
Managing
Change
in the NHS

Valerie Iles and Steve Cranfield

Developing Change
Management Skills
A RESOURCE FOR HEALTH CARE PROFESSIONALS AND MANAGERS



Developing Change
Management Skills
A RESOURCE FOR HEALTH CARE PROFESSIONALS AND MANAGERS

Managing
Change
in the NHS

Valerie Iles and Steve Cranfield



Purpose and Acknowledgements 1
List of acronyms 4

Introduction 5

Aim 6
Whom will it benefit? 6
What uses can you put it to? 6
What does it contain? 8
Overview of cases 11
Further development 13

Case studies 15

Case Study 1: Leading a service through change 17
Overview and introduction 18
Episode 1.1 Changes on the horizon 20
Articulating a mission 33
The Seven S Model 35
PEST analysis 42
SWOT analysis 44
Readiness and capability 59
Commitment, enrolment and compliance 62
Episode 1.2 The best laid plans ... 64
Schools of thinking about change 69
Concluding thoughts 72
References 73

Case Study 2: Changing a team, from inside it 75
Overview and introduction 76
Episode 2.1 Welcome aboard, but don’t rock the boat 79
Five Whys 84
Force field analysis 90
Episode 2.2 Nina’s notes 93
Force field analysis (cont.) 98
Stakeholder analysis 105
Episode 2.3 Six months later 114
Ladder of inference 117
Episode 2.4 One year on 123
Concluding thoughts 124
References 124

Section 1

Section 2

Managing
Change
in the NHS Contents



Case Study 3: Challenging a health economy to change 125 
Overview and introduction 126
Organisational learning: 1 128 
Episode 3.1 Challenging a health economy to change 135
Episode 3.2 Partners? What partners? 153
The Learning Organisation 162
The Fifth Discipline 162
Episode 3.3 On being a Chair ... 173
Organisational learning: 2 175
Concluding thoughts 178
References 178

Case Study 4: Supporting change as an SHA 181
Overview and introduction 182
Episode 4.1 ‘And such a silly mistake’ 184
Content, Context and Process Model 186
Episode 4.2 A receptive context? 191
Episode 4.3 Some decisions 211
Concluding thoughts 215
References 215

Case Study 5: Prompting change across an organisation 217
Overview and introduction 218
Adding value 221
Episode 5.1 The joys of middle management 225
Organisation-wide initiatives 237
Total Quality Management 237
Business Process Reengineering 249
Episode 5.2 Reengineering the admissions process 257
Episode 5.3 Dianne’s memo to Jane 261
Concluding thoughts 264
References 264

Reflections on the cases 265

Applying the models 266
Evaluating the models in practice 268
Some final thoughts 271
References 272

Source and resources 273

Databases 274
Reviews of evidence 274
Other useful web sites and contacts 275

Section 3

Section 4

Managing
Change
in the NHS



Purpose of this resource

This resource aims to illustrate the practical application of selected change
management theories and tools and builds on the SDO’s Organisational
Change: A Review (2001). It is the first of the SDO’s resources to be aimed
primarily at development.

Authors
Valerie Iles, Really Learning and London School of Hygiene & Tropical Medicine,

University of London
Steve Cranfield, Collaborative Creation Ltd

Project sponsor
NCCSDO

Steering group
Stuart Anderson, Deputy Director, NCCSDO
Pamela Baker, Programme Manager, NCCSDO
Annabel Scarfe, Director of Organisational Development, SW London SHA
Verity Kemp, Director, Health Planning Ltd

Project management (NCCSDO)
Barbara Langridge, Damian O’Boyle and Helena Paxton

Design
Sign

Further copies
NCCSDO
London School of Hygiene & Tropical Medicine
99 Gower Street
London WC1E 6AZ

Tel: +44 (0) 20 7612 7980
Fax: + 44 (0) 20 7612 7979
Email: sdo@lshtm.ac.uk
Web: www.sdo.lshtm.ac.uk

Date of issue: September 2004

1

Managing
Change
in the NHS

mailto:sdo@lshtm.ac.uk
http://www.sdo.lshtm.ac.uk


Acknowledgements

Many people have been involved in the research and development of this
resource. Some have been interviewed for case material. Others have piloted
the cases. Yet others have been critical readers. We warmly thank all of them.

The Matrix in Case 1 was originally conceived by Gordon Best (OD Partnerships
Network) and further developed as a result of a strategy think tank hosted by
the NHS Confederation. Paul Gray, Charles Gutteridge, Philip Hadridge and
Andrew Hine, members of the think tank, will recognise ideas and details they
contributed, in Case 5. Material on value added parenting, also in Case 5,
draws heavily on the contribution of Michael Goold to this think tank, and to a
seminar at which he discussed this concept, with the SE London HA Board. 

Material in Case 1 was originally developed for use with the London Pharmacy
Education and Training team. Members of that team, including Kim Brackley,
Louise Fielding, Helen Middleton, Laura O’Loan and Sneha Varia, all contributed
to the storyline.

We would also like to express our thanks to members of the NHS
Confederation’s PCT Chairs’ forums for ideas we have used, especially in
Case 3. However, the responsibility for the use to which these ideas has
been put is ours alone.

2

Managing
Change
in the NHS

Susan Bewley

Annabel Burn

Francis Day-Stirk

Amy Gass

Nancy Hallett

Randal Keynes 

Juliet McDonnell

Christina Murphy

Marcia Saunders

Karen Stubbs-Vincett

Marie Taylor

Rachel Tyndall

Cathy Warwick

Edith Brown

Anand Chitnis

Mark Easton

Kate Grimes

Janet Hunter

Anthony Levy

Monica McSharry

John Øvretveit

Lindley Owen

Thirza Sawtell

Richard Sumray

Alan Tolhurst

Melanie Walker

Juliet Brown

Peter Coles 

Paddy Floyd

Barbara Grey

Paula Kahn

Peter Marsh

Stephen Morris

Kanta Patel

Eileen Sills

David Taylor

Linda Thompson

Jane Ward



Permissions

We are grateful to the following for their kind permission to use quoted and
copyright material: Blackwell Publishing Ltd (Figure 4.1); SAGE Publications Ltd
(Figure 4.2); Oxford University Press (Table 5.3).

Every effort has been made to identify and contact copyright owners. The
publishers would be pleased to hear from anyone whose rights have been
unwittingly infringed.

This document was commissioned and funded by the SDO R&D Programme, a
national research programme managed by the National Co-ordinating Centre
for NHS Service Delivery and Organisation (NCCSDO) under contract from the
Department of Health’s R&D Division.

3

Managing
Change
in the NHS



List of acronyms

A&E Accident and Emergency
ACE Angiotensin Converting Enzyme, and ACE inhibitors are medications

that lower blood pressure
AHP Allied health professional
BPR Business Process Reengineering
CE Chief Executive
CHD Coronary heart disease
CPD Continuing Professional Development
CPN Community Psychiatric Nurse
DAT Drug Action Team
DIY Do It Yourself
DMS Diploma in Management Studies
EU European Union
EWTD European Working Time Directive
GP General Practitioner
HA Health Authority
HCP Health Care Professional
HR Human Resources
ICP Integrated Care Pathway
I/V Intravenous
LA Local Authority
LDP Local Delivery Plan
LIFT Local Investment Finance Trust
LMC Local Medical Committee
LO Learning Organisation
MD Medical Director
NED Non-executive Director
NHS National Health Service
NSF National Service Framework
NTA National Treatment Agency
OD Organisational Development
ODP Organisational defensive pattern
ODR Organisational defensive routine
OL Organisational learning
OT Occupational Therapist
PACT Prescription Analysis and CosT
PCG Primary Care Group
PCT Primary Care Trust
PDSA Plan-Do-Study-Act
PEC Professional Executive Committee
PEST Political, Economic, Sociological and Technological
POD Patient Own Dispensing
SDO Service Delivery and Organisation
SLA Service Level Agreement
SHA Strategic Health Authority
SWOT Strengths, Weaknesses, Opportunities, Threats
TQM Total Quality Management
WDC Workforce Development Confederation
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In 2001 the SDO published Organisational Change: A Review for Health Care
Managers, Professionals and Researchers. This set out to provide a resource
and reference tool to help readers find their way around the literature on change
management and consider the evidence available about different approaches to
change. The Review has proved popular, and over 20,000 hard copies have
been distributed. The SDO’s follow-up evaluation of users of the Review found
that those leading on change, or supporting others in this goal, expressed a
need for further resources designed to show how different models and
perspectives could be applied to a situation. Developing Change Management
Skills is intended to help meet this need, and to complement other resources
available. It draws on a similar literature base to the Review but its purpose is to
provide support for readers to put into practice the approaches described in the
Review, by illustrating their use in relation to substantive issues and problems.

Developing Change Management Skills aims to help those leading change in
health care to use the literature in this field to inform their practice by:
• describing some of the relevant theories and approaches that have been

used to guide change management
• illustrating the use of these theories in practice in a variety of settings in health
• encouraging readers to reflect on and evaluate change processes and how

they might apply these to different settings.

This is a development resource primarily intended for managers and other
professionals promoting or leading change in health care, and who wish to
improve their ability to apply change management tools. The resource will also
be valuable for developers, trainers and educators wishing to build capacity for
organisational change. While its prime focus is the NHS, we hope the resource
will also be of interest to those leading change in other organisations. 

Those in search of a rapid overview of change management tools and the
associated evidence base may prefer to turn first to the companion volume
Organisational Change (2001) – included as a CD-ROM with this pack and also
downloadable from the SDO website – or find it helpful to have this to hand
while working through the cases.

Those who feel they need additional guidance and support in using the
resource may wish to seek this from a local organisational development (OD) or
training resource. (See also ‘Sources and resources’, page 273.)

Depending on need, you can use this resource:
• for individual briefing and study – e.g. reading through the explanatory

material to inform or help consolidate your understanding of key concepts 
• as a practitioner – e.g. exploring how models can be applied, and

comparing your own views with ‘model answers’, to give you a greater
understanding of them in your practice

Background

Aim

Whom will it
benefit?

What uses can
you put it to?

6

Managing
Change
in the NHS

I N T R O D U C T I O N



• as a self-development tool – e.g. using the fictional cases to experiment
safely with modelling the kinds of thinking and behaviour you may wish to
engender in your own setting

• as a guide when helping others – e.g. ‘Have you thought about using
Model X? Here’s a case study which helps explain it which you/we could
work through together’

• as an aid to teaching and capacity-building – e.g. in programmes on
change, quality improvement, team development, and many other topics

• as an aid to problem-solving – e.g. with teams faced with particular
problems/issues

• as a resource/development tool – e.g. using the cases in a coordinated
way with a number of teams to support OD programmes.

Planning your time

Developing your skills by using this resource will require a considerable
investment of your time, and we have tried to make it easier to use by helping
you schedule this time. It is our conviction that setting aside such time to think
systematically about the uses to which change management tools can be put
will yield disproportionately valuable results.

Reading in sequence. Because the material sets out to show the weaving
together of theory and practice, and takes readers through a change process
that occurs cumulatively, over time, each case is likely to yield maximum benefit
when read as a whole.

Estimated timings. For estimated times of reading cases see ‘Overview of
cases’ on pages 11-13. Each case lends itself to being worked through in
stages to allow for activities, analysis and reflection. In addition, places where
these is a logical break in the material are indicated in the main text by the 

icon.

Level of material. Presentation of the theory concentrates on the core principles.
Cases 1 and 2 introduce a total of 10 models whose basic ideas are arguably
less complex. Cases 3, 4 and 5 introduce a total of 6 models and all of these
contain more complex propositions. Each of the theories and their corresponding
illustration and analysis sections are indicated by boxes in the bottom left hand
corner of the page. You may want to quickly thumb or scroll through these
sections in advance to give you an idea of the length and level of the material.

Equipment. In order to make use of the interactive elements that are an integral
feature of the electronic version you will need access to a computer and/or a
printer (see ‘Using the resource interactively’ on page 10).
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The resource contains:
• this Introduction
• five complex case studies – each made up of fictional incidents in separate

episodes, interwoven with theory and analysis into a realistic whole
• reflections on the cases – including ideas for applying models across cases

and a discussion of evaluating change processes
• links to other sources and resources.

Cases

Cases are stand alone and can be read individually and in any order. Cases are
intended to reflect a range of organisations within the NHS (see Table 1). Key
players within these organisations include: individual team members, service
leaders, and executive and non-executive board members. Settings and players
have been chosen to ensure that issues affecting different levels of the
organisation are covered and to encourage readers to explore how different
parts of the service approach their own and others’ problems.

It should be stressed that all the characters, places and incidents are fictional.
They are made up of scrambled versions of people, dynamics, incidents and
histories which we have learned about in our interviews. We hope they feel real,
but any resemblance to people or situations that readers feel they recognise is
entirely coincidental. Our discussion of models invariably relates to the fictional
setting only.

We are not being prescriptive when we apply a concept within one setting. Many
of the concepts can be applied in almost every part of the NHS as well as outside.

Working though cases should enable you to learn about:
• the strengths and limitations of change management approaches in different

situations
• how to group approaches together to increase their usefulness
• the importance of applying approaches rigorously, perceptively and creatively
• how different results arise when approaches are used by people with different

world views
• how to draw on knowledge and evidence from other fields which were

excluded from the remit of Organisational Change (2001)
• experiences and perspectives of parts of services you are not otherwise

familiar with.

If you are interested in how different change models can be combined at
different stages of a change initiative, you may find it helpful to look at the
Matrix in Case 1, page 71.

The cases contain a wealth of detail, not all of which is used in the analysis or
approach to change discussed. The reason for this is twofold. First, sifting
miscellaneous information, including ‘soft’ data, in the kinds of messy situations
most managers face, and then using this to create a realistic agenda for action,
are important managerial skills. Cases present readers with opportunities to try
out these skills for themselves and then compare their analysis with that of the

What does it
contain?
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individuals and teams described. Secondly, material which may appear
extraneous in one case can be used to apply models illustrated in the other
cases, or indeed concepts from other strands of theory.

Structure
Each case is broken down into a number of separate sections, consisting of:
• overview, with guidelines on how to approach the case
• introduction to the relevant theory
• case material, divided into episodes 
• experimenting with the theory/case
• illustration and analysis
• conclusions and references.

Depending on the case, theory is introduced before, during and/or after case
material. Each case includes several opportunities to engage in interactive
learning (see ‘Using the resource interactively’ on page 10).

Choice of models
Models illustrated in the resource include many but not all of those introduced
in Organisational Change (2001). The choice is pragmatic and does not indicate
the superiority of those included over those left out. We have aimed to show
models being applied in realistic situations, in the depth that will allow readers
to consider how to use them themselves. Some comprehensive concepts, e.g.
Soft Systems methods and action research, are difficult to illustrate to this
depth in the space available. Others are similar to models we do illustrate, so
Weisbord’s Six-Box Organisational Model gives way to the Seven S Model.
Some, like OD and project management, are sufficiently familiar or have a good,
accessible literature of their own, so these are omitted.

In general we have used the models in one case only (with some cross
referencing). For an alphabetical list of models see Table 1 on page 10.
However, many could be used in several of the settings (see Table 3.1 in
Section 3 ‘Reflections on the cases’, page 267).

Managing
Change
in the NHS



Table 1: Models illustrated

You may find it helpful to have access to Organisational Change (2001) either in
hard copy, CD-ROM version or online via the SDO website:
www.sdo.lshtm.ac.uk/publications.htm

As a reader you are encouraged to take opportunities to apply the tools before
comparing your thinking with that of the authors. In doing so you can develop
skills you can apply within your own and other settings.

An electronic version of this document can be downloaded from the SDO site
at www.sdo.lshtm.ac.uk and can be saved to your hard disk.

Wherever you see the                     icon on the electronic version, you will note
that immediately following there is a blank space or incomplete text/table. This
gives you the opportunity to pause, reflect, make notes, discuss. To reveal
hidden text, click on the ‘Show’ button. To conceal text again, click on the

Using the
resource
interactively
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Model

Adding value

Articulating a mission

Business Process Reengineering (BPR)

Commitment, enrolment and compliance

Content, Context and Process Model

Five Whys

Force field analysis

Ladder of inference

Organisational learning and the Learning
Organisation

PEST

Readiness and capability

Seven S Model

Stakeholder analysis

SWOT analysis

Total Quality Management (TQM)

Setting and case

Acute trust hospital, Case 5

Woodville Hospital Pharmacy, Case 1

Acute trust hospital, Case 5

Woodville Hospital Pharmacy, Case 1

Strategic Health Authority (SHA), Case 4

Community Drug and Alcohol Service, Case 2

Community Drug and Alcohol Service, Case 2

Community Drug and Alcohol Service, Case 2

Primary Care Trust (PCT), Case 3

Woodville Hospital Pharmacy, Case 1

Woodville Hospital Pharmacy, Case 1

Woodville Hospital Pharmacy, Case 1

Community Drug and Alcohol Service, Case 2

Woodville Hospital Pharmacy, Case 1

Acute trust hospital, Case 5

I N T R O D U C T I O N
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‘Hide’ button. After you click on the                      buttons you will need to click
the cursor on the main text in order to be continue scrolling through the document.

