see Koch, 1991). This view is reinforced by Kanter 

(1985) with her comment on the - 'imposition of mindless formulae for action -

giving people a set of role models to go through that have worked somewhere else or 

have been specified in minute detail' (p25). These can prove ultimately unhelpful as 

they promote generalisable templates for change based on examples of 'success' in 

other organisations (Wilson, 1992). 
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With these cautions in mind it is important to examine some of the other tensions 

inherent in programmatic approaches to change. One of the main difficulties 

identified in these approaches is that they can be insensitive to the local conditions of 

the organisation, and attempt to impose a template on a service which may be 

inappropriate. Research by Butler and Wilson (1990) on strategic change in voluntary 

organisations found that 'the heavy hand of history and organisational ideology' was 

able to &ustrate leaders who introduced initiatives to improve the effectiveness 

performance of their services. In circumstances reminiscent of the NHS, Butler and 

Wilson describe the lustration of leaders with their new found strategic autonomy, 

confounded by an organisation which tenaciously clings to its old ways of doing 

things and effectively blocks the new leadership's change initiatives. 

When this happens, managers can be lured into trying a rapid succession of 

programmes in the search for the 'magic bullet' according to Beer et al (1990), 

although this can only exacerbate the problem, because programmes are so general 

and standardised that they do not match the realities of particular organisations. 

Programmes are also strong on buzzwords, so that 'quality', 'excellence', 

'empowerment' and 'leadership' become substitutes for a detailed understanding of 

the organisation's needs (Beer et al, 1990). A further difficulty created by change 

programmes is that they can take up energy that is needed to solve more pressing 

organisational problems, and this is one reason why many managers do not support 

such programmes, even when they acknowledge that the underlying principles are 

sound. 

These concerns echo the experience of the TQM demonstration sites which were 

implementing the new initiative at a time when the service was quickly becoming 

submerged under the pressures of implementing (DoH, 1989), 

with senior managers' priorities focused on creating the directly managed units which 

would later become separate trusts. The issue is of one set of initiatives 

overwhelming the previous set. hi some districts supporting strategic change 

discussed by Pettigrew et al (1992), specific attempts were made to insulate change 

programmes from the short-term pressures which drained the energy of participants. 
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These limitations of programmatic change are reinforced by problems identified in a 

survey of senior managers (Wilson, 1992). Although the managers identified a series 

of problems with TQM programmes, there are some particular issues which resonate 

with the difficulties experienced in the NHS. These included: the intangible benefits 

of TQM, (seen to be effective in creating a wide range of activity but much more 

difficult to measure in terms of benefits to the organisation) and the sectional 

interests of programmatic change approaches (with TQM creating its ovm evangelists 

who can become fanatical supporters, but which leads to fragmentation in a service 

between those who support a programme and those who are less enthusiastic). 

Further, TQM programmes can actually make things worse for an organisation -

particularly where there is insufficient 'slack' to provide the resources a programme 

needs. For those organisations which are close to crisis (and the NHS was clearly in 

this situation in 1987/88), introducing change programmes offers little opportunity to 

enable a programme to work. Finally, there is evidence from large-scale evaluations 

that such change programmes have mixed results, as they are mainly derived from 

manufacturing organisations and this experience does not translate directly into 

public sector organisations (Joss and Kogan, 1995). 

The message that emerges from the evidence of programmatic models of change as a 

means of strategic change is that a blanket strategy is undesirable, particularly if it is 

one where the model promoted in the service has clearly been developed in a 

different context (Hart, 1995). It is argued by Wilson (1992) that if programmatic 

change models are to be 'anything other than a general vocabulary of organisational 

improvement' (pp 99-100) then it is important to be able to adapt programmes to the 

highly differentiated needs posed by different types of organisations. This is doubly 

important in the case of the NHS with its deeply rooted organisational culture and 

well established structures and processes which have evolved over many decades. 

Sectional interests and limits to diffusion 

The final area for discussion, and one that has connections wdth the role of product 

champion, is concerned with sectional interests (Wilson, 1992). Any change 

programme can create 'evangelists' who can experience a 'road to Damascus' 

conversion in their championing of a particular change process. The risks this poses 
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concern the fragmentation that can take place in an organisation between those who 

support a change programme and those who view it less enthusiastically (Wilson, 

1992) and as a consequence limit its diffusion beyond project sites. 

The problem of diffusion is discussed by Pettigrew et al (1992) who argue that 

change relies on diffusion through 'pilot sites' or 'experiments', or other forms of 

diffusion strategy rarely spread to wider populations. Pilots may be successful on 

their own site, but their very success may generate tension and therefore rejection 

elsewhere. Pilot sites are also seen to fail because they are too small-scale or not 

sufficiently cumulative or because timescales are too short or the experiment has 

been under-resourced. Similarly Bennett and Ferlie (1994) argue that where groups 

are innovating there can be a tension 'between "exclusive" and "inclusive" 

approaches to the management of their boundaries with the wider system' (pi 13). 

Where groups retain their exclusiveness in order to maintain their distinctive identity 

there is a risk of them having little influence over the rest of the system (Bennett and 

Ferlie, 1994) 

The dilemma posed for groups involved in innovative change processes is that of 

signalling a distinctive and culturally deviant image of itself to the wider 

organisation, with the consequence that this very distinctiveness means that the group 

has little influence over the wider system (Bennett and Ferlie, 1994). Where 

innovating groups move &om an exclusive to a more inclusive position is 

characterised by Bennett and Ferlie as having more permeable boundaries, sharing 

cultural similarities and diffuse values, with a broad range of transactions and mutual 

exchanges with their environment and well developed networks and linkages within 

the organisation. 

A fiirther critical factor in the effectiveness of the diffusion change strategies is that 

of consistent visible leadership pressure (Pettigrew et al, 1992). This is seen as 

something that is persistent and consistent and links the tiers leading change with the 

6ont line where operational implementation is carried out, maintaining the bridge 

between the strategic and operational dimensions of change. It is the importance of 

enduring leadership that maintains commitment to change over time, recognising that 
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a weakening of the leadership position (for example, the loss of a key sponsor of 

change) can quickly undermine the change process. It is here that the changing 

priorities and attention spans of senior managers who originally championed the 

ideas for change are most critical. 

Conclusions 

This chapter has reviewed the growth of strategic management in the NHS as part of 

the Government reform agenda for the service. The service in embracing this change 

has witnessed a shift 6om the administration of Government policy to one where the 

service was required to adopt a more proactive approach to strategic management in 

order to speed up the rate of organisational change, hi spite of this top-down agenda 

the complexity of the organisational structure and diffusion of power within the NHS 

does not necessarily ensure that policy is translated into local strategies. The role of 

those who lead change, whether they are in sponsorship or product champion roles, 

each play a crucial part in strategic change. Similarly, in a professionalised service 

such as the NHS, the role of clinicians particularly, is also central to the successful 

implementation of strategy, and the relationship between managers and clinicians a 

crucial aspect of any change agenda which impacts on the delivery of clinical 

services. The influence of organisational culture was also considered and its 

influence in creating barriers to change. Some of the limitations of change models 

based on programmatic techniques which attempt to fundamentally change working 

practices are also examined. Lastly, the risks associated with the diffusion of 

innovation are recognised, with the tensions between inclusive and exclusive 

positions, and the issues leaders need to consider when championing change. 
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5 Research Methodology 

Introduction 

This chapter describes the origins of the decision to research quality management in a 

district health authority, the choice of research location, previous work which 

informed the research aims, the choice of research methods and details of the 

research process. The chosen research strategy is discussed, examining the purpose of 

the research, followed by a discussion of the range of research methodologies 

available and those appropriate to the research aims, with an evaluation of the 

possible strengths and weaknesses of the chosen methods. The chapter then discusses 

the analysis of data and the techniques used to generate conceptual questions at the 

writing stage. Finally, the chapter discusses the validity of data in the context of 

qualitative research and considerations in writing up the case study in order to 

produce a accurate account of the events researched. 

Why research TQM? 

In the previous chapters we have seen that the introduction of TQM into the NHS 

was controversial. It was an approach to quality that made particular demands on the 

demonstration sites chosen by the DoH, because of its origins in the world of 

business management. Moreover, the particular environment of NHS organisations 

with their highly developed professional systems and methods of working made it 

difficult to transfer TQM effectively into these settings. 

The decision to research TQM in the health service was based on 1) the researcher's 

interest in the management of change in public sector organisations 2) a former 

association in a non-executive role with the district health authority which was the 

location for the research, and 3) access to a number of senior managers and other 

staff who had participated in the TQM demonstration site. While not personally 

involved in the initiative, having left the district early in 1990 when changes to the 

appointment of non-executive members were introduced following the 

implementation of the PFbrh'Mgybr (DoH, 1989) reforms, the researcher 

nevertheless had acquired considerable knowledge of the district during the period in 

the non-executive role. 
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In making the decision to embark on a study of the TQM demonstration site, the 

researcher's approach was shaped by his previous experience, both of the NHS and 

the potential choice of research methods that could be deployed. The researcher had a 

particular interest in the use of qualitative methods, particularly where this would 

provide the opportunity to undertake an in-depth investigation into the process of 

strategic change seen through the experience of a small number of key informants. 

The researcher had also used case study methods successfully in earlier research in 

the NHS (Scragg, 1986) and the current research was seen as an opportunity to 

develop a greater understanding of case study methods and further refine the skills 

developed at an earlier stage of the researcher's career. 

In making early decisions about research strategies Yin (1994) identifies 

preunderstanding as an important factor, and the researcher's previous knowledge of 

the NHS as an employee and non-executive board member would be particularly 

valuable in this respect. The researcher's previous non-executive role and experience 

would also increase the potential to successfully access senior managers and 

professionals who had been involved in the TQM demonstration site. A fiirther 

strength was the researcher's training and experience of interviewing which had been 

developed as a practitioner in the NHS and social services departments and later in 

contracted research projects. 

Conceptual ideas which shaped the research focus 

The researcher had a long-standing interest in a contextual approach to understanding 

change (Pettigrew et al, 1992), developed through earlier studies of strategic change 

in the NHS, and had used this model of change with managers in training and 

consultancy work. The opportunity to research strategic change in the NHS, using a 

contextual framework to analyse the change process, created the necessary 

motivation to pursue doctoral research. 

In deciding to research the TQM demonstration site drawing on the work of 

Pettigrew, it is necessary to discuss the contextualist approach and the potential 

benefits it offers the management research student. In the words of Pettigrew 'there 

are remarkably few studies of change that actually allow the change process to reveal 
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itself in any kind of substantially temporal or contextualist manner' (1990: 268-9). 

This statement was the starting point for the research, in that much had been written 

about TQM in the health service, with lengthy accounts of its problematic 

implementation, but none had revealed in sufficient depth how the process of 

introducing and implementing TQM was managed, and the strategic intent of the 

DoH and the realities of local implementation (Pettigrew et al, 1988). 

A conceptual framework offered by Pettigrew et al (1988) using the contextual model 

of change provided an opportunity to explore the TQM initiative, not as a discrete 

episode with a clear beginning and end, but rather as a strategic innovation which had 

its roots in the antecedent conditions created both in the external context of 

Government policy and the internal context of the district health authority. It was 

recognised that the TQM initiative would be shaped and moulded by these wider 

contextual factors which in turn would influence its potential fbr success. In 

researching strategic change in the district, it would be necessary to understand both 

the context and process of change and how these elements influenced each other. 

Pettigrew et al (1988) suggest that the demands on managers do not fit easily with 

simple notions of rationality and top down directives (particularly in services with a 

long history of professional autonomy), but require an understanding of the 

continuous interplay between the context, process and content of change and the 

skills of managing these different elements. It is insufficient just to have the 'correct' 

policies. An organisation's capacity to change is also necessary, as well as the ability 

to translate the change agenda into practice (Pettigrew et al, 1992). 

In elaborating this approach to researching change, Pettigrew et al (1992) see the 

importance of a continuous interplay between ideas about the context of change. 

They distinguish between the inner context, referring to ongoing strategies, 

structures, culture and management processes through which change must proceed, 

and the outer context, referring to the political and social context of the district as 

well as policies and events at national and regional level in the NHS. The process of 

change refers to the actions, reactions and interactions of the those people involved in 

a proposal fbr change. Lastly, there is the content of change which refers to the 

particular area of transformation under study. The challenge, according to Pettigrew 
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et al (1992), is to make comiections between the content, contexts and processes of 

change over time to explain the achievements of the change objectives. 

A final aspect of the work of Pettigrew et al (1992) which influenced the approach 

taken in researching strategic change in the district, was the influence of the model of 

receptivity to innovation, and the metaphor of the receptive and non-receptive 

contexts for change. This model identified a series of 'signs and symptoms' of 

receptivity which were associated with more rapid change. In their original study of 

change in a range of DHAs, Pettigrew et al (1992) posed the question - why was the 

rate and pace of strategic change different across different DHAs?. The starting point 

for explaining the rate and pace of change was to be found in the interplay between 

the content, context and process of change, with the context the potential critical 

shaper of the process of change. They concluded that the management of change was 

likely to be contextually very sensitive and that there was no one way of securing 

change in such a pluralistic organisation as the NHS, particularly as general 

management itself was differently interpreted and effected in different DHAs. 

In a later study concerned with the managerial response to HIV/AIDS, Bennett and 

Ferlie (1994) tested the original model of receptivity to innovation in order to 

confirm, develop or refute the model based on more recent evidence. Although this 

later study focused on the response to the emergence of the HTV/AIDS epidemic of 

the 1980s as opposed to the implementation of general management in the original 

research, Beimett and Ferlie nevertheless found that the original features of 

receptivity fbr change were present in their study, and suggested that the evidence 

G-om the managerial response to HIV/AIDS demonstrated that there were likely to be 

generic components to strategic change processes in the NHS. 

Initial ideas that shaped the research strategy 

Although the researcher did not start with an hypothesis about quality management 

and change in the NHS, some broad questions were formulated early in the research 

process which subsequently shaped the direction of the fieldwork. There was also a 

conscious attempt to allow some issues to remain vague and tentative until more 

insights were revealed from interviews and analysis of what appeared to be relevant 
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in terms of emerging concepts. The broad research questions were based on a review 

of previous research, and discursive conversations with two senior managers who had 

been directly involved in the TQM demonstration site which constituted the pilot 

stage of the research process. The information gained from the subsequent review of 

the literature sharpened the focus of the research and enabled a small number of 

statements to be formulated about TQM in the NHS which were used in focused 

interviews with informants. It was recognised that these would need to be modified 

and extended as the fieldwork evolved and issues emerged that warranted further 

exploration. What the researcher wished to avoid was developing too structured a 

stance, which would have meant a more selective approach to data collection, with 

the risks that a greater level of data reduction would take place. This in turn would 

rule out certain variables and relationships whilst focusing on others (Miles and 

Huberman, 1984). 

Recognising these realities, the researcher kept the questions as broad-ranging as 

possible to avoid directing energy too far in a particular direction and consequently 

the risk of ignoring other variables and relationships, but at the same time keeping a 

realistic focus on what could reasonably be researched in the timescale available. 

With this &amework established, a series of topics was identified, along with a set of 

questions which formed the starting point for the fieldwork, although these were 

modified during the fieldwork as new issues emerged. 

Developing a coherent research strategy 

hi justifying the use of qualitative methods, Marshall and Rossman (1995) provide 

helpflil guidance for the researcher in relating the purpose of the study, the research 

questions, the research strategy and forms of evidence collection, hi an exploratory 

and descriptive research study (which the researcher categorises this study) the 

intention is to investigate a phenomenon, to document it and identify important 

variables, and in turn generate hypotheses for further research. This then leads to 

research questions which address the question - what is happening in this setting and 

what are the salient behaviours, events, beliefs, attitudes and processes occurring in 

the phenomena? These questions in turn lead to a case study research strategy and in-

depth interviewing for purposes of evidence collection. This framework proved 
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invaluable to the researcher in providing the guiding principles on which the study 

was based. 

Establishing the research questions 

Following the review of literature it became increasingly clear that the focus for the 

research lay in revealing the multi-layered issues present in the district prior to and 

during the period of the TQM demonstration site, guided by a contextualist 

framework. Although the literature (Joss and Kogan, 1995; Nwabueze, 1995; Hart, 

1995; Ovretveit, 1998) had identified a number of factors in the implementation of 

TQM in the NHS, they did not examine the detailed actions of those implementing 

change (Pettigrew et al, 1992). This then would be the starting point for identifying 

the broad definitions of the research problem, stated as empirical generalisations, 

which would guide the research process. In developing the research questions they 

were seen as contingent, and open to modification if they did not prove as useful as 

first envisaged (Remenyi et al, 1998). With the contextualist 6amework in mind, and 

so many potential factors influencing the implementation of TQM, there was the 

danger of too wide a research focus resulting in a study of little value. This was 

recognised at an early stage of the study as a main question and a small number of 

broad sub-questions were identified in order to avoid the trap of an unfocused study. 

The starting point for identifying the research questions was to establish an 

overarching definition of the research problem which would be used to guide the 

research through all its stages. After many versions were discarded, it was decided 

that the main question - 'to reveal the process of managing strategic change in a 

district health authority through the implementation of a Total Quality Management 

initiative' would provide sufficient focus for the research. This was a broad 

overarching statement of the research problem that would in turn enable sub-

questions to be identified (Remenyi et al, 1995). The set of sub-questions resulting 

from this statement were as follows: 

• what were the antecedent conditions (prior to TQM) and how did these influence 

the decision to become a TQM demonstration site? 
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# how was TQM embedded into the district and what were the consequences for the 

service? 

# what management processes were illuminated through the implementation of 

TQM? 

# what was the impact of the wider NHS policies on the district during the period of 

the TQM demonstration site? 

# what were the consequences of TQM through continuing quality activities? 

Research design decisions 

With the decision to research one TQM demonstration site in depth, and with the 

likelihood that the number of people interviewed would be relatively small, this 

pointed to a qualitative methodology v^ithin a case study approach, which would 

provide the framework for the research. The bounded nature of the study seemed to 

fit neatly within the idea of researching and learning what was important about the 

particular case within its own world (Yin, 1994), rather than the wider concerns and 

issues of quality management within the NHS generally. This approach also fitted 

well with the single case study of 'one population' (a group of managers and other 

staff associated with TQM) in one particular context (the district health authority) 

during a particular timeframe (1985-1993). The aim was to describe the case in 

sufficient depth so that the reader would gain an insight into the events that took 

place during TQM and could draw conclusions about the introduction of TQM into 

the NHS based on the tentative generalisations drawn from this study. 

With the decision made to undertake a small-scale case study, and the unit of analysis 

identified, it was decided to focus on those managers and staff who were directly 

involved in the implementation of the TQM, recognising that this would be a 

relatively small number of senior managers, clinicians and training staff and each 

would offer their own particular perspective of the implementation. Similarly it was 

decided to make the period 1985 to 1993 the main time focus, vyith the understanding 

that events prior to TQM were likely to have been influential in the decision to bid 
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for funding and would need to be considered. It is likely that the particular changes in 

the district since 1985, when the influence of general management was introduced 

following the Griffiths report (DHSS, 1983), were a significant factor in the district's 

decision to bid for TQM funding. Similarly, although the project officially ended in 

1993, the research would explore any subsequent changes that could be attributed to 

the TQM. 

Decisions about methods 

With the focus of the research decided, the next stage was to identify those research 

methods which would provide the most suitable tools for exploring the strategic 

change. The starting point for a discussion of methodology is the recognition that the 

choice of methods means that decisions will need to be made between those methods 

that attempt to achieve a high degree of rigour through the testing of hypotheses and 

theories, and those more naturalistic methods which attempt to describe the 

idiosyncrasies of the social world, and the use of 'soft' methodologies in order to 

understand that world (Hardy, 1985). This latter approach accorded with the 

development of a tentative conceptual framework, which acknowledged that social 

realities are complex, and warranted a loosely structured, emergent, inductively 

grounded approach to data gathering (Miles and Huberman, 1984). This approach 

also suggested that the most important research questions often only become clear as 

fieldwork progresses, and that the most meaningful settings and actors cannot be 

predicted prior to the fieldwork commencing. This appeared to be a useful way of 

working when exploring an under-studied phenomena or very complex social reality. 

The decision to use qualitative methods was based on the assumption that to fiilly 

understand the reasons for becoming a TQM demonstration site, the management 

issues in introducing TQM into the organisation and the process of project 

development could be best understood using methods that would give the informants 

opportunities to 'talk' and describe their perceptions of TQM. In selecting the 

methods most appropriate to the research aims. Hardy's dictum resonated vyith the 

author's approach, 'when discussing the methods to use when researching complex 

issues, those that will provide meaningful insights by delving deeply into the social 
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and organisational life are necessary for the examination of the intangible aspects of 

process' (Hardy, 1985:115). 

The decision to research TQM in depth also meant that qualitative methods would 

provide the flexibility and responsiveness necessary to elicit information about the 

complexity of implementing TQM and managing the strategic change process that 

was inherent in TQM (Joss and Kogan, 1995). It would mean refining the methods of 

data collection during actual fieldwork in order to explore ideas as they emerged 

from successive interviews with the managers and professionals. However, the 

objective would remain one of generating a rich picture to explain and understand the 

behaviour and actions of managers and staff during the period of the TQM 

implementation. Similarly, because the researcher had an opportunity to explore a 

number of sensitive issues, the quality of the research would depend on the 

relationship between the researcher and the informants, which could be achieved 

more effectively in a qualitative study (Remenyi et al, 1998). 

Piloting research methods 

When piloting research, where a separate study prior to main research is conducted to 

refine the research focus, Clarke and Causer (1991) suggest that piloting is not 

always appropriate in less formalised research studies. However they do advise that 

there is a need to be reflexive about the process of data collection and to ask oneself 

pilot-type questions of the data gathered, especially early on in the research process. 

This was the researcher's approach and, as stated above, 'conversations' took place 

with two senior managers who were central to TQM. Here it was possible to test out 

some of the issues that would be covered in later interviews and to begin refining a 

fbcused questiormaire for use with informants. 

Taking the research beyond the published work 

It is acknowledged that a considerable amount of research has already been published 

about TQM in the NHS (Joss and Kogan, 1995; Nwabueze, 1995; Hart, 1995; 

Ovretveit; 1998), but where the present research could add to that corpus of 

knowledge about TQM in the NHS was in a more inter-personal perspective on the 

process of implementing TQM in a district health authority. This is where the 
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researcher believes this research makes a further contribution to the understanding of 

the management of strategic change in the NHS and illuminates some of the issues 

that lie beneath the surface of the broad findings of earlier research through a more 

naturalistic and flexible approach to data collection. 

In searching for a framework to meet the objective of a further contribution and 

understanding of TQM, the researcher was attracted to the work of Vaughan (1992) 

and her notion of theory elaboration. This is a 'process of refining a theory, model or 

concept in order to specify more carefully the circumstances in which it does or does 

not offer the potential fbr explanation' (pi75). This recognises that theory will 

emerge during and after data collection as part of an inductive process. This approach 

is rooted in the work of Glaser and Strauss (1967) and is not involved in testing 

formal theory in the deductive positivist tradition, but in testing by comparison, with 

the data firom a case study used to assess some stated theory. This seemed to offer a 

suitable framework fbr the research in that it would be starting from the theoretical 

propositions of Joss and Kogan (1995; Nwabueze (1995); Hart (1995) and Ovretveit 

(1998) about the TQM demonstration sites, with the current research exploring in 

depth one particular site in order to elaborate their theory. This would develop a 

bridge (Glaser and Strauss, 1967) between the macro level findings of Joss and 

Kogan (1995) and the micro level findings from one site. Another way of looking at 

this approach would be to see the large-scale evaluative research of Joss and Kogan 

(1995) as helpful in revealing differences between the TQM sites, with the current 

research illuminating the processes of TQM implementation that took place within 

one site utilising some of the strengths of the case study methods. 

Strengths and weakness in case study methodology 

A common question posed in case study research is 'what can be learned from a 

single case?'. The case study, with its emphasis on the study of phenomena in a real-

life context, particularly where the boundaries between the phenomena (TQM 

implementation) and the context (NHS in a period of radical change) are not clearly 

stated (Yin, 1994) can provide sufficient justification. The use of a single case study 

is also supported by Remenyi et al (1998) who states that there is a growing 

acceptance that knowledge can be generated by research &om one location, so long 
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as the researcher spends a considerable amoimt of time with informants and there is 

proof of careful triangulation of the evidence collected. Similarly, a single site is seen 

as adequate if case material is treated in a sufGciently generic fashion (Pettigrew, 

1990). The researcher believes that this case study meets these requirements, with 

efforts made to ensure suSicient informants participated in the research and to ensure 

that multiple data sources were used. 

Further support for the use of case study methods can be found where the researcher 

wishes to deliberately explore a contextual situation, avoiding focusing on a few 

selected variables, but dealing with the entangled situation between phenomena and 

context (Yin, 1994). The focus of this research concentrated on trying to understand 

the complexities of TQM implementation, starting with what was commonly known 

(from other studies of TQM initiatives in the NHS) and what was particular to the 

research location. An additional strength of the case study approach is the potential 

for the researcher to use many more data points and draw on multiple sources of 

evidence, with data converging in a triangulating fashion in what constitutes a 

comprehensive research strategy (Yin, 1994). This potentially rich source of data is 

ideally guided by the prior understanding of the theoretical propositions which 

provide a focus for data collection and analysis (management reforms; quality 

management techniques; a radical reform agenda and theories about organisational 

change). 

hi using case study methods the skills needed to be a good case study researcher are 

important. As Yin (1994) makes clear 'the demands of case study research can be 

greater than other research strategies as they make demands on both the intellect and 

emotions' vyith 'the continuous interaction between the theoretical issues being 

studied and the data being collected' (p55). During data collection unexpected 

opportunities arise which the researcher needs to take advantage of, rather than being 

trapped by them. This is much more likely where the researcher is using relatively 

informal data collection methods (for example a schedule of questions) and the 

parameters of the issues being studied are more fluid and open to comment and 

interpretation by respondents. This non-routinisation creates boundless possibilities 
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for the researcher and respondents to open up new lines of enquiry stimulated by 

statements or comments during the course of interviews. 

Further guidance for the intending researcher which was found helpfiil in thinking 

through research tactics is suggested by Yin (1994). Firstly, the researcher should be 

able to ask 'good questions' and interpret the answers. This means knowing how to 

ask questions, using techniques common to many areas of practice where it is 

important to elicit information, particularly of the sensitive nature (qualitative 

sociology, counselling, social work, clinical case studies). Secondly, the researcher 

should be adaptive and flexible so that new situations are seen as opportunities rather 

than threats. Here the desire to learn as much about a situation as possible, without 

rushing to judgement is important in enabling the researcher to be flexible and 

responsive to encounters which suggest or generate new insights. Thirdly, a firm 

grasp of the issues being studied is essential, including a detailed understanding of 

the context of the issues and their relevance to the research, and at the same time 

avoiding over-involvement and 'going native' (Pettigrew, 1990). 

Data collection issues 

Gaining access is seen as the essential first step in the research process and a 

precondition to the research being conducted (Burgess, 1984). Although Gummerson 

(1991) considers access to be the researcher's number one problem, this was not 

found to be the case in this research. Access was straightforward as the researcher's 

former non-executive status facilitated access to senior managers and other staff 

involved in TQM. To some extent the DGM, although no longer having any 

managerial responsibility for many of the informants, nevertheless acted as an 

'informal sponsor' of the research. He suggested names of managers who would be 

useful to interview and assisted in the retrieval of archival materials. Similarly when 

his name was mentioned to potential informants several volunteered to be 

interviewed as they felt a commitment to TQM and its aims with which he was 

personally identified. 

Following perusal of archival and documentary material the researcher was able to 

identify a range of managers and other staff who had been involved in the TQM 
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demonstration site and these were approached initially by telephone and followed up 

by a letter that set out more formally the aims of the research. In approaching 

potential informants no pressure was placed on individuals to participate in the 

research. The researcher explained the purpose of the research (completion of a 

doctoral thesis) and made clear that the research was not sponsored by any 

organisation and was a result of the personal interest of the researcher to learn more 

about issues of strategic change and quality management in the NHS. 

Although access proved relatively straightforward with most informants, this did not 

prove effective with all potential informants. In spite of a considerable number of 

telephone calls and correspondence over an 18 month period, the management 

consultant declined to be interviewed and would only deal vyith the researcher 

through a third person. The researcher believes this is a shortcoming in the research 

as it leaves a gap in the account of the TQM demonstration site in which the 

consultant played a brief, but significant role. This situation was ameliorated to some 

extent by the materials the consultant used in the district, a publication of his work 

with a former company on a quality improvement project, and information from 

another NHS site where he acted as consultant. These were made available to the 

researcher by an informant and enabled a reconstruction of the consultancy approach 

to be made. Similarly, informants who worked closely with the consultant were 

helpful in describing his work with the district and his influence on the direction of 

TQM. Three other potential informants, who were involved in project sites also 

declined to participate as they felt they were too distant from the events and had little 

to contribute, or had only a peripheral involvement with the demonstration site. One 

potential informant nevertheless suggested a colleague who had a greater 

involvement and this lead was followed up successfiilly. 

Ethical considerations 

In explaining the purposes of the research to potential informants the researcher was 

conscious of the need for confidentiality. All informants were assured of complete 

confidentiality with no identification of individuals in the thesis, and with an 

assurance that the taped interviews would not be used in a way that would identify 

individuals or be used by other researchers. Matters of confidentiality did create 
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constraints for the researcher as some managers had published accoimts of their 

involvement in TQM in journals and newspapers. Similarly the DoH had published 

accounts of the progress of TQM demonstration sites which had illustrated the work 

undertaken in the district studied. Although this documentation was used as a data 

source it has not been possible to reference it in order to maintain confidentiality. The 

researcher was also provided with archival material (letters, memoranda and training 

materials) which were confidential to the district. In engaging in this research, it is 

recognised that the informants were investing the researcher with a high degree of 

trust when discussing their views of the TQM initiative and the research was 

undertaken in the spirit of a mutual commitment to confidentiality and respect for the 

views and interests of informants. 

hi spite of these pre-conditions for the conduct of the fieldwork, the issue of 

confidentiality was not raised as a m^or concern by informants, which may be 

accounted for by the time that lapsed since the TQM demonstration site came to an 

end, and the considerable transformation that has taken place in the NHS 

subsequently. A number of informants had left the service following the m^or 

reorganisation that had taken place in the service following the creation of NHS 

trusts. In fact, TQM was becoming less of a contemporary situation and any findings 

from the research would be used in a context that was distant from the original one 

(Adehnan et al, 1984). 

Sources of data 

A variety of data sources was used, initially archive material held by the trusts which 

has superseded the district, including internal memoranda and minutes (some of 

which had been retained by informants privately), TQM training manuals and guides, 

and contemporary newsletters which contained information on the progress of TQM. 

Additional material in the fbrm of evaluative reports, both external and internal were 

made available. The archival material was used initially to familiarise the researcher 

vyith the key events and the chronology of implementation. Another source of 

material in keeping with the 'grounded theory' approach (Glaser and Strauss, 1967) 

was the examination of contemporary journal and magazine articles which were 

perused and analysed to verify and supplement interview material, and suggest new 
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lines of questioning in subsequent interviews. The archival material retained by the 

district proved invaluable in suggesting areas of exploration about features of the 

TQM demonstration site. 

Triangulation 

To ensure the validity of the research, the researcher sought to triangulate the 

different data sources. Triangulation is a process of using multiple perceptions to 

clarify meanings and verify interpretations. It is acknowledged that no interpretation 

is perfectly repeatable, and that triangulation serves to clarify meaning by identi^ing 

different ways the phenomena is being seen (Stake, 1994). The main sources of data 

were interviews, supplemented by district archives and documentary materials. It is 

recognised that each of these data sources has its own strengths and weaknesses in 

relation to the research aims. A particular strength is the potential for seeing TQM in 

the NHS from different perspectives, and that those perspectives are used as a means 

of comparison and contrast and in turn lead to more rounded and complete research 

(Denscombe, 1998). 

Focused interviews 

The main sources of data collection was through focused interview with informants 

selected because they had been directly involved in managing or supporting some 

aspect of the demonstration site. Interviews were held with 23 informants, using a 

schedule of questions which formed the basis of an azWg /Memozrg used in interviews 

(see Appendix 2). The interview schedule was modified as interviews generated 

issues which merited greater exploration. For those staff directly involved in the 

implementation of TQM, the questions focused on their particular role and functions 

in the demonstration site. For senior managers, the questions focused on strategic 

issues and particularly the impact of change in the district and on key staff groups. In 

this way the focus of interviews shifted in response to the role and responsibilities of 

the informants, vyith each interview used as a building block to pursue particular 

issues as they emerged. 

Each interview lasted on average from between 45 and 90 minutes and a tape 

recorder was used to record all interviews. Some informants were seen twice, others 
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were telephoned to check particular details or for clarificatioii of issues raised in later 

interviews. The researcher was conscious that some informants had heavy 

commitments that inhibited the potential to explore some aspects of TQM in more 

depth. Consequently the researcher felt under pressure at times to focus the 

interviews as effectively as possible, whilst retaining the potential to explore issues 

tangential to the research focus which could lead to useful insights. This was a 

compromise that the researcher tried to overcome by using different data sources to 

verify issues raised in interviews, and by using subsequent interviews to clarify 

matters identified in earlier interviews. 

None of the informants objected to the use of the tape recorder, although some 

informants asked for the tape to be turned off while they related a personal account or 

described the actions of an individual which they did not wish to be recorded. The 

researcher recognised that confidential statements required the tape recorder to be 

turned off when requested and assured the informants that these statements would not 

be recorded or used in the thesis. The researcher was also conscious of the need to 

maintain a commitment to safeguard the sources of evidence supplied based on 

ethical considerations of how research should be conducted (Remenyi et al, 1998). 

After each interview a letter or phone call of thanks was made, and this opportunity 

was used to confirm that the interviews would be transcribed and to request contact 

with the informant again to confirm details or explore a particular area in more depth 

if necessary. 

Alongside archival data and interviews, a research diary was kept which was used for 

a series of jottings during the period of the research. The use of the diary was 

particularly helpful in combining notes made after supervision, useful insights from 

the literature, and observations made after interviews and visits to the service. This 

was also used in recording conversations from chance meetings with individuals who 

had knowledge of the TQM demonstration site and proffered their opinions (one of 

which turned out to be invaluable and led later to a full interview). Reflecting on the 

notes over a period of five years (the time taken to complete the research 6om 

registration to submission) this has provided a continuous record revealing the 
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different stages the research passed through, and the themes that arose at different 

points during the lifetime of the research. 

Researcher's involvement with the research location 

The researcher was conscious that his previous role in the district and contact with a 

number of senior managers and other staff had the potential for him to 'go native' 

and become too involved with the views of people he had v\:orked with in the past 

and had respected for their views. The researcher kept Pettigrew's words in mind 

when interviewing informants, that 'researchers are in the perspective business' 

(1990:278). This meant actively seeking out different versions of reality, and being 

privileged to listen to all sides of the events being researched. The main concern of 

the researcher was to balance detachment and involvement and avoid over-

identifying with any particular informant's interpretation or interest. The researcher 

recognised that in a large-scale research project, with for example a research team, 

different perspectives would be easier to achieve, whereas the lone researcher needs 

to be disciplined in their approach to achieve the ideal level of involvement and 

detachment. 

Data analysis 

After each interview the recording was reviewed several times to obtain a sense of 

the whole interview, including the main themes which seemed to be emerging. The 

researcher's aim was immersion in the data in order to become more fully aware of 

the world of the informants, and to enter the other person's frame of reference 

(Bumard, 1991). After this was completed the tapes were transcribed and read in 

detail. The purpose of this stage of analysis was to use the data to think vyith 

(Hammersley and Atkinson, 1995) in order to identify interesting patterns and to 

ascertain whether anything surprising or puzzling emerged. 

The analysis of transcripts followed the ideas of Glaser and Strauss (1967), and 

Strauss, (1987) with headings made of all aspects of the content. Such headings or 

'categories' were freely generated. These categories were then reviewed and grouped 

under higher-order headings. At the second stage the intention was to reduce the 

number of categories by collapsing similar ones into broader categories. The 
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categories were then coded according to the hst of headings, and all coded sections 

compared and grouped again in order to produce a Gnal list o f categories which 

would form the basis of the case study and the potential to relate findings to previous 

research on strategic change in the NHS. During this process the complete interviews 

were referred to and related to the wider context in which statements were made by 

informants (to avoid losing the sense of the interview and the informants statements). 

Throughout this stage of the data analysis the emphasis was on identifying issues, 

linking these with ideas &om interviews, and relating them to previous research. 

Validity of data 

In adopting a qualitative approach the researcher was conscious of the argument that 

the 'scientific method' as a research strategy makes strong claims of reliability and 

generalisability, whereas qualitative methods can be regarded as inferior in this 

respect by those who adopt the traditional scientific approach (Remenyi et al, 1998). 

The qualitative approach on the other hand offers advantages as a research strategy 

where it is concerned with exploring the actions and behaviours of people in 

organisations. This can be difficult to discern in more traditional positivist 

approaches which do not capture the rich understanding of the behaviour being 

studied. In research that is primarily concerned with exploring organisational 

processes, qualitative methods can successfully reveal much more about how 

decisions are made, particularly where such approaches explore the meanings 

individuals attach to their actions. (Ferlie et al, 1998). 

A further issue raised by the use of qualitative approaches concerns the accuracy of 

the information produced as a result of such methods. Researchers using such 

methods are vulnerable to the accusation that they can deliberately falsify information 

or at least be influenced by subconscious bias of their informants (Hardy, 1985). In 

order to overcome this potential weakness multiple methods were used. Interview 

transcripts were checked against documentary records (memoranda, reports and 

letters from files) and official publications (reports of the NHSME, Executive Letters 

to DHAs, publicity material produced by the DoH and the DHA). This triangulation 

of methods offered a number of advantages. It provided additional data as well as the 

opportunity to check the accuracy of statements made by informants, and also 
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provided contemporary information of the events, whereas interviews were 

conducted from a retrospective standpoint, although the intention was to recover 

some of the interests which produced different views at different points in time. 

Using this approach data collection and analysis were inextricably linked. The theory 

was grounded in the data emerging from it, rather than being imposed upon it (Glaser 

and Strauss, 1967). This approach has enabled a conceptual map of the territory, from 

a thematic analysis of field notes, to be constructed (Zuboff, 1988), with the intention 

that the final theoretical framework would emerge out of the data (Hardy, 1985). 

Writing up the case study 

In writing up the findings it was recognised that interpretation of data involves 

making judgements about what is significant and meaningful. At the same time there 

needs to be a clear relationship between the research questions and the findings. The 

intention was to retain the narrative where possible in order to identify the unique 

experiences of individuals involved, with minimal editing, except where this was 

necessary fbr purposes of clarity. Similarly it is recognised that differences in 

perceptions and opinions about events are important sources of data in themselves 

(Hardy, 1985). In order to capture the differing and conflicting viewpoints, quotations 

from interviews are used extensively in the case study chapters to illustrate the 

evidence collected (Denis et al, 2000). 

One of the key issues at the writing stage is that of validity and the degree to which 

phenomenological research, which offers a glimpse of another person's world (Glaser 

and Strauss, 1967), is influenced by the researcher's bias and subjectivity when 

attempting to make sense of interview data (Bumard, 1991). In order to achieve a 

degree of verification of the evidence collected, the researcher checked the broad 

interpretation of the findings with two informants in order to ascertain whether the 

issues were understood and described correctly (Remenyi et al, 1998). This was a 

helpful process in that basic inaccuracies were eliminated and the findings presented 

a more faithful portrayal of events surrounding the introduction of general 

management and the implementation of TQM. 
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Conclusions 

This chapter has set out the reasons for researching strategic change in the NHS, with 

a specific focus on the implementation of TQM in a district health authority. This 

was followed by a discussion of the conceptual ideas which influenced the research, 

particularly the importance of contextual factors and receptivity to change in studies 

of strategic management in the NHS. These ideas provided the Aamework which 

guided the research at an early stage, with a discussion of the decisions made in 

relation to research strategy, research questions and detailed design issues. The 

chapter then described the researcher's previous involvement with the DHA, and the 

potential this offered to access a group of senior managers and staff, and the 

opportunity for an in-depth investigation into the unfolding account of strategic 

change between 1985 and 1993. A justification for the choice of case study methods 

is made, with the recognition of the strengths and weaknesses of the chosen methods 

Lastly, the importance of rigour in the collection, analysis and writing up of the case 

study is discussed in order to achieve a faithful account of the implementation of 

TQM within a wider strategic change agenda. 
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Chapter 6 Antecedent Conditions: Under New Management 

Introduction 

This chapter, and the following two chapters, explore the events occuring in the 

district health authority from the introduction of general management through to the 

demise of the TQM demonstration site. Each chapter follows a similar format, with 

the first section outlining a series of themes which emerged from the data and which 

serve as a framework for an examination of the case study material. This is followed 

by the case study findings, and finally a return to the earlier themes, which are used 

to develop a dialogue between the empirical data and theory with the intention of 

revealing the complexity of organisational change 

Themes and issues 

This chapter explore the events occuring in the district prior to the introduction of the 

TQM demonstration site through a description and analysis of the antecedent conditions 

which have their starting point, for the purposes of this research, in the mid-1980s 

following the introduction of general management, including some of the key events 

which influence the district to bid for TQM funding. This chapter also includes 

information on the district health authority, highlighting some of the issues facing the 

service during the period researched. 

The 1980s saw district health authorities operating in an environment where there was 

powerful and sustained top-down external pressure from Government on the service. 

These policies were designed to reshape the system of health care on more business-like 

lines at the same time as maintaining pressure on costs and resources, in what was 

perceived by Government as an inefficient and wasteful system of service delivery. 

These forces were in turn part of a wider historical movement that was questioning the 

very basis of public services themselves, leading to changes that subsequently came to 

be called the 'new public management' (Ferlie et al, 1996). 

It is against this background that the events in the NHS unfolded as the service 

responded to these external pressures for change. The research location, like other 

DHAs at that time, was experiencing the consequences of the widening gap between 
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Government funding and increasing demand (Ham, 1999), and in spite of efficiency 

improvements, the financial crisis of 1987 exposed serious underfimding of the 

service (Ranade, 1994). These conditions offered a fertile ground for the introduction 

of general management, recommended in the Griffiths Report (DHSS, 1983) with 

newly appointed general managers who were expected to achieve greater efficiency 

through the vehicle of a more dynamic management approach which would motivate 

staff and facilitate organisational change (Ham, 1999). 

Although general managers were appointed in a service where finance would be the 

main preoccupation, the limits of a crude value-fbr-money and efficiency gains 

approach (Ferlie et al, 1996) soon became apparent in the service. The early emphasis 

on cost efficiency would subsequently be seen as less important than value (Pettigrew et 

al, 1992) as a subtle, but important shift took place after the mid-1980s. This heralded 

the emergence of a human relations influenced approach to management, associated 

with the work of the 'excellence movement' (Peters and Waterman, 1982) which was 

apparent in the adoption of new management styles and which placed greater emphasis 

on culture as a means of pursuing innovation and change. For significant strategic 

change to take place, a cultural shift was seen as essential (Johnson, 1990). Evidence of 

change coexisted with older cultural and organisational forms in the research location, 

as the power of general management, legitimised by the Griffiths recommendations, was 

resented by some staff groups, contested by others, and ignored by the most powerful 

professional groups (Harrison and Pollitt, 1994). 

