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Abstract

The thesis examines experiences of the introduction of NHS consultant appraisal
(CA) in two hospitals, initially using alternative theories of professionalism, public
management, knowledge and learning to frame data collection and analysis. It is the

first in-depth social science-based empirical study of CA since its launch in 2001.

CA is described in developmental terms in its documentation. Yet it was also
introduced in response to a series of scandals, which affected public confidence in the
medical profession, and forms.the basis on which consultants’ medical licences are
revalidated. The tension between the formative and summative aspects of CA and

between tacit and explicit knowledge and practice is central to the thesis.

Field research data, primarily based upon 66 interviews with consultants and senior
managers, is analysed, then grouped and displayed in a typology. These data suggests
that, although for some consultants CA did provide an opportunity for ‘reflective
practice’ (Schon, 1991), for many others appraisal was perceived as a mock ritual
which legitimated the NHS and medical profession without greatly affecting practice.

This empirical finding was unexpected and required theorising.

The thesis argues that many consultants engaged with CA by ‘playing the tick box
game’ and situates CA within the wider context of the ‘audit society’ (Power, 1997).
It suggests that, rather than facilitating learning and making professional practice
more accountable or controllable, in practice CA makes the impression of good

medical practice more visible.

The thesis extends Power’s (1997) theory on audit by expanding on the role that
professionals, especially clinical-managerial hybrids, play in both undermining and
perpetuating audit-related colonisation. It also develops Power’s work by suggesting
that audit-based CA can be seen as a ‘mock bureaucracy’ (Gouldner, 1954) - a
defence against anxiety and éonﬂict relating to professional knowledge. It is argued
that this is a distinctive addition to the present social science-based literature on

appraisal in professionalised organisations.
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Chapter 1: Introduction.

This thesis is about the introduction of ‘consultant appraisal’ (CA hereafter) - annual
appraisal for consultants, the most senior medical professionals in British National
Health Service (NHS) hospitals. Medical professionals have traditionally been
powerful, autonomous and dominated the healthcare organisations they work in
(Freidson 1994; Abbott 1988; Mintzberg 1989). Consultants, in particular, have
historically ‘encapsulated’ decision-making in the NHS (Ackroyd 1996). The
introduction of annual appraisal, which provides the basis of professional regulation

through ‘revalidation’ of medical licences, could have a profound impact on the NHS.

Two theoretical perspectives initially informed the study: the first saw CA as a
managerial process which attempted to control public sector professionals; the second
saw CA as a process which helped them to learn, reflect on and develop with practice.

The NHS Chief Medical Office, Prof Sir Liam Donaldson, comments:

‘Appraisal is a positive and developmental process for individual clinicians, aimed at
supporting good patient care and high standards of clinical practice in the NHS... a
formative, reflective and useful part of both the quality and personal deveiopment

agenda’ (Donaldson 2002: vi).

The fifth report in the Shipman Inquiry (Smith 2004) in contrast states:

‘The purpose of ... appraisal must be made clear... whether it is intended to be a
purely formative (i.e. educational) process or whether it is intended to serve several
purposes; part formative, part summative (i.e. pass/fail) and or part performance
management... If appraisal is intended to be a clinical governance tool, it must be

toughened up.” (Smith 2004: 53)

This thesis adds a third perspective, which emerged from literature and field interview

data, that:

“Appraisal is just a box to be ticked... everybody's appraised, tick. They’re actually

not interested in the outcome of the appraisal. It's another target.” Consultant 35
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The thesis makes an empirical contribution as the first in-depth, soctal science-based
study of CA since its introduction in April 2001. It describes different issues
associated with CA using narrative interview data, builds a typology to illustrate
consultants’ views of CA and conducts basic statistical analyses to show variations

among different groups of interviewees.

The thesis makes a theoretical contribution by extending Power’s (1997) theory on the
‘audit society’ to explain CA, expanding on the role professionals play in both
undermining and perpetuating colonisation by audit. It also uses Gouldner’s (1954)
model of ‘mock bureaucracy’ to show how audit-based CA serves as a defence
against conflict and anxiety relating to the politics of expertise and making

professional knowledge and practice more explicit.

Structure of the thesis

The following section provides an overview of the structure of the thesis.

Chapter two explains the context in which CA was introduced. CA formed part of the
‘Modernisation’ (Cabinet-Otfice 1999) of public services and ‘clinical governance’
which makes NHS organisations accountable for continually improving the quality of
patient care (Scally & Donaldson 1998). CA was precipitated by a series of medical
scandals, at Bristol and Alder Hey hospitals and concerning GP Harold Shipman,
which affected public confidence in the medical profession The Inquiry into the
failures which occurred at Bristol Royal Infirmary (Kennedy et al. 2001)

recommended CA.

The chapter sets out the details of the CA process, explaining that it forms the basis of
‘revalidation’ of consultants’ medical licences by the General Medical Council
(GMC). Yet the fifth report of the inquiry into the Harold Shipman scandal (Smith
2004), published at the very end of this project, criticises ‘revalidation’ based upon
appraisal and the government is now (at the time of writing) reviewing the policy.
During the period of the study, CA became a criterion for which NHS hospitals were
‘star rated’. The Department of Health and British Medical Association (BMA)

11



agreed a ‘new consultant contract’” which also affected CA during the study. The
chapter argues that the complex range of policies surrounding CA had profound and

often contradictory effects on the process.

Chapter three introduces theory on professionals. It defines a profession, which is
differentiated from other occupations by autonomy and control over its specialised
and valuable knowledge (Freidson 1994), and sets out Mintzberg’s (1989) model of a
‘professional bureaucracy’. The chapter looks at external pressures upon professionals

and asks whether the medical profession is as powerful as it once was.

The second half of the chapter discusses the introduction of New Public Management
(NPM hereafter) (Ferlie et al. 1996) and the more recent ‘modernisation’ (Cabinet-
Office 1999) of public services; asking whether and how NPM affected public sector
professionals and if modernisation is very different? The chapter discussed the
increasing numbers of professional-managerial hybrids and their implication for the
position of the medical profession. The chapter argues that demonstrating
accountability has traditionally been a problem for ‘street-level bureaucrats’ (Lipsky
1980) and one which affects CA. The chapter develops basic NPM and modernisation
models of appraisal and argues that evidence from this study informs debates on
professionals, NPM, modernisation, hybrids and public sector professional

accountability.

Chapter four relates CA to theories on knowledge and learning. It begins with a
discussion of the distinction between tacit and explicit knowledge (Polyani 1966) in
relation to professional knowledge, which is context-dependent, judgement-based and
therefore not fully explicitly recordable in an appraisal form. Hence appraisers must
judge whether evidence of professional practice meets the explicit requirements of the
appraisal process. Appraisal provides an opportunity for professionals to engage in
‘reflective practice’ (Schon 1987; Schon 1991), to reflect upon and develop the way
they work. However the ‘scientific-bureaucratic’ model of knowledge in medicine

(Harrison, Moran & Wood 2002) may limit the possibility for reflective practice.

In practice, professionals may only share their knowledge with members of their

‘communities of practice’ (Wenger 1998) or ‘network of practice’ (Swan, Scarbrough

12



& Robertson 2002) on an informal basis: professionals share knowlecdge with those
they trust and who understand context-specific languages. Indeed such
communication shapes and is shaped by the identities of those who participate in the
communication (Wenger 1998) and the phronetic (Flyvbjerg 2001; Townley 1999;
Maclntyre 1984) aspects of professional judgement and practice. Appraisal may be an
attempt to diffuse knowledge between communities of practice, beyond traditional
professional boundaries, which professionals resist through impression management

because they do not trust what the impersonal appraisal process will be used for.

Chapter four also discusses political barriers to knowledge sharing and learning
(Coopey & Burgoyne 2000). The chapter also discusses emotional and anxiety-related
obstacles to learning (Argyris 1999; Edmondson 1999; Gouldner 1954; Menzies
1970). Indeed there is little evidence of successful organisational learning in the
public sector (Easterby-Smith, Burgoyne & Araujo 1999). Rather there is more
evidence of ‘sedimentation’ (Kitchener 1999), ‘rebuttal’ (Laughlin 1991) or
‘defensive learning” which provide a ‘veneer’ of change while maintaining ‘habitual
modes of organising’ (Burgoyne & Brown 2001). Thus the chapter concludes that
although CA provides an opportunity for professional learning and knowledge
sharing, it may only produce the impression of change, because of incompatible

politics between different NHS communities.

Chapter five reviews appraisal-related literature; first discussing atheoretical literature
on appraisal then theory on appraisal informed by social science. Appraisal is seen by
most of the practitioner-focused literature as a means for managing individual
employees’ performance, organisational performance or integrating employee and
organisational performance. But this literature commonly underestimates the
importance of organisational context. Context may have more bearing on the outcome
of appraisal the process itself. Indeed appraisal, like learning, is often undermined by
organisational politics and conflict (Fletcher 2001). The atheoretical section of the
chapter concludes with a discussion of ‘interpersonal distortions’ in appraisal (Grint

1993) and 360-degree feedback.

Chapter five then assesses appraisal from a number of social science based

perspectives: Neo-Marxist (Burawoy 1979; Legge 1995; Bolton 2004) theories argue
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that appraisal directly controls appraisees to increase their productivity.
Developmental appraisal rhetoric simply masks appraisees’ ‘commodity status’
(Burawoy 1979);  Social constructionists (Grint 1993) believe that appraisal
constructs the appraisee; Foucauldians (Newton & Findlay, 1996; Townley, 1993a;
1993b; 1994; 1995) suggest that appraisal controls appraisees by making certain
aspects of practice more visible; Foucauldian Feminist (Coates 2004; Thomas 1996)
similarly point out that appraisal makes ‘macho’ aspects of practice more visible; an
institutional perspective on CA (Townley 1997; 2002) holds that organisations must
have appraisal processes to be ‘legitimate’ regardless of their practical relevance;
Aristotelian (Townley 1999; 2002) theory explains that the theoretical rationality of
appraisal processes may clash with the ‘practical reason’ of professional practice; and
finally appraisal can be seen as a rirual which legitimates power structures and is
unchallenged because it does not substantially affect appraisees (Barlow 1989; Pym

1973).

Chapter six covers the research methods used in this study. The thesis takes a social
constructionist epistemological position and is primarily based upon interviews with
NHS consultants and managers about their perceptions of CA. The study is based
upon the case study methodology (Yin 2003; Stake 2000; Eisenhardt 1989) and uses a
‘bricolage’ (Denzin & Lincoln 1998; Denzin & Lincoln 2000) of qualitative and
quantitative methods: narratives from interviews to describe specific issues and basic
quantification and a typology to explain data overall. The chapter discusses the
reasons for theoretical choices, drawing on Miles and Huberman (1994) in particular,
then describes the two hospitals where the study took place, and field-research
process: negotiating access, recruiting interviewees, interviewing, transcribing,
coding, theorising and research ethics. It concludes that the methodological approach

was both rigorous and practically useful.

Chapter seven presents the overall findings of the study. The first half of the chapter
presents narrative descriptive data. The second part of chapter seven creates a
typology to explain the results overall. This contains five types of view of appraisal:
development; reflection; assessment; work; and waste of time. Types are quantified so

that the views of different demographic groups can be compared. The findings of this
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study are also triangulated with the results of an internal survey about CA conducted

by one of the Trusts where the research took place.

Chapter eight examines data on four sub-themes: First, the experiences of the
consultants most positive about CA and the components of successful CA; second,
how experiences of appraisal changed over time; Section three reiterates theory on
clinicians-managerial ‘hybrids’ (Fitzgerald & Ferlie 2000) and analyses data on
hybrids in relation to CA, finding two distinct types: strategic and incidental hybrids.
The fourth section compares the typology developed in the thesis with Gouldner’s
‘patterns of bureaucracy’ (Gouldner 1954), finding that CA predominantly fits with

the pattern of ‘mock bureaucracy’.

Chapter nine brings data and theory together and makes a theoretical contribution to
knowledge. The chapter argues that CA is centrally caught up is issues relating to
professionalism and the politics of expertise; in particular, making professional
practice: more explicit, because the mode of govemance in the NHS, of remote
governance through audit and targets, depends upon practice being auditable. This fits
with Power’s (1997) model of the ‘audit society’. The chapter makes a theoretical
contribution by extending Power’s (1996; 1997; 2000) work on audit: by expanding
on the link between law and audit; and the role public sector professionals,
particulatly clinical managerial hybrids, play in both undermining and perpetuating

regulation through audit.

The audit dominated context, in which CA 1is situated, iS one that communicates to
public sector professionals that they are distrusted and undermines their sense of
motivation. Although CA requires consultants to provide evidence of good medical
practice in documentation, consultants continue to practice tacitly; ‘playing tick box
games’ to re-present what they do as auditable, and therefore legitimate in the audit
society. The chapter makes problems associated with audit-based governance visible.
It suggests that because audit dominated regulation results in professional alienation
and game playing, and therefore professionalism and an appraisal process owned by

clinical managerial hybrids would be more effective.
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Chapter nine concludzd by arguing that CA documentation, in particular, can be seen
as a ‘mock bureaucratic’ (Gouldner, 1954) defence against anxiety and conflict
surrounding CA. The chapter develops Power’s (1997) audit-related theory, making a
further theoretical contribution by using Gouldner’s model of mock bureaucracy to
explain a point Power begins to make at the end of his book, that audit (and

accordingly CA) is often used as a defence against anxiety.

Chapter ten draws the thesis to a conclusion, looking at its implications for policy,
suggesting future research and making personal reflections on the PhD process. The
chapter first discusses the study’s relevance to the current Government review of
GMC Revalidation. The fifth report in the Shipman Inquiry (Smith 2004) commented
on ‘confusion’ over the purpose of appraisal and suggested that, if it is to be a clinical
governance tool, assessment of practice should be ‘toughened up’. The findings of the
thesis, by contrast, suggest that the formative aspects of appraisal need to be

strengthened.

Chapter ten then re-examines the experiences of the consultants most positive about
appraisal and the vital role of clinical-managerial hybrids in translating managerial
processes into terms with non-managerial clinicians understand. Future research on
professional appraisal in other organisational settings would be valuable to replicate
the findings of this study, as well as more work on the review of GMC revalidation. It
would also be interesting to investigate the way that hybrids translate other
managerial processes into practice, to test the theory developed in this thesis in other
settings too and finally to re-examine CA from a explicitly Foucauldian perspective.
The chapter makes personal reflections on the PhD process, theory used to explain
data and closes by considering the relationship between virfuous medical practice and

game playing (MacIntyre 1984).

The process of researching and writing this thesis has been a fascinating voyage,
which has ended up with an unexpected empirical and theoretical perspective on CA.
I remain passionately interested in the issues relating to CA and concernzd about
some of the phenomena which emerged in the study. Although I cannot claim to have

found ‘answers’ to the problem that are raised in this thesis, I hope that by describing
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and explaining them, the stuc* may positively contribute towards understanding of

the NHS and organisation of public health care.
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Chapter 2: NHS and Policy Phenomenon

2.1 Introduction

This chapter provides an overview of the policy context, events and initiatives
surrounding the introduction of consultant appraisal (CA). The first section discusses
the policy guidelines and organisational consequences of ‘modernisation’ and
‘Clinical Governance’ which guide the NHS and consequently form the context in
which CA is set. The next section looks at the crisis of confidence in the medical
professional which precipitated the introduction of CA. Then it explains the specific
details and developmental focus of CA and that the ‘revalidation’ of GMC British
medical licences were, during fieldwork, to be dependent upon CA providing
evidence of good medical practice. Therefore appraisal is an assessment of medical

practice.

The latter part of the chapter assesses the impact of two policy developments after CA
was introduced. CA became one of the criteria on which hospitals were ‘star rated’ by
the Commission for Health Improvement (CHI), which became the Commission for
Audit and Inspection (CHAI) then the Healthcare Commission. The way CA is
assessed may lead hospitals to ensure that consultants have been appraised, as
opposed to having been appraised in a useful way. The agreement of a ‘new
consultant contract’, which legally obliges consultants to record what they do and
rewards those who do the most for the NHS, may fundamentally change CA from
being developmental to an assessment exercise. The chapter concludes by suggesting
that the effects of these multiple and contradictory policy initiatives mean that CA

became a fundamentally different entity to when it was originally conceived.
2.2. Modernisation
When the ‘new Labour’ government won the 1997 General Election, one of its key

manifesto pledges was to reform and modernise public services, particularly the NHS.

And as Newman (2001: 3) comments:
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‘The NHS continues to serve as a symbolic indicator of Labour’s difficulties in
securing its intended reforms and delivering results fast enough to reassure the

electorate that things were going to get better.”

New Labour had adopted the ‘Third Way’ (Giddens 1999) as its central guiding
philosophy, focusing on developing long-term solutions to complex problems by
building consensus, democracy, citizenship and transcending traditional boundaries.
The Third Way is non-ideological and pragmatic; no longer was it deemed necessary

to choose between the state and the market, what was important was what worked

(Newman 2001).

Modernisation of public services under new Labour followed a third way between the
old and new. Though some aspects of the previous internal market model remained
(maximising quality, efficiency and ‘customer’ focus), this was combined with a more
consensual and holistic approach (Newman, 2001). The ‘new NHS,’ as set out in a
Government white paper ‘The new NHS’ (Department-of-Health 1997) and
‘Modernising Government’ (Cabinet-Office 1999), aimed to do away with both the
previous ‘divisive’ internal market model with its ‘distorting incentives’ and the
bureaucratic, command and control model which stifled innovation. “The new NHS’

(Department-of-Health 1997) boldly pronounced:

‘There will be a “Third Way’ of running the NHS — a system based on partnership and

driven by performance.’

Central to the ‘new NHS’ is the policy of ‘clinical governance’ (Scally & Donaldson

1998):

‘A framework through which NHS organisations are accountable for continually
improving the quality of their services and safeguarding high standards of care by
creating an environment in which excellence in clinical care will flourish.” (Scally &

Donaldson 1998)

Clinical governance focuses NHS organisations on systematic learning and improving

quality of patient care. In the spirit of the consensual Third Way, these values were

19



supposed to appeal to medical profession who had beer: antagonistic towards
management based on cost containment. But it is interesting to note that NHS
organisations are ‘accountable’ for improving quality. The aims of improving quality
and fostering excellence and making Trusts accountable may not necessarily be

compatible.

A new NHS body was established to help facilitate the learning process. ‘Established
in April 2001, the NHS Modernisation Agency is designed to support the NHS and its
partner organisations in the task of modernising services and improving experiences
and outcomes for patients.”’ The NHS Modernisation Agency strongly promoted
‘learning’ in the NHS and drew upon the notion of the holistic learning organization
(Senge 1990). But the Modemisation Agency was to be replaced after just four years
in April 2005, by a new smaller organisation with 150 employees rather than the
previous staff of over 750. Excess employees were to be absorbed into local
organisations where learning is seen to be already embedded in local contexts *

(emphasis added).

Genuine ‘learning organisations’ are extremely rare in practice (Argyris 1999) and
(Schein 1985) note that it can take up to twenty years to change an organisation’s
culture. Can the NHS really have become a learning organization so quickly or is

NHS learning different to organisational learning?

There may be less substance to modernisation than its rhetoric suggests. Rashman and
Hartley (2002) warn that the modernisation agenda actually emphasises incentives,
detailed performance measurement and management, the privileging of explicit over
tacit knowledge and that consequently it is more likely to promote cynicism than
learning. Newman (2001) argues that, although the Third Way was supposed to be
inclusive of stakeholders, new Labour’s approach reflected the ways these issues were
framed by policy makers and the government rather than the groups on whom policies

impact:

' www.modern.nhs.uk
*www.dh.gov.uk/Publications AndStatistics/Bulletins/ChiefExecutiveBulletin/ChiefExecutive
BulletinArticle/fs/en?CONTENT_ID=4076056&chk=fgixLu
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‘The Labour government’s use of performance indicators remains highly centralised,
linked to the gathering of data at the centre rather than as a process of feedback and

learning.” (Newman, 2001: 88)

Modernisation could have fostered problem-solving and learmning among groups at
ground level. But instead Newman (2001) argues that the policy process separated
knowledge production from practice. Evidence has often been overtaken by the
political imperatives of a government obsessed with delivery, tangible outcomes,
accountability and centralised top-down policy measures to ensure electorate pledges
were met. The government has tended to talk over the heads of professionals and win
support from the public and political stakeholders using the language of ‘common
sense’. Alongside the flexibility and collaboration of modemisation, there remains a
strong focus on efficiency and performance management. Could it be that the

persistence of managerialist technique belies learning within NHS modemisation?

For Newman (2001), new Labour’s approach to modernisation in the NHS is to make
managers and professionals ‘self-regulating subjects’ who will find the best way to
deliver targets and comply with specified norms. It attempts to control NHS
organisations by specifying both the outputs (through performance indicators) and
processes of professional work (through tighter regulation of clinical practice) and
introducing new mechanisnis of accountability. Newman warns that ‘external scrutiny
may lead some organisations to focus their energies on the production of discourses of
success... narratives of achievement’” (Newman, 2001: 93) and ‘dull conformity’ or

game-playing to appear to meet external performance indicators.

The Third Way is ‘an unstable alliance of different political grouping’ (Newman
2001: 174). New Labour co-opted existing discourses to its own advantage, but
professionals and managers may be co-opting new Labour discourses for their own

agenda too.

2.3 Medical Scandals and the Kennedy Report

‘Consultants’ are medical professionals, the highest grade of doctor, surgeon or

anaesthetist in NHS hospitals, who make up the most powerful quarter of the medical
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nrofession in the UK. Consultants have traditionally been regulated by other medi~al
professionals. But a ‘crisis” (Alford 1975) of confidence in the British medical
profession followed high profile organisational breakdowns involving consultants at
the Bristol Royal Infirmary* and Alder Hey Hospital® in Liverpool, as well as the
activities of infamous individual medical professionals (Abbasi 1998) like consultant
Rodney Ledward and GP Harold Shipman.® These scandals were highlighted in the
policy system to create a receptive climate for reforms to the way the medical
profession was regulated. A number of public enquiries into the medical profession

were set up and their recommendations acted upon.
The Kennedy Report

The Kennedy Report on Bristol Royal Infirmary (Kennedy et al. 2001) was
particularly influential upon policy. The report found that a combination of NHS
organisational failures and those of ‘dedicated and well-motivated individuals who
lacked insight’ and who failed to communicate and work effectively together had led

to children receiving less than adequate care.

- The report commented upon an ‘optimism of learning curves’ and the need to adopt a
more cautious approach; consultants were able to introduce new techniques without
any formal system of notification. There were neither agreed means of assessing care
and standard of performance nor any requirements on consultants to keep their skills
up to date. Thus it was not clear that clinical procedures at Bristol Royal Infirmary
were substandard. The report commented on a ‘club culture’ that existed there too.
There was an imbalance of power with too much control concentrated in the hands of

too few individuals. Because ‘consultants have a job for life’, it was difficult for

3 Alford, looking at the healthcare system in the USA, argues that the main barriers to health care
reform are the powers of 'strategically structured interests'. Rather than healthcare ‘crises’ reflecting
genuinely emergent issues, ‘crises are usually the creations of specific interest groups seeking to make
political capital out of a situation that has existed for many years and will continue to exist ... to arouse
public opinion’ (Alford, 1975: xi). For Alford, organisational forms should not be seen abstractly in
terms of cost-benefit analysis, rather in terms of the benefits that they provide to interest groups. In
healthcare there is a pervasive tendency to reproduce continuously the same problems and defects
because of power inequalities in the system which they shape.

N www.bristol-inquiry.org.uk

5 www.rlcinquiry.org.uk
6 www the-shipman-inquiry.org.uk
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Trusts to get them to change. Understaffing, exhaustion and low morale were also
issues at Bristol Royal Infirmary and staff were not encouraged to share their

problems or speak openly.

The Kennedy Report concluded that the NHS was failing to learn from things that
went wrong and that the wider NHS had a ‘blame culture’ which needed to be
transformed to become more open. One of the first steps to achieving this was to

abolish negligence litigation, and then staff would report problems.

Another point to make, which is not covered by the Kennedy report, is that the
anaesthetist Dr Steve Bolsin (the “whistleblower”) who exposed the Bristol scandal
claims to have been ‘virtually driven out of medicine’ in the UK and had to re-build
his life and career in Australia.” Consequently, other potential whistle blowers may be

reluctant to expose problems to those outside the medical profession in future.

The Kennedy Report commented that, although Bristol was ‘awash with data’, little
was given to patients or the public: there needed to be more openness about clinical
performance and monitoring of consultants’ performance — including independent
external surveillance. The report recommended that the NHS encourage greater public
involvement so that the public became ‘insiders’. Clear acconntability and published
generic standards of care were required, based upon information about performance.
The Kennedy report was perhaps surprisingly influential and a number of its
recommendations were enshrined in regulatory policy, leading to the mandatory

appraisal of consultants.

2.4 Pre-existing NHS appraisal

Some studies have found a strong correlation between health care organisations
having well-developed HR practices and better clinical outcomes. West (2002) found
a significant association between the management of employees in acute hospitals and
the levels of patient mortality within hospitals. This included a mortality index of

minus 0.34 associated with hospitals having appraisal schemes in place. From this we

7 http://mews.bbc.co.uk/1/hi/health/1384854.stm
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may conclude that appraisal plays an important role within hospitals. But whether the
mortality index was reduced because of appraisal per se or because better-run
organisations tend to have lower mortality indexes and appraisal schemes remains

unproven.