The document’s default setting is ‘Hide’. This means that whenever you open
the electronic version all the relevant parts are hidden. You cannot save the
document in ‘Show’ mode. However, you can print out a hard copy when the
text is in either ‘Hide’ or ‘Show’ mode.

Using the                            button: if you prefer to display all the hidden text
for a particular case, click on the ‘Show all’ button situated in the Overview section
of the case; similarly, if you wish to hide all the text of a case, click on ‘˙Hide all’.

Case 1: Leading a service through change

Setting: Pharmacy Department in an acute trust
A newly-appointed head of department in Pharmacy tries to decide on the top
priorities for change over the ensuing twelve-month period. Episode 1.1 leads to
an illustration of the benefit of using the Seven S, PEST and SWOT frameworks,
in a disciplined way, to arrive at a small number of key change priorities. Tools
for analysing the stakeholders involved and their ability to help or hinder the
change process – Commitment, enrolment and compliance and Readiness and
capability – are also demonstrated. In Episode 1.2 a look at what has happened
in the department fifteen months later allows us to consider the value and
limitations of using these tools. The introduction of a matrix, drawing on the
insights of three different schools of thinking, allows us to reflect on when and
how to use which kinds of approach.

Reading: allow roughly 3.5 hours

Case 2: Changing a team, from inside it

Setting: Community Drug and Alcohol Service in a community mental
health trust
A new member of staff without managerial responsibilities tries to find ways of
initiating change. Episode 2.1 leads into a discussion and illustration of the Five
Whys model, to arrive at ways of exploring change in the medium to long term.
Episode 2.2 provides additional material for exploring models such as force field
analysis and stakeholder analysis (also considered in Case 1 as Commitment,
enrolment and compliance and Readiness and capability), to assess how
change can be facilitated in the immediate and short terms. A look at what has
happened in the service six months later in Episode 2.3 allows us to consider
the value of a tool, ladder of inference, associated with individual and
organisational learning. Episode 2.4 shows us what has happened a further six
months on.

Reading: allow roughly 4.5 hours

Overview of
cases
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Case 3: Challenging a health community to
change

Setting: PCT and various agencies in a local health economy
Primary Care Trusts (PCTs) are younger organisations than most others in the
NHS. In a relatively short time they have had to discover the potential and limits
of their role, establish their ways of operating and develop working relationships
with other organisations. All this has been at a time when tiers above them in
the NHS hierarchy have been preoccupied with coming into existence
themselves. In many ways, therefore, PCTs have had an opportunity to learn,
rather than be told, how to function effectively. Accordingly, we have chosen to
explore in relation to this case the concepts of organisational learning and the
Learning Organisation.

Episode 3.1 of the case introduces a series of perspectives within the PCT that
allow you to diagnose the dynamics using the concepts that have been
introduced. In Episode 3.2 a series of perspectives outside the PCT allows you
to diagnose the dynamics at work there. Episode 3.3 looks at one character’s
subsequent perspective which leads to an exploration of the question ‘How can
I engender a culture of organisational learning?’.

Reading: allow roughly 4 hours

Case 4: Deciding how to support change as
an SHA

Setting: SHA and an acute trust
A team from an SHA use a strategic management model for differentiating
higher from lower performing organisations, in order to decide what approach
to take to a hospital trust that is deemed to be failing.

After meeting the team and the decisions they are trying to make in Episode
4.1, you are introduced to a model – often known as the Context, Content and
Process Model – and the eight-factor framework derived from this. As the team
attempt to apply this framework in Episode 4.2 you have the opportunity to
reflect on whether you would use it in this way, and then compare your
reflections with those of the team. Episode 4.3 shows the decisions that are
arrived at and the immediate consequences of these.

Reading: allow roughly 3 hours
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Case 5: Prompting change across an
organisation

Setting: An acute trust, Maternity Services and Admissions Team
(Surgical Services)
In Episode 5.1 of the case you see an acute trust through the eyes of people
managing services on a day-to-day basis, and then from the perspective of an
executive director. This allows you to explore the concept of adding value and
consider how the Trust’s managers are able to add value to the services in their
remit, and avoid diminishing it.

You are then invited to explore how the principles of Total Quality Management
(TQM) could be used by an individual senior manager to influence quality across
an organisation, and by a team to improve quality within a particular service:
Maternity Services.

Episodes 5.2 and 5.3 enable you to explore the theory of Business Process
Reengineering (BPR) and follow the course of a pilot reengineering project
within the Trust, with the opportunity to reflect on the key learning points and
consider whether this approach should be rolled out organisation-wide.

Reading: allow roughly 4.5 hours

If you wish to develop your skills in using theory to inform practice, and extend
those to using practice to inform theory, we encourage you to keep in touch with:
• the SDO programme – visit their website at www.sdo.lshtm.ac.uk
• the Health Services Research Unit (HSRU) at the London School of

Hygiene & Tropical Medicine – visit the School’s website at
www.lshtm.ac.uk and the HSRU’s journal website at
www.rsmpress.co.uk/jhsrp.htm

• the authors:
Valerie Iles – email: v.iles@reallylearning.com; website: www.reallylearning.com
Steve Cranfield – email: steve@scranfield.demon.co.uk

You are also encouraged to complete and return the inserted feedback form,
which is also downloadable from the SDO website.

Further
development
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A newly-appointed head of department in Pharmacy tries to decide on the top
priorities for change over the ensuing twelve-month period. Episode 1.1 leads to
an illustration of the benefit of using the Seven S, PEST and SWOT frameworks,
in a disciplined way, to arrive at a small number of key change priorities. Tools
for analysing the stakeholders involved and their ability to help or hinder the
change process – Commitment, enrolment and compliance and Readiness and
capability – are also demonstrated. In Episode 1.2 a look at what has happened
in the department fifteen months later allows us to consider the value and
limitations of using these tools. The introduction of a matrix, drawing on the
insights of three different schools of thinking, allows us to reflect on when and
how to use which kinds of approach.

Approaching this case
The case is designed to be read in the following sequence. We suggest some
places for taking breaks in the material, with indicative times.

You may find it helpful to have access to Organisational Change (Iles and
Sutherland, 2001) either in hard copy, CD-ROM version or online via the SDO
website: www.sdo.lshtm.ac.uk/publications.htm

Note: 
The                     icon refers to those parts of the electronic PDF version of the
document where readers have the option to hide or show the text, depending on
whether they want to stop and think before comparing their own ideas with ours.

Overview

18

Episode 1.1 Changes on the horizon – the arrival of a new head of
department prompts reactions and reflections          

Articulating a mission – a discussion of the uses of a mission and an
illustration of the different missions held by the new and old heads of
department                                

Seven S Model – an overview of the model and an opportunity to 
apply it to the case

Illustration and analysis – an opportunity to compare your thinking with ours 

PEST analysis – an overview of the tool, an opportunity to apply it 
to the case and to compare your thinking with ours   

SWOT analysis – an overview of the tool, and another opportunity 
to apply it to the case and compare your thinking with ours      

Readiness and capability assessment – an introduction to the tool, 
and an opportunity to apply it to the case      

Enrolment, commitment and compliance – an introduction and
opportunity to apply it 

Episode 1.2 The best laid plans ... events one year later

Schools of thinking about change – an introduction to a matrix that
enables you to reflect on uses and limitations of these tools 

30 minutes

15 minutes

45 minutes

15 minutes
Total 105 mins

15 minutes

60 minutes
Total 75 mins

15 minutes

10 minutes

10 minutes

20 minutes
Total 55 mins

HIDE SHOW
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Main characters

Location

Time

Perspective

If you prefer to display all the hidden text for the case, click on the ‘Show all’
button; similarly, if you wish to hide all the text for the case, click on ‘Hide all’.

Pharmacy staff

You will find organisation charts on pages 30-32:
Jacqueline – recently retired Chief Pharmacist
Ashok – newly appointed Chief Pharmacist
Karen – Assistant Dispensary Manager (C grade pharmacist) 
Stuart – Senior Technician, Dispensary Manager
Anne – Principal Pharmacist, Clinical Services
Jayesh, Nicki and Bola – three of the Technicians
Penny – Principal Pharmacist, Patient Services
Hina – Senior Technician
Azim – Pharmacist (D grade), with responsibility for medicines information
Charles – Chief Technician (Procurement)
Roy – Pharmacist who has worked in the Department for 15 years

Other people at Woodville Trust

Sheila Elliott – Medical Director
Paul – Director of Clinical Support Services, line manager for Chief Pharmacist
Sally – Director of Education and Training
Maria – Sister, Suffolk Ward

Local PCT

Elaine – the local PCT’s new Director of Pharmacy Services

Woodville Hospital NHS Trust

Episode 1.1: takes place in the present over a one-week period 
Episode 1.2: is one year on.

A new Chief Pharmacist has just arrived at Woodville Hospital and it is through his
eyes that we will analyse the situation. The information needed for the analysis is
conveyed through a number of voices within and outside the department.

C A S E  S T U D Y  1 :  L E A D I N G  A  S E R V I C E  T H R O U G H  C H A N G E
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Episode 1.1:
Changes on the
horizon

Tuesday morning – To and from the wards

As the door closed behind her and she left the hustle and bustle of the
dispensary Karen experienced that familiar feeling of freedom. She knew it
would be short-lived and that within an hour she would be rushing round her
last ward, anxious to get back to the dispensary, aware of the pressure that
would be mounting in her absence. But she always enjoyed making her way
onto the first ward.

A C grade pharmacist at Woodville, Karen was Assistant Dispensary
Manager, supporting Stuart the Dispensary Manager (see Figure 1.2, page
31). She rated his skills highly. He was an experienced technician who had
worked in the department for several years and who managed to keep calm
whatever the pressure. And what pressure! Outpatients were routinely
waiting 45 minutes or longer; and patients waiting for TTAs1 could be held up
by 4-5 hours. Naturally there were complaints. And yet, whatever the crush
and noise in the waiting area, Stuart would ensure that every ’script was
tackled in turn, that it was checked by a pharmacist before it was handed out,
and that the pharmacy assistant, who received the ’scripts and bore the brunt
of the complaints, was well provided with cups of tea and words of support.

On her way to Suffolk Ward Karen mentally checked the activities she still
needed to tackle for her Diploma.2 After last week’s discussion with Anne
(Principal Pharmacist, Clinical Services) she was very enthusiastic, knowing
what she needed to do and confident she could do it. She hoped today she
would have an opportunity to look through the case notes to identify a
candidate for her next case presentation, but knew that she would have to
be back in the dispensary within an hour and a half. The thought irritated
her. Fundamentally she didn’t believe she had chosen pharmacy as a career
to spend most of her time doing something so tedious. Yes, she knew that,
as Jacqueline (the recently retired Chief Pharmacist) used to say, patients
relied on pharmacists to be sure their medication was absolutely safe. But
she also thought (but had never mentioned this to Jacqueline) that when she
got bored she wasn’t particularly safe. Her mind would drift off to something
more interesting and she would work on autopilot for a while. On the wards
she could perform something much more like the role she thought she was
taking on when she applied for the degree all those years ago. Although
even there she didn’t feel completely at ease. She hated it if she was asked
to join a ward round. She was never sure she would have the answers to
questions asked and was terrified of looking foolish in such a crowd, and of
doctors too. She was conscious that she was daunted by doctors, and wasn’t
quite sure why. Something to do with the behaviours perhaps, the speed at
which they worked led to impatience if an answer was too slow in coming.

She was pleased to see that Maria was the Sister on the Suffolk ward today,
but she was disappointed that Maria wanted to complain. 

1 Medications and supplies to take away.
2 Post-graduate Diploma in Pharmacy Practice.
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‘Karen, I know you’re always in a rush but can I whinge to you about
something? The I/V additives service. You know how we used to do it here
on the ward and you were worried that we didn’t have the backup to do it
properly, so you set up the centralised service down in the pharmacy.’ 

‘Well, Jacqueline was worried about it certainly’, said Karen. 

‘Well, it’s only open 9-5, Monday-to-Friday’, Maria continued, ‘so when we
needed it over the weekend it wasn’t available and we had to do go back to
doing it ourselves. Only, because we use your service most of the time now
it’s ages since we’ve done it – and it took forever, when we were really short
staffed, and we wasted several packs. I really think if you can’t offer it all the
time we should go back to doing it on the ward and keeping our skills up,
it’s more dangerous this way.’ 

‘I’ll take that back with me’, promised Karen. ‘Now we’ve got a new boss I
don’t know what he’ll say. Jacqueline wouldn’t have heard of it but you
never know, I do think we can offer a safer service for the majority of cases
but I see your point.’

As she left Maria, Karen reflected that that wasn’t all she did not know about
Ashok. He had been in post a week and was still getting to know names,
faces, and the way round the department. He had seemed surprised when
he had spent a morning in the dispensary; and Bola had reported the same
when he had asked to accompany one of the ward technicians and she had
drawn the short straw! ‘I expect life is rather different here from St Luke’s’,
she thought. Ashok had been a Principal Pharmacist at St Luke’s, a teaching
hospital, before taking over as Chief Pharmacist at Woodville General (see
Figure 1.1, page 30). She wondered what he was making of it all. She had
friends at St Luke’s and knew they had a POD3 scheme, for instance.
Jacqueline had steadfastly resisted implementing such a big change. ‘It will
mean finding money for all those new lockers, getting the ward staff to think
differently, a big training programme for our own staff, and it’s risky too’, she
had said. 

Karen thought fondly of Jacqueline, who had been fiercely protective of her
staff, always maintaining that the safety of staff and patients was her first
concern. ‘Belt and braces’ was a phrase she used often. ‘You can’t
compromise with safety.’ Stuart and his boss, Penny, the Principal
Pharmacist for Patient services, were old friends of hers, and very supportive
of her and her views. They had been slightly alarmed when Ashok was
appointed. Anne, though (with her clinical services responsibilities), couldn’t
wait for the change. But Anne had been agitating for change ever since she
arrived 12 months ago. She grumbled that the dispensary was like a
magnet, drawing all the resources towards it; and that if the technicians were
on the wards they should take on a ‘proper job’ and not just a supplies

The dispensary was like
a magnet, drawing all
the resources towards it

3 Patient Own Dispensing scheme, in which patients ‘self-administer’ their drugs which are dispensed for them early in their stay and which they will
take home with them when they are discharged. In this way they avoid waiting for TTAs and become familiar with their medication before they
leave. It requires a dedicated locker at the side of each bed, and a ward technician to take their medication history on admission.
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function. In so saying she had thoroughly alarmed most of the technicians
who said they wouldn’t know where to start with the patient medication
histories Anne was advocating. But Karen noticed that two of the student techs
had collaborated on a project exploring the idea and seemed very enthusiastic.

The dispensary had two full-time technicians, one of whom had recently
become accredited for checking prescriptions, and the other was
responsible for the education and training of all the techs in the department
(see Figure 1.3, page 31). They were the backbone of the dispensary, Karen
thought; in fact, the technicians were the backbone of all the pharmacy
departments. It was all very well Anne advocating an enlarged role for them,
talking of how much more interesting they would find it, but they were very
happy where they were, part of a friendly, busy, safe team. Life could be
much more frightening and isolated on the wards. 

Friendly was what Jacqueline had striven for, Karen thought. She had had
friends all round the hospital, greeting her warmly wherever she went,
supporting her whenever she argued for the pharmacy centralising services
(such as the I/V additives) which had previously been done on the wards,
and agreeing with her when she argued against greater computerisation in
the pharmacy on the grounds that this would take too much time and get in
the way of the friendly relationships that were so much a feature of life in a
district general hospital like Woodville. Friendly and safe. 

Karen knew that Anne held different views about safety. Anne argued that
Jacqueline’s insistence on safety within the pharmacy was not sufficient
anymore, that safety should be considered in relation to the whole ‘career’ of
a medication, within the pharmacy but also, more importantly, outside, on
the wards, in the patient’s home. Jacqueline disagreed: ‘What we need is
everyone to take responsibility for doing their own job properly, I’ll make sure
we take responsibility for the pharmacy, other people must take
responsibility for the rest, we can’t control everything’. Instinctively Karen
agreed with her, if everyone did as they should then medication errors
wouldn’t happen, and yet she knew the research showed concordance4 to
be a big problem. ‘So if patients themselves, the people who have the most
to gain, aren’t taking their responsibility perhaps we can’t rely on anyone
doing so’, thought Karen. ‘Perhaps it’s safest to assume that people won’t.’