Evidence from studies of this period of change in the service raised questions about how 

deep the changes had penetrated the service, with a number of studies suggesting that 

the degree of change was less significant than hoped by the new cadre of general 

managers. Change was not filtering down from the apex of the service to unit level 

(Ferlie et al, 1996). This highlighted the challenge of culture change which remained a 

complex issue in the research location, and less malleable in the pursuit of management 

ambitions that had been claimed by the more popular management writers (Meek, 

1988). The culture being constructed by top managers did not necessarily replace 

existing cultures deeply embedded in the service, with their shared beliefs and 

assumptions (Johnson and Scholes,1999) that had developed over a long historical 
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timescale and were immune to managerial pressures, certainly under conditions that 

existed at that time. As Hardy (1994) makes clear, culture as a neutral tool that can be 

used to enhance organisational performance is essentially political and is not necessarily 

seen by all staff to be an advantage, and can limit attempts to manage the process of 

cultural change. 

The aforementioned financial situation that threatened all DHAs in the late 1980s had its 

impact in the research location. National issues intensifed pressure on the district, and 

its particular pattern of demand placed heavy pressure on the service and kept financial 

matters at the forefront of management action. This situation, combined with a long-

standing difference of interpretation between the district and the Regional Health 

Authority over the revenue budget and the redevelopment o f an acute hospital site, 

affected relationships between the two authorities. This led to intense pressure on senior 

managers and their relationship with professionals, particularly clinicians as they 

managed the crisis. This situation raised issues of retrenchment and cutback 

management (Levine, 1979) and resulted in some of the early tests for the new general 

manager's attempts to influence the behaviour of clinicians who were the key resource 

allocators (Pettigrew et al, 1992). The financial crisis which increasingly impacted on 

the service in the late 1980s would set the stage for management-clinician relationships, 

as general managers more firmly grappled with the change agenda (Pettigrew et al, 

1992). 

In spite of the buffeting created by the financial resource problems in the service, 

managers can revitalise an organisation which is experiencing retrenchment. The 

evidence of strong top-down leadership using mission statements, explicit 

communications strategies and more intensive staff training programmes was evident in 

the service during this period, and demonstrates a move away from traditional 

administrative management to a much more active style of management which 

combines top-down and bottom-up elements (Ferlie et al, 1996). The DGM in the 

research location fitted the mould of the charismatic top-down leader who had a clear 

vision of the future. He was intent on shifting the focus from survival to excellence as 

part of an overarching goal that challenged interest groups who questioned change. This 

was done through the use of incentives, particularly the encouragement of bottom-up 
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initiatives around reputational management, that reframed retrenchment in a more 

positive light (Pettigrew et al, 1992) as part of a strategy of 'turnaround management'. 

The search for excellence spawned increasing interest in quality, which had firmly 

arrived on the agenda of the service by the late 1980s. This occurred as a result of the 

Government seeking new ways of improving the effectiveness of the service following a 

period of squeezing the service financially which was beginning to have damaging 

consequences politically (Pollitt, 1993). The emergence of quality as an issue in the 

service, and new approaches transferred from the private sector converged in the DoH 

TQM demonstration sites introduced in 1989 in which managers, as opposed to 

professionals, would claim sovereignty over quality for the first time (Ovretveit, 1998). 

The availability of funding provided an opportunity for districts to bid to become 

demonstration sites, with the subsequent evaluation of the initiative suggesting that 

there were extremely diverse reasons for DHA's involvement with TQM. These 

reflected local preoccupations, but also limited understanding of the theories and 

concepts of TQM and the implications of introducing private sector models of quality 

into the NHS (Joss and Kogan, 1995). In the research location the invitation to bid for 

funding meant an opportunity to undertake fiirther activity which would support the 

district's strategic change agenda, which in cultural terms still remained largely at the 

surface level, and had not penetrated the deeper recesses of the district's culture. 

The District Health Authority 

The district was established in 1982 following the (DHSS, 1979) 

reforms. It had a population of 240,000 and an annual revenue budget in 1985/6 of 

£90m. The district was in a coastal location with three large centres of population and 

a number of small towns and villages in its predominantly rural areas. The rural and 

suburban areas were relatively affluent in contrast to the declining coastal towns 

which contained a high percentage of older people and also small pockets of 

considerable deprivation, with associated housing and employment problems. The 

age structure of the district was weighted heavily towards older people, with 27% of 

the population aged 75 and above. This demographic structure meant that a 

significant part of the population were heavy users of health services. The district had 

a workforce of 4,500 staff^ although it faced continuing problems throughout the 
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1980s due to recruitment problems, with high housing costs in parts of the district 

seen as a disincentive fbr staff to move to the area. According to internal documents, 

the district fell into the lowest 10% of staffing in ratio to patients served, both in 

indirect care and clinical staff, within the health region. 

The district services included two general hospitals with over 800 beds and a small 

community hospital providing a further 110 continuing care beds for older people. In 

addition the district had two community hospitals with 54 beds, served mainly by 

general practitioners, and six health centres providing a range of primary care 

services, including general practice, community nursing and remedial therapies. The 

district also provided inpatient mental health and learning disability services, 

including day centres and community housing. The district was also the location fbr 

the management of the county ambulance service. 

Throughout the 1980s the district was recognised to be one of the most underfunded 

in the region, in spite of the fact that it was treating more patients than the average fbr 

all districts, with a lower than average length of stay in hospital and cost per 

treatment (DHSS, 1988) - a situation aggravated by the slow implementation of the 

national funding formula introduced in the 1970s to reduce disparities in resources in 

different parts of the country (DHSS, 1975). Consequently the district was considered 

to be jLl7m below its target funding at the time of the TQM initiative in 1989. There 

was a difference in the perception of the funding crisis between the district and the 

RHA, which affected relationships between the two authorities for much of the 1980s 

and early 1990s. These financial pressures were exacerbated by a Government cost 

improvement scheme introduced in 1983 which required all districts to identify 

economies, and (later in the 1980s) the requirement to generate efficiency savings 

year-on-year as part of placing downward pressure on NHS spending. 

The district also faced a number of m^or challenges Aom the early 1980s, including the 

need to provide services fbr people with mental health problems and learning disabilities 

who had largely been placed in services outside the district. The district was, as a 

consequence, under intense pressure to develop community-based accommodation for 

these neglected patient groups. The district had also been seeking to redevelop one of its 
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acute sector sites for over 15 years, and wished to reach an agreement with the RHA on 

this m^or capital development project. This would support improvements in the acute 

services which had become a victim of Government reluctance to fund capital 

development, and inertia on the part of the RHA across a number of areas relating to the 

financing of the service. 

Implementing general management 

CeMgraZ MzMager 

Two years after the publication of the Griffiths Report (DHSS, 1983) the district 

appointed its Administrator as the District General Manager. He had joined the 

district coincidentally with the publication of the Griffiths Report, having moved 

from 'a much more high profile and dynamic district'. His appointment to the DGM 

post was evidence of the district and regional health authorities' confidence of his 

ability to lead the district, and the recognition that his appointment would mean a 

number of changes, including a more proactive style of leadership. He was seen as a 

manager who would motivate staff and create a more dynamic culture which would 

embrace the changes necessary to achieve the aims of general management. 

way .yegM a* one q/f/zg /ga(/ genera/ /MOMageM fAe reg/oM. r̂T-ewg/A w/ay 
Ae Ti'Oj: vg?;y mwcA a vzazoMOTy q/Zeacfgr Tfg way goo<^ of .ygezng 

/Ae ZoMg êT-zM. TTzâ  waa grear Âe a6ove. TTzw o moM 
wAo Ajiew wAgfg Ag woM/ê / /o foAre /Ae woj' Az'.y TMcy'o/- .yfrgMgrA. 
(Health Authority Member) 

TTzgrg way rggfOMo//̂ /-ĝ iywfg fo Armg ^ w A o way AzgA 
Aa(/ AggM a Ma/wna/ /T-afnee, Aâ / a goo /̂ growM f̂rng zm fMOMaggrngM/ aW 

cgz-ZazM/y wanfec/ fo ma^ A;.y 
(Unit General Manager) 

The DGM saw his new appointment as a confirmation of the district's confidence in 

him. He also saw his appointment as a signal of support for ideas which he had been 

incubating during his period as district administrator, and he now had the opportunity to 

introduce changes which he felt would raise the profile of the district and bring 

recognition to the service. This quickly led to the introduction of a more active 

management style which was intended to support the enthusiasm and commitment that 

he felt was latent in the district: 
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PKAeM / AgT-e 7 /Ae wMcfer̂ oZî  zfae^ 7/ a ve/y ^Ze^y 
/)/acg, vg?]/ wzYA ̂ gqp/g w o W g i ^ r A g fg^/ q/ ̂ Ag woz-Zâ . TTzg)/ /̂zWrn Y ĝg 

ÂfMg,y cAoMgfMg oroz/MĜ  /Agm. TTzg)/ (f/Wm V ŷgg fAg Mgg(y/bA" cAangg. TTzaf Tvoj' fAg 
TMgnWzYy omoMg (̂ ôcrof-̂  <3M(/ MWMg.y. 7/̂  }i/ay a vg/y jPoroc/zW /)/acg. /^g// om 
arrzvaZ m /Ag fAa/ 7 Aa%/yo;Mg<̂  on oygoMMO/fOM wA/c/z way <foMg goo<3̂  
Â oz/M(f Aga/̂ A caz-g, aZ/AowgA no^Amg wav Âg cwf/mg ga^e. 7 /AowgÂ  /Aa/ zY 
Mgg6fg<3̂  f OTMĝ Og, fOTMg cz-ftyocfg, fY Mggl̂ g<7̂ O/MgrA/Mg /O /gM/fg fAg gMrAẑ /ô TM Âô  
way Za/gM̂  m Âg 7%g A%j (TVgw M^maggrngMf v̂ geMt/ĉ  Wer rgM 
way f o/MgrA/Mg rAg}" wow/c/ rgĵ poMf̂ gĉ  ô. 
(District General Manager) 

The decision to appoint the district administrator as general manager provided the 

necessary bridge between the old and new forms of management in the district. The 

authority had not resorted to a general manager from business or the armed forces (as 

happened in a small number of districts) and was evidence o f the advantages of 

continuity and stability, w i ± managers able 'to draw on the "memory" of the district's 

services, relationships and objectives', 'with no major disjuncture of approach or 

ambition'. (Pettigrew et al, 1992: 217). 

Mgw q/".yg/zzor /Manage/'j' 

Following the DGM's appointment, the district quickly made the appointments of two 

unit general managers (UGM) and other key senior posts. These early senior 

appointments demonstrated the political skills of the DGM in avoiding on the one hand 

a potential schism with the nursing profession, and on the other currying favour with 

clinicians. Both groups of professionals had severe reservations about general 

management. Following the publication of Griffiths (DHSS, 1983) there had been a 

strong rejection by the Royal College of Nursing of the sidelining of nursing and the 

loss of the senior nurse representative at board level. The D G M skilfully avoided 

confrontation with nurses in the district by appointing the former Chief Nursing Officer 

as unit general manager for the priority care services. She was a popular and well 

respected senior manager and her appointment, also carrying the role of nursing adviser, 

meant the Griffiths changes did not generate hostility from nurses. She was also held in 

high esteem by the DGM and confirmed Strong and Robinson's (1990) view that some 

CNOs were powerfW enough to be able to choose their roles in the new management 

arrangements and play an influential role in the development of the service. 
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The other area of tension following Griffiths was the relationship between the newly 

appointed general managers and doctors. Doctors quickly recognised the potential threat 

posed by Griffiths, particularly if their clinical &eedom was questioned and challenged 

(Ham, 1999). Again the DGM sensed the importance of maintaining good relations 

across the clinical-managerial interface (Pettigrew et al, 1992), and following some 

evident persuasion was able to appoint a medical consultant to the post of unit general 

manager for the acute sector. In agreeing to the appointment the consultant nevertheless 

felt uneasy, and commented that he 'felt uncomfortable among colleagues for going over 

to the other side'. Nevertheless this appointment was a coup for the DGM in enabling 

the new team to have a respected clinician at board level and someone who would 

provide a conduit to clinicians in the future as the impact of general management 

increased and the perennially problematic acute sector ran into further difficulties. 

A further strengthening of the District Management Board (DMB) took place with the 

appointment of a highly experienced and committed director of personnel. He brought a 

clear understanding to the district of the critical role human resource management would 

play in reshaping the workforce of the district, and supported the new initiatives which 

raised workforce morale. With the introduction of appraisal and performance 

management initiatives his role would prove invaluable to the district, and later as an 

enthusiastic advocate for quality management initiatives. 

The final member of the DMB was the Director of Finance who had worked in the 

district for some years and pre-dated all the other senior managers. He was seen by 

colleagues as a 'steady and safe pair of hands' who had successfully steered the district 

through difficult times financially, particularly in his skilful management of the financial 

resources in an acknowledged underfunded district. His continuity of experience and 

understanding, particularly of the political issues around the relationship with the RHA, 

and the arguments for increased fimding were invaluable to the district. He had also 

guided the district through the early phases of the Government's increased emphasis on 

financial control and the drive for efficiency gains. The increased importance of the 

financial fimction, with emphasis on cost and information systems, had in turn 

strengthened his position and would be further extended as the district responded to new 

Government-driven financial measures in the late 1980s. 
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TTze 

The appointment of ± e respected district administrator to the DGM post put in place the 

key element that would drive the district forward in the restructuring that followed 

Griffiths. Similarly the appointment of two unit general managers would build a strong 

team of senior managers, supported by the skills of the personnel director and 

experienced finance director and was evidence that leadership of the district was not the 

responsibility of one man. Although the DGM was a high profile leader, demonstrating 

many of the attributes of the transformational leader (Kotter, 1990), he was creative in 

appointing a senior team that would be able to shoulder the challenges facing the 

district, in speeding up the rate of change. The senior team members were all seen to be 

committed to raising the profile of the district, but at the same time were perceived as 

aware of the need to balance development with skilful financial management in a 

chronically underfunded district. 

The construction of the senior team demonstrated the importance of the availability of 

key people in critical posts who were responsible for leading change (Pettigrew et al, 

1992). Although the DGM was clearly in the transformational mode of leader (with his 

vision of the future for the district, a highly interactive style which avoided 'top down' 

pronouncements in favour of talking directly to staff, and the use of language and 

symbols to build the argument for strategic change (Kotter, 1990)), he nonetheless could 

not be described as the heroic or individualistic macho manager. The building of a 

strong senior team, with their continuity of experience in the district, and with unit 

general managers representing the two main professional groups, confirmed the 

potential strengths of the more subtle and pluralist leadership, drawing on 

complementary skills and valuing continuity of experience (Pettigrew et al, 1992). 

Where the DGM's approach to leadership was evident was in his authorship and 

promotion of a Weit' MzMagg/Mgwr/lgeMffa' for the district. It was clear early on 

following his appointment that he wanted to set to work on the long haul of changing 
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the culture of the district. He had ideas about the sort of organisation he wanted to lead 

and the Griffiths mandate gave him that opportunity. He quickly began work after his 

appointment, with his senior team, to produce a short statement which would outline a 

new approach to management in the district. This document, which was later described 

as a 'slender nine pages which were decisive in laying down the approach that would 

underpin TQM', set out the new agenda for the district, including strategy, standards and 

style. The strategy element of the document referred to the District Strategic Plan which 

set out the service aims for the period 1985-1994, describing financial and persoimel 

objectives and key service developments. The second element was concerned with 

standards, and referred to explicit statements of service standard for different parts of 

the service which the district would measure itself against in the future. The third 

element was concerned with management style, which was spelt out fbr the first time 

and which sought to clarify and reinforce the management of the service, both to 

existing managers and to those who sought management posts in the future. 

The style of management that the 7VM4 intended managers to adopt throughout the 

service included: high standards of personal management, regular contact with patients 

and actively seeking their views through regular visits to wards and clinical 

departments. This was to be underpinned with face-to-face communication with staff, 

including team briefing, question-time sessions and a greater emphasis on training and 

development. In the future managers would: 

# demand high standards of themselves and others 

# have regular patient contact 

# make regular rounds of their service areas 

# be visible to patients and staff 

# work through their staff. 

The second area was to improve staff conditions with emphasis on physical facilities, 

clothing and better equipment. The third area was concerned with rewarding staff and 

recognising that the financial situation in the DHA meant that improving morale 

would depend on non-financial recognition. Ways of rewarding staff efforts included 

publicising staff achievements, long service awards, study tours and prioritising 
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internal promotions. The final area was for managers to become more effective at 

managing change, concentrating on clear objectives and supporting staff who were 

experiencing change across a range of district activities. In meeting these new 

objectives individual managers were asked to declare their own priorities within the 

overall plan, setting their objectives with the DGM which would be used to establish 

a means of measuring management performance. 

The of course, as described by a manager, had not 'come out of the blue'. It 

was part of a clearly orchestrated development on the part o f the DoH, NHSME and 

Region to force the pace of change following Griffiths. Shortly after their 

appointments DGMs found a number of publications landing on their desks which 

promoted ideas of managerial effectiveness (for example: NHSTA, 1986). These 

publications placed particular stress on managers' responsibility for the quality of 

management development in the service and on the notion that they had the Areedom 

to pursue approaches and priorities appropriate to the local circumstances. Examples 

of similar developments could be found in other district health authorities and 

followed a similar pattern of establishing a philosophical basis for the service, 

identifying the values and beliefs of the service and those measures that needed to be 

put in place to effect cultural change in the service. 

The publication of the 7VM4 was not altogether a surprise to staff as the DGM had, soon 

after his appointment, begun to show his commitment by being visible, being willing to 

answer the difficult questions of staff and by participating in operational activities. His 

actions were in complete contrast to those of other managers in the district and rapidly 

raised his profile among staff. 

/ way ro go o w / W A 7 creafg. 7/ \ r 

fFg f/zgM Aacf To wg âA:g /Ag ocf/oMj' Mee(̂ g(/ /o î g/zvgr 7 
jr̂ gM̂  o Zo/' /?grjoMo/ ff/Mg co/M/MMMz'ca/ZMg. 7 Ag/â  gwgj'̂ /oM OMcf 
OMĵ wgr .yĝ ,yfo/M wAgM 7 wow/c/ go wzYA ô Agr ŷgMzo/" /MaMager.y OMcf WA: fo Mwr.ygf OM 
/Ag ifarak, ybr aW fAe/f /?ro6/g7?M^acg-fo-^cg. 0?7Cg a moM̂ A 7 

a ay Mw/'.y/»g or wAafgvgr 7f .yggn a; Aavmg a cAf^ 
gxgcwffvg 0̂ gy^ f̂y 6g(f/POMf. 
(District General Manager) 

97 



The TVew did not receive universal approval from all managers, 

particularly at a time when the problem of financial savings created by Government 

policy was having an increasing impact on the service and creating acute pressures for 

some managers. 

fPTzen zY w a r w z Y A a (fgaZ q / O M 
yZoor. 7%e way ĝgM 6g c/oW CMcAroo ZoW. TTzg}" Y 

.ygg fY Aovmg oMy /-g/gvancg Âg fAg}; /Ag//" yo6. ^g wgrg 
a .yzYwâ zoM wAgrg /'g.yow/'cg.y wgyg ̂ carcg .yAor/agga OM fAe oMff Agfg Ag 
way fo/Mĝ Amg co^mgf/'c mfAg/" fAoM ̂ rac/fcaZ. Owf̂ y/̂ /g fAg 
6oar(̂ oo7M /pgop/g ZooA; arozm /̂ ̂ Ag/M OMt/ ̂ gg fAmg.y fAg)/ Am;gM Y go/ aW Mgĝ / ZM 
OM fVygaZ worM 7%a/ way /Ag mazM arga q/ coMcgrm yb?" ,y/<^ 
(Support Services Manager) 

TTzgrg way aygg/zng q/"/Ag /;Yf/g rĝ / 6ooÂ  a6ow/ 7/ TM/gA/ Aavg Aggn zMĵ pzY-orzoMa/ 
.y/z^ wa^ybf /Ag mMg;- .yonc/w/M. TTzgrg way ŵfYg on f.y.ywg q//ManaggT-.y 
vgr̂ Ky /)rq/gfafOMa/.y. /f way oAowf wAaf way m ;Yybr /MaMaggr.y. 
(Manager, Biomedical Sciences) 

In spite of the initial scepticism which greeted the TView M3»age/MgMr v4ggM(/a it was 

nevertheless recognised by some managers as the beginning of a change in Ae way 

the service would be managed. The former approach to management in the district 

was clearly no longer able to respond to the increasing pressures on the service. The 

publication was seen as the DGM beginning to stamp his new found authority on the 

service and spell out how he required his managers to manage the sort of service he 

intended to lead: 

7/ way vg/y mwcA Az.y /Ag ̂ o?"/ q/prcKfwcf OMg way 6ggzMM/'Mg fo ga^gc/^o/M 
AfTM a/ /Aaf fzme. A way o/Z Azm. PKg 6/WM Y agg zY a.y a coZ/gcfzvg. way/? Y O M } ) 
ybfTM q/coM.ygM.yzty. /Morg /70.yzYfvĝ  zY ac/g /̂ ay aybczty wAgm z/ way yw/(y 
acc^/g(3( 6wf z/ wa.yM Y acc^/g(f vg/y gayzTy zYz /M}" rgcoZ/gcfzoM a/zâ  zf a /oMg 
fz/Mg /o Aggf z?z. TTzzYzgj: AggzYz A6%pg?z azẑ f af/zYzz6/g.y (/zW Aggzn fo cAa/zgg. 
^o/M /Ag z7M/Mg(/zaf̂ g z/y^ac/, wAg/z )/ow /ooÂ  /z/Mg /o aMa(y.yg z/yow ^gw /Agyg way 
goz'zzg ro 6g a .yga cAa/zgg z/z af(̂ zYwî g.y. 
(Clinical Services Manager) 

For other managers the guidance on the future style of the district was seen as 

helpful. It spelt out, albeit briefly, what was expected of managers, how their 

performance would be measured, both in their personal standards and in their 

relationships with patients and staff. 
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7̂  /MzgAr Am/g 6geM one moM VMf'on ro w//fA, 6wr 7 ^ m i ; a r̂afgrngM^ 
mrgnA wAaf wg vygT-g a/Z a6ow .̂ /iva^ f/̂ ^rgj'fg /̂ 6}" fAg vfj'zoM ifg cowW /MoA:g a 
6/ẑ rgMCg, wg cow/(/oz/T-a^g/vg^ (M ̂ affgMk' f Aoĝ  oW z/y^rovg rAg ĵ gn/fcg. 
(Training Manager) 

Although there was a mixed reaction to the A^M4 among non-clinicians, its message 

was not considered relevant to all parts of the service. Doctors were said to have 

taken little notice of it and considered it, like most management statements, to be of 

no concern to them. This was summed up by a senior doctor: 

yy way ĝgM vg?]/ mwcA a /MOMaggTMgM/̂ opg/-. 7/ Aow /MOMOggrngM̂  
gomg fo /MOMogg <7ga/ w/zYA fAg g%rg7?za/̂  ancf /Ae ̂ z(pgr/̂ cW a y a y w/g 
(^ocfor^ M/gz-g coMcgMzgef. ̂ Ag AW/promo^gc/ zY roo f(roMg^y among /Ag (Y 
ifowW Am;g rwAAĝ y ÂgTM ẑ p Âg wrong 
(Medical Consultant) 

on fAg 7VM4 

Reflecting on the impact of the NMA the DGM felt he had successfiilly begun raising 

the level of debate about management in ± e district, and early responses &om those 

committed to change suggested that general management was begirming to have an 

impact on the district: 

way a ^w/̂ z-wg ̂ o TMg. /(/̂ AowgA // way a .yf7?̂ /g (/ocwTMgMf̂  /7VM)4y aW Twâ yg j'o/Mg 
vg/^ oAvfOzty f̂ â gTMgMff zY j'ggTMĝ / fo câ cA rAg f/Magmâ fOM pgc^/g m /Ag 
(//.yfrfcf. 7f ̂ gg/Mg<̂  fo go (fowM wg// aW way Myg(/ morg gx/gn^;vg(y fAaw / /AowgA/ 
wow/<y 6g gwzYg ga?"/)/ OM. 

Another perspective on the VVM4 questioned its impact: 

^vg7y6o<^ (%p/aWg(f fAg concur aW /̂g77g(/ z(p fo zY, 6w/ /-ga/zry zY,y f/wpacr 
rzgA/ ̂ AfowgA Âg jŷ rg/M way/a/r/y A'/MzW. 7/ Aavg an f/z^ac/ â  Agâ /iywar/grf 
/q/^Ag D/f/jy, 6wf Aĝ /OMg/ fAaf # (//dM V /"gaẐ y A(Y /Ag ^arggf. 7%g TManaggrf and̂  
/NgTwAg/"̂  Aa(/ fY (A-wTM/Mĝ f m ô fAg/M awcf foo(/ gA:acf()/ fAg /̂frgcf/OM fAg 
ggngraZ /Managgr way gomg, 6wf /'/» no/ ŵrg gvgryoMg on Âg /̂ afcA ^aw zY fAa/ 
w^. TTzg}" mzgÂ  Aavg ̂ azW zY way gooc/ ̂ yfŵ  Aang OM, iyg 'vg go^ ayo6 /o (̂ o 
aMff wfYA(fo/MZMa/ZMg gvg/ŷ AzMg - wAgrg .y /Ag mong}' comzMg^om.̂  
(Health Authority Member) 

Implementing the New Management Agenda 

Following ± e publication of the 7VM4 a range of initiatives was introduced in 1986 

including, monthly briefing sessions where managers were expected to meet with 

their staff teams and brief them on current developments impacting on the district. 
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The new demands placed on managers would inevitably mean that implementation 

would be a slow process as the perception held by managers o f what constituted their 

role was challenged by the 7VM4: 

gof 6}; gwz'fe a m a n a g e r a TTzg cAawgê  
wgfgM V MofwaZ^7- /Aem ro 6g owr q//Ag q^cg morg, AezMg /Moz-g vM(6/g 
TMoÂMg rggw/ar coM ôcf w/fYA ^affg/zf .̂ 6'o/Mg ybwM<:f gooi^ gxcztyg^nof 
(/omg f/ OMc/ AfW 6gAfW /Ag low con OK on gxcu&g. 
7%gfg wgA-g ŷoTMg /MOMOgg/"̂  ifAo, // a /-^gc/zon on /Ag wg li/grg, 
6/zW» Y rg/a^g fo ̂ / A g groz/W^oor TTzg}" wgrg o/(f ĵ c/zooZ TMaMogg/"̂  
ybwW zY 
(Support Services Manager) 

Further developments included a newsletter informing staff of policy changes and 

other developments as well as promoting the vision of the district and celebrating 

staff achievements. At senior level a monthly question and answer session led by the 

DGM, UGMs and other board members took place in frontline service areas in order 

to respond to staffs concerns. Photographs of the DGM and the acute sector UGM, 

alongside staff in active service areas with jackets off and sleeves rolled up were 

widely publicised in district literature, and clearly intended to provide a role model 

for other managers, but also symbolically presented an image of the new post 

Griffiths management style that it was intended would be adopted throughout the 

district. 

In implementing the it was recognised that staff training would play an important 

role in supporting a change of culture, specifically focusing on the new management 

capabilities and skills (Pettigrew, 1987). A local higher education college was 

contracted to provide an annual management training programme as part of the 

commitment to increase the level of training contained in the (the training budget 

increased from jE90,000-jE130,000 between 1985-1988). This programme was intended 

to support the new strategic goals of the district and to develop the next generation of 

managers who would be socialised through exposure to a culture based around 

commitment to more participative management, service quality and above all the 

concerns of the patients. To reinforce this message the DGM introduced each 

programme, reinforcing his personal commitment to the changes outlined in the 
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and the importance of leadership at all levels of the service. The lecturer who led the 

management training courses had regular contact with the D G M and witnessed his 

commitment to developing the new management culture: 

wag mucA a /f was ybr aZZ fAe maArmg f/ze (fiafricf an 
zMfegT-aW WMfY. way 'wg Yg a/Z Agrg ro fg/rg '. Tifg 
/̂ aygfOMOfg zY. 7i/g woM/gf̂  /o Âg on /Ag ^ rga/(y 
gMfAifazoK̂ ic, Tifg iwgĉ  fo sforf eacA moMaggmgnf ̂ rograoiTMe /̂ gfaoMoZ/y â gZ/mg 

Aow Âg ŷg/Tfcg fAow/̂ / 6g /MOMogĝ /. /iT way Agâ r̂  ane/ TMmak Ag/z'^, fAg 
ybr /Ag agrv/cg A^T-g zY Agcamg ̂ opw/oT" ZM /MOMage/Mg/zA // way a// a6owf 

^ZMg fo AwzZcf a AzgA gwaZzVy ag?-vzcgybr jpafz'gMff. 
(Lecturer in Management) 

q/ Dzj'/rzcf Trammg MzMaggf 

The work begun on management development was subsequently reinibrced when an 

opportunity to make a new appointment of a district training manager took place in 

1988. The DGM was keen to establish a much closer relationship between training 

and the A/M4 and the district made the important appointment of a manager who 

brought a very different approach to training in the district, including an 

understanding of the need to relate the district's management strategy to the content 

of the annual training programme, hi keeping with the emerging interest in the 

patient's voice (Ferlie et al, 1996), the programme began to place much greater 

emphasis on customer care courses and issues of consumerism which were growing 

in prominence at both regional and district level. 

6'Ag way a Mgw â ozM /̂Tzg/z/ aW ArowgÂ  a (fz^rg/z^ o ^ r o a c / z A g r 
/?rg(fgcgafor 6'Ag way /ĝ a zMfgrgĝ g(/ zVz ĝcAnzcaZ /T-azMZMg. .S'/zg way a vgfy /7oazYh;g 
ancf qpproacAaA/g ̂ grgoM. 5'Ag ẑYcAgcf fAg efAoa q/frazMzng zn a azgTiẑ caTZf way. 
6'Ag Aâ f ĵ ar̂ ge/ (fozMg wor^ OM czty/o/Mgr carg A^rg TlgAf ca/Mg a/o/zg. 
(Unit Manager) 

This appointment was also significant as the district training manager would not only 

shift the focus of training to make the integration of the district's strategy with 

training and development much closer, but would subsequently play a key role in the 

quality management initiative and would later emerge as the 'product champion' 

(Bennett and Ferlie, 1994) responsible for driving the implementation of the TQM 

initiative. 
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Raising the profile of the district 

Alongside the changes introduced in the the m^or drive from 1985 was on 

raising the profile of the district through participation in a number of local and 

national initiatives. This was in stark contrast to the period prior to general 

management when the district was described as 'a sleepy place' and 'where nothing 

of note occurred'. The intention was to raise the profile of the district and attract 

attention to its activities. This would in turn help to raise staff morale and introduce a 

culture of pride with staff feeling more confident in themselves, and would develop 

the district's self-esteem (Kanter, 1985). 

Between 1986 and 1989 there was a flurry of submissions to national competitions 

with the district surprising itself on its success, including vsdnning first place for its 

iimovatory cataract treatment project for older people and similar success in a hip 

replacement project. This run of success was reinforced by the DGM being awarded 

'Manager of the Year' in a local competition to find the best manager across the 

private or public sectors. A significant increase in the reputation of the district 

occurred in 1988 when it reached the finals in a competition organised by a 

broadsheet newspaper for the 'best health authority'. This competition invited 

districts to submit an entry which described the work they were doing. A group of 

unit managers and operational staff were convened and produced an entry which 

would lead to the district becoming runners-up in the final judging. This was seen as 

a positive exercise and would boost the image and morale of the district. 

M/g/Z fM (ywfrfcf. ^ grozyp q/pgop/g a// ovgr rAg gor ^oggfAgf 
a (focw/MgMr anJ ?;gar(y fAg co/?^gAzoM. 7/ a/7ô ;Yzvg 

gjKgrczgg ybr fAe fgam oMcf rAg c/zafn'cf. 
(Health Centre Manager) 

The introduction of annual awards that recognised staff achievements was similarly 

given a high profile with the addition of travelling fellowships to enable staff to 

spend a short period abroad studying service developments. The profile of the district 

was fiirther enhanced by the district inviting Sir Roy Griffiths to open a new learning 

disability facility and meet health authority members and staff. Alongside these 
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events the district developed a close relationship with the local press to feed 'success 

stories' to newspapers on a regular basis. Similarly public relations began to be taken 

seriously with regular press releases on service initiatives and changes. 

The changes introduced by the and its success in the national competition 

increased publicly the work of the district. This was beginning to create an environment 

that would be responsive to Government initiatives which supported and reinforced 

opportunities to change and build a new management culture in the district under the 

leadership of the District General Manager. In the wider context this was the time when 

the Department of Health was becoming attracted by the 'excellence' movement and 

would shortly develop the national TQM strategy for the NHS. 

rga/mforA. (/we To AzTM Ae AW rAe q/j/y/e fAa/ 
yow in .yorf q/oppmacA. TiZe way ve/y a Aeork 

(Health Centre Manager) 

Even senior managers who had been sceptical about some of the more publicity-

orientated activities saw the benefits to the district of improving the visibility of the 

service, and were supportive of his colleagues' commitment: 

fFe gof mfo Âe A e a Z ^ A o n c f we gamec/ a re^wrafioM/or Aemg m fAe 
Z'/M fY wof goo(/yb/" evê yoMe. 
(Director of Finance) 

Funding crisis 

The period of the early to mid-1980s was the era of the efficiency drive (Ferlie et al, 

1996) with the Govenmient's focus on value for money and efficiency gains in the 

public sector. For the NHS this era stretched into the late 1980s as Government put 

increasing pressure on districts at a time when the gap between funding and the level 

of demand was ever widening (Ham, 1999). The impact of cumulative underfunding 

became increasingly apparent Aom 1985 and grew in severity from 1987, although 

the roots of the problems went back many years with the district's funding problems 

which remained unresolved. The blame for this situation was laid at the door of the 

former administration of the district which the newly appointed DGM was unwilling 
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to accept the situation, and which would lead subsequently to the strained 

relationship between the district and the region: 

7 % g c o T M g /o o ZM Mgvg/-
ôfAgz-ĝ / fo acA770w7gc(gg fAg wM<̂ g/ywMGfjMg /Pfô /g/M Agcaw^e /Ag)/ cqpg(̂ . 

TTzg//" arĝ TMgMf wof, wg 'rg fWMMmg /Ag M Mew gz /̂ /-ocAfrng fAg 
6oar. /fg vkoy r/gA/ ro focA: rAg 6oor Agcaztyg rAg o/cf gwaz-c/ c/fWn'/ 7%g}/ 
cqpg /̂ Âg)/ (fzW/z'/ rwn a wAo/g q/"fgrvzcg .̂ TTzg nggck q/"gWeŷ y 
wgrg ygcogMMg<5( fAg Mggck q/"/Ag ̂ /oz/Mggr j?qpwW(OM wgre Mevgr oc^ow/gd^gi^. 
^ fDGA() acfwa//y Aomĝ ĝ̂ y a/Z rAaf aW gof /Ag ̂ /gAô g gozMg. 
(Health Authority Member) 

The district had suffered ongoing Gnancial problems throughout the 1980s as a result 

of historic fimding patterns wi±in the region. This was exacerbated with the 

introduction of the Government's cost containment scheme in 1983, and further 

intensified when annual efficiency savings were introduced in 1985. These cost 

pressures came to a head in 1987-88, when the district, in common with other areas 

of the country, experienced particular problems during the wdnter, when a cumulative 

shortfall in fimding meant that it had to take urgent action to keep its expenditure 

within cash limits. Non-urgent admissions were cancelled and wards were closed on 

a temporary basis. This crisis was further exacerbated by the district's demography 

with its high percentage of older people, which made particularly heavy demands on 

the service at that time. 

What the funding crisis of the late 1980s demonstrated was the dilemma faced by the 

District Management Board who were on one hand actively promoting development 

of the service following the implementation of the 7VM4, and on the other having to 

make decisions about which services to cut. This made maintaining staff morale 

difficult - particularly as it was increasingly under threat as concern grew about the 

future of the service. 

This crisis was one of the first tests of the emerging culture, with the DGM's 

competence challenged in a way it had not been since his appointment. In the view of 

his senior colleagues, his work on developing a new way of managing the district and 

his own personal style proved helpful in the management of this crisis among the 

m^ority of staff. 
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7/ ro gmgagg ro (7evg7c^ goo f̂ /-g/afzoMj li/zYA j;r(#am f̂ /nvoZvg 
Âg/M /»(fgCMfOM̂ y, ybr gjca/z /̂e, wAg/z w/g Aâ / fo maAg cwfj m fAg fgrv/cg. ^ g w fAg 

f'/Mpacf q/fAg cwr̂  ca/Mg wg go^ aw ĝ/ wzYA zY. T/g ivoy /̂Mcgre a6owf if OMc/ fAgy gaw 
/AaA 
(Director of Finance) 

The District General Manager's skills in managing the crisis were acknowledged by 

health authority members who debated long and hard about the decision to close 

beds, but who recognised that the district was under intense pressure and that 

Government policy on the funding of the NHS was the root of the problem. 

way a ///Mg, Aav/ng fo c/o^g 6g^ wAgn wg ^gvi/ way growmg. 
ĵ avzMg fo fg/Z fo ^gafmg pa/fgMf.y a* woM/af fMcrgoyg fAg co.y/̂ ^ fo 
fAg ŷgry/cg, 6w/ if wow wg/Z AaM(//g<̂  Ajx Af/m fDGA(). ^ recogMMgf̂  /Agrg way MO 

o/fAowgA ;Y /amMAĝ y fAg /magg q/̂ Ag ŷgTr/cg Ag wa.y /yyzMg To (fgvg/o/). 
(Health Authority Member) 

MaMagzMg j'errzce ^g^ywcr/oo 

Where difficulties did arise was in discussions with clinicians, as the need to urgently 

reduce the level of service in order to manage the district's overspend meant that the 

DGM and UGMs (particularly in the acute sector) had to conAont consultants and 

require them to limit their activities. This was particularly significant for the acute 

sector which was the main area where costs were difficult to contain and where 

clinical activity had the most impact financially on the district. The UGM with his 

clinical background proved invaluable at this time when management was viewed 

suspiciously by clinicians: 

rg/â fOMfA/p wzYA Azk cZ/MfCfaMj' way goô y. //e V 6gco7Mg a /Mawaggr, 
Ag way a (focfor. TTzg/?" v;gw waĵ  Aerg wa^ a ak/Mg 6ztymg:yf wzYA wf. 

Tif way a f//Mg wAgm fAgyg wgrg /Mgĉ zcaZ 6o<̂ ;g.y a/zcf /Managg/ngMf. Tif wa.y ĝwzYg am 
z^co/y^rfaAZg rg/a/fOMjyAzj? fAg wAo/g fz/Mg, aM<f /Ag DGM fZrwgg/gef — Ag Mgvgr 
rga/^ Aa(̂  a rg/a/zoMfA^ wzYA fAg/M. ^ way a /MaMagg?" /PA-q/ĝ ĵ zoM 
^^wgg/g(f /o ggf rAg TMĝ âgg /Ay-owgA aW ggf ÔTMg/Azng (/o»g a6ow/̂  zY. TTzgrg '.y 
/Morg fgaZzYy C/mzczaM̂ y Aavg g o / m o r g awargnĝ ŷ. ZTzzMĝ  Aavg movĝ ^ 
o/z aM(/ fAg}" zmafg/'j'/aMt/̂ 'ow can V Aavg gygyy/AzMĝ /ow wa»/. 
(Health Authority member) 
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The pressures on managers and clinicians were an early warning of events that would 

be repeated as the district experienced further crises in 1989 and 1990. To some 

extent the district reduced the impact of the financial problems by shifting resources 

6om the priority care services to support the acute sector, but it did begin to raise 

questions about the future of the service. 

7̂  way a fz/Mg ybf /Ag /Ag DGM Aavzng rg// fAg 
fo opgra/mg ay // way Âg (/w/T-zc/ /Ag rgâ . 7%gy Y Z/Ae 6gzMg 
fo/cf wAar fo do. PFkaf e/o way (o opgn fAg (g&wgy q/Aow fAg acwfe wn;Y 
qpgra^gff Aow zY cow/(/ /Managg /Y.y coj'/.y Aĝ ĝr Cow/̂ / /Agf-g 6g cAgapgr W6̂ .y q/ 
^ga^mg /)â zgM̂ .y.̂  
(Unit Manager) 

The winter funding crisis exposed issues of clinical-managerial relationships where 

the implementation of general management had placed particular responsibilities on 

DGMs and their senior teams to begin influencing the behaviour of clinicians as key 

resource allocators (Pettigrew et al, 1992). This was the first significant foray into the 

territory of doctors and would suggest that managers would have a difficult struggle 

to influence clinicians in what was seen as a 'no-go' area for managers. 

What the funding crisis did was to intensify pressure on the Regional Health 

Authority, who were seen by the district as starving the authority of funding. The 

district's claim that it was chronically underfunded did not receive a sympathetic 

response from the Region, which was itself under pressure to reduce costs. However, 

the district's claim remained an area of high concern among health authority 

members and senior managers throughout the 1980s. The situation deteriorated in 

1989 when a new Regional General Manager (RGM) was appointed and relationships 

between the district and the Region became more strained. The new RGM took a 

much harder line with the district and was uncomfortable with the pressure applied 

by the DGM concerning the underfunding. 

//g Aac/ a Âg (//.yfyzĉ  q / a z - g M Z M g ^Aa/ fAĝ -g way» Y 
gMOWgA /MOMg}' aM(f ̂ Aaf Y Aim wifA rAg j^ggmn. /fg way aZ&o 
a/w(̂ ĵ  6aMgf»g /̂ Ag a&'WTM wAaf a gooc^ /Ag way. 7/ cT-gofĝ / a 
rg/â zoM.yA/p amcf wg wgfg accztyĝ y q/wAzMggzMg fAg rggzoM 
(District Training Manager) 
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TTzgT-g WW a Zo/ rAg Tfegfo/z. 2%g)/ zr wa* on 
q^wgMf̂ Zacg. ifg rea/Zy Mgg(/ fAg TMOMg)/? 2%grg wow fe%yjoM w/z'/A fAg Mgw 
jgGM 
(Director of Finance) 

The DGM kept the pressure on the Region by the use of the media and other channels 

in the district to highlight the shortfall in funding which led to increasingly fraught 

relations w i ± the Region. A health authority member who had connections with the 

Region summed up the feelings at that time: 

/ zwĝ / ggr COTMTMgMf̂ ŷ Ag ĝg/OM - 'wAo/ gOfMg OM (foWM fAgfg, W/A)/ M 
6/0^ 6aMg/Mg on o A o w r / f Aggon aofagoMMg fAg /̂ ow/gM 
aAovg. /r wof crgâ zMg owf fAg mgefia ̂ rg&,ywrg rg6ozm6fg(f 0̂ Zone/on 
(̂ ZggzoMoZ J%a/̂ A Wŵ AofzYy Agô fgiwar̂ gfj)) fAg}/ go^ zrryfâ ĝ y. ĵ ggzoMj (/oM V 
//Arg Âo/ <̂ 07-̂  rAmg. 