Redman et al. (2000) studied management appraisal in NHS hospitals, a key
constituent of new public management. Although management and medical
professionals in the NHS are distinctly different groups, and therefore their appraisals
are not the same, the study may have implications for appraisal in the NHS more
generally. Redman et al. note that health care is complex and highly politicised -
making it a difficult setting in which to sustain appraisal systems. Managers in
Redman et al.’s (2000) research were often using appraisal simply as an opportunity
to document why they could not achieve their objectives, going through the motions

with IPR to get it over with as quickly as possible.

Likewise, Pollitt et al. (1991) comment that ‘individual performance review’ was

viewed by half of general managers as a bureaucratic ‘game’.

A study by Dawson et al., preceding the introduction of CA, found that doctors did
not have enough time for the appraisal processes, objected to being appraised by non-
professionals and were suspicious of attempts to control them (Dawson et al. 1995).

Armstrong (2000: 173) comments:

‘In performance management there is too often a gap between the rhetoric and
reality... structural considerations will also affect the way in which performance

management is introduced.’
Clinicians may be suspicious about the real reasons for the introduction of CA,

despite its developmental rhetoric and, like Redman et al.”s (2000) managers, treat the

process as a bureaucratic game.
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2.5 The introduction of consul:«:nt appraisal

The Government paper ‘Supporting Doctors, Protecting Patients’ (Department-of-
Health 1999) first suggested CA. In April 2001, in part due to the anticipated
recommendations of the Kennedy (2001) report, an annual appraisal system for
hospital consultants was introduced. All consultants had to have been appraised using
NHS documentation by the end of March 2002. CA was sold to consultants in the
spirit of modernisation, as a formalisation of the informal ad hoc professional peer
review process that had existed before with consultants appraised by their clinical
peers. Taylor et al (2002) note the philosophical tension between the formative and

summative aspects of doctors’ appraisals.

CA was also clearly intended to prevent future scandals, but explicitly described as a

developmental rather than assessment exercise:

‘a formally structured opportunity for professionals to engage in dialogue and to
reflect on how their effectiveness might be improved rather than to catch those

performing poorly.” (Department-of-Health 2000)

CA is based upon ‘evidence’ of good medical practice which must be provided using
‘accurate, relevant, up-to-date and available data ... supplemented by any information
generated as part of the regular monitoring of orgamisational performance by the
Trust” (Department-of-Health 2000). The appraisal form contains seven sections

covering the seven aspects of good medical practice (GMC 2001):

I.  Good clinical care
2. Maintaining good clinical practice, including continuous professional

development (CPD) and audit

3. Relationships with patients
4. Working with colleagues
5.  Teaching and training

6.  Probity

7. Health
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Academics, following the recommendaticns of the Follet Report (2001), are jointly
appraised by a clinical representative from the NHS Trust for whom they work and a
representative of their academic employer, usually a medical school. In some cases

this may be the same person.

The rhetoric of CA documentation is of learning and collaboration, professional
development and reflective practice. Consultants are also able to ‘identify the need for
the working environment to be adequately resourced to enable service objectives in
the agreed job plan review to be met’ (Department-of-Health 2000). But CA serves
other functions too; it attempts to ensure that consultants provide minimum standards
of ‘good medical practice’, is one of the criteria upon which hospital effectiveness is
assessed, and may become a forum for determining what clinicians do for the NHS
and therefore how much they should be paid. Is CA really in the vein of the
modernisation that Newman (2001) describes; consensual developmental rhetoric
backed by performance-indicator-based control? One of the key questions in this
thesis 1s what is the nature of ‘learning’ in the Modernising NHS, and specifically in

the CA process?

2.6 ‘Revalidation’ and the Shipman Inquiry

The decision to introduce CA was made by the Department of Health (DoH) in
cooperation with the British Medical Association (BMA), the body which represents
the medical profession. Subsequently the General Medical Council (GMC), the body
which regulates the medical profession in the UK, linked the ‘revalidation’ of GMC

medical licences to CA.

The renewal of medical licences every five years was, during the time of field
research, to be dependent upon having completed five ‘successful’ annual appraisals.
Linking CA and revalidation was supposed to reduce the administrative burden on
consultants but it also ensured their participation in the NHS-owned appraisal process.
The medical profession and DoH arguably have different agendas around appraisal.
The goal for the GMC was to check to ensure that individual doctors meet the its
minimum standards for ‘Good Medical Practice’ (GMC 2001). For the DoH, appraisal

was designed to help consultants become more effective in an organisational context.
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According to the Shipman Inquiry (Smith 2004), lirking the two processes meant that

CA is not wholly developmental nor revalidation a rigorous assessment exercise.
The Shipman Inquiry

The fifth report of the Shipman Inquiry® (Smith 2004), published on 9™ December
2004, comments on the lack of clarity about the role that medical professional

currently plays:

‘It is clear that appraisal has some positive effects; it gives GPs an opportunity to talk
with colleagues about themselves, their practices and their personal development
needs. However, appraisal does not constitute an evaluation or assessment of the
appraisee’s performance; it is not intended to do so. It yields little information... as
currently constituted; appraisal cannot be regarded as a clinical governance tool. I
have recommended that there should be clarity about the purpose that appraisal is
intended to serve and that, once clarity has been achieved, steps should be taken to
ensure that appraisal fulfils its purpose as effectively as possible.” (Smith, 2003: 1-
12)

The Shipman report discusses the history of the introduction of the GMC revalidation
section. It reports that an initial proposal for a revalidation was seen to be ‘an
expensive process’ which would impose a considerable administrative burden on the
GMC and which was unpopular with important sections of the medical profession.
Thus in 2003:

‘the GMC decided that the mere fact that the doctor had taken place in appraisal was
deemed to be sufficient to justify revalidation... a doctor would be appraised
‘successfully’ unless serious concerns about his/her fitness to practice were noticed.’

(Smith, 2004: 41)

The report argues that:

¥ www.the-shipman-inquiry.org.uk
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‘Revalidation will not provide the reassurance that was hoped for... the proposals lack
transparency... professional practice had to be seriously deficient before any action
would be taken... Those standards are very low: the President of the GMC, Professor
Sir Graeme Catto, described them as ‘remarkably low’... a doctor will fail to be
revalidated only if his/her professional performance is ‘remarkably’ poor. I do not

think that this is a satisfactory state of affairs.” (Smith 2004: 42)

The report suggests that the current arrangements for revalidation are inadequate and
that medical professional appraisal should become a rigorous pass/fail assessment

exercise:

‘The purpose of GP appraisal must be made clear. A decision must be taken about
whether it is intended to be a purely formative (i.e. educational) process or whether it
is intended to serve several purposes; part formative, part summative (i.e. pass/fail)
and or part performance management... If appraisal is intended to be a clinical
governance tool, it must be toughened up ... standards should be specified, by which
a GP ‘successfully completes’ or ‘fails’ the appraisal. All appraisals should be based
upon a nationally agreed core of verifiable information supplied by the PCT to both

the appraiser and appraisee’ (Smith 2004: 53).

On 17" December 2004 the government announced a review of the revalidation

scheme led by the Chief Medical Officer, Sir Liam Donaldson’,

This study confirms a lack of clarity about the purpose of medical professional
appraisal. However, there is no guarantee that medical professionals, like the NHS
managers in the study by (Redman et al. 2000), would not also treat a ‘toughened up’

appraisal process as a bureaucratic game.
2.7. ‘Star Ratings’

British hospitals are, at the time of writing, rated and rewarded - both financially and

in terms of autonomy - according to a balanced set of performance targets which feed

? http://www.dh.gov.uk/Publications AndStatistics/PressReleases/PressReleasesNotices/
fs/en?CONTENT_ID=4098833&chk=T41hTq
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into an overall ‘star rating’ of between zero and three stars'®. It is imprtant to note
that ‘consultant appraisal’” was, during the period of field research, one of the
parameters that the body which inspects British healthcare organisations, the then
‘Commission for Health Improvement” (CHI), subsequently known as the
‘Commission for Healthcare Audit and Inspection’ (CHAI) and now the ‘Healthcare

Commission’, assessed hospital against.

Specifically, from the year ending March 2003, British hospitals were assessed for the
‘Percentage of consultants who have completed annual appraisal as set out in
Advanced Letter AL (MD) 05/01, including the appraisal meeting and signing off
their personal development plan. .. NHS Chief Executives are responsible for ensuring
that all consultants are appraised to timetable. Appraisals will support Continuing
Professional Development, Clinical Governance, Improving Working Lives and
improvements to the patient experience. This data will help to identify any problem
areas in order that they can be tackled directly.”'" For the year 2004/5, however, the
Healthcare Commission did not use consultant appraisal as a criterion for star

ratings.]2

Crucially, Trusts were not measured for the guality of the appraisals that they
conducted or for what was done with the data emerging from the process. Central to
this thesis is the idea that in the face of pressure to achieve multiple (perhaps
impossible) goals, public health care organisations focus on achieving tangible targets
at the expense of less tangible but equally important aspects of health care. In practice
it may often be impossible to meet all the targets set by government simultaneously.
Chief Executives therefore have to anticipate which targets are likely to be a
government priority and ensure that at least those are achieved.'” The Department of
Health needs to pay careful attention to exactly what organisations are rewarded for -

and the way that this affects behaviour.

"In a press release on 29™ November 2004, the Healthcare Commission
(www.healthcarecommission.org.uk/ ) announced that the current star rating system is under
review and may be replaced with a five-level worded grading system
(http://news.bbe.co.uk/1/hi/health/4046 167 .stm).

' http://www.chi.nhs.uk/eng/ratings/2003/acute_details3.shiml)

2 http://ratings.healthcarecommission.org.uk/Indicators_2005/Trust/Overview/ acute_overvicw.asp
¥ Comment made during an informal communication with the Chief Executive of a NHS Hospital
Trust (not one of the case study organisations).
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2.8. The ‘new consultant contract’

Finally, it is necessary to understand CA within the context of the introduction of ‘the
new consultant contract’. The new contract was needed because there were not
enough NHS consultants to meet patient demand, and because the previous contract
was somewhat vague as to what consultants should be doing for the NHS. Consultants
were contractually obliged to provide a certain number of ‘clinical sessions’ per week
to their employing NHS Trust, but beyond that were able to engage in private

practice, other non-clinical hospital work or research as they saw fit.

On 20th October 2003 the BMA announced 60.7% of consultants in England had
voted in favour of the new consultant contract. From 31 October 2003, NHS
employing organisations had to advertise all new posts based on the new contract™*,
The new contract offers consultants a higher basic salary and also allows them to earn
up to 24% more doing private practice within the NHS. It aims to reduce the need for
consultants to do private practice outside the NHS. The contract offers greater
recognition of on-call duties and work undertaken out-of-hours. Non-emergency work

outside the 7 am. to 7 p.m. period and work at the weekend can now only be
| undertaken by agreement. However, before new consultants can do any private
practice they must work an extra session over and above that specified in their basic

contract.

When this research began in 2001, the medical profession - through the BMA - was
negotiating with the NHS Confederation over a new employment contract for all
consultants, to replace the one introduced at the inception of the NHS. Most
interviews took place before the ‘new consultant contract’ was agreed, during a period
of conflict between consultants and the DoH. An initial contract was rejected by the
BMA. Following the resignation of the then Health Secretary, Alan Milburn, and his
replacement by Dr John Reed, the NHS Confederation and the BMA agreed a new

consultant contract.

"“Http://www.dh.gov.uk/PolicyAndGuidance/HumanResources AndTraining/ModernisingPay/
ConsultantsContracts/ConsultantsContracts Article/fs/en?CONTENT_ID=405 1508 &chk=qVKz!
K
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The key point of contention was the greater specificity of what, where and when
consultants do for the NHS. The ‘new consultant contract’ offers ‘greater rewards to
NHS consultants... to properly value and reward those consultants who do most for
the NHS’"°. It requires consultants to complete ‘job plans’ and the *keeping of records
and the provision of records... maintaining of skills and knowledge... how, when and
where the consultant’s duties and responsibilities will be delivered... [based upon]

output and outcome measures’ 16 (emphasis added).

Although set out in the language of professional development and reflective practice,
rather than performance assessment, and explicitly not linked to performance related
pay, CA could easily be read in a very different way. Indeed it is likely that appraisal
could become the occasion at which consultants’ pay will be calculated. Hence data
on CA must be viewed within the context of considerable uncertainly about how it
might be used in the future. A central theme of this thesis is the extent to which
professional practice can be measured - and the consequences of so doing on their

behaviour.
2.9. Conclusion

Appraisal was originally introduced following medical scandals which undermined
public confidence in the British medical profession. The medical crises, following the
argument of Alford (1975), may have only been a pretext which legitimised greater
control over the medical profession. CA demonstrates that individual professionals
are being adequately regulated. However consultant appraisal must also be understood

within an ambiguous, changing and sometimes contradictorily policy context.

The chart below shows the different directions in which various NHS bodies and
policies were steering CA during this research. CA was introduced under the rhetoric
of development and learning: an opportunity for consultants to honestly and openly

discuss and remedy problems and difficulties. Yet it also served as the basis on which

13 Improving Rewards for NHS consultants: A National Framework (April 2003)
www.dh.gov.uk/assetRoot/04/03/47/89/04034789.pdf

'® Consultant Contract www.dh.gov.uk/PolicyAndGuidance/HumanResources AndTraining/
ModernisingPay/ConsultantsContracts/fs/en
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medical licences were: to be renewed or not: an assessment which demonstrates
consultants’ competence to practice medicine. Consultants who ‘failed” CA could not
practice medicine. CA is currently explicitly not linked to pay. Yet after the
introduction of the new consultant contract, it is highly possible that it could be used
to for this purpose. And finally Trusts are rewarded for getting appraisals done, rather

than doing them well.
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Policy Modernisation - - | Revalidation Star Ratings New Consultant
Contract

Body DoH / GMC Healthcare DoH
Modernisation Commission
Agency (CHI/ CHAI)

Promotes | Leamning, quality | Minimum Meeting targets, | Accountability /
improvements, professional conformance with| (performance-
excellence standards protocols, related pay?)

accountability

Start date| 1999/2001 2002 2002/3 2003

Measures | Qualitative Evidence of % of consultants | Completed job
improvements ‘Good Medical appraised plans /

Practice’ (performance-
related pay?)

CA as Developmental | Individual Assessment of Assessment of
appraisal professional NHS Trusts individual NHS

assessment contribution

CA started off as a soft developmental exercise in the spirit of Modernisation but
gradually became harder, moving more towards an assessment of performance as the
context in which 1t is set changed: first linked to evidence-based revalidation, then star
ratings, and finally the new consultant contract. With the publication of the fifth
report of the Shipman Inquiry in December 2004, which severely criticised GMC

revalidation and triggered a Government review, CA is likely to change again.

It is also clear that measures or evidence of learning and good medical practice are
harder to substantiate than whether consultants have simply been appraised and
completed a job plan. It is possible that, given the importance of accountability in the
current NHS, hard measures will be prioritised over soft. It is interesting to note that
the word ‘accountable’ features in the definition of clinical governance. This may

imply that CA is supposed to be more of an audit than developmental exercise.
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The implication of this chapter is that govirnment rhetoric may be developmental but
ultimately organisations are rewarded for meeting targets (Newman, 2001: 80); the
balance between the learning and control objectives of CA may therefore not be as

clear as the rhetoric suggests.

The following chapter will examine in more depth the context which CA is set in; first
explaining the concept of professionalism and the nature of professional practice; then
expanding on the introduction of ‘new public management’, including modernisation
under the new Labour government since 1997, and its effect upon the British medical

profession.
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Chapter 3: Professionalism, Managerialism and Bybrids

3.1 Introduction

This research looks at the impact of consultant appraisal (CA) on NHS consultants,
senior medical professionals, and the hospitals they work in. Medical professionals
have traditionally dominated the way that health care organisations function (Freidson
1994; Abbott 1988; Mintzberg 1989) and consultants have historically ‘encapsulated’
decision-making in the NHS (Ackroyd 1996). The introduction of CA has far
reaching implications for consultants and hospitals alike because regulation over
professional knowledge and practice is at the core of what it means to be a

professional.

This study initially looked at CA from two theoretical perspectives: theories relating
to traditional professionals, professionalised organisations and the impact of the
managerialisation on them; and those relating to professional knowledge and learning.
CA can accordingly either be seen as a process which controls professionals: or

facilitates professional learning and sharing of knowledge.

In recent years there has been a rise in interest in professionals and the restructuring
of professional organisations (Brock, Powell & Hinings 1999). Significant amounts of
contemporary research has been conducted on ‘new professionals’ like management
consultants working in ‘knowledge intensive’ or ‘professional service firms’, as well
as on traditional professions, such as medicine, accounting and law. Much of this
literature, for example Empson (2001), Alvesson (2004) and Morris and Empson
(1998), has focused on professionals’ knowledge. The thesis draws upon both
literatures: this chapter covers generic theory on professionals and chapter four looks

at professional knowledge specifically.

This chapter reviews theory on the managerialisation of medical professionals in
public organisations. It begins by defining and explaining what a ‘profession’ and a
‘professionalised organisation’ are. Then it discusses management through ‘new
public management’” (NPM hereafter), ‘modernisation’ and their impact on public

sector organisations and professionals. The third section explores the recent
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emergence of medical managerial ‘hybrids’ and their likely im;xiication for the current
position of the medical profession. The chapter closes by concluding that the way that

professionals engage with CA will provide useful evidence about the current position

of the NPM debate.
3.2.1. Professionals

A profession is an organised occupation differentiated from others by control over its
specialised knowledge and skill thought to be of value to human life (Freidson 1994).
Professional knowledge is esoteric, tacit and judgement based. Professionals require
years of training, education and enculturation to absorb and understand what they
know. It is therefore extremely difficult for someone outside the profession, even
clients, to understanding whether a professional is practising effectively. Professionals
have traditionally controlled membership to the profession through credentialism and

regulated one another.

Autonomy is a key feature of a profession and professionals are highly likely to resist

external regulation. Freidson (1994: 57-8) notes:

'Individuals and groups are engaged in a continuous process of conspiracy. evasion,
negotiation and conflict in the course of coping with the varying circumstances and
situations of their work... shaping terms, conditions and content no matter what formal
organisation to control and conceptualise activities... in reality, individuals are always

involved in collective attempts to control their work.’

For a profession to remain autonomous it must convince society to grant it
stewardship over its knowledge, a ‘knowledge mandate’ (Halliday 1985), by
demonstrating both ‘technical authority’ and ‘moral authority” (MacDonald 1995;
Freidson 1994; Halliday 1985). Those who can develop and monopolize the language
and concepts used in an area of social life have power rooted in knowledge
(MacDonald 1995). The medical profession must show that only doctors and surgeons
truly understand medicine and that they practice in the best interests of patients and
the public. If it is able to do this, the medical profession should be able to resist being

managed by non-professionals.



It is unclear whether a profession’s claims of technical and moral authority are true or
simply political. Halliday (1985: 430) suggests that ‘the distinctiveness of normative
professions lies in their enhanced capacity to smuggle in moral orientations under the
cloak of technical complexity.” Self-interest and concern for the common good often

are entwined, cloaked and difficult to tell apart (MacDonald 1995; Mintzberg 1989).

Larson (1977) argues that professions pursue the ‘professional project’ - advancing
the position of their members. Professionals serve a long apprenticeship together, in
isolation from other occupational groups, therefore intra-professional bonds are
strong. Professionals sometimes overlook the misbehaviour of their peers (Mintzberg
1989) and exercise power to defend interests and influence society (Larson 1977).

External checks on self-regulation may therefore be in the public’s best interest.

In contrast Freidson (1994) argues that there are no better alternatives to professional
self-regulation. Informal processes of professional collegial controls are more
effective than formal organisational rules and process. But for professionalism to
flourish it must be nourished and ‘liberated of material self-interest’; professionals
must technically and morally justify their social closure by demonstrating

commitment to practising for the common good.

Regulation through collegiality is both the strength and weakness of professionalism.
It enables the coordination, sharing and supervision of tacit and ambiguous
professional practice. But those outside the profession have little influence over it and
it is difficult to change professionalised organisations, which may be unresponsive to
problems or public demands. The regulation of professional knowledge and practice
through CA is central to professional autonomy and what it means to be a profession.
The medical profession currently controls CA, justifying this on the basis that only
professionals understand what their peers do. Whether this is objectively true or not,

medical professionals benefit from autonomy.
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3.2.2. Professional bureaucracy

Mintzberg (1989) argues that professionals commonly work in ‘professional
bureaucracies,” coordinating their knowledge through a process of ‘pigeonholing’.
The professional’s role is to make a judgement about which predetermined
contingency is necessary in a particular situation and then apply a standardised
programme. For example, a doctor must diagnose a patient, often with a complex set
of symptoms, and then prescribe and/or provide the appropriate course of medical
treatment. Pigeonholing enables professionals to communicate and coordinate and to
be interchangeable with one another. For example, one doctor can diagnose a patient
in the knowledge that another professional will provide the treatment prescribed to a
set standard. A surgeon and anaesthetist can work effectively together, even if they
have never met before, because they know what role each will perform. Thus

pigeonholing provides professional coordination.

Professionals are free from administrative control of their day-to-day activities in a
professional bureaucracy. Their performance is subject only to the judgment of their
colleagues. Professionals usually fill key managerial positions in a professional
bureaucracy too. Such professional administrators, like medical directors in
contemporary NHS Trusts, have some influence over professionals but it is limited
because they depend upon the support of their peers to remain in authority. Therefore
professionals make key organisational decisions collectively, including changes to
pigeonholes, through a combination of rational analysis and political and collegial

pressure (Mintzberg 1989).

Professional bureaucracies are usually conservative, changing slowly and
incrementally. The ambiguity of professional work provides some opportunity for
innovation. But divergent thinking, creative or dangerous new ideas, which may
sometimes be necessary, are rarely acted upon. Hospitals are usually more concemed
with safety, and therefore the ‘tried and true’, than innovative new practices and new
problems may be forced into old pigeonholes. Professional bureaucracies may not
adapt to changes in their environment quickly enough. This problem, combined with

the organisations’ inability to control the incompetent, indolent or immoral or to
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coordinate autonomous professionals, may undermine the professional bureaucracy’s

longer-term effectiveness (Mintzberg 1989).

External regulation of professional bureaucracies may be necessary to make them
adapt to changing environments, continually improve standards of service and to
control problematic professionals. CA can be seen as an attempt to do both but in

doing so challenges traditional professional pigeonholes and judgment.

3.2.3. External pressures on professions and the effects of inter and intra-professional

conflict

For Ackroyd (1996: 613), ‘it is a matter of common observation that professionalism
is under attack almost everywhere.” Professionals have traditionally been organised
through informal collegial processes rather than formal rules and process, motivated
by appeals to collective self-interest rather than altruism. Recently, in response to
external pressures, Harrison and Dowswell (2002) observe a decline in collegiality in
medicine replaced with a process of professional ‘restratitication’ whereby medical
elites are increasingly controlling rank-and-file practitioners through various forms of

monitoring and surveillance.

Halliday (1985) argues that the influence of a profession depends upon its
epistemological foundations, the forms of authority it can exercise, the institutional
loci of professional work and the organisational properties of profession associations.
To convince society to maintain its stewardship and privileges, a profession must also
maintain internal solidarity and coordinate collective action. Revalidation of medical
licences, based upon CA, may be seen as an example of greater intra-professional
control. MacDonald (1995) argues that three factors affect professional power:
professional integration; professional mobilization and capacity for making alliances.
For MacDonald intra-professional conflict has had far greater impact on the

profession than external influences and battles with other occupational groups.

Abbott (1988: 316) develops a model of professionals which ‘embraces and explains
inter-professional conflict’, arguing that ‘professions both create their work and are

created by it.” His focus, which he admits underestimates the problems of maintaining
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group cohesion, is on ‘work itself rather than on the structure of professions. It is the
control of work that brings professions into conflict. He refutes traditional
assumptions about professions; that they are homogenous and evolve towards a given
form, structurally and culturally; and that social structure and cultural claims are more

important than the work professionals do.

Abbott (1988) supports neither a professionalisation nor proletarianisation thesis but
suggests that the relative position of a professional group depends upon various
battles with rival occupations and professions for ‘jurisdiction’. As an example, he
looks at psychiatry's battle for jurisdiction over mental illness - particularly for the
most treatable patients - with the clergy and finally psychotherapy. Professions aim to
prove that knowledge would be dangerous in the hands of non-professionals to

prevent other occupations from poaching parts of their market.

Regulation through CA concerns both inter and intra-professional conflict: the extent
to which medical professional jurisdiction is encroached by rival occupations, most
notably management, through the specification and need for conformance with
protocols and regulation visible to those outside the medical profession; and the
degree to which rank and file medical professionals are controlled by the professional
elite — how much latitude is permitted within the professional regulatory process and

contested by rank and file professionals.

3.2.4. Continued professional dominance or proletarianisation?

Many commentators in the UK (Ackroyd 1996; Harrison & Ahmad 2000; Reec 1996)
and in the USA (Freidson 2001; McKinlay 1989; Haug 1988; Hafferty 1988) have
suggested that the power of public sector professionals has declined and they are now

subject to more managerial control.