Tuesday evening – Anne’s home

‘Oh this is hopeless!’, Anne fumed at her husband that evening. ‘I’m
supposed to be in charge of ward services but I don’t have control of any of
the people who actually go onto the wards. They’re all scurrying round trying
to get back to doing something else, either the dispensary (and don’t ask me
if the dispensary’s getting any better, it’s just a complete shambles) or to
other duties – like the anticoagulant clinic. And as for Penny, she won’t
accept any kind of direction from me at all, she obviously thinks she’s more

22

Managing
Change
in the NHS

4 Concordance: the degree to which patients take the medication prescribed for them.

C A S E  S T U D Y  1 :  L E A D I N G  A  S E R V I C E  T H R O U G H  C H A N G E



experienced than I am and that she knows it all. But she doesn’t, she’s
hopeless at discussing things with the doctors, far too timid, no wonder
Pharmacy is ignored – we’ve always been seen as people like Penny. Do you
know, she told me the other day that she thought it was more important to
persuade doctors than to “have a go at them”. As if doctors ever listen if you
don’t stand up to them.

‘She suggested I go and talk with Sheila Elliott (the Medical Director) to get
her “on side” about the formulary proposal. Honestly, I haven’t got time to
go buttering people up, she’s bound to see it’s a good idea, it deals with all
the problems she’s been having about the Woodville consultants resenting
the formulary decisions being made by St Matthew’s.5 When I said that
Sheila was bound to see that, Penny went all touchy feely and talked about
the personal problems Sheila is having. Well that settles it, I’m definitely not
going anywhere near her if I’m going to have to be sympathetic about her
divorce. Why do people think you’re going to be interested in their home
lives? They’re not friends; the only stuff I want to hear about is how we’re
going to get better prescribing and more efficient distribution.

‘Still it must get better now that Jacqueline’s out of the way. She’s held us
back for years. Do you know when the clinical governance team asked us
last week for statistics on the use of statins we couldn’t give it to them?
Honestly, our computer system is as old as the ark. I spelled out our need
for a new one in that strategy paper I wrote last year. Remember?

‘I discussed the paper with Jacqueline and she was enthusiastic about it –
said she would show it to the clinical director and that it might get us some
more resources. The strategy described how we need to be able to respond
more flexibly to what other HCPs [health care professionals] want from us,
that we have to review how we are using our staff, and that we need to
introduce new systems. When I last asked her about it she just said that
Paul6 hadn’t agreed to fund it, so we would have to wait ... But we could do
a lot of it without any extra funding, and once we were being more helpful to
other departments they may help us lobby for the new computer. The PCT
might even be able to help.

‘Oh anyway, back to here and now’, she went on. ‘I must remember to book
time to see Jayesh. He’s in charge of the education and training for all the
technicians and I must get him to build medication histories in to the
programme. Last time I mentioned it he wanted a lot more detail about
exactly what I wanted, he does do that, he’s so cautious. But his work is
excellent – when it finally comes! And at least he concentrates on the task in
hand and doesn’t waffle on about feelings or “hearts and minds”.

‘I think Ashok is going to be good for us’, Anne mused. ‘At least he has
some experience of decent ward systems. Just a bit worrying that he’s
always talking at so many conferences. Karen knows people who work with

‘I think Ashok will be
good for us, just a bit
worrying he’s always at
conferences’
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5 St Matthew’s is a nearby teaching hospital and there are many links between clinicians at Woodville and St Matthews. For historical reasons
Woodville uses the St Matthew’s formulary, with only a few modifications.

6 Paul is the Clinical Director for clinical support services, reporting to the Director of Operations, and is the line manager for the Chief Pharmacist.
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him and apparently he’s always got some bright new idea, starts to implement
it and then goes and gets a paper published about it before anyone can really
say whether it works or not. Bit of an egomaniac, they say. Still he does get on
and do things, unlike Penny who seems to spend all her life gossiping. Do you
know she’s stopped Stuart relying on Nicki to do the checking? Nicki’s
accredited now and Stuart wanted to use her last week when Karen was
away. But Penny thought Nicki might not feel ready to take it on just yet, said
they must wait until she feels ready to take on the responsibility. Honestly,
what was the training all about?! Sometimes I think she isn’t at all interested in
the work we’re trying to get done, just everybody’s feelings. Doesn’t she
realise patients have feelings too, that they hate being kept waiting? – the wait
to have a prescription dispensed was over an hour when Karen wasn’t here.

‘Well, we’ve got the journal club coming up soon, that’s good. That’s one of the
best times of the week. We nearly always hear about something we could think
about introducing here. Of course not everyone seems to enjoy it – or perhaps
it’s that we all enjoy different aspects of it. Jayesh pulls all of the ideas to pieces
– although I’ve noticed that on the rare occasions he is satisfied with the
answers he becomes a firm advocate for it! Hina always knows someone who’s
already tried it (or something like it) and volunteers to get them to come to talk
about it. Nicki’s good at making sure we meet the deadlines for any submissions
we decide to make, and Karen always makes sure we go away with a sensible
action plan. Not always the actions I’d have chosen, and sometimes I get
pretty cross when people won’t see that what I’m suggesting is much better,
but somehow it does seem to work. It’s just Penny. She spends all her time
checking that people “feel happy” with what we are doing! Oh well, she’s away
next week; we may be able to get some things done while she’s away.’

Thursday mid-morning – Pharmacy
Department

At the end of the journal club Azim hurried away. Another battle royal
between Anne and him. Why was she always so belligerent? They were
surely all on the same side, all trying to ensure that medication made the
maximum contribution to people’s welfare. But it never felt like that, it always
felt like a competition to see whose idea or approach would win. It was
never so bad when Charles attended the meetings (see Figure 1.4, page 32).
Somehow he could enthuse about a project without ruffling feathers. Or at
least that was what he had found, he knew Jayesh always found Charles
difficult, not taking enough interest in the detail and always wanting to rush
onto another project before the last was finished, but Azim didn’t mind that. 

Anyway, enough about the club, he had a problem of his own. The basic
grade rota had been suspended for a while because of the C grade vacancy
in his department (see Figure 1.5, page 32). One of the basic grade
pharmacists had been asked to act up into that post and the others were
staying in the department where they happened to be until the recruitment
process was over. Frankly Azim hoped they would have some good
candidates from outside, as it was so difficult to find basic grades at the
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moment, what with the supermarkets offering so much more money. But the
basic grades were now fed up and had asked to see him. Why him he
wasn’t sure, except that he knew they found Anne difficult, and Penny rather
ineffectual. Well, he would hear what they had to say and see if it was
anything he could deal with. 

If it wasn’t really his responsibility it was difficult to see that it was anybody
else’s either. Oh, Penny was responsible for overseeing their rota and doing
their appraisals and so on, but in practice she didn’t work with them day-to-
day and the managers of the areas they worked in didn’t give her feedback
that was very useful. They filled in forms but talked only generally, about
‘improving communication skills’ or ‘taking more care’. Without any specific
examples it was almost impossible for Penny to discuss these. And anyway,
the appraisals were only 6-monthly; some people didn’t stay long enough to
have one. Still, Penny was certainly no worse than Anne. Azim was relieved
to think he wasn’t due for his next appraisal for several months; last time
Anne had been so brusque with him he had felt very demotivated for weeks.
He appreciated the fact that she had told him where he was going wrong (he’d
had bosses in the past who only gossiped about that to other people, and
never criticised him to his face) but wasn’t he doing anything right? He had
thought he was, indeed the fact that the basic grades were coming to him
when they wanted something sorted out was a testament to that, he thought.

While he was smarting about his appraisal he had asked Karen what hers
was like. ‘Oh, a non-event’, she’d replied. ‘I wasn’t sure whether it should be
Stuart or Penny, in the end Penny did it and just told me how well I was
doing. It was just after I’d had that incident on Suffolk ward and we never
talked about it at all, I know I need to get better at standing up to consultants
but she just told me not to worry. I don’t think any of us find the appraisal
helpful, I think it’s only there for people in Personnel to justify their jobs.’ 

‘Yes, that’s what Jacqueline always said, wasn’t it?’ said Azim. 

‘Yes, it wasn’t one of her enthusiasms’, replied Karen. ‘Perhaps because she
didn’t devise it herself. She was always enthusiastic about systems she
introduced herself: all that emphasis on risk management, remember? But if
she was asked to implement someone else’s she resisted like mad. I think
that’s why we’re so far behind other departments now.’ 

‘No, I think that’s because we haven’t got the money we’ve asked for’, said
Azim. ‘I know Anne was fuming that we couldn’t get funding for the training
for the ward technicians. Said it was all because we couldn’t get hold of the
data to put together a decent business case. By the way, were you there
when she and Jacqueline discussed the robot? Talk about fireworks! Actually
I think Jacqueline could have been persuaded if there was some kudos in it
and if Anne hadn’t tried to push it down her throat. Still, we may have a
chance to revisit it now Ashok is here.’

‘Talking of rows, did you hear about the formulary meeting? Apparently Anne
was shouted down about her proposals to develop our own’, said Azim.

Azim appreciated honest
feedback but wasn’t he
doing anything right?
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‘But why?’ asked Karen, ‘I thought all the consultants hated having to use
the St Matthew’s one.’ 

‘They do’, Azim replied. ‘But I think they couldn’t bring themselves to have
to argue with Anne over everything they wanted to include. She can be so
rude to them, I don’t think she means to be, I think she believes she’s just
presenting the evidence, but somehow she does it in such a way that you
feel as though you’re being made to look a fool. I think we’ll only get that
proposal through if someone else represents Pharmacy on the committee.’

‘Oh, that’s interesting’, Karen mused. ‘The PCT prescribing advisor was
asking me about it a few weeks ago. He is very keen that he or his boss
(Elaine, the PCT’s new Director of Pharmacy Services) are members of it.
Now that the PCT holds the drug budget for the hospital they want to
develop a joint formulary. He was pointing out how much more medication is
prescribed in the community than in the hospital, and how important it is
that it is informed by state-of-the-art thinking from our consultants.’ 

‘Well he’s just rehearsing the arguments he wants to use with the
consultants’, said Azim. ‘The PCT want to get on it to drive down costs.
You’ve seen how they behaved over the ACE inhibitors. They took that
evidence (yes, good evidence, a convincing meta-analysis of a series of well
conducted RCTs [randomised control trials]) which showed that drug X
reduces mortality, and then applied the results to the whole of that class of
drugs – and promoted the cheapest one. We would never have done that –
we just don’t know how transferable those results are.’

‘Yes, I know there are problems, that’s why we must get them on the
committee – so they can hear these arguments’, Karen retorted. ‘But they
are right about some things. For example, when some of these highly
specialised (and very expensive) new drugs come out, it’s ridiculous that
GPs have carte blanche to prescribe them without any guidance from
specialists in that field. If our consultants (or we ourselves for that matter)
drew up protocols everyone would be better off – especially patients.’

‘Well, they’ll have to overcome some hostility from the consultant body’, said
Azim. ‘There was a furore when the PCT refused funding for drug Z. Dr A.
was ranting for days about “how can these primary care pharmacists make
decisions about my specialty! They should stick to what they know about”.
Of course we know they had access to the same evidence as Dr A., and are
excellent at evaluating it – but instead of discussing it they just issued a
policy statement.’

‘Letting them onto the committee might be the start of a slippery slope’,
Karen said, thoughtfully. ‘We can’t tell where it might end. Edgebury, St
Luke’s PCT, have been running warfarin clinics in the community rather than
in hospital for over a year now. That would have quite an impact on roles and
processes here. And in their last newsletter the PCT were talking about how
intermediate care will require major redesign of existing services – including
ours. They want us to work much more closely with community pharmacists.’
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‘Community pharmacists! They’ll only do it if there’s more money in it for
them’, said Azim, ‘they’re as bad as GPs.’

Karen laughed. ‘You certainly got out of bed the wrong side today’, she said.
‘We seem to be the only goodies round here according to you, all the rest
are baddies out to get us!’

‘Yes’, Azim laughed with her, ‘the PCT, community pharmacists, consultants,
patients … they all see their role as making life difficult for us!’

Thursday evening – Ashok going home

Ashok wondered briefly whether he had done the right thing in accepting the
Woodville job. Perhaps he should have hung out for another teaching
hospital role, or one of the new PCT opportunities. But when he thought
about it more rationally he realised it would be an interesting challenge. He
hadn’t realised quite how far behind the times Woodville was, Jacqueline
had always come over as quite impressive when he’d met her at meetings.
Very chatty and purposeful, he’d felt they had quite a lot in common. And it
wasn’t as if the systems here didn’t make sense, they did, but only if you
thought that pharmacy was essentially about safe supply. If you saw
pharmacy as being the coordinator of an effective medicines management
network then there were a lot of changes to be made. He’d have to start
with a POD system. Apart from anything else it would be such a money
saver. And the dispensary needed a dose of the twenty-first century. A
pharmacist at the front end of the process, screening the prescriptions and
dealing straight away with anything problematic would yield huge time
savings and get those waits down. He couldn’t believe they’d got away with
those for so long. He had called a staff meeting tomorrow to introduce some
of these changes to them. He strongly believed that it was important to be
open with your staff, so they didn’t hear things from other people before
hearing them from the top. Oh, and then he had his first meeting with Dr
Elliott. ‘What an interesting day ahead’, he thought.

Friday, early morning – Trust Directorate

Sheila Elliott, Woodville’s Medical Director, was slightly surprised to see she
had an appointment that morning with the new Chief Pharmacist. She
remembered her secretary asking if she could book him in and had thought
vaguely that it would be a good idea. She expected he wanted to ask for
more money for some pet project or other. That was the only reason
Jacqueline had ever made a proper appointment to see her. Of course they
had known each other so long that they often had a sociable chat over coffee. 

Formally Jacqueline had been accountable to the Director of Clinical
Support Services, Paul, but Sheila doubted if they ever met. She knew that
Paul had plenty on his plate with other initiatives and that he had grown
suspicious of what he described as ‘empire building’ on the part of many of
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the services he managed. He would grumble regularly: ‘Sheila, if only they
would concentrate on what they’re supposed to be doing and get that right
the NHS wouldn’t be in the mess it’s in. Everyone seems to want to expand
their role and make life more interesting for themselves, and of course they
always claim it’s in the best interests of the patient, but it means the basics
just aren’t done.’ This view often led to fireworks with Sally, Director of
Education and Training, who was a firm believer in personal, professional
and service development. ‘Paul, if you had your way’, Sally had said at a
meeting last week, ‘everyone would still be using leeches!’

If she was honest Sheila was slightly irritated with the Woodville Pharmacy.
At the clinical governance seminar she had attended last week, her
colleagues seemed to have access to all sorts of valuable information about
prescribing. Yet whenever she had asked Jacqueline for this kind of support
for the clinical governance team Jacqueline had asked for funding for a
locum to come in, to free up her staff to analyse the figures. Jacqueline’s
counterparts elsewhere seemed to be able to pull the answers off their
computer system without any fuss.

That reminded Sheila: computer system. The Director of Finance and IT was
nearly ready to go out to tender for the new computer system. Work on the
specification had been going on for months. Perhaps the meeting with Ashok
this morning would be an opportunity to find out whether Pharmacy had any
special requirements they wanted built in. It might not be too late. All heads of
department had been sent a request form, asking for these requirements, six
months ago, but Sheila happened to know that no response had been
forthcoming from Pharmacy. When reminded, Jacqueline had jokily pointed out
that if someone would come and tell her which of Pharmacy’s other activities
she was supposed to forego then she would be happy to fill in all these forms.
Sheila had had a laugh with her but had come away feeling defeated.

Sheila realised she wasn’t quite sure what they did in Pharmacy nowadays.
Dispensing yes, although wasn’t that done by machine now? A bit of
manufacturing, she supposed; and the help-desk function was very useful
for junior doctors unsure of their drugs. But were they up to supporting a
new formulary? After the fracas at the Formulary Committee on Wednesday
Sheila wondered whether she should commission a team of consultants to
come in for the development phase. The local medical school had a very
good pharmacology department with people who did that sort of thing. Or
the PCT perhaps. She had an appointment to see Elaine, their new Director
of Pharmacy Services, in a couple of weeks’ time. There had been that
palaver from Dr A. over drug Z, that was unfortunate. But she knew there
was a lot of energy for modernisation in the PCT which could be very useful
– as long as they didn’t get too bossy about it. St Luke’s, she knew, had
freed up a huge amount of junior doctor time by putting warfarin clinics out
in the community, and that had been prompted by Edgebury PCT. With the
pressure for meeting targets, addressing the EU working time directive,
developing new services (such as intermediate care), etcetera, Woodville
simply couldn’t go on doing things in the same old ways. They would have
to learn to think differently. ‘But I don’t know where to begin’, thought Sheila,

‘I’m not quite sure what
they do in Pharmacy
nowadays’
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‘there’s just so much hitting my desk every week.’

In the meantime, the new formulary. Yes, subject to her liking what she saw
when they met, Sheila would suggest the PCT Director of Pharmacy Services
join the committee, with a view to taking a leading role. Anne would be furious,
of course, and disappointed too. But she didn’t seem to realise that influencing
prescribing habits wasn’t simply a matter of feeding clinicians the evidence –
they needed to want to change those longstanding habits. Berating them when
they didn’t just antagonised them, it didn’t achieve anything. Yes, she thought,
the PCT might be useful for all sorts of things. They might even be able to put
some pressure on Woodville’s Pharmacy about the clinical governance data.
They were so used to analysing the PACT data they would be surprised at how
little formal review of prescribing took place in the hospital. They might be able
to push harder than she could, she hoped so. Of course, she didn’t know what
Elaine’s priorities would be. The new GP contract would undoubtedly have an
impact: lots of redesign options that would presumably involve pharmacy. But
she had sounded keen to meet and that was a good start.