Responding to the quality message 

Although quality had been stressed at regional and district level following the 

appointment of the District General Manager (reflecting Griffiths's (DHSS,1983) 

concern that the service was not sufficiently responsive to users), 60m 1988 onwards 

it became evident that quality would be increasingly important in the service towards 

the end of the decade, and that managers would have a m^or role in leading these 

developments (Ovretveit, 1998; Sutherland & Dawson, 1998). In 1988 the Regional 

Health Authority published a strategy paper on quality which expected DGMs to 

provide leadership in this area, including, publishing statements of service principle, 

organisational goals and communicating and reinforcing the quality message 

throughout the district. It also required districts to establish a framework for quality, 

including a quality assurance steering group, with a medical consultant membership. 

The district was also expected to introduce training programmes to raise the 

awareness of quality among staff. This strategy paper mentioned total quality 

management for the first time, but was cautious about recommending that districts 

introduce TQM due to the 'vast changes that would be required in the organisation's 

culture'. The paper went on to describe the cultural revolution required as an 

exceptionally difficult feat, and suggested that the absence of doctors in the line 

management of districts would make it difficult to achieve consistency of message 

and accountability. Lastly the document described the NHS as a large ponderous 
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organisation that was unlikely to be amenable to the dynamism required of a total 

quality approach. 

In response to the regional demands, the district published its quality strategy in 

1989. This established a quality assurance &amework including a district quality 

assurance group (including audit groups for medical, nursing and professions allied 

to medicine) with additional groups covering acute, community and ambulance 

services. The intention was to move the district towards more customer-orientated 

services and in the words of the district strategy 'to create an environment in which 

101 customer care initiatives can flourish'. The response to the Region was an 

opportunity to build on work, begun in 1986, on defining service standards which 

were seen to represent the DGM's interest in quality at that time and which had been 

stimulated by a study visit to Canada in 1985. The district's service standards focused 

on areas that would later become the target for improvement under TQM, including 

conditions in long-stay wards, the quality of outpatients departments, admission 

procedures for patients and the care received by patients on acute wards. 

The DGM attended the annual National Association of Health Authorities (NAHA) 

conference in June 1989 and was present during the address by the Chief Executive 

of the NHS Management Executive where he stated 'that quality should be high on 

the agenda of every health authority'. The Chief Executive advocated that authorities 

should set up quality schemes, and stressed improving services in the 'soft areas' 

such as waiting rooms and reception areas and improving appointments procedures 

(Nichol, 1989). This message was further reinforced by the Chairman of NAHA at 

the same conference who argued that districts should put greater stress on service 

quality, which meant improved appointment systems, prompt treatment, pleasant 

surroundings, smiling faces, good information, high standards of cleanliness and high 

calibre professionals and support staff (Long, 1989). 

With keynote speakers promoting the role that quality should play in the service, 

management consultants (who would later play an important role in the TQM 
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demonstration centres) were promoting their solutions to districts keen to implement 

the new quality initiatives at the same conference. The consultant who would 

subsequently work with the district had designed a customer care campaign for a 

leading airline. He had also been responsible for the implementation of the quality 

strategy in this company, and was now promoting TQM as an approach to the 

management of quality in the NHS. The DGM was impressed by this presentation 

and discussed the district's interest in bidding for demonstration site status. The 

outcome of this meeting was the decision to employ the consultant to advise the 

district on its TQM strategy, should its bid to become a TQM site succeed. 

Just prior to the NAHA conference, the district had received, in June 1989, an 

Executive Letter from the NHS Management Executive inviting districts to submit 

bids to become TQM demonstration sites (NHSME, 1989). This project was to be 

fully funded in the first year by the Department of Health and run for three years from 

1990-1993. The district responded with enthusiasm to the invitation: 

ZM /Ae 77g M/ay ^gM moArg Âg orgoMwafzoM ay ^c/gMf 
g^cfzvg cWiy/OTMg?" iygMjfffvg ay 6Zg. 7 A w l i / r f A /Ag TigM gfAo.y 

g%cg/ZgMcg .ygrvf'cg.y/)gqp/g. A Ac^g/igcf 6gcaz«g yĝ oẑ T-cĝ  
ivgrg OM o/ygr /o -yoTMg/AzMg Âg co/M/MfY/MgMf oMc/ î r/vg /Aâ  ca/Mg 
^o/M Âg fOTMg //g /Mô /g a cayg, Ag gooey ar Âaf, ZM 
A/bvg7M6gf M/g go/ moMg)/ ivzYA no o^acAge/. 
(District Training Manager) 

PFg /ogg/Agr a cogg (/orywMc/mgj. 77%erg wag no cZeor ao wg /ooA:gc/ fo fAe 
^o/ ( ) ybr gw/e/aMcg. TTzgrg w/ay a M0/;cga6/g fAgyg. 7%g /)gqp/g 

^o/M fAg D^arAMgM/ ca^g (Ŝ ovyn awî  /Mfgrv/ĝ t'ge/ z«. Tif w'aj'M Y a vg/y TNgTMorâ /g 
gvgMf. 7b /My .yMTyz-Mg wg go/ /Ag /MOMg}". 7%g gwgf//om ŵ ay now; wAa/ w /A^ 716M 
gxac/(y aZiow/.̂  ^ Angw wAa/ wg wa/z/ĝ y /o &», }i/g 'vg go/ /o /wa^g //y?/ wAa/ /Agy 
WOM/. 
(Unit Manager, Priority Care Services) 

Some managers quickly saw the relationship between the 7VM4 and the brief for the 

TQM demonstration sites, and the opportunity to draw on the experience of 

implementing the 7VA64 in Aeir department: 

/ /AzMA: // way /Ag Ma/z/raZ ^wcce.y.yo/' /Ag 7YM4. PFf'/Aow/ /Ag a/MowM/ worA: /Aa/ Aaef 
6ggM (foMg 6 ^ f g rgM ca/Mg a/oMg wg wowWn'/ Aavg go/ r g M 7/ way aywr/Agr 
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fo c/zoMgg fAe TTzar way vyW /Ae 7VA(&4 a6owr, 6w/ //ze 
cAamgg way/; V ay f(roMg ay we A(%/ fAowgA/̂  zY way. A AacAz V majg fAaf mwcA 
zTT̂ acf 6)/ fAe /zme q/ TgM TTzM way aMofAgr o^oT-fzgifi)/ ̂ o fMoArg cAamggj'. 
(Unit Manager) 

The district submitted its bid in September 1989 w i ± the proposal an 11-page 

document which described the work that had been undertaken following the 

publication of the jVM4, setting out in a series of bullet points the achievements to 

date. These included a number of quality initiatives which were already in place, and 

demonstrated the work on improving standards in the district, and potential project 

sites for the first stage of the TQM implementation. The bid was successful, with the 

first tranche of funding for 1989/90 amounting to 569,000. This was to enable the 

district to establish its demonstration site and would mainly support the staffing 

(including the external consultant who would work with the district), the 

development of materials and initial training programmes to implement the first 

phase of the initiative, and a small 'pump priming budget' for project sites. The 

successful bid meant that the work on the was seen as worthwhile and that 

external funding would provide the opportunity to support further work on strategic 

change in the service. 

TTze TgMway zY ArowgAr a q/monejx. Tow Aacf To me rAg 
wor^^ q/TMOMg}". /(/zW Aavg way a VMZOM q/f/zg foz-f q/" 
orgoMzgafzoM /wazz^gtf fo rwn, f/zg cw/fzzrg, Âg afmo^/zgrg, rga/(x fAe aq/i' gM(y q/f/zg 
6zAyz/zgf:y, f/zg /zz/moM rĝ yozzfcgiy gW q//Ag 6zz.yz'Mg% ZM̂ erg:ŷ g(/ zMg. /W 6g 
ybo/zMg m̂ /ggZ/" z/7 fAowgAr wg /zocf a vz'gzoM q/wAor rgMcoizW (/o, 6zẑ  if aggm 
fo go wzYA fAg grazM. /if fggmg /̂ a MofzzraZ/'T-ogrg.yjzoMr/zg 
(District General Manager) 

TTzg way a cygTMOMafran'oM q/zMwzaggzMgzif way aygrfz'/g gzzvzyoMPzgzz/ 
ygM ^ wgz-g aĵ p/z-zTzg fo Azg/z .y/aMf̂ afck /gazMWOA-A:. 77zz.y way zAg zzĝ f 

&fgp. 
(Health Centre Manager) 

Although there was a core of managers committed to the TQM bid, not eveiyone at 

Board level was so enthusiastic, and a hint of scepticism at the time of the successful 

bid would have consequences later in the life of the demonstration site: 

way /zM ẑ-zgA/̂  zWga T/g go/ /zooA:g(f OM r/zg w/zo/g zWga q/'gzza/zYy. 7/ way 
ÔTzz f/zg pyz'vafg ĵ gc/or T/g go/ /zzoyg a/Z(̂  zzzorg zzM/Mgr̂ ygfâ  z'/z zY. /fg a&'agggc/ //zg z'g.y/ 
q/"f/zg orgoMẐ ya/zozz a/ozzg wzfA Azm. 
(Director of Finance) 
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Case Study Analysis and Discussion 

This section returns to the themes and issues identified earlier in the chapter and links 

with the grounded analysis of the case material, examining what can be learnt &om the 

empirical data with the support of theoretical perspectives on the management of the 

NHS. There are four main themes, general management, reputational management, 

cutback management and the emergence of quality management. 

General management 

The first theme is that of general management which was introduced into all districts 

firom 1985 and constituted at that time the most radical change in the management of the 

NHS since its inception. General management, it is argued, fundamentally changed the 

way the service was managed, with power vested in the general manager who became 

responsible for the direction of the service in a way that the earlier forms of 

administration had not (Pettigrew et al, 1992). This development was considered to have 

increased the power of general managers (including unit general managers and 

departmental managers whose appointments followed) in replacing the earlier consensus 

management with a single line management. The role of manager as 'diplomat' within a 

tripartite consensus arrangement (Harrison, 1988) was no longer seen as an effective 

means of managing the service. Instead Griffiths recommended that responsibility 

would be 'drawn together in one person, at different levels of the organisation, for 

planning, implementation and control of performance' (DHSS, 1983:11). 

Evidence from the case study suggests that a break with the past had begun to take place 

soon after 1985, with the appointment of the general manager and unit general managers 

and the publication of the with its new strategy for the district and a shift towards 

a more active and engaged style of leadership which enhanced the role of managers in 

the district. These early changes could be seen as promoting the legitimacy of managers 

(Cox, 1991), increasing the expertise of existing and prospective managers through 

participation in the management development programme, and as using the 7VM4 as part 

of the selection and subsequent socialisation of newly appointed managers. These were 

of course only beginnings, and would need persistence and continuity to translate the 
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mission and objectives into reality. But taken together they suggest that the proactive 

style of management recommended by Griffiths (DHSS, 1983) soon became evident 

after the introduction of general management, and that new ways of managing the 

service were begirming to take root. 

Further evidence of the impact of general management is witnessed in the shift in values 

taking place in the service post-Griffiths. Prior to the implementation of general 

management the predominant values were those of practitioners, particularly doctors 

and to a lesser extent nurses and other professional groups (Packwood, 1997). 

Management's role at this time was to play a coordinating function with the emphasis 

on integrating different perspectives through persuasion and agreement. With the 

introduction of general management, consensus management was abolished and a more 

'proactive, goal-setting approach was taken, that would promote service values and be 

directive in its nature' (Duncan et al, 1994). This shift in management arrangements 

would in turn influence the dominant values of the service, with movement towards 

managers emphasising service values over those of the earlier coordinative management 

functions which emphasised practitioner values (Packwood, 1997). This was most 

evident in the destruction of the nursing hierarchy in the district (although this was 

ameliorated to some extent by the promotion of the Chief Nursing Officer to a UGM 

post, and the appointment of nurses to nine out of ten unit manager posts, albeit v\ith 

new identities and responsibilities) and the loss of influence of doctors at strategic level, 

with a single medical representative at district management board level replacing the 

former medical presence in the tripartite management of the service. 

TTzg ro/e 

hi effecting the shift from practitioner to service values, power was a key element. In the 

pre-Griffiths era the role of administrator within a consensus management arrangement 

did not have access to the range of power levers necessary to introduce fundamental 

strategic change. What general management provided was the legitimisation of the use 

of power to achieve the goals of the service set by Government. According to Hardy 

(1994) power is essential to drive strategic change, with organisations consisting of 

competing and co-operative elements with actors operating from different perspectives, 
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or frames of reference, motivated by self-interest and collaborative activity to get work 

done. 

How senior managers respond to these different elements is through the exercise of 

power. Hardy (1994) describes power in terms of the control of resources, the use of 

processes by dominant groups, defining change through the management of meanings to 

legitimise it, and the power that resides in the system which confers advantages on 

certain members over others. All these levers could be witnessed in action in the district. 

The creation of a single line management hierarchy gave the DGM and his senior team 

much greater control over resources and ultimately responsibility for managing them. 

Secondly, organisational processes were used by managers to create new arenas which 

would increase opportunities for change, such as the devolution of financial 

responsibility to unit managers (thereby making staff more cost conscious and 

achievement orientated), the management development programme which was intended 

to institutionalise new behaviours, and the support for project groups identifying good 

practice which would be publicised and entered in national competitions. As Hardy 

(1994) makes clear, much of this activity places emphasis on new directions without the 

repeated application of resources. Thirdly, the management of meaning was clearly seen 

in the promotion of the 7VM4, where reality (the fiiture of the district) was redefined so 

that change was perceived as legitimate and desirable. Communication played a key role 

in promoting change, with the DGM and the senior team using every opportunity and 

medium to press home the need for change. 

Fourthly, the ascendancy of senior managers in the reformed service bestowed 

advantages on them that served their interests in supporting strategic change, although 

the unconscious acceptance of dominant values, traditions and culture (Hardy, 1994) 

remained contested territory. This was particularly so in areas of the organisation still 

beyond the reach of managers. For clinicians, the changes contained in the were 

potentially threatening, but since they perceived it as essentially managerial in its thrust 

rather than concerned with changes in clinical activity, they tended to ignore it. In power 

terms this was understandable as there was no attempt to engage with them, particularly 

the senior consultants, who were seen as the most powerful actors in the district. 
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Management was able to use power to bring about change in the district, but there were 

limits, and this applied particularly to the one area that it is argued (Cox, 1991) was the 

subtext of the Griffiths Report (DHSS, 1983) - the managerial control of doctors. In 

spite of the new- found power in the general management system, it did not extend to 

this domain, and this confirms the view that this was a difficult area for general 

managers in view of clinicians' power and their views on management (Dopson, 1994). 

What is less certain is how far general management influenced the wider service during 

the period researched. In Banyard's survey (1988) it is suggested that there was a 

downward gradient of enthusiasm for the Griffiths reforms the further one moved away 

from the centres of managerial power. In this survey, direct care staff did not see the 

changes benefiting patients, and morale among this group was poor. The relationship 

between the introduction of general management and the wider political and economic 

context meant that changes in the management of the service were associated with a 

range of mainly financial measures that had replaced the values of compassion and 

caring and in turn the motivation of direct care staff (Cousins, 1987). 

What this suggests is that general management (at least in the centres of managerial 

power) was beginning to make an impact on the service, in developing new strategies 

and beginning the long process of culture change. However, in other parts of the service, 

particularly clinical areas, staff remained to be convinced of the benefits of general 

management. This confirms the argument (Johnson, 1990) that the strong adherence to 

the cultural norms of the past (where values and beliefs legitimise the denial of the need 

for fundamental change) meant general managers would in effect need to challenge the 

existing paradigm of the service if new service goals and processes were to be 

introduced. Here the case material suggests, particularly in relation to the 7VM4, that the 

strategic ambitions of senior managers were unwelcome to many staff at a time when 

they were experiencing resource constraints, and also when demands were growing on 

the service and creating a climate of uncertainty about the future of the service (Cousins, 

1987). 
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Reputational management and a culture of pride 

The second theme concerns the activities intended to raise the profile of the district 

which reached a significant level by 1989 and had transformed the way the district 

viewed itself (at least in the eyes of some health authority members, senior and middle 

managers and staff). The district could have been accurately described as one without 

substantive changes taking place and without significant service initiatives planned at 

the time of general management being introduced. It was clearly not a high change 

district (Pettigrew et al, 1992). From the evidence, two particular aspects support the 

view that there were some changes in the culture of the service through reputational 

management and the fostering of a culture of pride. 

The identification of clinical and management activities which could attract national 

attention was a distinct break vyith past practice. The district was becoming much more 

outward facing, encouraging staff to enter competitions, using the press and public 

relations to influence the image of the district (both to the public, and importantly, in 

terms of building a new culture) and to the professionals and staff in the organisation 

(Ferlie at al, 1996). 

The second area concerned the fostering of 'cultures of pride' (Kanter, 1985). Here the 

activities that had begun to be put in place following the publication of the NMA 

resonate with Kanter's argument that there is a clear link between fostering individual 

self-esteem and organisational self-esteem. Where organisations are promoting 

innovation it is argued that job satisfaction increases and there is less emphasis on 

hierarchical distinctions. Similarly, intangible aspects such as culture which promotes 

change and senior managers acting as opinion leaders are important in fostering a 

culture where it is appropriate to support innovation (Kanter, 1985). The extent to which 

the senior managers, and particularly the DGM promoted the 'message' of the 

confirms Pettigrew et al (1992) that it is not possible to rely on the merit of the ideas or 

the loyal response of staff alone, 'but (they) had to actively communicate their intentions 

at every level and on every occasion' (p222). This was borne out by the multiple level 

activities (entry to competitions, award ceremonies, travelling fellowships) with each 

activity reinforcing the other and with the DGM and senior team actively promoting the 

district at each event. 
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Cutback management 

The third theme is concerned with the management of the financial situation which 

occurred each winter from 1987 in the district and presented a m^or challenge to senior 

managers as they attempted to keep within prescribed cash limits and introduced a range 

of cost-saving measures, including bed and ward closures. This activity has been 

described by Levine (1979) as cutback management, and entails 'managing 

organisational change to lower levels of resource consumption and organisational 

activity', (pi80). 

The dilemma facing senior managers was how to support the drive for innovation and 

at the same time recognise that each winter the service would be faced with having to 

adopt new coping strategies to manage the recurring financial crisis. According to 

Flynn (1991) the absence of grovyth makes it more difficult to 'maintain consensus, 

promote innovation and reward enterprise, yet at the same time this is what managers 

are expected to do in a contracting organisation' (p217). According to Hardy (1994) 

managing decline is a zero-sum game where there is little to gain and much to lose. 

The case evidence suggested that this was certainly so in the district, and that the 

financial situation had the potential to derail the strategic and cultural change by 

breaking the &agile consensus that had begun to build in the district. Although that 

change was possible was evidenced through raised self-esteem and other reputational 

activities. Much of the success at keeping the spirit of innovation and change alive 

during these difficult years was put down to the commitment and personality of the 

DGM and the important role of the clinically trained UGM, as well as efforts in the 

years preceding the crisis of 1987-89 to pressure the RHA for increased funding. In 

this sense, the organisational memory (Pettigrew et al, 1992) worked in the favour of 

senior management who was recognised by staff to be committed to developing 

district services, even at a time when the Government and the RHA were taking an 

increasingly parsimonious approach to financing the service. 

Although the recurring financial crises were clearly unwelcome in adding to an 

already stressed fiscal situation, they did provide an opportunity to explore issues of 

service costs and resource allocation. The negotiations with consultants about activity 

levels in the district mirrored similar discussions that took place in other districts 
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nationally at this time and provided general managers with a legitimate reason to 

undertake a detailed scrutiny of district services and associated costs in order to make 

decisions about future priorities (Flynn, 1991). Although there were risks associated 

with cutback management (particularly in terms of relationships with clinicians and 

concerns on the part of other staff about the future of the service), and in spite of 

protests and lengthy debates by the health authority, a consensus was achieved and 

the district weathered the crises which recurred each winter up to the time of the 

(DoH,1989) reforms. Evidence from the district suggested that 

these discussions were unpopular with clinicians, and supports the argument that 

medical power was being tentatively challenged for the first time by the DGM and 

the acute sector UGM. This confirms the view that retrenchment of services spurred 

on by the crisis of 1987 onwards increased the power of managers and enabled them 

to extend their influence over the medical profession (Flynn, 1991). 

The emergence of managerial quality 

The fourth and final theme is concerned with the emerging quality agenda which 

began increasingly to impact on all services &om the mid-1980s and was reinforced 

by Government pronouncements, regional initiatives and responses by districts to this 

growing agenda. Most observers agree that the concerns expressed by Griffiths 

(DHSS, 1983) about the need to place greater focus on patients as consumers was an 

important milestone in the emergence of quality as an issue in the service. In 

addition, the establishment of district-wide quality posts, particularly for some senior 

nurses in districts nationally who had been displaced by the Griffiths reforms, was a 

further development. But probably the most important factor was the strengthening of 

management post-Griffiths, which saw managers taking a wider interest in quality 

(which had previously been the preserve of professionals (Ovretveit, 1998)) and 

seeing this as an area where it was legitimate for them to intervene. 

Evidence from the district supports the perception that quality had 'taken hold' by the 

mid-1980s with the district undertaking early work on service standards, and 

subsequently responding to regional pressure with a more systematically developed 

quality strategy beginning to be implemented through multidisciplinary groups of 
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staff. Here the emphasis was on quality assurance and customer care programmes 

(Ovretveit,1998), reflecting developments nationally in a number of districts. 

What had changed by 1989 was a 'more hard nosed and less naive' (Ovretveit, 

1998:5) approach to quality. The shift was towards a more consumerist approach 

fuelled by the populist political strategy of the Government, that was at the same time 

seen as an attack on professionals. The rise of customer service quality was 

subsequently to become a major theme in the NHS, reinforced by the publication in 

the same year as PFbrAvMgybr (DoH, 1989). What these developments 

signalled was that quality was no longer the preserve of professionals and that it was 

legitimate for managers to discuss approaches to quality and take responsibility for 

quality initiatives, including challenging professionals. This later consumerist 

approach to quality resonated with the stream of activities in the district since 1985, 

v^th its emphasis on service standards, seeking the views of patients and building a 

culture which stressed a quality service through management action and the 

celebration of achievement in national competitions. This meant that when quality 

emerged as a key element in achieving an effective service the district had become a 

receptive context (Pettigrew et al, 1992) to bid for fimding for the TQM 

demonstration site. 

Conclusions 

The analysis of case material from the introduction of general management to the point 

when the district became a TQM demonstration site illustrates the processual nature of 

change during this time period. As the pace of external pressures grew the district in 

turn responded to these changes internally with a more overtly managerialist approach 

legitimised under the development of general management. A senior team armed with 

new powers began the process of introducing large-scale change in the district. Key 

people in important senior posts, with their knowledge of the district, formed a team 

with complementary skills, which began to energise the system and create an agenda for 

change. Here the importance of both continuity and change was crucial in terms of 

credibility when it came to promoting the new strategic direction for the district. 
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Although the district had a history of financial problems it avoided a retrenchment-

based approach to the management, with the financial situation used as a gear, rather 

than a brake, and problems 'talked up' to demonstrate what could be achieved even in 

straightened circumstances. This strategy had some risks as the gradually deteriorating 

relationship with the Region became more apparent, but the approach adopted was seen 

as defending the district, which won support among staff and health authority members. 

The district throughout this period combined short-term crisis management with a 

strategic change agenda that supported a more proactive approach to the management of 

the service and greater emphasis on service standards and patients' views. 

The influences of the 'excellence movement' were apparent in much of the new 

management style adopted and in the management development programme introduced 

to support strategic change. Alongside this essentially human relations approach to the 

management of the service the process of change was incentivised with tactics that 

raised the morale of staff and created a more confident service, and the range of 

measures introduced clearly captured the imagination of sufficient staff to bring the 

district recognition nationally. Although there remained powerful inhibitors to change, 

there were sufficient staff enthusiastic enough to support change and act as facilitators 

of this process. These staff, mainly unit managers and training managers, allied 

themselves to the new regime and begun to confidently use action-orientated behaviour 

to develop their services and they would later become the 'torch bearers' for TQM. 

At their core the changes introduced were concerned with supplanting existing values 

and beliefs with new cultural forms that would support the goals of the new regime. 

However, culture change remained a complex issue in the district, with the traditional 

public service ethic resisting the top-down pressure to embrace more business-like 

approaches to the management. The degree of change was less significant than hoped at 

the time of the bid for the TQM demonstration site fimding, as this was an attempt to 

maintain the pressure for cultural change in a service where shared beliefs and 

assumptions had developed over a long historical timescale and were immune to 

external pressure. With the advent of TQM there was an opportunity to press home the 

district's strategic change agenda as this was seen to resonate closely with the 7VM4 

agenda, and particularly in view of the external funding that could be used to support 

119 



further work on change. Much would depend on the potential of TQM to achieve the 

changes envisioned by senior managers and their supporters. The next chapter will 

describe the implementation of the TQM and how far it fulfilled their hopes. 

120 



Chapter 7 Implementation: Lighting Small Fires of Enthusiasm 

Introduction 

This chapter focuses on the implementation of TQM through a description and 

analysis of the events during the period 1990-1992. This period saw the formation of 

the quality team led by the DGM and the DTM, the establishment of the TQM 

project sites and the promotion of TQM techniques through staff training 

programmes. This period also witnessed a number of setbacks, including the lack of 

success in engaging with clinicians, the loss of a key supporter of TQM, a crucial 

period when the DGM was abroad, financial problems in the acute unit and the 

initial impact of the PFbrh'Mgybr reform agenda. 

Themes and issues 

For any significant strategic change to succeed in an organisation it requires key 

people in the critical posts leading that change (Pettigrew et al, 1992). To achieve 

long-term results Pettigrew et al argue that the leadership cadre should be both broad 

and deep thereby reducing the risks associated with one-dimensional heroism and 

individualism often associated with leadership. The leadership of a change process 

also requires people in a number of supporting roles, who together with the leader 

constitute the change strategists and implementors, with responsibility for convincing 

the recipients of the benefits of change (Garside, 1998). In the district the strategists 

and implementors consisted of a small group of committed staff constituting the 

driving force for change intent on moving the service through a transitional state as 

they attempted to change the organisational archetype from the current way of 

working to a desired future state (Denis et al, 1996). In sustaining the degree of 

change necessary to embed TQM into the district it would require the sustained and 

continuous commitment of this key staff group, with the movement or loss of key 

personnel posing threats to the change process (Pettigrew et al, 1992). 

Once the district had received demonstration site approval it began the novel task of 

implementing TQM. The structures and processes put in place followed the pattern of 

implementation which reflected the 'improvement inh-astructure' found in a number 

of commercial sites and recommended by TQM practitioners (Dale, 1999). These 
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included a steering committee, a quality coordinator and facilitators, quality 

management tools and techniques and staff training programmes. In common with 

other sites, the district drew on the experience of a management consultant to guide it 

though the process of Implementation. This also accorded with Government belief in 

the benefits to the public sector of exposure to commercial models of quality 

improvement (Kirkpatrick and Martinez Lucio,1995), v^th consultants from a private 

sector background, bringing new ideas to the service and experience of working on 

TQM implementation elsewhere in business organisations. The implications of 

introducing TQM techniques based on the assumptions and values of the private 

sector would become apparent as the process of implementation unfolded. 

In their evaluation of demonstration sites Joss and Kogan (1995) found that doctors 

played a peripheral role in TQM and resisted engagement with quality processes, or 

saw them as concerned with non-clinical activities in a number of sites. The 

involvement of clinicians was seen as an important objective in the district (as it was 

in other sites) particularly as the limits of environmental improvements were reached, 

and quality processes were felt to be important in influencing the operation of clinical 

services, if broader improvements in performance were to be achieved. A critical 

point in the implementation of TQM in the district occurred when the senior 

management team attempted to draw clinicians into active involvement in the 

demonstration site. The introduction of TQM into the district followed hard on the 

heels of a more assertive management style introduced by the Griffiths Report 

(DHSS, 1983) which had begun to challenge the professional values of clinicians 

(Minings et al, 1991). This meant that clinicians would be wary of the consequences 

of further management intrusion into their territory and would take some convincing 

of the benefits of TQM. 

For an innovation to diffuse throughout an organisation it requires those leading the 

change to be aware of the issues of boundary management (Bennett and Ferlie, 1994). 

For TQM to become firmly embedded in the district it would be necessary for it to 

diffuse from the initial four project sites across the district. The means of achieving 

this in the district was through staff training programmes where it was hoped that an 

increasing number of staff would participate and spread the message of TQM to all 
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comers of the district, thereby avoiding the risk of organisational dualism 

characteristic of many quality management initiatives (Hill, 1991). 

How far TQM was effectively diffused was also dependent on support 6om 

managers who were in a position to facilitate its adoption in their departments and 

encourage staff to engage in training in TQM techniques. With employee 

involvement fundamental to TQM (Dale, 1999) both in terms of an educational 

process and direct involvement in quality issues, managers w^ould be supporting 

staffs involvement with TQM processes which would have implications for the 

management of the service. The idea that all staff can contribute to quality requires a 

degree of participation in decision-making which means a m^or adjustment to the 

culture and style of managing an organisation. For managers in the district this would 

mean embracing more participative forms of management and relinquishing some of 

their power to teams who would constitute the driving force in quality improvement 

systems (Dale, 1999). Those most likely to be affected by TQM developments 

according to Schuler and Harris (1992) are middle managers and supervisors who are 

likely to be threatened by teams with responsibility for implementing improvements, 

and as a consequence are likely to resist the change process. 

The final theme is concerned vyith the introduction of the (DoH, 

1989) reforms which increasingly impacted on the district and the demonstration site 

G-om 1990. The implementation of affected all district health 

authorities and required them to begin restmcturing their services in preparation for 

trust status. These initial changes led to boundaries being established between 

different units, which caused staffing and financial consequences as they gained 

greater autonomy from districts (Ham, 1992). Similarly the organisational change 

engendered by the reforms presented new job opportunities with the movement of 

key persormel as some districts moved more rapidly towards trust status. Throughout 

this period of growing turbulence the staff involved in the demonstration site 

maintained their commitment to TQM, although the movement of key staff 

(including the temporary absence of the DGM, and decisions about the priority 

accorded to TQM) would have significant consequences fbr the site and would lead 

to a reduction in activities. Subsequent attempts to revive the level of TQM activity 
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would ultimately be affected by changes at board level resulting directly &om the 

reforms (Ferlie et al, 1996). In addition these activities would 

also take place against a background of continuing difficulties in the district's 

relationship with the regional health authority which further impeded the 

development of the demonstration site. 

Leading the Demonstration Site 

The introduction of strategic change in an organisation requires the pulling together of a 

leadership team with complementary skills (Pettigrew et al, 1992). In the case of the 

district a small group of people played a significant role in the development of the TQM 

demonstration site, with each contributing a particular area of expertise to the process of 

implementation. Initially three people played a significant role in the implementation of 

TQM in the district, the DGM, the District Training Manager and the external 

management consultant. They worked together on the development of initial ideas for 

the site, the focus of activities and the broad implementation plan for the project sites. 

The following sections describe the roles played by the three main actors and how their 

actions were perceived by staff who worked closely with them. 

The introduction of TQM into an organisation ideally requires senior managers to 

become personally involved in both the early stages of implementation and the 

development of a quality process, and to demonstrate a visible commitment and 

confidence by leading and managing the service based on an understanding of 

continuous improvement (Dale, 1999). The DGM clearly fulfilled this role and his drive 

and commitment had seen the district successfully secure DoH funding and had 

recognised the potential of TQM to support the strategic transformation of the service 

originally envisaged in the WM/4. 

Following the decision of the DGM to commit the district to bidding to become a TQM 

demonstration site, he led the initiative B-om the 6ont, sponsoring the process of 

implementation (Bryson, 1995). He used his power and authority to drive the initiative 

forward and played a key role in chairing the steering group which managed the 

demonstration site, identifying project site leaders and supporting the District Training 
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Manager and appointing Quality Facilitators who would work directly with project site 

teams. For many stafF, TQM would not have happened without his unswerving 

commitment: 

7/ way vg/y TMWcA arowMcy o n e V ybr Zzz/M rgMw/ow/dM V Aove 
/e/oM V AMOw Aow mwcA /Ag ô Ag?- ĝMzor TMOMage/-.; Aorvg 

f / f g r g way a cAamcg /o fomg^Amg ngw Âg 
CO/MyM/Y/MgM̂  drZVg COTMĝ O/M Af/M. 
(District Training Manager) 

Ti/g fAg /MOfM ̂ /cygr, rAg (̂ r̂z'vmgybT'cg. //is Aô / a ybr zY w/ay a/wqy^ 
.ŷ oMg. vg/y (T/̂ fgffg^y }y;YA A/̂  q^foocA. /7g jazW |yow coM moAg a 
(^^rgMcg, fAg /pof̂ zgnf'f ^Aogf'. 
(Unit Manager) 

7%grg ifay a .y/T-OMg /op-ĉ owM co/MTMzVTMgM^Azm. J7g way ^oW(y cawgA/ z/p fM zY 
077(5̂  M/a.y rAg (fr/v/Mgybrcg. PFg cow/g/M Y Aovg ocAzgvĝ / /f yy/YAoŵ  A/a /Ŷ wgrncg. 
(Project Site Leader) 

The DGM's commitment to TQM was important in maintaining the momentum of &e 

demonstration site and in building a team around him of allies that constituted the 

'critical mass' of staff who were committed to TQM and shared his vision about the 

changes he wished to introduce (Pettigrew et al, 1992). In playing the sponsor role the 

DGM nevertheless needed the support of a 'product champion' who would translate the 

ideas of quality management into action, initially in project sites and later through 

diffusion to the wider district. This would be the role played by the District Training 

Manager. 

Trammg Manager 

The District Training Manager played an influential role in the TQM demonstration site 

and fulfilled the role of 'product champion' (Bennett and Ferlie, 1994) . Following her 

appointment in 1988 she had committed herself to raising the profile of the training 

department, supported by the Director of Personnel, who had board level responsibility 

for the district's training policy. Shortly after her appointment she quickly aligned the 

training programme with the 7VM4, adopting a more strategic approach to training in the 

district. Picking up on ideas from the Griffiths Report (DHSS, 1983) and later 

yb/" farfgnrj (DoH, 1989) which emphasised the patient as consumer, she had shifted the 

focus of &ontline staff courses to include customer care aspects, in turn reflecting a 
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shared interest with the DGM in giving greater priority to patients' needs and concerns. 

Colleagues who had worked with her throughout the period of demonstration site 

described her impact: 

fAg ÂgM fAg TlgM approach m ̂ Ag (//.y/rzc/ 
/Mg.9ĵ agg owf m on gvoNggZ/co/ fo gyg/yoMg .yAg Aâ / coMfacf w/zYA. 6'Ag wa* 
grgâ ŷ rg.!̂ gcrg(f Ay /MOMOggrf, /̂ gop/g rgcogMMgcf ̂ Aa/ aAe AfgA 
gofAgyg f̂ fo/Mg goo(f/?gop/g Agr 
(District General Manager) 

6'Ag way a /ga<^gr/br /A^ /)rq/gcA 6'Ag way v g y y o M t f 
G^foacAa6/g, a goo /̂ m/g /MOĈgZ. 6'Ag wag Âg rga/ (̂ rivgr 6'Ag /zvg(/ gwaAYy 
( / g / M O M f m Agf opproacA /?gop/g go^ a /of cAa/ẑ zoM^ on Aoar̂ /. / 
6/oM Y fA/MA; // wowZc/ Aovg 6ggM ĵ wccgĵ ^Z w/zAowf Agr 5'Ae li/ow arowM /̂ Zong 
gMowgA fo mfo /;Zacg gfT-wcfwgg, in <ypzYg q/Agr j'/T'wggZg.y wfYA ^omg TMaMaggT-̂y 
aM(f <̂ OCfOM. 
(Training Manager) 

Notwithstanding the District Training Manager's commitment to the TQM she was not 

able to inGuence all the staff she came into contact with: 

6'o7Mg 6f/dM V fo^g Agf agr/oztyZy. .̂ Ag jpgnf /i/Mg wzYA fAe (yoc/or ,̂ 
owf wAaf /Ag)/ woMfgâ ô/M rAg ̂ rq/gcA 6wf /» /Ag gm̂ / ̂ Aeybcw,ye(/ OM fAg TMorg 
co/y^rfaAZe orgay. 
(Quality Facilitator) 

.yAg way Zggg gwccgg,^/ fM zMrggra/fMg fAg rgMwoz-A: wzYA fAg /MafM /̂rgam mg f̂zca/ 
worA: 6'Ag Aâ Z 6gg» wo/'A:z'»g wzYA fAg /'rq/'ecf gzYgg ẑ'g(f fo 6r/Mg fAg cyocfor,y OM 
Aoaŷ Z. way ZzArg a cofMZMg /oggfAg/" q/Aof aW co/̂ Z 
(District General Manager) 

What the demonstration site did provide for the District Training Manager was an 

opportunity to advance her career in an area that was becoming increasingly important 

as quality management initiatives spread rapidly through the NHS. hi this sense she was 

a 'climber' (Downs, 1967) who was able to use the opportunity of leading the 

demonstration site to promote the district and her part in its success through 

publications, contact with civil servants at the DoH, and participation in national events: 

// way Âgg?" q̂ orfz/MMTM yga/^. 7 wag fAg r/gAf /)/acg af /Ag rzgAf fZ/Mg fY (fzW 
go/MgfAmgyb/' /M)/ corggy. TTzgfg way fAz\y ĝ OMg co/MmfV?MgMffAg fop an̂ ^ zY 
gavg a a&'fvg fo A-amzMg fAof/Mggô ĝ /. Zafgy / way gggM ag /Ag /̂ grgoM wAo gof 
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cfoMg. /a / fo Ae/ye/fAa^ we cow/o^ Az-zMg oAoŵ  
j'/gMẑ coM^ cAoMgg oW //^fovg fAg .ygrv/cg vyg (fg/fygT-gc/. 
(District Training Manager) 

MafMage/Menr com'w/̂ aM/̂  

The third member of this small influential group was the external management 

consultant who played a signiGcant role in the strategic direction of the initiative in the 

district. He had considerable experience of quality initiatives, including the authorship 

of a book on customer service written while he was working in the airline industry. He 

was also advising other demonstration sites which were using an almost identical 

approach to implementing TQM found in the district. 

With TQM a novel concept to the district, senior managers and project site leaders 

relied on the consultant in charting the implementation process, with the result that his 

influence shaped much of the direction of the activities over the three year duration of 

the demonstration site. His influence began with guidance to the DGM at the outset of 

the project, later developing the training kit used in project sites, and subsequently 

leading training sessions with the District Training Manager and acting as a mentor to 

the DGM, DTM and project site leaders. 

The DGM who had met the consultant at the NAHA conference in 1989 had been highly 

impressed by his presentation and relied on him to guide the district through the 

complex processes of implementing TQM: 

Az/M 6gcaztyg Ae vvaaya/MzV/a/" wzY/z TgM ^g W â ong (razMZMg o/z 
a/zcf M/or̂ gcf OM cz^fomgr corg z/z /Ag azWzMg ^ woiŷ /a/MzZza?" î /zYA fAg 
/oTzgwagg /gcAMz'gwgf q/ a6/g fo ArzMg M/zYA Azm jo/Mg q/Az'.* 
.y/orzg.y Aow ẑ  Aâ / worÂ ĝ / Âg o^roocA OKfop/ĝ /. /fg Aof/ Aza ow/zz 
/parfzcw/ar wAzcA Ag fowfgc/ //g way vg/y fwccg<y.^/ or /7ẑ /̂zMg zY 
acro.y.y, zMc/WzMg fo a wzcfg ramgg o/Aga/fA .ygrvzcgf a 
coTM/Mẑ zcâ o/", a goo^/ //-azMg?" OTẐ /̂ gĉ /g ZzA;g(/ Az/M. 
(District General Manager) 

This view of the consultant was shared by the District Training Manager, particularly as 

she similarly recognised that they were entering new territory and would need his 

guidance: 
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M'm' vg/y (/one a /̂ ygĵ eMra/zoM of f/ze co/^rgMce a%Wea^ 6)/ 
Âe DGMoMc/ ay a (//T-ecf /-gawZr q/"̂ Aa/ Ae wa.9 cwArec/ fo (fo a ẑmy/or /pz-ê eMfa/ioM 

w.y. TTzgyg vfof a recogTzzf/oM way a newy'owrMg)//br omcf wg Mgg(/g(/ 
ĵ o/MgoMg wAo cow/f̂  gh;g zty a ^fggf aM<̂  Aĝ ^ z« (̂ gyg/qp grow <3M(̂  Ag wof 
ArowgAf ZM fo (fo fAoA //g cow/(/ 7'vg (̂ omg w/VA of/zer orgoMMafzoMf'. )fg 
(̂ z(̂  V Aavg gnowgA crg(/z6z7z/y m /grm^ q/fAg g/g/zygT-aZi/ea. /'/» Mo/ jwrg wAaf 
TMOc/g/ Ag ztygg/. 7 /AzMA: Ag (ffgw on gvg?^6o(fx \ cg:̂ 7'oacA. TTzzj ^wz/gg/ zty (/owM ̂ o 
fAg growMg/ ay wg cowW coM ĝ%fwa/z,yg zYywf/Agr zf ̂ grm̂  q/wAaf zY cowZi7 (yg/z'vgrybf 
Âg orgoMMâ zoM. 

His knowledge and experience was similarly valued in &e project sites and is summed 

up by one of the project site leaders: 

Tfg way vg/^ z'y/̂ rĝ ĵ zvg /za<̂  an z'/T̂ or/aMr rfazMZMg -̂oZe ivzYA ma/zagg/'j'. T/g Aâ f 
MO crg<fz6z7zz)' ̂ foZ'/gm^ aM(f/ẑ /gĉ  ZM wg/Z wzYA maMaggr̂  /Ag /7gqp/g OM Âg 
gwa/z/y T̂ orw/M. 7 go/ a Zo/ q/j^i^ppo/"/Az7?z. 77g wa; Aere /-ggz/ZarZy aM(7joar/ 
q/fAg /gazM. 7/g waf an gvangg/ẑ y/ an /̂ ao j)Oĵ z/zvg. Tfg gof ̂ eqp/g g/z/Aztyzay/zc 
a6ow/ 7(gM 

Although the consultant was held in high regard by the DGM and staff involved directly 

in the demonstration site, his appointment was not viewed positively by all staff. He had 

very little contact with some board members who were sceptical about his appointment 

and did not respond to an offer of support. Similarly he had almost no contact with 

clinicians and a suggestion of his involvement with this group of staff resulted in a 

forthright rejection: 

7/g q^ r̂gf̂  .yz/ppof/ /o .yozMg Aoartf /MgzM6gr,y, /Ag}' (yzc&z Y Tâ g z7 z(p. TTzg)/ wez'g 
.ycqo/zca/ a6ow/ Az/M. TTzg)/ wgrg (/zjpafagZMg a6owr /Ag (fz'j'/rzc/̂ <^ZMg a coM̂ w/̂ aMf. 
TTzgzr ZzMg way - wAa/ wĝ -g wg /payzMgybr, g% â.y or^^grz'g.y? 
(Quality Coordinator) 

^ g n z/ way /propô yĝ f /Aaf Ag wor^ wzYA fAgm f^oc/orj)) rAe)/ j:azW 'wAaf (7og.y Ag 
/vzow, co/MZMĝ ro/M am orgaTzẑ ya/zoM /Aa/yZzg<y /)/aMg.y.?' 
(District Training Manager) 

Although the consultant had proved critical in guiding the district through the early 

stages of implementation of TQM when he had spent a little more that a year in the 

district it was agreed that the quality team had by then gained sufficient experience to 

lead the initiative confidently without his direct support. Although he no longer had 

direct contact with the district he continued to support the quality team, particularly the 
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District Training Manager, acting as an informal adviser at the request of team 

members. 