Reed (1996) argues that there has been a fragmentation within middle class
knowledge professionals - a split between predominantly private entrepreneurial,
propertied knowledge workers, such as lawyers, accountants and management

consultants, and the public sector, increasingly female professionals, like clinicians.
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For Reed the black box of public sector professionals’ knowledge is being
increasingly rationalised and translated into rules and programmes which undermines
professional power. Liberal professionals are restructuring to cope with the neo-
liberal threat, resulting in, as Harrison and Dowswell (2002) agree, a polarisation

between the elite and rank and file at the intra professional level.

McKinlay (1989) similarly argues that American professional doctors no longer enjoy
the position of privilege that they once occupied. The medical profession has been
attacked from all fronts. Governments and financial and industrial capital are less
willing to fund healthcare while consumers are also demanding more. Those in
positions of power are increasingly administrators focused on efficiency. She believes

that the ethical basis of medicine has been replaced by the profit motive.

Freidson’s (2001) latest position has changed since he found ‘no evidence of genuine
proletarianisation or deskilling among professionals’ (Freidson, 1994: 42). In his
latest work Freidson argues that professionalism has now been weakened by the
preponderance of free market ideology; the focus on tangible recordable numbers
which demonstrate efficiency, profit maximization and private property rights.
(including those over the ownership of knowledge). Freidson urges professionals to
fight a rearguard action to defend the ‘soul of professionalism™ and their vital role as
‘moral custodians’. Reed and Anthony (1992) note a devaluing of morality within the
tightening of administrative and cultural control on medical professionals in the UK

too.

Other writers suggest that professionals have only superficially changed as a result of
NPM. Recent changes to the medical profession may be ‘all fur coat and no knickers’
and a process of ‘sedimentation’” may be occurring during hospital restructuring
(Kitchener 1999). Kitchener (1999) suggests that the ‘coat’ of hospital structures have
changed but the ‘knickers’ of prevailing power relations, attitudes and values
remained the same. Broadbent and Laughlin (1998) similarly found GPs ‘absorbing’
changes brought in with the internal market by appointing relatively powerless non-
professionals to take on new responsibilities, while GPs continued to practice as they

have always done.

41



Likewise Burgoyne and Brown (2001) describe ‘defensive learning’ during the
healthcare reforms of the 1990s. They suggest that clinicians have an acute awareness
of the processes, dynamics, politics and patterns of influence extemnal to their
organisations. They have a keen sense of judgement of how to formulate and present
their policies to their advantage, as a result of a long apprenticeship during regular
healthcare restructuring. They lobby formal networks and public opinion, which
expect traditional modes of care, using public hostility to change to maintain ‘habitual
modes of organisation under an overlay of veneer of rhetoric’ (Burgoyne and Brown,

2001: 14).

Certainly since the introduction of managerialism to the British NHS after the
Griffiths report (1983), managers have enjoyed a far more powerful role. However,
whether managers really challenge the position of medical professionals is unclear.
Ferlie et al. (1996) argue that the simplistic view of managers having gained power is
not borne out by data. Management training, for example, has increased professionals’
confidence as professionals rather than transforming them into managers. Some
professionals, particularly clinicians in managerial roles, have gained while others

have lost out (Fitzgerald & Ferlie 2000).

Professionals are increasingly aware of the need for them to visibly regulate their
professional peers in order to avoid external control. Competition between
professionals increases the strains on professional collegiality and may impair
collective actions by the profession as a whole (Ferlie et al. 1996). Professionals
prefer managerial controls to be exercised within the profession rather upon them and
active and visible self-regulation is their best defence against external control

(Fitzgerald & Ferlie 2000).

Legitimacy is a crux of collective professional influence (Halliday 1985). For the
medical profession, participating in CA restores legitimacy and the public belief that
it can again be trusted to self-regulate. Because of the pervading view of medical
knowledge, professional appraisals may not be open to non-professionals but there
does appear to be an increasing focus on quantifiable targets by professionals. The
balance between professional judgements, based upon social relationships and trust,

and hard data is central to this study of CA.
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3.3.1. New Public Management and Modernisation

One key question in this thesis concerns the nature of NHS ‘modernisation’ under
which the CA was introduced and how it affects the process in practice.
Modernisation is rhetorically built upon notions of consensus, quality-focus and
learning (Department-of-Health 1997; Cabinet-Office 1999). The previous ‘internal
market’ regime was harder NPM, based upon exogenous measurement, markets and
managerialism. But beyond new rhetoric, modernisation may not be very different
from NPM (Rashman & Hartley 2002). The following section defines NPM, draws
implications and builds a basic model of NPM-based CA. Then it looks at
‘modernisation,” its implications for CA and develops an alternative model of
modernisation-based appraisal. The section finally assesses the implications of both

models for professional regulation through CA.

3.3.2. NPM 1983-1997

The dominance of medical professionals in the NHS may have declined after the
Griffiths Report (1983) and the introduction of general management or NPM. NPM
brought private sector style, business strategies into the public sector (Dunleavy & -
Hood 1994), with it establishing the legitimacy of markets, measurement and
managerialism. The exact definition of NPM is unclear. It includes both hard
managerial strategies (based upon top-down change, oriented towards efficiency,
performance management, targets, greater visibility and control) and softer techniques
focused on quality, learning and excellence and re-energising professionals’ distinct

public service orientation (Ierlie et al. 1996).

Hood’s (1991) seminal paper, ‘A Public Management for All Seasons’, suggests

seven doctrinal components to NPM:

Hands on professional management;
Explicit standards and measures of performance;

Greater emphasis on output controls;

Al

Disaggregation of units;
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5.  Greater competition;
0. Private sector management styles;

7.  Greater stress on discipline and parsimony in resource use.

Professional appraisal conducted in the spirit of NPM would be a formal managerial
process, based upon on private sector models, which would measure and assess
consultants’ performances against explicit standards. Its aim would be to raise
consultants’ tangible efficiency, possibly with less emphasis on the qualitative or

intangible aspects of care, driven by competition for resources.

Unlike traditional professional self-regulation, NPM does not trust or assume that
professionals are appropriately performing or regulated by peers. NPM may
undermine the traditional collective and collegial basis of the medical profession and
therefore be resisted by it (Newman 2001). NPM also attempts to make consultants’
individual performance more visible and significant. Although NPM-based appraisal
may be developmental, to the extent that it produced tangible improvements to

quality, it would be more an audit or assessment than a developmental exercise.

The NPM ‘debate’ is essentially about the relative position of professionalism and
managerialism within the public sector (Ferlie et al. 1996). Some (see in particular
Pollitt et al. 1991) argued that NPM under the ‘internal market’ governance regime
had only a superficial impact on the NHS. Consultants in particular successfully
resisted NPM partly because it was not well suited to public service organisations and
partly because it served the interests of ‘managerialists’ over medical professionals
(Hood 1991). Pollitt et al. (1991) argue that the Griffiths Report grossly
underestimated the power of consultants to resist change. Management’s attempts to
build trust and credibility were undermined by constantly shifting goalposts at other
levels and a clash between political and managerial objectives. Pollitt et al. concluded
in 1991 that there had been little substantial change in the culture of the NHS since

the introduction of NPM, particularly for medical professionals.

In an earlier paper, Pollitt (1990: 448-9) argued that the quality of clinical practice
remained at the heart of the notion of professionalism and firmly controlled by

professionals:
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‘Medical peer review... is largely concerned with achieving procedures which are
technically correct or consensually acceptable... the dominant model seems to be that
of professional development ‘without the awkwardness of wider public
accountability... the quality of medical work can only be reviewed by a doctor’s

peer.’

Managerial quality initiatives in the NHS instead tended to concentrate on peripheral
features of health care, like waiting times, rather than core clinical activities which are
reserved for the medical profession’s own internal processes (Pollitt 1990). With the
introduction of CA, conducted by professionals but based upon a managerial structure
which is supposed to provide public accountability, NHS management may or may

not encroach upon previously unchallenged clinical jurisdiction.

Just before new Labour’s election victory, Hoggett (1996: 12) described a ‘flawed
post-bureaucratic regime’ governing British public services, based upon
decentralisation, competition, performance management, monitoring. standardisation
and deskilling. Hoggett suggested that, in contrast with policies espoused by modemn
HRM, the public sector regime created a ‘high-output, low commitment’ workforce

Hoggett, 1996: 9) by emphasising control over commitment:

‘Talk of shared organizational mission, commitment to quality ... flies in the face of
their experience... in the absence of strong normative controls, formalization becomes

the solution to the absence of trust.” (Hoggett, 1996: 22-3)

Hoggett (1996) argues that this flawed bureaucratic regime was a ‘hands-off’ form of
organisational rule which combined self-control and external control. He suggests that
it amounted to a form of neo-Taylorism through precise and detailed specification of
jobs, targets linked to rewards and sanctions to shape behaviour, surveillance and
supervision. As a consequence public sector organisations were focused on activity
which ‘gets results’ and ‘overwhelmed by forms of performance monitoring’ which
provided the ‘illusion or simulation of control...[although] nothing is meant to
occur... this may be a form of symbolic policy-making largely designed to reassure

anxious senior bureaucrats’ (Hoggett, 1996: 22-4). Medical professionals resisted this
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style of management, overtly because it was ineffective, and perhaps covertly because

making their practice more visible challenged professional autonomy.

New Labour acknowledged that the internal-market based NPM model was not
effective, largely because the powerful medical profession did not share its
epistemological basis (Department-of-Health 1997). Yet Bolton (2004) suggests that
Hoggett’s description of NHS management, dominated by performance management,
has continued in the new NHS under new Labour. Has NPM led to permanent
changes in the NHS and the permanent establishment of a business model of health

care to be performance managed?

3.3.3. Modernisation since 1997

‘Modernisation’ of the NHS was designed to appeal to medical professionals who had
previously resisted change. It acknowledged the failings of the previous internal
market regime. In the spirit of the ‘Third Way’ (Giddens 1999), although retaining a
strong emphasis on performance management from internal market NPM, took a more

holistic and consensual approach to NHS management. .

The ‘new NHS’, as set out in Government white papers ‘the new NHS’ (Department-
of-Health 1997) and ‘Modernising Government’ (Cabinet-Office 1999) is focused on
clinical quality and excellence through a policy of ‘Clinical Governance’ (Scally &
Donaldson 1998). ‘Modemising Government’ explicitly encourages learning and
acknowledges the need to ‘encourage new ways of front-line working by suspending
rules that stifle innovation’ (Cabinet Office, 1999: 61). Modemisation uses a form of
cultural governance, putting new emphasis on the values of community and
cooperation rather than the individual and competition, designed to motivate and

reinvigorate what it means to be a public sector worker (Newman 2001).

Yet modernisation simultaneously involves the ‘intensification of a command and
control style of governing” (Newman, 2001: 163). It attempts to control professionals
through standardisation, Fordism and scientific rationalism. Targets and audit remain
important in the new NHS. Alongside a greater emphasis on collaboration and

partnership, modernisation can be seen as a continuation of neo-liberal reforms to the
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public sector and the attack upon producer dominance: the invisible hand of the
market has been replaced by the visible hand of the regulator (Newman 2001). Indeed
the definition of clinical governance emphasises audit as much a part as learning.
NHS Trusts are ‘accountable for continually improving the quality’ (Scally &
Donaldson 1998 - emphasis added). The main difference appears to be that whereas
NPM is focused upon driving efficiency to reduce cost, modernisation pushes to

improve tangible measures of quality.

Newman (2001) argues that standardisation has reduced worst practice but
simultaneously squeezed diversity and consequently the potential for innovation,
produced dull, low-trust compliance and a transfer of resources towards audit-related
activity. The need to deliver short-run targets and increased inspection may also
undermine longer-term developments. This is perhaps not so different from the NPM
Hoggett (1996) described. Accordingly, a modernisation-based appraisal system may
use more learning and innovation-focused rhetoric but is no less focused on audit

against set standards and targets than its NPM counterpart.

CA is laid out in initial NHS documentation (Department-of-Health 2000) in
developmental terms, almost as a formalisation of professional peer-review. But CA
is linked to revalidation of GMC medical licences, based upon recorded evidence of
good medical practice (GMC 2001) in a standardised form. The system attempts to
make professional practice more visible, more amenable to assessment against
explicit standards and measures, and hence hands-on managerial control to ensure

minimum standards.

CA 1s also a criterion for Healthcare Commission (formerly CHAI and CHI) ‘star
ratings’ during this study. Hospitals were rewarded for the percentage of consultants
appraised. Clearly the Healthcare Commission wanted to make sure all consultants
were appraised but crucially it made no assessment of the quality of CA. Thus the
emphasis of CA appears to have shifted from development to conforming to protocols

and targets. Echoing Hoggett (1996), Pollitt (2002: 274-5) comments:

‘Governments produced White Papers, statements and booklets attempt to convince

legislatures, the media, the public and public servants themselves that their reforms
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are significant, well-intentioned and likely to produce a variety of improvements...
one does not have to be a cynic or postmodernist to be aware of the frequency of

rhetoric/practice gaps.’

Legge (1995) has pointed out the frequent gaps between the rhetoric and reality of
human resource management (HIRM), a point which will be developed in relation to
appraisal in chapter 5. Consensual and learning rhetoric around NHS HRM may belie
a continued emphasis upon meeting measurable performance targets and complying
with standards of care. Ultimately modernisation must deliver tangible success in
terms of figures. Often its softer aspects are dropped to achieve this goal (Newman

2001; Rashman & Hartley 2002).

For commentators on the NHS such as Reed (2003) and Harrison and Smith (2003)
modernisation under new Labour controls professionals to a similar extent as NPM of

old. Harrison and Smith describe the current mode of governance in the new NHS as:

‘neo-bureaucracy, in which professional action is much more rule-governed and rule-
constrained than before, and in which clinical activity has become the :ubject of
surveillance and/or incentives and sanctions aimed at securing compliance with the

rules.” (Harrison & Smith 2003: 254)

Similarly Reed (2003) suggests that in the NHS today, power is held by the ‘remote
centre’ - the Department of Health - which sets targets and frameworks and

accountability for meeting these is devolved to the periphery. He writes:

‘NPM can conversely be interpreted as exemplifying the emergence of a neo-
bureaucratic state in which the locus of control is transferred upwards to a ‘remote
centre’ that rules through ‘markets’, ‘metrics’ and ‘management’ and downwards to a
‘rejuvenated locality’ that translates the centre’s demands into organizational
practice... Thus bureau professionalism has to be weakened... because it leaves too
much residual power and authority in the hands of ‘middle tier’ administrators and
professionals who may resist, or at least work around, the new control regime. Yet ...

[this] is unlikely to eradicate the manipulative political games in which middle-level
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service managers and professionals have to be engaged, if they are to stand any
chance of surviving, much less winning the ‘performance targets culture/game’ that

now dominates the public service sector in the UK.” (Reed, 2001: 21)

Reed (2003) argues that current NHS governance does not result in the freeing of
NHS organisations to provide the best care appropriate to local patients but, like the
internal market-NPM described by Hoggett (1996), the proliferation of game playing
to demonstrate performance. Harrison and Smith (2003) point out the adverse
consequences of this kind of neo-bureaucracy in terms of alienation, morale, trust,
goal displacement and gaming. Professionals and managers who are not persuaded by

the legitimacy of targets may feel justified in meeting them through gaming.

Can CA, beyond its developmental rhetoric, therefore be seen as an accountability
mechanism, or a target, which attempts to remotely control consultants? And if so, is

it also resisted though gaming?

3.3.4. Conclusions on NPM and Modernisation

How different is HRM under Modernisation from NPM HRM in more than rhetoric?
The abolition of internal market-based competition and the bureaucratic burden of
intra-organisational contracts may simply have been replaced by central regulation,
performance measures, standards, audit and the bureaucratic burden of extra
monitoring. Where there is a clash between learning and innovation, which produce
less tangible outcomes in the longer-term, and achieving annual targets, it is clear that

NHS organisations cannot afford not to meet targets, even if it is through gaming.

New Labour’s emphasis on inclusion and consensus may have made dissent less
legitimate. Few professionals in the NHS could disagree with the goals which new
Labour drives the NHS to achieve. But some goals may be contradictory; achieving
quality improvements in one area may reduce quality in others. Short-term success

can have a cost in the longer run. Sometimes the NHS may face difficult choices
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which are unpopular with certain stakeholders. In seeking to placate all stakeholders,
the new NHS may need to prioritise visible, tangible short-term achievements and

overlook dissent and professional gaming.

CA is described in documentation in terms of learning, innovation and development,
congruent with the notion of modernisation under new Labour. But it is difficult to
decipher from documentation alone whether CA in practice matches the rhetoric or
whether it conforms more to the NPM model, also likely to produce game playing to
preserve traditional professional values. This question will be answered through

fieldwork.

Crucial to how CA occurs in practice is the way that appraisers, frequently clinical-
managerial hybrids, interpret the process and Modernisation-based HRM: whether

they see it as audit or a target or developmental.
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3.4. Professional-Managerial Hybrids

There are an increasing number of clinical-managers, doctors in management roles in
health care. Often it is these individuals who are responsible for conducting CA and

bringing about change through it.

Fitzgerald and Ferlie (2000) argue that clinical managerial ‘hybrids’ have adapted to
the changing healthcare environment and as a result enjoy a particularly powerful
position. Hybrids may have different values and priorities to pure professionals,
although as Mintzberg (1989) suggests, they must maintain the support of the
professionals they administrate to remain in power and are thus unable to deviate too
far from the norms of the professional collective. Ferlie and Geraghty (2004) more
recently observe ‘entrepreneurial professionals’ who embrace aspects of management
as an extension to their professional role although they are not necessarily in

managerial roles.

Clinical and medical directors or entrepreneurial professionals are able to span the
boundaries of both the medical and managerial world. They translate, sometimes quite
literally, conceptions and ideas so that they can be understood by the other grouping
(Montgomery 1990). Managers cannot play this role because clinicians often do not
respect them, whereas pure professionals do not understand the necessities of
management. Hybrids are described as 'two-way windows' (Llewellyn 2001) or
‘critical bridges’ (Denis, Lamothe & Langley 2001) between management and
medicine because they understand both 'languages’ (although financial knowledge has

not yet been encapsulated).

The traditional dualistic view of a distinct group of professionals locked in battle
against managers has become less clear. There is a blurring of abstract concepts,
ideas, tasks, roles, collective groups and individual identity levels. Causer and
Exworthy (1999: 100) suggest that ‘the status and power of professions may come
increasingly to depend Lipon their ability to cast their goals and objectives in
appropriate terms.” Managerial assets are becoming more important for professionals.

There is some professional resentment towards managerialism and some professional
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fragmentation is occurring. But some professionals are taking advantages of these
changes, especially as managerial professionals form links with non-professional

managerial groups (Exworthy & Halford 1999).

Professionals may have become professional-managers to maintain their autonomy in
the more managerial climate. Professionals have no difficultly working together
across structural boundaries when their interests and their tasks require them to do so,
yet resist changes which disadvantage them. Changes will rarely be successful unless
professionals are given an incentive for them to succeed (Denis et al. 1999). Similarly
Doolin (2002) argues that professionals seem very capable of adopting an
entrepreneurial identity when it suits them, for example in private practice, but chose
not to do so in the public sector because of the implications on their autonomy.
Professionals are able to successfully play with the rhetorical labels of professional

and manager, public and private to their advantage.

So how is it possible to differentiate between professionals’ use of rhetoric and how
they actually perceive themselves and behave? Halford and Leonard (1999) suggest
that we simply ask whether managerial-professionals consider themselves primarily a
‘professional’ or a ‘manager’ or think of themselves as a professional yet use the

values of a manager?

Fitzgerald and Ferlie (2000) also found that professional-managers still considered
themselves first and foremost professionals. They agree that market mechanism has
not adversely affected all professionals. The stereotypical view of professionals as
opposed to anything commercial is simply not the case (indeed they note that many
professionals have private practices). Fitzgerald and Ferlie take the view that some
professionals have gained and others have lost from the managerialisation of
healthcare. Many professionals responded to and moulded changing circumstances to
their advantage, in particular clinical and medical directors. These professional-

managerial ‘hybrids’ have become more powerful and autonomous than ever before.

Exworthy and Halford (1999) compare and contrast the ideal type of a professional
organisation with managerial model. They argue that the legitimacy of

professionalism is based upon expertise, whereas for managerialism it is hierarchy
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and formal authority. The goal of professionalism is the effectiveness of treatment
whereas for a managerial organisation it is efficiency and ‘profit’ maximisation.
Control in a professional organisation is based upon trust and dependency compared
with rules and compliance in the managerial ideal type. Professions view individuals
as clients whereas managers serve the corporation. The reference group for
professionals is peers, whereas for managers it is bureaucratic superiors. And
professionals are regulated by colleagues, whereas hierarchy regulates managers’
activities. This categorisation is crude but may provide the starting point with which

to evaluate hybrids against ideal types.

The effect of medical-managers on professional autonomy is unclear. Conceptually,
the notion of professionalism is based upon autonomy whereas management is
focused upon control. There is a logical contradiction between the aims of managers
and professionals, yet they do pursue some common goals (Schutz 2001). Both should

ultimately be interested in providing the best care possible for patients.

Montgomery (1990) studied the managerialisation of the American medicine looking
at the emergence of the American Academy of Medical Directors (AAMD), a new
group of medical professionals primarily involved in management. The AAMD
struggled to create a new identity, distinct and yet part of the broader medical
profession in response to pressures for efficiency and managerialisation. Although
there were already different specialties under the umbrella of medicine, a non-clinical
specialty was without precedence. Previously, professional administrators had been
considered ‘over-the-hill’. Montgomery argues that for a new group to ‘capture
territory’ it is necessary to establish formalised distinct new knowledge and training;
create a new form of credentialism. Montgomery suggests that creating a professional
managerial specialty reinforces a professional's claim for control over the medical
environment. Professional managers have not abandoned their professional roots;
their loyalty remains primarily towards the medical profession, despite behaving more‘

like managers.

Harrison and Ahmad (2000) looked at the historical development of British medical
managers. They note that medical management is now a ‘legitimate late career option’

for clinicians whereas previously it was seen as a role for failed doctors. Initially
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professional managers had little or no formal managerial training, yet faced little
competition from non-professionals for managerial positions, which suggested that
they did not have much impact on professionals. As time went on, competition for
professional administrative roles increased and they gained prestige. This new group
developed separate ethics and professional socialization and now have their own

organisation, British Association of Medical Managers (BAMM)'”.

In contrast with Montgomery (1990), Harrison and Ahmad (2000) argue that medical
professionals are more managers than professionals because they are more influenced
by their position in the organisational structure than by their professional culture. Are
hybrid appraisers, by virtue of participating in a managerial process, likewise

controlling professionals in a subtle new way?

The relative rise and underlying values of hybrids may have more than a conservative
impact on NHS organisations and result in a new archetype of professional

organisation. Hinings and Greenwood (1999) charied the transition in professional

service firms from P2’ organisations which emphasised the values of
‘professionalism’ and ‘partnership’ to ‘Managed Professional Businesses’ which are

more managerial in their orientation.

In a P2 organisation, the professionals who govern the firm also provide its services.
Professionals are independent, autonomous and have organisational power. However,
professional service firms’ environment has changed. Demand for management
consultancy has increased whilst demand for traditional audit services declined. Thus
a more heterogeneous workforce emerged, with more diverse interests and values.
New professional groups earned an increasing proportion of income compared with
the traditionally powerful professional accountants. The groups became ‘locked in
battle’ for scarce resources, as a result of which the new groups gained power and
changed the values and interpretive schemes of the firms. The battle also pitted the
young against the old, and groups either defended or attacked existing or new values

depending on their interests (Hinings & Greenwood 1999).

7 www.bamm.co.uk




It is unclear whether ‘conservative forces’ were defending their interests or simply
had a less convincing vision than the new professionals. Regardless, the changing
archetype meant that ‘partners became just higher paid employees’. Hinings and
Greenwood (1999) suggest that we need to reconceptualise our thinking about change
to see it as an uneven process which is inherently political and conflictual. Could such
a change occur in the NHS? Could the rise of hybrids produce a managerialised NHS

in which consultants who do not embrace managerial processes are fatally weakened?

This model of change contrasts with Kitchener’s (1999) public sector study in which
the 'coat’ of NHS hospital structures changed but the underlying ‘knickers’ of
prevailing power relations, attitudes and values did not. Medical professions remained
at all-powerful, willing and able to accept changes which suit them while subverting

those which disadvantage them.

Similarly Burgoyne and Brown (2001) note ‘defensive learning’ in the NHS which
enables those in power to retain their privileges. And Broadbent and Laughlin (1997)
observe General Practitioners ‘absorbing’ internal market NPM by devolving new
responsibilities to powerless individuals in new roles, while continuing to practice as

they have always done.

MacDonald (1995) argues that intra-professional conflict has more impact on
professions than external influences. Therefore the interaction, including conflict,
between hybrids and non-managerial professionals around appraisal, as well as their
interaction with the structure of the appraisal process, may indicate how the NHS is

changing.

How are consultants affected by the structure within which they have to conduct
appraisals? Does it restrict their autonomy? Are hybrid-appraisers able to bridge the
gap between the worlds of medicine and management in CA to successful bringing
about improvements to professional practice and clinical care? Or do they, like
professionals in the NHS studies by Kitchener (1999), Burgoyne and Brown (2001)
and Broadbent and Laughlin (1997), only superficially conform with CA’s managerial
requirements and use it an extension of professional regulation to reinforce

professional solidarity?