In the meantime, it would be useful to see Ashok today, but perhaps the
action was now moving to the PCT.

Friday mid-morning – Pharmacy Department

The coffee room was abuzz. The meeting with Ashok had just finished and
he had gone to see the Medical Director.

‘Well, what do you think of that?’, Azim asked Anne. Across the room a
number of people were asking the same.

‘I think it’s great’, said Anne. ‘It’s what I’ve been wanting for ages, the
sooner we start the better. This will move us into the twenty-first century and
it’ll get other people realising the contribution Pharmacy can make. We’ve
been ignored and forgotten about for far too long’.

Overhearing her, Stuart turned to Karen: ‘She’s right of course, we are
ignored. Look at how we can’t get the money we need for any of our service
developments. And we’re desperately short of staff in the dispensary and
no-one ever agrees to increase our establishment. But we always have been.
Introducing these new systems isn’t going to change that. It’ll just mean we
take on more work with the same number of people.’

‘Yes’, Karen replied, ‘if only we could recruit to our vacant posts things
mightn’t feel so bad but we can’t do anything until that happens – we’re all
far too busy.’

Nicki and Bola, two of the technicians, discussed it too. ‘Well I can see it makes
sense. I think it’ll be good for the technicians and for the pharmacists. I’m
just worried we’ll all be landed with new responsibilities without proper training.
I’ve heard that happened all the time when he was at St Luke’s’, said Nicki.
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Figure 1.1: Pharmacy Department organisation chart
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‘Yes, I’m not sure what it means for those of us who are rotating’, Bola
thought aloud. ‘We may end up having to learn a new set of skills every time
we move departments. Still, it sounds exciting, I’d like to give it a go.’

‘What I really want him to concentrate on’, said Penny to Charles, ‘is the D
grade vacancy in technical services. While that post is vacant we’re just
rushed off our feet.’

Charles wasn’t sure he agreed. Privately he had thought for some time that
he could do that job, certainly at least as well as Mike, the chap who had left
two months ago. When he’d mentioned this to Jacqueline she had refused
to think about it though: ‘You’ve got plenty on your plate at the moment,
don’t go looking for more’, she had said. ‘I need someone thoroughly
reliable in your role, and we’ll find another D grade soon. It would be a huge
jump in terms of responsibility – a big worry for you, that you don’t need.
Especially with all the demands of a young family.’ 

Charles wasn’t as sorry as Penny and Stuart to see Jacqueline go. He’d felt
patronised and restricted. Ashok was a breath of fresh air. ‘Now all we need
is for the hospital management to listen to us’, he thought, ‘but I don’t
suppose that will ever happen.’

* Ashok is organisationally accountable to Paul, Director of Clinical Support Services. Paul accounts to the Director of Operations, and
also has a dotted line relationship with Sheila, the Medical Director.
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Figure 1.2: Dispensary services
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Figure 1.3: Technical services
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Figure 1.5: Clinical services
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Figure 1.4: Procurement and Distribution services
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Consider the challenges facing Ashok. He has joined the Woodville Pharmacy
team with a broad view of the kind of service he would like staff to deliver and
patients to receive. He’s developed this view over time: through his experience
of other departments, from things he’s read about in journals, from his own
training and his interaction with other health care professionals. This view is
leading him to suggest some immediate changes within the department. If
asked what his view or vision is he may be able to describe it, he may not; it
may be explicit or implicit.

A mission statement is a means of making this view explicit. There are two
benefits of its being explicit: one is that it is communicable and discussible; the
other is that it can inform decision making, and form the basis of a rigorous analysis. 

One definition of a mission statement is that it encapsulates the aims of an
organisation and often its key values, offering a vision from within the
organisation which is oriented to the outside. It’s important to note, however,
that mission statements can hinder as well as help, especially ‘if the vision and
values are merely proclaimed, but not lived convincingly’ (Peters, 1987: 40).
One authority in the field of discourse analysis argues – in an article entitled
‘Mission impenetrable’ – that many mission statements are recycled
management jargon: verbose, concerned with being politically correct, and
linguistically unmemorable; the challenging conclusion is that mission
statements of UK public services are often vague, dull formulae that could
mean anything to anybody (Cameron, 2001).

The mission statement we are talking about here must not look anything like
that! It must convey succinctly and simply the purpose of the service, as
perceived by opinion formers within it. 

Key opinions formers and the mission

The title of this section is ‘Articulating a mission’, and this means putting into
everyday, memorable words whatever it is that enthuses and drives the key
opinion formers – people who play a critical role in supporting or challenging
initiatives, people who are able to play an exemplary role in showing how the
mission can be ‘lived convincingly’.

First, then, you will want to identify who the key opinion formers are. This is an
informal process of observing whose views are listened to and acted upon; how
people are referred to in their absence over the coffee room table; and how
people respond when opinions are voiced, both verbally and through their body
language. Of course, those who contribute most frequently to conversations
and meetings are not necessarily those whose views carry the most weight.
Indeed, the most influential opinion formers may seldom be present at all. 
Having identified the opinion-formers, you will need to observe their
enthusiasms: the words and phrases they tend to use; where they focus their

The mission statement
must convey succinctly
and simply the purpose
of the service, as seen
by opinion formers
within it
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time and energy; what they talk about with evident passion and what they don’t.
Gathering together on a large single sheet of paper these ‘magpie snatches’ of
key people’s thoughts, feelings and preferences will get you nearer to capturing
something approaching the essence, the underlying purpose, of the department.

Isn’t this suggestion undemocratic? Surely all stakeholders, including patients,
should be given a chance to contribute equally and transparently to the mission
of a department? Undemocratic yes, but real. In every department some
people’s views carry more weight than others on a day-to-day basis, and you
need to reflect this in your understanding of the department.

So, you may like to think about the following questions:
• Who have been the key opinion formers while Jacqueline has been the

Chief Pharmacist? And what do they most care about?
• Will they still be the key opinion formers now that Ashok has arrived? If not,

who will be? What are their concerns and enthusiasms?

As Chief Pharmacist Jacqueline was most concerned about the safety and
accuracy of pharmaceuticals as they left the pharmacy. Where possible she
centralised activity into the pharmacy (for example, the I/V additives service) so
that she could control it and ensure accuracy and hence safety. When there
was a tension between different uses of resources (for example, dispensary and
manufacturing staff going onto the wards) she tended to support the pharmacy
based functions at the expense of those outside it. Her language included
phrases like ‘belt and braces’, and ‘safety’ and ‘security’ were words she often
used. Penny and Stuart were her closest friends and allies and saw the world in a
similar way. They were therefore the most influential people within the department.
The mission statement in Jacqueline’s time might be characterised as:

To ensure that all pharmaceuticals leaving this pharmacy are formulated
accurately and safely as instructed, for the protection of patients and staff.

Ashok sees the world differently. He knows that there is a great deal that can
happen to a pharmaceutical between it leaving the hospital pharmacy and being
taken by the patient, whether on the ward or at home. He wants to ensure
safety and accuracy not only on leaving the pharmacy but throughout the
‘career’ of each medication, until (and including when) it is taken by the patient.
Anne shares this view of the world, but Penny and Stuart do not. Thus there is
likely to be a shift in influence within the department. In Ashok’s mission there is
a balance between working outside the pharmacy with others, influencing and
persuading but not controlling, and inside the pharmacy, where he can ensure a
safe and timely service. The mission Ashok and Anne will seek to establish is:

Working with other health care professionals to ensure that people receive the
pharmaceuticals they need in a safe and timely way, and use them
appropriately.

In Ashok’s mission there
is a balance between
working outside the
pharmacy, with others,
and inside
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The Seven S Model is a means of thinking holistically about all the resources
and competences available within a team or an organisation, and seeing
whether they are supporting it in achieving its purpose. Devised originally by
Waterman, Peters and Phillips (1980), the model proposes that any organisation
can be considered under seven headings, all beginning with the letter S, each
referring to an essential aspect of effective operation. Initially the Ss were:
structure, strategy, systems, staff, skills, style, and super ordinate goal. They
have been modified over time and most commonly now include: structure,
strategy, systems, staff, skills, management style and shared beliefs (or culture).
The seven aspects should support and be supported by each other. Headings
do not depict discrete classes and one resource may fall into several of the Ss.
The model is best thought of as a prompt rather than a checklist.

Applying the Seven S Model

To use the Seven S Model in the current Woodville example you would take
each S in turn and test it against the mission for the Pharmacy Service as in
Box 1.1.

Box 1.1: Seven S Model

•  What staff do we need if we are to achieve our mission? Do we have them? 
Here it is best to think in terms of numbers, and grades, and things like
attitude/motivation.

•  What skills are the most important if we are to achieve our mission? Do we have
them? It can be helpful here to consider skills under four headings: clinical/technical;
interpersonal; managerial (deployment of resources including time); research/reflection.

•  What are the most important features of an organisational structure if we are to
achieve the mission? How does this compare with the structure we have in place?
Does the structure make the most of the staff and skills we have within the department?
Does it fit with our systems, our management style and our shared beliefs?

•  Of all the systems that make any department function (and there are multiple
candidates here: referral, assessment, discharge, recruitment, appraisal, training,
and so on) are there any that are absolutely critical to achieving our mission? Do
we have them in operation?

•  What strategy are we working towards over the next 6-12 months? In other
words have we declared any priorities, have we discussed where we are going? Is
this strategy going to help us achieve our mission?

•  What is the predominant management style within the department? Is it
autocratic, laissez-faire or participative? Paternalistic or challenging? Empowering
or controlling? What words come to mind as you think about it? Is this the
management style we need if we are to achieve the mission?

•  What about the beliefs we share (and don’t share) as a department? What beliefs
will be helpful to achieving the mission? Is there a match or a gap? Beliefs can
include beliefs about: self, the value of the work, colleagues, patients, bosses, the
organisation, the future ...

Seven Ss: 
staff, skills, structure,
systems, strategy,
(management) style,
shared beliefs
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When using the model, each S is tested against the other Ss. For example:
• Does the organisation structure make the most of the staff we have and the

skills they bring?
• Is it supported by the information and appraisal systems?
• Is our strategy built into a cascade of team and individual objectives using

this structure?
• How does it fit with the management style, how do people feel about it?

From these seven Ss a list of strengths and weaknesses is eventually drawn up
to encompass everything you think is relevant about the department.

You will find it helpful to try applying the Seven S Model to the Woodville
Pharmacy, putting yourself in Ashok’s position and using the mission he wants
to establish.

Staff
• What staff, with what behaviours and attitudes, are needed if Ashok’s mission

(see page 34) is to be achieved?
• What staff, with what behaviours and attitudes, are in post?

Skills
• What skills will be needed to achieve the mission? 
• What skills are available? And which are not?

Add comments to the blank spaces in the following table.

Table 1.2: Types of skills
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Type of skills

Technical/clinical

Managerial/resource
deployment

Interpersonal

Evaluative

Skills needed for the new
mission

Skills available
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Structure
• What structures will allow and encourage achievement of the mission?
• What is the current structure?

Strategy
• What are the likely key priorities for the next year if the mission is to be achieved?
• Is there an agreed strategy for the department? 
• What are the priorities people are working towards now?

Systems
• What systems will be essential if the mission is to be achieved?
• Are they in place?

Management style
• What is the most appropriate management style for achieving the mission?
• What is the prevailing style in use currently?

Shared beliefs
• What beliefs would it be helpful for staff to share, if the mission is to be achieved?
• What beliefs are currently held by members of staff? 

Table 1.3: Types of beliefs
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Beliefs about

Team members themselves

Colleagues – inside the
pharmacy

Colleagues outside the
pharmacy (other health
care professionals)

Value of work

Patients

Pharmacy Department

Needed

‘Can do’, I work hard and
have the skills I need

This is important and
worthwhile

Deserve a good service and
have important things to do
with their lives

Currently

Unsure I can cope
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Table 1.3 continued:

This is our reasoning, and we offer it so that you can compare it with yours.
Please note that ours is not necessarily ‘right’ and, if it differs, yours ‘wrong’ (or
vice versa!). We have brought to ours our understanding of this fictional
department and your picture of it may be very different. In a real situation there
would be more possibility of testing out assumptions.

Staff

Working much more outside the pharmacy, with other health care professionals,
and with patients and user groups, will require experienced people with a good
knowledge of the hospital and its staff, supported by people in a wide range of
grades and pharmacy disciplines. A large vacancy rate or high turnover would
make this much more difficult.

When we look at the staff currently in post we see a good mix of grades, with
no major shortages (there are always likely to be some vacancies in most
departments, as here).

In the real world we might look harder at the people in post to see if we have a
mix of personality types and preferred behaviours. Ashok will be able to do this

38

Managing
Change
in the NHS

Beliefs about

Resources

Woodville Hospital Trust

Future

Bosses

Keeping up to date

Needed Currently

I’m not quite sure who my
boss is

I fit it in when I can, if there’s
anything important it’s up to
the Chief Pharmacist to make
sure I hear about it

■ The Seven S Model
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as he gets to know them. We also need to think about how they feel about the
old and the new mission. Here we can see that some key staff members still
believe the focus should be on ‘safe supply’.

Skills

Table 1.4: Types of skills

Structure

The balance in the new mission requires a structure that balances strong supply
functions with excellent liaison with other health care professionals outside the
pharmacy. The current structure is a matrix, with a greater pull towards the
‘home departments’ than towards the wards and ‘external’ settings.
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Type of skills

Technical/clinical

Managerial/resource
deployment

Interpersonal

Evaluative

Skills needed for the new
mission

Medicines information;
production; dispensing

Use of own time, system
design

Ability to empathise, engage
with, challenge and support
others

Ability to reflect on own and
department’s performance

Skills available

Strong: excellent technical
skills 

Weak: time and priorities
management poor; systems
are not working and are not
being reviewed

Poor: some staff aggressive
and domineering, some
insufficiently assertive, few
able to engage in robust
relationships with other health
care professionals, especially
doctors

Weak: lack of reflection and
experimentation

■ The Seven S Model
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Strategy

We can see that there is a strategy document that includes many of the key
components of the shift in mission: a Patient Own Dispensing (POD) Scheme;
greater involvement in clinical governance across the Trust; and input into multi-
professional education and continuing professional development (CPD). But
none of this is built into team action plans and personal objectives. It is
therefore sitting on a shelf, not influencing current priorities.

Systems

The systems need to reflect the balance of the mission. There will need to be ways
of responding flexibly and knowledgeably to the needs of a diverse group (e.g.
patients, health care professionals, clinical governance team) and this requires
that the most experienced and senior staff are operating right at the frontline. 

A high quality checking function will prevent mistakes within the pharmacy.
Ashok knows that checking is most effectively carried out by experienced
technicians and not by pharmacists. 

Neither of these key systems is in place effectively.

Management style

If staff are to go out from the pharmacy and feel confident engaging with others
then the management style needs to be empowering and supportive. To ensure
safe and timely service within the pharmacy it also needs to support attention 
to detail.

Jacqueline was very protective of her staff, not exposing them to challenge, and
ultimately disempowering them; Penny and Stuart, having followed Jacqueline’s
lead, still adopt this style. They are prepared to place an emphasis on detail,
however. Anne is very demanding (challenging) but also inclined to be harshly
judgemental. Ashok himself is supportive and challenging, but is not very
interested in detail.
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Shared beliefs

Table 1.5: Types of beliefs
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Beliefs about

Team members themselves

Colleagues – inside the
pharmacy

Colleagues outside the
pharmacy (other health
care professionals)

Value of work

Patients

Pharmacy Department

Resources

Woodville Hospital Trust

Future

Bosses

Keeping up-to-date

Needed

‘Can do’, I have the skills I
need

Have good skills, work hard, I
can rely on them to do what
they do well

Have the interests of the
patient at heart, will work
effectively with pharmacy if I
can persuade them

This is important and
worthwhile

Deserve a good service and
have important things to do
with their lives

We are important to the
organisation and are valued

We have a lot of resources
and can be much more cost
effective than we are

This organisation is a good
place to be

The future will be different but
still interesting, exciting, and
safe

My boss wants me to do well
and is fair

It is vital and I make it a
priority

Currently

Unsure I can cope

Work hard, I like most of
them, we all gossip

Are irresponsible with
medication. Things go wrong
if we leave it to them.

This isn’t quite what I
imagined when I started but
somebody has to do it

Have unreasonable
expectations and can wait 

Nobody notices us

We don’t have enough

Don’t know much about it

The future is worrying

I’m not quite sure who my
boss is

I fit it in when I can, if there’s
anything important it’s up to
the Chief Pharmacist to make
sure I hear about it
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In thinking about Seven S we analysed factors affecting the internal environment
of the Pharmacy Department. A PEST analysis offers a similar holistic approach,
this time to analysing the external environment. The term PEST is an acronym,
abbreviated from Political, Economic, Social and Technological, each heading
referring to factors in the environment surrounding a service such as Woodville’s.