Phase One: Establishing the Demonstration Site 

Following shortly on the successful bid for DoH fimding, the DGM, District Training 

Manager and consultant agreed the activities which would constitute Phase One of the 

demonstration site, with the consultant developing the implementation &amework and 

with the District Training Manager acting as the quality coordinator, supported by two 

operational staff appointed to roles as quality facilitators (constituting the quality team). 

A steering group, the Quality Forum, was established to manage the initiative, and 

publicise information on the four project sites (where the main activity of Phase One 

would take place). Further activities included the development of the staff training 

programmes and the production of a project kit, used initially to train project site 

leaders, and containing a detailed explanation of how they could use a range of quality 

improvement tools and techniques (for example, cause and effect analysis and process 

flow diagrams) with their project teams. 

FwrrAer 

With the successfiil establishment of the demonstration site by early 1990, the DoH 

invited districts to submit new bids for funding for a three year period (1990-1993). 

The formula for funding changed for new bids, with the DoH and the Regional 

Health Authorities providing matched funding. The bid for further funding was to be 

based on the progress made in establishing viable demonstration sites, with the 

district receiving f l 50,000. This immediately created difficulties for the district with 

its acrimonious relationship with the RHA causing a delay in the transfer of the 

Region's element of the fimding for 12 months. According to the DTM there 

followed 'heated discussion with the Region over several months', the funding was 

subsequently released, and, together with the DoH element, enabled the district to 

develop a further two phases of the demonstration site. 

Managers involved in the demonstration site saw this reluctance on the part of the 

Region to support the district as a direct result of the newly appointed Regional 

General Manager's attitude which had become more confrontational regarding the 
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disputed general funding of the district. The District Training Manager, who was 

involved in liaison with the Region in relation to quality management policies, 

summed up the feelings at that time: 

TTzg}' ifgre MO f / a c / fAg}' were oAa/T-wc/fve. / o w g A f 7 2 ro 
avofW fAg TMOMgy. TjgM/Argw fAg Z'gAi'ggM fAg 
J(ggzoM fAg 7%g DGMway .yrzV/ AoMgzMg on a6ow/ 7%g)/ 
wgrg ̂ /oyzMg a /7o/fffcaZ ga/Mg. 

This view was reinforced by a project site leader who felt the district was now getting 

increased publicity in national reports on the demonstration site produced by the DoH, 

which piqued the Region: 

7%grg M/oy a Zo/ q / g w y y f A g j(gg/oM 6gcaM.yg wg Aac/ go/ fo TMWc/z TMomg)/ 
rAg Do/f TTzg Dg/7w/7MgM/ way gnfAw f̂ay/zc a6owr w/Aaf ifg vygy-g afomg. )fg go/ 
fMvo/vgî  <3 Zo/ q/Ma/fOMo/ acr/vzYzga. 7/ (f̂ MzVgZy ow rgWzoM.yAiip wzYA 
/Ag ŷ ggfOM. 7r TMÔfg Ky w/̂ opw/or wzYA fAg 7(gg/oM wAo fo fa^g /MOMg}" owf q/ 
orAgr jorq/'gcf̂  /o g/vg fo zty. TTzof yga/Zy wg»^ ago/M^̂  Âg grazM. 

TTzg FoT-w/M 

The main mechanism for managing the TQM initiative was the Quality Forum, which 

was chaired by the DGM, and included the District Training Manager, the Quality 

Facilitators, ± e management consultant and Project Site Leaders. This group met for the 

first time early in 1990 to establish the objectives for Phase One of the TQM 

demonstration site: 

# to make a difference to the way the health authority is run 

# to ensure that it becomes customer-driven 

# to develop a high standard of excellence in the targeted project areas. 

In developing the key objectives for the demonstration site it was decided that the term 

TQM would be dropped and the A(M4 was updated and included in the a new statement 

- 'The Quality Way'. In the words of the DGM 'the intention was to send a message to 

the organisation that the new initiative was taking the a stage further", but also 

revealed an anxiety about the use of TQM terminology. 
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/Aaf wg V ca// rAe fMzYia/fvg TgM 6wf wowW goybr /Ag '7%g 
gzA3/zYy fFijy'. TTzw /Ag rĝ ^ q/ fAg oz-goMwa/zoM wg wgrg 6wzM»g on 
wAar M/g a/z-gatfy /W. TgMii/fYA or;g;»f m onif /Ae L%4, ZoMgi/agg 
«»(/ fgcAm/gMgf, /7arf;cwZar(y zŶ  ofig/fw in TMOMẐ /acfz/rmg M;ow/(/ Aorvg crgô gef 
/prô /g/TW ybr ÔTMg 
(District Training Manager) 

The Quality Forum was primarily involved in coordinating and steering the activities in 

the project sites, and later extended this remit to a district-wide focus as the range of 

activity increased in Phases Two and Three. The Quality Forum was seen by many 

managers as the important focus for TQM in the district: 

Tif way Âg (/r/v/Mgybrcg. /f woa a goo(/ /Mgê /Mg go ô. Tow /Mgr/̂ gqp/g^o/M ô Ag/" 
jc/acgf go^ ô A?zow a6owr eocA ofAg/"̂  '̂ rq/gcf.y. 7%/̂  rea/^ Ag^gcf. fFg 

Â;Mg.y omcf go/ A;.y Ag^ (̂ oywwZfoM̂ .̂ F̂g fAorg /̂ gooe//prac^/cg 
cg/g6ya/g(f ĵ wccg.yĵ g.$. 7/ way gwzYg a rngg/zmg./ 
(Project Site Leader) 

7%g QwaZffy Forwrn way wAgrg ̂ /ow AgarJ a6oM/ wAa/ o/Ag^ j9gop/g wgrg (/omg, fAg 
way /Ag}' fg/ /Agf/- j)rq/gcff. /f avof̂ s/gc/ 6gco!MZMg AZmArergĜ . fFg Aa(/ a 
Az-oâ ygy /)/c/w/'g q/o/Agr ĵ ;Yg.y aW wAa/ wg cow/(/ (fgvg/qp m oz^ own /̂ a/cA.. 
(Project Site Leader) 

But not all project site leaders felt the work in the Quality Forum was helpful and they 

felt that some project site leaders and members of the quality team tended to talk up the 

success of implementing TQM: 

7%g 6zggg.yr^ro /̂g/M /Aa/ / Aa<f w;YA /Ag Forw/M wa.9 wAgM /;gop/g wgrg r^or/zMg o» 
/PT'ogT'g.ya. / ztyg(̂  /o gg/ fAg ygg/zng /Aa/ 7M0.y//)gqp/g wgrg raying 'gvgTy/Amg 
woWg;;/wZ ^g/Tf/fc'. /go / /Agygg/mg /Aa//)gqp/g wgz-g /g/Zing Afm wAa/ Ag 
(DGA() waM/g(/ /o Agar, /go / a CArM/may carcf̂ /̂ -o/M A/m ong jy'ga/' j'a»/fMg YAanA: 
j/owyb/" a/wayf /g/Z/Mg TMg /Ag /rw/A./ / /reayzzT-gc ;̂//or ̂ /gaz-̂ y. /ywj:/ go/ /Ag ygg/mg 
/Aa/ Ag way MO/ Agmgygcf /Ag /"ga/z/y q//Ag ŷz'/ẑ a/z'oM. 
(Project Site Leader) 

Project sites 

The project sites were where the TQM would be initially tested. The reason for selecting 

particular project sites had been based on an assessment by the DGM, District Training 

Manager and consultant that these sites were led by unit managers who were sufficiently 

committed to change, and who would be willing to lead projects in their site and would 

support the implementation of TQM. The four sites were: an orthopaedic imit, the 
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portering service in the acute unit, a health centre and a community hospital. All were 

established by summer 1990 with the intention of achieving significant improvements in 

the project sites, which would in turn be followed by further sites throughout the district. 

It was asserted in the words of the original submission to the DoH 'that the high 

standards set in the project sites would quickly become the subject of curiosity and envy 

elsewhere'. The initial idea was to create a small base of activity and then extend these 

activities across the organisation, using project staff to promote interest among staff 

who would adopt the techniques used in the original project sites. 

/Managgfj' To cAange 

A key to the success of the demonstration site was to identify managers who would be 

vyilling to lead project sites. A Project Site Leader described the selection of sites and 

the incentive to participate in TQM, particularly where there would be additional 

support 6om the Training Department, the consultant and access to a small budget for 

improvements: 

7%g gwaZf/)/ Forw/M zY/ve joeop/g, fAg (xpg q/" 
moMaggr wAo woM/ĝ y rz/M a goocf (̂ gpor̂ TMgMf OMc/ rgZaf/oM^ w/rA f 
Tow /)gop/g. ^ w/grg a.9̂ g6f fo /WgMfẑ  a rgM/̂ A-cygcA / 

TlgM? TTzg DGM aa/c/ fAgfg 'j moMg}" woMfĝ / 
/o â omg OM TM)/ fo w/g gof ̂ zcÂ ĝ /. 

The first site chosen was an orthopaedic unit in the acute unit and was seen as a priority 

for development in view of the pressure on the unit due to the high volume of older 

people in the district and the extensive waiting list for operations. The Unit Manager 

who assumed the role of project site leader valued the support of the consultant and the 

District Training Manager in developing the project site. He described the focus of 

activity, particularly those areas that could be improved quickly: 

PFg wgrg GA ĝc/gc/ /o 6rfMgpgop/g roggfAgr ant/ gg^ Âg/M fo /AmA: q/fAgm^g/vg^ ag 
an //?^mvgfMg»r ĝa/M. Mbfq/"/Ag /)gqpZg m m}" ̂ /-q/'gcr wgT-g vg/^ rgj;poM.y(vg, 
o/fAowgA Âg c/fMfcz'aMf wg/'g /gj'j' ;Mvo/vg(/. O^g or Ai/o camg rnggr/ngj', 

Âg}; yygfg A<^)/ fo /gf ofAgr.y gg/ OM w/fYA /f. TTzg)/ fAg fTẑ rovgrngM^̂  yvgrg 
af7Mg(/ a/ ofgay fAg omĝ , Âgy wgrg Mof aga/yw/ /f. fFg 
coMcgM/rofgg/ OM Âg f a r g o a , yow gMV/yonrngM/aZ /Aingĵ . Zafgr wg movĝ f OM 
/o Aorg/gf orgcM, //Ag zmprov/Mg appom^gm/ /;7Mg.y. 
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The selection of the portering service was seen as important in terms of having a support 

service represented in the demonstration site, particularly in view of its central role in 

the service. The project site leader described his early work with staff: 

Owr vyay ZooA: fAg ro/e q/"/Ae aw/ Aow 
cow/(f 6e z'7?̂ rovg(f. /MaM)/ anci/Za/}' .̂ grvfcĝ  // Aeew ngg/gcfga .̂ 27zg 
ôrrgT"̂  a ccw -̂ĉ gM /̂Yy. TT̂ grg woa w»i3̂ grcw/'/'gMr f'Aaf rAg /porrgf̂ /̂g// rAg)/ 

wgyg Mô  va/wg(/ amywax rAg ^grvzcg Âgjx /̂ yovzWgc/ nof va/wg(/. )fg W 6ggM 
Z/yzMg (/o fOTMg wo/"̂  fo fAg/r v/gii/ Âg/TWg/vgj' g/vg ÂgTM ao/Mg f g ^ 
gjfgg/M 6ac .̂ /?rq/gcf w/g/comg f̂ybr rgowOM. 

This project site leader went on the describe how the TQM initiative also proved useful 

in examining services which would subsequently come under pressure with Ae 

introduction of the reforms (DoH, 1989) . 

7%g jprq/gc/' ay ay w/g cowZ(f ̂ gg a^gw j/gaz-j (/own fAg Âa/ fAmg-y 
}yowZ(/ Aavg To cAawgg. TTzgyg M'owM Mgg(/ fo 6g a morgyZg%/6/g o^roacA m /gr/TW 
q/zAg wo/'A;fMg arra»gg7Mg»r.y a concgrn fAaf ifg ŷAow/̂ f 6g /pmvzWzMg a Agr/gf 
.yg/Tzcg. ĤfYA Â̂  ̂ rq/gc^ wg cowW ̂ g/Z fY ay a (/z^rgM^ /)acA:agg, 6}" w/g 'fg 
Mô  Agrg /o cŵ  (foM/M or ayA:};ow To Aar̂ ĝA"ybr /ĝ ^ /MOMg)/ or 
cAaMgg ̂ /oi/r ro^a j:)/j'̂ g7M. ^ '/"g Agfg fo gap/org ĉAâ /̂ow (/o. )fg g/orfg /̂ ô Zoô  af 
w/Aaf (fzWn Y worA, ifAaf go^ z(p ̂ Ag/r Mô yga, ̂ o <ygg ^fAgrg wa^ aMjx̂ Afng wg cow/fY 
/oo^ of fo ma^g /Ag f or/grzMg j'grv/cg OMg q/gzcgZ/gMCg, fAe 6g.y/ m Âg cozm^. 

v4 /fga/^A CeM/rg 

A health centre was chosen because it was seen to be badly in need of improvement 

environmentally in a number of areas. Staff felt the centre had been neglected with the 

'NHS letting it fall apart', with poor relationships between some of the professionals 

and support staff based in the centre. When it came to announcing that it had been 

designated as a project site things did not go initially as expected as described by the 

Project Site Leader: 

/ rg/Mg/MAgr fAgya/Moz^rngg^/ng fFg fo/â  ÂgTM q/̂ fAg AgaZ/A cgn/r^ /Aa/ 
}vg M/grg fo 6g a rgM^rq/gc^ f zYg. 7%g room wa^ q/̂ Mwr.yg;y, G/'f an̂ f rgc^^zon 
f^a^ TTzgrg way a rgTMor̂ aA/g ZgvgZ q/Ao.y ĵ/f(y. 7/ waâ  a/Z aAowA [yow 7Mw.yf Aavg 
cAofgM zty Agcaztyg w/g org /oi4/ gwa/f(y MOW'. // w/ay a /MggffMg ô ^a/vagg. 
/'/M aw/̂ rMĝ f rAg}" Y (yncA mg./ TTzg); a// agrgg /̂ a/̂  Âg fo go aw^^ 
/AmA; oAowf Âg /AzMg.y wg /MzgÂ  }yaM̂  ô fYŷ rovg. 
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After the initial meeting, responsibility for the detailed work in the site was delegated to 

a respected nurse manager who took a practical approach to developing the project. Her 

skills were seen as crucial to the success of TQM and her work with staff identified 

improvements that were needed and which, if forthcoming, would reduce the 

antagonism directed towards TQM. Three weeks later a further meeting was held and 

the project site leader was surprised by the change in attitude of staff: 

/ /Mfo a room q/.̂ ^o/yAoorck, q/ /(feoa, fY a/Mozmg. 7/; 
jorô /wcgff a woWg/yw/^ crgaf/vg fgjpoM ŷe. / / r a// (fowM ô /Ag 

TMOMaggy wAo Zge/ ̂ Ag /?rq/gcf. Fro/M /Ag orfg/MoZ, vgyy Mggaffvg mggfmg wg a 
vgyy gxczYmg/)rq/gcf̂ o/M fAar ẑ'/Mg OMWor̂ /y. 

The fourth site selected was a community hospital for older people vyith a number of 

severe problems. The recent appointment of the Unit Manager and her commitment to 

improve the service resulted in an enthusiastic response to the invitation to become the 

fourth project site. The service was under threat as result of increasing criticism 

nationally of hospitals for older people and provided the impetus for the project site. 

The hospital, in an old and poorly adapted building, was facing a visit from the Health 

Advisory Service, which it was anticipated would recommend closure. Designating it a 

TQM project site meant that the district would provide external consultancy expertise 

and financial resources to manage the closure programme and transition to a new service 

based on small community units. The unit manager who became the project site leader 

described her delight at being one of the demonstration sites: 

TTzg); zî gM̂ ĝ̂ y Âg j'fYg.y fAg}/ yvoMfĝ / fo 6g mvo/vg /̂ ZM /Pfo/'gc/ OMc/ wg wgfg o/zg 
fAg/M. v^gf" /Ag TMgĝ fMg ;YA Âg ô Agf cAofgn .yf/g.* / M/en/ ̂ rra/gAf /o [/GM 

.yazW ̂ Aw Myzty/ M/Aa/ /'vg 6ggM wajr/Mgybr. /Ag Argjy fo i/nZocÂ  Âg (̂ oor /r 
wfY/ gyg/y/AzMg ^ogefAgr oW roMg rAg /̂ /-q/fZg q/fAg fgrv/cg ĵ rovfWg a 
ybcz .̂ 

Once the project sites were selected, the managers leading the sites received training led 

by the consultant and the quality team. This involved an introduction to TQM 

philosophy and methods and detailed instruction in the use of quality techniques. In 

spite of the emphasis placed on the development of the training kit and the instruction in 

its use, when it came to work with their staff, Project Site Leaders shied away from 
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using the prescribed procedures that represented the 'hard side' of TQM with its use of 

statistical process control and other quality management tools (Dale, 1999). Instead they 

concentrated on the 'soft side', emphasising staff involvement and commitment, as this 

was seen as more likely to create the conditions for a customer-driven service promoted 

by the quality team. The approach taken by all Project Site Leaders is summed up by the 

leader of the health clinic site: 

PFe To q / " ^ .ywzYcA 

OM a Aavej/ow a GMaZyj'Zj' on j'ome re '̂owrcg ffg 

m a j'czgMfz/?c on rAg Agarfj' 

The direction taken by project site leaders also resonated with the human relations 

approach promoted by the DGM, with emphasis placed on developing a well-trained 

and motivated workforce who would in turn be more committed to developing a 

successful service. This approach was also seen as avoiding the risk that project site 

staff would be less interested in TQM if they were required to focus on the hard, 

measurable aspects of costs and performance and working to prescribed procedures 

(Dale, 1999). 

Progress in project sites 

Progress in the project sites was rapid with a wide range of achievements reported by 

early 1991. These included, multi-disciplinary staff meetings, joint problem-solving 

sessions, environmental improvements, training in customer care, and patient 

satisfaction surveys. Each site had access to a budget of f5,000 to support small 

environmental improvements. These Included, new furniture for wards, new staff 

uniforms, walkie-talkie phones and improved signposting. Although the initial emphasis 

on environmental improvements was seen as important, it was recognised that more 

effective teamwork would be the real gain and would be nearer to the principles of 

TQM. The project site leader for the health centre described the focus of the activity in 

this site: 

PFe a q/"moMg)/, wg coMCgMfraf̂ ĝ Z a / O M 

TTzg w/m rAowgA ggf/^mg gvg^6o6/y 
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foggrAe/". TAzi' j'zYe waj j'wccgj';^/ m mvo/vzMg a// ancf Gf 6' 
^o?M fAe owfj'gr, aẐ AowgA ̂ Ag (foc^ori' M/erg /gj'j' mvoZvecf ovgm/Z. 

Although the sites were able to produce an impressive list o f achievements, when the 

second year of the project started it was recognised by the quality team that the sites 

needed to move forward and explore some of the processes using quality management 

tools that would influence the quality of services provided. 

/Macfg m Âg j/Yĝ y, aZfAowgA fAej/ wgrg jpgr^AgmZ 
Âg corg fAg (fomg Aovrng j'o/Me jwccgj'̂ y m Âô g 

argaj', fAo^g Zoo^Mg on yo//y 6wf zŶ  ^̂ z7/ 
f/zg AgarẐ  q/̂ fAg M/AzcA î/oz/Zc;̂  zMvo/vg f/ze c/zMzcaZ argoj'. 

(District General Manager) 

The Project Site Leader responsible for the portering service described the frustration as 

he attempted to move beyond the initial activities and engage vyith clinical staff: 

PPTzgM Tf g /zacf (foMg j'omg o///zg mrgmaZ f/zzng^ m /̂zg jervzcg li/g ngĝ fĝ f To 
/ooÂ  TMorg c/oj'g/y af ow/" rgZgfzoMf/z^ M//YA ô /zgr /foii; f/zg}; 
rgWg^y To rAg ̂ orfgrmg j'grvzcg, ybr g%a/?̂ Zg, ywMzor (focforj Mwr̂ g& 
TifoM" Tfg coz/Zf̂  ZTẐ rovg rAg ̂ grrzcg wg ̂ rovzWĝ /. Dzg); rAzngj' M̂ Azc/z 
z/Mpaĉ g(f OM jpor^grf Âg r/zgy worAgtZ. 1^ /rzg(^ WA: /̂zg 
f^ocrorj'' /" r̂g^gMfa ẑvg, Ag j'aẑ f ̂ Agrg waj' Mô /zmg /zg cowẐ / (Zo. Porfgrf 
w g r g 6 ' g g M To (fo. TTzzj' af̂ zfw<̂ g waj'M V 
co^Mg(/ To /Mĝ ẑcaZ 

Phase Two: The Cost of Quality Project 

Phase Two, which ran from late 1990 to early 1992, involved continued activity in 

the project sites, but also a scaling up of the initiative in one of the acute hospitals. 

The main activity was a Cost of Quality Project which was an attempt to widen the 

scope of the demonstration site with a more structured and harder approach, that 

would attempt to measure poor quality. The site chosen was a 17-bed ward for older 

people in the acute unit and was designed to examine all systems and processes 

relating to the ward, including identifying areas of non-conformance and wastage. 

The intention was to reinforce a message that had been promoted in the training 

programme, and reports from project sites that there were costs associated with poor 

quality and that these could be reduced by improving overall systems. 
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The project examined fbur areas: the time spent establishing and monitoring nursing 

standards, monitoring stock and drug levels, the cost of repeat activity where errors 

occurred and external failure costs such as complaints handling. The Quality Facilitator 

who lead the project described the extensive preparatory v^ork that was involved in 

establishing the basis of evaluating the cost of quality: 

7 wzfA a c/mzca/ Mwrje 
/Manager a j'fj'fgr 
fo exa/MZMg. F̂g rAg Âg ware/ OM a 6a.y/.y 

6ro^g rAg ancf jDrocgj'̂ g& /Agn w/fA warcf /o 
(frow wp a j'z/ppZg/MgM â/}' Zzq/" ẑ j'wgj'. fFg cŵ ŷ omgr 
cAazM Aow ofAgr m^gracfec/ fAg fFg wgrg 
ro fAg wgaA: ZmAf ancf (/gvg/qp z f̂goj'ybr z/7^rovg/Mg»A 

The acute sector UGM supported the project, but recognised that ± e activities involved 

in examining processes in detail would be uncomfortable fbr some staff and would 

affect the potential success of ± e project: 

jy waj gozMg 6g AareZ worA:. 5'Ag (^waZ/(y Coora^zMafor) 
M/orArzMg wzf/z ĵ o/Mg Aarefgnĝ ZjDgqp/g w/zo wow/cf 6g rgj'zĵ faMf To iv/za^ j'/zg 
(fozMg. iS'/zg wow/ef 6g razj'ZMg gz/ĝ '̂ zoMJ a6owf aĵ pgĉ f f/zg i'grvzcg ŵ /zzc/z 
/za<̂  MO/ 6ggM gxazMZMĝ / 6 ^ r g . TTzar /zovg coMj'gĝ Mgncgj'. 

The Quality Facilitator completed her report on the project and immediately experienced 

opposition to her work from the Finance Department and recognised that the project had 

probably alienated some Hnance staff: 

TTzg}" î zW/z Y ge^ zMvo/veâ  werg wAof w/g wgrg ^zMg fo TTze 
Dzrgcfor ĉ F/naMCg w/ar .yc^fzca/ OMcf fAo/ way TMg. T/g go/ a 
ffWgn/ a//acAg(/ /o /zz.y D^ar/TMgn/ /o co/M/Mgrn/ OM oz<r r^orf. On r^gc/zo» zY 
wow/<̂  Aovg 6ggM wzlyg /o Aovg go/ /Aem on 6oar(/ gar/zgr. 7%g ac/zvz/y yyay /oo ;$g^ 
COM/aZMĝ f. 

The Director of Finance who had an equivocal attitude to TQM had his views reinforced 

by the cost of quality project, where he believed the quality team had attempted to 

develop an understanding of the costs of care without the necessary expertise. His 

comments on this project were unpopular and made for uncomfortable relationships 

with the DGM: 
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// M/aKM V (3 coMvmcmg rgpoyf. A a ̂ ropgr gva/wan'oM q/fAg coa/ q/gwa/z(y 
6}" a A;7M (DGA() iv/YA /M)/ CA-fYzcM/Mĵ . /-^(y way 
wg 'vg of /g<%yf (rzW /o (fo f o/Mĝ Amg. 

The Cost of Quality Project demonstrated the difficulties facing the Quality Team who 

were engaging in worthwhile activities, but at the same time failing to network with 

other departments (Bennett and Ferlie, 1994) where they could begin to mobilise 

support for their activities. The work on the costs of quality was always likely to be 

difficult as it was knovm that the Director of Finance was lukewarm about TQM and 

unlikely to support an activity that had implications for his department: 

yy ifayn Y Aw (?Ag D/rgc^o/- F/MOMCg ŷcgMg. ^ M'OK an Ay 
aW Aw way rAg /Ag /'ĉ , TgM 

(Quality Coordinator) 

An attempt to involve clinicians 

The TQM demonstration site was introduced at a time when there was an evolving 

relationship between managers and doctors following the Griffiths Report (DHSS, 

1983). The steadily growing influence of general management was begiiming to impact 

on clinicians by raising issues about management excursions into territory formally the 

preserve of clinicians (Ovretveit, 1998). At first this situation did not arise as a decision 

was taken early in the implementation phase not to involve clinicians directly, except as 

part of clinical teams in project sites. It was argued by senior managers that they should 

wait to involve doctors until there were some demonstrable successes and then present 

the achievements to them in the hope that they would want to engage in further project 

activity: 

/ waa' ZacA: q/"co/̂ /̂gMcg on ow/" oAowf /Ag Mĝ y fecAMzgwgf Âg 
rgMoppyoacA. ffg wgMfybr mwcA wgMfybr areay wAgrg wg 
fAowgÂ  wg jgrovg zY wg woM̂ ĝ / gg/ /Aoĵ g â wccgf̂ g.̂  owr 
6g/f ^ ^ r g (/ymg gngagg /)gqp/g /Morg wzWg()/ i/i Âg orgoMMaf/oM. Zf avofWgâ  a// 
/Ag q/pgr^wac/fMg gfvzng ffrng. 
(District General Manager) 

The District Training Manager held a similar view about the right timing for involving 

clinicians: 
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/if rAe fAzMg q / " ^ woM/gif fo 6e a6/e /o <̂3ry rAg 
oppmacA we've faAem Aô  acAzgve(/ f/zM. 7%gag org Âe oz/Zcomg .̂ An Y a goocf 
rAzMg? 

Other board members reinforced this view, although the decision was made on purely 

pragmatic grounds: 

l̂ g Y zMvo/vg fAg (/ocforf ga/-^ OM. TTzgrg /?o//cy, wg 'yg gofMg 
wfM WfYA Âg (Ŝ ocfor̂ , fo /gf (fo ̂ o/MgfAzMg g/̂ g. 
(Unit General Manager) 

A medical consultant who had taken on a management role summed up the views of 

doctors about TQM: 

7/ Y a/fg/M f̂ fo facAr/g, ĝp̂  vyg// OM); zf.y«g^ cZmfca/ 
g^c /̂vgMg^f. ^Aga/fA corg M a6ow^ a6ow^ c/m;ca/ g^c/h^gMgw m 
(fg/zvgfZMg a AzgA grwa/zYy fgrvzcg. 7%a/ /Ag 6zY}'ow 'vg go/ fo gg/ /-igAf. fgop/g 
Aavg 6ggM /'ztyâ ybof/Mg aroz/M f̂ybr ĵ gar̂  wzYA wg fAf,y way 
OMorAgT" g;(a/? /̂g. 
(Medical Consultant) 

He added: 

Zg/ mg 6//g rAg 6wZ/gA/ Doc/or^ (f/ck Y 6wy fY. MzyAg /Agrg were ^ome/o/fg 
gĵ gc/offOM^ a9 ay /MaMaggf.y wgrg coMcg7?zg(f. / »gver /zaâ  /Aaf^kg 
gxpgĉ a/fOM. / M/m vgAy ^c /̂z'caZ /Ao/ /Agy wow/(/ gvgr ggf mvo/vgt/. /r (/ga/;'Mg 
wfYA /Ag j'fWg. '̂oTMg q//Ag^g fAznĝ  zY a goo f̂y'o6 OM. / /AfMA: ;Y acrwa/(x 
acAz'gvg!̂  cAoMgg, m /Ag ow/pafzg»/̂ , (^gofOMCg q/ 6w:Y^mg.y, Aow /)gqp/g 
opproacAgcy/;a/;g»/ ,̂ fAg/r /MOMMg/- wzYA ̂ â /gMf̂ y, /i/Mg^g^mg, qppomfTMgMf̂ , 
f affg»/:y CAoŷ g/- (ypg q/" 

Another Board member similarly had concerns about the decision not to involve 

clinicians, although this perception appeared over-optimistic about the willingness of 

clinicians to engage v îth TQM: 

7%e /Mq/or wea/̂ zg.y.y way orvoz'̂ f/Mg cZmzcaZ gz<a/fYy. 4̂/̂ zf j'f /Az,y way 
wWgriyfaMf̂ aZi/g. 7b /»zYW r̂ogrĝ ŷ  zY way Mor ^z^rz.y/Mg /Aaf MOM-cAMfcoZ 
afgay wgfg cAô gm. T/bwgvgy a^ /img wgn/ on /A/f /7ô ;Y/oM way fo 
7f \ a/Z vgyy wg// /o ggg z/?̂ mvg/Mg»f:y m /̂ â /gMf̂ y' f̂a/zomer)/ or /Ae coZoz/r q/"a 
worô  6w/ wAaf a6ow/ fAg g^cC/veMgj'j' q/̂ /Ag /Mĝ /zcaZ /M/grvgnffOTW /Aa/ werg 
/a f̂Mg jg/acg? Dwg fo rA/f Z/AmA: fAg ;MfY;anvg yaz/gî  fo wzM ovgr /Ag (/oc^org. 
(Director of Finance) 
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Although the Director of Finance felt that there should have been an attempt to involve 

clinicians earlier, comments made to him by a consultant suggested that any overture 

vyould be risky, particularly when the DGM's strong commitment to making services 

more sensitive to patients' needs and consulting them on their opinions of the service 

was raised: 

7 one ivAo way q / fAg ggmgraZ /MaMOggr, 
ZawgAmg owf ZoW of / A g 6 g 
frgafgc/ Agrg. / /Agrg way a/gg/zMg q / ^ f / z a f arga OTMong /Mg(f;ca/ 

(Director of Finance) 

Although the decision not to involve clinicians was maintained for a period it became 

clear that the demonstration site would need to address wider issues than environmental 

improvements, which were well under way by the end of 1990. Consequently a 

presentation was made to a group of doctors in the postgraduate medical centre. This 

meeting involved the DGM, District Training Manager, UGMs and the management 

consultant. It was a tense and difficult meeting with TQM given 'a &osty reception by 

the consultants present'. Issues were raised by the consultants as to why they had been 

excluded from the initiative; 

ZTzg)/ fOfWwA)/, 'vg 6ggM (/ofMg â /ga/", org 
(District Training Manager) 

The District Training Manager felt they were in a no-win situation: 

TTzg 6gzMg zgMorĝ /, OM fAg ô Agr fow TigM 
<3:9 aMO/Agf /MOMagg/MgMfwzYA .ro/MgrAmg g/.ye c o m m g O M Agg/̂ y fAa/ /Agy 
wow/c/ 6g ayA:g(f gngagg wî A. 6'o/Mg o/fAgm cowWM /MaMoggr̂ . 7Ag 
co/M/MgMf way - fAgy (̂ oMagg/-,̂  (/rgoTM wp /Agf g fAmgf foy?// Âg;/" CKy 

TMOVg OM. Doc/orf org (/^rgnf. TTzg}" TMa&g a coTM/Mzf/Mgnf /Ag orgoMMaffOM 
fgW /o MzMoggra m ̂ Ag/r v/gw cyg 'CFyf//g?'.y'. Tow co?; .ygg wg Aâ / a 

Aorc/ .yg//;'Mgy'o6 f/ymg fo ggf Âgm OM Aoaz-c/. 

The acute sector Unit General Manager (himself a doctor) remembered this meeting and 

the reaction of his clinician colleagues and some of the wider issues that were likely to 

influence their views of what was essentially a management-led initiative: 

/ fg/Mg/MAgf" /Ag rnggf/Mg wg/Z/. Omg or fwo mzgAf Aavg 6owgA/ m/o 
fAgfg wa,y a /of q/.ywcayf/c CT-zYzcM/M. / way wAgg/gcf m (aj' a (/ocfo/)) fo (/y aM(/ 
ga.yg fAg w(^. / fAzMA: fAĝ g wgrg ̂ omg 6zgggr M̂ wga' arowM̂ ^ wAzcA wgrg a6owf /Ag 
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wAo/e gwgff/oM q/maMagerngMf (Ag TTzerg z.s a co/^zcf w/YA 
foMo/j3gqp/g. 7b TMg fY a6owf coM/roZ one/ fAê /ocf f/za/ rAe /̂ rq/ê yA/oM^ Zz'Are 

fo .ygg /Agm^g/ve^ ay aŵOMOTMOwĵ  oW .yg^rgg^Zo^o/y. A^ef/cmg M o»g fAg 
/̂roMgĝ y/ <3/ /7/(yzMg carĉ . MzMogg/Mgn/ M /zMg .yo Zong ay zY MyaczZzYo/mg 

fAg/M, aĉ wa/Zy c/ozMg wAaf /Agj/ wwẑ  /o cfb. 7%g TMO/Mgrn/ zY rrze^ orga/zẑ g ÂgzM ô 
(fo ̂ O/MgfAzMg Î Ẑ rg/Ẑ  r/zgM /MO/Zagg/MgMf z'j MO zẑ g fo /̂zgTM. 

From this clinical perspective it was clear that TQM was perceived as another attempt 

by managers to enlarge their sphere of influence and would raise questions among 

clinicians about attacks on their autonomous status: 

T/z /̂zg gM(/ zY (TgA() way ĝg?z ay a zMOMagg/Mg/zf zMzYzarzvg a/Zf̂  fAgz-g ifgrg Z/zô g 
ifAo wgyg c^ofg(/ f/za^ ẑzMg To ozz}" zMazzagg/MeMf zzzzYzaOvg. ̂ zY 

6ggM fo rz/M, af f/zg gM(/ r/zg z/̂ )/ozz /ooA: ẑ/a/zY); ŷgrzozzf Zy, zY wowZĉ  
Zo zzẑ z/zgg OM /̂zgz/- Aow /Ag}" woz-̂ o^ aW w/fz/Mafg(y grwĝ /yoM̂  a6ozzf 

/AgzY" co/?^g^g/zcg (;̂ o ^Agyo6. TTzgfz zf wozz/c/ Aavg Agcome a fArgaf. 
(Unit General Manager) 

In spite of the attempt to engage with clinicians the DGM recognised that they were 

unlikely to participate in TQM as this would have raised wider issues about control: 

TTzg}" Aâ g(/ zY 6gcaz«g Âgy fAozzgÂ  vpg wowW 6g fg/ZzTzg Âg/M Aow fAg)/ M/gfg goz'/zg 
fo ancfybr '/O ̂ 'gor.y ̂ Ag)/ W Aâ / ToW o/zcf co/zzp/gfg awfOMozTZ}'. TTzg}; Âoz/gAf 
fAg (/gyg/opzMgM/̂  arozzzẑ y or /Aâ  /zzzzg wgfg a/Z oAozz/ /zzoMagzMg (̂ ocfor̂ . 
(District General Manager) 

Spreading the TQM message 

frazMZMg 

The main method used to generate a district-wide interest in TQM was through a staff 

training programme designed speciAcally for the demonstration site staff and o±er 

managers and professionals who it was hoped would develop a commitment to TQM 

and cascade it throughout the district. A series of three-day courses for middle managers 

and senior professionals focused on 'quality, leadership and change' (QLC), whilst a 

series of one-day quality workshops for professionals was provided to 'explain the 

concepts and benefits of TQM'. For frontline staff a series of one-day customer care 

workshops was offered. The district hoped in the words of the quality team that 'quality 

pioneers would use the training to identify the "can do" people who would promote 

TQM in their units and departments'. The intention was 'to create a critical mass of staff 

who would start thinking and acting in a quality way, with the "can do" people acting as 

catalysts for this process'. 
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A problem the quality team faced was the sheer size of the organisation and the extent to 

which sufficient staff could be introduced to TQM concepts and trained in quality 

methods. This was also compounded by limited financial resources available to support 

training and the unwillingness of managers to promote TQM training and a lack of staff 

motivation to attend training sessions. It was acknowledged that the staff training 

programmes did not effectively target staff who would be key to widening the 

implementation of TQM: 

jVor a// ^ ^ c ) / ' A e f w e g M rq;; q/ 
fAg Y on}' TTzerg way a 
gap ZM q/f/zg oz-goMMâ fOM. ZzMg /MOMOger.; ẑ̂ pgrvwo?'̂  (//dm V 
gg^ ̂ acA:/g<̂  fg/MofzcaZ/y. Î Fg 6/W cztŷ omgr corg /rawzMg/bf^oMfZ;»g 
fAg)/ V ggr Âg »g%f /gvg/ wp. 
(District Training Manager) 

TTzg QZ,C/Pfogra/MWfg of TMẑfôZg /Managgrf w/ay /o /zorve fo rAgm, 
fo ŷgg Âgy wgrg gozng comg OM ^fAgy wê -g Mof w/g rgcogMz'jĝ f ;Y 

6g a waŷ g q/fzmg. /f j^wccg .̂̂ / yyf/A ŵzYe a 6/̂  q/"com/MfY/MgMA 
TTzgyg ifay ŷomg rg^ f̂oMcg, wg ĝM6/g(f /o ^orgg/ fAg area.; wgrg 
gM̂ AzwfOfrz'c. TTzgA-g wgyg o6vzoz«(y orgay Ââ  Y fo TTzgy wgrg 
fo (fo Âgzr owM fAzMg. vyoy a /Mz.yfaAg Afnak/gA .̂ 
(Quality Facilitator) 

The quality team also received feedback from some staE which suggested that in spite 

of apparent enthusiasm for TQM on training courses, once managers were back in the 

workplace their willingness to set time aside to instruct staff using the training aids was 

limited. 

7%g âzMZMg way m̂ gM̂ /gî  caycâ ĝ rgMfAmwgA Âg ^grv/cg. 7%g zWga way /o 
ŷAoyg /Ag worÂ  q/̂ /Ag /?rq/gc^ .yz/g.; wzYA ofAgr /pgqp/g. fFg /Agm /AowgA rAg 

^rq/'gc^ A:zY, 6z// zY woan V wzWg(y ztygcf z?z rAg wof^/acg. f gqp/g .yoz'f̂  '/»)/ /MOMaggr 
(/ogfM V 6/0 ^AwgvgM fAozzgA wg ^gw /Agz'/- maTzagg;- Aô f 6ggM on Âg âzMzmg. 
TTzgz/- a/fzYWg way 'wg Aavgn V go^ fz/Mgyb̂ " fAz^or 'Aow /MwcA (fẑ y zY co.yf /o 

(Quality Facilitator) 

The quality team also encouraged clinicians to participate in the training courses, but 

w i ± limited success, according to a Quality Coordinator: 

)fg Aa(/ fwo or /Argg (/ocfor^ on fAg cowMĝ , 6z/̂  Âg)/ cfẑ /m Y won^ fo 6g /Aerg. TTzg)/ 
fozW Âaf ̂ Ag frazMZMg way /oo ZoMg aW fooA: /Agm awaŷ OTM Âgzr cZzMzc& ^ Aaâ  
ŷoTTzg 6foc/or.y wAo affg/zô ĝ / (fẑ Az V ^ax a wor̂ f rArowgAowf /Ag cowr̂ g. 
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In spite of replacing some of the terminology of TQM early in the development of the 

demonstration site in order to reduce resistance to the quality message, and to emphasise 

the 'soA' aspects of quality management, the language and concepts of TQM continued 

to cause resistance amongst some staff and their willingness to participate in training. 

Two Quality Facilitators summed up the difficulty they faced in overcoming resistance 

to the language of quality management: 

TTzg 'TMOMage/MeMf' moT-g e/̂ e. TTze 
fV ay Agmg/b/" TMOMaggT-f MOf ŷo/MgfAzMg fe/gvanf /o gvg/y6o<^ 

ZM fAg orgoMMa/fOM. Fro/M fAg f/q/yw/Ao '/ coTMg OM zY way W// fAa/ \ 
r g M MOf /MOMOggr̂  

yj/rAowgA }vg go/ ffcy q/^omg q/"/Ag /ongwogg q / r g M (Y wgM/ (/own /f'̂ g a /gaĉ  
AaZ/ooM. Zf wayq/y 'argo» , .y/rarggy, yZow g/c. 7%g wAo/g 
/oMgwagg (^rgMa/fgno^gc/jogop/g, 

coMceT-w a6ow/ fAe yw/wre q//Ae j'grwfce 

A further factor which was felt to have limited staff interest in TQM training was the 

concerns about the problem of sufficient resources, with the consequences of 

Government spending policy on the NHS increasingly impacting on the 6ont line of the 

service (Ham, 1999). This was further reinforced by the growing uncertainty among 

staff about the future of the service, as pronouncements from senior managers about the 

possible consequences of the ^rA^MgybA- f (DoH, 1989) reforms on the district 

were interpreted as threats to jobs: 

wgrg oA^g f̂g(/ wzYA ŷAor/aggj' moMg)/ aW fAg z M c r g a y g ^ f a / /Ao/ /zmg. /r 
/g(/ /o a A/oTMg cw/rwrg /Ao/ way a/ /Aa/ /z/Mg wAzcA wg Mgvg/- ac/zza/(y /acA:/g(/. 
(Training Manager) 

yg ,̂ zY (WbrAzMgyb/- fa/zg»f^ 6^cfg(/ fAg ̂ rogrĝ ŷ /f way zM ôc/zzcgc/ af a 
/zzMg q/gyga/ zzMCgr/azM(y aM(/ fo/Mg /)gop/g (/z/g fAgzf Agg/̂ y ZM OTZg/ ̂ y/zzcÂ  /o /Ag 
frac/ẑ zoMaZ AozzMĜ aT-zgjy. TTzg); wgfg zzM(/gr ̂ rĝ ŷ zzT-g a/zef wzYA /Ag cAangĝ y /Aar wgrg 
co/TZZMg (̂ z(Az Y ŷzgTz z{p fo r g M 
(Project Site Leader) 

mc/wj'zvg or gxc/w^zvg 

A further barrier to the successful cascading of TQM throughout the district was the 

perception that TQM was the preserve of a specialist group of staff^ whose approach to 
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the management of the initiative led staff to view the quality team as an 'elite group'. 