55



3.5. The Accountability of Public Sector Professionals

The CA process was designed jointly by the GMC and Department of Health, to
ensure that consultants were accountable. By recording evidence of good medical
practice in the appraisal form and discussing it with their appraiser (a professional
peer), the process was supposed to reassure the public and patients that consultants
were practising safely. But the fifth report published as part of the Shipman Inquiry'®
(Smith 2004: 11-12) comments: ‘appraisal cannot be regarded as a clinical
governance tool. It yields little information.” The report cniticises GMC regulation for
revalidating medical licences on the basis that a doctor has participated in appraisal
and met what the President of the GMC, Professor Sir Graeme Catto, described as

‘remarkably low” standards.

Lipsky (1980), writing about US public sector professionals or ‘street-level
bureaucrats’, argues that accountability is the link between bureaucracy and

. democracy. But in practice:

‘Bureaucratic accountability is virtually impossible to achieve among lower level
workers who exercise high degrees of discretion, at least where qualitative aspects of
work are involved. Nonetheless public managers are pressured to secure or improve
workers” accountability... perceptions of fiscal crisis heighten concems for
bureaucratic accountability... if workers cannot demonstrate accountability, all the

more reason to slash their numbers.” (Lipsky, 1980: 159)

Accountability measures create ‘a self fulfilling prophesy of ineffectiveness and

ultimate irrelevance of social services’ (Lipsky, 1980: 179).

For Lipksy accountability serves a useful mock ritualistic function: a buffer between

public expectations and the reality of what can be provided by public services.

'® www.the-shipman-inquiry.org.uk
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‘Management control efforts provide a veneer of accountability without in fact
constraining behaviour very much. Management control systems have symbolic
value, providing concerned publics with reassurance that employees are accountable
even when they are not... to deflect criticisms as citizens find it difficult to challenge
the emperor who officials say is fully clothed, experiences and personal experiences

to the contrary not withstanding.” (Lipsky, 1980: 164)

Lipsky proposes an alternative model of professional accountability in which people
are considered accountable when it is probable that they will be responsive to
legitimate authority or influence. Street-level bureaucrats require discretion to provide
services for clients in unique situations which call for human judgement that cannot

be programmed. Such accountability can only be to someone not an abstract system.

It is easy for street-level bureaucrats to subvert efforts to control in the name of
accountability. Street-level bureaucrats are likely to be the source of information
management receives about performance. They can provide information about their
presenting situation which, regardless of reality, makes their actions appear to be
responsive to the original problem. Because of the intangible tactors that contributed
to the original judgement, 1t is extremeiy difficult to contradict these accounts.
Although Lipsky (1980: 166) agrees that what professionals are measured upon will

improve, he concludes:

‘a problem is created when the measure induces workers to reduce attention to other

aspects of their jobs and when there is no control on the quality of work produced.’

Instead of more external accountability Lipsky (1980: 209) advocates ‘keeping new
professionals new’, feeding the professionalism and the idealism which led many
professions into their field of work, ‘the zeal and leadership of people committed to
the new orientation’. He argues that it is the isolation of individual street-level
bureaucrats rather than the failure of professionalism that causes problems. Indeed the
organisational failures at Bristol and Alder Hey hospitals and with regard to Harold

Shipman were largely due to individual professionals working in isolation'.

19 www.bristol-inquiry.org.uk,
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Lipsky appears to suggest a process akin to reflective practice (Schon 1987; Schon
1991), or participative inquiry (Reason 1998; Heron & Reason 1997). Professionals
may become very familiar with their practice and stop thinking about what they are
doing, become bored or burn out trying to do too much. Schon argues that this can be
corrected through reflective practice. Reflective practice and ‘qualitative inquiry’ has
been successfully used to help medical professionals learn, particularly about the
‘holistic’ aspects of providing patient care medicine (Schein 2001; Heron & Reason

2001).

Through structured peer support mechanisms related to work processes street-level
bureaucrats have ‘the chance to grow in their jobs without being judged and place at
risk in the process’ (Lipsky, 1980: 207). But he also points out that in such a process

it may emerge that it is appropriate to resist wider managerial structures:

‘Support for ... street-level bureaucracy rests in the development of ongoing
processes of supportive criticism and inquiry... to review individuals work, share
- criticisms, and seek a collective capacity to improve performance. The orientation
should be sceptical, for the objective of such sessions would be to resist where
appropriate the early closure of possibilities that accompanies the inevitable

routinization of practice.” (Lipsky, 1980: 209)

Reflecting in such a way during CA may lead consultants to gquestion NHS
managerial processes and justify using the process as a defence against the incursion

of NPM onto professional self-regulation and inappropriate routinisation of practice.

3.6. Conclusions

Consultants are medical professional who have traditionally dominated the NHS
(Ackroyd 1996). It is important to understand the concept of ‘professionalism’ in
order to understand CA because regulation through CA is at the core of what it means

to be a professional.

www.rlcinquiry.org.uk,
www.the-shipman-inquiry.org.uk
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Professionals are distinguished from other occupations by the collective control over
and organisation around their valuable specialised tacit and judgement-based
knowledge. It is traditionally held that those outside a profession cannot fully
comprehend or assess the application of its knowledge. Therefore conventionally
professionals have been regulated by professional peers on the basis of technical and

moral authority (Freidson 1994; Abbott 1988; Mintzberg 1989).

Do professions use the ambiguous nature of their knowledge and practice to pursue
their own ‘project’ at the expense of clients and the public more generally (Larson
1977; MacDonald 1995)? Altruism and self-interest are difficult to tell apart.
Collegiality is both the strength and weakness of a profession. Nevertheless many
sociologists of the professions (Freidson 1994; Abbott 1988; Mintzberg 1989) argue
that, despite its problems, professionalism is the most appropriate form of

professional regulation.

Medical professionals commonly work in a ‘professicnal bureaucracy’ (Mintzberg
1989). Their knowledge is coordinated and applied though a process of
‘pigeonholing’ whereby the professional’s role is to understand a range of
standardised programs, diagnose a complex situation and judges the most appropriate
program to apply. Professionals collectively control key decisions in professional
bureaucracies, including the definition of pigeonholes. But Mintzberg argues that
professional bureaucracies are often unresponsive to external pressures to change and
unable to control incompetent or indolent individuals. It was in part for these reasons

that CA was introduced.

Professional ‘jurisdiction’ (Abbott 1988) over medical practice has been challenged
by other occupational groups, notably the management, and wider free market
ideology (Freidson 2001). The medical profession now has to demonstrate greater
control over its members and coordinate them in order to maintain position. Intra-
professional conflict has a far greater impact on a profession than external pressures
(MacDonald 1995). Indeed there may be a decline in collegiality in medicine and
professional ‘restratification’ whereby medical elites increasingly control rank-and-

file practitioners (Harrison & Dowswell 2002).
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Many commentators in the UK (Ackroyd 1996; Harrison & Ahmad 2000; Reed 1996)
and in the USA (Freidson 2001; McKinlay 1989; Haug 1988; Hafferty 1988) argue
that professionals are not as dominant as they once were. But others (Burgoyne &
Brown 2001; Kitchener 1999; Broadbent & Laughlin 1998) believe that changes have
only been superficial. Under the veneer of change, professionals continue to operate
much as they have always done. What is clearer is that the medical profession is now
very aware of the need to visibly demonstrate that it is well regulated and this is a

reason it supported the introduction of CA.

A key question in this thesis concerns the nature of the ‘modernisation’ of public
services (Department-of-Health 1997; Cabinet-Office 1999) and ‘clinical governance’
(Scally & Donaldson 1998) which provide the context for the introduction of CA.
These policies are focused upon improving clinical quality, fostering learning and
innovation in the NHS and were supposed to appeal to medical professionals who had

resisted change under the previous internal market-NPM regime.

NPM was introduced into the British public sector in the early 1980s to increase
organisational efficiency. It aimed to limit professional autonomy by placing greater
emphasis upon private section ideas like markets, measurement and management. It is
unclear whether NHS efficiency has improved under NPM, because of higher
management and administration costs (Ferlie et al. 1996). What is clearer is that
public sector professionals were demoralised by and resisted many of the changes
associated with NPM. ‘Gaming’ around targets became prevalent in the NHS

(Hoggett 1996).

Targets remain important in the ‘new NHS’. Ultimately ‘modernisation’ has
prioritised achieving demonstrable hard targets over consensus rather than being
oriented around learning and clinical quality (Newman 2001; Rashman & Hartley
2002). Beyond new rhetoric the modernisation may be little different to NPM of old.
The current mode of governance appears to conform more to the model of ‘neo-
bureaucracy’; power is retained by the governmental ‘remote centre’ that sets targets
while responsibility for meeting them is devolved to the periphery. Games around

performance targets seem to persist (Reed 2003; Harrison & Smith 2003).
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CA in practice is likely to reflect its wider context. It is therefore useful to develop
both NPM and modernisation based models of appraisal. An NPM model of appraisal
would be a formal management process, based upon private sector models, designed
to increase professional output. It would neither trust that professionals are
performing adequately nor being effectively regulated by their peers, but would
measure their practice and assess and reward organisations and individuals against
explicit standards. It might contain an element of professional development but this
too would be oriented towards improving organisational outcomes rather than the
individual, particularly the intangible aspects of practice. An NPM model of appraisal
would attempt to make professional practice more visible and hence controllable by

top-down management.

‘A modernisation or clinical governance model of appraisal, although also target and
protocol-based, would focus more upon improving the quality of patient care, learning
and innovation. It may place greater emphasis upon professionalism, more in line with
traditional professional regulation. This model would be more developmental than an

assessment designed to catch poor performing ~onsultants.

CA is described in developmental terms in line with the rhetoric around
modernisation (Department-of-Health 2000). But it is linked to revalidation of GMC
medical licences: consultants must also record explicit evidence of their abstract
practice in the appraisal form and are assessed on this basis, which may make it more
amenable to managerial control. During the period of this study CA, or rather the
percentage of consultants who had participated in an appraisal, was one of targets for
which NHS hospitals were ‘star rated’ by the Commission for Health Audit and

Inspection (now the Healthcare Commission).

Appraisers are often ‘hybrids’ - clinicians in managerial roles (Fitzgerald & Ferlie
2000). The boundaries between professional and managerial areas have become
blurred under NPM (Causer & Exworthy 1999) and debates are ongoing about
whether the emergence of hybrids have bolstered or weakened the professional
position (Exworthy & Halford 1999). Professionals are skilled at working across this

boundary when it suits them and resisting doing so when it is disadvantageous, using
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rhetorical labels and adopting or rejecting entrepreneurial identities accordingly
(Doolin 2002). Do hybrids remain primarily loyal to their profession (Montgomery
1990) or are they forced to behave more like managers by virtue of their position in
the organisational structure (Harrison & Ahmad 2000)? As Hinings and Greenwood
(1999) have shown, the balance between traditional and managerial professionals can

have profound implications for the nature of professionalised organisations.

It is interesting to look at how both hybrid and non-managerial medical professionals
engage with the CA system and indeed to see how they interact with one another
during the process. Hybrids often appraise their purely medical peers and therefore
intra-professional conflict may be manifested in an interaction between two
individuals. How do they assess the adequacy of explicit evidence of often-tacit good

medical practice and what do they think about the legitimacy of gaming?

Lipsky (1980) argues that accountability, as provided by CA, is in practice difficult to
achieve. But it nonetheless provides a vital buffer between what public services can
provide and public expectations. He suggests that ‘street-level bureaucrats’ should be
accountable to people rather than abstract systems, which they can all too easily
subvert. Professional isolation rather than the failure of professionalism usually leads
to problems. Lipsky therefore advocates accountability processes which can prevent
professional ‘burnout’ and keep ‘new professionals new’ akin to ‘reflective practice’
(Schon 1991). But such processes may lead professionals to question and resist the
‘inevitable routinization of practice’ (Lipsky 1980) and are therefore unlikely to
appeal to those running public services. It is therefore interesting to assess the
balance between developmental reflection and abstract systems to achieve

accountability in CA.
The following chapter discusses some issues relating to tacit and explicit professional

knowledge, identity, learning and reflective practice, which emerged in this chapter,

in more depth.
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4. Knowledge, Learning and Consultant Appraisal

4.1 Introduction

This chapter explores consultant appraisal (CA) in relation to theories of knowledge
and learning. The core trait of a profession is its knowledge (MacDonald 1995). The
chapter particularly draws the distinction between explicit and tacit knowledge
(Polyani 1966). Professional knowledge has traditionally been assumed to be
judgement-based and therefore predominantly tacit. However since the introduction of
NHS management by the Thatcher-led Government after the Griffiths Report (1983)
that assumption has been challenged, and management has attempted to make
professional knowledge more explicit. This chapter analyses the extent to which

professional knowledge is tacit or explicit - and the implications for CA.

The chapter looks at the concepts of learning and knowledge management, which are
central to modernisation of public services under new Labour according to the
‘Modernising Government’ white paper (Cabinet-Office 1999). The paper encouraged
public servants to ‘share good ideas’ and ‘spread best practice across boundaries’
(Cabinet Office, 1999: 39) through ‘smarter knowledge management’ (Cabinet
Office, 1999: 52). It states:

‘Public service must become a learning organisation. It must learn from past
successes and failures. Staff must be helped to learn new skills throughout their

careers.” (Cabinet Office, 1999: 56)

Modernising Government acknowledged that public sector staff had been ‘neglected,
undervalued and denigrated’ (Cabinet Office, 1999: 55) and stopped from solving

problems by organisational rules:

‘Public servants often know how to overcome problems and inefficiencies, but are
held back by red tape and established procedures. Our new scheme will encourage the

public sector to test new ways of working by suspending rules that stifle innovation.’
(Cabinet Office, 1999: 61)
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The second part of the chapter discusses the notion of ‘reflective practice” (Schon
1991) and whether CA provides an opportunity for it. Typically organisations are not
structured in a way compatible with reflective practice, leading reflective
professionals into playing games to disguise non-conformity with organisational goals
and values. Indeed the central problem associated with theories of knowledge and
learning is that they inadequately deal with issues of power and conflict (Rothman &
Friedman 2001; Coopey & Burgoyne 2000). Also tribalism between different groups
or ‘communities of practice’” (Wenger 1998) is a problem within the NHS, which
inhibits learning and sharing of knowledge (Bate 2000) - each ‘tribe’ being grounded

in different epistemologies, languages, identities and moralities.

Some learning theorists (Coopey & Burgoyne 2000; Rothman & Friedman 2001;
Beech et al. 2002) suggest that learning occurs through conflict. CA could provide a
forum in which not only could professional reflective practice be fostered, but where
conflicts be addressed and resolved (Taylor et al. 1995; Winstanley & Stuart-Smith
1996). A skilful appraiser, perhaps a clinical managerial hybrid (Fitzgerald & Ferlie
2000), may be able to usefully mediate between the tacit and explicit aspects of
knowledge, top-down vision and bottom-up reality, and the different organisational
communities. But the way that appraisal is structured, combined with the professional

affiliation of appraisers, may inhibit this.

4.2. Professional Knowing

The defining feature of a profession, as distinct from other occupations, is
professional control and regulation over its valuable specialised knowledge and skill
(Freidson 1994). MacDonald (1995: 157) writes: ‘An emphasis on knowledge as a
‘core generating trait’ of professionalism (Halliday, 1987: 29) is to be found in all
sociological treatments of the professions and is certainly endorsed by recent writers
cn the topic such as (Larson 1977), (Abbott 1988) and others.” Control over
professional knowledge is also central to the ‘NPM debate’ (Ferlie et al. 1996)
discussed in the previous chapter. Is professional knowledge still controlied by
professionals or has it become more visible, measurable, accountable and manageable

since the introduction of general management in the NHS?
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Traditionally professional knowledge has been seen as abstract (Freidson 1994;
MacDonald 1995). Polyani (1966) pointed out that only explicit knowledge can be
written down or codified. Much knowledge is racit - personal, context specific and
difficult to communicate - and therefore less amenable to scientific rationality.
Professional practice involves an indeterminate mixture of both tacit and explicit
knowledge. Knowledge can be written down, made explicit and is important that
professionals have read the latest research in their area but the key aspect of
professional practice is judgement (MacDonald 1995). Mintzberg (1989) suggests that
professional knowledge is applied through a process of ‘pigeonholing’ in which
professionals make a tacit judgement about which explicit standardised predetermined

program is most appropriate in a particular situation.

For example in the medical context; a particular operation may be best practice for
treatment of a condition. However the operation may not be appropriate for all
- patients; a frail patient may not survive a procedure which would cure someone
stronger. The negative social consequences of treatment for cancer, for example
spending the last months of life in a hospital rather than at home with family, may
outweigh medical benefits to a patient. Thus a vital part of professional practice is
~judging whether a patient would benefit from a procedure in their particular
circumstances. This judgement is difficult to evaluate unless one is both familiar with
the patient’s circumstances ard medical practice. Therefore, traditionally,

professionals’ decisions have been technically and morally regulated by their peers.

But certain aspects of professional practice can be made explicit, such as clinical
outcomes or the number of clinical sessions a consultant attends. These can be
compared with those of other consultants. In some instances medical outcomes may
be low for good reasons, for example because a particular clinician only takes on
difficult cases. But it may indicate substandard practice. Indeed in retrospect the
clinical outcomes of the surgeons involved with the Bristol scandal were significantly
worse than at other comparable units®®. A small minority of clinicians simply do not

do attend the clinical sessions they are contractually obliged to do. Some surgeons do

20 www.bristol-inquiry.org.uk
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not perform enough specialised operations to be adequately skilled at them. Others
may not be up to date with the latest clinical developments and therefore not using

best practice.

New Public Management (NPM) is based upon clear standards and measures; it
attempts to make professional practice more explicit so that at least obvious issues are
amenable to external scrutiny and management control. But professionals may feel
this kind of NPM sets a precedent for privileging hard data over judgement. In effect,
one of the core aspects of the NPM debate concerns the degree to which professional

practice should be tacit or explicit.

There is another varitant of NPM which is associated with softer aspects of
management (Ferlie et al. 1996). The modemisation agenda and ‘Clinical
Governance’ (Scally & Donaldson 1998) espouse learning, quality and excellence and
creating organisational cultures in which professionals continually develop their
knowledge and practice, even where it cannot be made explicit. Soft NPM fits more
with ‘reflective practice’ (Schon 1991) and traditional notions of continuing
professional development (CPD) within the medical profession. CA assesses CPD on
the basis of evidence of a minimum number of CPD points, usually collected though
having attended courses. This fits more with harder notions of NPM. As Legge (1995)
points out, a Marxian interpretation (Burawoy 1979) of human resource management

(HRM) is that it simply obscures control over labour.

Rashman and Hartley (2002) suggest that despite learning rhetoric, the modernisation
of public services under new Labour continues to emphasise incentives, detailed
performance measurement and management, and the privileging of explicit over tacit

knowledge. This is more likely to promote cynicism than learning.

Attending courses can be useful; they demonstrate that a clinician has learned about,
for example, a new medical technique, expanding the range of pigeonholes they can
use. But professionals may question why attending a course (explicit learning) 1s a
valid form of development whereas working alongside an expert or studying in their

own time (tacit learning) is not?
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Explicit rather than tacit learning may be acceptable because organisations need to
tangibly demonstrate that staff are leaming. Newman (2001) argues that ultimately
politicians need to show tangible improvements as a result of modernisation and
therefore have sacrificed consensus due to the need to explicitly show results.

Therefore much of the old NPM-style policies have survived after 1997.

There seems to be an epistemological gap between how managers and professionals
view professional knowledge and practice. However clinical-managerial hybrids
(Fitzgerald & Ferlie 2000) at the organizational level may be able to transcend this
gap if they are motivated to do so. They are in an ideal position as appraisers in CA to
foster learning to the advantage of patients and professionals by mediating between
the disparate demands of managers and professionals, and the tacit and explicit

elements of professional practice.

Nonaka and Takeuchi (1995) argue that despite recent the management fashion for
de-layering, middle managers provide a valuable function in the process of creating
and sharing knowledge. They suggest that in a ‘middle-up-down’ organisational
structure middle managers may be able to connect top-down management vision and
knowledge dissemination with bottom-up learning. Lived experience, including
mistakes, and ‘energised’ organisations are important for knowledge creation. The
interplay of explicit coded knowledge and tacit knowing can generate new knowledge

and ways of knowing (Cook & Seely-Brown 1999).

Crucially, Nonaka and Takeuchi (1995) argue that it is vital for knowledge-creating
companies to provide an opportunity for ‘ma’ (‘pause and reflection’) in which to
combine tacit and explicit knowledge. A surgeon, stopping to reflect on practice
including explicit outcome data may realise that certain procedures are more or less

effective in particular circumstances during a discussion with an appraiser.

CA provides an arena in which to create knowledge by combining tacit and explicit
knowledge and mediate bottom-up reality and top-down vision. Consultants can
communicate with the NHS system about the environment in which they practice,
including ‘factors which you believe affect the provision of good health care,

including your views (supported by information and evidence) on the resources
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available.”*! Consultants must collect evidence that they are conducting good medical
practice and explicitly record it in the NHS appraisal form. CA also involves tacit
processes. In gathering data, reflecting on practice and talking in the appraisal

interview with a professional peer, consultants may reach new personal insights.

Yet as Legge (1995) points out that the rhetoric surrounding soft HRM process, like
developmental appraisal, may obscure a harder, more controlling reality. Professional
practice has traditionally been seen to be tacit and judgment-based. But CA is
conducted under NPM or post-NPM regime, which privileges explicit knowledge that
is more amenable to measurement and accounting and is therefore easier to control.
Vitally Rashman and Hartley (2002) and Newman (2001) suggest that the new Labour
government has prioritised demonstrating the tangible results of modernisation over
softer learning processes. Thus it may be more important that CA should demonstrate
that consultants are effectively regulated rather than that they are developing their

practice.
4.3 Reflective Practice

Professionals often begin to learn through ‘reflective practice’ (Schon 1991) in the
workplace, whereby they reflect on what they are doing while doing it and reach their
own conclusions about how to develop. Professionals may know that they have an
1ssue with a particular aspect of their practice and be unsure about how to address it.
Schon (1987) argues that dialogue with a mentor (or professional colleague) can be
particularly useful in helping professionals better understand their own reflective
practice, providing insights that might have been hidden from the individual alone.
But often professionals are so busy that they do not have time to have this kind of
conversation with the appropriate person. Therefore stopping and taking time for

dialogue in CA can be very useful.

Reflective practice challenges the technical rationality which conventionally

dominates organisational decision-making. Schon (1991: 49-50) writes:

2! http://www.dh.gov.uk/assetRoot/04/03/46/24/04034624.doc
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“Technical rationality is incomplete, in that it fails to account for practical competence
in “divergent situations”... Let us search, instead, for an epistemology of practice
implicit in the artistic, intuitive processes which some practitioners do bring to
situations of uncertainty, instability, uniqueness and value conflict... the workaday
life of the professional depends upon tacit knowing-in-action... in practice he makes
innumerable judgements of quality for which he cannot state adequate criteria, and he

displays skills for which (she or) he cannot state the rules and procedures.’

Professionals may become very familiar with their practice. They may stop thinking
about what they are doing, become bored or burn cut trying to do too much. Schon
(1991: 299) argues that this can be corrected through reflection: ‘As a researcher-in-
practice, the practice itself is a source of renewal.” Through ‘frame analysis” (Schon,
1991: 311) professionals may become more aware of their own tacit frameworks and
see alternative ways of looking at their practice. Viewing practice through an
alternative construction, perhaps through dialogue with a coileague, protessionals
may realise how to practice in a better way. Reflective practice is based upon the
‘qualitative inquiry’ or ‘action research’ epistemology and has been successfully used
to help medical professionals learn, particularly about the ‘holistic’ aspects of
providing patient care medicine (Schein 2001; Heron & Reason 2001). But this mode
of practice does not fit with the demands for accountability which NPM places upon

professionals.

Schon (1991: 295) acknowledges the importance for systems of accountability:

‘It 18 important to note... that reflective practice does not free us from the need to
worry about client rights and mechanisms of profeszional accountability. My concern
is to show how the professional-client contract may be transformed within a
framework of accountability, when the professional is able to function as a reflective

practitioner. ’

He suggests that accountability can be transformed, when combined with reflective
practice, to help professionals find ways of working more effectively and enjoyably.

Appraisal can be seen as such an opportunity.
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Schon, in earlier work with his colleague Argyris (Argyris & Schon 1974), argues that
professional competence requires the continual development of professional’s own
technical and interpersonal ‘theories of practice’. ‘Model I professionals relate the
theories they are taught to their own experience, to continually learn and self-actualise

by building their own theories which make sense of ambiguity.

Yet professionals usually work in ‘Model I’ organisations that teach what to do rather
than how to learn. ‘Model II professionals’ therefore need to challenge and change
Model I organisations’ basic assumptions. But few organisations are able to achieve
such double-loop learning, even at the risk of their own viability. Instead they focus
on single-loop learning, whereby errors are detected and corrected of within a certain
set of variables (Argyris & Schon 1974). Schon (1991: 328) acknowledges that
‘ordinary bureaucracies’ tend to resist professionals’ attempt to move from technical
expertise to reflective practice because reflection-in-action poses a potential threat to

conservative organisational systems.