• Political factors might include initiatives stemming from central government,
from your local health community, and from the ‘small p’ politics within an
organisation such as Woodville Hospital.

• Economic factors might include finances, and also the different markets the
pharmacy operates in. For example, the department may be competing for
staff in the local labour market. And so on.

• An increasing interest in work-life balance, the ageing of society and the
impact on caring responsibilities for women, and multi-cultural aspects, are
just some of the trends you might think relevant under the sociological
heading.

• When it comes to technologies you need to think wider than new kinds of
equipment and use the term in its original sense of ‘an approach’. So you
might think of clinical audit, plan-do-study-act (PDSA) cycles, and some of the
other tools described in Organisational Change (Iles and Sutherland, 2001) –
and of course all the new systems that Ashok is considering introducing.

Using these four headings, let us identify some factors likely to be affecting
Woodville Pharmacy at the present moment in time. We have not included in
the case much information about the external environment, so do not restrict
your thinking to what is described in the case, draw on your knowledge of what
is happening now in the wider health and social care environment.

If you compare your notes with the following you may well have identified other
factors – our lists at the time of writing (August 2004) have certainly been
superseded as you read now. We have also added some speculative items in
italics within the bullet point lists.

Political factors

National
• Government initiatives about modernisation and about involvement of frontline

staff, including: the NHS Plan; Shifting the Balance of Power; Agenda for
Change; Improving Working Lives; Choice; and Public and Patient Involvement,
Payment by Results, Foundation Trusts
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Local
• Development of local PCT: pharmacy team there is strong and getting stronger
• Local health economy in deficit

Organisational
• Medical Director has close links to Department of Pharmacology at nearby

medical school and is aware of potential support from PCT pharmacists
• Pharmacy is in a Clinical Support directorate, and the Clinical Director has a

limited view of the role of pharmacy
• HR Director knowledgeable and enthusiastic about developing ‘new staff to

deliver new services’

Economic factors

• Pharmacy operates in a number of markets:
– A new ring road is about to bring a nearby town much closer, offering

alternative employment opportunities to pharmacy staff.
– Hospital B is a 3-star Trust, keen to apply for Foundation status, and may

be able to offer attractive career opportunities and perhaps more money.
– Within the hospital, the clinical support directorate is being squeezed to

concentrate resources on waiting time targets and cancer and CHD NSF
targets.

Sociological factors

• Changing expectations of consumers in relation to:
–  illness, well-being, prevention and treatment
–  the nature of service provision
–  professional care providers
–  changing views about the professions within the professions themselves.

Technological factors (approaches, ways of doing things)
• POD schemes
• The thinking behind the development of pharmacist-led services
• Approaches to management and to learning (the tools in this book for

example)
• Quality improvement tools: patient journey mapping, statistical process

control, etc. 
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Both Seven S and PEST enable us to think clearly about aspects that are
relevant to the service but they are even more useful when we draw on them to
conduct a perceptive and rigorous SWOT analysis. SWOT is an acronym for
Strengths, Weaknesses, Opportunities and Threats, in which strengths and
weaknesses refer to your use of resources within your organisation,
opportunities and threats to the external environment. 

SWOT analysis was first described in the management literature by Igor Ansoff
in the 1940s (see Ansoff, 1965). But Ansoff was merely articulating a principle
used for centuries, especially by military strategists: that you make decisions
about how to deploy your resources by trying to ensure there is a fit between
your goals, the way you are organising your resources and the environment in
which you are operating. All of the four SWOT categories relate back to your
goals or mission, so a strength or an opportunity is something that helps you
achieve your mission, a weakness or a threat is something that inhibits this. The
SWOT analysis is conceptually very simple, but it is often conducted badly: with
muddled thinking about strengths and weaknesses, and without any focus on
the mission. This merely results in ‘more or less relevant facts organised under
four headings’ (Iles, 1998). The process we suggest encourages the kind of
clear thinking that will make the results more useful.

Strengths and weaknesses

The Seven S analysis looked at the way the resources are being organised, so
this is where you look to find your strengths and weaknesses. 

How can you best determine whether something is really a weakness or a
strength? One way to do this is to answer the following questions in sequence:

Table 1.6: How to identify strengths and weaknesses

A hypothetical illustration follows.
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What features may be
strengths?

Here you look back to the
Seven Ss and list one of the
aspects that help the
department to make progress
towards its mission

How is this a strength?

Now you check that it does
indeed enhance the
department’s ability to reach
the mission by spelling out
how. If you cannot see how it
does then it is not a strength
and can be ruled out.

What are the underlying
factors that lead to this
feature? 

What is it that causes the
feature you have listed in the
first column?
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Table 1.7: A hypothetical illustration

As you can see, it is the underlying factor which accounts for the staff motivation,
and indeed could be considered the true strength. It is important to identify which of
these factors it is, so that you can protect and nurture it, and in turn the motivation.

Opportunities and threats

Opportunities and threats arise in the external environment, so your thinking
under the headings of the PEST model is the place to look for these.

In a similar way to the thinking about strengths and weaknesses, thinking about
opportunities or threats can also be clarified by answering three questions, as follows:

Table 1.8: Thinking clearly about opportunities and threats
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What features may be
strengths?

Highly motivated and
committed staff

How is this a strength?

The staff can act flexibly to
make the most of every
opportunity to achieve the
mission

What are the underlying
factors? 

Possible factors:
• the department has a good

reputation for research and
state of the art service
delivery and attracts high
calibre staff

• there is an excellent training
and development programme

• one of the managers is
particularly challenging and
supportive

Which external factors may
be opportunities? 

Referring back to the PEST
you can see that some factors
will help achieve the mission
(opportunities) and others will
hinder progress towards it
(threats)

How is this an opportunity?

Check that it does indeed
enhance the department’s
ability to reach the mission by
spelling out how. If you cannot
see how it does then it is not
an opportunity and can be
ruled out.

What must we do about
this? 

In order to exploit this
opportunity is there anything
you need to do straight away?

■ SWOT analysis

C A S E  S T U D Y  1 :  L E A D I N G  A  S E R V I C E  T H R O U G H  C H A N G EManaging
Change
in the NHS



Another illustration follows.

Table 1.9: Another illustration

Identifying priorities

Once you have clearly identified strengths, weaknesses, opportunities and
threats as suggested, you come to the most valuable part of this whole
process: developing a change agenda by deciding which are the critical issues
that you need to address. You do this by reminding yourself of the mission, and
then scanning all the left and right hand boxes of the SWOT (particularly the
right hand). You will find that there are a number of problems that occur in
different ways in several of the boxes. You can cluster these together into a
small number of key issues.

At this point you might want to carry out a SWOT analysis based on the
Woodville Pharmacy, looking at the strengths, weaknesses, opportunities and
threats, and referring to Ashok’s new mission: 

Working with other health care professionals to ensure that people receive the
pharmaceuticals they need in a safe and timely way, and use them
appropriately.

After you have tried your own you will probably want to compare it with ours.
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Which external factors may
be opportunities? 

Tools and approaches
sponsored and supported by
the Modernisation Agency

How is this an opportunity?

There is energy, expertise 
and perhaps additional
resource that can help you
identify service and cost
improvements

What must we do about
this? 

Find out more about these,
perhaps by visiting the
relevant websites for more
initial information

■ SWOT analysis
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In practice the value that is added is not always perceived by those benefiting,
certainly not at the time and sometimes never. The Strategy Review group is
undoubtedly helping Usha and Barbara think more clearly and be more effective in
the longer term, but at the moment they notice more work, more meetings, more
data to collect, more information to have to deal with. Because they are basically
forward-thinking, proactive people they probably will see this positively in time.

6. How can they encourage her to do so?

An angry demand for support is unlikely to be successful, and a whinge to each
other is a waste of time, but they could ask for a discussion about roles and
responsibilities and the support they need if they are to fulfil those.

7. Why might Dianne resist doing so?

Dianne suspects that service managers are so driven by immediate pressures
that they are not interested in developing skills in sorting things out longer term,
they just want them sorted now. She may decide that the service will benefit
more in the long run from Usha and Barbara developing their own skills than
from her stepping in to help. Here again the value that is added may not be
apparent immediately. Thus corporate parents cannot expect to be fully
appreciated, although it is important they do not undervalue resistance to their
ideas and automatically sweep aside objections.

One of the other roles of top management in organisations is to introduce
initiatives that are organisation-wide; after all, they are the only people who have
the authority and resources to do this. We will look here at two such
approaches that have been described in the last twenty years: Total Quality
Management (TQM) and Business Process Reengineering (BPR).

TQM grew out of the work of Walter Shewhart, who in the United States in the
1920s introduced industrialists to the notion that the quality of their products
was a function of the process by which they were manufactured and that by
monitoring simple statistics they could gauge whether that process was stable
and producing goods within acceptable quality limits, or whether it was not.
They could also tell, when quality fell below standard, whether the process as a
whole was failing, or whether there were specific one-off reasons that could be
identified and dealt with. 
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This insight was developed and expanded by the ‘quality gurus’ including W. E.
Deming, J. Juran, K. Ishikawa and others, working mostly in Japan through the
50s to the 80s.44 Also in the 1950s A. V. Feigenbaum drew on the experiences
of these and other figures to write what became an influential book, Total
Quality Control (third edition, 1991), outlining an organisation-wide approach to
quality. Many businesses attempted to introduce total quality management
programmes, assisted by the large management consultancies who developed
proprietary approaches to support them. The introduction of TQM to health
care was spearheaded by the National Demonstration Project (NDP) on Quality
Improvement in the United States, in 1987-8, under the auspices of Donald
Berwick and A. Blanton Godfrey. Berwick’s ideas have since gone on to
influence the modernisation work being carried out within the NHS. 

In this section we introduce the general principles of TQM and then illustrate the
use of some of them, but we do not detail the various specific TQM
approaches as there are many easily accessible guides to these. 

Principles of TQM

Berwick, Godfrey and Roessner (1990) in their reflections on the NDP suggest
that TQM is built on ten core principles, and the following section draws heavily
on their work:
1. Productive work is achieved through processes.

As individuals working in health care we are all parts of a process, and we
all fulfil three roles (the ‘triple role’): those of customer (of the person before
us in the process), processor, and supplier to the person who is the next
link in the process chain. To ensure quality overall we need to understand
and define carefully our own needs as customers (and let our suppliers
know), and similarly we must ascertain and define carefully the needs of our
customers. When we talk of processes, these can be flows of patients,
flows of information or flows of materials.

2. Sound customer-supplier relationships are absolutely necessary, and these
can be improved by investment in interaction, in measurement and in
clarification of roles.

3. The main source of quality defects is problems in the process, not in
individuals.

4. Poor quality is costly, and preventing defects is much cheaper than
detecting them later on.

5. Understanding the variability of processes is key to increasing quality.
All processes are subject to variability, so it is impossible to say that a
service or product will be exactly the same each time it is created. Rather,
any process will produce services that fall between upper and lower limits,
and it is these that we need to be sure are satisfactory if we are concerned
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44 For a critical introduction to the main management gurus and the different schools they have given rise to see Crainer and Dearlove (2003).
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about quality. Collecting data will allow us to see whether actual
performance is breaching those limits, and we will be able to tell whether
the whole process is drifting to a level of performance that is not acceptable
(in which case we must look at the whole process) or whether there are
some special, one-off causes that are having this result. We need to
understand variability because if we seek consistent regularity there is a
danger of ‘tampering’ and interfering with a process that is working well
within its limits.

6. Quality control should focus on the most vital processes (the ‘vital few’
rather than the ‘useful many’).

7. Measurement is essential, and this must encompass:
• what the customer needs
• inputs
• characteristics of the process – is it stable? is it operating in the way it

was designed?
• results – what did the customer experience? how did the process perform?

The purpose of this measurement is to understand the processes, to
predict their performance and improve them. More radically the purpose
(according to George Box of the University of Wisconsin) is to enable
everyone to control and improve processes, not so that ‘some people can
control other people’.

8. Total employee involvement is critical – as everyone has a triple role, it is not
possible to involve some and not others.

9. New organisational structures can help.
Berwick et al. (1990) list a steering committee or Quality Council, made up
of the senior managers who make other key decisions within an
organisation, and Quality Improvement teams. The latter are ‘special, short-
life project teams assembled for the purpose of a specific improvement
assignment, under the authority of the Quality Council’. They are almost
invariably cross-functional. 

The Quality Council ‘plans the training of managers and teams, plans the
technical infrastructure for improvement, creates and maintains procedures
for the nomination and selection of processes to be worked on, creates and
maintains form of recognition and celebration of the quality improvement
teams, and evaluates and improves the quality improvement effort itself’.

10. Quality Management employs three basic, closely inter-related activities:
quality planning, quality control and quality improvement.
• Planning includes developing a definition of quality as it applies to

customers, developing measures of quality, designing services to meet
those needs, designing processes capable of providing these, and
transferring these to the routine operations of the organisation.
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• Control is the development and maintenance of operational methods for
assuring that processes work as designed, and that target levels of
performance are being reached.

• Improvement is the effort to improve the level of performance of a key
process.

Quality improvement consists of five basic steps:
– Select a problem to work on.
– Organise a team to carry out the improvement project.
– Diagnose the problem, i.e. understand the process of which this is a

part, gather information on the process, and search for the root
causes of the problem, test hypotheses.

– Plan, test, and implement a remedy guided by the process knowledge
you have now gained.

– Check and continuously monitor performance at the new level, taking
further action as needed to modify the remedy.

Imagine you are Dianne, interested in the principles of TQM and
wondering how to use them in the Trust, perhaps to improve quality
in Maternity Services. What could you do?

If you are already familiar with the quality improvement processes of the
Modernisation Agency or other organisations you will be able to answer this
question in more detail than if you are relying on the information provided
above.

We will introduce some other key terms in our answer, so please do not feel
cheated if these are new to you!

Dianne’s role in introducing TQM principles in Maternity Services
Using the ten principles outlined above Dianne could do the following:

1. Encouraging people to think in terms of processes. How?

• Talk in these terms herself.
• Focus not on isolated events or individual actions, but look always for the

process in which these are embedded. One way of doing so would be to use
the Five Whys (see page 84).
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2. Identify customer-supplier relationships. How? And how could this be applied
to the triage system (page 226)?

• Encourage others to do the same.
• Encourage customers to be exacting and suppliers obliging, and both of

them to define what the customer needs. For example, on page 226 Usha
refers to the triage system she has recently introduced. If we suppose that
the system takes a referral from a GP to the triage midwife who then
allocates the mother-to-be to a midwife or to shared care with a consultant,
then we could conceive of this process as a series of customer-supplier links,
of which the following is a part.

Table 5.2: Customer-supplier chain

• Dianne can also encourage everyone concerned to remember the end
customer: the patient/client. She can do this by: always asking, when
decisions are being made, what the impact on patients will be; including a
patient/client perspective in all discussions about services; and taking an
active interest herself in complaints and the responses to them.

3. Avoid blaming individuals and always look for failures in the process. What else?

• Recognise that processes are the responsibility of senior members of the
organisation, not juniors.

4. Encourage a culture of prevention rather than detection. How?

• Ask people to think about processes and what could go wrong in them, how
to improve them.
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Supplier of referral to triage
midwife

Triage midwife ➔

Triple role:
• customer of GP
• ‘processor’: assessing the

needs of the mother-to-be
• supplier of referral to named

midwife (or midwife and
consultant) 

Named midwife

Customer of triage midwife
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5. Understand variability herself and discourage tampering by others.

6. Develop her own skills in articulating operational definitions, thinking clearly
about measurement, and how to interpret the resulting data. Encourage
others to develop these skills.

7. Increase her own understanding of measurement, in the areas listed.

8. Increase understanding of the ‘triple role’ of customer, processor and
supplier. Use the concept when discussing issues with clinicians and with
service leaders.

9. Exploit the energy from modernisation initiatives to support suggestions for
Trust-wide efforts.

10. Encourage all three ‘Q’ activities: quality planning, quality control and quality
improvement. For example?

•  Be clear in her own mind about the distinctive roles of the three.
•  Suggest the setting up of a senior team to do the planning.
•  Work with multi-professional teams on quality improvement initiatives.
•  Ensure quality control is given to the department directly responsible for the

performance being monitored.

Let us now look at how Dianne, working with Usha and Barbara might use the
principles of quality improvement in Maternity Services. The five main stages of
the quality improvement process are:
1. Select a problem that needs to be worked on, then
2. set up a quality improvement team that can
3. undertake a diagnosis and
4. move on to implement successful remedies, then
5. sustain and extend the benefits of the changes.

Dianne will be able to see clearly that there is a quality problem in Maternity
Services – since quality is defined as meeting the needs of customers, and
many customers are expressing their unhappiness through the Births at Home
group. 