Issues of exclusive or inclusive approaches to the management of the demonstration site 

and the management of boundaries between the TQM core team and the wider district 

system (Bennett and Ferlie, 1994) raised questions in the minds of staff who felt they 

had the potential to support the wider adoption of TQM. The lecturer responsible for the 

management development programme was puzzled by the lack of integration between 

the TQM training programmes and the management development programme, and why 

the quality team did not support greater cross-fertilisation between the different training 

programmes, as this decision limited the potential to reach a far larger group of staff 

who were attending the management development and related programmes with the 

TQM message. He suspected that there was an issue of elitism surrounding the 

demonstration site activities and this led to a lack of work at the boundaries of the two 

training systems: 

/razMZMg, fAere no ZMfegT-o/g rAg rwo. Tow W Aoryg fAowgAf 
/Ag)/ M/anrĝ / rAg fAg fAg)/ wowW Aovg 
zM ĝgra/ĝ y ff mfo a/Z fAg Â-ograTM/Mĝ . 7%g q / " w g y g Ag/ng 
/ra/»gd^ 0/7 owr //rogram/Mg /Ag ^ /Ag g»<5̂  

/Pfogra/MTMgf wgrg /MaT-g/na/Mgâ  no ĵ zYg q/fAg Zorgg 
Mw/M̂ gr q / / A g cowrfg.y. //AwA^ /Ag fAg won̂ ĝ ^ 
fo Ag^ zY fo /AgTTWg/vĝ y. TAgz-g way a /of q/prĝ yf̂ rgg Ag/mg mvo/vg(f fAg ̂ /-q/'gcf 
aM(/ cgrfam^ an affgw^r fo a gwa/z/)/ â epaT-f/Mgrnf, w/YA /ra/»fMg OM fAg 
Ŵg/zMĝ y. 

The Impact of Working for Patients 

The announcement of the successful bid for the TQM demonstration site coincided 

with the publication of the White Paper, (DoH, 1989) with its 

radical reform agenda for the service. Although the first months of the demonstration 

site were relatively unaffected by this agenda, towards the end of 1990 managers 

begun to raise doubts about the future of the initiative as the demands of 

f grew: 
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A AggoM fo rgM A ,̂ gMzor /MaMager̂ , wAo it/gre more 
coMCgfMgtf w/VA '}vzV/ /^wrv/vg?'. fFg a/,yo jmy Âe gz/i^Aay^ ;« Âg r̂ z-TM^ way 
OM co f̂ OM̂y vo/wTMg (M c^o^gg/ /o ĝ wo/zYy q/f gz-v/cg aW way a w/arMZMg. 
(Unit Manager) 

CoMĵ eĝ weMcej' q/̂ Âe rg/T^omry â ĵ eMce q/^Ae DGM 

The introduction of fFbrA^Mg/br fafzgMff had wider repercussions in the District and 

was thought to be a factor in the DGM's decision to apply for a travelling fellowship in 

mid-1990. In late 1990 he spent six months in the USA studying quality management in 

business and health care organisations (this would be the first of a number of overseas 

visits by senior managers and project site leaders, including further visits to the USA, 

Japan and Australia). 

He saw this as supporting his continuing interest in quality management which had first 

been kindled by his visit to Canada in 1985 and his leadership of the TQM initiative. 

His interest in applying quality techniques in the NHS had led him to write a newspaper 

article about the potential of TQM, based on the personal experience of a member of his 

family in the health care system, which had convinced him that there should be 

improvements in the way patients were treated. 

Dgjp/rg Âg (/r^cwMg^ / faw /Ag /?ofgMfza/joz-zzg fo 6g f g ^ ^ g a ^ T g A / r o /MaA:g zY 
gxpZor/Mg. 7^g/f a q / ; W g a y /o g/vg 

.yo/Mg //TMg. /if oppgarga^ vg/y rg/gvaw^ /o Âg 7 ca/Mg AacA: fAg 
gM̂ Azt$;aa?M̂ 7" (Y, a/̂ AowgA / way fc^^zcaZ aAow/ fAg g%/g»̂  

wA/cA if Aaof acfwa/Zy /raM r̂/Mga^ ̂ omg q/̂ Ag / .yaw. ^ g » /gof 
/.yaw wg Mgg6/g(/ fo goywf/Agr, a/fAowgA acAz'gv/Mg gwa/fYy AgaZfA carg ztyzMg 
rgM^gcA»zgwg.y M gozMg /o 6g /MOfg g/ŵ y/vg rAam ZM /MOMẐ c/wT-zMg. 
(District Genera] Manager) 

Although there was no doubt about the DGM's commitment to TQM with his study tour 

to USA seen as a natural stage in his personal development, it was nevertheless viewed 

sceptically by a number of his colleagues, who felt the reform 

agenda was also a m^or factor in his decision to pursue his interest in TQM in ± e USA 

at this critical time: 

/fg wgMf /o y4/Mg/'zca. /Tza/ /g& ĵ /ow a Zô  (/og.yM Y z/.̂  Tow gof Âg z/ŷ rg.yf zoM Ag ̂ zW 
fo 6g jooj'ẑ zvg a6ow^ zY aggMĉ q), zY wa.yM Y fAg z){pg q/"TYHS" Ag .yî pporfgc/ 
OMtf /̂ Az/zÂ ẑMgrzca ca/Mg af Âaf /zmg a/zcf q̂ Âe wg/zf. /ngvgr ÂowgÂ  Ag wa& 
jDaffzcw/ar/y ĵ oZ(/ or /rggM fo^ro/MO/g zf (Working for Patients), //z'ĵ  zWga way /o 
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a ^erv/ceybr evg/yAocfy w;YAoŵ  /7m6/g/M^ q/pgo^/g gefrzMg mro a 
^o-̂ z'g^ êrvz'ce. 7 Aô Aereâ  Azm. 
(Health Authority Member) 

7 c/oM Y Ag M/ay mfgrg /̂gf̂  z» JY w/ay a f Arewcf movg OM A;\y jcor/ 
gomg ro rAg L%4. 77g ztygf̂  ô j'6^ w/g VZ 6g fAe Zayf m Âg cowM^. 7%g)/ 
Aavg fo /oAe wf ZM A:zcA:fMg one/ j'crga/MfMg w/Agn ir 'j' (̂ own fo /evg/ ^ (IrAgyznaZ^wr/A 
yvovg 
(District Training Manager) 

Whatever lay behind the personal motivation of the DGM to undertake the study tour, it 

left a temporary vacuum in the leadership of ± e demonstration site, which was filled by 

the appointment of the Director of Finance as acting DGM. The loss of the DOM's high 

profile sponsorship role affected the small group of staff leading the demonstration site, 

particularly the District Training Manager, who lost her main support in her role as 

product champion. His absence also resulted in a loss of momentum in the 

demonstration site: 

7 Aacf a cZojg wo/'A:fMg fgW/om^Ay wzYA Az/M (DGA(). 7 7 g w g cowW <̂ g/fvgr /Aw 
Ag way AgavfTy mvo/vgJ m fAg wAo/g ̂ focg-ŷ y. Tfg cAazz-ĝ f fAg gwa//(y Foyw/M 

oj' wg/Z oj TMgĝ zMgy Agfŷ ggM yyAa/ go/ng on aW Aow ivg cow/(/ 
TMOvg /AzMĝ ybz-worcf. M ĝn Âg Dzrgc^of F/MOMCg fooA: over Ag OM̂  woMfgc/ a» 
ovgrv/gw q//AfMgf rAg /Mgĝ ;Mg:$ 7/g way 'Aanak Tow^g// 
fAg Arâ ĝ  wgrg OM wAf/g Ag way /» cAorgg. 7/g way /ĝ .y cAarMma/fc aŵ y ̂ /ar̂ ĝ f 
ajA:zMg gwgjfzoM^ 'wAa/ arg wg gg^^mgybf owr fMvĝ ŷ gM^̂ ' 7/ way a vgry 
yz^c f̂onaZ aĵ î foacA. 7f /of^ z/T ĝfzty z/M̂ /gr AzTM, 6/̂ MfYg .̂ 
(District Training Manager) 

The DGM had similar views about events during his absence: 

Tf ovgr, fY coMffMwgd̂  6ŵ  fAgrg wgyg MO 6fg AfgaArArowgAf, 7%g/Frg way 
f?Mow/(/g/'fMg, zY Aâ A) Y jî rgâ f m Âg wg^ 7 wow/(7 Aave wwAgô . 

The Director of Finance who took over responsibility during the absence of the DGM 

had his own perspective on this period: 

77g (DGA() wgM̂  fo fAg 6'faf̂ ĝ  OM fAg 6acA: o/TgM 7 /AowgAf Ag wowZ(f /gavg or f a ^ 
OM a Mâ fonaZ ro/g OM grwa/zYy wAgn Ag camg AacA: 7(7gcf(fg(f nof /o cAa/y Âg 
(gwa//(y forwTM af wg Mgg<7g(y r^cw.y Âg wAo/g orgaMwafzoM. aŷ ĝ f/Mgn̂  q/ 
fAg f̂Ywa/z'oM way /Aar ̂ oo mwcA ̂ rzorzYy way 6gmg gzvgM 6j)/ Afm (7)GA^ TQM 
TowgA TMaMage/MgM̂  way Mgg(7g(/. ^ Aa(/ a Aztymĝ ^ /?/aM fo g/g/zvgr w;YA Arg}" 
o^gcf/vgf To TMggr. 7 wayAg(7 TM)/ Aawck q/rAg co/M/Mfjfgg (gwa/zfy 7̂ orw/?̂ . 7yg/̂  /Ag 
WM̂ /grcz/rrgM/̂  - 'Ag '.y MO/ yMfgrĝ fg<7'. 7 /AmA: fomg a/a.^'ye// 7 way 
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w/AfcA Tfay frwe. Âgyg Mgg(/g(/ ro 6e a grgafgr j:g/wg 
AaZancg. Tif way fAg Azgggf ̂ /ĉ wyg. Aa(/ fo (/gmo/w^az'g fo fAg ^gg/oM wg 
^gw M'Ao/ wg ivgrg (fozMg. PFg /o convmcg fAg/M rAâ  we wgrg 
z<M<̂ grywM(fg(f. yo6 way /o /̂ /aM oW /̂gZ/vgr /(/zWrn Y wawf fo j;pgW /My f;/Me 
ZM /Ag â gfa/Z o/TgM Zf (TgA() way a goo<^ Âzmg. 77;g;"g way a 6z(zz woz^^f fAg 
<3̂ z\ŷ zĉ  OMg/ wg go/ a ê/)w/a/;oM, 6w/ fAgre wgrg 6;'gggr /Amg .̂ 

Z o q / ^ A e Dzrec^or q/^f grjonng/ 

The increasing pace of reforms also meant that new management structures were being 

created in those districts intent on making an early application for trust status. The 

Director of Personnel took up an appointment in another district and was seen by ± e 

quality team as a particular loss. He had been strongly committed to the TQM initiative 

from the outset and developed human resource policies to support the new ideas 

emerging &om the demonstration site (for example, individual performance reviews, 

relating managers' performance to standards established in the demonstration site). He 

also had line management responsibility for the District Training Centre where the TQM 

initiative was located and supported the quality team, representing their interests at 

Board level. His replacement was equivocal about TQM and was unwilling to provide 

active support to staff involved in the demonstration site: 

Ti/g (/br/Mgr Dfyec/o?" q / f gf.yoMMĝ  wâ y vg/y Ar/gA/, OM /Ae wof a 
Ar/f^g 6g/wggM wAa/ way gomg on /prac/fca/Zy, wAa/ way //»g w;YA 
fAgo/y. / mM.yg(y Az/M o»cg Ag W g o M g . w a y vg/y iyz^or/zve wzYA fAg 
%/»(̂ g7;pzMM;Mg/)gop/g /p / 'oce^.y /Ag f gr̂ oMMg/̂ OM/. //g W Agg/z TMy wzYA 
r g M Aâ wWe?" A™ aŵ f Aâ wMc/gr fAg ggMera/ TManaggr //z\y r̂ Zacg/Mgwr wa& 

yztyf MOf ZM /Ag aaz/zg /gagwg. 
(District Training Manager) 

7%g Mgw Dzy-gc/of q / f gMOMMg/ way a fT-â /zYzoTza/ zWztŷ zaZ fg/â zoMiy zMa/z. 6'Ag 
(2)71^ c/ayAg /̂ wzYA Azm. TTzg}' (fzok V .ygg gye-fo-g /̂g amcf Azf /acA; q / " y b r 
rgMmac/g Aer w/zAq^}'. //g c/zdn Y TgM TTze cozzc^/' wa^ a/zgn fo 
Azm. 7i/g yg// wg Aa(f anorAg/- aggM(/a. 
(Training Manager) 

The loss of the Director of Personnel was an example of the importance of continuity in 

key people involved in change processes (Pettigrew et al, 1992) and the consequences 

for such processes of the loss of those people and their support for change, hi the case of 

the TQM site, the loss of the Director of Personnel with his commitment to the change 

agenda, and the appointment of a less committed new director, had severe implications 

for TQM. 
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It was during the absence of the DGM in the USA that the acute unit suffered a m^or 

overspend of €500,000. This was part of the continuing financial problem that had hit 

the sector each year since 1987. But the depth of the crisis w a s much greater as a result 

of the separation of the acute and priority care sector budgets under the fFbrAzMgybr 

(DoH, 1989) reforms. This was also a period when there was increasing 

pressure on DHAs from regions to reduce their overspends in the run-up to the 

implementation of (Beimett and Ferlie, 1994). This pressure was 

compounded by the new Regional General Manager who w a s taking a tougher line with 

the district in view of the continuing tension around underfunding. 

At district level the financial crisis was regarded as a consequence of the establishment 

of acute and priority care Directly Managed Units (DMUs), following the first stage of 

the implementation of This meant that the budget fbr the district 

was ringfenced fbr the first time, with the tradition of using the priority care services 

budget to support the acute unit at times of crisis no longer an option with the separation 

of the two units (in effect cost centres with devolved budgets). As a consequence, the 

Director of Finance recommended that the demonstration site be put on hold, resulting 

in activities being suspended at district-wide level, although project sites were still able 

to continue their activities: 

Y of fAg m̂ ŷĝ y Tow fgcogMf.yg fAa/ a/ fz/Mg 
Âgrg waf . y g y g y g ^ A g acw ĝ fo (/o wz/A 

g'wa/fVy icay .ygg» ay a g A r f y a aW fAgr^rg Mof q^rqp/'fafg m ẐTMgĵ  wAgm /Ag 
cAzpf w/gyg 7%grg woLT a /-gaZ Agcaztyg q / f / z g c / ' / . y z . y , .yo 
/Aaf a// f/zg TMOMg}"ybf TigMway z/z Zz/M̂ o a W ^ o z g n . w/grg a6/g fo 
a// Âg iyg /zâ f/)ZaMMg(f of /z'/Mg. (fẑ /w Y ggr z#z/ocA%(/ zfM̂zZ (^gr fAg 
DGM/"g/z/rMĝ f. TTzg 7Mg.y.;ogg fAz\y .yg/zf ow/ w/ay - g'waZzYy ybr Âg /zmg.;, /Aô  
gwaZzYy'ĵ  (fzj;pofa6/g, ̂ gAvggn Dgcg/TzAgr OTZÔ  A^cA vye (/zW no/Az/zg, o/fAowgA of 
Zg(Wf Âg ywM̂ yzMg way rzMg/g/zcgcf. 
(District Training Manager) 

L/nẑ  GeMgraZ Mgnager rg.yzgMj' 

As the financial crisis in the acute sector deepened it ultimately had consequences fbr 

the UGM who was held responsible fbr the overspend and was forced to resign. This 

decision created tension between clinicians and the management of the district, although 

148 



it was recognised that the Region, with its tougher attitude to financial management, had 

strongly influenced the decision: 

waf a on. a Agoyy /)r/cg ybr 
if. ^g Aacf a gooc/ f g W / o n ^ c / / M z c z a ? w . gomg cawj'ĝ / a /of q/ 
r̂oA/gTM^ OTMOMg rAg cZzM/czoM̂  /Ag); /o /Mg );ow can V fAô g /?gG /̂g af 

AeoK/gworfg/'j'.' 
(Health Authority Manager) 

TZazj'ZMg j?rq/7Zg q / r g M 

As a consequence of the decision of the Director of Finance to make TQM a lower 

priority and the resignation of the Director of Personnel, the District Training Manager 

decided that TQM would need to be protected and given a more strategic voice in the 

district if it was to continue: 

^ ygcogTZMĝ y fAgrg Mgĝ fĝ f fo 6g a ĝMzor /TKZMOggy fgapoM /̂A/gybr (/ 
Agcaŵ yg /Y wayn Y gMcfg/Mfc fAg OT-goMf.yafzoM. TTzerg wgrgn V gnowgAyZrgĵ  
gnowgA ̂ gc^/g q/"fAg r/gAf gMgaggtf m fY. 

In order to give the demonstration site board level representation, the District Training 

Manager wrote to the DGM while he was in the USA and put forward a proposal to 

make quality a directorate in its own right. On his return from the USA he quickly began 

work with the District Training Manager to establish quality as a directorate: 

6'Ag wrofg fo TMg fM v̂ rngf-zca aW Âg woMfĝ / fo Agac/ z/p gwa/z/y ZrofMrng 
a (/zT-gc/orafg m zV,; owM rzgAA PP%gM /fgfz/TMgc/ ŵ g agf fY z/p. 

(District General Manager) 

fFAgM Ag fg/wrMg^yfAg /wo.; ^-go/^ fAg ngw 
D/rgcfoA" q/̂ gz-̂ OMMg/. T/iz way vgyy zWiiyZr/aZ ybcw ĝĉ . // Y vg/^ 

}VfYA aomg q/̂ Ag gwa/zYy /̂ azW 7 mzgAf Aorvg fo ZooA: rozfMcy 
ômg/AfMg g/fg (w 7 (foM f / cam w/YA cAqp. /7g (DGA^ ca/Mg z/p wzYA 

/Ae /̂ ropOĵ aZ fo fa^g gwa/zYy ow/ q / f gr̂ yoMMg/ oW Twâ Mg fV own e/frgc^o/'afg. )fg 
Aof/ oAowf 7,$ or 7P on fAg ^oar<7 a/ /Aaf f/mg, ;Y way gwzYe wmvfg/fTy oW zY gof 
ÂrowgA fAg ^oar(/ 6gcawfg Ag (Z)GA() woMfĝ / // ;Y ca/Mg /Mfo 6g/Mg /» 7PP7. 

(District Training Manager) 

Although the District Training Manager was now a Director in her own right with a 

place on the Board, the attempt to raise the profile of TQM proved uncomfortable for 

the District Training Manager, and unpopular with some board members: 
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7ye/f a me^om 6gmg a AeW q/" 
a c/ffgc/or. / woyM V g;vgM aM)/ gw/g/g/fng^ or g;i^gc/affow. TTzez-g way MO /"o/g 
cZari/zcô zoM. /y'ŵ yf wo/g m}" owM yo6 î ĝ cr̂ fzoM. 7 Aoâ  fo rAzM/rzMg 
^^a^ggzca/(y aM<̂  corporafg(y a6owf Aô v wg cowW zV^wgnce g'wa/zYy. vz'gvypozMr 
}yay, wg vg gof a^gw ̂ rq/gĉ .y //za }̂;oz/ 'vg gof fo 7Ma»agg, w/zaf r/zz,$ orggMzlyafzoM 
gozMg fo 6g /zArg ZM yO /̂gw^ fzTMg Aow wg wg gozng /o ẑ ĝ grzzaZzYy /o ggf z« 
r̂oTM Mz/zgrg wg org now fo n/Agyg wg wan/ fo gg/ fo? A way a w/Ao/g »giv orga / 

'/ 6ggM / p r g p a r g f f / Aat/ /̂zg/ẑ  /»); corMgf a/ rAg ^oorey. Fbz/ /zoK/ <̂ o 
//zzMgf ZM a cgrfazM onĉ  zY coz/Zĉ M Y 6g ĝg/z 7 YeacAg/- /?g '̂ 
/o fAg jzzppo/T fAg DGA() Agcazwg zY woz/Ẑ /n Y Aorvg cfoMg mg on)/̂ n̂'ozzra gzYAgr 7 
Aa(/ fAza ygg/zMg ̂ Aâ  7 way a .̂yA ozzf q/wafgr, nof /pz-^org*^ybr zY ant/ Aa<f zzo 
6acA:zMg. 7f way a cozTzp/ĝ g Aap/zf/M q/Yzz-g. 

A Unit General Manager reinforced this perception of ± e pressures on the Board at that 

time and that TQM was seen as marginal to the main challenges facing the District: 

Tĝ y, rAg ^oart/ zzzgĝ zMgf wgrg (fozTzzzzafĝ f 6)/ ô Agr z.y.yzzg&. TTzg aggWa wayzz Y 6gZMg 
(̂ zvgM 6}' a gz/a/zYy agg/zĉ a ffAgzz /Ag DGMca/zzg 6acA:̂ o/M /Ag ^̂ â ĝ  Ag Az-ozzgAf 
Ag/" (D7]y() OM fo fAg ôar(3̂  zzz azz arfgzzzpf fo z-az'fg /Ag ̂ rq/z/g q/gz/a/zYy z'̂ yaz/ĝ  aŵ y 
/)z/̂ A zY zzp fAg agg?z(/a 7 ̂ ozz Y rAz'zzA: zY zzzaâ g /zzzzcA cfz^z-gzzcg ozzg way or ano/Agr 
TTzgfg wgfg Azgggz" zffzzgf, /;/ziy /Ag wAo/g gzzĝ /zozz a6ozz/ Aow //zzzcA /7gqp/g wgz-g 
rga/̂ y Awyzzzg zzz/o TgM 

The District General Manager acknowledged that establishing quality as a directorate to 

raise the proGle of TQM had taken place at a time when m^or structural changes as part 

of the )fbrA:zMgybr farzgM/.y reforms were being implemented. The introduction of 

clinical directorates meant new faces on the board including clinicians with management 

responsibilities who brought with them a negative view of TQM. This had a significant 

impact on the District Training Manager as a board member: 

7/ way a Afavg a/fgzz^/ /Aa/̂ zYgĉ . 7/ ArowgA/ Agr zzz/o /Ag^ozz/ /zYzg q/(7ga/zzzg wzYA 
(foc/or^ wAo wgrg gx/rgz/zĝ y (fz^cw// a/ /Aa/ /zzzzg. 7/ way a cAa/Zgzzgg /o a// q/ 
zty. 7/ waa Az-gaAi'zzg /Ag zMOzzẐ/ q/"worÂ Yzg wz/A /Ag (/oc/or.y aŵ f j'Ag go/ cazzgA/ zzp z/z 
/Ag 6a///g. 6'Ag Aa(7 a woWgz;^/ zzazvg gM/AztyzayzM azzffyzty/ go/ /̂wcA: z/z. 7(/oM Y 
/AzYzA: f Ag z-gcogTzzf g(f a/ /Ag /zzMg /Ag ̂ ca/g q/cAazzgg /Aa/ wg wgyg /ẑ /zzzg /o /acArZg 
aM(7 go/ cazzgA/ z/p z'zz /Ag cz-of̂ -̂ /zz-g azzcf zY 6ro^g Agr ĵ ẑz-zY. 
(District General Manager) 

Case Study Analysis and Discussion 

We now turn to an analysis of the themes identified earlier and relate these to the issues 

emerging from a grounded approach to the empirical data, drawing on theoretical 

perspectives to illuminate the issues of implementing TQM in the demonstration site. 
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There are four main themes, key people leading change, the implementation of TQM, 

involving clinicians and the impact of the reforms. 

Key people 

rQM." fAg D/j'/r/cr Genera/ Manager 

The DGM's commitment to TQM was seen as absolute and his sponsorship of the 

demonstration site was evident from the analysis of case study material. In this he met 

the requirements for the role of sponsor of strategic change, through his prestige, power 

and authority (Bryson, 1995). In playing this role the DGM fitted with Bryson's profile 

of the leader who is able to articulate the purpose and importance of the need for 

strategic change (TQM), relating it to the mission and competences of the service, likely 

changes in the environment, and the issues the service will face in the future. According 

to Bryson, without a powerful sponsor a strategic change initiative is likely to fail, and is 

particularly important in keeping the change process on track as it hits the inevitable 

'rough spots'. 

But his ability to sponsor TQM and his obvious commitment to the development of the 

demonstration site also contained risks. In describing the leadership of TQM, the DGM 

was charismatic, inspirational and staff-centred, with a strong commitment to the quality 

team and the project site leaders. This leadership style was well suited to the evangelical 

approach engendered by the early implementation of TQM, and generated loyalty among 

staff who worked closely with him and who played a crucial role in the demonstration 

site and supported it through its initial phase. However, this leadership approach became 

less secure as the impact of the f (DoH, 1989) agenda began to bite. 

The increasingly powerful external pressure &om the RHA to begin the restructuring of 

the district, exacerbated the budgetary pressures on the service as it moved towards trust 

status. This led to some managers questioning the priority given to TQM in the face of 

these pressures, particularly the Director of Finance and later, clinicians at board level. 

With the growing impact of the reform agenda, a more task-centred approach was 

emerging in the district and threatened the DOM's management style, and was probably 

a contributory factor in his sojourn in the USA. 
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Dzj/rfcf Trommg Afa/iager 

The District Training Manager with her 'evangelicar commitment to TQM, was clearly 

the key actor in the demonstration site. She had brought to the district a different 

approach to staff training and had promoted a more consumerist notion of health care 

prior to TQM. This, allied to an ability to build a team of staff committed to her 

approach to training and a wider appreciation among some of the adherents of the 

meant she was an obvious candidate fbr the role of product champion. With both vision 

(being clear about the potential of TQM to transform the district), and also having the 

capacity to drive the development forward ('I was seen as the person that got things 

done') she met Bermett and Ferlie's (1994) criteria as someone who embodied both 

vision and drive and had the single-mindedness of the entrepreneur. She sought not only 

to introduce TQM, but to bring about a new approach through the development of a 

radically different model of managing the service. With this degree of commitment to 

the TQM project, she visibly personified the product champion who is willing to work 

with a change strategy in the face of deeply rooted opposition - in her case from 

clinicians and many managers and staff in the district who resisted the overtures of the 

strategists and implementors of change (Garside, 1998). 

The third key actor in the strategic management of the demonstration site was the 

external consultant. His role and influence will be discussed in the next section in the 

context of implementing TQM. 

Implementing TQM 

In their report on the evaluation of TQM demonstration sites, Joss and Kogan (1995) 

identified a number of factors which influenced the decision of DHAs to bid for TQM 

projects, with many sites experiencing difficulties as their original ambitions became 

impossible to achieve. In the case of the district, the reason for applying fbr fimding was 

largely pragmatic. TQM offered an opportunity to access financial resources to support 

strategic change, and this was allied with the interests of the DGM and his commitment 

to implementing the 7VM4 through the vehicle of TQM. These were both m^or 

influencing factors. 
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f /or TgM? 

Where this pragmatic approach turned out to be a weakness was in the lack of any prior 

assessment of the district's readiness to respond to the introduction of TQM. The idea of 

a prior assessment is seen by Joss and Kogan (1995) as essential in enabling a service to 

establish a common understanding of the definitions of quality and the requirement for 

continuous improvement required within the TQM model. The district, in common with 

other sites nationally, was keen to secure demonstration site status allied to urgency on 

the part of the DoH to establish TQM sites that led to the district developing an 

approach to TQM which made only limited progress in selected project sites. 

The quality team adopted a predominantly top-down approach to implementation, led 

strongly by the DGM and the quality team, but was unable to secure the commitment of 

sufficient staff at operational levels beyond the project sites. Although there was some 

evidence of limited bottom-up initiatives by frontline staff in project sites, these 

appeared to remain isolated examples. In describing an approach to the implementation 

of TQM, Joss and Kogan (1995) see strengths in a 'top-led and bottom-fed' process in 

which the 'top' formulates its policies on quality after it has created a joint agenda with 

staff at the front line, v\ith the development of more formal description of requirements, 

standards and conformity, once it has the support of operational levels of the service. 

The establishment of a joint agenda around TQM was absent in the district and resulted 

in a lack of support &om sufficient managers and frontline staff that effectively limited 

the diffiision of quality management techniques in the district. 

Evidence &om the case study suggests that the district was heavily influenced by the 

management consultant, and adopted a model of TQM which bore a striking 

resemblance to the approach adopted in another district which employed the consultant 

based on a model of service quality he had developed in the business sector. The district 

obviously needed outside consultation as it was required to develop a TQM strategy that 

was intended by the DoH, 'to cause a change in culture, organisation and working 

practices' (Joss and Kogan, 1995: 38). What did not happen was any form of assessment 

of the potential of TQM to bring about transformational change through the mechanism 

of TQM. hi this sense the demonstration site was over ambitious in view of the culture 

of the NHS at that time, and the likely constraints the quality team would face in an 
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organisation where the content of change would challenge autonomous professionals 

(Hinings et al, 1991). 

The experience of implementation also raised questions about the compatibility of TQM 

techniques, and how far processes developed in other contexts were transferable to the 

NHS. Introducing a model of quality which had been successful in the business sector, 

in very different envirormiental conditions and a different management culture, 

reinforces the assertion that there are risks of 'an over-mechanistic transfer 6om the 

private sector with assumptions of similarity' (Ferlie et al, 1996: 226). This would 

question the use of a 'one size fits all' notion with universalistic approaches to TQM, 

'seeing it as a fixed entity that can be utilised by any organisation in any circumstances' 

(Hill and Wilkinson, 1995: 12). 

Although the consultant no longer worked with the district after 1991 his influence 

remained in the structure and processes introduced under his guidance, confirming Joss 

and Kogan's (1995) claim of the power of consultants in a number of demonstration 

sites evaluated. The dilemma facing the district at the outset of the initiative was the 

recognition of its lack of expertise and the need for external guidance, although this 

posed risks according to Dale (1999) where too great a reliance is placed on consultants, 

whose prescriptive approaches do not necessarily suit the particular culture of a service. 

These difficulties are compounded according to Joss and Kogan as TQM models are 

particularly difficult to operationalise when they consist mainly of exhortation, training 

and the use of simple diagnostic tools, yet at the same time are 'expected to bring about 

widespread organisational change' (p37). 

How effectively an innovation diffuses within an organisation is related to issues of 

boundary management (Bennett and Ferlie, 1994). In opting for a project site model, the 

failure of TQM to diffuse reinforced the perception that the team leading the initiative 

were 'special' with notions of exclusiveness and elitism. This perception of the team 

raises fundamental questions about innovation and how groups leading change manage 

their relationships with the wider organisation. It is argued (Pettigrew, 1985) that teams 

who are at the forefront of innovation face dilemmas about the management of their 
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boundaries with the wider system. Teams, according to Pettigrew, can be characterised 

as exclusive or inclusive, dependent on their relations with a wider organisational 

system. A group adopting an exclusive approach would have limited permeability at its 

boundaries, adopt different values and beliefs and assumptions and make limited 

exchanges with the environment through a restricted network. On the other hand, the 

group adopting an inclusive stand would see the reverse of the above characteristics, 

with highly permeable boundaries, similar values and cultural assumptions and a highly 

developed network and linkages which allowed it to facilitate a broad range of 

transactions with the wider system. 

Evidence from the case study suggests that there was some degree of movement 

between the two characteristic approaches to the management of the quality team's 

boundaries v îth the wider system, although there was a perception on the part of a 

number of staff that the quality team had adopted a primarily exclusive stance which 

alienated staff outside the team or the project sites. But as Bennett and Ferlie (1994) 

argue, teams are faced with difficult decisions. There is a need to be seen to be 

different enough to create an agenda for change, but at the same time there is also a 

need to avoid perceptions that they are so different that they are 'folk devils' (pi 14). 

This accords with the idea of innovators who push to awaken the organisation to new 

realities and attempt to disengage it from the past, (Kanter et al, 1992) and by 

necessity maintain a strong group identity in the face of inertia and resistance to 

change. 

In the case of the district, a relatively small number of staff (the DGM, a handful of 

senior managers, the quality team and project site leaders) could be considered the 

'special team' who had the complex task of managing their boundaries with the 

district and building bridges with those who had similar values and others who were 

likely to be less receptive to the message of TQM. The risk of this strategy according 

to Bermett and Ferlie (1994) is limited influence over the wider organisational 

system, whereas inclusiveness carries risks of absorption and co-option undermining 

the drive for change. The tension between these two positions and their management 

would challenge the demonstration site and limit the effective diffusion of ideas in 

the district. 

155 



rgMoj" a r/zreaf fo /MaMaggrj' 

The other issue which emerged from the analysis of case material was the view that 

managers who participated in training did not adopt TQM techniques or support their 

staff following attendance at training courses. In attempting to understand the 

apparent resistance to adopting TQM, Hill and Wilkinson (1995) argue that 

introducing TQM means fundamental changes in an organisation's processes, and as 

a consequence barriers to the implementation of TQM will be erected by powerful 

groups who are intent on maintaining the status quo. They are critical of the 

prescriptive approaches taken in the TQM literature which ignores issues of 

organisational power and behaviour, and as a consequence lacks understanding of the 

problems of the reality of implementing TQM. This analysis sees TQM as a potential 

source of conflict between competing interest groups, rather than a force for tmity, 

with managers shaping their interest in quality to secure or advance their careers. 

This analysis of some of the consequences of introducing TQM reveals some of the 

possible reasons fbr the reluctance of managers to give their wholehearted support to 

TQM, which impeded the spread of TQM activities in the district. 

Clinicians' engagement with TQM 

In their analysis of the evaluation of demonstration sites, Joss and Kogan (1995) argue 

that it is not possible to claim that an organisation is implementing TQM as long as a 

large and influential group of staff remain uninvolved. This was the case with clinicians 

in a m^ority of sites nationally as well as in the district researched. Joss and Kogan 

argue that it is essential to secure the cooperation of clinical staff at an early 

developmental stage, and especially before a site is launched, as the longer their 

involvement was left, the more difficult it would prove subsequently to involve them. 

A factor that Joss and Kogan did find suggested greater potential fbr the involvement of 

clinicians was the need to secure trust status and the development of processes which 

would convince purchasers and GP fimdholders that a service could meet quality 

standards. The district on the other hand made a decision that both the acute unit and the 

priority care services were likely to be third or fourth wave trusts, resulting in less 

pressures on the district, in contrast to the situation where districts intended to be in the 

early round of trust applications. This lack of pressure may have been a contributing 
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factor to the reluctance of clinicians to engage with the quality agenda which would later 

be a significant element in contracting. In other words, there was insufficient pressure 

for a state of forced transformational change (Johnson and Scholes, 1999) to exist, 

where the service had to respond to powerful external pressures if it was to survive. 

Importantly, engaging with clinicians meant acknowledging an important factor in 

strategic change in the NHS - the issue of professional power. Change in 

professional organisations requires the commitment of key professional power 

holders, and is regarded as the significant factor in any proposed change agenda, 

involving a critical number of professionals who consent to, or ideally lead change 

(Hinings et al (1991). In their study of receptivity to change, Pettigrew et al (1992) 

identified the critical role of effective managerial-clinical relations, and the risks of 

clinicians exerting a powerful block on change if they were in opposition to the 

strategic leadership's intentions. 

Although issues of trust status acted as incentives for clinicians in some districts. Joss 

and Kogan (1995) nevertheless found that the m^ority of clinicians, certainly at 

consultant level, had little involvement with TQM in the demonstration sites evaluated, 

which raises the wider issue of managing strategic change in professional organisations. 

Here the work of Denis et al (1996) provides a useful way of making sense of the 

difficulties the quality team faced when they attempted to involve the district's 

clinicians in the demonstration site. Denis et al argue that organisational archetypes 

consisting of a number of characteristics tend to cluster together to form an internally 

coherent pattern. Structural arrangements and decision-making processes are supported 

and legitimised by ideas, beliefs and values forming an organisation's 'interpretative 

scheme'. If radical change is to be successful it requires movement from one 'archetype' 

to another, in the process transforming both the interpretative scheme and the structural 

arrangements of the organisation. 

In the case of the demonstration site there was evidence from the case material of the 

strength of resistance by clinicians and the rejection of quality management and the 

refusal to let it play any part in clinical activity. In this sense the clinicians' reaction 

supports Ferlie's (1999) analysis of the district, conforming to the traditional NHS 
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archetype, with dominant professionals (particularly elite professionals such as doctors), 

hyper-politicisation of decision-making, bureaucratic forms, and a distinctive public 

service culture and values deeply rooted in the district. Consequently the overtures of 

the quality team to clinicians challenged this traditional archetype, and was one where 

managers had no legitimacy in raising questions about quality issues outside their 

traditional areas of non-clinical activities (Ovretveit, 1996). 

What the resistance of clinicians confirmed was Pettigrew et aPs (1992) argument that 

the relationship between managers and clinicians is critical in change, and to gain the 

support of clinicians requires initiatives on the part of managers to engage with them, 

building a climate of trust and understanding which clinicians value in order to trade 

effectively with them as part of the management brief. There was no evidence of this in 

the district, certainly on a scale that caused comment from managers or clinicians. As far 

as TQM was concerned there had been little engagement vdth clinicians, except junior 

doctors and a small number of general practitioners who reluctantly participated initially 

in some multi-disciplinary meetings in project sites. There was certainly no evidence of 

work wdth senior consultants who would have been powerful opinion formers in the 

clinician community. 

Other factors worth consideration were the rise of management as a new ideology 

(Strong and Robinson, 1990) in the service, and the legacy of cutback management, with 

senior managers' excursions onto 'doctors' turf during the financial crisis which led to 

temporary bed closures and imposed restrictions on clinicians' workloads (Flyim, 1991). 

Potentially, these were all areas where managers were regarded suspiciously by some 

clinicians, and were likely to contribute to a reluctance to allow managers to further 

extend their influence over the service. Whatever the speculation for the rejection of 

TQM by clinicians, their action exerted a powerful block on change (Pettigrew et al, 

1992) and limited the extent to which the demonstration site was able to move beyond 

environmental improvements and influence clinical processes. 

The reaction of clinicians in the district TQM confirmed Minings et al (1991) in their 

study of professionals in the context of strategic change, that the agenda associated with 

TQM meant that the commitment of professionals was essential if it was to have any 
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chance of success. In the end no chnicians allied themselves to the work of the 

demonstration site, and for those that did have some involvement, it was as detached 

observers, not directly obstructive, but not overtly supportive except where there were 

clear practical benefits, such as improvements in the GPs' working environment in the 

health centre. This was probably the extent of clinicians' engagement with TQM. 

Impact of the Working for Patients reform agenda 

The demands made on demonstration sites in setting up the structures and processes 

for implementing TQM need to be seen against the background of the service-vyide 

organisational change, much of it incompatible with TQM (Joss and Kogan, 1995). 

In fact the powerful impact of PFbrAfngybr f (DoH, 1989) demonstrated how 

quickly the restructuring of the district was taking place as a result of the externally 

driven changes (Ferlie et al, 1996) emanating from a Government intent on 

establishing the market-driven system as rapidly as possible (Ham, 1999). 

Early in the reforms the establishment of directly managed units, with their greater 

autonomy, including the transferring of Amctions that had previously been the 

responsibility of the district, resulted in a degree of fragmentation that was inimical to 

progress in the demonstration site. The key change here was the transfer of financial 

responsibility to the DMUs which precipitated the crisis in the acute unit leading to the 

resignation of the UGM who had been supportive of TQM (probably uniquely as a 

clinician). Although difficult to identify in the empirical data, the growing assertiveness 

of the Region (Ham, 1999), under a newly appointed and tougher-minded RGM, may 

have played a part in placing more pressure on the district and the call for the 'sacrificial 

head' of the UGM. A further key element of the reforms was the introduction of the 

clinical directorate model, where doctors appointed as clinical directors sat on the Board 

for the first time, with responsibility for a specific area of clinical responsibility based 

on a care group. It was ironically the introduction of clinical directors at board level 

which was seen as responsible for helping to fiirther undermine TQM when the District 

Training Manager was given a directorate role and joined the board. The agenda at the 

board was dominated by the future restructuring of the district and the ever-present 

financial issues, vyith clinical directors testing their newly acquired powers to challenge 

managers across a range of issues. As Ferlie et al (1996) argue, doctors do not have a 
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high opinion of managers or management and negative stereotypes exist on both sides. 

The decision to give TQM representation at the board was always likely to lead to a 

strong reaction from those clinical directors who were sceptical about TQM and its 

value to the service, with an opportunity to weaken its influence further by 

marginalising the District Training Manager. 

These changes exemplified the problems described by Garside (1998) where 

managers in the NHS are continually forced to focus on immediate solutions to 

problems and have little opportunity for developing longer-term change strategies, as 

one initiative submerges the previous one, and with each requiring management 

action. Although the implementation of policy is tempered at the periphery of the 

service by decisions made by managers and professionals (Ham, 1999), the difference 

with (DoH, 1989) reforms was the resolve of Government to 

impose change on the service that quickly overwhelmed previous policy initiatives. 

The demands made on managers in the NHS are seen by Petti grew et al (1992) as 

part of the culture of the service which reflects the top-down and short-term pressures 

&om politicians which are relayed through the NHSME, regions and ultimately down 

to district level. Pettigrew et al described a service where 'priorities' escalate in 

number till they lose all meaning, arguing that it is 'persistence and patience in the 

pursuit of objectives over a long time period that is likely to be associated with 

achieving strategic change' (p285). The consequences of (DoH, 

1989) and the structural and processual consequences would quickly begin to 

undermine the demonstration site, confirming Ovretveit's (1994) view that TQM 

initiatives were undermined by policy changes and directives which demanded 

immediate management attention, turnover of management staff and restructuring of 

units, all combining to reduce the impact of TQM. Taken together, these various 

factors suggest that TQM fell into the category of the 'symbolic policy' where 

implementation was no longer a serious consideration (Korman and Glennerster, 

1985) as a more urgent agenda unfolded. 

The other important consequence of the reform agenda was the changes in leadership in 

the district. The temporary absence of the DGM while he studied the USA was critical 

in terms of continuity, and led to a loss of leadership at a critical time when other 
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supporters of TQM were lost to the district. The reasons for the period in the USA and 

timing of the fellowship remain controversial, and clearly led to a hiatus in the 

development of TQM in the district. Coinciding with the DGM's absence was the 

increasingly serious financial position of the acute unit, which had become exposed to 

the consequences of the district separating its services into DMUs, with the subsequent 

loss of the supportive UGM. These problems were further exacerbated by the loss of the 

Director of Personnel who had promoted TQM and whose replacement brought a much 

more sceptical approach and quickly led to the separation of the demonstration site from 

the Personnel Department in order to safeguard its future. 

The loss of two key personnel and the temporary absence o f the DGM combined to 

affect the stability of TQM and certainly drained energy and commitment from the 

demonstration site (Pettigrew et al, 1992). What is also exposed by the impact of these 

changes was the risks to the strategic change agenda when the leadership is too 

dependent on a small number of individuals. Although change requires key people in 

critical posts to lead change (Beimett and Ferlie, 1994), broadening and deepening the 

range of people who play leadership roles is seen as important. The district had not 

achieved this desired state and was too dependent on a small number of committed 

managers who were lost to the service, either temporarily or permanently, which 

threatened the survival of the demonstration site. 