Townley (1994: 16) poinfs out: ‘knowledge is not secondary, detached and
independent, a source of illumination, but is integral to the system of administration
and governance which it helps to establish.” Reflection in action has the potential to
expose challenges not only to the assumptions and techniques of an organisation but
also to the very values and purposes embedded in organizational knowledge. Schon

(1991: 345) also comments:

‘The idea of reflective practice leads, in a sense both similar and different from the
radical criticism, to the demystification of professional expertise. It leads us to
recognise that for both the professional and the counter professional, special
knowledge is embedded in evaluative frames which bear the stamp of human values

and interests.’

Schon cautions that professional ‘Mode II" (Model II) or ‘reflective practitioners’ will
be ‘turned off” by the technical rationality in Mode I (Model 1) organisations (Argyris

& Schon 1978) and start ‘playing games.” He points out:
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‘the communicative work of the dialogue, with its virtuous learning circle, depends
not only on the ability of the coach and student to play their parts but on their
willingness to do so. Here feelings as well as understandings are involved, each

critically bound up with each other.” (Schon, 1987: 166)

Are medical professionals in the NHS able to reflect upon and develop their theories
of practice during the appraisal process? And more importantly do they feel that they

want to do so?

It appears that medical knowledge, despite the rhetoric of reflective practice,
continues to be viewed according to the ‘scientific-bureaucratic model’ (Harrison,
Moran & Wood 2002; Harrison 2002). Harrison (2002) and Harrison et al. (2002)
propose four models of knowledge in health. Reflective practice is the first, it centres
.on the notion of individual professionals reflecting on and improving their own
practice, facilitated by a regular audit of outcomes. This is very much akin to the ideal
of appraisal, underpinned by clinical governance, which are currently being

rhetorically encouraged within the NHS.

The second model is that of professional consensus; in which professional elites come
to a common agreement about the latest scientific facts. Under the critical appraisal
model, practitioners critically examine the latest research findings. This model not
only implicitly rejects the notion that personal experience is the main source of

knowledge, but also that academic research should be accepted unchallenged.

Harrison (2002) and Harrison et al. (2002) suggest that the ‘scientific-bureaucratic
model’ is dominant within healthcare. According to this model scientific facts are
generated in a positivistic manner and rolled out bureaucratically, in the form of
guidelines. Doctors are not fold what to do, because patients are heterogeneous, and
yet failure to adhere to a guideline without good reason could result in disciplinary
action. The rise of the Commission for Health Improvement (CHI), the National
Institute of Clinical Excellence (NICE) and National Service Frameworks (NSFs) are

seen to be evidence of the dominance of the scientific-bureaucratic model in the NHS.
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In an attempt to reduce costs, which have been spiralling out of control, the NHS is
increasingly resorting to ‘Fordist” control. Rationing of treatment is becoming more
explicit, whereas in the past clinicians were trusted to implicitly ration care. Scientific-
bureaucratic medicine is the state’s strategy for coping with radical consumerism and
changing perceptions of risk and expertise in the context of health and medicine
(Harrison 2002). This contrasts with shifts towards ‘post-Fordism’ in the wider
economy and government rhetoric, in which knowledge workers are being
empowered in line with the philosophy of organisational learning (Harrison, Moran &
Wood 2002). Despite its rhetoric of empowerment, clinical governance may mask a
significant challenge to clinical autonomy because of the increasing ‘Fordist’ controls
and guidelines (Harrison & Ahmad 2000). These were designed to increase
government ‘confidence’ in the NHS system, resulting in a reduction in trust and, by

implication, learning.

CA is described in Model II (Argyris & Schon 1978) or ‘reflective practice’ (Schon
1991) terms. But the opportunity for professionals to develop their practice may be
undermined by the Model I context in which CA is situated, dominated by

performance measures and the need for explicit professional accountability.

4.4 Knowing within Communities of Practice

Recent theoretical work on knowing, associated with reflective practice, has
challenged the view that it could be recorded in an appraisal form as a static
independent positivistic entity. The notion of reflective practice is more appropriate to
professional development and learning than conventional classroom- and exam-based
learning. According to Blackler (1995), knowledge may more usefully be understood
as ‘knowing’. Knowing exists within ‘ba’ or ‘place’ (Nonaka, Toyama & Byosiere
2001) between individuals and groups both within and across boundaries. It is
mediated by organisational dynamics, contextually situated, only ever being
provisional, pragmatic towards particular goals and politically contested (Blackler

1995).

It would therefore be difficult to express such knowing in a static individual appraisal

form. Thus in the appraisal interview, it is important for an appraiser to have a good
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understanding of the setting in which an appraisee’s knowing is situated in order to
interpret what is written in their form. Appraisers must decide how to record knowing
in static documentation and whether the evidence provided of good medical practice
is adequate, thus mediating top-down organisational rationality with bottom-up

knowing.

For Tsoukas (1996) and Michaud and Theonig (2003), socialisation is key to sharing
knowledge. Tsoukas, drawing upon Bourdieu (1977; Bourdieu 1990), views firms as
‘distributed knowledge systems’. He argues that the separation of tacit and explicit
knowledge is a false one. Knowledge, even explicit knowledge, must be understood
within the background, the context or ‘habitus’ to use Bourdieu’s term, that it is
situated within, which often cannot be articulated. An agent’s knowing is situated, not

in his or her head but in their practice.

A professional’s practice may only be comprehensible to a member of the same
‘community of practice’ (CoP - Wenger 1998). Practice, such as the practice of
medicine, is embedded within a historically constructed habitus (Mutch 2003).
Communities of practice theorists suggest that learning occurs through a process of
two-way participation, identity transformation and engagement with a community
with its own shared identity, referential and context-specific languages (Wenger
1998). One learns, for example, not about medicine but to become a medical
practitioner (Seely Brown & Duguid 1996). Thus in an indeterminate situation where
there are no rules to follow, a clinician will behave the way that a clinician in his CoP
would do. It is tacit rules and mutual trust, developed over time, that hold medical

operating units together (Lamothe 1996b).

Swan et al. (2002) describe a profession as a ‘network of practice’ (NoP). Shared
identity and referential, context-specific languages help professionals to share
knowledge in informal situations through highly referential stories and function in
ambiguous circumstances beyond those anticipated by organisational rationality (Orr
1990). Early research on communities of practice (Orr 1990) looked at how
photocopier engineers (‘reps’) learned to fix machines faults in complex situations not
specified in machine manuals. Engineers told one another stories about how to solve

problems:
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‘In telling these stories an individual rep contributes to the construction and
development of his or her own identity as a rep and reciprocally to the construction
and development of the community... in telling stories the rep is becoming a
member... (Learning) involves becoming an “insider”. Learners do not receive or
even construct abstract “objective” individual knowledge; rather they leam to function

in a community.” (Seely-Brown & Duguid 1996: 68-9)

Clinicians may share knowledge informally in this way. For example, two medical
professionals can meet in a corridor and discuss a new patient by relating to a story
about a previous patient they both understand. This kind of communication depends
upon both clinicians knowing that the other tacitly understands the story, and also on
trust, particularly if knowledge is potentially controversial. But such knowledge is not
so easily shared between CoPs. Indeed one of the problems within health care has
been tribalism (Bate 2000). CoPs explain the relative ‘stickiness’ or ‘leakiness’ of the
flow of knowledge linked to social relations shared through practice (Swan,

Scarbrough & Robertson 2002; Seely Brown & Duguid 2CG0).

Theories of knowing and communities or NoPs provide useful conceptions of how
medical professionals share tacit knowledge in practice, which should inform an
understanding of how and why CA may or may not work effectively. It is also
important to understand the moral aspects of practice which hold communities or

networks together and underpin professional judgement.

4.5. Technical and moral judgement in professional practice

Control over a profession is based upon technical and moral authority (Halliday 1987;
Freidson 1994; MacDonald 1995). Issues relating to the relative tacit or explicit
nature of professional knowledge complicate technical authority. However issues of
morality further complicate professional knowledge because there are few
frameworks thus far developed within which to evaluate morality. This is a problem

centrally addressed by Maclntyre (1984: 104-5), who states:
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‘A key part of my thesis has been that modern moral utterance and practice can only
be understood as a series of fragmented survivals from an older past and that the
insoluble problems which they have generated for modern moral theorists will remain

insoluble until this is well understood.’

The medical profession’s origins can be traced back to Hippocrates in ancient Greece.
Professional practice and knowledge have a moral component (Freidson 1994;
MacDonald 1995) which influences their interaction with the appraisal system. It is
important that the appraisal process is able to account for this. Maclntyre’s (1984:
241) work may be useful for better understanding the nature of morality and
knowledge, ‘the Aristotelian tradition can be restated in a way that restores

intelligibility and rationality to our moral and social attitudes and commitments’.

Aristotle, responding to Plato’s argument that all knowledge could be reduced to
expert knowledge and, using the physician as an example of an expert, attempts to
give an account of good which is both local and particular conforming with the order
of the universe. Aristotle argued that Greeks could be educated to be good and act
virtuously through moral zducation or ‘education sentimentale’ (Maclntyre, 1984:
140). This is similar to the professional inculcation of ethics which leads to the
development of ‘moral authority’ (MacDonald 1995), although it also relates to
‘technical authority’, because ‘the educated moral agent must of course know what he
is doing when he judges or acts virtuously. Thus he does what is virtuous because it is
virtuous... The genuinely virtuous agent however acts on the basis of a true and
rational judgement’ (Maclntyre, 1984: 140). The distinction between morality and

rational human science is alien to Aristotelianism.

A sense of judgement is central to achieving good because virtue of doing good varies

in different circumstances. Maclntyre (1984: 140) suggests:

‘We practice the virtues and we do so by making choices about means to achieve that
end... such choices demand judgement and the exercise of the virtues requires
therefore a capacity to judge and to do the right thing in the right place at the right
time in the right way. The exercise of judgement is not routinisable application of

rules.’
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Judgement requires practical reason or ‘phronesis’. Phronesis is ethical, value-laden
or moral knowledge of how to do good (Flyvbjerg 2001), which is pragmatic and
dependent upon understanding ‘setting’ (MaclIntyre 1984) or context; an agent’s

knowing is situated, not in his or her head but in their practice.

MaclIntyre (1984: 175) defines a ‘practice’ as ‘any coherent and complex form of
socially established co-operative human activity through which goods internal to that
form of activity are realised in the course of tryiug to achieve standards of excellence
which are appropriate to and partially definitive of that form of activity.” In line with
communities of practice theorists (Wenger 1998; Seely-Brown & Duguid 1996; Lave
& Wenger 1991; Orr 1990), MacIntyre (1984: 206-7) writes:

‘...an institution... a hospital — is the bearer of a tradition of practice or practices ...
constituted by a continuous argument as to what good medicine is... the narrative
phenomenon of embedding is crucial: the history of a practice in our time is generally
and characteristically embedded in and made intelligible in terms of the larger and
longer history of the tradition through which the practice in its present form was
conveyed to us... virtues find their point and purpose not only in sustaining those
relationships necessary if the variety of goods internal to practices are to be
achieved... but also in sustaining those traditions which provide both practices and

individual lives with their historical context.’

Maclntyre (1984) believes, like CoP theorists, that the context of practice is acquired
through socialisation and historical experience. One cannot ever fully describe a
social practice, since doing so would pre-suppose being able to foresee all future
events and assume an unambiguous language. Therefore there can be no definitive
rules about practice. Tsoukas (1996) argues that there is often a ‘phronetic gap’
(Taylor 1993) between ‘industry recipes’ (Spender 1989) and how they are applied. It
is only through a process of socialisation, integral to the process of becoming a
professional, that individuals learn to make judgements about the relevance of a
‘recipe’ to a particular situation. This fits with the notion of professional pigeonholing
(Mintzberg 1989). Thus MaclIntyre’s thesis appears to be congruent with the notion of

professional regulation of judgement-based practice.
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Yet judgement, like professionalism, may be coloured by friendship or common
allegiance and pursuit of common goals, which are inviolable virtues according to the
Aristotelian code (Maclntyre 1984). Judgement, starting from socialisation at medical
school (Harrison 1999), may privilege professional loyalty above that to patients -
betraying professional colleagues is worse than betraying the NHS. Here we return to
one of the central problems with professionalised organisations: professionals often
are not able or willing to challenge incompetent, indolent or immoral professionals
(Mintzberg 1989). Organisations run on the basis of phronesis become problematic

for this reason.

Aristotle argued that only Greeks were capable of understating virtues, slaves and
barbarians were not (MacIntyre 1984). Similarly, medical professionals may privilege
their own epistemology above that of managers and nurses (the modern day ‘NHS
barbarians’ and ‘slaves’). The wider NHS may disagree with the professional on this
point. One of the central problems of critical theory is how you make expert insiders

accountable to outside stakeholders (Power & Laughlin 1996).

Aristotle treats conflict as an avoidable evil and makes no difference between
friendship based upon mutual utility and goodness. MaclIntyre (1984) points out that
the absence of opposition and conflict in human life conceals from Aristotle’s
perspective one important source of human learning; that it is through conflict and
sometimes only through conflict (between rival and incompatible beliefs, including
conflicting phronesis) that we learn what our ends and purposes are. For Arstotle
‘agreeableness’ is a virtue, but such a virtue may exclude the possibility of conflict

and learning.

The tension between conflict and phronetic ‘agreeableness’ is central to this thesis.
Maclntyre (1984: 188) suggests that ‘without an overriding conception of the telos of
a whole human life, conceived of as a unity, our conception of certain individual
virtues has to remain partial and incomplete.” Thus for MacIntyre phronetic conflict

may be an important part of the learning process towards a greater virtue.
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Maclntyre’s work makes the moral component of professional practice explicit as
well as providing a framework for understanding it. MacIntyre acknowledges the
different moralities which may exist among different groups of practitioners and the
importance of conflict between them in the learning process. It is possible that CA

may provide a forum in which such conflicts can be aired and resolved.

4.6 Connecting Communities of Practice through Appraisal

Organisations can be seen as a ‘community of communities’ (Seely-Brown & Duguid
1996) and the existence of CoPs may limit knowledge flows within an organisation
because of epistemic differences. Knowledge cannot simply be disseminated
throughout an organisation in a top-down fashion, because it is largely tacit and

situated (Swan & Scarbrough 2001; Seely-Brown & Duguid 2001).

Appraisal may be a forum in which the competing claims of different organisational
communities can be adjudicated (Taylor et al. 1995; Winstanley & Stuart-Smith
1996). However appraisal documentation is standard throughout the NHS, designed to
‘ensure that information from a variety of NHS employers will be recorded and
expressed consistently’ (Department-of-Health 2000). It obliges consultants to record
information about their practice in a standardised way which makes them more
comprehensible to those running NHS organisations. This documentation, in effect,
provides a legal framework in which different claims can be adjudicated. But
consultants may be made sceptical about the framework (and hence the whole
appraisal process) because evidence and documentation do not appear to allow for
tacit and contextual factors which affect practice. Seely-Brown and Duguid (2001:

208) point out that:

‘Trust or individual motivation are undoubtedly important to organizational stability
and success... ignoring epistemic differences that distinguish different communities

within a firm can actually serve to damage trust quite significantly.’

One of the specified aims of CA is to stimulate a flow of knowledge between the

consultants and managerial communities:
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‘a formally structured opportunity for professionals to engage in dialogue and to

reflect on how their effectiveness might be improved’ (Department-of-Health 2000).

The appraisal documentation suggests that this ‘dialogue’ about ‘their effectiveness’,
although clearly primarily focused on the ways in which the individual consultant can
better address the needs of the NHS, is also supposed to highlight organisational
constraints upon improving consultants’ practice. It (particularly in job plans) is also
designed to provide managers with information about what exactly professionals do
which has previously been unclear. In theory this could enable resources to be more
effectively allocated. Yet consultants may derive some benefit from managers not
knowing exactly what they do. The problem for CA is that, however useful it might
potentially be to medical professionals, it is introduced into a habitus in which
anything managerial, however innocuous it might initially seem, may not be trusted to

stay that way.

In the appraisal form consultants may resist recording information, or manage the
impression of their practice, which could be useful to those outside their community
whom they do not understand or trust. It may be that consultants do not explicitly
record information about their practice because they are aware that doing so will
disadvantage them, and so simply use arguments about the nature of their practice to
justify their actions. Even if CA does not result in better kinds of knowing, the way
that consultants, managers and hybrids relate to it may provide some important
insights into the way that these different groups know, and into the relative power
between them. CA is a ‘boundary object’ (Seely Brown & Duguid 2000) which links

the different CoPs of professionals, managers and hybrids in this study.

‘... boundary objects. Such things as shared documents, tools, business processes,
objectives, schedules, and the like not only serve to coordinate, but to record and
signal changes to one community’s practice. In so doing they make explicit the need
for negotiation between the two over their diverging practices and prompt both sides
to reconsider their practice and pre-suppositions. This way, coordinated communities
can actually transform the notion of “single-“ and “double-loop learning” (Argyris &

Schon 1974) from interpersonal behaviour (Schon 1987) to inter-communal
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behaviour, with one community pushing another to reconsider its underlying

assumptions.’ (Seely-Brown and Duguid, 2000: 209)

CA provides an opportunity to connect disparate CoPs or NoPs with different and
often conflicting interests and languages, but doing so is made extremely difficult
(Seely-Brown and Duguid, 1996) especially if CoPs engage with a boundary object

on the basis of rhetoric and impression management.
4.7 Impression management and the role of appraisers

Where knowledge is ambiguous, the management of rhetoric and management can be
particularly important (Alvesson 2001; Alvesson 2004). Because performance and
competence are hard to demonstrate, creating the right impression and using the right
thetoric is necessary. Where the ‘right kind of subjectivity’ is important, knowledge
workers may conform (or appear to) and accept ‘ignorance and uncritical attitudes’ in
the face of ambiguity, especially outside the realms of trusted colleagues (Alvesson

2001).

At the individual level, legitimacy may be associated with not receiving feedback
because it can undermine (even deluded) self-confidence (Brown 1997). Brown and
Starkey (2000) suggest that professionals may resist learning because it threatens
illusions they have about their own identities. Accordingly, consultants may decide to
present an acceptable image in appraisal rather than admit to their weaknesses and

discuss problems in an attempt to develop their practice.

As has been emphasised, medical professionals’ work is based on judgement in
ambiguous circumstances. Judgement, ambiguity and quality are difficult to assess,
particularly if a professional presents an impression of their practice. It is difficult to
appraise consultants unless one understands both medicine and the context in which
they make judgements. Indeed consultant appraisals are only conducted by fellow

professionals, usually working in the same department as the person being appraised.
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Often appraisers are clinical-managerial hybrids (see chapter three) who have
experience of management as well as medicine and understand the importance of
both. Connecting different CoPs may depend upon individuals in key roles (an
appraiser in this study). Hybrids may be able to span the boundaries between different
CoPs of management and medicine by being part of different and perhaps overlapping

CoPs at the same time.

‘Career changes... often take people out of one community and into another, leaving
them with an understanding of both. Such people are then in a position to become
translators or boundary spanners between the two... These sorts of connections make
the informal networks within the firm much more important for spreading practice

than formal ones.” (Seely-Brown and Duguid, 2000: 209)

Hybrids who appraise consultants, and believe the process to be important for both
medical professionals and hospital management, may be able to evaluate judgement-
based practice and see through impression management. Hybrids may be able to
facilitate development through reflective practice and knowledge sharing: translating
individual consultants’ tacit knowing into explicit organisation knowledge. A
‘middle-up-down’ (Nonaka & Takeuchi 1995) organisational structure can connect
top-down management vision and knowledge dissemination with bottom-up learning.
Middle managers (hybrids in this case) play a critical role by mediating between the

two.

Michaud and Theonig (2003) propose that ‘shared cognition’ or ‘language for action’
can help to bind a learning organisation. Exogenous language may be imposed top-
down but because few understand organisational goals, it tends to stifles local
initiative, feedback about local circumstances, and feed inertia. Endogenous
cognition, like that of the medical profession CoP, is more collectively owned and
longer lasting. Groups learn to understand and trust different cognitive frameworks
through socialisation in the organisational context and they may also learn that there
are times when not to trust. Consequently professionals may only trust individual

professional colleagues in the right conditions rather than an impersonal system.
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One of the problems with the NHS has been ‘tribalism’ (Bate 2000) and the difficulty
in managing tensions between different CoPs, particularly between consultants and
management (Harrison 2001). Could hybrids, who are more able than managers to see
through impression management, translate the language of appraisal into terms which
consultants trust, thus providing a solution to previously irresolvable problems?
Seely-Brown and Duguid (2000) comment that such emergent communities may be
‘extremely influential interstitial communities’. It is interesting to see whether hybrids
are seen as member of the medical professionals CoP, the managerial CoP, or

something in between.
4.8 Critiques of learning theories

Conflict between competing CoPs can be a powerful source of innovation (Seely-
Brown & Duguid 1996). Avoiding conflict may simply mean that it festers in the
organisational subconscious only to re-emerge later (Rothman & Friedman 2001).
Coopey and Burgoyne (2000) suggest that ‘leamning space’ can be found within
normal political processes. It may be because of conflict that learning occurs, because
it creates new ways of framing knowledge and triggers unlearning (Coopey &
Burgoyne 2000; Rothman & Friedman 2001; Beech et al. 2002). MaclIntyre (1984)
agrees that being agreeable and avoiding conflict is likely to stifle learning. The
weakness with more generic organisational leamning theories is lack of attention to the

issue of conflict and power (Coopey 1996; Coopey & Burgoyne 2000).

But conflict may not be overt or acknowledged. As Argyris points out, certain
conflicts may be ‘undiscussible’ (Argyris 1999). CA is described in its documentation
in learning and developmental terms, but the epistemological differences between
professional and managerial understandings of development and learning may be

undiscussible.

The ambiguities of organisational life, potentially fruitful for leaming and creativity,
are usually suppressed in favour of a dominant and stable set of beliefs (Child &
Heavens 2001; Henriksson 1999; Coopey 1996). Learmning and innovation are
constrained by organisational and societal structuration (Coopey & Burgoyne 2000;

Child & Heavens 2001; Berends, Boersma & Weggeman 2003) as well as
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professional structuration (Bourdieu 1977). Leaders need to remain connected with
networks of stakeholders, rather than simply control subordinates to maintain their
positions of power (Coopey, 1996). Maintaining institutional legitimacy by not
deviating too far from societal expectations may be more important than learning
(Greenwood & Hinings 1993). Legitimate organisational structures privilege certain

groups’ knowledge and provide few resources for others to challenge the status quo.

Professionalised organisations have traditionally been structured to privilege
professionals (Freidson 1994) but NPM attempted to change this (Ferlie et al. 1996).
The dominant model of medical knowledge appears to be scientific-bureaucratic
(Harrison, Moran & Wood 2002; Harrison 2002) rather than one of reflective practice.
CA is structured also to make professional practice more explicit and consultants may
therefore be ‘against learning’ (Contu, Grey & Ortenblad 2003) of this kind -
structured as it 1s to undermine discursive resistance and inhibit potentially
constructive emergent change. It may be in consultants’ interests for CA not to work.

Swan and Scarbrough (2001: 482) comment:

‘Viewing power as integral to managers’ attempts to construct communities also helps
to make sense if their interaction with professional groups or networks of practice,
neglected in the current literature. Professionals involved in the development of
innovations tend to be acutely aware of the implications of their control over
particular knowledge domains — especially in relation to other professional groups —

and may thus become an important locus of resistance and conflict.’

Thus the possibilities for conceiving and acting upon new insights are likely to be
defined by those structures that are already in being and enjoying legitimacy.
Professionals whose interests are not served by the CA learning paradigm will be less
willing to contribute towards it and cooperate with it (Seely-Brown & Duguid 1996).
They may chose to resist the process by playing informal, illegitimate and political
‘games’ (Mintzberg 1983) instead. Thus the conflict which is necessary for learning is

likely to be suppressed.
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4.9 Learning anxiety and defensive organisational rituals

The boundaries between political behaviour and defences against uncomfortable
feelings are unclear (Fineman 1993). Vince (2001) proposes that organisational
learning is visible in the dynamic of the interplay between politics (power relations)
and emotion. Professionals may avoid learning because the conflicts associated with it
provoke acute anxiety or threatens their sense of self-identity. Rothman and Friedman

(2001: 594) comment:

Individuals and groups may resist fundamental organisational learmning because it
involves conflict and threatens their own sense of identify. Both conflict and leaming
may require changes in the ways individuals and groups understand themselves and
relate to the world... Approaches to conflict engagement that make identity issues an
object of inquiry, critical reflection. and change may provide useful means for the

promotion and study of organisational learning.'

‘Defensive routines’ can be used to protect actors from threats, both political and
emotional (Argyris 1986; Argyris 1999). Professionals may resist change because
they find criticism too painful, becoming emotionally ‘brittle’ (Argyris 1999) during
performance feedback. They may use ‘skilled incompetence’ (Argyris 1999) to create
rational reasons and defensive routines to not face feelings associated with their own

shortcomings, surprise, embarrassment and other emotionally challenging issues,

‘The moment the important questions involve potential threat or embarrassment,
rigorous reasoning goes right out the window and defensive reasoning takes over...
supervisors deftly sidestep all responsibility and defend themselves against a change

or inaction — or worse, collusion — by blaming others.” (Argyris, 1999: 231).

Most people fear criticism during annual appraisals and may therefore avoid feedback
on their performance (Jackman and Strober 2003). Professionals need to feel safe with
their appraiser to face the feelings (which may be sub-conscious) associated with
learning. Edmondson (1995) found that nurses whose managers were hands-on and

supportive, rather than distant and evaluative, were more likely to record and learn
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from mistakes. Therefore the role of the appraiser in managing anxiety may be critical

in CA.