Stage 1
The first task to do is to select a problem that needs to be worked on.
Dianne would discuss with Usha and Barbara the areas where they believe
quality is lower than they would like it to be. They in turn would discuss with
this their staff and with customers – the mothers and mothers-to-be.
Customers themselves typically identify different concerns from those suggested
on their behalf by service providers, so asking the mothers will be critical. A short
patient satisfaction questionnaire would be one means of doing so.
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As a result of this activity Barbara might suggest that the problem to be worked
on is:

Mothers-to-be are unhappy with the birthing choices available to them.

This is a problem that is too wide to be addressed, and it needs to be further
clarified, so the next step would be to collect more data from the mothers, using
all the aspects over which they expressed dissatisfaction in the initial survey. 

For example, let us suppose that the service decides to give the following
questionnaire to a random sample of mothers-to-be and recent mothers:

Have we been able to support you in your preferences for:

home birth?    pain relief?    consultant input?    continuity of care?
level of support from your midwife?    partner involvement?    support for partners?
space for extended families?    catering?    decoration of facilities?    information?

The answers could then be presented in the form of a Pareto chart 45 to
distinguish between the ‘vital few’ (the small number that between them
generate the majority of concerns) and the rest.
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45 A chart that summarises and displays the relative importance of differences between groups of data.

Figure 5.1: Pareto chart – causes of dissatisfaction with service in the delivery suite
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In Figure 5.1 we can see that the ‘vital few’ are catering, space for extended
families and decoration. Several of the others also caused concern, but not as
much as these. Any improvements here will therefore yield a benefit which is
disproportionate (in that costs will be much smaller than those necessary for
investing in other areas to achieve the same level of benefit).

The questionnaire would also collect demographic data, and it is quite possible
that instead of one nice neat Pareto chart as illustrated in Figure 5.1 there
would be two: perhaps the one above would be relevant for women of South
Asian origin, and another would be pertinent to women who are members of
the National Childbirth Trust who may have identified additional specific
concerns. For our purposes now we will pursue the simplified example. 

It may also be the case that where mothers have expressed unhappiness with
the level of support from their midwife there is a higher rate of dissatisfaction
with other factors – in other words that this is more critical than a straight
numerical count would suggest. These charts therefore have to be interpreted
with care. In our example it is clear, however, that the preference for a home
birth, although highly important to some (as evidenced by the daily calls from
the Births at Home group), is not at the top of the list. So the chart can help
keep energy focused where it is most needed, and prevent it being diverted to
areas where the lobby is loudest.

At this point Dianne should ensure that a sound problem statement is
articulated, one that:
•  reflects shared values and a shared purpose (shared and understood by all

those involved in the service provision)
•  does not mention causes or remedies (especially not more money, more

space, more staff …)
•  defines problems and processes of a manageable size (if necessary, by

narrowing down the customer group, the time interval, the diagnosis, the key
quality characteristic)

•  mentions measurable characteristics.

She will also want to see this problem statement refined as work progresses
and there is greater understanding of the process that is causing the problem.

The problem statement arrived at here could look like this:

Mothers cannot find, in the menu, an attractive or acceptable choice that is
available when they want or need it.

You may like to compare this to the requirements listed immediately above.
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Stage 2
At this point Dianne will feel well enough informed to set up a quality
improvement team of people from a number of different disciplines (possibly
here: midwifery, reception, catering, portering, dietetics, medical records). She
may decide to include a recent service user. She may need to ensure the leader
of the team receives some training in techniques like brainstorming, and idea
generation, as well as developing skills in facilitating dialogue and disclosure.
She may also want to link them to people with quality improvement expertise
(either in the Trust, in the Modernisation Agency, the SHA, or elsewhere) who
could be available to help if needed.

Stage 3
The team will then be able to undertake their diagnosis, i.e. defining and
understanding the existing process and analysing where the opportunities for
improvement lie. The most common tool used here is the process flow
diagram in which the team maps out every step in the journey taken by a
patient, by the information relating to a patient and/or by any equipment or
materials that are used. There is a set of conventions about how to present
these and examples are given in Organisational Change (2001: 37).

Here the team would probably map the existing process for designing menus,
for patients to exercise menu choice on the labour ward, and for delivering food
to the ward.

When the normal process has been mapped out it is important to map also the
process as it operates when under a stress of whatever kind – so that it
indicates what really does or can happen and not just what ought to happen. 

Everyone listed on this process flow will be a customer and/or a supplier, and
once these links have been identified there is an opportunity for customers to
define exactly what it is they need from their suppliers. It is then possible to
generate a list of hypotheses about the factors that prevent the customer (the
external customer, the mother-to-be in this case) from receiving the choice of
food they want. These hypotheses can be organised using a fishbone
diagram. This is a cause-and-effect diagram devised by quality control ‘guru’
Kauro Ishikawa (1982) that looks much like the skeleton of a fish. The ‘problem’
is the ‘head of the fish’. Reasons for the problem are the ‘bones’, and these are
identified by asking the question ‘why?’ in relation to the problem. It can be
useful to check the answers given against one of the following sets of four: the
4 Ms (Methods, Machines, Materials, Manpower); the 4 Ps (Place, Procedure,
People, Policies); or the 4 Ss (Surroundings, Suppliers, Systems, Skills). (See
Figure 5.2.)  
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These hypotheses can then be tested, again by collecting relevant data and
presenting them using a Pareto chart (Figure 5.1). Again, the ‘vital few’ can be
subjected to a further level of consideration if that is necessary, so that these
pressure areas can be fully understood.

Depending on the problem you are investigating, it may be helpful here to
develop some control charts,46 from which it is possible to see when the
process (or a small part of it) is falling outside the limits of acceptable variation,
and whether these are a result of the process degenerating, or of some
particular cause (e.g. someone being called away to a meeting) that is unrelated
to the normal process. These will indicate where attention has to be paid if
quality is to be improved. (See page 248 for an example.)

Dianne’s role here will be to keep an overall eye, to assist the leader if problems
arise, and to make sure s/he has access to specialist help if needed. Where
transformation is in the air, she and her colleagues (medical and nursing
directors) may further encourage this by offering suitable opportunities and/ or
learning resources.

Stage 4
Once the team has identified the problems they move on to implementing
successful remedies. First they will develop the remedy by considering a
variety of alternatives and choosing among them: reflecting on the cost of doing

246

Managing
Change
in the NHS

Figure 5.2: Fishbone diagram – possible causes of the problem 

■ Total Quality Management
(TQM)

46 A tool used in Statistical Process Control (SPC); an example is given on page 248. 

Mothers cannot
find in the menu
an attractive or
acceptable choice
that is available
when they want
or need it. Why?

Delivery suite has
not made this a
priority. Why?

Catering department
can provide only a

limited choice. Why?

Inappropriate
menu. Why?

menu last revised 18 months ago

shortage of kitchen porters

shortage of catering staff

to avoid waste

to keep costs low
pressure of work means
midwives give priority to birth
and not post delivery care

Porters are not
available to transport

meals. Why?

Menu choices must
be made 24 hours in
advance. Why?

staff shortages in

catering and in

dietetics

shorta
ge of m

idwives

staff don’t have skills to offer 
good menu choices in a number 
of different cuisines

menu doesn’t offer choices from the range 
of cuisine represented by trust customers

limited range of catering equipment

few facilities for heating,
keeping food

general porters instructed
that catering is lower priority
than clinical requests

dedicated kitchen porters 
only available at designated
times

cost constraints mean menu 
choice must be restricted to keep
ingredient and labour costs down

C A S E  S T U D Y  5 :  P R O M P T I N G  C H A N G E  A C R O S S  A N  O R G A N I S A T I O N



so, the time it will take, and on the means of evaluating the effectiveness of each
option. Once they have done so, and redesigned the process flow, they make
recommendations to the relevant departments, and test out their proposals on
a small scale to see that they do not introduce new problems in the process.
Undoubtedly, too, they will need to deal with resistance to the changes from
people who are affected by them, remembering to treat everyone with dignity – it
is the process that is being fixed, no-one is being criticised or blamed. 

Dianne’s role here will be to take an interest, and ensure that feelings are being
taken into consideration – appropriately.

Stage 5
Once the new process flow has been implemented it will be important to
sustain and extend the benefits of the changes, and this requires that the
performance of the new process is checked (to see that it really does address
the original problem), and also that the performance of the new process is
monitored to ensure that it remains at the new level of performance for a
sustained period. This latter task – the monitoring of the data collection that will
highlight early signs of slipping performance – is best undertaken by the
department most closely involved, and not the quality improvement team which
will now disband. In our example the redesigned flow may now include access
to the take away menus of a small number of local restaurants, and the
department monitoring performance probably needs to be midwifery, rather
than catering.

Control charts could now be developed, to monitor key aspects of the process.
For example it would be possible to monitor the length of time between the
mother placing an order and the meal being presented to her. This would allow
the service to take action if the process starts to drift away from acceptable limits,
and to avoid intervening when the variation experienced is within those limits. 
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A control chart is established by taking a series of twenty data points and
plotting them, as illustrated in Figure 5.3. The scatter will indicate the mean and
the upper and lower control limits. These can then be used to monitor the
performance of the new system as shown in Figure 5.4. 

Figure 5.3: Establishing a control chart: identifying upper and lower control limits
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Figure 5.4: Control chart – does time taken to deliver a meal fall within acceptable limits?  
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In this example the times are all within the limits, except for Day 7. The person
with responsibility for monitoring and taking action about this will now need to
find out if this is a result of a one-off event (perhaps a birthday party being held
in the restaurant where the order was placed; or a receptionist being called
away to deal with an extremely rare event) or whether this is an indication of the
system as a whole beginning to drift towards a longer delivery time. Armed with
the charts he or she is able to have the conversations which will reveal this. 
What is Dianne’s role here? She will want to see that the handover from
improvement team to the maternity services happens. She will also want to
promote any ways of using the same recommendations to deal with similar
problems elsewhere in the organisation, and also to make sure that other good
ideas dreamt up by the team are exploited.

Although perhaps less important in our example, Dianne also has another key
role – that of ensuring appropriate contribution from doctors. Because it can be
difficult to engage doctors in these processes, she will need to ensure that some
are persuaded or chivvied into doing so. It may be easier for her to do this than
for Usha and Barbara who are interacting with their colleagues on a daily basis.

Dianne could prompt this work on a limited basis, in Maternity Services only,
but the real payoff for the organisation and its customers will be when these
techniques and the attitudes they encourage are widely spread throughout.
Thus it is likely Dianne will want to prompt this as an organisation-wide initiative.
This could involve a detailed plan of engagement for every department, or it
could be a more opportunistic approach, making use of what ever resources
are available, any targets that focus attention and energy, and any interest
shown by clinicians or teams. Once there are a few demanding internal
customers and solicitous internal suppliers the ethos should spread.

BPR is a technique for corporate transformation that came to prominence in the
early 1990s and has been defined as: 

the fundamental rethinking and radical redesign of business processes to
achieve dramatic improvements in critical, contemporary measures of
performance such as cost, quality, service and speed.

Hammer and Champy (1993: 35)

A fundamental thesis of BPR is that organisations need first to identify their key
processes and then make these as lean and efficient as possible. Peripheral
processes (and this includes peripheral people) need to be discarded. Value
creation for the customer is what matters most in any process of reengineering;
having good information technology is seen as key to value creation.

Hammer and Champy regard BPR as a bold, all-embracing revolution in
management thinking and practice. They advocate that companies which
accept the need for transformational change should start out with a blank sheet
of paper, map out their key processes, and then decide how best to translate
the paper theory into practice. For this exercise to work the past is dismissed
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as ‘history’, existing processes are considered ‘irrelevant’ and the future is seen
as something to be moulded into optimal shape.

At the time of its first appearance BPR was widely (if perhaps unfairly) seen as
being synonymous with redundancy and ‘downsizing’, and many companies in
the US rushed to apply BPR (or what they thought was BPR), to justify cost-
cutting under the guise of fashionable theory (Crainer and Dearlove, 2004).
Despite a lack of compelling evidence of either wholesale transformation or
greater competitive success for many of the companies who applied BPR – for
a review of the research evidence for BPR, including in health, see Iles and
Sutherland (2001: 52) – Hammer and Champy insist that it can be a tool for
transformational change. However, they now recommend that greater emphasis
be placed on processes and managerial roles, styles and systems and less on
the radicalism that was for many a source of controversy, unrealistic
expectations and dashed hopes (Hammer and Champy, 2003).

Within health care there has been increasing interest in the idea of redesign, that
is, blending BPR with TQM and other approaches and identifying those situations
which can capitalise on BPR’s characteristic aims and methods, namely:
•  focus on the patient and the quality of their experience
•  an emphasis on patient process or pathway rather than departments/tasks
•  challenging the value and efficiency of current approaches and redesigning them
•  the aim of dramatic improvements in quality.
(Locock, 2001)

Principles of BPR

(Based on Iles and Sutherland, 2001.)
The main concepts that underpin the BPR approach include the following.
•  Organisations should be organised around key processes rather than

specialist functions.
•  Narrow specialists should be replaced by multi-skilled workers, often working

in self-managed teams.
•  In contrast with incremental techniques such as TQM, BPR involves total

disassociation from current practices and radical rethinking. It also requires
more intensive hands-on involvement from management.

•  The direction for the requisite radical rethinking comes unequivocally from top
management.

Steps involved in implementing BPR as follows.
1. Prepare the organisation: clarify and assess the organisation’s strategic

context; specify the organisation’s strategy and objectives; communicate
throughout the organisation the reasons for and purpose of reengineering.

2. Fundamentally rethink the way that work gets done: identify and analyse core
business processes; define key performance objectives; design new
processes. These tasks are the essence of reengineering and are typically
performed by a cross-functional team that is given considerable time and
resources to accomplish them (see roles). New processes are designed
according to the following guidelines (Hammer and Champy, 1993):
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47 A technique for finding the real cause of the problem and dealing with this rather than dealing with the symptoms. See also Five Whys on page 84.

•  begin and end the process with the needs and wants of the customer
•  recognise that work is performed best where it makes most sense
•  simplify the current process by combining or eliminating steps
•  reduce checks and controls that do not add value
•  attend to both technical and social aspects of the process
•  do not be constrained by past practice
•  identify the critical information required at each step
•  perform activities in their most natural order
•  listen to the people who do the work
•  make decision taking part of their work.

An important activity in successful reengineering efforts involves early wins to
generate and sustain momentum.

3. Restructure the organisation around the new business process.

4. Implement new information and measurement systems to reinforce change.
The following roles, according to Hammer and Champy (1993), are likely to
emerge in the implementation of reengineering:
•  Leader: a senior executive who authorises the initiative and motivates the

effort. This is someone with enough clout to kick-start the process, create
the right environment for radical change, and persuade people to accept
it. The leader acts as a visionary and motivator.

•  Process owner: a manager with responsibility for overseeing the process
and the reengineering effort. Usually a senior-level manager with credibility who
is involved in managing one of the functions that will undergo reengineering.
He or she obtains the resources the team (see below) will require and acts
as the interface with the organisation’s bureaucracy and other systems.

•  Reengineering team: a group of individuals dedicated to facilitating the
reengineering, who diagnose the existing process and oversee redesign
and implementation. These are the people who do ‘the heavy lifting’, i.e.
produce ideas and plans and turn them into reality. Teams are usually
small (5-10 people) and include insiders (those who currently work within
the process) and outsiders (who do not work inside the process and who
can bring different, more objective perspectives to bear). Ratio of insiders
to outsiders is usually 2:1.

•  Steering group: comprised of senior managers who develop the
organisation’s overall reengineering strategy and monitor progress. The
leader usually chairs this group.

•  Reengineering ‘czar’: responsible for developing engineering tools within
the organisation and achieving synergy and added value across separate
reengineering projects. Usually directly accountable to the leader and a
source of ongoing advice and support to the process owner. Support
should be enabling not over-controlling.

Methods and tools include: project management tools, problem solving,
analysis of customer requirements and satisfaction surveys, benchmarking,
process modelling tools, simulation exercises, root cause analysis,47 audit,
brainstorming and a variety of other methods to encourage creative thinking.
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Factors involved in planned change

An analysis of a major BPR initiative within the NHS has identified a range of
positive and negative factors impacting on the pace, progress and impact of
planned change. (See Table 5.3.)

Table 5.3: Approach to planned change: positive and negative
factors

In Episode 5.1 we heard how the Trust has already used redesign in its
Maternity Services and Surgical Admissions. The Strategy Review group is
about to consider the possible benefits of carrying out a more ambitious
reengineering of services and reviewing the evidence. 