Conclusions 

In spite of the early progress work on establishing the TQM demonstration site by a core 

of staff and the external consultant, with the establishment of the Quality Forum and 

rapid work in project sites on environmental improvements and the district-wide staff 

training programme, the level of activity began to falter by mid-1991. By late 1991 a 

range of implementation problems emerged which suggested that the demonstration site 

was clearly no longer able to sustain the original level of commitment. Individual 

project sites continued to introduce improvements, although these were not being 

adopted by new sites and the district-wide level of activity was undermined by decisions 

to make TQM a lower priority. An attempt to involve clinicians was unsuccessful and 

suggested that managers had miscalculated the degree of interest in TQM, not only 

among clinicians, but among a wider number of staff, as the district came under greater 
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pressure with the &agmentatioii of the service in response to the farzenfj' 

(DoH, 1989) reform agenda. 

The impact of the reforms on the district, with the brief̂  but critical absence of the 

DGM, and the loss of key senior managers contributed to the difficulties experienced by 

the demonstration site. A subsequent attempt to give quality a more strategic voice 

occurred at a time when the district was facing a rapidly increasing change agenda along 

with the presence of sceptical clinicians at board-level, which combined to reduce the 

potential of this move by the DGM and DTM. These internal issues were proceeding 

against a background of an unsupportive Regional Health Authority which placed 

additional pressure on the district by withholding funding for the demonstration site. 

This combination of internal and external factors which beset the demonstration site 

were portents of further problems to come during the final phase of activity which are 

explored in the concluding chapter of the case study. 
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8 Demise: TQM Dies a Rapid Death 

Introduction 

This concluding case study chapter focuses on the final phase of the TQM 

demonstration site, with a description of events during 1992-1993 as the remaining 

project activity took place and funding for TQM came to an end. The project activity 

that constituted the focus of this final stage was marked by growing vocal criticism 

by clinicians, leading ultimately to the resignation of the DTM. The district was also 

increasingly preoocupied with managing the transition from a unified organisation to 

acute and priority care DMUs, with continuing difficulties in the acute unit. Finally, 

this period saw the implementation of the reforms (DoH, 1989) 

and the introduction of the f (Cabinet Office, 1991) with declining 

support from the DoH which further undermined the TQM demonstration site. 

Themes and issues 

As the TQM demonstration site entered its final phase of activity in the district, it 

was now operating in a rapidly changing service environment with the DMUs 

established prior to creation of trusts. TQM activities, were as a result, increasingly 

undertaken separately within the acute and priority care DMUs, vsdth each unit 

addressing issues of quality management in its own way. As far as the acute unit was 

concerned, the quality team took the opportunity in the last year of the demonstration 

site to develop a project across one of the acute hospital sites in an attempt to 

improve a range of mainly environmental problems. This activity was the final 

project of the demonstration site and drew criticism from a number of quarters, 

particularly clinicians, who persisted in their sceptical view of TQM. 

The problems experienced by the quality team in the acute unit were symptomatic of 

the troubles facing the demonstration site as it drew increasing criticism from 

clinicians at unit and at executive board level. The advent of clinical directorates and 

the increasing influence of clinicians was seen as a factor in undermining the 

demonstration site as they became more vocal in their criticism. In contrast, the 

priority care unit was moving rapidly towards trust status with a newly appointed 

acting chief executive bringing an interest in quality management to the service and 
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supporting the continuation of some activities which would prove useful in helping 

the unit prepare for trust status. 

The appointment of the CEO to the priority care unit was fortuitous in that any 

activity, following the ending of the demonstration sites, would be dependent on 

chief executive commitment and interest in TQM (Joss and Kogan, 1995). The 

priority care trust was also a more integrated organisation and better able to adopt 

some of the quality techniques from the demonstration site into the mainstream of its 

services. This was reinforced by its support for the continuation of a member of the 

quality team as a quality coordinator in the unit, and support from the Project Site 

Leaders who had moved into senior posts and gave their support to the maintenance 

of quality activities. 

The acute unit on the other hand was beset by a series of problems with the loss of its 

UGM (as reported in the previous chapter), and tensions between the DGM and 

clinicians following in the wake of his decision to lead the unit as it prepared for trust 

status, and with his credibility questioned by clinicians (Fitzgerald and Ferlie, 2000). 

Tensions between clinicians and management intensified as the influence of 

management grew under the (DoH, 1989) implementation 

agenda and strengthened the power of managers over clinicians (Ranade, 1994). 

The priority care unit avoided the conflict which took place in the acute unit between 

managers and clinicians, with no evidence of clinicians challenging the leadership of 

the unit or trying to undermine quality management activities. The priority care unit 

was also different in not adopting the clinical directorate model and in having a 

number of clinical areas led by nurses or psychologists. Furthermore it was not 

significantly affected by the CAarfe/" (Cabinet Office, 1991) which had 

significant consequences for the acute unit. 

In comparing the implementation of TQM in different units, the size, specialisation 

and structure of units was seen by Joss and Kogan (1995) to be a factor in the level 

and success of TQM activities, with the tribalism, stratification and competition of 

acute units leading to stronger professional boundaries which reinforced disciplinary 
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perspectives. The priority care imit in turn conformed to Joss and Kogan's 

classification of services which were smaller, had flatter structures and were often led 

by nurses and other non-medical professionals, but also with greater commonalities 

found between specialisms typical of community services. The priority care unit also 

moved towards trust status earlier than the troubled acute unit, and therefore had a 

vested interest in maintaining a commitment to quality systems as part of its work on 

developing its trust application. 

A further impact on TQM was the introduction of the fafzenff (Cabinet 

Office, 1991) with its externally driven processes. This was introduced into the 

district in 1992 and put particular pressure on the acute unit. That unit was now 

required to meet a series of quantitative performance standards and this process 

began to influence managerial priorities (Ferlie et al, 1996). It placed fiirther demands 

on a unit that had already weathered a series of financial crises and was now subject 

to fiirther external demands. As a consequence of these changes the impact on the 

TQM demonstration site was significant, with staffing resources diverted to meet the 

requirements of the monitoring process. The introduction of the CAarfer had 

deeper consequences for TQM as it refbcused activities from demonstration site 

processes concerned vyith the 'soft side' of TQM to ones concerned with meeting 

Government targets set for the service and exposing staff more directly to consumer 

demands. To this end the approach was at variance with TQM, and staff found it 

difficult to integrate the two approaches, based as they were on different assumptions 

of quality improvement (Joss and Kogan, 1995). 

The penultimate theme is concerned with the intensification of the market-driven 

changes of f af/gnfj (DoH, 1989) reform agenda which had, by the time 

the demonstration site was in its final phase, become ever more pressing on the 

service, and contributed significantly in slowing down the implementation of TQM in 

the district. The service was now being driven by a series of powerful external 

demands as the RHA placed pressure on services to prepare for trust status. The first 

step on this road had been the disaggregation of the former district into separate 

DMUs that brought with it changes in relationships between different parts of the 

service and vyitnessed the emergence of suspicion and defensiveness as the impact of 
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the market reforms took hold (Hunter, 1996). These changes undermined the district-

wide activities and led to the break up of the Quality Forum and cancellation of the 

district training programme. At board level the increasing influence of clinical 

directors further marginalised TQM and led to the resignation of the District Training 

Manager. With her departure TQM representation was downgraded with no board 

level reappointment or senior manager to lead the initiative, coinciding with the 

increasing demands of the CAarrer (Cabinet Office, 1991) requirements 

draining further resources G-om the demonstration site. 

The final theme concerns the level of support for demonstration sites and the 

apparent loss of interest in TQM by the DoH. From the outset staff in the district had 

recognised that the DoH provided limited support to sites and that officials had little 

technical knowledge of TQM, and were to a great extent reliant on information 

provided by sites at a series of national seminars to disseminate good practice 

examples (Joss and Kogan, 1995). As the demonstration site activities came under 

increasing pressure 6om competing demands associated with the fFofAzngybr 

(DoH, 1989) and the far/enrj CAarfer (Cabinet Office, 1991) it was 

apparent that TQM was no longer seen as a priority by the DoH and had been 

overtaken by other initiatives which now preoccupied policy makers (Joss and 

Kogan, 1994). Towards the end of the demonstration site period staff directly 

involved in TQM recognised that the DoH no longer had a commitment to 

maintaining TQM activities and that the reform agenda had moved on. It is possible 

to understand this declining commitment by the DoH through an analysis of the 

political pressures on Government at that time, particularly the reaction of NHS staff 

(especially clinicians) to the internal market reforms (Ham, 2000) and subsequent 

decisions by senior politicians to soften the language of the market and associated 

private sector techniques in order to avoid derailing the Government's internal 

market reforms. 

Final TQM activity 

The final phase of the TQM demonstration site ran from mid-1992 until the project 

funding ended in mid-1993. Although some activities were maintained by project site 

leaders in the original sites, these had now reached the limits of their development. 
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Consequently the quality team attempted a final large-scale project, which following 

on the Cost of Quality project, made a further attempt to widen the scope of TQM 

with a whole site approach in an acute hospital. It was also apparent to the team that 

the final activity would need to focus on environmental improvements as earlier 

attempts at district-wide initiatives such as The Cost of Quality project and 

encouraging clinicians' involvement had proved unsuccessful. 

Like many NHS sites the district had its share of run-down facilities, due to the 

cumulative effect of lack of capital development in the service and specific problems 

of underfunding in the district. The acute unit site was chosen because it had been 

involved in all the stages of TQM from its outset. In year one the orthopaedic ward 

and portering service had been selected as an original project site and in year two the 

cost of quality was tested in the hospital, and in the final year specific environmental 

aspects of the hospital were selected by the quality team for improvement. The 

Quality Facilitator who led the final phase of TQM activity described how the range 

of improvements were decided: 

fFe q / A e c a / M g /Ae acr/'oM a// 
w/fVA a ^ fo co/Mg z/p w/rA /(fgay /o 

/Ag roZZfMg. PFg /VfgMff/fgĉ /;vg argay - rgMa/M/Mg, 
gMvimM/MgM̂ aZ //T̂ rovg/MgM .̂y, ^af/gn^ 600^/gf^ oz-r /Ag 

ÂgM jp/zY zMfo /acA:/g gacA az-go ggf /Morg gM/Aziy/oĵ f/c 
pgqp/g ZMVoZvĝ y. 

Although a number of badly needed environmental improvements were identified for 

this final phase of TQM, the changes introduced by the team did not meet with 

universal approval and soon came under fire firom a range of staff. The improvements 

were heavily criticised by some clinicians who branded the changes as 'trivial'. The 

quality team increasingly saw their activities subject to a stream of negative 

comments as relationships in the acute unit came under increasing pressure with the 

loss of the UGM as a result of the recent overspend. The Quality Facilitator described 

the reaction of staff to the improvements made: 

)fg coTMg z/MĈ gr a Zo/ crzYzcz'j'/Mybr f7 0,000 on 6zz/ }'ozf 
Aw/ ̂ 0 <3̂  fAg /poorly .$zg7̂ o.ŷ g(y ̂ y/Yg OMcf /Ag (/gcr^zY /o yga/^g Âg 

ZTMprovg/MgM̂ . A w<3.y fpgoArmg fAg /oMgzfagg q/̂ cztyfo/Mgr ô z'gM̂ â zoM fAaf 
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fggM CK a pz-forzYy f/mg w/Aen /Ae z/nẑ  wa.y go'Mg /Â 'owgAyzMOMcW 
(/^cwZ/z'gf. 

A speciEc change which resulted in a barrage of criticism was the decision to rename 

the wards which had been identiGed by numbers and letters. A competition was held 

and stafT were invited to make suggestions for new ward names. The winner was a 

member of the domestic staff who suggested that the wards be named after birds and 

trees: 

TTzg/'g way a vgry Mggar/vg r e a c r z ' o M / " g n a / M m g TTzg}/zY 
way OMc/ OMg oMcZ faze/ 'wAar a Zoaef q/rz/66zf A - a .ŷ ẑ pzc/ 
zWga7/yg/f /zA:g coM ẑMzza/̂  ovgrcomzMg o6.yfac/gĵ , 6zzf z'ogĝ /zgr wgyg/^ //zg 
c/zaMggf (K ĝt̂  zzp .yoTTzg/AzMg. 
(Quality Facilitator) 

The modest improvements in the acute unit site were the last visible example of 

demonstration site activity, as a range of external and internal factors, particularly 

associated v^th the (DoH, 1989) reforms and the introduction 

of the farzgM/j (Cabinet Office, 1991) both reduced the potential to develop 

further projects, due to organisational turbulence and the severely reduced level of 

staffing available as members of the quality team focused on other activities. The 

quality team also suffered 6om comments that they were 'only about cosmetics' 

which sapped their morale and their commitment to further project activity. The team 

would now increasingly devote their time to f CAorfer activities as these took 

priority and TQM activities rapidly became a lower priority. 

Tensions in the Acute Unit 

The aftermath of the funding crisis in the acute unit, which had resulted in the 

resignation of the Unit General Manager coincided v^th the return of the DGM from the 

USA and the decision that he would move to the acute unit as acting Chief Executive to 

develop the unit's application for trust status. This was seen as an unpopular decision 

&om the clinicians' perspective vyith the loss of the general manager, who as a fellow 

clinician was felt to share their views on the service and was well regarded due to his 

specialist knowledge of the service (Fitzgerald and Ferlie, 2000): 
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7%e [/GMAcK/ joercg/vecf 6}" cZzMfc/oM̂  ay a goo<^ «»(/ 
AzTM. 6'W(̂ gMZy Ag jpzty/zĝ / owf 6gcazwg o/̂ wWrng /̂ roA/g/yw oW /Ag)/ org 

ôdiŝ Zgĉ  wf/A fAe DGMwAo wayn Y a c/mfczoM ong/ w<iy zâ eMfz/;gô  wzYA fAg 
cAoMgg-y OMc/ MOW ZM cAorgg q/̂ fAg/r wMfV. Zf w/ay ffacA:g(/ wp aga/n^r Azm wAgn Ag 
arr/vgaf. TTzg ̂ grcgprzoM woj - Agrg f o/Mg6o(^^o/M ̂  G co/Mmg (̂ ovi/M Agz-g 
fgZ/mg ivAâ  (/o. //g way 6af//fMg aga/M f̂ /Aa/ af/;Ywcfe A-fgÂ ô;M Âg 
AggmmzMg. 
(Health Authority Member) 

The move by the DGM to ± e acute unit was undertaken at a time when senior clinicians 

were smarting from the loss of the UGM and coming under increasing pressure as the 

market reforms penetrated more deeply into clinical decision-making, resulting in a 

torrid time for the DGM turned Chief Executive. His main task according to his 

colleagues was 'sorting out the funding problems and related pressures on the unit'. A 

manager who worked closely with the DGM commented that this was 'the time when 

some consultants were particularly militant and met together socially at weekends to 

plot how they could disrupt the unit executive'. The DGM described how at this time he 

was fighting for his own survival in the face of a concerted attempt to undermine him as 

a result of the changes he had to introduce in the acute unit in response to the overspend 

and preparation for trust status which meant that he could no longer pursue his interest 

in TQM: 

7 cow/f̂ M Y /My /gvg/ q/co/M/Mz/fMgM .̂ /yaz7g(/ TM/iygrâ ŷ .ygg zY ÂrowgA. 7 
way cawgA/ ZM /Ag crof.y-^rg, rAg /MZ6/(//g q/"a vg/y 6aff/g. 7 way Aavzng Zafg 
Mz'gÂ  (fz.ycŵ yj'zoMf aAowf wAĝ Agr /.yAow/̂ / yĝ zg?; or Mô  Âg c/̂ cw/fz'g.y / way 
AavzMg wzYA TMge/zca/ 7̂  .ygg/Mĝ ^ ô 6rgaA: Âe MzowZc/ a/ẑ y gg/ a worÂ zmg 
rg/â zoM ŷÂ  wzYA rAgm fAa/ wa.y /oZgra6/g. / Aac/ fo 6acA:^om zY (TgA(). / way 
aka/zMg wzYA a vg/^ <3fẑ rgMf orgaMMafzon̂ /T-om /Ag ofzg 7 wa,y /ManagzMg ZM /Ag j?rg-

TTzgM j/ow worArĝ f wzYA TManaggr̂ y, aafrnzMẑ ŷ â orj' a»(̂  ?7zzr.ygâ  wAo 
fgWg^y /o jxow coTT^rfaA .̂ 6'W(7gM^ / way (fga/zMg wzYA /)gq;)/g wAo, z/̂ MO/ 
gap/zczY/y, wgyg z/?̂ /zczY(y /ryzMg ô Mo66/g aTzŷ AzMgjyow a/Zf̂  Zz/MzŶ /oz/r 
ZT̂ wgMcg. way a /powgr ̂ (rizgg/g fAa/ Aâ / ô 6g ybwgÂ  owf̂  A^yg }'OM cowẐ f 
ga^AgryowMgy^oggfAgr ang/ f̂ arf ZMfroifwczMg ZMZfzaf̂ zve.y. 

With the crowded management agenda as a result of conflicts with clinicians and 

preparing the application for trust status, the DGM's level of commitment to the 

demonstration site declined rapidly. He also recognised that some of the key staff who 

had led the demonstration site were no longer around to support him, and that his 

influence was reduced as the service split into separate units: 
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rgM^gcoTMe a Zower jorzorzYy ayo/r^x ropfW ĉ eofA. a%»(̂ /on Aâ / fo 
/WTM fo ofAgy MO/yztyf̂ OTM 7^6M TTzw cozMCzWê / f/zg Df.yA'fc/' ZrajMZMg 
Mamaggr /gav/ng. 7%g f grĵ oMMg/ D/rgcfo?- Aoĉ  a/̂ yo ô/Mg //zMg 6^rg, Jo /Aa/ 
ŷo/Mg q//Ag /Movgf̂  ^Aô gra 7 Aaaf wor̂ gf̂  wfYA orfg/na/^ Aat/ goMg. v̂ rgay 

owffWg Âg acwfg fgcfor (pz-zofzYy coT-g %<»/() )4/Ao wgA-g worAiMg on gwaZ//}' wgfg MO 
/oMggr 7M); rgj;poM f̂6zV(Yy ay /^rgporgcf fo Agcomg /Ag CAfg/^gcwfzvg /Ag acwfg 

fro /̂gTM^ q//Mamfammg TigMacfzvify 

Although the Project Site Leaders in the acute unit remained en±usiastic about TQM 

and wished to integrate the concepts into the work of the future trust, they 

acknowledged the limitations of their influence, particularly in relation to the resistance 

of powerful professional groups such as clinicians. The Project Site Leaders recognised 

that it would be difGcult maintaining TQM in their unit if it was opposed by key 

members of staff: 

O/"COZO-fg M/g COM/ZMWĝf ̂ 0 gg^ ÔTM ĵgMZO?" c//MZCZaMf. 
ofgaMMâ /oM^ Am;g g/zYg q/"pgo/p/g, ŷcarcg j'^f^wAo Y go a/o»g w;YA 
ZMzYzaf/vgj /zA:g TgM /)gG /̂g }vAo woM Y 6z^ To wAof /Agy ^gg ay fAg Wg f̂ crazg. 
TAg)/ '/-g zT̂ wgM f̂aZ/?gop/g wAo 'vg gof fAgz'r afâ zty /?oarYzoM. wow/c/ fAg); go 
aZoMg wf/A ao/Mg/AzMg /Aa/ wowW wWg/'TMmg Âof /po-y/̂ joM? Fe/y/gw; q/zAg/M arg 
gomg fo 6z{)/ fM̂ o fY. 

7/ way coTMZMg /o am gn̂ / aw!̂  / Aâ / an g;î gcfâ z'oM q/coM ẑMwzMg /Ag approacA 
Âz-owgA rAg maMaggTMgM̂  ̂ rocg^a. A afrgMgfAgngî  /»}' 6 g / j ^ q/"wAa/ cowẐ f 6g /̂ong 

fM a /argg orgaMwaf/oM - fAg jfroMg co/M/MfY/Mgnf ô wor^/»g /» /ga/M.y /o aoZvg 
/̂ foA/gTM .̂ 7%g waa Âg (/zvgr̂ g groz/p q/pgqp/g. way morg c/ẑ cz/Z^ /Aon 
/yz a^cfoAy (1̂ /̂7ZMg ô Aw vwzY ô Âg an̂ f Japa/z wAgrg Ag Aaĉ  wfAzgfĵ ĝ f 
rgAf aĉ fvzYzga z» /zzaMz^c/z/rmg co/MpaMfg<y). TAgrg )/ow (/zg/n Y Aavg /Ag 
aw/oMOTMOzty ̂ yq/gjŷ zoMa/a /ẑ g /Ag 7%gy arg fo ma/zagg, /o /?z/f A 
/Aroz/gA a a/aM&z/'c/z'ĵ gcf g'z/a/zVy j'ya/gm. 

An outpost of Quality activities 

Although the impetus of the demonstration site was rapidly dissipating, Project Site 

Leaders felt that the experience gained in implementing TQM should not be lost. Any 

future activity would become ± e responsibility of the separate trusts and staff in the 

priority care unit which had participated in two project sites worked together to maintain 

some elements of the TQM activities. This was aided by the resignation of the Unit 

General Manager, who although popular with staff, did not prioritise TQM in the unit to 

± e extent that demonstration site staff had hoped fbr. She was replaced by a Chief 
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Executive, appointed to lead the unit to trust status, who saw the value of incorporating 

some of the TQM techniques into the processes of the shadow trust. This gave those 

staff committed to TQM a lifeline and a higher profile in the emerging trust, although 

the activities were now more focused on establishing standards for all aspects of the 

service, rather than the focus of activities in the former project sites. 

TTzg L / G M w a y q / " A g / - T g M a 
/zfcz/Ty fAg gw/ q/"Agr /'f/Mg. PFAgn fooA: /7/acg fo /Ag Mgw 
//w/ j'Ag gor̂ K rgf̂ f'rgmgM̂ . TTzg Mgw; CA/g/Exgcw /̂vg came a MOM-c/mfca/ 
AacAgyowMcf OMc/ ArowgA/ a v/gw q/"̂ Ag f grvzcg wzYA /zgr a W A g ( / rAg 
g'ZAz/ffy aggWaybrwort/ i^gf .yAg a/rzvgff. 

6'Ag wg// aAgoK̂  0/̂ Ag ga/Mg Âgrg moT-g rgM^f^pg ^ g o f M g OM 
/Agrg /AoM m fAg acw ĝ fno/. Âg evgn/waZ ŷ Aa<̂  a wAoZg 6/g(ffcâ g<̂  0̂ 

Âg rwM fo .yWzo. Tif a mwcA mofg yMc/w.y/vg aM<3̂  
a T-ga/ conA'ay/ fo Âg acw ĝ wA/cA wcw vg?^ /poZfY/ca/ yw/Z q/"pT-oA/gm .̂ 
(Health Authority Member) 

Staff who had worked in the demonstration site saw the opportunity with the new CEO 

to maintain some of the demonstration site activities, particularly with the requirement 

to include quality systems as a part of the trust application: 

M%gM fAg /AfMgj' rgaZ/y cAa/zgĝ /. 6'Ag gorve // 5'Ag 
arrgM(/g(/ ̂ OTMg q/fAg gwaZzYy rnggf/ng^y waM/gĉ  acf/oM. PFg gof ^A/ngj' <̂OMg q/i'g?' 
fAg a/̂ gM ĝ(f./ Zafgr wAgn TlgMywMc/fMg .ŷ q ĝ̂ f Âg wMzY (pz-yorffy fooA: ovgr 
aW fgcogMMgff rAg va/wg q/fAg wg wgfg (fomg. wgfg /n a aAoK̂ ow (rzt;/ 6)/ 
fAgm oMcf fAg gwa/zYy acO'vzYyg:y Ag^g(/ zty w/YA Âg cAongg fo oyw/7 f/wA 
(Quality Facilitator) 

Staff in the priority care unit were also fortunate that the f CAarfer did not 

impact on their service significantly which bore out the view of Joss and Kogan (1995) 

that the Charter measures were primarily geared to acute services. Ironically the funding 

made available to the Priority Care unit to meet its Charter requirements provided badly 

needed resources to maintain their quality work: 

7%g Patients Charter Gf/cAi Y zw ̂ 00 a^c^g(/ /Ae acw ĝ z/M;Y -
^ar/gnrj' cZ/n/cf fAa^^orf q/"̂ A/ng, 6w/ w/g Zorgg^ g.ycqpg<3̂  zY. 7%gywM<fmg 
OMof /oc^ q/"pfgffz^rg gMa6/g(f zt; fo cow/mz/g wo?'A;mg o» gz/a/zYy. TroMzcaẐ y wg wgrg 
a6Zg /MazMfazM morg TlgAf ac/zvzYy aw a fe.yz//f. 
(Quality Facilitator) 
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A Service Director in the newly established trust, who had been a Project Site Leader 

in the demonstration site, was clear that the work that had gone on in TQM had a 

direct impact on the quality programme in the priority care unit and subsequent trust: 

ffg oz/r own /o g'wa/i/y OMCg fFe iverg 
wg woMfgtf /o carfy OM (fozMg ômgfAzMg. TTzgrg Mo /onge?- am)/ /Mong}' 
ow/jfcfg Ag^ wf. ^ ĝ /a6//.yAg6y a gwa/fYy OMc/ zf /proĉ wcgc/ owr own 

fo Ag^ /)gop/g worA: ('» a grz/a/zYy ÂrowgAow/ /Ag orgoMMaf/'oM. 7%e 
(fî or/TMgM/ a/^o c/m/caZ aW/A /MOMOgg/MgMf AeaẐ A owe/ ̂ yq/gfy amaf 
ô Aef fAmgf aŷ oc/â ĝ f wẑ A gzzaZzYy. f rcygĉ a (/z(^ Vybf/Mo/Zy gnô yby zty Âgyy'ztyf 
fpawMg(/ fOTMg va/wa6/g ĵ mcgĵ ĵ ĝ  Âa/̂ jxow cow/̂ f M/gz-g TlgMAy ono/Agf mamg. 

This was confirmed by the Unit Manager who had been responsible for the community 

hospital that had subsequently closed and been replaced by a new unit: 

fFg /MÔ fg ŵa/zYy /Moz-g opgrâ zoMo/. fFAgm /Ag Mew wnẑ  cypgMge/ wg ZM/ro(fwcg(f i/ 
fAgrg. Zf Âg» Agcamg /;arf gygrŷ /izy /z/g. ^ gof ^ozM /Ag /̂ ĝ -ĉ fzoM /Aaf 
.y/q^M/gfe <̂ ozMg zY Agcaŵ g zf 7(gM / Wgr 6gcazMg zMvo/vg(/ zm ofAgy 
C07M/Mz/Mz(y Aojî zYa/̂  wg /oô ĝ f a/ ,yo/Mg q/̂ Ag g'zza/zYy fgcAMẐ wĝ  Âgz-g. /f 
MO /oMggy o ̂ z-q/ecf, zY way wAaf Aa(/ To 6g (foMg. /Z wa,9 vg^y /MwcA a6ow^ ^ 

);ow COM /provg }'ow Am;g /py-ocgg/z/rĝ  wz'zA ̂ aZz'gMfj'. 
(Unit Manager) 

The structure of the priority care service was seen to be one of the factors that helped 

support the development of quality management in the unit after the end of the 

demonstration site. In contrasting the impact of TQM across the priority care and acute 

units the DGM identified the consequences of different attitudes towards management 

in the two units and ± e difficulties experienced in maintaining a commitment to TQM 

in the acute unit with its powerful professional interests and suspicion of management: 

TTzĝ rzofzYy corg ĝrvzcg AW mwcA j'/MaZ/gr wMzZf wẑ A a fz7?^/gr j'ZT-MCfzzrg. /'zM ŷwrg 
fAâ  zY wow zMwcA gâ ze?" ZM ̂ rzorzYy corg wzYA zŶy c/gar AzgrarcAzcaZ /MaMagg/Mg/zf 
f(TT/ĉ wg, wAzcA 7MgaM,y yozz can 6g mwcA morg ̂ foac/zvg a TMOMaggr. 7/̂  vgzy 
Ĝ r̂gM^ zYz a /orgg ggMgraZ AojipzYa/ .rzYg_̂ o/M a co/MZMw?zz(y ĝrrz'cg. Com/MzzzzzYy 

woz//̂ / rgcog7zz'.yg /Aa/ /Ag CAẑ ^%gcŵ zvg w /Agzr 60̂ ,̂ wAgygof ĝ)/ 
qpzMZOM /MaArg/-̂  Agfg (acw/g zzMz(̂  wz// zM̂ rô /zzcg yow Âezr 6o.ŷ , Azz/ /Ag)/ (fo z/ 
wz/A a ZazzgA. Tbzz fAa(̂  a6ow^ Aow ̂ Ag}" agg jyoz/. 

The deepening impact of Working for Patients 

The pressures of implementing PFbrAfngybr farzeM^j (DoH, 1989) meant that the district 

was now responding to a m^or strategic change agenda which was rapidly submerging 
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TQM. This pohtically driven agenda meant that TQM became lower priority, both at 

board level and among managers and staff. By late 1992 the district had reconfigured its 

functions as the priority care DMU made a decision to apply for trust status in the third 

wave, with these structural changes having an immediate impact on the demonstration 

site. Project Site Leaders in the acute unit found it increasingly difficult to maintain the 

motivation for TQM as the destabilising affect of change impacted on staff: 

ro cfzWe wrgj. 7/ 
fwaZ/owec/ 6); way a Tow MO ZoMger 
gef wa.y Aemg Tow V eve/z 
AoT-row ^o/M ano/Aer // AegoM AreoA: moM)/ goo(/ 

one/ we were a/Z g/ZĜZMg w/fYA Y To 
gacA ofAer. 7%e zWea q/"/ga/M6wfV(ffMg OMif M'orArzMg /oggfAg/- Agz/zg 
(Project Site Leader) 

Other staff who were involved in supporting project site activity were also finding it 

increasingly difficult to maintain a commitment to TQM with enforced changes in roles 

and relocation within the district as the DMU's prepared for trust status. The hostile 

environment generated by the reforms also begun to impact on a wider service and made 

staff much more defensive and less willing to expend energy on an activity which was 

no longer central to their survival. These concerns were mirrored by a lessening of 

support &om the quality team as it lost personnel or became preoccupied with new 

initiatives such as the f A manager who had supported a particular 

project site was acutely aware of the rapidly changing climate in the district and found 

herself moved to a new location and no longer able to maintain the commitment she had 

built up since the introduction of TQM: 

fAg gMĈ  fAgz-g way a .yga cAongg /)/acg m f̂ Ag gfM/r/cA ffis woM/ĝ y 
0̂ ^ggp gomg /'ĝ '.yoMMg/ wgrg cAoMgfMg / way rggw/ygĉ  /o movg 

Xow /o concgMfra/g on A;gg/)z/2g}'ow/'^Agn ay j'o/Mg /)gopZg wgrg /o.yzMg 
/Ag/ŷ . TTzgfg way a cwZrwfg q/^ar growzMg, wzYA vg/Zgĉ  f/zrgafĵ  a morg 
awfAorzYarzaM TManagg/Tzg/z^^yo/Mg q//Ag new ̂ gqp/g gyg/yfAzMg 6gco/MZMg 
vgry ̂ o/zYzcaZ. Tif cowr̂ g a/ẑ ŷ g/f ay z/"zY waf a/Z A g z / z g a p a r ^ . 
(Nurse Manager) 

Dg/MOMj'̂ afzoM j'z/g acfzvzrzg.y wM f̂gr/Mznetf 

The separation of the two units increased the growing sense of competition in the 

district which was recognised by a Quality Facilitator and Project Site Leader who 
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acknowledged that competitiveness was undermining the earlier collective approach to 

TQM: 

TTze 7%g vzevv 'wg Yg Mor gozMg fo 
w/Aa/ wg (fo m owr wMzY, w/g Yg a 6z«;Mĝ .9 mow/'. fFg a goo(f Mgrworl 

6gfMg ĵ Aorĝ y OMyTMorg zY became mofg z'o 
co/MmwM/cafg ocT-ô ^ Âg 
(Quality Facilitator) 

TTzg coT/̂ gfzYfvg g(^g AoKf a ygo/^ Mggon'vg on I g M A gor mwcA /owgAgr 
^gqp/g rgfor/g!^ /o ZT-oK/î zoMa/ /MgrAo66 AggoM /o cwf 6ac^ OM acrzv/Yzgj. 

7%g)/ Zoff Agaz-f wg 6gca/Mg morg aMĉ  /MOfg ĝĵ ayo/ĝ f. /f 6g%f wAg» wg 
wgrg ^oggrAgr Tif woa Aar̂ f worÂ  ̂ g^zmg /Ag moTMgM/wTM wAgn };ow w/grg worÂ zmg 
a/oMg. 
(Project Site Leader) 

One of the Grst casualties of ± i s new climate was the training programme. With the 

separation of ± e two units it left the m^ority of demonstration site staff in the acute 

unit, with no responsibility for staff training in the priority care unit which was by this 

time arranging its own activities: 

TTzg fra/M/Mg cowr̂ ĝ y wgn^ 6}' fAg one/ wg fAg jZfOMg (razMZMg 
g/emgM^ wAzcA way Mgcgg^o/̂  ̂ wg wg/'g ^gg^ rgMgomg. /,f way /ĝ ^ goayybf 

fo rogg/Agr o» //zzng^ ZzArg frazMZMg. TTzg zzMzŶ  fo î gvg/op /Agz)- own 
ap^roacAgf /Agzr owM foo/^. 
(Quality Facilitator) 

The separation also made it more difficult to maintain the Quality Forum, with staff who 

had previously valued the steering group now believing ±at it no longer had a useful 

purpose as they became preoccupied with the development of their own units. A Project 

Site Leader from the priority care unit felt it was appropriate to withdraw from the 

Quality Forum, a move justified by the competitive nature o f trust development: 

TTzg gMvzroMTMgMf way wroMgyb/- ĉ ozMg /̂zzMĝ  /z'^ foge/Agr fFg werg zn a 
fẑ wof̂ zo/z, a (/z.yc/'ĝ g ofgoMZfâ zo/z wzYA coTMTMgrcza/ ĝn̂ zYzvzrz'gf. 7/ /gâ ŷ 

gay)/ybr ŵy fo worA: /ogĝ Agy. Tn /Ae gn̂ f zf way fzgA/ ̂ Aa/ /Ae gwa/zYy Fofw/M wg/ẑ  ay 
wg Aâ f /o ZooÂ  own ZMfg/'gĵ /. /r âzW MÔ  mgan g'wa/zẑ  worA: gM(fg6( wg no 
ZoMggr ĉzW zY foggfAgy. 
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A Project Site Leader commenting on the visible impact of the reforms witnessed the 

growing importance of new areas of expertise that would play a more pivotal role in the 

reformed service: 

cAoMggf Aegan fo TigM O Âgr M fAe 
wgT-g MOW growmg ZM /TẐ or/OMCg, /. 71, /MarA:gffMg 

coM/roc/mg. TTzg gy?̂ AayM Aggon fo co.ŷ  voZz/mg ay fo 
g'wo/zYy q/" êz-v/ce, MO /)Zacg ybr 

jRê yzgMar/OM q/̂ fAe f CAay? /̂oM 

The impact of these changes had significant consequences for the District Training 

Manager who was unable to support all the project sites as the district structure 

fragmented. With the separation into DMUs she found herself located in the acute unit, 

with no influence over the staff in the priority care unit. A Project Site Leader described 

the difficulties she faced: 

TigMvyaf gg^fmg fyyoZ/owĝ ^ wp 6}" Âg o^Agrpre.y^w/'gf. 7%gM Âg 
Agr cgM/ra/ fn^wg/zcg fo /:g^ a/Z go/Mg ay .yAg vvorArg^^/Ag acw/g wnzY. A 
coM/rzAŵ ĝ / fo fAg ĉ morngM ŵm on a /̂wZT-fĉ -wfWg 

A colleague in the quality team witnessed the impact of the growing isolation of the 

District Training Manager 'who was now getting a lot of stick' from the board. She 

realised that the departure of the DTM was inevitable, as the demonstration site 

activities began to fragment and came under ± e control of an unsympathetic Director of 

Personnel. The DTM also anticipated losing her place on the board with the changes to 

the membership in preparation for trust status: 

6'Ag ZAg gn̂ Z, w/Ag/i ̂ Ae gof a /'/ocg OM /Ag 
aW WOK gapofg(/ fo .yo/Mg (̂ zAg TTzgrg way a z'/̂ gAf/Mg go/Mg 

OM ang/ zY g;«pofgg/ Agr morg. 6'Ag way ĵ ztyAzMg Âg czty/omgr ̂ grj;pgc//vg a»(/ Âz,y 
(/zWrn Y go (fowM wgZZ ancZ f Ag Agcamg an gajy /arggZ. 6'Ag (/zWrn Y w/;y Âg wa^ 
Zgav/Mg /Aaf Âg DGMAa^/ 6ac^g(/ ant/ 7Ma<̂g // ybr Agr an̂ f fAg 

Mo/afgâ . 6'Ag fga/!.yg(f ̂ Aâ  .yAg wow/(/ Zofg Aer Boarc^^/acg an /̂ wow/̂ / Aavg ô 
go 6acÂ  fo Âg f gT-aoMMgZ DgpaT-frngnf aW wow/̂ / Aavg /oaf Agr .yfaAty a/K/ Aa<f a 
/Managgr ({D/rgcfo/" q/fgfjOMMg )̂ wAo wayn V (M/grg,yfg(/;« fAg comc^/ TgM 
(Training Manager) 

As the DMUs moved towards introducing the new structures, the District Training 

Manager had become isolated at the board with few allies. This situation was 

exacerbated by the fact that the DGM had now assumed responsibility for the acute unit 
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and became the acting Chief Executive with the remit to prepare it for trust status at the 

fourth level, and had less time to devote to supporting the demonstration site. She also 

recognised that she would lose her place on the board as the number of members would 

be significantly reduced to reflect the forthcoming arrangements in trusts and that there 

would be no place for TQM at board level under the new structure. These changes 

culminated in her decision to leave the district: 

TTzgrg vyay a /or q / o A o w f gwa/zYy 7 co/MZMg .yo / 
(fgcẑ gcf fo /gavg. / rgcogMMĝ f 7 Zô ĝ my ̂ /acg wAgM fAg f 
ca/Mg m zY wo /oMggy Aorvg /Ag .y/ra^ggfc q/a /pgf̂ oM 
T-g/̂ ygĵ gM̂ /Mg or g%gcw/fvg Jgyg/. Zoo^/ng 7 wa,; vg/y nafyg oAowf ivAar way 
A(%pgMZMg /M rAg c/wfrfcf. 6'gHfo?' /)gqp/g wĝ -g /)/ary/Mg ga/Mg^ one/ 7^g/f ///:g Âg 

ZoTMA Of wg ̂ rogrgMgf^ 7/g/Z vg/y vw/MgraA/g 
Awgw 7 cowWn Y (fo zY Ay Twyfg^a; Aw gMrAŵ ;a.y7M 6/^g(7. 
(District Training Manager) 

A Project Site Leader and Health Authority member each identified issues which they 

felt made the District Training Manager unpopular with some Board members, and 

meant she was unable to secure the support &om Board colleagues: 

7 /AfMA: ̂ Ag Ay ô/Mg <̂ zygcro7'j'. 7 Âg /Mgj,$agg ̂ Ag 
(Tymg /o ggf acro^ .̂ 7f way wzYA ĵ omg o/̂ Ae/M. TTzgy V /fA:g /Ag 
/oMgwagg q/gzA3Z/(y. 6'Ag wayybrc^Z one/̂ â ŷ/oMofg a6ow/ ^omg q/ 
/AgTM cffWrn Y /z'̂ g /AaA 7%grg way a vacwwrn wAgm Âg /^ . 7f ngĝ /ĝ / Agr OM /Ag 

fo ^g^ fAg ;Mi/far;vg gozmg. 
(Project Site Leader) 

7 rAg /?w/Zg<f /Ag corpg^^o/M z/Wgr Agr fAg gMî  oW Agr gy/^/rg 
way ZaArgM away^o/M Agr TTzgrg wgrg a /o/ q//)gqp/g wAo wgrgM Y /Mfo gwa/zYy 
z.y.ywĝ . 6'Ag Agca/Mg (7M///w.yfOMg<7 ay a fgfw/A 
(Health Authority Member) 

The resignation of the District Training Manager led to deep disappointment among her 

colleagues, who had lost a leader who was able to motivate her colleagues and maintain 

the commitment to TQM in spite of the setbacks that were rapidly undermining the 

demonstration site: 

7yg/r cAgafgc/ wAg» aAg /^ . 5'Ag /fvg(y g'wa/fYy anof (/g7Mo».y/fafgâ  zY m Agr appmacA 
fo /)gqp/g. ^ g f .yAg wg wgrg /MaAzMg ay wg wgnf aZoMg. 6'Ag AacZ givgM 
(//ygcf/oM. fFg wg Aa(/» Y gof a ̂ fqpgryoA - Mo6o<^ way af^'ng zty /o &) 
aMy/AfMg. Fbw Aa(/ 6g vgfy (ygrg/'/M/Mĝ f /o gozMg. 7gof .yo/Mg 
o/Agf ̂ gqp/g co7M7M/YZg(/ To rgMzn /My (̂ arÂ g.yr Aowr amĉ  waĵ  Ag^g /̂ Zo .ygg fAg 
va/wg q/wAa^ 7 way (ZozMg. 
(Quality Coordinator) 
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Following the resignation of the District Training Manager a decision was made not to 

reappoint a TQM coordinator post at directorate level and it reverted to one of the 

functions within the Personnel Directorate. The Quality Facilitator who was given 

responsibility for the demonstration site saw this as an early sign that TQM was quickly 

becoming a lower priority: 

f Ag 7 ^ 7 way gwo/fry a accoz/MfoA/g fo Âg 
D/rgc/o/" q / f gffOMMg/ M/fYA mo vofeg /Ag (/rwm ybr 

/̂ A-ugg/gcf OM wzYA ÔTMg A g / p f A g ZT-azMfMg fgo/M /Ag 
ocw/g w»;Y/)rq/'gcA Âg/z /Ag Patients Charter ca/Mg a/ong a/z^ rAor ĝco/Mg /zzy 
TMOZM rgj;poM.yz'6z7z(y. 

With the DGM now preoccupied with developing the acute sector trust, the 

resignation of the District Training Manager vyith her product champion role, and the 

remnants of the quality team increasingly preoccupied with the demands of the 

f CAarfgr the demonstration site rapidly ceased activity at least as a district-

wide initiative . 