Without ‘problem solving efficacy’ - the expectation that an attempt to improve work
systems will be successful - learning is unlikely to occur (Tucker 2003). Where staff
in hospitals feel that they are not listened to and that nothing ever changes, they stop
trying to resolve problems (Tucker & Edmondson 2003). ‘Psychological safety’
(Edmondson 1999) to raise and resolve conflict is necessary if consultants are to learn
through the appraisal process. Psychological safely in appraisal may depend upon
whether CA is viewed as a developmental appraisal or an assessment. This may be
determined by political factors affecting the structure of the NHS, beyond the control

of those running CA at ground level.

Menzies (1970) classic study showed how nurses used bureaucracy as a defence
against overwhelming anxiety. By bureaucratically depersonalising relationships,
defences reduced not only anxiety levels but also the organisation’s capacity for
change. Bureaucracy serves as an immediate defense against the anxiety and conflict,
yet bureauéracy also preserves underlying tensions (Gouldher 1954). CA may become

bureaucratised as a defence against conflict and anxiety.

The presence of ‘mock bureaucratic’ (Gouldner 1954) appraisal which is neither
properly enforced nor obeyed, may indicate the presence of unresolved conflict. The
persistence of any mock bureaucracy in the NHS could be explained because it
reduces the tensions produced by different value and belief systems, the ambiguity of

judgements and social breakdown in the health care systems.

Gouldner studied bureaucracy at gypsum mine after it was taken over by an ‘outsider’
looking to reduce costs and increase productivity, resulting in a decline of friendly

relations. He argues that:

“‘Bureaucratic measures are thus a response to a breakdown in a social relationship;
they are a defence against the tensions which arise when the expectations that two
parties have of each other are no longer adequately meshed and complementary. More

specifically ... that one of the parties, for whatever reason, perceives the other’s
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behaviour as departing from his expectations... the type of bureaucratic striving was
also related to different conceptions of deviant role performance.” (Gouldner, 1954:

232)

Gouldner found three patterns of bureaucracy: representative, punishment-centred,
and mock bureaucracy. An example of ‘representative bureaucracy’ was safety,
safety rules benefited both miners and management in the plant. Because both

management and miners felt safety rules were legitimate these were rarely resisted.

The second type of bureaucracy was ‘punishment-centred’ bureaucracy. An example
of this cited by Gouldner was the ‘no absenteeism rule’ - no rationale was provided
for this rule, it was assumed to be an attempt to maintain levels of production. Such
rules were strictly enforced; absenteeism was seen as a direct challenge to supervisors
and was investigated by them. Rules of this kind were viewed as “red tape” by miners
and evaded by them. Punishment-centred bureaucracy, introduced due to a perception
of workers shirking, resulted in a vicious circle whereby the more supervisors
attempted to enforce rules, the more workers’ ‘indulgency expectations were
violated’; workers became increasingly hostile and resisted supervisors more by doing

as little as possible.

The third pattern of bureaucracy was ‘mock bureaucracy’ which was neither obeyed
by workers nor enforced by management. An example of this was the no-smoking
rule which was externally imposed upon the mine by an insurance company but not
enforced by supervisors who knew there was little flammable material in the mine and
therefore smoking was not dangerous. Both miners and management accepted the
need for miners to smoke to relieve nervousness and there was therefore little conflict
over such mock rules. Gouldner suggests that bureaucratic rules are installed and
enforced only when it is expedient, i.e. they are capable of achieving a desired effect,
and legitimate, i.e. that is morally appropriate and right in the situation. It may be
neither expedient nor legitimate at the organisational level to enforce the rules

surround externally imposed CA.

It is important to acknowledge the emotional factors associated with CA. CA may

threaten consultants and make them anxious. Change may also necessitate conflict
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and so individuals may develop ‘defensive routines’ (Argyris 1999) and organisations
develop ‘mock bureaucratic’ defences (Gouldner 1954; Menzies 1970) to avoid facing
the anxiety associated with conflict. Given the potential for conflict between
management and medical professionals which surrounds CA, there is a real danger

that it will become a bureaucratic defence rather than an opportunity for learning.

4.10 Evidence of learning in health care

Bate and Robert (2002) suggest that there is naivety in the NHS around using private
sector concepts and practices in the transfer of knowledge into practice. They, like
other learning theorists, argue that the transfer of tacit knowledge depends upon the
strength of relationships within the organisational community. Before knowledge can
be transferred, a community must exist. Bate and Robert found little evidence in the
NHS for the collective identity or wider social networks which are necessary to build
a community. Bate and Robert (2002: 660) conclude that ‘the process of collaborating
needs to change, to become more equal, spontaneous, naturalistic and improvisatory,

. and less routine, hierarchical, structured and orchestrated than it is currently’.

Yet the process of building communities is fraught with difficulties. Bate’s (2000)
earlier attempt to create a ‘networked community’ in a hospital, capable of learning
and sharing knowledge, was thwarted by intra-organisational politics, particularly
between medical professionals and managers. Rashman and Hartley (2002), having
studied the introduction of the ‘Beacon Councils’ scheme which aimed to promote
learning within. local councils, similarly warn that the ‘Modernisation Agenda’
actually emphasises incentives, detailed performance measurement and management.
The privileging of explicit over tacit knowledge is more likely to promote cynicism

than learning.

Burgoyne and Brown (2001) analysed the healthcare reforms of the 1990s from an
organisational learning perspective. They suggest that actors within healthcare have
an acute awareness of the processes, dynamics, politics and patterns of influence
external to their organisations. They have a keen sense of judgement of how to
formulate and present their policies to their advantage, as a result of a long

apprenticeship during regular healthcare restructuring. They lobby formal networks

87



and public opinion, which expect traditional modes of care, using public hostility
toward change to maintain ‘habitual modes of organisation under an overlay of veneer

of rhetoric.” (Burgoyne and Brown, 2001: 14).

Kitchener (1999) describes the same changes as ‘all fur coat and no knickers’.
Although the 'coat’ of hospital structures may have changed, the ‘knickers’ of changes
to prevailing power relations, attitudes and values did not exist. Is it because of the
‘culture of crises’ in healthcare (Pettigrew, Ferlie & McKee 1992) that organisations
have become skilled at superficially seeming to respond to short-term political ‘crises’
(which they know will quickly pass because they do not reflect real priorities) while

in reality not changing.

Echoing the CoP theorists who suggested that CoPs need to negotiate with one
another to create knowledge, Burgoyne and Brown (2001) suggests than real changes
in health care are achieved through ‘a subtle process of dialogue which surfaces the
significant stakeholders with a clear understanding of each others different forms and
degrees of power’ - which requires collaboration and the development of trust,
integrity and personal rewards. Similarly Denis et al (2001) argue that cchesive
collective leadership is necessary to achieve strategic change in healthcare,

incorporating significant stakeholders in the decision-making process.

Winstanley and Stuart-Smith (1996) argue that organisational communities’
conflicting interests need to be transformed into competing claims through
performance management processes which encourage open dialogue between groups.
Rather than being a tool for capturing dissenters, appraisal must be a vehicle for

expressing views, part of an ongoing dialogue.

There is evidence for the success of the ‘due process’ (Taylor et al. 1995) approach to
appraisal, although the study make no reference to the effect of context to the success
of appraisal. Under the due process model, appraisal is used like a court to resolve
completing claims over a version of reality. Is the regulatory framework of CA
currently perceived to be legitimate and fair to the parties whose cases are

adjudicated?
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Clinical practice may be enhanced when combined with new initiatives based upon
ideas taken from organisational learning theorists, some of which are currently being
promoted by the NHS Modernisation Agency in particular. But it is all too easy to try
to downplay and undervalue the importance of learning because it is messy and hard
to manage, particularly when results are often difficult to demonstrate quickly in hard
numbers. Lamothe (1996a) cited in Denis, Lamothe and Valette (1999: 124-5)

comments,

‘There is a danger that system integration may crush the flexible emergent and
organic nature of professional collaboration under a wall of standardizing bureaucracy
that is both demotivating and ill-adjusted to the varied patterns of coordination

required for different client populations.’

Although the rhetoric surrounding leaming in health care is persuasive, in practice
powerfljl interests in health care, notably the medical profession and Department of
Health, appear to be able to block changes which run contrary to their interests. It may
too be the case that powerful political interests blocked certain learning in CA to

maintain the status quo, leaving CA as little mere than a mock bureaucratic process.
4.11 Conclusions

This chapter explores the ‘core trait’ of a profession - its knowledge (Freidson 1994;
MacDonald 1995; Halliday 1987) - discriminating between codifiable explicit
knowledge and tacit knowledge which is personal, context-specific and therefore
difficult to communicate (Polyani 1966; Blackler 1995). Although some professional
knowledge is explicit, what has traditionally distinguished professional knowledge
from that of other occupations is the exercise of judgement: knowing how, when and

where to apply the explicit elements (MacDonald 1995; Mintzberg 1989).

Professional knowledge has conventionally not been seen to be amenable to rational
managerial control. However the introduction of NPM attempted to make it more
explicit and consequently more controllable (Ferlie et al. 1996). The NPM debate
therefore can be seen as about the degree to which professional knowledge and

practice should be explicit or tacit. The post-NPM NHS regime associated with
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modernisation is also simultaneously concerned with learning, professional
development and knowledge sharing. The Department of Health currently professes to
promote ‘reflective practice’ (Schon 1991), although some observers (Rashman &
Hartley 2002; Newman 2001)Aargue this consensual learning rhetoric in fact masks a
continuing emphasis upon the achievement of targets and compliance with protocols.
CA is at the centre of the NPM debate, both about the tacit or explicit nature of

professional knowledge and the hard or soft nature of NPM or post-NPM.

Reflective practice (Schon 1991) is based upon an ‘participative inquiry’ or ‘action
research’ (Reason & Bradbury 2001) epistemology, which is different to that of NPM.
It assumes that professional practice is abstract and that professionals learn and
develop by reflecting on that are doing and. often through dialogue with a mentor or
peer, working out how they can practice more effectively. Schon (1987) argues that
reflective practice both facilitates improvements to practice and motivates
professionals. However, he warns that professionals usually work in ‘Mode 1’
organisations (such as under NPM), based upon rationality, control and knowing
‘what’ rather than learning ‘how’. Reflective practice is not legitimate in Mode 1

organisations.

The problem with reflective practice is that it is often only comprehensible to the
fellow members of the medical professional CoP (Wenger 1998) who understand the
context, language and identity of the people where it is situated. Consequently,
although knowledge can easily be shared within CoPs it is not so easily exchanged
between them (Seely-Brown & Duguid 1996). Tribalism is a problem within the NHS
(Bate 2000) and therefore best practice about improving NHS patient care may not

spread.

Profession judgement and membership of a CoP is not just technical but contains a
moral component regarding the right thing to do? (Freidson 1994; MacDonald 1995)
MaclIntyre (1984) provides a framework with which to understand the moral. He
suggest that the ‘phronesis’ needed to know how to make moral judgements can only
be inculcated through socialisation. The importance of this kind of socialisation may
not only create excessive loyalty to a CoP over other stakeholders but prevent the

conflict necessary for learning from occurring.
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CA could be a forum in which reflective practice is fostered and conflicts aired and
resolved. But consultants may disagree with the legal frameworks in which their cases
are judged or realise that they would lose by having their cases judged and therefore

engage in impression management and game playing to avoid doing so.

Appraisers, particularly clinical-managerial hybrids are in a critical role for
facilitating learning: facilitating reflective practice, mediating between top-down
dictation and bottom-up reality, the tacit and explicit components of knowledge
(Nonaka & Takeuchi 1995) and to decipher reality from impression management. But
will participants in appraisal be willing to speak of things which they may derive

advantage from keeping quiet about?

Learning theorists are criticised for not incorporating notions of power and conflict
within their frameworks and it is often only through conflict that learning occurs
(Coopey & Burgoyne 2000; Rothman & Friedman 2001). Conflicts are often
suppressed by existing power structures so that only learning within organisational
structuration (Child & Heavens 2001) or professional structuration (Bourdieu 1977) is
permissible. Conflicts may also be prevented because they provoke unmanageable
anxiety, embarrassment, threats to identity which professionals are skilled at avoiding
(Argyris 1999). Individuals may use bureaucratic structures as defences against
anxiety (Menzies 1970). And ‘mock bureaucracy’ (Gouldner 1954) may even be

created to avoid direct conflict.

Do consultants suspect that the Department of Health’s learning rhetoric around CA
obscures an attempt to control them, as Legge (1995) suggests of HRM? Have past
experience of NPM initiatives led clinicians to be suspicious of current policy?
Conversely, does the Department of Health suspect that medical professionals resist
changes which threaten their interests by creating the impression of change while
continuing to practice as they have always done? And do mock bureaucratic rituals
suit both management and professionals alike because they provide legitimacy, and
cover up an impasse between professional and managerial agendas? The following

chapter expands upon these themes in relation to appraisal specifically.
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Chapter 5: Appraisal

5. 1 Introduction to Appraisal

This chapter explores existing literature on appraisal, both generic and related to
professionals. Such literature is commonly directed towards practitioners, with a
plethora of rather unreflective papers and books on how to make appraisal work. Most
of it conforms to the parameters set by neo-human relations writers (Newton &
Findlay 1996), according to which appraisal is assumed to be something that is
beneficial to the development of both appraisees and the organisations for which they

work.

But even back in the 1950s, McGregor (1957) was raising concerns about appraisal. It
is therefore surprising how little scholarly in-depth literature there is on the topic,
given the prevalence and longevity of appraisal within organisations. Appraisal does
appear, with the exception of the work listed below, to be under-theorised from the

.social science perspective. This is a gap which this thesis attempts to fill.

The chapter begins by addressing some of generic issues relating to running an
appraisal system, of interest to practitioner and academic alike. The second section of
this chapter looks at some of the key papers on appraisal which are informed by a
more in-depth theoretical framework; social constructionist (Grint 1993);
Foucauldian (Townley 1993a; 1993b; 1994; 1995; Findlay & Newton, 1998; Newton
& Findlay 1996); feminist (Thomas 1996; Wilson & Nutley 2003; Coates 2004);
institutional Townley (1997; 2002); Aristotelian (Townley 1999); and those which
suggest that appraisal is a ritual (Barlow 1989; Pym 1973).

The chapter concludes that the original framework of appraisal, conceived as a means
for controlling or helping professionals to learn, needs to be extended to include the
possibility that appraisal is a mock ritual which neither facilitates leamming nor
controls professionals but legitimates existing management structures and reduces

anxiety, conflicts and tensions.
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5.2 Context, conflict and appraisal

This section reviews some of the more practitioner focused literature, particularly
those written from a more balanced and academic perspective, which acknowledges
that making appraisals work successfully is more that just following a recipe.
Fletcher’s (2001) comprehensive review of practitioner focused appraisal research,
following Williams (1998), argues that appraisal is a means for managing individual
employees’ performance, organisational performance or integrating employee and

organisational performance.

The Chief Medical Officer, Professor Sir Liam Donaldson writes:

‘Appraisal is a positive and developmental process for the individual clinicians, aimed
at supporting good patient care and high standards of clinical practice in the NHS. It
forms an important building block in the strategy to ensure high clinical standards that
doctors, that all people working in the NHS can be proud of. It is part of clinical
governance; to work well it has to be something that every doctor takes part in, which

is why it will be a condition of contract.” (In Robinson & Simpson 2003: vi)

But Taylor et al. (2002) note the philosophical tension between the formative

(developmental) and summative (assessment) aspects of doctors’ appraisals.

Fletcher (2001) states that most UK organisations express disappointment with
appraisal because it seems neither able to deliver performance ratings, motivate nor
develop people. Scheier et al.(1987), cited in report by the British Association of
Medical Managers (BAMM 1999), comment that few managerial tasks are conducted
so poorly as, or viewed more negatively than, performance appraisal. It is time
consuming, difficult to communicate expectations, provides only a snapshot of
clinical performance, is inflexible, inconsistent nor are there rewards for running
appraisals well. Evaluating the effectiveness of consultant appraisal (CA) is therefore
important (Murphy & Cleveland 1991; Armstrong 2000; Fletcher 1993), particularly

from a rigorous and theoretically informed perspective.
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There is a huge amount of literature about the specifics of conducting staff appraisals,
much of which under emphasises ‘context’, which is the most important determinant
of appraisal outcomes (Murphy & Cleveland 1991; Armstrong 2000; Fletcher 2001).
Beer and Ruh (1976) note that appraisal usually fails due to poor implementation
rather than poor design. Replicating a successful appraisal model without
understanding the organisation in which it is introduced is unlikely to be effective.

BAMM (1999: 6) comment:

‘The best appraisal system ever devised will have no effect unless the attitude of
individuals and the culture of the organisation is positive, supportive and
developmental. On the other hand, given a starting point of the right approach, an
effective appraisal system can strengthen and build attitudes and a culture of

openness, learning and sharing.’

This thesis therefore deliberately examines how the context in which CA is situated
affects and is affected by the process. The conflict between professionais and new
public management (NPM) has a profound effect upon it. Individual performance is
not something that occurs in isolation, it must also be viewed in situ within the
organisation. Poor performance may be due to an individual being incompetent. He or
she may need retraining or to be dismissed. But it can also be due to poor leadership,
management or wider systemic reasons (Armstrong 2000; Townley 1993b). Focusing
too narrowly on assessing individual performance against set criteria may impact
negatively on wider individual and organisational activities (Williams 1998),
particularly those which are not assessed (Townley 1993b). Indeed BAMM (1999:16)

points out that:

‘In considering quality, it is important to consider context... the intangible aspects of

healthcare... are less easy to monitor accurately.’

Murphy and Cleveland (1991: 24) ‘treat performance appraisal as a communication
process that occurs in a well-defined organizational context.” For appraisal to be
effective it should be a rwo-way communication process about perceptions of both

individual and organisational performance and factors affecting them.
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Appraisal outcomes must be acted upon by the organization (Philip 1983). If
participants in appraisal identify a problem but are unable to resolve it, the appraisal
process may be counterproductive, particularly if it requires time and energy. CA may
only remind consultants, for example, of their frustration with wider bureaucratic

NHS systems.

Understanding the context of appraisal means acknowledging the differences of
interest between appraisers and appraisee (Newton & Findlay 1996). Appraisal can be
a process of goal related communication. Multiple conflicting goals usually exist
within an organisation (Murphy & Cleveland 1991). As ‘good’ learning is subjective
(Contu, Grey & Ortenblad 2003), so too are ‘good’ appraisal outcomes. Indeed
Levinson (1990) critiqued the concept of ‘management by objectives’ (Drucker 1955)
by asking ‘management by whose objectives?’ Appraisal may be used to control
appraisees, to focus them upon their organisation’s priorities which may be different

from their own.

[n the NHS there are many different groups with different cbjectives - professionals,
managers, medical-managers and other stakeholders. Although they have a common
interest in running successful organisations, their goals subtly differ. Fletcher (2003
points out that professional are usually interested in achieving high quality outcomes,
regardless of cost, whereas organisational goals usually relate to cost-effectiveness.
Professional loyalties may be divided between their organisation and profession

(Alvesson 2004) and professional and organisational authority may be divergent too.

Appraisal outcomes (personal development plans) may reflect the relative power of
groups within the NHS, particularly the extent of professional dominance over NHS
management and whether Clinical and Medical Directors’ priorities diverge from pure
profession. Appraisal may also show the extent to which these groups are able to learn
to accommodate conflicting goals. The needs of the public, the organisation,
directorate and individual clinicians need to be addressed in CA (BAMM 1999) but

the conflicting goals of communities in the NHS are particularly problernatic.
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Winstanley and Stuart- Smith (1996) argue that organisational communities’
conflicting interests need to be transformed into ‘competing claims’ through a

performance management process which encourages open dialogue between groups:

‘Performance management process becomes not a prison for capturing dissenters but

a vehicle for expressing views... This activity must be part of an ongoing dialogue,
continually open for revision and renegotiation. For performance management to be
useful as a communication tool, to enable people to make sense and meaning out of
their working lives, the focus must move away from measurement, judgment and
‘skilled incompetence’ (Argyris 1990) toward developing understanding and building
up trust to allow a genuine dialogue to take place.” (Winstanley and Stuart-Smith:
1996: 81)

In this spirit, Taylor et al. (1995) found that appraisals in the public sector run
according to ‘due process’, like courts of law adjudicating cases, were preferred by
appraiser and appraisee and led to more effective appraisal outcomes. In addition the
study associated higher job satisfaction with the approach, resulting in higher loyalty
and commitment to the organisations, although not necessarily better job

performance.

Taylor et al suggest that there are three characteristics of the “due process’ model of
appraisal; adequate notice requiring early publishing of information about the
appraisal and why particular standards apply; fair hearing in which an appraiser
understands the work of the person they appraise, as well as allowing the appraisee to
challenge the assessment of their work; and judgement based upon evidence. These
three characteristics do appear to apply to CA. Consultants have received adequate
notice about CA, it is explicitly evidence-based and appraisers are usually familiar

with the work of the people they appraise.

There are also six rules present in a ‘due process’ appraisal system, which are less

obvious in CA:

1. The consistence rule - maintaining consistent performance standards over time
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2. The bias-suppression-rule — constraining self-interest by discussing performance
expectations and discrepancies at the final review

3. The accuracy rule — managers and employees must record performance accurately
and use this to justify evaluations

4. The correctability rule — appraiser must listen to an appraisee’s case and make
corrections 1f necessary

5. The representativeness rule — both parties openly discussing concerns throughout
the process

6. The ethicality rule — using procedures that are compatible with existing moral and

ethical standards.

‘Due process’ models of appraisal may be useful for resolving conflicts and lead to
better appraisal outcomes. But Taylor et al’s study fails to comment on the central
importance of organisational context to successful outcome of appraisal processes.
The rules of due process are more difficult to put into practice than in theory,
particularly given the political issues surrounding contested professional knowledge

and practice and the likelihood of political and interpersonal distortions.

Fletcher (1993) suggests that empowering staff, creating better relationships and
‘caring organisations’ are more likely to motivate those being appraised. Could

| appraisal be used to this end? As a consultant quoted by BAMM (1999: 16) said:

‘This is the first time in 25 years of consulting practice, that anyone has asked me

whether I am happy in my job.’

Fletcher (1993: 143) wams of the dangers of assessment-based appraisal:

‘Assessment and overall ratings of performance is no longer appropriate to a high
proportion of advanced companies... appraisal does harm because it leads to the
erroneous perception that variations in performance are caused by individual
employees, whereas the real variations are caused by systems and controlled by

managers. This leads to a focus on the wrong responses to shortcomings.’
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Appraisal is often poorly implemented and its results disappointing. Among those
who write more intelligently for practitioners, it seems that context is the vital
determinant of the success of an appraisal process (Fletcher 2001) and whether an
individual performs well or not. Energy spent introducing appraisal may be better
spent on organisational development (Fletcher 1993). Different groups may have
competing and incompatible goals and therefore appraisal could be used as a
mechanism for adjudicating cases (Taylor et al. 1995) or fostering two-way
communication (Murphy & Cleveland 1991). But are those in positions of power

likely to support such developments if their interests could be negatively affected?

5.3 Interpersonal distortions in appraisal

The personal interaction during appraisal is also crucial to the success of appraisal
(Fletcher 2001; Robinson & Simpson 2003). The way that feedback is given can have
a substantial effect on performance. Although higher self-awareness is linked to better
performance, if feedback is given badly, the loss of self-esteem can be more
damaging than inflated self-evaluation (Fletcher 2001). Yet avoiding difficult issues
could be an example of ‘skilled incompetence’ (Argyris 1990) and miss the

opportunity for valuable learning.

There are a number of well known ‘distortions’ with appraisal (Grint 1993). The
‘Halo Effect” whereby assessment of one specific criterion distorts others, the ‘Crony
Effect’ or ‘Doppelganger Effect’” whereby the outcome of appraisal depends upon the
closeness of or similarity between the appraiser and appraisee (Grint 1993). Indeed
promotion within knowledge intensive firms often depends upon imitating senior
colleagues (Alvesson 2004). Moods can also affect ratings. Another distortion is the
‘Veblen Effect’ in which all appraisees are rated the same, taken from Veblen’s habit
of giving all his students Cs (Grint 1993). Grint more seriously points out that most
people like bringing good news and ‘dislike being the messenger of doom.’
Appraisals are also political in nature and can be ‘mechanisms for justifying decisions
already taken without regard for individual merit’ (Grint, 1993: 63). It is important to
make sure that distortions are minimised but in practice this is hard to do. 360-degree

appraisal may be one solution to this problem.
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5.4 360-degree appraisals

Ward (1997: 4) defines 360-degree appraisal as:

‘The systematic collection and feedback of performance data on an individual derived

from a number of stakeholders on their performance.’

There has been recent interest in 360-degree appraisal which has received mixed
results and is likely to attract a great deal of future research interest (Fletcher 2001).
Neither of the organizations in this study was actively conducting 360-degree
appraisals (one or two individual consultants had independently sought 360-degree
feedback to provide ‘evidence’ of their good medical practice in relation to
colleagues) during the period of this research. However one Trust in this study is
seriously considered 360-degree appraisal, particularly due to inadequate data as
evidence in the sections of the appraisal form on working relationships with

colleagues and patients.