We are going to ask you to think about the lessons that could be learned
for the Trust as a whole from having used reengineering techniques for its
admissions process. To do so you need some further information relating to
one year ago: 
•  One year ago the elective admissions process for Surgical Services is
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Factors with a positive impact on the pace,
progress, and impact of change

Internal leadership of change

Clinical ownership and support for change

Weak clinical resistance to change

External support for change both politically and
materially

Partnerships of clinicians and managers leading
change

Objectives of change that incorporate
professional development, service development,
or service problem-solving

Formal and informal communications processes

Factors with a negative impact on the
pace, progress, and impact of change

Externally led change

Narrow base of change leadership including
reliance on a single product champion

No clinical-managerial partnerships

Unsophisticated preparation of the process,
content, and context48 of the intervention due to 
imposition of intervention objectives

Culturally alien language

Disruptive and intrusive change methods

Poor consultation with stakeholders within the
process

Approach to change that is unnecessarily
confrontational

Source: McNulty and Ferlie (2002)

Implementing a reengineering project

■ Business Process
Reengineering (BPR)

48 For an explanation of these terms, see Content, Context and Process Model, page 186.
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identified by Barbara and colleagues as a source of dissatisfaction for
patients and for staff. Patients with certain conditions face delays in 
admission and the rate of cancelled operations, particularly in
gynaecology and orthopedics, is high.

•  Barbara is impressed by the way in which aspects of redesign are being
introduced into Maternity Services along with the arrival of Usha as Head
of Midwifery. She is also encouraged by one of the consultant
gynaecologists, Massimo, whose previous hospital introduced redesign
to its outpatients to good effect.

•  At the centre of the admissions process is the Admissions Team, a group
of 10 staff all on A&C Grades 3 and 4, all female, and many in post for
more than 10 years. The Team are deferential to medical staff, lack self-
esteem and regard themselves as ‘the bottom of the pile’. The one
exception is Hattie, a recently-appointed Team Manager, who is more
assertive but relatively inexperienced at this level.

•  The General Manager for Orthopaedic Services is Jim, who has been in
post 6 months and, like Barbara, has identified a need to improve
processes in admissions.

•  The Admissions Team is due to move to new offices which it will share
with the Pre-Admissions Team (a rota of nursing and medical staff
coordinated by two administrators Denise and Sally, both on A&C grades
4), with the intention of improving communications and pre-clerking and
developing an integrated notes system. The Admissions Team has been
told that three new posts will be created, a couple will be lost and some
people’s job descriptions changed. People are generally excited by the
prospect of better working conditions and an extra pair of hands. 
However, the excitement at this stage is centred on the new computers
and better desks, not on fundamental changes to working practices.

The following individuals are identified to take on the different roles in the
planning, implementation and review of the reengineering process.
•  Leader: Jane (Chief Executive)
•  Process owner: Jim (General Manager for Orthopedics)
•  Reengineering team: Jim, Hattie (Admissions Manager), Denise or Sally

(Pre-Admissions), Massimo (Consultant, Gynaecology), Michaela
(Administrator, Maternity Unit) and Andrew (patient representative)

•  Steering group: a sub-group of the Strategy Review group, which
includes members willing to champion redesign in different services

•  Reengineering ‘czar’: Dianne 

In real life the roles of these individuals and groups might have different titles.

If you were Dianne reflecting on the roles of those in the process:
•  What advantages does Jane bring to the role of leader over (say)

Dianne herself?
•  Why Jim and not Barbara as process owner?
•  Why might Massimo have been co-opted?
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Implementing a reengineering project

•  Why include Denise or Sally when they are not involved directly in
admissions?

•  What kind of people within the Trust might Jane or Dianne
approach to join the Steering Group?

•  What value might Jane, Dianne, Michaela and Andrew (the patient
representative) add to the process?

You may want to make some notes before going to read our analysis of the
reasoning behind the allocation.

Allocation of roles might be based on the following reasoning. Please note we
are not suggesting that people in these positions take on these roles in other
settings – every situation is different.

Table 5.4: The BPR team
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Illustration and analysis

HIDE SHOW

Role

Leader (Jane)

Process owner
(Jim)

Rationale and considerations

Internal leadership for the initiative needs to be seen as coming from the very
top. Jane will fit this role more appropriately than either Dianne or Barbara. She
is also (by Dianne’s admission one year down the line) more skilled at dealing
with resistance to change from clinicians.

It is common for BPR to be somewhat shrouded in mystery. Sponsorship from
the top can help to effect a powerful paradigm shift so that people will take
ownership of the project and want to initiate change that is important to them
(McNulty and Ferlie, 2002: 192). This means not only championing the initiative
with senior management and powerful professionals but also taking time to
meet with those on the ‘shop floor’ whose ideas and enthusiasm are what will
really make the difference.

Jim shares Barbara’s strategic commitment to tackle a wider problem.
However, as a General Manager he is likely to be rather closer to day-to-day
operational details than someone at Barbara’s level. He will be able to listen
more regularly to front-line staff and monitor closely how the reengineered
process is working. 
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Table 5.4: continued
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Role

(Jim)

Reengineering
team 

Rationale and considerations

Dianne will need to ensure that whoever takes on this role will need to:
– have access to key resources and skills that the Reengineering Team (and

the Admissions Team) will need to achieve its goals
– be able to sign up to and apply reengineering methods, or be able to acquire

the relevant knowledge and skills
– be willing to devote time and energy to the project, and be given that time
– be able to gain the trust and cooperation of the Admissions Team and work

with them productively. This may be a group which feels relatively safe to try
out new ideas but there are a large number of stakeholders who will be
affected by, and potentially unhappy with, any changes that they perceive to
impact negatively on their services or jobs.

The team has four internal change agents and two outsiders, Michaela and
Andrew.

Michaela works within the same Trust, and is still initiating a change process,
but she is sufficiently distant from Admissions to be able to act as a resource
on the practicalities of reengineering and be a more objective observer.

Denise or Sally’s involvement at this stage will help to ensure that the proposed
integration of the two teams goes more smoothly.

User involvement is not a bolt-on extra. It is integral to BPR as to many other
types of service improvement. In this instance, Andrew is being asked to
contribute to decisions about a complicated system. In order to participate fully
and add value to the process he may need extra time, information and
support, and this will need to be factored in to the scheduling and costings.

Massimo’s inclusion is important for clinical ownership of the initiative. His
speciality also has more to gain from an improved process so his motivation
may be higher. Anyone below consultant level is unlikely to carry sufficient
weight with clinical colleagues, including those with power to block changes. If
Massimo lacks sufficient time or commitment another consultant should be
sought, preferably someone with enthusiasm and willing to work closely and
respectfully with staff from other disciplines. 
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Table 5.4: continued

Let’s go back in time one year and see what happened after the decision was
taken to undertake a further pilot, to reengineer the admissions process. What
follows is a brief chronology of events over the last twelve months.
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Role

Steering group

Reengineering
‘czar’ (Dianne)

Rationale and considerations

This sub-group of the Strategy Review group might wish to co-opt key opinion
formers within the consultant body, for example, orthopaedic and
gynaecological consultants who have most to gain from the reengineering of
the admissions process.

If the pilot project goes well these individuals could be influential in persuading
other clinicians to ‘buy in’ to the changes and adopting new processes. They
may also be able to identify other parts of the system (discharge, liaison with
GPs) that could benefit from reengineered processes.

This could be Dianne or possibly someone in the Trust’s modernisation team or
equivalent, i.e. someone with expertise in the methods used and with an
organisation-wide remit to ensure that reengineering ‘adds value’. (Some trusts
may have a designated Reengineering team and/or overseer.)  

■ Business Process
Reengineering (BPR)
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Chronology of events

Event/action/issue
Following informal discussions with Barbara and Jim, Dianne identifies
Admissions as a good opportunity to pilot further reengineering and generates
interest in this idea among Strategy Review group (SRG) colleagues

Draft proposal for pilot is discussed and put to SRG who give the go ahead

Reengineering roles are discussed, clarified and agreed by an SRG sub-
group and most roles are quickly filled. There are some delays in finding
suitable candidates for the patient representative.

Reengineering team meets for a team-building half-day. In the second part
of the day it reviews positive and negative factors for change and identifies
performance objectives, milestones and methods. Circulates these to SRG
for comment. Less ambitious objectives and some scaling down of the
training programme are agreed after feedback.

Massimo and Jim visit two other hospitals to look at how they reengineered
outpatients and surgical services

Michaela arranges sessions for members of the Reengineering Team at the
Maternity Services to see how their new booking system operates

Two consultant surgeons write a joint memo to Jane (copied to their Royal
College), expressing anger at ‘yet another invasive procedure from
management at a time of considerable staff unhappiness about highly dubious
methods being used to reach targets’. They also call into question the expertise
and status of the Reengineering Team. Jane agrees to meet with them, with
Massimo present, and explains that the pilot will be closely monitored
through regular reports to the clinical directorates as well as the SRG.

Jim attends a day’s training on process redesign. Hattie attends a 2-day
course on group facilitation skills.

Admissions Team decline the offer of a planned away day, arguing this will
take them away from their duties and create a back log. Hattie negotiates
on-site sessions when the team is not dealing with patient enquiries, i.e.
Friday afternoons. Far from the training ideal ...

Jim and Hattie co-facilitate first session using process mapping. Groups are
initially frosty but soon respond enthusiastically. They produce a patient
pathway that is not very different from the one the Reengineering Team
would have predicted, but come up with several ideas they did not foresee, 
e.g. giving patients cards with an email address through which they can
contact the Team any time of day. Reengineering Team confidently predicts

Episode 5.2:
Reengineering
the admissions
process

Month
1

2

3
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that the ideas for change will have ownership.

Changes which the Admissions Team can begin to deliver immediately are
highlighted and given the go ahead

Jim thinks Hattie is pushing the Admissions Team faster than it can go.
Second session has left everyone exhausted. Jim realises he should have
built in plans for those running the sessions, and possibly for the
Reengineering Team too, to receive professional supervision. He approaches
Dianne who negotiates for Barbara to offer group supervision. After this,
Hattie agrees to adopt a more facilitative, less confrontational style.

Jane visits the Admissions Team and is told: ‘All of a sudden the whole
organisation is recognising us and it is a good feeling’.

Third session with Admissions Team is postponed because it clashes with a
consultant’s retirement party. This would have been the first session to
include doctors. Andrew drops out of involvement because of family
commitments and ill health. Patient and staff satisfaction surveys, using a
questionnaire, start to be administered.

Move to the new offices is delayed by at least 2 months. This stalls the
implementation of some new practices. Admissions Team are becoming
increasingly impatient.

Jim is struggling to fit in existing commitments with reengineering, including
analysing and presenting data for the SRG and the clinical directorates
about the ‘reengineering deliverables’. Massimo is also surprised by the level
of engagement with senior management that the initiative requires.

The team identify several more ‘non-value adding tasks’ in the Admissions
and Pre-clerking processes and begin to be eliminate them 

Middle managers who had previously ignored the reengineering complain
that increased responsibilities have been ‘dropped’ onto them. Dianne sets
aside time to speak to them individually.

SRG sub-group considers status report from Jim and recommends that if
relocation to new premises is further delayed the reengineering process
should be abandoned

Dianne puts pressure on contractors and Admissions move into new offices.
Pilot continues. New Admissions staff member takes up post.

Massimo leaves the Trust to take up a post elsewhere, leaving a gap in the
Reengineering Team at a crucial stage

3 
(continued)

4-5

6-7

8-9
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Further changes in admissions procedures are implemented

Surgical Directorate is subjected to additional pressures. The maximum time
for elective surgery in some specialties is reduced by several months. This
places additional pressures on the Admissions process. However, the Team
is confident that it can cope now with the new processes are beginning to
settle in.

Jim’s analysis of data shows that not all the objectives for the reengineering
will be met on schedule. Some changes to the admissions process are
sustained, and procedures streamlined, while others have been resisted.

Admissions Team, in Hattie’s words, is ‘beginning to flex its muscles, not
least with me!’. Team is keen to exercise greater control over the whole
process but this creates frictions with Pre-admissions. Dianne arbitrates
between the teams because Jim is seen by both sides as ‘too involved’.

Results of patient and staff surveys continue to indicate an increase in levels
of satisfaction for new admissions procedures

Reengineering Team meet with Dianne to debrief and to discuss provisional
findings

Strategy Review sub-group’s assessment on the pilot: ‘a qualified success,
but we need further evidence that reengineering was the critical factor’

Reengineering Team disbands. Admission Team continues to collect data.

10

11-12
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If you were Dianne, reflecting to Jane on the reengineering work
described above: 
1. What would you include as the key learning points?
2. How would you suggest the Trust use reengineering principles in

its modernisation efforts?

You may find it helpful to remember the major stages in BPR are as follows:

1. Preparing the organisation and services to be redesigned
2. Fundamentally rethinking the way that work gets done
3. Restructuring services around the new business process
4. Implementing new information and measurement systems to reinforce

change

The two lists of positive and negative factors for change in Table 5.3 (page
252) may also provide you with some useful prompts.

You may want to make some notes before going to read our suggestions
contained in Dianne’s memo.
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Reengineering Admissions

Jane

You asked for some reflections on the reengineering work in Admissions:
what we have learned from it, and whether we should think about rolling it
out organisation-wide.

What have we learned?
1. Preparing the service to be redesigned

We could have done more here to sell the idea, especially to the doctors.
We underestimated the challenge of developing cross-functional teams for
some of the senior clinicians. Reliance seems to have been placed on one
enthusiastic surgeon (Massimo). Unfair confusion of roles for him,
especially at the start. Another time we need to signal support from the top
of the organisation (you, me, medical and nursing directors) much earlier.

Capacity turned out to be a big issue. If we do any larger projects we will
need to appoint a dedicated reengineering team and manager – this was a
small project and still consumed huge amounts of Jim’s and Massimo’s time.
I asked Jim to keep a weekly work log (see attached) and this gives some
useful indication of which activities in the process consumed the most time.

Skill levels were just about OK, and only then once we had introduced
some emergency supervision sessions. Another time we must do more to
offer more (and better) training and team-building in advance, supervision
throughout, and access to people with specific reengineering expertise.

2. Fundamentally rethinking the way that work gets done
Surgeons should have been included earlier in the process mapping, even
it that meant some re-scheduling. And direct involvement of the patient
representative in this would have made for a richer and more challenging
discussion. As it is, Andrew made a significant contribution in the early
stages to the Reengineering Team. The Team have since kept him and the
patient representative group in the picture about the improvements being
made and this has been very much appreciated. The Admissions Team
were not ready to express their views assertively in a multi-disciplinary
setting, so as a first step this arrangement worked pretty well. We’ll need
to assess the dynamics of any team taking this on, rather than insisting on
a ‘one size fits all’ set of principles about it.

In practice, the changes weren’t radical, but were sound and have yielded
great improvements in satisfaction from both patients and ward/theatre staff.

I think some of the tools we used in Maternity Services (e.g. Pareto
charts, fishbone diagrams) could have been useful here – they would have
helped us identify priorities for change.

3. Restructuring services around the new business process
In this project we’ve looked mainly at restructuring within a service, and

Episode 5.3:
Dianne’s memo
to Jane
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even here it hasn’t been straightforward. Partly because we’ve lost key
staff along the way. Massimo’s departure was a blow since he was able to
champion the process with the other consultants, as well as demystify it.
(Some of them quite liked the word ‘reengineering’, though, it appealed to
their technical side. Jim always used ‘redesign’ with the Admissions Team.)
Reengineering across services will need a huge amount of preparation, and
we’ll need to help people see how this fits in with their own priorities, our
existing strategies. Even on this small scale people tended to see a conflict
between their reengineering goals and their ‘day-to-day’ ones. 

4. Implementing new information and measurement systems to reinforce change
Surveys on a regular basis all indicate increased satisfaction with the new
system. Again, we need to draw on the tools from the quality improvement
work and develop some simple control charts.

There were some other problems that arose in the life of the project, and
some that have continued afterwards. At some points the Admissions
staff weren’t sure who they were working for – was it the Reengineering
Team or their own managers? Jim and Hattie soon sorted this out, but I
can imagine it would be a problem if we tried it on a larger scale.

Now that the Admissions Team have experienced how much impact they
can have (and this is real empowerment) they are being more challenging
about other processes, and of other people’s processes, not only their
own. This is not always winning them friends! I can imagine this would be
particularly problematic where there was interprofessional rivalry, so we
would need to think carefully about the dynamics in any setting where we
introduced this, especially where unions were involved. Jim tells me they
have been challenging Hattie’s own role as their manager – and Hattie has
responded well, but not everyone would.

All in all, I do believe that the Reengineering Team is what has made a
difference to the admissions process. I know the SRG have been sceptical,
and think that perhaps the move would have prompted this increase in
performance anyway – but I don’t agree. Indeed, comparing Admissions
with Maternity, I think the opposite is the case: the reengineering work
without the move would have worked just as well. The move was useful as
a focus for the effort, but it was the thinking, and especially making the
patient experience the centre of the process, that made the difference.

Should we use BPR in our modernisation efforts?
The SRG are looking at the evidence about BPR, but from what I’ve read
there are very few organisations who can say it has been as successful as
they had hoped. I think we’d be wiser to think about drawing on some of the
techniques, without going for a ‘big bang’ organisation–wide effort. We can
still have ambitions for organisation-wide change, and develop plans to
achieve this – I’m not suggesting we act only opportunistically as we have
here (although we do need to be able to do so!). 
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I suggest we look at the tools from both TQM and BPR, at the resources the
modernisation agency have developed which support some of these, and
think through:
•  where the biggest problems lie
•  where we have the people who will work well with these approaches

(innovators and early adopters)
•  how we can engender an ethos of improvement across the organisation
•  how we can exploit the success of the work we’ve done to date, and

use it to encourage others.