Introduction of the Patients Charter 

The was published in 1991 (Cabinet OHice, 1991) which set out a 

range of rights and standards for patients. These were accompanied by performance 

tables which measured such areas as waiting times and cancelled operations. The 

implementation of the CAarfer increasingly jeopardised the operation of the TQM 

&om 1992 as it was a statutory requirement. Those remaining demonstration site staff 

were now given new duties under the f CAar^gr, including collecting data on 

patient throughput which in turn created further tensions around quality issues with 

clinicians. The responsibilities under the statutory requirements of the CAaz-fer meant 

that it was increasingly difficult fbr staff to maintain their commitment to TQM 

activities. Two Quality Facilitators described the problems the introduction of the 

f CAar̂ gr posed for them: 

A cozzfT-oz/zcZĝ / ozzrywMĉ azMgM̂ a/ g^roacA. way vgzy z^cozz^rfaA/g zzzoz-zyzzzg zzp 
/Ag CAar̂ gz" wz/A wAar wg wgyg fzyzzzg fo afo zzz TgM 7Ag ^gzzfcazzzg zzz /Ag 
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oppmacAe .̂ /f way aZ ô c/^cw/f Aecaztye Âe 
(/oc^or^ Aa/g(f zY (Patients Charter), fplg were ĝ/Zzng fAem Aow fAgy ofg go;»g 
M/orAraW f q^grybrfx /̂garĵ  i4/Ag» /Ag)/'vg Aac/ foW awe/ co/?^/gfg Ow/OMO/M}'. 7/ 
fgg/Mgâ  onô Agr /MgcAoMM/M fo /Mawagg (â ocfoz-ĵ  /o fAem. 

yy a 6zg (y//g/M7Ma M/ofA:zMg OM rgMan^/ Âg Patients Charter. A Avo 
(/^rgMf rA/Mgj oMcf rAg)/ Mor mggr. 7%g CAaz-rgf way a// a6ow^ /̂/MgacaZej, 
gg f̂77g /)gqp/g fArowgA fAg /)0j'ĵ z6Zg, wAgz-goy rgMw<iy a6ow^ 
/̂ /-ovẑ zMg o gwa/zYy ^grvfcg. 7%g Patients Charter TgAf — way a cw/^rg 
cZayA. 7/ wa,y a 6/g (f/̂ ay^gf./ 

The top down approach of the CAarfg/- was contrasted with TQM. The emphasis placed 

on waiting lists and standards were seen almost universally in a negative light by two 

Project Site Leaders who had to respond to the CAarfgr requirements: 

Aa(/ ̂ 0 rĝ poM f̂. Tif Aa<̂  /o 6g (/ong. Tif way (/owM w/f/z no co/iywẐ afzoM. TTzgy 
(DoJ^ wgrg »o^ zM ĝrgf̂ g(/ /»(̂ /.ycw&̂ fOM. ^ Aâ / no ^ay //zg ŷ/amf̂ arck. 5'o7Mg 
wgrg AfgA(y Ma^ropfza^g. /if cow/(/ Aavg wor̂ ĝ f w//A TgAf ^/Ag f ̂ am /̂ariA Aâ y 
6ggM Agf/gf ÂowgÂ  owA 7/ way %)/ca/ q/̂ Ag Do/f ĝcr/oM^ rwM»mg 
<7^rgMf^rq/'gcfj' aW Mof fa/A:zMg fo gacA ofAgr 

fFis a//yg/f fAa/ z/̂ )/ow wgfg ayAĝ / cfĝ /gM j'o/Mĝ /zzMg ^Aa/ way Mô  a6owr gwa/zYy 
j/ow wow/c/ Aavg (/gyg/opg /̂ ̂ Ag Patients Charter. 7/ ̂ yAow/̂ / 6e a6ow^ /M̂ gmzMg To 
cw,yfo7Mgr.y. Tif \ wAa/ cztŷ orngf̂  ,y<̂  /Aaf Ag^ ̂ /ow zWgM̂ ẑ  rAe ̂ roA/gyw .̂ .Bw/ 
ô/Mg6oc(y z(p ̂ Agrg .yazW Âw M wAa/)/ow wzV/ acAz'gvg. ^ a// /AowgA/ zY way TTV̂ g-

^oW(y MOTz-gwaZzfy. /if way Aarĉ  To argwg wẑ A ^A/z (arcAzYgĉ  (̂ ^Ag Patients 
Chartei)) m /)rzMC /̂g OM .yAof/gz- wazYz/zg ẑ'zMgf, zY way ao/Mg6o<^ g/ĵ g âyzMg Âz\y 
z'j' Âg frazze/aT-̂ /jxozz wz/Z ac/o/?̂ . /̂  wayw Yyowr /oca/ g'wa/zYy group, /if â zW/z Y Ag^ a/ 
a//, /if way /ẑ g oz/ aW wafgy. 

Similar views were expressed by a Quality Facilitator whose work was increasingly 

concerned with responding to the monitoring of response times and waiting lists and 

less on facilitating TQM processes. 

/f wâ y ca/a/MzYow.y./ A ̂ /zW/z Y Ag^ Âg gwa/zYy cazz.yg. )Fg Aaĉ  /o <̂ o the Patients 
Charter a/ẑ f wgrg zzof <̂ oz>zg gwa/zYy worÂ  af a//, /f way a Govgrnrng/zf zMzYzaf̂ zvg, /̂ow 
zMzzf r <3̂0 Âz'j TTzoMzYorzMg. /f wa^ ̂ zz^ofg(f fo 6g a6owf /?rovzWzMg a gz<a/z(y fgrvz'cg, 
A)/ ̂ Aâ  '.y rwAAẑ yA. / gWg(/ z(p (Zozzzg Tzo /Moz-g fAazz zMOMzYofZMg. / wâ yn Y a6/g ô â o 
an}" ẑza/zYy z/ẑ rovgmgM^ wofA:. /if wa.y af fAg g^pgzzfg q/gvgry^AzMg g/.yg. fPTzgzz fAg 
rgM/wTzĉ zMg gM<̂ gc/ wg Aa(f fwo /7gop/g ZM /;off (/ozVzg g'zza/zfy wor ,̂ a Patients 
Charter Coorâ zMafoz- a/ẑ Z a gzza/zYy Facz'/zYa/or. Gwgf̂  wAo gof Âg cAqp.̂  

Finally a comment 6om a Unit Manager summed up the feelings of many managers, 

who had worked on TQM developments and valued the approach to quality promoted in 
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the demonstration site, about the differences in the two approaches that became clear 

once the CAar/gr requirements were understood: 

fFg ybr a M/Az/g Patients Charter woj' 
CAor/er were gwzYe co/?̂ /e7MeM/a?y. 'fg MoA f C 

fem'Mg a ŵaZzYy con/roZ (ypg aWfA Tow 'vg gof fwo 
0/coTMmg fA OMg ivay /o aWzY cAgcÂ — f/zaf w/Aof fAg CAorfgr 
6fogf. 7%g o/Agr M fo gg^ fM̂ Wg Âg oz-gaMwâ ioM oW gef gvg/yAoi^ rAmh'Mg 
gwa/ffy - fAafwAof TgM/rzW /o afb. /'TM Mof jwrg fAo/ f/zey org rga/̂ y co7?^af/6/g. 
(Unit Manager) 

Diminishing Support for the Demonstration Site 

As the impact of the (DoH, 1989) reforms intensified the quality 

team looked to the DoH fbr support, but found little to reassure them, confirming the 

assertion that little expertise existed in the DoH as far as TQM was concerned (Joss and 

Kogan,1995). This had of course been evident early in the life of the initiative according 

to some managers, who felt that a junior group of civil servants at the DoH had been 

given responsibility fbr the demonstration sites and clearly lacked technical knowledge 

of quality management techniques. Managers increasingly believed the DoH had very 

limited expertise in TQM to offer the district and that they were dependent on other 

demonstration sites to provide ideas on implementation. As the project entered its final 

phase the DGM became increasingly sceptical about the DoH's commitment to the 

initiative: 

rAg gM(f wg fy/gĜ  /o gg/ .yo/Mg q/̂ Ag ĵ gMzo?" Do77^gop/g coMvzMcgâ  
.yoyMĝ AfMg wAzcA fAg)/ owgAf /o 6g /a^mgybrwa/'^f zY cow/̂ f (/g/fvg/" 

6;g .ym'fMg,*. V acA/gvg fAaf fAgfg M'Of mo groM /̂ .{̂ rgoKf/Mg owf 0/ 
/Ag OM fAg wor/: 0 / 7 % g Z)g/;or^gM/ 

/̂ rô /wcĝ / g/of jy AmcAwrĝ , /Ag}; ca/Mĝ OTM Âg 6ayg/MeMf ^^or/ZMgnr /o 
wAaf Âg)/ wgrg (/omg Ââ  fAgy A6K/M Y waŷ ĝ y fAg/r yMOMg}" or owr fz/Mg. .Bwf 
fAgjy Mgvgf ca/Mg^o/M /Ag ôp. A'b OMg fazW)/gf /Ag Aavg ĵ rovĝ f 
/Ag;'/" worfA aW wg owgA/ ^prgW zY owA TTfg/'g way Mgve/- oMyfAmg rga/^ 
aAoŵ  w/Aĝ Agr ;Y way a ,ywccĝ ^ jAow/f̂  6g /w /̂gfMgM êc/ g/j'ewAgrg o/" wAĝ Agy zY 
way a foWyaz'/wrg. Tow wgrg ygaZ/y Mof /̂ low/Mg. 

This view was supported by the District Training Manager who had participated in 

national events with other demonstration sites and saw evidence of the DoH's changing 

preferences as far as policy was concerned : 
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7 wo* ZMvzYec/ f/z a ĝf z/p 6}" y/rgm/a ^offo/M/g)/ ̂ gcfg^ay^ q/ 
6'̂ afgybf fo /̂ rot/wee OM W-Z c^gwa/zYy' /o 6g /̂ wA/wAe&Z Ay fAg DoTi/i / 
wgMf wp To ^;YgAa// OMcf M///A fAg crvzY ̂ grvwzff OM /Ae ̂ rq/gc/«»(/ f/zM 
ygg/zMg zY way Âg fwoM ÔMgybr 7gM //' way an â /zYWe q/̂  Wg 'vg c/oMg zY, 
(foMg fAg ̂ T-q/gcr, (/oMg ̂ Ag gWwar/oM. ẑĉ ĝ / rAg 60;%;, Zer movg OM'. y(̂ gr zAg y4-Z 
way /?w6ZMAg6/ fAgfg (yzG&z Y ĵ gg/M fo 6g OM}" zM/grgj:/ Z^. Zz' OM fo ô Agr 
zMzYzafz'vgf. 

Following her resignation the District Training Manager moved to a post in the Cabinet 

Office working on quality initiatives in the public sector on the strength of her work in 

the DHA. This meant that she worked alongside some of the civil servants who had 

been responsible for ± e TQM initiative. As a result of this contact she began to 

understand more about the thinking behind the demonstration sites and conGrmed her 

view (and ±at of other members of ± e quality team) that the DoH had no real 

commitment to supporting the quality management initiatives developed in the 

demonstration sites after the funding ended: 

/ rgaZz,yg(f zY waa' ygf}; mwcA A%y .yAorZ-fgryMM/M. /yYtyr gof fAe ̂ gnfg fAaf ̂ Ag czvzZ 
ĝrvoMfiy ZooArgff arowMcf ZM 7959 fow ômĝ Azmg wfzŶ gM a6ow/ rgMontZ ̂ azW 

/gf 'y gz'vg zY a /T}". TTzgrg yggmĝ / MÔ Amg morg ̂ czgM̂ z/zc a6ow^ zf 7ywyf 
woM f̂gr ^^omgAocfx rgoî ^ OM ar̂ zc/g a6ow^ g'waZzYy ZM /̂zg AgaẐ A ^gcfor zn 
ŷ TMgrzca OMff f/zowgA/ wg ŷAowZĉ  ̂ Zo a 6zf q/̂  rĝ goA-cA aroz/Mif /Aaf 
coMVZMCg fo/Mg6o(^ fo ŷo/Mg /MOMg}" AgAzW zY. fAgre M/g werg 6z&ZfMgybf 
ywM̂ZzMg OM̂Z fAg f'gj'/ zĵ  Az.y/OA}'. 

The feeling that ± e DoH had dallied with and then dropped TQM was a view held by a 

number of managers who had committed themselves to the demonstration site. In the 

DGM's view the scale and complexity of introducing TQM into the NHS was not 

matched by an understanding of the time it would take to embed quality management 

into the service or the level of resources needed to achieve the changes envisaged: 

/ (ZoM Y /AzM̂  fAg DoTZ wor̂ ggZ a corrgc/ ẑ/MgfcaZg. 7 /AzYiÂ  ^ ZAgjx Aa(Z .yaztZ Âz.y za 
a ZgM );gGy ̂ /-q/'gcr, Zĝ f gvaZwâ g zY zn 7PPP OMcZ .ygg z/̂  zY.y .ywccggî gtZ, zAof wowẐ Z Â rvg 
6ggM /-gaZẑ y/̂ zc. ^zAg)/ AacZ rgaZ^ womZĝ Z ̂ ozMg Mgw ZAzmÂZMg OM̂Z Mgw (^mocAgiy z/z 
OM orgaMz.ya/zoM q/"fAz\y .yzzg cof?̂ Zg%zYy, org omZy goZng fo .ycraZcA fAg 
.ywAyocg z/jyow o»Zx gg^)/gar OM ̂ /garywM̂ ZzMg. TTzg q/TMOMg)/ zAgjy /iwf ZM z\y MÔ  
gozMg fo /T'OM.̂ r/M fAg wAoZg orgaMzlya/zoM. 7f way a mô Zĝ / j'wm ZM fAo.yg 6Z6̂ .y. 7f 
woyM Y a frg/MgwZozty (fg/MOMf/rafzoM 6}" zAg Dg/?ar̂ /MgMZ q/"fAgZ/" 6gZz^zn TgM 

A Project Site Manager who had visited the USA and Japan to study TQM techniques 

acknowledged how vulnerable TQM had become with other pressures pushing it down 
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the agenda with the loss of interest by the DoH. He had witnessed highly developed 

quality management systems in companies in the USA and Japan and recognised that 

TQM was operating in a very different organisational context in the NHS which did not 

have the structures, processes or commitment in place which could have supported it 

when it came under pressure from competing interests: 

way wzrA on/y q/fAg oz-goMMaffOM aW M/Zzen /Ag go/ng go/ fowgA 
zY Y gmowgA /o gz/ry/vg. JY waym Y jcgrcgzvg /̂ ay Jo/MgrAzng /Aaf zY 
cfgyg/c^ggf r/zfozzg/zozz/ f/zg orgaMz.yafzoM wozz/̂ / ma^g zf zMorg e^czgM/ z-ĝ /wcg 

7r way f ggfz a co.yf, wAzc/z rzg/zf zMz/zaẐ  ay zY (/zW cô yf /MOMg}" fo ŷgr wp. 
TTzgz-g '<y o/z z/zvgj^gMf /̂zâ  Aay fo 6g zMaafg /o gg/̂  zV goz'/zg. ^zp^ fo /̂zg ozẑ / 
Japan Ag^g(/ mg //za/ aW .y/rgMg/AgMĝ / 6e/z^ fFg jaw w/za/ cowW 
6g (/oMg ZM a Zorgg oz-gonzlyafzoM. TlgMwaj a jyj/gzMz.ygff approac/z, wzYA (fa/a a/ẑ y 
ZMgaywfgzTzgMA // wa&M Y f/zg y'zty/ f/zg jq/? o/̂ /zozzgA //zaf zj o6vz'ozty(y z'zT̂ or/a/zr. 

The demonstration site officially closed in mid-1993 when the funding ended. By this 

time the priority care unit had achieved trust status and the acute unit was in the Gnal 

stages of its application to become a trust. With the complete separation of the two 

services the priority care trust had now established it quality management systems as 

part of its day-to-day operational activities, whereas the acute unit had only recently 

resolved the conflict between managers and clinicians about the future of the service 

which had overshadowed work on TQM. In spite of the difficulties facing the acute unit 

the DGM saw the fafzenfj' (DoH, 1989) reforms as potentially making it 

easier to support TQM: 

TTzg Zgaĉ erj/zzp ro/g way mow mwc/z c/gargr a/w/ z/ Arô g (/owM rAg .yzzg q//Ag 
orgaMẑ a/zoM zM/o â gpara/g ra/Agy Âo/z a 6zg (/zj/T-zcf. rgMcoz//(/^ofg/zfza/()/ 
Aavg z/j' z» rAg r^rmgcy jgrvzcg. ẑ/r /Ag zm/z}' z.y /Aa/ /Ag z-̂ r/M.y 
crgarg^ a vay/ amoz/Mr q/Mgw worA: fAa/ /zzga/z/̂ 'ow coz//(f MO /onggf a^r^/ /o z/zvĝ / 
ZM rgMAgcaztyg zY woj'M Y goz/zg /o 6fg/zvgf zfz /Ag jAorf-fgr/M /Ag .yor/.y q/gaz/zj yow 
Mgg6/g<̂  ZM fAg Mgw /nty/j. 

The new demands placed on the emerging trusts brought with them a tougher style of 

management and changes in the relative power of managers and staff. The DGM, who 

had been seen as sceptical about the reforms, was clearly uncomfortable with some of 

the developments these new organisational fbrms were creating: 

Tow wez-g gropp/zMg wzYA ngw coMC /̂,y, fAg Mgw Za/zgwagg q/"/Ag ZTzarAe(p/acg -
/MarArĝ  j'Aaz-g, yzMonczaZ (/ẑ czp/zMgj, /Tyzng fo oz/̂ â o /Aaf̂  /Mganf 
/Aa/ /Ag Aaz-̂ f gĝ gâ  /zzo/zaggM wgrg co/Tzzng fo rAgybrg. A way ĝcozzzzMg a prg/^y 
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oz-goMwa/zoM, omYWej ancf wfYA amVWê  fo ofAer 
orgoMMarioM^ /Ag TYHS" vfgre cof̂ OM âfzoMoZ. / cfoM V ÂmA: zY go^ rAâ  6acf 
/oco/^, 6wf /Aere wa.y ôf̂  q/yge/zMg wowmâ  fAâ  forf q/pre^g/zcg /» Âg a/r 
fAa/ TMgoM̂  Âa/ fAg rgMz}pg c^roocAg^ /o,$f owA 

v^gf/Ma^A 

The establishment of trusts in the acute and priority care services coincided with the 

formal end of the TQM demonstration site and the abandormient of many of the former 

activities as the new trusts responded to the demands of the internal market. This 

brought in its wake further structural change, with the two trusts reconfiguring their 

services in response to subsequent ministerial interventions. At the time the fieldwork 

for this research was conducted many of the managers interviewed no longer worked in 

the service, either grateful recipients of redundancy packages or victims of further 

change within the service. Survival would depend increasingly on the individual's 

ability to respond quickly and with flexibility to the ever changing demands made on the 

service. In this climate it was no longer seen as sensible to promote the activities of the 

demonstration site and in the words of one manager ' you got the message about what 

was important and it wasn't TQM, quality didn't exist in our dialogue anymore'. 

Case Study Analysis and Discussion 

This section examines the themes identified at the beginning of the chapter and relates 

these themes to the grounded analysis of the case material in order to examine the 

empirical data with the help of theoretical perspectives on the final phase of the 

demonstration site. There are four main themes, the final TQM activity, acute unit 

problems, the f and the lack of DoH support and the problems of policy 

implementation. 

Contested Final TQM Activity 

The quality team's work on environmental improvements in an acute unit site was 

the last visible sign of the demonstration site activity and drew criticism firom 

clinicians who regarded the activities as trivial and of no consequence, hi attracting 

this criticism the quality team were disturbed by the vehemence of the disapproval 

which had grown with each succeeding project. The team on the other hand saw their 

activities improving the quality of hotel services (e.g. attractiveness of facilities and 

information provided for patients) in the acute site contributing to the overall quality 
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of the service ofkred, and very much in keeping with the exhortations by Duncan 

Nichol, Chief Executive of the NHSME, who had called for better information for 

patients, improvement to public areas and reception arrangements among the range of 

provision which needed improvement (NHSME, 1989), and Martyn Long, Chairman 

of NAHA who similarly stressed the need for improving the 'soft areas' such creating 

more pleasant surroundings, providing better information for patients and higher 

standards in hospital facilities (Long, 1989) at the outset of the TQM initiative. 

What this tension between some clinicians and members of the quality team 

emphasised was the difference between managerial and professional perceptions of 

quality (Ranade, 1994).This conflict was a superficial example of the more 

fundamental issue of who defines quality in health care and what constitutes quality 

in the service. The traditional view of professionals that they determined matters of 

quality was increasingly being challenged by managers and constituted what Pollitt 

(1992) referred to as the lack of agreement about definitions and concepts of quality 

and 'turf wars' between different groups in the service. More fundamentally what this 

struggle over turf represented was the failure to establish a shared view of what 

constituted quality in the service (Ranade, 1994) which was the original intention of 

the TQM demonstration sites. 

Acute Unit Problems 

The difficulties facing the DGM as he took over responsibility for the acute unit 

illustrated the problems facing managers as the implementation of 

(DoH, 1989) strengthened the formal powers of managers over clinicians (Ranade, 

1994). The need to ensure that the unit progressed smoothly to trust status meant that 

clinicians and managers had to work together as they prepared for the unknovm 

consequences of the internal market and the need to convince purchasers that the service 

would be able to deliver high quality cost-effective services. The work undertaken by 

the DGM as he assumed the role of the Chief Executive and steered the unit towards 

trust status meant that he had increasing influence over clinicians reflecting the findings 

of Ferlie et al (1996) that fFbrh'Mgybr (DoH, 1989) emphasised managerial 

perspectives. The reforms also saw a change in relationships between services, and 
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within services, as they moved from management by hierarchy to management by 

contract, and in turn increased the skills of management and the nature of relationships 

in the service. 

The DGM's responsibilities in the acute unit also raised issues of credibility as he 

succeeded the clinically trained UGM. Fitzgerald and Ferlie (2000) argue that many 

doctors do not consider non-professionals qualified to manage medical services, as they 

do not have the specialist knowledge to make decisions about detailed issues of service 

delivery. They argue that there are advantages to employing professionals in 

management roles in that their specialist knowledge gives them credibility among their 

professional colleagues. In the case of the DGM he was following in the footsteps of the 

UGM who as a clinician, and in spite of professional scepticism about the role of 

management, was well-regarded by his colleagues. Whatever strengths the DGM 

brought to the new role of CEO of the acute unit, he was still seen as the 'enemy' 

(Fitzgerald and Ferlie, 2000) in the eyes of some senior clinicians which could account 

for some of the 'bloody battles' he reported on taking up the post in the unit. 

The resignation of the District Training Manager was a m^or blow to the demonstration 

site and resulted in reduction in status of TQM &om board level representation to that of 

middle management, reflecting changes taking place across other demonstration sites as 

commitment to TQM waned (Joss and Kogan, 1994). It also resulted in a loss of morale 

among the remaining members of the quality team which had been motivated by the 

personal characteristics of the DTM whose drive and energy 'to the point of 

obsessionality' (Pettigrew et al, 1992:107) had kept TQM alive in the face of growing 

opposition. 

Although the reasons for the DTM's resignation were complex, the analysis of the case 

material suggest that the increasingly crowded agenda driven by 

(DoH, 1989) meant that the DGM was no longer able to support TQM activities as he 

became embroiled in a power struggle with clinicians over the future leadership of the 

acute unit, and this lack of top management commitment opened up the opportunities of 

those opposed to TQM to deal it a fatal blow. This pressure was reinforced by the rapid 
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restructuring that took place as the district separated into two units, with the DTM no 

longer able to promote the work of the demonstration site across the former district and 

left with responsibility for an acute unit which was proving hard to convert to the TQM 

cause. Lastly, the arrival of clinical directors on the executive board with key decision-

making roles on resource allocation (Fitzgerald and Ferlie, 2000) meant that their hostile 

views of TQM were now being aired at the apex of the service and effectively 

marginalising the DTM and her efforts to influence the board in extending TQM 

activities. This accords with Pettigrew et al's (1992) view that venture managers can 

experience resistance to change when dealing with other more conventional 

departments. 

A consequence of (DoH, 1989) was the need for the service to 

respond to the powerful top-down reform agenda driven by central government, with 

managers and senior clinicians experiencing the impact, although in keeping with 

clinicians' scepticism about the value of management, the DGM became the focus of 

their discontent. As Fitzgerald and Ferlie (2000) stress, when professionals perceive 

their position and freedoms are being eroded it is 'management' who G-equently get 

the blame. This is particularly so when they are seen in the role as the agents of 

government ministers concerned with securing compliance to the latest initiative 

(Hunter, 2000). 

As the structural changes associated with the internal market began to impact on 

professionals and support staff in the district, the demonstration site was having to 

adjust to rapidly changing circumstances, These included the destabilising effect of 

restructuring with staff 'concentration on survival as the primary aim' (James, 

1994:83). This led to what Hunter (1996) has described as 'low trust relationships', 

with the uncertainty about the future of the service leaving frontline staff 

disempowered. A further consequence of the internal market reforms was the 

separation of the acute and priority care units and a 6acturing of the previously 

informal and collegiate relationships (Ferlie, 1999) between staff of the two units. 
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MzzMroMZMg a Qwa/fYy MarMagg/Men̂  

Analysis of the case material revealed that the priority care sector was able to maintain a 

number of quality initiatives in contrast to the acute sector which was consumed by 

internal political conflict, following an overspend and the loss of the UGM. This 

reinforces Ham's (1999) argument that f ar/gMff (DoH, 1989) was primarily 

concerned with acute services, vyith the priority care unit benefiting, in quality terms, 

from a more unified structure, and without the history of m^or conflict between 

clinicians and other professional groups, or managers. The service had traditionally 

taken a more proactive approach to service quality well before the introduction of TQM, 

with early work in the mid-1980s in both mental health and learning disabilities services 

on quality systems and patient advocacy, influenced by reports on standards in long-stay 

hospitals and the development of the concept of normalisation (Wolfensberger, 1972). 

This service was also one where teamwork was more developed than in the acute sector, 

with the concept of multidisciplinary teams well established at the time of the TQM. In 

services as wide-ranging as care of older people, mental health and learning disabilities, 

multidisciplinary teamwork was the norm. The fact that these teams existed should not 

be taken as a statement that there were no internal conflicts, but that the professionals 

relied much more on each other for the effective delivery of the service meant that 

working relationships were well developed. The conditions reported in the priority care 

unit are mirrored by the findings of Pettigrew et al (1992) where mental handicap 

services experiencing major strategic change had a culture which included 'harmonious 

and cooperative relationships' between doctors and managers and 'well-established 

team working amongst managers and professionals' (p213). 

A further factor which influenced the priority care sector, was the decision not to adopt 

the clinical directorate model in managing the services, as this was seen as less 

appropriate in a community-based service (Ferlie et al, 1996) where there was a tradition 

of devolved management (invariably nurse-led) for particular care groups prior to the 

reforms. This meant that when the trust board came into operation it was led by a 

managerial group who represented a wide range of clinical and other roles, and critically 

included a Chief Executive and service director (and a former project site leader) who 

had a strong commitment to quality management techniques. 
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A final factor which supported the maintenance of quality management in the priority 

care unit and later trust was the relationship between the Chief Executive and the staff 

of the unit. This service did not have powerful clinicians contesting power with senior 

management. Although the priority care service had its quota of senior medical 

consultants (geriatricians and psychatrists) there was no evident conflict between 

managers and clinicians. In structural terms, the power of doctors to exclusively control 

their area of work was less well developed in community services, with competing 

definitions of health care and treatment by psychologists, nurses and social workers. 

Demands of the Patients Charter 

The introduction of the (Cabinet Office, 1991) was seen as a 'flagship 

for improved standards' (Famham and Horton, 1996:272) and an opportunity to spur the 

NHS into being more responsive to its patients and establishing standards which 

patients could expect. In this sense it had the potential of reinforcing a concern for 

quality, dovetailing with the work on TQM, but staff were quickly disabused of this 

assumption when this externally driven process began to distort service priorities. This 

was because the process took control away 6om managers and professionals, and led to 

inappropriate targets which, while meeting performance targets, actually 

reduced the quality of service to some patients (Ferlie et al, 1996). The weakness of the 

standards was regarded as a consequence of their being devised in isolation 

&om the service, which angered professionals and also caused dissatisfaction among 

patients as a result of the gap between expectations of a service and the patients' 

perception of it (Flyim, 1997). In the view of one of the managers interviewed 'nobody 

asked patients what should go into It was about what was easy to measure'. 

A further consequence which quickly became apparent was the aim of the Patients 

(Cabinet Office, 1991) to infbrmatise the public sector which meant that 

services had to prepare quarterly performance returns with extensive lists of questions 

on aspects of service performance, requiring the provision of detailed data (Bellamy, 

1996). This data heavy service had significant administrative costs for public services 

according to Bellamy, and in the case of the district researched diverted members of the 

quality team from the demonstration site to meet the mandatory requirements of the 

C/zaA-fgr. The comments of members of the quality team suggested that their duties 
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under the led to a further tensions in their relationship with clinicians as a result 

of 'chasing doctors for information to be returned to the D o H ' . 

The tensions which existed as a result of the different approach to implementing the 

CAarrer and TQM is borne out by Joss and Kogan's (1995) findings. They 

found that the CAarfe/" was centrally-driven, explicit in it's content and designed around 

centrally established objectives and timescales. Services subject to CAarrer standards 

were required to continuously monitor the implementation of specific key service 

standards. The tightly monitored quantitative approach of the was in complete 

contrast to the approach taken by the DoH which gave demonstration sites considerable 

freedom to develop their own approaches to TQM and left it to the influence of external 

consultants to guide the districts. Joss and Kogan (1995) compared the support for the 

implementation of the with that provided for TQM sites and found that 

the DoH did little to support the design of TQM activities or to monitor ongoing 

activity, in contrast to the level of activity associated with the implementation of the 

Declining DoH support and changing political priorities 

Joss and Kogan (1995) argue that the contrasting approach between the 

and TQM illustrate the thiiiking of the DoH at that time, with support for 

implementation of the in complete contrast to that offered demonstration sites, 

which was borne out by the experience of managers interviewed who were critical of the 

Department's absence of support and guidance. An absence of technical assistance 

highlighted the DoH's lack of expertise in TQM leaving staff in demonstration sites 

reliant on self-development activities and short courses to develop their knowledge of 

TQM. If a similar level of support had been provided to demonstration sites Joss and 

Kogan (1995) believe it would have enhanced their potential in designing and 

monitoring TQM objectives and targets. 

Alongside this lack of support from the DoH the demonstration site also recognised a 

decline in interest in TQM on the part of the DoH, particularly by year two of the 

initiative. How can this decline in interest be explained? A speculative, though plausible 

reason, for the declining interest in TQM on the part of the DoH can be found in an 
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analysis of the changing political agenda during the period of the demonstration site 

(Ham, 2000). The period between the introduction of general management and the 

publication of PFbrArzMgybr f a/ZeMrj' (DoH, 1989) was a time when government was 

committed to strengthening the management of the service, with the market-based 

reforms building on the earlier management changes. This was also a period when 

government was promoting a concentration on quality, articulated through the 

leadership of the NHSME (Nichol,1989) and NAHA (Long, 1989). 

The commitment to improving quality as part of the wider management reforms was 

quickly overtaken by the deteriorating relationship between the government and the 

British Medical Association, resulting from the antagonistic attitude of the government 

to the professions, which had begun to damage the government's credibility and threaten 

its reform agenda. As a consequence a decision was made in 1990 to rebuild bridges 

with the BMA and other representative bodies, including, jettisoning the rhetoric of the 

market and other business language in order to placate the professionals who were 

critical to the implementation of the reforms, and in turn moving the agenda to one of 

issues of concern to doctors and nurses (Ham, 2000). This shift in policy meant that the 

promotion of private sector techniques was quickly overtaken by other initiatives which 

stressed professional concerns as politicians 'dampened down' reaction to the reform 

agenda. The upshot of this decision to soften the reform agenda meant that TQM, as a 

archetypal private sector idea, quickly lost its appeal in the DoH as political priorities 

were reshaped. Successive Secretaries of State for Health shifted the focus from one that 

trumpeted the benefits of the market, and market-based approaches such as TQM, to a 

more inclusive agenda, focusing on consumer and professional issues typified by the 

(Cabinet Office, 1991) and the q/"f/ze TVa/zoM White Paper 

(DoH, 1992) with its strategies for health improvement. 

Conclusions 

The closing stage of TQM in the district witnessed an attempt to improve the 

environmental conditions of an acute unit site, which drew critical comment from some 

clinicians, in spite of useful improvements which had been seen as important at the 

outset of TQM. The negative comments exemplified the difficulties facing the quality 

team as they struggled against increasing scepticism which undermined their 
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commitment to TQM activities. These activities were also taking place against a 

background of increasing turbulence as the district, novy separated into acute and 

priority care units, prepared for trust status. Tensions between the DGM, who had now 

assumed responsibility for the acute unit, and clinicians highlighted the power struggle 

that was taking place as the influence of management grew in the service as it drove 

through the restructuring that would be required to enable the service to survive in the 

coming internal market. The wider consequences of separation of the units saw the 

TQM training programme and Quality Forum come to an end, followed by the loss of 

the District Training Manager, leaving as she became increasingly isolated at the 

executive board and could no longer rely on the support of the DGM as he became 

embroiled in his own fight for survival. 

The glimmer of hope, as far as TQM was concerned, was to be seen in the priority care 

unit which maintained some activities under a new CEO and committed project site staff 

working in a different organisational context which was more sympathetic to quality 

management techniques. On the other hand the problems of the acute unit were further 

intensified with the arrival of the f CAwrgf which rapidly drained the remaining 

resources from the demonstration site as the unit responded to the mandatory 

requirements of the Charter. Finally, as the demonstration site closed, staff who had 

made a deep investment in TQM were disappointed and puzzled by the attitude of the 

DoH whose support had evaporated at a time when they were hoping to maintain some 

TQM activities. Little did they realise that TQM had become a victim of changing 

political priorities, as government shifted fbcus in order to achieve its wider reform 

agenda, with no place for private sector techniques such as TQM. 
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9 Concluding Discussion 

Introduction 

This concluding chapter begins with a review of the research questions which guided the 

study, integrating the findings from the case study with theories of strategic change in 

the NHS. The second section examines the extent to which the district provided an 

environment that was amenable to change, utilising the concept of 'receptivity', and 

confirming its value in revealing a series of factors that created implementation 

problems for the TQM initiative. The penultimate section moves to a broader level of 

analysis, locating the TQM initiative in the context of strategic change in the NHS 

during the period researched. The final section examines recent Government policy 

initiatives which are intended to improve quality systems, and speculates about this new 

agenda and the potential for strategic change, which provides a &uitfiil area of research 

in the future. 

Review of the research questions 

The purpose of this thesis, as stated in the main research question in Chapter 5 was 'to 

reveal the process of managing strategic change in a district health authority through the 

implementation of the Total Quality Management initiative', and this was used to guide 

the direction of the fieldwork throughout the period of the research. Subsumed vyithin 

this broad main question was a series of more specific questions which were intended to 

reveal different aspects of the TQM process. Firstly, what were the antecedent 

conditions prior to TQM and how did these influence the decision to become a TQM 

demonstration site? Second, how was TQM embedded into the district and what were 

the consequences for the service? Third, what management processes were illuminated 

through the implementation of TQM? Fourth, what was the impact of wider NHS 

policies on the district during the period of the TQM demonstration site? Finally, what 

were the consequences of TQM through the continuation of quality activities? In 

addressing each of these questions in turn, the following section integrates the results of 

the fieldwork with theoretical concepts, thereby illuminating the main themes emerging 

from the case study. 
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TTzg q / " ( y b / - Âg mceprfoM q/"f/zg (fg/Mon^^afzoM 

The case study Gndings confirm that the antecedent conditions prior to TQM were 

critically important for the decision of senior managers to respond to the DoH's 

invitation to become a demonstration site and to secure TQM funding. The research 

commenced with the introduction of general management (DHSS, 1983) and confirmed 

the beginnings of a distinct break with the past management practice, as the new general 

management team brought about a shift from an administered service where the 

manager was cast in the role of 'diplomat' to one where the newly appointed general 

managers were expected to adopt a more active management style and provide the 

strategic leadership absent prior to the Griffiths report (Harrison, 1988) in the belief that 

stronger management would solve the problems of the service. 

The case study revealed the actions taken by senior managers to speed up the pace of 

strategic change in the district with the publication of the AAew 

strategy document, a series of reputational management initiatives and increased 

emphasis on management development, as part of this more proactive approach under 

the leadership of the DGM. This new approach to management of the district contained 

many of the elements found in discussion of the 'new public management' with a 

continuing commitment to the public sector ethos of the service, alongside the 

emergence of a number of techniques imported fi-om private sector management. These 

included, a stronger managerial spine, standard setting and responsiveness to consumers, 

bringing professionals into management and the strengthening of the financial 

management role (Ferlie et al, 1996). These developments coincided with the 

Government's growing interest in quality management as part of its drive to increase the 

transfer of private sector techniques intended to improve the performance of the public 

sector (NHSME, 1989; Ham, 2000). The TQM initiative arrived conveniently at a time 

when senior managers were actively seeking the means of sustaining the strategic 

change begun with the and to enhance the district's reputation through a national 

initiative which 'would put the district on the map'. That the earlier initiatives had not 

captured the imagination of staff beyond a small cadre of staff surrounding the DGM 

was evident, and supported the argument that enthusiasm for strategic change 

evaporated as one moved away from the centre of power. 
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A further important factor in the antecedent period revealed by the case study, and one 

that was to have an impact on the demonstration site, was the relationship with the RHA 

which had deteriorated following the appointment of the DGM, whose campaign to 

improve the district's financial situation had become increasingly more public to the 

dismay of the Region. The reasoning behind his decision to highlight the district's 

financial situation publicly was rooted in the decisions of the district prior to his 

appointment, and led to increased tension between the two organisations following the 

appointment of a new Regional General Manager. His arrival heralded a tougher line on 

the financial management in the region and increased pressure on the district at a time 

when it was struggling to meet its commitments and experiencing repeated winter 

crises. This tougher line was to have significant consequences for the district in the 

RHA's sluggish response to funding the TQM demonstration site and the pressure on 

the acute sector UGM following an overspend in his unit which led to his resignation. 

What is evident &om the analysis of the events between 1985 and 1989 is that without 

the introduction of general management and the subsequent efforts of the DGM and his 

senior team to speed up the pace of change, it is unlikely that the district would have 

been in a position to bid successfully for TQM. The events that took place during this 

period prepared the district for the TQM initiative, with a more proactive approach to 

the management, the promotion of a new management style, and the building of a wider 

coalition of managers who supported the DGM's commitment to change. All these 

actions were in keeping with the notion of revitalising a service in the pursuit of 

'turnaround management' (Pettigrew et al, 1992). The evidence of these changes, 

however tentative at the time, was nevertheless considered to be the main factor in the 

DoH's decision to award TQM funding to the district, as stated in a DoH publication on 

the demonstration sites. In adopting this longer-term perspective it can be seen that the 

TQM bid was part of a continuous stream of activities emanating from the top-down 

approach of Government whose main goal of reforming the management of the service 

had begun with general management, continued with the emphasis on quality 

management, and would later be reinforced by the market-based reforms of PForhng/or 

(DoH, 1989). This evidence of the antecedent conditions confirms that change 

should not be seen as single event or a discrete episode separated from the immediate or 

distant antecedents that give the events form, meaning and substance. This contrasts 
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with the episodic view of change - where innovations are seen to have clear beginnings 

and ends - which fails to explain sufGciently the mechanisms and processes through 

which change is created (Pettigrew et al, 1992). 

r g M rAe /or f/ze 

In examining the process of embedding TQM into the district the case study 

demonstrates that this was undertaken primarily through a top-down process, influenced 

heavily by the external consultant who was using similar approaches in other districts, 

and aided by the DGM and DTM who contextualised the private sector ideas of the 

consultant to fit the ethos and culture of the district. As in other demonstration sites 

introducing TQM, the district relied heavily on the consultant, as the level of 

understanding and experience of TQM among NHS staff at that time was extremely 

limited (Joss and Kogan, 1995). As a result of this limited understanding of TQM on the 

part of the district's staff, the consultant's approach was particularly persuasive, as he 

guided the district through what has been described as a conventional approach to 

implementing TQM (Dale, 1999), but one more fitted to a commercial environment than 

a professional setting such as a DHA. In developing the model of TQM adopted by the 

district, the consultant drew heavily on his work in the private sector, using a model that 

he had developed in an industrial setting and promoted through his publications, with 

strong elements of a programmatic change approach. However, the problems that began 

to surface at the implementation stage suggested that the implementation had the 

hallmarks of an over-mechanistic transfer of ideas from the private sector (Ferlie et al, 

1996) into a service dominated by professional groups, with their strong value base and 

a culture that was resistant to change. 

The problem of embedding TQM in the district resulted from the Government's 

intention of transferring private sector techniques to a service that was poorly prepared 

for its consequences. The ethos and culture of the service, with its long tradition of 

professional power (Hinings et al, 1991) and growing anxiety on the part of many staff 

about the Government's intentions for the service (Hunter, 1996), meant that TQM was 

being introduced into a service that saw it as a foreign import, and as something that 

would threaten the autonomy of professionals, particularly senior clinicians. It was also 

associated in the minds of its critics with the interests of a small group of general 
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managers and training staif who had coalesced around the DGM at the time of the TVew 

and who were viewed suspiciously by many staff in a 

conservative organisation still coming to terms with the management changes following 

the Griffiths report (DHSS, 1983). 

The case study showed that TQM did not, in fact, became firmly embedded in the 

district. Clearly improvements took place which were badly needed, with some 

environmental changes in a service where the plant was often run-down and shabby due 

to lack of investment by successive governments. Some new equipment was purchased 

which improved the performance of support staff. Similarly, staff teams in the project 

sites were able to develop multi-disciplinary working methods in order to solve 

problems, albeit without the contribution of clinicians in most locations. Some of the 

work in the priority care unit subsequently enabled staff, who had built up experience of 

quality management techniques, to maintain quality activities, although these focused 

much more around work on service standards and as part of the development of the 

priority care trust. The maintenance of quality management techniques in this service 

was also related to the nature of the organisational arrangements where multi-

disciplinary working was more secure and clinicians were not necessarily service leaders 

or so influential in terms of treatment techniques. 

In contrast, the situation in the acute unit was seen to be much more difficult, with TQM 

contested, and strong opposition to project activity by clinicians and a low level of 

commitment by many staff. The power of clinicians and their ability to block change 

were the main factors (Minings et al, 1991) and demonstrated how far they were able to 

use their power to challenge the growing managerial influence in the district. Similarly 

middle managers and staff in the acute unit were less engaged with TQM outside the 

project sites, confirming the argument that middle managers and supervisors were likely 

to be threatened by quality management techniques as frontline staff took on more 

responsibilities as part of quality management teamwork (Schuler and Harris, 1992). By 

the same token the major restructuring of the service meant staff were preoccupied with 

survival rather than engaging in innovative project activity (James, 1994) which further 

undermined commitment to TQM. 
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It can been seen &om the responses of informants that throughout the life of the 

demonstration site the quality team struggled to introduce improvements in the acute 

unit. Their attempts at winning over clinicians were rejected, and project activities 

brought repeated criticism which undermined the morale of the team. The structure of 

the unit with its hierarchical and discrete work processes meant it was more difficult to 

introduce team-based activities into the unit, except those that operated within particular 

locations controlled by managers and which did depend on clinical involvement, hi the 

end the initiative was limited to a small number of project sites which soon reached the 

limits of their potential to deepen and extend TQM. 

hi examining the implementation of TQM the case study has illuminated the 

management processes at work in the district during the period researched. 

Implementation was top-down, and led by the DGM in the mould of the charismatic 

leader who had committed himself to the process of culture change in the district. In 

turn, the detailed work of TQM was the responsibility of the quality team, headed by the 

DGM, whose high profile could be used to lend credibility to the demonstration site and 

who could legitimise activities and be the visible face of the initiative (Bryson, 1995). 