Ward (1997) suggests that 3¢0-degree appraisal can be an effective way of promoting
open dialogue and collaboration between different groups and the softer behaviours
needed to overcome skilled incompetence. Conventionally a sole appraiser provides
feedback to an appraisee during appraisal. In 360-degree appraisal peers,
subordinates, customers (patients), superiors and the appraisee themselves provide
and rate perceptions of behaviour. 360-degree appraisal is based upon the assumption
that receiving such feedback enhances self-awareness and that this improves
leadership capabilities. It is more congruent with reflective practice (Schon 1991)
because it recognises the complexity of management and the importance of tacit skills

and interpersonal behaviours (Armstrong 2000).

Although only clinical peers can assess clinical performance, non-clinicians can
comment on behaviours, which may improve working relationships between groups.
However some may feel unable to give accurate feedback unless the process is
anonymous, particularly if it may potentially damage their careers. By contrast, in an

open culture, feedback from a named source may better address specific issues.
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Critics argue this feedback is not objective and one or two bad reviews can negatively

affect ratings.

The BAMM (1999: 4), the body which represents clinical managerial hybrids,

recommends 360-degree appraisal:

‘The triangulation process, of individual’s view against peer, team and patient or user

review, provide an external check on reality.’

A studies of Canadian (Hall 1999) and American (Ramsey & Wenrich 1999)

physicians have been positive about 360-degree appraisal:

‘Findings suggest that peer ratings provide a practical method to assess the
performance of practicing internists in areas such as humanistic qualities and
communication skills that are difficult to evaluate reliably with other measures.’

(Ramsey and Wenrich, 1999: 10)

And a pilot 360-degree appraisal project of 20 consultants at St. Thomas” Hospital,
London (Mason 2001: 1600) provisionally concluded:

‘Emphasis must be placed on minimising the time spent to reduce the impact on
service delivery. If the process is handled sympathetically and with common sense,

however, it will be a benefit to all.’

Ward (1997) concludes that the successful take up of 360-degree feedback is
explained by its fit with currently popular humanistic management philosophies, of
which organisational learning could be seen to be one. Given the initial evidence for
the success of 360-degree feedback and the criticisms of conventional appraisal,
Fletcher (2001) remarks that multi-source feedback systems are likely to attract a

great deal of future research effort and interest.

Given lack of good data as evidence in the sections of the appraisal form on working
relationships with colleagues and patients, and the importance given to evidence in

the current CA process, it is highly likely that 360-degree appraisals will become
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standard throughout the NHS. Indeed the GMC is currently trialing set questions for a

360-degree appraisal form for revalidation purposeszz.

5.5 Atheoretical conclusions

The literature review has so far been a-theoretical, more focused upon the practitioner
than the academic. Much of this literature conforms to the view that appraisal should
be valuable for appraisees and their employers and that their goals are mutually
compatible. But conflicting interests within an organisation profoundly affect
appraisal. Conducting successful appraisals is far more complicated than just
choosing a well designed appraisal scheme. It is heavily dependent upon a receptive
organisational context. The process must be managed skilfully and appraisers need to
be aware of and avoid interpersonal distortions. 360-degree appraisal elicits a wider
range of views on an individual than just those of an appraiser. Although it is not
currently being used for CA, it may remedy some of the present system’s
shortcomings associated with a lack of objective data on consultants’ relationships
with colleagues and patients. The next section moves on to interpret appraisal from a

number of different theoretical perspectives.

5.6 Social science analyses of appraisal

Appraisal has been analysed from a number of different theoretical positions. These
accounts are far less common than practitioner-focused literature which emphasises
learning-based outcomes. Theoretical frameworks include the neo-Marxist., social

constructionist, Foucauldian, Feminist, Institutional and Aristotelian perspectives.
5.6.1 Marxian perspectives on control through HRM and appraisal

Neo-Marxists accounts of human resource management (HRM) and personnel
management, unlike practitioner-focused literature, begin with the assumption that
employer and employee’s goals are contradictory. Legge (1995: 14) comments, ‘In

Marxian terms, personnel management exists to assist the realisation of surplus value

2 www.gmc.org.uk
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through obscuring the commodity status of labour (Burawoy 1979).” Accordingly
employers need to exercise control over the labour process to maximise efficiency

and profit but may obscure doing so by disguising it in developmental terms.

Edwards (1979) cited by Legge (1995) argues that there are three forms of control;
personal control, for example where an appraiser directly tells an appraisee what to
so; technical control, for example where performance in monitored and measured
information systems; and bureaucratic control through rules, sanctions and

incentives.

CA is primarily a peer review process and therefore personal control, as opposed to
discussion, is unlikely. Some clinical directors conduct appraisals, they may directly
tell consultants what to do in some circumstances. CA is based upon ‘evidence’ often
provided by NHS information systems. However information is often lacking in the
NHS and as consultants provide their own evidence, therefore the process does not
appear to achieve technological control. However the process does appear to use
bureaucratic control, particularly the formal requirements which serve as the basis for
revalidation of GMC licences. If consultants do not comply with certain rules they

cannot practice medicine.

Legge (1995) argues that although profit maximisation is not a direct aim in the
public sector, public sector organisations are squeezed in a similar way to rationalise
and control the labour process: they are under pressure to reduce costs and make
professionals and other employees accountable. Revalidation, based upon CA,
appears to attempt to control the medical profession by making it accountable against

bureaucratic rules.

Bolton (2004) examined the effects of performance management, quality-focus and
customer-orientation on NHS nurses. Performance controls, including targets,
budgetary controls, performance indicators, individual merit pay and bureaucratic
practice protocols were designed to improve to ‘quality’. Quality is assessed by
management in terms of outcomes: cost-effectiveness, patient turnover, and patients’
complaints. Bolton argues that these aim to ‘achieve direct control over the labour

process of health professionals... Performance appraisals... described by management
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as ‘an opportunity to communicate with management,” are seen by staff as a way of

putting them at the ‘mercy of the manager.” (Bolton, 2004: 321-2)

Appraisal can be seen as both an example of ‘hard’ and ‘soft’” HRM (Legge 1995).
Friedman (1977) distinguishes between two strategies for controlling labour ‘direct
control’, in which employees are monitored, measured and rewarded, and ‘responsible
autonomy’ where control is disguised and used in a softer, more developmental way
to foster ‘commitment’ to an organisation (Friedman 1977). But softer developmental
HRM ‘rhetoric’ may mask a harder ‘reality’ (Legge 1995). Developmental rhetoric
around CA, about quality and learning, may simply obscure the reality that the
process is designed to control professionals: assessing ‘quality’ against targets,
compliance with protocols and standards of ‘customer’ service which consultants

must ‘learn’ to meet.

5.6.2. Social constructionist perspectives on appraisal

Grint (1993: 67) takes a social constructionist approach to appraisal. He argues that
the subjectivity of appraisal systems is just as popular as an explanation for appraisal

failure:

‘The multiplicity of views affects the unscientific nature of the procedure, not the
socially constructed nature of what we take to be ‘reality’. The consistent message is
clear: only those pictures of the world which reduce it to clear, simply manipulable
variables are of any practical help to managers. When such variables lead to hard
prescriptive rules — and when the implemented rules fail to generate successful
outcomes- the fault is laid at the inadequate objectivity and inadequate clarity about
the world, rather than the lack of clarity which we necessarily have as we construct,

rather than discover the world.’

Grint (1993: 69-70) believes that the failure of appraisal is based upon its positivistic

epistemological foundations. His social constructionist perspective is that:
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‘Appraisal constructs rather than reflects the appraised... the criteria used are not
reflections of pre-existing or objective characteristics, rather they are active in

producing the characteristics which they purport to measure objectively.’

Grint (1993: 64) comments that: ‘Rarely in the history of business can such a system
have promised so much and delivered so little.” So why does appraisal persist? For
Grint (1993: 64-65) the answer is that ‘a major aim of appraisal schemes and
performance related pay is to limit the collective aspects of work and individualise the
relationship’. Accordingly CA can be seen as an attempt to break the solidarity of the
medical profession and make consultants feel individually responsible for their

practice.

Rather than limiting the collective aspects of work, Grint suggests participative
upward appraisal can foster organisational commitment. Such a democratic model of

appraisal would communicate a clear message to those participating in appraisal:

‘Managers must provide opportunities for employees o learn to participate in
. organisations that have hitherto not encouraged them to get involved in areas beyond
the task level... participation is a skill which has to be learned and, in the absence of
learning experiences, individuals become, rather than inherently are, disinterested in
participation. What better way to impress upon employees that their voices actually

matters than embodying it in an appraisal of their subordinate’ (Grint, 1993: 72).

Grint’s conclusion is not to drop appraisal but to consider it more sceptically and
reflectively and that the search for an appraisal panacea is adding to the problem not
the solution. We should drop the ‘fruitless’ search for objective performance appraisal
and take up the subjective approach by developing participative upward appraisals, to
empower the workforce. However he assumes that neither appraiser nor appraised
have any agency: that they do not conspire; are powerless to interpret or resist
appraisal to their advantage; and that appraisal affects behaviour rather than being
ignored. And is Grint’s alternative model of appraisal utopian given the political

context in which it is introduced?
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5.6.3. Foucauldian perspectives on appraisal

There are broad similarities between the social constructionist and Foucauldian
perspectives on appraisal. Townley (1993a; 1993b; 1995) draws upon the notion,
derived from Bentham’s architectural model of a prison, of the ‘information

panopticon’ (Zuboff 1988) to understand appraisal:

‘Appraisal operates as a form of panopticon with its anonymous and continuous

surveillance as seen in the articulation of a monitoring role.” (Townley, 1993b: 232)

Townley (1993b) highlights the significance of written appraisal documentation in
which the appraiser has to judge and agree the quality of the appraisee’s work and the
conflict between the espoused confidentiality of appraisal records and the system’s
monitoring function. Appraisal makes certain -aspects of professionals’ practice
visible, creating the feeling of being watched by the centre and thus ensuring
compliance with specified organisation procedures. ‘HRM operates through rules of
classification, ordering, and distribution; definition of activities; fixing of scales; and
rules of procedure’ (Townley 1993a: 541) against which the individual in appraisal is

made visible, monitored and assessed in appraisal.

Most appraisal systems ‘deny the element of judgement, depersonalising the process
by appealing to notions of a seemingly external verifiable objectivity’ (Townley,
1993b: 228). Power dynamics, in a similar way to that described by Grint (1993),

change the character of the organisation and individuals’ experiences of work:

‘Introduced with the functional aim of improving individual and organizational
performance through the provision of information, appraisal sets in train specific
power dynamics, the effects of which over time are by and large unpredictable?’

(Townley, 1993b: 235)

The feeling of being watched may be counter-productive because it infers a lack of

trust, and trust is necessary for professional practice (Freidson 2001).
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Newton and Findlay (1996), reworking McGregor’s (1957) neo-human relations
interpretation of ‘playing God’, also take a Foucauldian perspective on appraisal.
McGregor originally highlighted the judge/counselor conflict in the role of appraiser.
He suggests that it is unlikely that an appraisee will admit weaknesses and anxiety if
the ‘data’ from appraisal may be used to assess promotion (or in the case of
consultants whether they are fit to practice medicine.) And appraisers prefer to coach
rather than judge appraisees, using their own experience to help them. Thus appraisers
dislike ‘playing God’ by judging appraisees. But Newton and Findlay suggest that a
judgmental appraisal process works like an all-seeing panoptic ‘God’ which shapes

the subjectivity of appraisees.

Grey’s (1994) study of accounting professionals similarly highlights the role of
appraisal (among other techniques) in ‘helping’ young accountants to ‘develop
themselves’ to become the kind of person (both in and outside of work) who can be a
partner in an accounting firm. Findlay and Newton (1998), like (Grint 1993), argue
that the function of appraisal is to break down the collective, making individuals

rather than organisations responsible for performance.

Developmental appraisals can be seen as ‘confessional appraisals’ (Townley 1994:
117-8). Professional developmental appraisals are not amenable to assessment or

monitoring. But Townley (1994) argues that they do control appraisees’ subjectivity:

‘A power structure operates but remains obscure. The appraisee may be for example,
encouraged to reflect on performance and in collaboration with the head of
department (the confessor) to discover areas of individual potential. The views of the
confessor are then shared with the individual who, it is hoped, will come to share

these perceptions and see themselves this way.” (Townley 1994: 117-8)

Appraisal brings to light certain aspects of self-knowledge and awareness (Townley
1995). But Townley (1995: 275) distinguishes between ‘self-knowledge’, whereby an
individual comes to know better their inner soul, a process of ‘self-mastery’, and
‘self-formation’ which is ‘the process of taking various evaluative responses towards
them (things, people, events in the world) and ensuring that these responses are in

keeping with the principles of order.’
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360-degree appraisal ‘operates as a magnification of the gaze which is turned upon
the individual... the subject of the study becomes highly individualized and isolated.
Dialogue is subverted.” (Townley, 1995: 278) After 360-degree appraisal, an
individual is given the opportunity to remedy weaknesses and remake himself or
herself in line with external specifications, which may not reflect a personal sense of
self or ethical code. Self-formation therefore concentrates on activity rather than inner
states. Townley (1995) argues that citizenship is missing in management. She cites
Reed and Anthony (1992: 609) in calling for management to ‘take its responsibilities
to the organization seriously (and) be prepared to protect the long term interests and
viability of the organization... maintaining the integrity of the organization as a viable

community, and the ethical and political foundations on which it rests.’

Foucauldian work on appraisal provides an interesting and promising model with
which to test CA: CA may attempt to create managerialised professional subjects,
who silently legitimate a system, which appears to be effective, by focusing on a few
statistics and overlooking the broader picture. The appraisal torm and outcome of
personal development plans may shape consultants behaviour. However medical
professionals have traditionally controlled their esoteric knowledge, they are powertul
and may be able to resist a managerially structured CA, lobby the public ard
government to change the process in their favour. Professionals often ‘play games’
(Mintzberg 1989) to avoid being controlled. Newton and Findlay (1996) suggest that

agency is Foucauldian’s “bete noir”.

De Certeau (1984) argues that people may be able to use a ‘perruque’ of tactics,
rhetoric and tricks to disguise the work they have always done as what they need to do
to meet new requirements. The Foucauldian perspective on CA, like the social
constructionist view, perhaps underestimates the possibility that appraiser and
appraisee’s agency; that they do not conspire, and are powerless to interpret, use or
resist appraisal to their advantage. Professional appraisees’ behaviour may be largely
unaffected by the constructs of appraisal, which only further justifies their resistance

to the process.
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Although Foucault is neutral about power, the implication of the Foucauldian
perspective on appraisal is that control is always a negative phenomenon. However in
some cases the visibility provided by appraisal systems may be positive: A ‘rogue’
clinician may attend clinical sessions which he or she would otherwise have skipped
in preference for private commitments. He or she may be prevented from practicing
inadequately. In a complex and imperfect organisation like the NHS, which serves an
almost universally popular purpose, simply criticising of anything managerial merely
undermines publicly provided health care. Management, and accordingly appraisal, is
not just about disciplining labour but production and distribution of socially useful
goods and services particularly in the provision of public health care. As well as
pointing out deficiencies with CA we must identify unrealised potential locked within

existing institutions and stocks of knowledge (Alvesson & Willmott 1992).

A weakness with the Foucauldian analysis is that it fails to provide a better alternative
to what it critiques. Laughlin (1995: 76) describes Foucauldian theory as rooted in the
philosophy of ‘despair’ and ‘abandonment of concepts such as hope, a better state or
similar values and concerns’. It does not offer a focused political agenda or a general
scheme of transformation. Instead Foucault wishes subjects to claim the ‘practical
right to voice, integrity and visibility’ and the ‘importance of practical ethics’
(Townley 1994: 168). The Foucauldian position provides justification for resistance

rather than a new basis on which CA can be run.

5.6.4. Feminist Foucauldian perspectives on appraisal

Both Thomas (1996) and Wilson and Nutley (2003), studying professional appraisal
of academics from a Foucauldian feminist perspective, suggests that the process is

biased against women:

‘For women academics in this university, appraisal is reflecting and creating a new
culture of competitive, macho-management, where if they want to compete they have

to behave like ‘one of the boys.” (Thomas, 1996: 153)

Wilson and Nutley (2003) argue that academic appraisal assesses professionals

against competitive criteria that disadvantage women. The appraisal system rewards
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research and publication rather than teaching, administration and pastoral case loads
which women tend to do more of, thus rendering their contribution invisible.
Similarly Thomas (1996) suggests that academic appraisal also disregards their child
caring responsibilities. Women are only able to be as successful as their male
colleagues if they choose to be career women; a balance between a successful career

and a family no longer seems possible.

Appraisal can however be useful for women: it provides evidence to support future
promotion and ‘comeback’ should this be unfair. And it also gives an opportunity for
women to reflect upon their careers (Thomas 1996). Because of this, despite bias
within appraisal, women appear to want to be appraised to help them gain a better
understanding of how to develop in their careers (Wilson & Nutley 2003). Both
Wilson and Nutley and Thomas appear ambivalent about whether an appraisal system,
which helps women develop their careers all be it in a more macho direction, is a

good or bad thing.

Coates’ (2004) study of appraisal white-collar staft in an NHS Trust supports the
Foucauldian feminist view. He suggests that the NHS appraisal he studied encouraged
women, particularly, to convey a particular ‘feminine’ image, develop a particular
identity and behave in a way which fitted with the macho managerial culture of the
Trust. However Coates study in particular appears to be based in a particularly
department headed by a ‘sexist’. Can we assume that all male managers are sexists

too?

Given that there is evidence that issues of gender have affected appraisal in the
managerial NHS and those of university professions, they do need to be considered in
this study of medical professional appraisal. However there is a danger of a
Hawthorne effect in feministic studies of appraisal, particularly where, as in the
studies cited, they are based upon interviews with women only. Does ‘macho

management’ negatively affect men as well as women too?
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5.6.5. Institutional perspectives on appraisal

Townley (1997) examined appraisal from different perspectives.  She has
reinterpreted appraisal from an institutional perspective: according to the norms,
values and cultural expectations of society. She argues that universities adopted
appraisal according to ‘institutional logic’ to preserve their legitimacy, particularly
because of the normative ambiguity associated with professionalism Without an
appraisal system in place it would have been difficult for universities to present

themselves as well managed organisations and preserve their legitimacy.

Townley’s research (1997) uses the seminal work of Meyer and Rowan (1977) who
point to the importance of maintaining an external organisational image which
conforms with legitimate institutional norms even though these ‘ceremonial rules’ are
‘decoupled’ from the organisational reality. Mock bureaucratic processes perform a
useful function because even ‘permanently failing organisations’ can survive by
appeal to institutional customs (Meyer & Zucker 1989). This is particularly true for

public sector organisations, as Ballas and Tsoukas (2004: 685) point out:

‘A highly politicised socio-economic system is a highly institutionalised environment,
in which public organizations have, at best, an ambiguous role to play and, at worst,
their economic dimension is seriously downplayed (Tsoukas 1994). In such an
environment, organizational legitimacy is not enhanced by making use of the
discourse of rational calculation (and the associated technologies of government, such
as accounting), but by reproducing the broader institutionalized populist beliefs...
practices of efficient management become symbols of organizational commitment to

economic results and efficiency, rather than mere techniques.’

Oliver (1991) identified a strategy of avoidance that involves tactics of ‘concealment’
or ‘buffering’ to disguise non-conformity with various institutional pressures. Arndt
and Bigelow (2000) observed that US hospitals resorted to ‘defensive impression
management’ in order to maintain their legitimacy. More innovative or ‘risk taking’
organisations played down innovation while more conservative hospitals played it up,
superficially adopting Business Process Reengineering because it was in managerial

‘fashion’. And Montgomery and Oliver (1996) have noted that in the face of
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ambiguous institutional environments, such as the emergence AIDS, medical

professionals are reluctant to embrace idiosyncratic situation-specific behaviours.

It may be therefore be important that CA appears to show that clinicians are
controlled and performing in line with institutional expectations. In a society where
audit bestows legitimacy (Power 1997), their work must appear to be accountable,
even though behaviour, perhaps necessarily, is ‘loosely coupled’ with what is
recorded during appraisal. Hospital management may be caught between intransigent
medical professionals and a new public management oriented reformist state, on

which it depends for resources

At a national level public policy reforms may be adopted for institutional legitimation
purposes too. March and Olson (1983) argue that governments are often unwilling to
accept their political impotence and therefore use reforms as ‘administrative rhetoric’,
adhering to increasing bureaucratic efficiency, and using reform programmes as a
tactic for creating an illusion of progress where none existed (Ferlie et al. 1996).
Brunsson (1989) has similarly commented upon the ‘reform cycle’ in which a series
of reforms are presented as dramatically different but in practice similar to what
existed before. He points out that reforms are easy to begin but harder to see through
to completion. Accordingly one would expect CA to have less of an impact than its

rhetoric might suggest — to begin strongly but stall during the reform process.

The problem with the institutional perspective on appraisal is that one can only
speculate about why appraisal was introduced, particularly in this study of CA
because the professionals and managers interviewed in this study were not responsible
for its introduction. Institutional theory explains the tendency towards liomogeneity
rather than resistance and difference. In this respect Townley’s (1999; 2002)

Aristotelian work is more useful.

5.6.6. Aristotelian perspectives on appraisal

Townley (1999; Townley 2002) has also drawn on Maclntyre’s (1984) Aristotelian
inspired work to understand professional resistance to appraisal. She argues that

professionals may resist an appraisal process if it evaluates their performance against
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rational measures, cognitive frameworks or ‘theoretical rationality’ (Townley 2002),
which clash with the ‘practical reason’, ‘phronesis’ (Townley, 1997; 1999) or
‘practical rationality’ (Townley 2002) which they believe need to do a good job (also

see section 4.5):

‘Theoretical rationality involves a conscious mastery of reality though the
construction of increasingly abstract concepts... It is a cognitive template that informs
understandings of how the world works and informs action on this basis. Practical
rationality, in contrast, guides actions in daily routines, providing patterns of action
for the expedient means of dealing with immediate practical difficulties. Its level of

intellectual articulation remains tacit’ (Townley, 2002: 165).

Academic appraisers in Townley’s (1999) study sidestepped formal controls and were
only prepared to commit to paper what they would be willing to say in person. They
feared that appraisal would become ‘merely another paper pushing exercise’ or that

the information it provided might be used inappropriately against them.

In later work, Townley (2003; Townley 2002) studied the introduction of new
performance frameworks for museum professionals. These professionals were
initially enthusiastic about new performance measures, hoping that they would lead to
better museums. However early enthusiasm was replaced with disillusionment as it
became clear that performance measures did not reflect what professionals consider
important. Professionals’ belief in museums as places for education was undermined
by the organisations measuring numbers of visitors rather than the quality of visitors’
experience. This resulted in museums becoming more focused upon entertainment
rather than education. Consultants may too become disillusioned with appraisal if it is

based upon measures and values which they do not own or consider important.

Townley’s (1999) concept of practical reason is interesting as an explanation for
resistance to a rational appraisal process, particularly because it incorporates notions
of judgement and morality which are central to professionalism. Townley’s
Aristotelian perspective provides support for the necessity of professional regulation,

despite the problems associated with it.
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5.6.7. Ritualistic perspectives on Appraisal

In many cases appraisals may be resisted, loosely coupled and seem to make little
difference to those within the organisation. As Townley (1997) points out that there is
an ‘institutional logic’ to performance appraisal. Even such appraisal systems serve a
useful function, for both managers and professionals, as a barrier to greater public
scrutiny into what they do. Accountability provides ‘concerned publics with
reassurance that employees are accountable even when they are not” (Lipsky, 1980:
164). Barlow (1989) argues that appraisal, which places an artificial static facade on
an ever-changing reality, legitimates power structures. They prosecute matters of

economic interest, serving social relations rather than technical functions.

Appraisal can provide a defence which legitimates the way organisations are

managed:

‘The formal appraisal system fulfilled valuable latent functions, nevertheless. It
fulfilled a function of bureaucratic defence, providing higher management with a
comprehensive systematic procedure of nominal appraisal which would be difficult to
assail legally. It epitomizes values of efficiency and rationality, enabling the
organization to provide a satisfactory account if called upon externally... it freed,
rather than constrained, dominant power groups to define and deal with reality in their

own way.’ (Barlow, 1989: 513)

Appraisal can accordingly be seen as a ‘ritual’ which, although ‘stripped of all its
camouflage, appraising is form filling’ (Pym 1973: 234) which serves as a defence

against questioning regardless of its effectiveness.

For Pym (1973: 233) ‘the most damaging aspect of the activity is the need for written
formalisation, the supposition that relationships and personal performance can be
encapsulated in a static framework. There is something final and irreversible about
what is written... It is in large, complex undertakings, where the demise of

management power is most obvious, that appraisal schemes are likely to be used.’
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Similarly (Townley 1994: 102) points out, ‘recording has a control effect because

records are kept’.

Records may necessarily be loosely coupled with reality. Barlow (1989) argues that
appraisals are tolerated to extent that they do not constrain activities. Appraisals
confer benefits upon appraisees too, placing an artificial reality and static sense upon
dynamic and unstable forces which allows them to continue to practice in an anarchic

way despite external pressure to change.

Hoggett (1996: 23), writing about new public management just before the new Labour

election victory suggests:

‘routine monitoring may... maintain an illusion or simulation of control within a
decentralised system; thus the experience that many staff have that nothing ever
happens after the inspection, review or audit has occurred. In fact perhaps, in these
cases nothing is meant to occur for this may be a form of symbolic policy making
largely designed to reassure anxious senior bureaucrats unused to operating on a

hands-off basis.’