I’m attaching an executive summary of a recent paper on ‘redesign’ in the
NHS which you may find interesting, plus a draft of Jim’s final report to the
SRG with my additional comments in green.

Dianne
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The principle of adding value is not so much a change management tool as a
set of ideas to bear in mind when operating in a management position. We can
see in this case that individuals in managerial roles, and those they are
managing, may place different weights on the value that is added, even where
managers are performing well. So the ability of the manager and the managed
to perceive how they each value the structures, services or support provided by
the other will yield useful insights for both. 

TQM and BPR are organisation-wide approaches, often promoted by people
with a commercial interest in their adoption, which were developed from simple
principles like those outlined earlier. NHS change managers will probably find it
more beneficial to familiarise themselves first with these underpinning principles
(and to gain a facility in applying them) and then critically select and combine a
range of tools and techniques, rather than seek to apply a proprietary approach
in its entirety. The examples given in this case can be encompassed within the
term ‘redesign’ which conveys this sense of drawing on the principles and tools
in a pragmatic manner, tailoring these to the needs of a particular context. 

Berwick, D. M., Godfrey, A. B. and Roessner, J. 1990. Curing Health Care: New
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In this section we briefly discuss ways of applying the models to different cases,
consider issues of evaluating models in practice and briefly discuss the need for
rigour and creativity.

Each of the five case studies describes how a model or a particular cluster of
models or approaches is used in a specific situation. The models selected have
a wide range of applications, and their use is by no means limited to the setting
in which we have chosen to illustrate them. One way of thinking about this is to
see the models as raw ingredients; it’s how you choose and combine
ingredients, lending your own style and cooking methods, that counts. 

For example, some of the models considered in Case 2 focus on change at an
individual level. These models could be applied in various ways to aspects of
the remaining four cases, whenever we are dealing with people, behaviour and
change. Let’s take a specific tool, the ladder of inference (page 117).

In Case 2 we show how one character Nina might use the ladder of inference
to explore and perhaps change her negative assumptions about a senior
manager whom she considers to be interested more in cost-cutting than
meeting the needs of service users. Nina is first made aware of these
assumptions during her action learning set where she comes to realise that they
merit some urgent attention. Using the conceptual framework of the ladder, she
looks (or rather we look on her behalf) at ways to use a less defensive and more
empowering line of reasoning, to influence the manager and the change agenda
in what would hopefully be a more positive direction.

In Case 5 a similar situation arises in which the characters Usha and Barbara
hold negative assumptions about senior managers. Although in this case Usha
and Barbara are not shown benefiting from being prompted into using the
ladder of inference, it would be a valuable tool for them to use. 

Similarly, some of the concepts drawn from the theory of organisational learning
set out in Case 3, such as bypass and cover up, could be applied to the
characters’ situation in Case 5, to explore why the question of managerial
support can become difficult for those directly affected to discuss.

Following are some further examples of ways in which models and tools in each
case can be applied to other cases.

• Case 1: Explore ways in which concepts of organisational learning and the
Learning Organisation can be applied to the challenges Ashok the Chief
Pharmacist faces in introducing new ways of organising and delivering services.

• Case 2: Use the concept of adding value to explore whether a service like
the Community Drug and Alcohol service has the right corporate parent(s)
and whether these are adding value to the service.

• Case 3: Use force field analysis to assess the driving and restraining forces
and to identify actions that would enhance successful implementation of
change in the PCT.

Applying the
models
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• Case 4: Apply the Seven S Model instead of the Content, Context and
Process Model as an alternative way of understanding change holistically and
managing change strategically. Alternatively, apply PEST analysis to identify
factors in the environment which are helpful to the ‘failing’ trust, and those
which may impede progress towards its organisational goals.  

• Case 5: Explore how articulating a mission can be used to complement the
TQM strategies in the Maternity Services, or how stakeholder analysis can be
used to strengthen reengineering processes.

Table 3.1 outlines a suggested schema for applying the models across the cases.
The models are listed alphabetically. Shaded boxes indicate which case the model
appears in. A tick ✔ indicates alternative cases this model might be applied to.

Many of these models could be used to good effect in the settings described.
However, we have not provided enough detail to enable you to do so in all
cases. Following is a table indicating where we have provided enough detail to
apply models to scenarios.

Table 3.1: Applying models to cases 

R E F L E C T I O N S  O N  T H E  C A S E S

Model

Adding value

Articulating a mission

Business Process Reengineering (BPR)

Commitment, enrolment and compliance

Content, Context and Process Model

Five Whys

Force field analysis

Ladder of inference

Organisational learning and the Learning
Organisation

PEST

Readiness and capability

Seven S Model

Stakeholder analysis

SWOT analysis

Total Quality Management (TQM)

Case study

1

✔

✔

✔

✔

✔

✔

2

✔

✔

✔

✔

3

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

4

✔

✔

✔

✔

✔

✔

5

✔

✔

✔

✔

✔

✔

✔

✔

✔
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What kinds of evidence?

Throughout the resource you are encouraged to engage with the problems and
concerns of the characters, to reason on their behalf, and to try out some of
the change management models – all in the relative safety of an imaginary
setting. As you contemplate the complexities of real-life practice the following
question is likely to be at the forefront of your mind: ‘Will such-and-such a
model work, in quite this way, in my own organisation?’.

This question ‘Will it work?’ is explicitly addressed in Organisational Change
(2001), in relation to empirical evidence. And, as you will see in that volume, the
evidence is largely equivocal. If you consider how you might evaluate the
change initiatives undertaken by the fictive characters in this volume you can
see why. You might like to reflect on how change agents such as Ashok, Nina,
Sarah, Robin and Dianne would approach an evaluation of the models and
frameworks they have used. What would they be trying to evaluate? A particular
model? A cluster of models? The way they had implemented it/them? The
impact of the surrounding context? Whether other models would have worked
any differently? How they would take into account any strokes of good fortune,
or happenstance incidents that turn out to have a major impact?

Choosing a model in practice will depend, therefore, not only on the evidence
available but also on utility – does it look as though it is appropriate in these
circumstances? The evidence to answer this question is rather different from
that for ‘Will it work?’, and will include tacit, uncodified knowledge and
experience as well as the more formal types of evidence.

Developing evidence for local action

It is important for those using change management tools and frameworks to
contribute to a greater understanding of their use in some way. Nelson et al.
(1998) argue that intelligent change is likely to be guided by sound theory,
research, or other empirical evidence, and to be tested first on a small scale by
using a balanced set of process, outcome and cost measures. These measures
should be built into the daily work routine, and displayed in ways that tell a
story. What kinds of stories and evaluations do we see emerging in the case
studies? And what are some of the issues that these raise? Consider the
following examples.

• Ashok (Case 1) writes up his findings of the change initiative one year on and
presents these in a conference paper. His enthusiasm will inspire others and
this enthusiasm will be valuable. However, we note that his story initially finds
a more receptive audience outside the locality than inside it, as he learns that
he has miscalculated the likely response to the paper by an important
opinion former.

• Nina’s action learning set (Case 2) provides a safe but critical forum in which
individuals are able to devise and evaluate change interventions and develop
strategies for increasing personal effectiveness. The set is bound by the

Evaluating change
processes 
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commitment to maintain confidentiality, so members will need to think
carefully about how they will appropriately share with outsiders the ideas and
learning that are generated in the set.

• If, as suggested, Sarah (Case 3) were to undertake a small-scale action
research (or work based learning) project, as a basis for initiating and
evaluating change, starting with herself as change agent, she may want to
draw on some specialist action learning expertise.  

• Robin’s team (Case 4) has a written record of its diagnostic exercise and this
might form the basis of an evaluative case study, for example. However, the
team would be wise to consider the limitations as well as strengths of first-
person accounts. Arguably, more robust evidence would be generated if the
account formed part of a comparative study and incorporated perspectives
of other stakeholders. In this case we are made aware that time for
discussion about change management models is limited. Managing the
wealth of additional data generated by a case study might call for the
involvement of one or more persons with specific research skills, e.g.
interviewing skills and coding of qualitative data. The team would therefore
need to consider whether this kind of evaluative method fitted within time
limitations and cost constraints.

• Dianne (Case 5) compares results of the pilot projects in the trust with
findings of published research. She recognises that her evaluation of the
reengineering project is possibly at odds with that of her executive colleagues,
so she may need to marshal her arguments and evidence in a different way to
those presented in her memo to Jane if she is to tell a story that will convince
the sceptics that BPR was a decisive factor in effecting change.

For further reflections on evidence and a discussion of the responsibilities of
generating evidence and developing theory, see Organisational Change (2001),
pages 74-81.

Making theory more available

As suggested above, intelligent change is likely to be guided by sound theory.
This raises the question of how practitioners and managers can gain access to
theory and how they can make sound use of it. Organisational Change (2001)
identifies some of the specific difficulties that exist in making the literature more
accessible to managers and practitioners, most notably the wide variety of
disciplines, methodologies and tools involved. 

In our experience there are additional factors that need to be taken into account
in making theory more available as well as accessible, as set out below. You
may be able to identify others. Using the following prompts, you may also like
to consider how you might build an awareness of these factors into your own
local evaluation strategies.
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• Lack of exposure to theory – all too few opportunities exist for managers
and practitioners to learn about relevant concepts and literature bases. 
– How might you exploit or create opportunities to make the literature more

available and accessible?
– Have you considered talking to specialists and learning networks (including

researcher-practitioners’) inside or outside your organisation?
– How might you keep up-to-date with developments in theory as well as

practice? By reading? talking? listening? (See Section 4, ‘Sources and
resources’, page 273.)

• Conflicts between schools of theory – dispute between academics is a
means of advancing knowledge, but this process can be misunderstood by
managers and practitioners as standing in the way of practical action. 
– How might you use the Matrix on page 69, or alternative tools you are

familiar with, to draw together different strands of thinking into usable
frameworks?

• Trivialisation of complex arguments – in recognition of the time pressures on
senior managers, sophisticated arguments and multi-structured approaches
are ‘dumbed down’ into easy-to-remember sound bites, losing much of their
value in the process. 
– How might you avoid adding to this problem? How can you ensure that in

any rapid appraisal the messages and key lessons are kept simple but not
over-simplified?

– What support and guidance are available to assess the ‘added value’ of 
complex models and approaches? Through OD and training departments?
Libraries and databases? Academics and practitioners?

• Theories which are abstract and limited – it is often difficult to imagine their
use in the practical, messy, real-life situations that managers and
practitioners face, for which more than one theory or approach may be
needed. 
– How might you demonstrate the use of clusters of concepts to address

different aspects of complex situations?
– What initiatives are you aware of that are already doing this?

• Over-optimistic promotion of particular approaches – by authors and
management consultancies who have much to gain from managers and
practitioners grappling with their adoption. 
– How might you consider the uses, the limitations, and also the alternatives

to many of these tools?
– What sources of independent advice are available to you?

• Lack of encouragement to think autonomously – in centralised
organisations with political masters local decisions about approaches may
not be seen as important. 
– How can you demonstrate that people at all levels of the organisation can

be encouraged to contribute their ideas for change? Who else is doing
this, and how? What can you learn from them?
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• Imposition of change priorities – by central departments who see the role
of local organisations as merely implementation. 
– How can you demonstrate that the use of change management

frameworks will enable the inclusion of local change priorities along with the
central? Again, who else is doing this? And what can you learn from them?

We would like to introduce two final characters: the ‘engineer’ and the
‘bricoleur’ – terms that have been used to describe antithetical positions for
acquiring and using knowledge (Lévi-Strauss, 1962).

The engineer (a term that is here not restricted to applied science) is a person
who thinks systematically, draws up plans with a sense of the whole, and only
then goes to work on the specific tasks of construction. The engineer’s tools
are always acquired for the purpose of the project in hand. In management
terms, the engineer could be said to gravitate towards the paradigm of planned
or deliberate change, where rules, procedures and resources are known in
advance. The person who sits down and says ‘I have a particular change I want
to introduce, Model X will fit this, and I will work out just how to apply it’ is a
type of engineer.

By contrast the bricoleur (the French word ‘bricoler’ means ‘to do odd jobs’, so
the nearest equivalent in English is DIY person) is open and pragmatic and the
rules of the game are to use ‘whatever is at hand’. Unlike the engineer, the
bricoleur depends on a limited repertoire of tools and materials, which often
bear no relation to the task in hand, and has to rely on improvisation,
imagination and resourcefulness. Those familiar with DIY enthusiasts will
recognise how they accumulate odds and ends, make inventive use of
disparate materials and are reluctant to throw away anything left over that might
come in useful at a later date. In management terms, therefore, the bricoleur
could be said to tend towards the paradigms of spontaneous and emergent
change. (For more about deliberate, spontaneous and emergent forms of
change see the discussion on pages 69-71.)

We might speculate, accordingly, that many change managers will need to be,
to varying degrees and depending on the context, both engineers and
bricoleurs. We suggest that change managers will keep the models we illustrate
here at hand, and use them pragmatically, but that they will use them in a
disciplined, rigorous way, applying a considerable degree of perceptiveness of
the situation and people involved. Discipline, rigour and perceptiveness are
essential; however, they are not sufficient: the ability (or preparedness) to think
freely and creatively when devising alternatives or solutions will also be needed.

Often forgotten, perhaps one of the most important factors of all will be the self-
awareness of the change manager. Awareness of a tendency towards one kind of
approach rather than another that may better fit the circumstances. Awareness of
emotional responses that inhibit clear thinking. Awareness of helpful and unhelpful
responses to particular kinds of pressure, to different people.

Some final
thoughts 
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We hope these studies will develop readers’ abilities to encourage and sustain
change within health care and other organisations. We also hope that some of
you will want to enter into dialogue with us about learning in this area, and how
best to further it.  

Lévi-Strauss, C. 1962. The Savage Mind. Trans. 1966. London: Weidenfeld and
Nicholson

Nelson, E. C., Splaine, M. E., Batalden, P. B. and Plume, S. K. 1998. ‘Building
measurement and data collection into medical practice’, Ann Int Med, 128, 6,
460-466
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A selective list of links to online resources which you may find useful.

Health Management Information Services database (HMIC) – contains
information on the literature relating to health systems management published in
the UK and internationally – including journals, books, reports, official
publications, and ‘grey’ literature (unpublished documents). Access via Ovid.
Web: www.ovid.com

National Library of Medicine (USA) – the world’s largest medical library. The
Library collects materials and provides information and research services in all
areas of biomedicine and health care. 
Web: www.nlm.nih.gov

HealthSTAR – is a bibliographic database from the National Library of Medicine
and the American Hospital Association containing records of literature relating
to health care delivery.
Web: visit www.nlm.nih.gov/nichsr/db.html and scroll down to Accessing HSR 
Literature at NLM

Bath Information and Data Services (BIDS) – provides UK academic
institutions with a bibliographic service and offers links to 2,700 full-text
electronic journals.
Web: www.bids.ac.uk/info/fs_aboutbids.htm

The Cochrane Effective Practice and Organisation of Care Group (EPOC) –
is a Collaborative Review Group of the Cochrane Collaboration which aims to
inform health care practice through the production of systematic reviews,
including reviews of organisational interventions.
Web: www.epoc.uottawa.ca

The NHS Centre for Reviews and Dissemination (CRD) – provides the NHS
with information on the effectiveness of the delivery and organisation of health care.
Web: www.york.ac.uk/inst/crd/index.htm

The Campbell Collaboration – is an emerging international effort to help
people make informed decisions. Prepares and promotes access to systematic
reviews of studies on the effects of social and educational policies and
practices.
Web: www.campbellcollaboration.org

Databases for
exploring further
research evidence
on organisational
change

Reviews of
evidence relating
to health care
delivery and
organisation
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NHS Service Delivery and Organisation (SDO) R&D Programme – is a
national research programme that has been established to consolidate and
develop the evidence base on the organisation, management and delivery of
health care services. Commissions research and development in change
management in the NHS: www.sdo.lshtm.ac.uk/changemanagement.htm

NHS main web site – provides links to strategic health authorities, primary care
trusts and hospital trusts: www.nhs.uk

NHS Clinical Governance Support Team: www.cgsupport.org

NHS HR Directors’ Bulletin: www.publications.doh.gov.uk/hrbulletin/index.htm

NHS Modernisation Agency: www.modernnhs.nhs.uk

NHS National Electronic Library for Health: www.nelh.nhs.uk Link to Health 
Management homepage at: rms.nelh.nhs.uk/healthmanagement

NHS National Primary Care Development Team: www.npdt.org

NHS Service Improvement Team:
www.modern.nhs.uk/scripts/default.asp?site_id=17&id=2083

We have also found a wealth of useful information on a number of websites of
private-sector organisations. We hesitate to recommend some over others but
entering the names of the models illustrated here on a search engine can yield
interesting results. 

Other useful web
sites and contacts
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