The other key figure in the management of TQM was the DTM who in the product 

champion role fitted the description of the tireless enthusiast working conscientiously on 

implementation issues with a wide range of staff (Bennett and Ferlie, 1994). Her 

dedication to TQM was seen as almost evangelical, and with the DGM she inspired 

considerable loyalty among members of the quality team and enabled them to maintain 

their commitment to TQM in spite of criticisms &om clinicians and other staff. 

As the level of activity diminished in the latter stages of the demonstration site, the 

single-minded approach of the DTM and the quality team highlighted a number of 

potential weaknesses around the process of introducing radical change. The top-down 

approach lacked any prior assessment of the service's readiness to adopt quality 

management techniques, or an assessment of the potential impact of these techniques on 

the service at a time when other m^or change agendas were being implemented. The 

management of TQM was undertaken by a small group of managers who were caught 

up with the perceived benefits of TQM one that was promoted by consultants with 
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extravagant claims of its potential to transform services (Huczynski, 1996). The appeal 

of TQM was apparent in comments of members of the quality team; many saw 

opportunities to drive through their goals of strategic change. However, in their 

enthusiasm for its apparent attractions, they failed to take into account the difficulties of 

introducing change into a service which conformed to the traditional archetype with 

(among other features) the dominant role of professionals and its public service culture 

and values (Ferlie, 1999). In addition TQM was also being introduced at a time when 

staff were increasingly concerned about the future of the service as the 

(DoH, 1989) reforms bit more deeply into the district. 

What was also apparent &om the approach taken by the quality team was the absence of 

an agenda shared with the district's staff concerning the quality processes. At that time, 

such an agenda was part of the professional's stock in trade, and that would need to be 

integrated with the broader approach taken by the quality team. Instead there is evidence 

that the quality team's promotion of TQM and its benefits antagonised many 

professionals and support staff. The analysis of the case study findings reinforces the 

argument that top-down strategies need to exist alongside minimum levels of readiness 

and capability at a local level, with links made between higher and lower levels in the 

organisation when strategic initiatives are introduced (Pettigrew et al, 1992). In adopting 

these particular management processes, the case study has revealed that the actions 

taken by the quality team lacked the sensitivity necessary in a service where 

professionals had traditionally assumed responsibility for quality (Ovretveit, 1998) and 

where there was suspicion of managers' intentions in this area. 

A flirther management issue highlighted by the case study concerned the diffusion of 

TQM techniques within the district. As most activity remained the preserve of the 

quality team it was seen to be the exclusive domain of a small number of staff. This 

alienated the team and its work &om the wider organisation, and confirmed the 

argument (Pettigrew et al, 1992) that 'pilot sites' or 'experiments' rarely spread to the 

wider organisation, and that the very nature of leading and developing innovatory 

activity can marginalise teams (Bennett and Ferlie, 1994) and lead to tensions and 

rejection by those not engaged in the change activity. Of course the quality team, like 

any group attempting to introduce innovation, trod a fine line between exclusivity and 
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inclusivity, but were unable to build a sutEciently wide coalition to support diffusion. 

This is demonstrated by the case study evidence, which supports the view that the 

quality team were perceived by staff as exclusive, thus fiirther cutting them off from 

opportunities for wider adoption of TQM techniques. 

The case study also highlighted the limited power of managers to achieve a wider 

adoption of TQM in the district. This was seen in the reaction of clinicians when an 

attempt was made to engage their interest, and (as noted earlier) of middle managers 

who saw TQM potentially undermining their power. Among the wider staff group many 

viewed it sceptically, briefly flirting with it but doing nothing to ensure its 

implementation, and seeing it as another management fad imported from the world of 

business. Alongside this resistance, there were other more powerful voices within the 

district, such as the finance director. He questioned the emphasis placed on TQM 6om 

the purely pragmatic standpoint that senior managers should be making the long-

standing financial problems of the district their priority, and took the opportunity to 

make the demonstration site activities a lower priority when he was appointed acting 

DGM. 

TTze ZTMjDacf q/wzWer A/HS" 

The introduction of TQM coincided with the publication of (DoH, 

1989) and as a consequence the reform agenda had a m^or impact on the demonstration 

site throughout its short life. The TQM initiative was one element in a stream of 

Government initiatives which had the objective of further strengthening the 

management of the service, extending the manager's sphere of influence and 

challenging the autonomy of professionals (Ovretveit, 1998). Paradoxically, the policy 

of extending the management influence in areas such as quality was undermined by 

other initiatives which eventually thwarted attempts to maintain the work of the 

demonstration site. Most notable were the progressive changes associated with the 

introduction of the internal market under the fa/zeMrf (DoH, 1989) agenda. 

These changes fragmented the district structure, separated the acute and priority care 

services, introduced market-mindedness and competition between staff, and split the 

quality team responsible for the demonstration site. 
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Although the Government commitment to introducing the internal market remained the 

main policy objective during the period of the demonstration site, a shift took place in 

the political priorities vyhen the Government became concerned in 1990 that its reform 

agenda was creating potential electoral risks (Ham, 2000). With the change of emphasis 

in the Government's handling of the reform agenda, a stronger public sector orientation 

emerged, with the development of new initiatives concerned vyith raising standards in 

the service and developing a more consumerist orientation, such as the f CAarfer 

(Cabinet Office, 1991). This initiative contributed to weakening the work of the 

demonstration site, as the mandatory requirement of the C/zaz-fer took priority over TQM 

activities and became the focus of quality activities in the service. From the recent 

accounts of Government ministers responsible for health policy at the time of the 

demonstration site (Ham, 2000), it is now possible to tmderstand why the DoH's 

commitment to TQM quickly began to wane. Government was becoming increasingly 

concerned about the pressure from clinicians' leaders who were deeply opposed to 

(DoH, 1989), and the consequences of the business language of the 

reform agenda which was alienating staff. Concern about the political consequences of 

the reforms led to a shift of emphasis away from the promotion of private sector ideas to 

one concerned with 'dampening down' concern about the reforms and jettisoning the 

language of the marketplace (Ham, 2000). These events lend weight to the argument 

that TQM was a victim of this shift of emphasis. As the Government agenda moved on, 

private sector initiatives such as TQM were left without support at the centre. Further, 

the DoH rapidly lost interest in initiatives due to the shift in political priorities, and 

other quality initiatives became higher priority. 

From the informants' accounts of the work of the demonstration site it was difficult to 

discern any significant or long-lasting changes, with TQM appearing to leave little in its 

wake following its demise in 1993. By this time key staff involved in the demonstration 

site had either left the district or moved into new roles in the emerging trusts and the 

whole edifice of TQM was quickly dismantled and seemed to rapidly disappear from the 

memory of the service. The acute and priority care DMUs were now moving towards 

third and fourth wave trusts and these developments consumed the energies of managers 

and staff. The work in the acute DMU was heavily influenced by the major structural 
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changes that were taking place in that unit, with its powerful clinicians testing the limits 

of managerial power and control following the loss of the UGM, which led to criticism 

of succeeding TQM projects and the resignation of the DTM. Taken together these 

attacks on the management regime left TQM severely wounded in the acute unit. As a 

consequence of the loss of the UGM, the DGM was now in the Chief Executive role and 

no longer able to devote time to the demonstration site. This change also coincided with 

the resignation of the DTM, at a time when the remaining staff were increasingly caught 

up with the (Cabinet Office, 1991) and the restructuring which was 

taking place in readiness for the fourth wave trust bid. 

In contrast the priority care unit, with its earlier move for trust status, saw advantages in 

uncoupling itself from the troubled acute unit. It was structurally a different service from 

the acute unit, with its well-established multi-disciplinary teams, a more pluralistic 

leadership, and an absence of clinicians willing to use their political power to challenge 

the leadership of the service. It was a service where quality issues had also long been a 

familiar feature, symbolised by its earlier work on standards fbr community services, 

particularly in the learning disability division (Wolfensberger, 1972). It was also a 

service that benefited from the appointment of a new chief executive who wished to 

sustain some quality activities that would meet the needs of the unit's trust application. 

This offered a lifeline to those staff who remained committed to TQM and were able to 

use their experience in developing the quality systems within the priority care trust, 

although the terminology and project activity of TQM was quickly dropped from the 

language of the new trust. 

Review of the research questions: conclusions 

In concluding the review of the research questions it has been revealed, through the case 

study evidence, that TQM was part of a stream of activities undertaken in the DHA 

during the period researched which were intended to bring about strategic change in the 

service. The questions posed by this research have revealed the extent of the difficulties 

the district faced in implementing TQM, as a result of a complex set of factors which 

created barriers to its adoption. What emerges most forcefully from the analysis of the 

case material is the extent of the resistance to change in the district, rooted in opposition 

to private sector techniques, and introduced in the face of suspicion by professionals and 
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scepticism by the wider staff group. This resistance is unsurprising since the 

introduction of TQM took place at a time when the service was seen to be replacing its 

traditional values of compassion and caring for those of business and finance, and was 

therefore likely to prove a formidable environment to introduce strategic change based 

on private sector methods. 

The District Health Authority: a 'receptive' context for change? 

hi making the decision to research strategic change through the implementation of TQM 

in the DHA, the researcher found the model of 'receptivity' to innovation and the 

metaphor of the receptive and non-receptive context fbr change a helpful &ame of 

reference in the analysis of the case study, hi adopting this model of receptivity, the 

researcher wished to examine how far the district exhibited the 'signs and symptoms' of 

receptivity which were associated with more rapid change found in the earlier studies of 

Pettigrew et al (1992) and Bennett and Ferlie (1994), and which constituted generic 

change factors. Although these earlier studies were concerned vnth larger scale change, 

it was felt that the model of receptivity would nevertheless be helpful in revealing more 

of the process of strategic change in the district, hi the following analysis only those 

factors relevant to the implementation of the TQM initiative are used, namely: the 

quality and coherence of policy, the availability of key people leading change, a 

supportive organisational culture, effective managerial-clinical relations, simplicity and 

clarity of goals and priorities and enviroimiental pressure-intensity, scale and 

orchestration. These will be discussed in turn. 

g'waZ/fy co/zgrgMce 

The first factor is concerned with the quality and coherence of 'policy', hi terms of the 

concept of receptivity, 'policy' refers to activities at a local level, and centrally with the 

'coherence between goals, feasibility, implementation requirements and the need fbr 

parallel strategies such as finance and human resources' (Bennett and Ferlie, 1994:165). 

It can be seen &om the review of the literature that the emphasis on quality first emerged 

vyith Griffiths (DHSS, 1983) who recommended that the NHS take greater account of 

the concerns of patients and that districts should appoint managers with a responsibility 

for quality. Subsequently the district began to receive the message that quality was an 

important policy issue with the emergence of guidance &om the RHA (SWTRHA, 
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1988) and the NHSME (NHSME, 1989), which subsequently coalesced into a clear 

policy direction by 1989 with the announcement of the first demonstration sites. This 

initiative epitomised the interests of the Government at that time who were keen to see 

private sector techniques introduced into the NHS (Ham, 2000). The initiative also sat 

comfortably within the stream of national and regional imperatives which encouraged 

districts to pay more attention to quality, and promoted the view that this was a 

legitimate arena for management action (Sutherland and Dawson, 1998). When it came 

to testing quality techniques through the TQM initiative, the district (along with other 

demonstration sites (Joss and Kogan, 1995)), lacked a clear conceptual understanding of 

TQM and its relationship to the service where it was being introduced. This situation 

was largely a result of the drive from the DoH to promote quality management in the 

service, and the purely pragmatic decision of the DHA to bid for funding with no prior 

opportunity to test its suitability as a vehicle fbr change in the district. 

The difficulties fbr the district were compounded by the policy being steered by civil 

servants who had little experience of quality management techniques, and who relied 

on districts to develop their demonstration sites under the guidance of management 

consultants, whose experience and understanding of the NHS was limited. Relying 

on consultants fi-om the business sector, with their programmatic change models, 

meant that the strategies adopted were likely to be insensitive to the traditions, 

culture and power relationships in the service. The difficulties experienced in 

implementing TQM are an example of taking a policy 'off the shel f , without any test 

of initial thoughts to ensure that the strategic &amework would ensure a coherence 

between goals, and would complement the service strategy with the necessary 

fimctions of finance, human resources and communications (Pettigrew et al, 1992) in 

place. 

In adopting TQM the district was signing up to a 'detailed blueprint' inherent in the 

programmatic change model promoted by the external consultant. This approach to 

policy development challenged the notion of policy as a broad, rather imprecise 

vision, much more likely to stimulate change than the detailed blueprint adopted 

(Bennett and Ferlie, 1994). This latter approach provides greater opportunity fbr 

commitment-building, and allows those interested to develop their ideas around the 
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change process through a combination of top-down pressures and bottom-up 

concerns. However, these processes were lacking in the demonstration site. An 

absence of a shared view about the implications of adopting TQM in the district (the 

decision to bid for funding being taken by a small group of managers without the 

time to test out ideas with staff) would eventually lead to its marginalisation and 

demise. 

The second factor is concerned with the leadership of change, with the availability of 

key people in critical posts leading change being seen as a decisive element (Pettigrew 

et al, 1992; Bennett and Ferlie, 1994). The case study identified a small group of 

managers who were critical to the strategic change processes in the DHA, and were 

identified early in the case study as the 'enthusiasts' who coalesced around the DGM 

and provided support, and who were in turn supported him as they pursued the JVeM' 

Mznagg/Mgnr and participated in the reputational management activities which 

preceded the demonstration site. These managers constituted the 'critical mass of 

enthusiasts' (Pettigrew et al, 1992) who shared a set of values about the service. It was 

from their ranks that the District Training Manager emerged, who adopted the role of 

'product champion' and led the implementation of TQM ' f rom the front'. Alongside this 

small group of managers were other staff who, although not directly engaged with TQM, 

were positively disposed to the initiative and in a position to support its implementation. 

The Director of Personnel fell into this category, along with some unit managers and 

nurse managers, whose loss was felt when the Working for Patients (DoH, 1989) 

reforms led to changes that resulted in the movement of these key supporters. 

It was in the movement of these supporters that the weaknesses in the leadership were 

exposed, when the pressures of the reform agenda began to take its toll. The loss of 

personnel, with new opportunities created by the reform agenda and the movement of 

staff as the boundaries between different services were established, led to a more fragile 

leadership cadre. This group were further depleted by the problems of the acute unit for 

the DGM and the loss of the DTM as TQM became more marginalised in the new 

executive board. In the end the leadership was reliant on too few individuals, and was 

unable to broaden and deepen its base sufficiently to overcome the pressures created by 
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(DoH, 1989) and the undercurrent of antipathy that existed 

towards TQM. The antipathy towards TQM was particularly strong among clinical 

leaders, and had serious consequences for the initiative. Throughout the period of the 

initiative the quality team was unable to gain the support of any senior clinicians, 

resulting in the absence of a key element of support in attempting to broaden the base of 

TQM by drawing other clinicians into the activities of the demonstration site. The 

antipathy to TQM was fuelled by the Director of Finance's reluctance to support its high 

profile, when the financial situation deteriorated in the acute unit during the absence of 

the DGM in the USA. His decision not to act in a sponsor role and to suspend activity 

sent out a powerful message that such activity that could no longer depend on support at 

board level. 

It is also useful to extend the notion of the role of key people beyond the district, and 

examine whether the DoH and the RHA provided leadership during the period of the 

demonstration site. Although no interviews were conducted with regional staff or 

members of the DoH, it is possible to speculate about the reasons for the lack of 

responsiveness on the part of these organisations from the accounts of informants who 

had contact wdth staff from these organisations. In the case of the DoH, 6om the outset 

of the TQM initiative it was apparent to DHA staff that they were unlikely to receive a 

strong steer &om civil servants, whose knowledge of TQM was clearly limited, although 

understandably so in terms of its business roots. As the work of the demonstration site 

progressed it became increasingly obvious that the DoH could offer only minimal 

guidance and relied increasingly on the sites to provide the expertise at periodic progress 

meetings. The rapid decline in interest in the work of the site coincided with changing 

political priorities and the abandonment of the 'policy' of quality management. In the 

case of the RHA, the lack of involvement with the work of the demonstration site can be 

accounted for by the difficult relationship between the Region and the district arising 

&om the disagreement over funding and new developments. Although the Region had 

pressed the district to increase its quality management activities in 1988 (SWTRHA, 

1988), in the view of informants the Region's resentment of the district's TQM 

activities and the publicity surrounding this work contributed to the holding back of its 

matched funding for the demonstration site. 

204 



The third factor used in the analysis of the TQM initiative was the relationship between 

organisational culture and the potential for change. It is argued that enormous energy is 

required to effect change in an organisational culture, which is seen as a consequence of 

the weight of history on a service, shaping its values and defining the norms within an 

organisation. (Pettigrew et al, 1992). This view of culture is reinforced by Bennett and 

Ferlie (1994: 162) who describe culture as the 'deep-seated assumptions and values far 

below the surface manifestations, officially espoused ideologies and even patterns of 

behaviour'. In analysing the culture of the district it was clear that it would not be easy 

to facilitate the introduction of quality management. This can be seen from the evidence 

of the introduction of general management in a traditional service that was experiencing 

the pressures of its particular demographic problems and chronic underfunding, with 

reported low morale and suspiciousness of the new forms of management introduced 

following Griffiths. This was also a district which had not developed links with 

universities or other research centres (its management development programme was one 

of the 6rst initiatives which were developed in partnership with a higher education 

institution) and was not noted for any innovative projects at the time of introduction of 

general management. It was therefore unlikely that managers would be able to introduce 

significant change in the district where the culture of the service was so well entrenched. 

The gap between the ambitions of the DoH who saw demonstration sites bringing about 

radical cultural change (Joss and Kogan, 1995), and the strength of the district's culture, 

exposed the difficulties facing the quality team. The culture of the district was a hurdle 

the quality team had to surmount if it was to achieve the aims of nothing less than a 

complete cultural change, which was seen as necessary if TQM was to be successfully 

implemented into an organisation, with all employees undergoing the same training and 

internalising the same values of customer orientation (Oakland, 1989). It was evident 

that the introduction of TQM was never likely to achieve these over-ambitious goals in a 

service where professional and occupational groups closely preserved their professional 

autonomy and were unlikely to be convinced of the exaggerated claims made for TQM. 

Although it can be seen from the case study that following the DGM's appointment he 

made a rapid start on introducing features said to be associated with a high rate of 
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change, there was an absence of such features as, flexible working across boundaries 

rather than formal hierarchies, an open and risk-taking approach, openness to research 

and evaluation, and a positive self-image and sense of past success (Pettigrew et al, 

1992; Bennett and Ferlie, 1994). At the time TQM was being implemented some of 

these features were beginning to emerge, but the inertia that the DGM experienced 

around the strategic change agenda reinforced the view that the district's traditional 

culture (or more accurately cultures) was a key factor in inhibiting the transformation he 

sought, and that significant change would require a long time frame (Ferlie et al, 1996). 

The fourth factor considered was the relations between managers and clinicians. 

Studies of strategic change in the NHS have identified managerial-clinical relations 

as a critical factor in receptivity to change, arguing that where clinicians are opposed 

to change they can exert a powerful block on managers' intentions (Pettigrew et al, 

1992; Bennett and Ferlie, 1994). In the district the introduction of general 

management brought with it a requirement for the DGM and his senior team to 

improve the performance of district and speed up the pace of change by closing the 

gap between Government policy and local implementation. 

To achieve this it was necessary to begin the process of actively managing the 

performance of professionals (Ferlie et al, 1996), although this did not extend to 

doctors. Where the DGM did engage with the work of clinicians, concerned their 

activity levels during the winter funding crises. A further example was when the 

quality team led by the DGM and DTM attempted to engage clinicians in the 

activities of the demonstration site and were openly rebuffed. Later, when the DGM 

was appointed as Chief Executive of the acute unit following the resignation of the 

UGM, he once again found himself in conflict with senior clinicians who were 

unhappy with his appointment. Although there was no evidence of a breakdown in 

relationships between managers and clinicians, it was clear that wherever managers 

moved on to the 'turf of clinicians it was likely to be viewed with suspicion at a time 

when managerialism was seen as slowly eroding the clinician's power base. 
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Up to the advent of (DoH, 1989) there was little evidence from 

the case study of clinicians taking a more managerial and strategic role in the district 

(with the exception of the medical representative on the DMB). However, with the 

introduction of clinical directors this began to change. The policy created further 

problems for TQM, with the recently appointed clinical directors exerting their new-

fbund influence to undermine the demonstration site, with the criticism that the TQM 

activities were concerned with trivial changes at a time when the service was under 

severe resource pressure. The clear evidence of clinicians having 'gone into 

opposition' to block the development of the demonstration site reinforces the 

argument that strategic change is more difficult in organisations such as the NHS 

where professions have considerable discretion over practice which it is difficult for 

managers to challenge (Ferlie, 1999). 

The fifth factor examined was the ability of managers to establish a set of key priorities 

and insulate them from the constantly shifting short-term pressures common in the 

NHS. The issue of goals and priorities also has ramifications for the process of 

implementation which in turn is likely to be influenced by the degree of change involved 

and the extent to which there is consensus about the goals of change among the 

participants (Pettigrew et al, 1992). A further factor which had relevance for the TQM 

initiative is the extent to which there is the development of a sense of 'mission' by those 

closely involved in the process of innovation (Bennett and Ferlie, 1994). It is evident 

&om the case study that there was an accumulating weight of initiatives which managers 

had to respond to, with priorities escalating rapidly after the publication of 

(DoH, 1989) and the introduction of the reform agenda. This external pressure 

on the district was increasingly felt as Government forced the pace of implementation, 

and later, following a shift of emphasis by Government (Ham, 2000), introduced the 

CAarfer (Cabinet Office, 1991). The case study evidence clearly demonstrates 

the pressure managers were under during this period, and how the TQM initiative was 

quickly submerged by these competing demands. 

A second aspect of this receptivity factor concerned the degree of consensus about the 

TQM initiative. Factors considered important here are the amount of change involved 
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and the degree of consensus about the change proposed. The case study evidence 

suggests that outside the quahty team, and those staff who participated in the project 

sites, the degree of consensus v^as quite limited. A combination of resistance by staff 

(particularly professionals such as clinicians) and suspicion by other staff who 

questioned the roots of TQM and its relevance for the NHS imply that a consensus was 

not achieved. Where there was support for TQM it appeared much more instrumental in 

that units benefited from the injection of funding into resource-starved areas and 

environmental improvements took place or equipment was purchased which improved 

the particular service. It was in the priority care unit that a greater degree of consensus 

was achieved, with the visible improvements in long- stay wards and the health centre, 

whereas in the acute unit changes were much less visible and attempts to improve the 

environmental conditions were received with a greater degree of scepticism. 

The third element, as evident in the study of HTV/AIDS (Bennett and Ferlie, 1994), 

found some of the managers and training staff associated with TQM had developed a 

deep sense of 'mission' about quality management, exhibiting what has been described 

as 'evangelical fervour' for the promotion of quality (Wilson, 1992). There were also 

those who committed themselves early on in the process of implementation and played 

champion roles, until events overtook them as the demonstration site activities 

contracted. There were also those staff who 'used' TQM to enable them to progress their 

career, either outside the organisation in the case of the DTM, or internally in the 

priority care trust. What was not in evidence were the 'managerial butterflies' who 

flitted in and out of the process (Bennett and Ferlie, 1994), with the members of the 

quality team remaining intact and deeply committed until the external and internal 

pressures began to undermine the initiative. What was evident Srom the case study was 

the difficulty the quality team had in insulating the demonstration site from waves of 

short-term pressures impacting on the service &om 1990 as the Govenmient pressed 

districts to move rapidly to trust status, through the establishment of DMUs and 

disaggregation of the service. The degree of change resulting firom these top-down 

initiatives quickly sapped the energy of the quality team - in spite of their evident 

commitment - and rapidly reduced the activities of the demonstration site. 
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j'ca/e orcAê yrrafzoM 

The final factor considered is that of long-term environmental pressure, with evidence 

from outside the NHS, suggesting that it can act as a trigger to radical change 

(Pettigrew, 1985). In the case of the NHS matters are somewhat more complex, with 

excessive pressure on the service potentially draining energy out of the system, or 

alternatively producing movement, dependent on how skillfully the pressure is 

orchestrated (Bennett and Ferlie, 1994). 

Evidence of pressure on the district was apparent from the long series of exhortations 

about the need to give greater priority to the development of quality systems that began 

with the Griffiths Report (DHSS, 1983) and its recommendations that there should be a 

greater focus in patients as consumers, with the appointment of district-wide quality 

posts. A consequence was increased emphasis on the development of service standards 

and much greater concern to learn of the views of patients, which was evident in the 

statements contained in the This was followed in 1988 by 

Regional guidance to districts on the importance of quality, and requirements that 

districts put in place quality structures and systems (SWTRHA, 1988). This pressure 

intensified with the NHSME's (NHSME, 1989) letter to regions and districts, coinciding 

with the announcement of the first TQM demonstration sites, and statements at the 

NAHA conference (Nichol, 1989; Long, 1989). By 1989 this increasing stream of 

messages had reached a point where it was clear that responsibility for quality was now 

firmly part of the manager's domain (Sutherland and Dawson, 1998). 

Where the case study testified to a second, and even greater envirormiental pressure, 

particularly in its scale and intensity, was in the requirement of the district to respond to 

the publication of the White Paper, (DoH, 1989). The subsequent 

reform agenda brought with it increasing pressure from the RHA on the district, both to 

speed up the pace of change to meet the Government's need to establish trusts and 

financial pressures on an already over-stretched district. This agenda ushered in radical 

change, seen in the dismantling of the DHA into separate acute and priority care DMUs 

and the increasing transparency of budgets which were separated and generated more 

pressure on the acute unit. The appearance of competitive behaviours was also evident, 

which quickly undermined the district-vyide demonstration site, the voluntary and forced 
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movement of staff as new opportunities arose as restructuring took place or staff were 

required to move as part of the development of DMUs and eventually trusts, and the 

consequent submerging of TQM activities under the relentless pressures of the reforms. 

The six factors used for the purpose of this analysis demonstrate the 

interconnectedness of receptivity factors and how in combination they played a 

critical role in both driving and inhibiting change in a district. Taken together these 

factors worked against the degree of strategic change senior managers sought through 

the introduction of TQM, and highlighted some of the key factors - poorly thought 

through policy formation and implementation, a proactive, but ultimately fragile 

leadership, a deeply entrenched organisational culture, growing tension between 

managers and clinicians, the insistent demands of the external reform agenda, with an 

escalating the number of priorities, and finally, the DoH's diminishing lack of 

commitment to the demonstration site as political priorities changed. These factors 

each played their part in undermining TQM and highlighting limited managerial 

power and influence on the one hand, and a top-down power driven change agenda 

on the other, each converging to limit the development of the manager's new found 

responsibility for quality. 

The application of the concept of receptivity also confirmed its value in explaining the 

degree of change achieved in the district, and reinforced the argument that there are 

generic components to strategic change processes in the NHS. (Bennett and Ferlie, 

1994). The analysis of the receptivity factors in turn raises fundamental questions about 

how effective the introduction of quality management techniques were as a vehicle for 

radical cultural change in the NHS (Joss and Kogan, 1995). This is particularly 

important in view of the over-simplistic adoption of a private sector technique, driven 

primarily by ideological rather than considered judgments, which was always likely to 

be controversial in a service that had suffered a decade of attrition and deprecation as a 

result of Government policies, and as such was unlikely to be a receptive context for 

change. 
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The T Q M Initiative in Context 

This penultimate section reflects on the consequences of the TQM initiative based on 

the evidence of the empirical chapters and set in the wider context of a series of 

change initiatives which impacted on the NHS during the period researched. 

Reflection on these events a decade later provides a greater understanding of the 

management of strategic change, with lessons for the future development of quality 

improvement initiatives in the NHS which vyill be discussed in the final section. The 

evidence from the case study has shown that the period between 1985 until 1993 the 

DHA witnessed a continuous series of top-down externally driven change strategies. 

These were intended to bring about a transformation of the service, in order to meet 

the Government's aim of a service which more closely reflected the world of 

business which was held up as the benchmark against which the NHS would be 

measured. The establishment of the TQM demonstration site was one element in this 

series of Government-inspired initiatives which were designed to bring about a 

change in the culture of the service which would be more attuned to the laws of the 

marketplace, and a service that was more responsive towards consimiers and their 

preferences. Each initiative, would in turn, strengthen the influence of managers over 

the service and fulfill the original aims of the Griffiths report (DHSS, 1983) and 

provide the means by which they could reshape the service in the Government's 

image. 

Although this series of policy initiatives did begin to impact on the district by 

introducing into the service elements of what became known as the 'new public 

management' (Ferlie et al, 1996), its managerialist influences increased the gap 

between the goals of managers and the staff of the service. Throughout the period 

researched the trust between Government and the staff of the service was tested as 

the radical reform agenda intensified the feelings of professionals - people who had 

been operating under increasing pressure as the gap between needs and resources 

became ever more acute. These feelings were fiirther intensified by the end of the 

decade with increasing concern about the future direction of the service, fuelled by 

Government rhetoric which trumpeted the virtues of business and the market, 

resulting in fears of job losses, or at least enforced changes of role and relocation, as 

the internal market reforms dug deeply in to the service. 
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In spite of staff fears, the strategic transformation of the service continued as 

government sought to ensure its reform agenda was not hijacked by professionals. In 

the end, the gulf between Government and the professionals, particularly clinicians' 

representatives, increased the political temperature sufficiently to cause the 

politicians to 'dampen down' the reform agenda and begin to build bridges with the 

professions again (Ham, 2000). The consequences of these shifting political priorities 

resulted in the virtual abandonment of the TQM demonstration sites by the DoH as 

witnessed in the case study. Although the implementation of the market-based 

reforms continued, some of the Government's missionary zeal for transferring private 

sector techniques to the NHS had gone, with TQM an apparent victim, to the dismay 

of those staff who had championed this new technique which they believed could 

bring about the radical changes earlier initiatives had failed to deliver. 

What this case study has reinforced is the assertion that achieving change in the NHS 

does not follow automatically from the assertions of managers that it is necessary 

(Butler and Wilson, 1990). The NHS is fundamentally a conservative organisation, 

heavily influenced by its history and harbours a reservoir of deeply held beliefs which 

constitute a powerful barrier to organisational change. Although there was certainly 

evidence of tactical behavioural compliance (Ferlie et al, 1996), in the face of power-

led initiatives, these behaviours were not based on a belief in a unifying philosophy 

that the changes being forced on the service were improvements. Staff working at the 

front line remained largely hostile, or at least indifferent, to general management and 

the market-based reforms (Hunter, 1995) arising from the perceived threat to their 

jobs, or ignorance of what the changes were intended to achieve. The difficulty in 

grasping the end-view of the changes resulted in a deep resentment over what was 

perceived to be the destruction of the service. 

Clearly the influence of general management was beginning to change the culture at the 

time of TQM, but the power of managers was still limited and had not expanded 

sufficiently to enable them to influence professionals and other staff and persuade them 

to adopt quality management techniques. Some of the limitations can be laid at the door 

of Government, whose campaign to vilify the public sector and reduce its role in society 

had made staff acutely aware that managerial changes in the service were fundamentally 
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concerned with downward pressure on resources and attempts to undermine established 

patterns of professional activities, hi the context of this political and organisational 

landscape, it was unlikely that staff would embrace what was seen as another technique 

for increasing managerial control in the service. In spite of concerted attempts by 

managers to secure cultural and organisational change, it was realistically something 

that could take years to achieve and become apparent (Pettigrew et al, 1989). 

The widespread adoption of quality techniques had become a central part of the plan to 

reform the organisation and management of the public sector. (Kirkpatrick and Lucio, 

1995), holding out the hope of strengthening the influence of management and 

improving performance in the search for value for money and greater sensitivity to the 

consumer. These hopes for quality were nevertheless to be short-lived, as the 

consequences of the ffbrAYngybr f (DoH, 1989) reform agenda generated strong 

resistance by doctors, and was mistrusted by other staff groups. The growing tension 

between Government and the professions eventually resulted in a decision to jettison the 

language of the marketplace and the more overtly commercial activities (whilst still 

retaining the goal of an internal market). This occurred as successive secretaries of state 

fbr health shifted the focus from one concerned primarily with structural change to one 

concerned with professional interests and greater consumerism (Ham, 2000). It was this 

shift in the government's management of the reform agenda, which took place between 

1989 and 1990, that sounded the death knell for TQM. Although TQM would continue 

through till 1993 when the fimding fbr demonstration sites ended, it would no longer be 

seen as an initiative that the DoH supported, as would become increasingly apparent to 

the staff of the district health authority. 

In spite of the weight of evidence suggesting TQM's limited impact and rapid demise, 

its activities were nevertheless important in that they formed part of a change agenda 

that had begun early in the mid-1980s as quality began to lose its exclusively clinical 

focus. With Government making quality a higher priority in public services, the 

definition of what constituted quality in health care was reframed, and managers fbund 

themselves expected to engage in the management of quality fbr the first time 

(Sutherland and Dawson, 1998). What the TQM activities revealed was the emergence 

of longer-term changes in the management of the service, assisted by the introduction of 
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the demonstration sites, along with other initiatives during the period researched. The 

TQM initiative enabled members of the quality team to develop new knowledge and 

skills about quality improvement systems which in retrospect can be seen as part of a 

stream of emergent activities - 'building on each other piece by piece and creating 

greater receptivity to change' (Ferlie et al, 1996: 230) on the part of those individuals 

involved (it was interesting to note that a number of stafFwho had been involved in the 

TQM initiative were now in clinical governance teams or managing other quality 

systems). The case study, in confirming the importance of antecedent conditions and the 

historic evolution of ideas (Pettigrew et al, 1992), strengthens the view that each 

initiative provides the potential to enhance the managerial skill base (Ferlie et al, 1996) 

and the willingness of individuals to engage with new approaches to service 

improvement. 

Quality improvement and the NHS: the wheel turns full circle? 

The lessons of the TQM initiative are clearer to see with the benefit of hindsight. For 

much of the early part of 1990s quality improvement matters stood still as the internal 

market was finely tuned. In spite of staff anxieties about the internal market, there were 

initial hopes among members of the quality team that the purchaser-provider separation 

would provide an opportunity to develop quality systems as part of the contracting 

process. The reality proved to be very different as quality was squeezed out of the 

equation and played a subservient role to that of finance, with chief executives judged 

on the financial bottom line, rather than having to ensure that they had systems in place 

to assure the quality of the service (Dewar and Hill, 2000). The marginalisation of 

quality meant that it remained within its separate clinical and managerial spheres of 

influence, and did not achieve the degree of synergy necessary for the development of a 

more comprehensive quality improvement system, which was the basis of TQM, and is 

now seen as essential in the new reforms. It was the neglect of this more comprehensive 

approach to quality improvement that had to wait until the election of the Labour 

Government to restore its importance in the service. 

After the long period of neglect between the end of the TQM initiative and the recent 

policy initiatives of the Labour Government, with the announcement of the 'New NHS' 

and the introduction of clinical governance (DoH, 1997), the Government has declared 
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that 'the NHS will have quality at its heart'. Under the new arrangements for clinical 

governance chief executives of trusts are now accountable for the quality of the services 

provided and each trust has to establish a committee chaired by a senior clinician who 

will lead work on quality (Ham, 1999). Alongside the introduction of clinical 

governance is the increasing level of external regulation, signalling a further break with 

the past. These new initiatives are seen as largely a result of the failure of professionally 

controlled quality, that in the end warranted the introduction of a much greater degree of 

external regulation, with new bodies (NICE; CHI) established to address issues of 

clinical performance. The establishment of NICE and CHI are part of this new system of 

regulation which it is argued 'herald the beginning of a new era in medical 

accountability' (Ham, 1999: 169) and which may act to constrain the traditional clinical 

autonomy (Ferlie, 1999). 

What has changed is the recognition that, although quality remains a contested concept 

dependent on the experiences, values and assumptions of different actors in the health 

care system, it is nevertheless multifaceted and means different things to different 

people (Sutherland and Dawson, 1998). What can be discerned S-om the latest stage of 

reform is that they are part of an historic shift in the role of quality in health care which 

began in the mid-1980s, firstly within the domain of clinicians and their control of 

clinical practice, then in the late 1980s extended to non-clinical areas such as waiting 

lists and hotel services, which were firmly part of the manager's domain. The current 

stage, witnessed in the introduction of new quality systems under Labour Government 

policies, is the integration of the clinical and non-clinical domains which are now the 

legitimate concerns of both clinicians and managers. 

The new initiatives concerned with improving the quality of services, are seen as a 

move away from the past where emphasis was placed on imitating private sector 

models of quality, to one that recognises the importance of ownership and 

participation in clinical governance systems by professionals working in partnership 

with managers. There is now a more realistic approach to improving quality in the 

service, with the recognition by Government that strategic change will not take place 

overnight, and that it could take 10 years to achieve the standards of service now 

recognised as essential (DoH, 2001). What is different is that both the professional 
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and managerial landscape has changed since the TQM initiative, with the acceptance 

of much greater external regulation by the professions, and the requirement for 

clinicians and managers to work together in the pursuit of quality improvement. 

The development of a new policy initiative on quality does not necessarily mean it will 

be implemented. The analysis of the TQM initiative demonstrated the hurdles a policy 

has to surmount to achieve its objectives, with the power of professionals remaining 

strong in a highly decentralised service, alongside staff, many of whom remain 

suspicious of government initiatives of any colour. Realistically, Ferlie (1999) predicts 

that these strategies may 'largely fail if the fimdamental conditions of professional 

dominance are not removed'. In spite of growing performance management processes 

within the NHS, new policies are being introduced into an organisation where 

professionals still have considerable discretion over practice which is difficult to 

challenge. This raises continuing questions about the management of strategic change in 

professionalised organisations, where implementation processes are more complex than 

in other types of organisation (Ferlie, 1999). These latest developments in clinical 

governance provide new opportunities to research the implementation of quality systems 

which will require a much closer integration of clinical and managerial perspectives 

which foundered in the original TQM initiative and still present potential obstacles to 

change. 
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Joss, R. and Kogan, M. (1995) ŷ ^ v̂ancmg gẑ aZzfy.' Zbfa/ gwor/zYy JWaMagemeMf zn f/ze 
TVarzoMaZ ^ea/f/z 6'ervzce. Buckingham: Open University Press. 

Joyce, P. (1999) &raregzc MaMage/MeM/ybr f/ze f w6/zc ^'ervzcej'. Buckingham: Open 
University Press. 

Juran, J.M. (1988) Jz^ra/i OM f/aMMZMgybr gwa/zVy. New York: The Free Press. 
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List of Informants Interviewed Appendix 1 

Role 

Clinical Services Manager 

District General Manager 

District Training Manager 

Director of Finance 

Health Authority Member 

Health Centre Manager 

Lecturer in Management 

Manager, Biomedical Sciences 

Medical Consultant 

Nurse Manager 

Project Site Leader (Orthopaedics) 

Project Site Leader (Portering Service) 

Project Site Leader (Community Hospital) 

Project Site Leader (Health Clinic) 

Quality Coordinator 

Quality Facilitator 

Quality Facilitator 

Scientific Services Manager 

Support Services Manager 

Training Manger 

Unit Manager 

Unit Manager 

Unit General Manager 

Location 

Acute Unit 

District 

District 

District 

District 

Priority Care Unit 

College of Higher Education 

Acute Unit 

Acute Unit 

Priority Care Unit 

Acute Unit 

Acute Unit 

Priority Care Unit 

Priority Care Unit 

District 

Acute Unit 

Priority Care Unit 

Acute Unit 

Acute Unit 

District 

Acute Unit 

Priority Care Unit 

Acute Unit 
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Interview Schedule: Themes and Questions Appendix 2 

- What was the impact on the district? 
- What were the consequences of the appointment of the DGM? 
- What was the purpose of the A'gM/ 
- How was it implemented? 
- How was it seen by different staff groups? 
- How was the decision to raise the profile of the district received? 
- What was the impact of the recurrent financial crises in the acute unit? 

2. yyzY/z TlgM 

- What was your first contact with TQM? 
- What were your specific responsibilities? 
- How long were you involved v îth TQM? 

2. Deczj'mM fo ybr rgM/wWrng 

- How was the decision made? 
- What level of consultation took place? 
- How would it benefit the district? 
- Was it intended to support particular developments? 
- What was the level of understanding of TQM among managers and staff? 

3. ro/gj' 

- Who were the main leaders of the initiative? 
- What role did they play? 
- How were they seen by staff who were implementing TQM? 

4. f 

- How were sites identified? 
- What were they expected to achieve? 
- What staff were involved? 
- What were the main changes that would be put in place? 
- How did other staff outside project sites react to the chosen sites? 
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5. TgM 

- What was the implementation process? 
- Who was involved? 
- What roles did they play? 
- What structures were set up? 
- What were the main activities? 
- Were these seen as successful? 
- How were they seen by staff ? 
- Did it lead to new working practices? 

6. Trammg 

- What training was provided? 
- Who led the training events? 
- How was the training received by staff? 
- Were specific training materials used? 
- How were TQM concepts viewed by participants? 
- What was the impact of the training programme? 

- How did it change the way that managers responded to quality issues? 
- How did the activities of front line staff change as a result of exposure to TQM 
training? 
- What was the influence of TQM on the relationship between managers and their staff? 

8. yMvo/vmg 

- How far were clinicians involved in the TQM developments? 
- How was TQM viewed by clinicians? 
- What was their response to the demonstration site activities? 
- What was the scope of their involvement across the district? 
- Did TQM throw up issues of different approaches to quality? 

9. 

- What was the impact on the district? 
- How did the development of DMUs affect the district? 
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- What were the consequences of the separation of units for TQM? 
- How much were managers able to stay committed to TQM as the reforms rolled out? 
- How did the reforms affect front line staff attitudes? 
- What was the main impact on the Demonstration Site? 

10. m C/SW 

- What was the purpose of the fellowship? 
- How did you feel it would help in the implementation of TQM? 

- What were the roots of this crisis? 
- What impact did it have on the district? 
- What were the consequences for TQM? 
- What were the reasons for suspending TQM activity (question to Director of Finance)? 

12. DGMA-erwrw 

- Did the study tour influence your thinking about TQM? 
- What were the consequences of your absence in the USA? 
- What was the thinking behind quality becoming a directorate? 
- What was the impact on the demonstration site? 
- How was TQM seen by the new board? 

13. Temzom m 

- Describe relationships between managers and professionals in the unit? 
- What were the consequences for the DGM? 
- What impact did it have on TQM? 
- What impact did it have on your support for TQM (question to DGM)? 

14. CAarfg/" 

- What was the impact of the Patients Charter on the district? 
- How did it affect TQM? 
- Was it an initiative that could be integrated with TQM? 
- How was it seen by staff? 
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Qwgj'̂ ZOMj'.' 
- What leadership did the DoH provide? 
- Were they able to ofkr technical assistance? 
- Hovy did ± e DoH's involvement change during the life of the demonstration site? 
- What leadership did the RHA provide? 
- Did they provide technical assistance? 

- What consequences did the district's campaign on funding have on TQM? 

16. rgMywWzMg enak ac/zvf/y 

gwgj'/ZOMj'. 
- What level of TQM activity was maintained after the site officially closed? 
- Are there any current quality posts and activities which had their origins in the 
demonstration site? 
- Reflecting now on the TQM experiment, what should the DoH have done differently? 
- What has been the lasting consequences of TQM? 
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