Appraisal may function as a bureaucratic defence mechanism and reduce anxiety
(Barlow 1989; Pym 1973). As noted in the previous chapter, Menzies (1970) found
that nurses used bureaucracy to depersonalise relationships with patients as a defence
against otherwise unmanageable anxiety. Consultants may similarly be able to
transfer personal responsibility for decisions about patients, which would otherwise
be overwhelming, to the bureaucratic NHS appraisal process. If CA provides the
impression of regulation, NHS managers and clinicians do not have to explain the
discontinuities within public professional practices to the public. The dynamic of
power relationships is bound up with their intangibility (Barlow 1989) and managers
may not in practice be able to externally regulate clinicians. Managers and clinicians

may thus be able to avoid painful conflicts.

Barlow suggests that appraisal is mock bureaucracy — although he does not refer to
Gouldner (1954) directly. Gouldner (as noted in the previous chapter) argues that

‘mock bureaucracy’ exists where it is neither ‘legitimate’ nor ‘expedient’ to enforce
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externally imposed rules. In the mine he studied there was a ‘no smoking rule’ which
was externally imposed by the mine’s insurance company. Both management and
workers within the mine knew that there were no flammable products there and that
not only was smoking not dangerous but that it was necessary because it reduced
miners’ nervousness about working in difficult and dangerous conditions™. It was
therefore neither legitimate nor expedient to enforce the rule - it was only enforced

when external inspectors visited the site.

Given the judgement-based nature of professional practice and the demands for public
rationalised control over it, CA may be an example of mock bureaucracy which
provides the fagade of control within the professionalised organisational setting where

control is neither legitimate nor expedient.

But such mock rituals have personal social and economic costs (Pym 1973). They
may come to replace older rituals which hold a profession together (Carter & Mueller
2002). And Barlow (1989: 514) warns that the routinised recording of ‘trivialities’ in

appraisal can become an important end in itself:

‘Tendencies for accounting data to become ends in themselves and endorse the pursuit
of myopic efficiency in what becomes the routinized recording of trivialities. Thus
they create self-perpetuating deficiencies, which in turn generate less overt processes

of assessment by others.” (Barlow, 1989

Those ‘trivialities’ may become more important than other, particularly the less
tangible, aspects of patient care valued by professionals themselves. Consultants may
instead be forced to devote time to mock rituals rather than spending time improving
patient care. And mock rituals, by masking problematic issues may prevent the
personal (Argyris 1999) and political conflicts (Coopey & Burgoyne 2000; Rothman

& Friedman 2001) which are necessary for ultimate resolution of these conflict.

5The study was conducted in 1954, before it became widely accepted that smoking is dangerous. The
danger referred to is igniting flammable items rather than Health and Safety issues relating to passive
smoking in the work place. At the time of this study it was also believed that smoking reduced anxiety.
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5.7 Conclusions on appraisal

Appraisal is widely prevalent within private and public sector organisations, but it is
also much criticised and many studies express disappointment with it in practice
(Fletcher 2001). Therefore rigorous evaluation of CA 18 important as well as a good

understanding of how it might succeed or fail.

The first section of this chapter examined the more practitioner focused literature on
appraisal. This literature argues that context is crucially important both to individual
performance and to the way in which appraisal is implemented (Fletcher 2001).
Theoretically this literature is based upon the implicit or taken for granted
assumptions of neo-human relations writers; that appraisal is a beneficial process to
appraisee and organisation. The NHS context in which CA is set must be considered
central to any assessment of it. Indeed the NPM debate on professionalised

organisations has been discussed in earlier chapters.

Appraisal can be viewed as a two-way communication process about individual and
organisational goals (Murphy & Cleveland 1991). But appraisal is subject to a number
of ‘interpersonal distortions’ (Grint 1993). Many different often-ambiguous and
contradictory goals exist, particularly in complex work settings such as professional
health care organisations (Murphy & Cleveland 1991). Appraisal may be used as a
forum for resolving these competing claims (Winstanley & Stuart-Smith 1996)
adjudicated following a model of ‘due process’ (Taylor et al. 1995) in which certain
rules ensure that it is fair. Taylor and colleagues (1995) argue that the due process
model appears to be more favourably regarded by appraisal participants and leads to
more successful organisational outcomes than others. However the ‘due process’
model is likely to be subject to the same interpersonal and political distortions as

generic appraisal.

360-degree appraisal may also be useful in making appraisals fairer by providing a
number of different perspectives on an individual (Ward 1997). 360-degree appraisal
is not currently being used by either Trust in this study but there is some evidence that
it can be effective for clinicians (Hall 1999; Mason 2001; Ramsey & Wenrich 1999).

Although 360-degree appraisal is subject to the same caveats as generic appraisal, it is
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likely that it will be made compulsory nationally. It would provide more rigorous
evidence for the sections in the CA documentation about interactions with patients

and colleagues for which there is little adequate valid evidence at the moment.

Appraisal has been examined from a number of different social science based
theoretical perspectives. A Marxian interpretation of HRM or personnel techniques,
including appraisal, is that they exist to control appraisees, often doing so by
‘obscuring the commodity status of labour’ (Burawoy 1979). Soft HRM rhetoric
around appraisal, designed to secure compliance with organisational objectives,
obscures the reality that even in the public sector its purpose is to maximise efficiency
and accountability and reduce expenditure (Legge 1995). Much of the literature on
appraisal informed by social science examines the way that it controls the behaviour

of appraisees.

Grint (1993) believes that appraisal ‘socially constructs’ appraisees, shaping them

according to performance criteria rather than objectively evaluating performance.

Townley (1993a; 1993b; 1994; 1995) and Newton and Findlay (1996) have examined
appraisal from the Foucauldian standpoint. Townley argues that appraisal creates
categories and makes certain aspects of performance visible. People react in different
ways to the aspects of the jobs which are made visible and invisible by the process,
resulting in unforeseen changes in behaviour. There is evidence that such
categorisation may disadvantage women by making ‘macho’ aspects of performance
more visible and the traditional female contributed less so. Thus female professionals
seem to achieve less than their male peers (Thomas 1996; Wilson & Nutley 2003).
The way that CA is structured, the categories in its form and outcome of a PDP way
affect consultants” behaviour. However both the social constructionist and
Foucauldian perspectives assume that appraisees do not ignore or successfully resist

their appraisal ratings.

Appraisal may be necessary to appear legitimate according to the ‘institutional logic’
(Townley 1997) which dictates that all well run organisations must have an appraisal
system. But the theoretic rationality upon which appraisals are based clash with the

‘practical reason’ that professionals feel is integral to doing a good job (Townley
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1999). Professionals may resist an appraisal process and it may be neither legitimate
nor expedient to challenge this resistance. It may therefore be more appropriate for the
outward presentation to be ‘loosely coupled” (Meyer & Rowan 1977) with the reality
of how professionals engage with an appraisal system. Accordingly appraisal is seen
as little more than a ritual (Barlow 1989; Pym 1973) or ‘mock bureaucracy’
(Gouldner 1954) which legitimates management structures and serves as a defence

against anxiety and conflict.

This chapter extends the original conception of appraisal as a tool either to control
medical professionals or help them learn. Literature written for practitioners tends to
assume that appraisal is congruent with both the interests of the individual and the
organisation and that it can facilitate personal and organisational learning. Academics
are commonly more critical, suggesting that appraisal is likely to be used to control
professionals. However, a third possibility developed in this chapter is that appraisal

does neither, but is a mock bureaucratic ritual which serves a different function.

Having an appraisal process legitimates the way that organisations are managed to the
public, which demand accountability based upon rationality even when professional
practice cannot be controlled by such means. Simultaneously allowing professionals
to ‘loosely couple’ what they record as evidence in appraisal with messier and more
complex day-to-day practice reduces anxiety and conflict. However, mock ritualistic
appraisal alienates professionals. It is also time-consuming and diverts them away

from practically providing patient care and addressing problems.

The following chapter discusses the research methods with which some of these

issues were investigated in the field.
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6. Research Methods
6.1 Introduction

This chapter discusses the research methodology used to study the introduction of
consultant appraisal (CA). The thesis is primarily based upon data from interviews
with consultants and managers at two London-based NHS teaching hospitals.
Narrative extracts from interviews about CA and its context are explored. Interviews
are also categorised, counted and quantified which is unusual in what is primarily

qualitative research.

The chapter begins with a discussion of the subjectivist, social constructionist position
taken in the thesis, which aims to access a diverse range of individual perceptions of
CA. Although the methodology is primarily qualitative it does quantify qualitative
data. The choice of the case study methodology is justified, over a survey-based
approach, and the process of developing the case study i1s described, along with the

two hospitals in which individual cases are based.

Different data sources were triangulated, although most data emerged from
interviews. The interview process is described at length. Interview data was
transcribed, categorised and coded, then deductively and inductively theorised and
displayed within a typology and charts. Categorisations are quantified in order to
compare the perceptions of different demographic groups. These procedures are
described, justified and explained in the final section of the chapter which closes with

a discussion of research ethics.
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6.2.1 Epistemology, perspective and reflexivity

Epistemology is the branch of philosophy which is concemed with assumptions about
how knowledge is obtained or created. Ontology is concemed with what can be
known (Lincoln & Guba 2000; Fulop et al. 2001). Objective epistemology is built
upon the belief that something can be known through independent observation; that
the world exists independently of our knowledge of it. Subjectivist epistemology
makes no claims about whether reality exists independently of the observer but
assumes that knowledge is mediated by experience; it is filtered through the knower
and therefore affected by cognitive, social and cultural forces. Accordingly,
subjectivists argue that the notion of objective knowledge is a myth (Lincoln & Guba
2000). The thesis takes a subjectivist epistemological position; it attempts to present a
range of subjective perceptions of CA rather than an objective, scientific or positivist

picture.

The thesis takes a social constructionist perspective on CA, which is associated with
the subjectivist position (Denzin 1998). Social constructionism is the ontological
position that social phenomena and their meanings are continually constructed;
through implicit understandings - built up from shared histories and experience - and
Interaction or negotiation between social actors. The way people think and talk about
phenomena, categorisation and language, are not real or objective but produce the
beliefs of members of society. Reality is therefore not so much objective but
objectified (Bryman 2001; Hatch 1997). This contrasts with the realist view that there
is an external reality to be analysed separate from descriptions of it. Constructionists
propose that we need to become more conscious of the processes of social interaction,
construction and interpretation of phenomena and their backdrop of shared

understandings, practices and languages (Schwandt 2000).

According to this perspective, consultants construct their own organisational reality of
hospitals and CA, sometimes overlooking objective features which might contradict
these perceptions. When consultants and managers uses a term like ‘appraisal’, they
construct it by collecting and analysing information in a particular way. This may, for
example, be based upon their personal experiences of the CA in situ or prior

experiences of management or audit. Managers in the Department of Health may
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alternatively construct CA based upon data they have about its effects in the NHS as a
whole. CA 1s constructed through the interaction and negotiation these between
actors’ different experiences and constructions of the process. This thesis,
accordingly, attempts to illuminate how consultants and managers perceive CA,

interact, and hence socially construct it.

For social constructionists, both researchers and research subjects present a specific
version of reality. It is important for a researcher, particularly one taking a social
constructionist perspective, to reflect upon and be explicit about how they too
construct reality. Alvesson and Skoldberg (2000), describing their ‘reflexive
methodology’ for qualitative research, argue that reflexivity on the part of the

researcher about how they construct reality is a central part of the research process.

6.2.2. Reflexivity

Wolcott (1994) argues that we must acknowledge our own subjectivity as researchers.
I tried to remain conscious of my own values and did not assume that the research was
whoily ebjective and independent. T was also aware that this study was predominantly
based upon the voice of the medical professionals. Some consultants’ and managers’
views were more appealing to me than others; whether or not this was because they
were objectively ‘better’ than the views of others I cannot say objectively. The thesis
therefore aims to provide more of an accurate picture of how different actors perceive

CA - including the researcher - rather than an object representation.

There is an ongoing debate about the extent to which research can and should be
value neutral (Denzin & Lincoln 2000). Although the research aims to provide an
accurate representation of CA it is also ‘partisan’ (Silverman 1994) and ‘phronetic’ —
it aims to ‘do good’ in a pragmatic way (Flyvbjerg 2001). As aresearcher, I wanted to
provide insights which might benefit those affected by the research phenomena. As a
researcher, particularly one who required organisational access and the cooperation of
those leading CA in the case organisations, I started the thesis with the view that
appraisal could be useful within the NHS. It could benefit the consultants being

appraised and their patient care.
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Management is not just about disciplining labour but also about the production and
distribution of socially useful goods and services (Alvesson & Willmott 1992).
Providing free health care to the public is a valuable goal, particularly to those who
could not otherwise afford to pay for it. If NHS health care can be organised more
effectively, in a way that on balance does benefit staff and patients, then such a

change should be welcomed.

However assessments of quality and effectiveness are contested and extremely
difficult to assess (Ovretveit 2002; Ferlie, Aggarwal & McGivern 2002). As a starting
point, it is useful to evaluate the effects of CA in its own terms and according to its
own goals. I therefore evaluate CA against the NHS modemisation agenda’s crude
notion of ‘improving the quality of patient care’; how does CA affect the quality of

patient care?

The research was also coloured by two experiences in particular: an interest in
theories of organisational learning and knowledge management which I developed
during the course of a MA in Organisational Analysis and Behaviour at Lancaster
University Management School; and experience of inert bureaucratic NHS structures
working as a consultant to the NHS conducting staff satisfaction surveys before the
start of this PhD. Thus from the start I was interested in the concepts of learning and
knowledge management but aware that introducing a learning process might be

difficult.

6.3. Qualitative and quantitative research; ‘paradigm wars’ and ‘bricolage’

Bryman (2001) argues that one of the main distinctions in research methods is
between quantitative and qualitative research; the former based upon some
quantification and a positivist or natural science epistemology; the latter using words

and a constructionist epistemology, which is value-laden.

Denzin and Lincoln (2000: 3) define qualitative research as:
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‘a situated activity that locates the observer in the world. It consists of a set of
interpretive, material practices that make the world visible. These practices transform

the world. They turn the world into a series of representations.’

Qualitative researchers are commonly concerned with describing the experiences of
individuals, rather than simply populations overall, often using ‘thick descriptions’
(Geertz 1973; Geertz 1999) to explain them (Denzin & Lincoln 1998; Denzin &
Lincoln 2000). Qualitative researchers take a pluralist view; they accept that different
groups (in this study, for example, clinicians, managers, clinical managers, those
making policy in Government departments) may view the same process in different
ways. They usually believe that it is important to give voice to the silent, describing
minority experiences or those which may otherwise be invisible; thus seeing new data

and interpreting phenomena in original ways (Oakley 2000).

Pawson and Tilley (1997) and Oakley (2000) argue that there are ongoing ‘paradigm
wars’ between quantitative and qualitative researchers and the latter is generally seen
as the ‘poor cousin’, particularly in the medical context in which this study was
situated. Quantitative researchers emphasise measurement and objective causal
analysis of relationships between variables in order to reveal reality. They attack
qualitative research for being ‘soft science’ because it suggests than this is often not
possible. Sociology, the discipline upon which organisational studies is primarily
based (Ferlie 2001), is not seen to be a ‘proper’ science because it does not easily lend

itself to positivistic quantification.

Qualitative researchers defend themselves against these attacks by pointing out that
many different versions of truth exist and yet quantitative research attempts to
legislate one version of truth. And they argue that good qualitative research can be

more rigorous and is in fact more difficult to do well (Yin 2003).

Today there is widespread agreement among qualitative researchers (for example
Alvesson and Skoldberg, 2000; Silverman, 1994; Bryman, 2001; Oakley 2000; Miles
and Huberman, 1994; Fulop et al., 2001; Denzin and Lincoln 1998; 2000) that

quantitative and qualitative research can be usefully used together. Although at the
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extremes some still believe that ‘no good sociologist should dirty their hands with

numbers’ (Oakley, 2000: 36).

Oakley (2000) suggests that too much time and effort is going into informing and
conducting paradigm warfare. Alvesson and Skoldberg (2000) describe those who
perpetuate the ‘unproductive’ qualitative-quantitative debate as ‘troublemakers’, and
agree that quantification of qualitative can be very useful. They argue that ontology
and epistemology, rather than a qualitative or quantitative method, determine good
social science. Silverman (1994) agrees that research questions can be answered in
different ways and usefully triangulated using different methodologies as well as data
sources. Neither ‘qualitative’ nor ‘quantitaﬁve’ methods alone are sufficient,

quantification and thick description can be mutually useful.

Bryman (2001) also argues that the distinction between qualitative and quantitative
research is a false one, and that the use of a particular method does not necessarily
imply an epistemological position. He points out quantitative researchers do often
interpret data and impute meaning to it. Conversely qualitative researchers do
frequently quantify qualitative data, or.engage in quasi-quantification by using terms
such as ‘some’, ‘often’ or ‘many’. Bryman cites the work of Gabriel (1998) who, in
his research on story telling, categorised and counted the number of different types of
stories in different organisations to give a sense of relative presence. Quantification of
qualitative data may be useful for putting anecdotes in overall context and uncover
whether they can be generalised. Conversely qualitative research may draw out
reasons for relationships in quantitative data. And the two methods can be used

together to triangulate findings (Bryman, 2001).

Bryman (2001) is keen to break down the qualitative-quantitative divide and, where
appropriate, use both methods to enhance research, although this ‘multi-strategy
approach’ is not a universally applicable panacea; researchers need to know how to do
good qualitative and quantitative research. And where resources are limited, it may be

better to use one method well than to do both superficially.

Fulop et al. (2001) argue that most disciplines, including organisation studies, have

researchers using qualitative and quantitative methods. What 1s more important than
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being qualitative or quantitative is that they share paradigms, for example both agree
that numbers and narratives are representations of the world, and that research is
conducted well. Oakley (2000) too believes that the credibility of the researcher,
whether qualitative or quantitative, is the vital element in research. Their findings
must be based upon sound trustworthy methods rather than ‘untrustworthiness of
uncontrolled feelings.” A researcher must therefore be explicit about the methods he
or she uses, and leave an audit trail so that a future researcher could repeat the study

to validate its findings if necessary.

Rather than strictly adhering to a purely quantitative or qualitative approach to
research, this thesis draws upon both in a ‘trustworthy’ way. Denzin and Lincoln
(1998; 2000) argue that a qualitative researcher is a bricoleur, a “jack of all trades”
who pieces together a ‘bricolage’ of different practices in order to find a solution to
the problem or question they are addressing. They use different methods to provide an
in-depth understanding of a subject, triangulated by the use of different disciplines.
and offer the prospect of inventing new creative ways of investigating and seeing the

world.

This study is primarily based upon ‘thick descriptions’ (Geertz 1973; Geertz 1999).
which are narratives extracted from interviews to describe experiences and opinions
of CA and its context. These descriptions were often responses to questions in the
interview pro-forma, based upon prior theorising about CA as a mechanism of control
or to foster learning. Narratives, prompted by questions in the interview pro-forma,
were combined with a more inductive method using comparative charts and a

typology which categorise, count and rate interviewees’ views of CA.

This approach drew heavily on Miles and Huberman (1994), perhaps the most
quantitative of qualitative researchers, who describe how using a ‘mixed model’ of
narratives and ‘variable analysis’ provides ‘hybrid rigor’ in research. The typology
and charts, developed in the thesis, enabled individual accounts to be seen in overall

perspective, avoiding over-weighting vivid individual accounts of CA.

As Oakley (2000: 28) points out, reducing qualitative or narrative data by coding is

doing no more than describing it and making the rules for description as explicit as
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possible. Categories, codes and counts were derived from thick descriptions. A
colleague then checked coding to ensure that it was reliable. Coding and
categorisation can provide a ‘new way of seeing’ (Boyatzis 1998) qualitative data. In
this study categorisation and counting provided a clearer insight into understanding of

CA than narrative and description alone.

The thesis takes a more quantitative approach to qualitative research than is common,
particularly drawing on the work of Miles and Huberman (1994) which is discussed in
more depth later in section 6.9.2. Quantification of qualitative data in this study may
be less controversial to contemporary qualitative researchers. But as a junior
researcher conducting research on medical professionals, who are traditionally more
convinced by ‘hard’ scientific methods like randomised control trials, it was important
to show that results were rigorously derived and replicable. Quantifying qualitative
results made them less contestable to medical professionals more used to quantitative

research.

Consultants’ experiences of CA differed. Categorising and counting provided a sense
of the relative prevalence of different experiences and a new way of seeing data as a
whole. Quantification in this study triangulates more descriptive data, which is used to
describe how and why consultants’ experiences were different. The thesis’
explanation of CA is more powerful because quantification and descriptions
triangulate; by far the largest number of consultants’ experienced fitted with the

explanation of CA that the thesis provides.

6.4 Surveys

A large-scale postal survey could have been used to research CA. This would have
provided more objective answers to questions and canvassed the opinions of a larger
number of individuals. However there would have been a risk of a low response rate.
And although this study was initially theoretically informed, it was unclear at the

beginning of the study what the right questions were.

Another issue with surveys is that they can also be subject to error in collecting data

relating to attitudes, behaviour and social. Pre-coded response choices may not be
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sufficiently comprehensive to capture all possible answers. Respondents may make
forced choices which do not represent their actual opinions. Structured questionnaires
are more useful for collecting data which is unambiguous and easy to count, and

therefore amenable to quantitative data analysis (Bowling 1999).

It emerged that research participants in this study had unexpected and diverse
experiences and perceptions of appraisal and therefore a postal survey could not have
captured the findings which emerged from semi-structured interviews. Narrative data
derived during the interviews was coded, ‘chunked’ (Wolcott 2001) and quantified at

the end of the study thus making it more amenable to survey research.

It would be interesting to test the wider replicability of the thesis’ findings using a
survey-based approach, particularly in different kinds of hospitals, smaller District
General Hospitals, those in different geographical regions and in non-teaching
hospitals for example. However given limited time and resources this has not been
possible so far. The thesis was therefore based upon the case study methodology,

which assumes that the researcher cannot know issues from the outset of the research
(Stake 2000).

6.5.1. Case studies

This thesis is based upon case study research methodology (Yin 2003; Stake 2000;
Eisenhardt 1989) which is a common method in qualitative research. For Stake (2000)
a case study is not a methodological choice rather a choice of what is studied. Cases
should be organised around issues of ‘intrinsic interest’ set in context within a

bounded system.

Case studies are the most appropriate research method for understanding
contemporary phenomena such as consultant appraisal situated within a wider
context, when how or why questions are being posed, when the investigator has little
control over events, and when the focus is on a contemporary phenomenon within

some real-life context (Yin 2003).

The choice of the case study method was broadly determined by three factors:
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1) Despite an extensive review of literature on the topic, at the beginning of this
project, I did not know what data would emerge from the research; the study
initially had a loose organising framework but no predefined hypotheses
amenable to quantitative analysis.

2) The how and why questions, rather than only explaining what, were crucial to
understanding the CA.

3)  The events surrounding the introduction of CA were uncontrollable, occurring in

a real-life context, developing over time.

Case studies occur at the individual interviews level, at the level of patterns of
findings across cases, across findings of entire study. for normative questions,
conclusions and recommendations. In this thesis, case studies of CA are conducted at
the individual level capturing how individual consultants and managers experienced
the introduction of the process. Different perceptions are triangulated comparing,
contrasting and explaining commonality and difference. Comparative case studies
provide greater research rigour than single cases (Yin 2003). Researching in two
independent hospitals provides greater anonymity and confidentiality for respondents
too. Confidentiality was vital to making this study ethical. In cases where
interviewees could be identified, specific or detailed demographic comparisons were

not reported. Thus detail and confidentiality need to be balanced.

Sub-cases within generic case studies can also be analysed (Stake 2000). Cases were

grouped demographically by:

¢ clinical and medical directors vs. managers vs. non-managerial consultants;
. organisation;
. gender;
. age group;
. academics vs. non-academics;
S medical specialty;

° seniority.
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Carefully recording demographic information at the time of interview helped
significantly with this categorisation. Baker (1997) suggests that such categorisation
can be grouped according to how respondents use categorisation. Cases were also
grouped according to their views of appraisal. Eisenhardt (1989) recommends that
cases should be compared in pairs noting similarities and differences. In this study,

very positive and negative experiences of appraisal could be contrasted.

The purpose of a case is not to represent the world but to present the case. One of the
issues with case studies is that only weak generalisations can be made from them.
Case studies are prepositional and experiential. Commonly they take a social
constructionist approach, telling the story (of the cases) and describing personal
experience. Such stories are often unstructured and need to be recounted in a more
structured way to enable the reader to comprehend them. But in order to do so,
researchers must spend extensive amounts of time within the case and make ‘personal
contact’ with the subject, taking care not to bias findings cr to ‘go native’ - and
unwittingly adopt the views of interviewees. The core requirernent of case study
research is for the researcher to be reflective from within ‘the thick’ of the case

phenomenon (Stake 2000).

Case studies commonly use analytical induction (Bryman 2001) for theorising,
starting with tentative hypotheses which are tested using cases and then re-theorised if
theory does not match findings. This research on CA could have been based on
‘grounded theory’ (Glaser & Strauss 1967) or an ethnographic research methodology
(Becker 1961; Foote Whyte 1993; Tedlock 2000) but there was a risk of ‘drowning in
data’. There was also already well-developed literature on appraisal, professionals,
new public management, organisational learning and knowledge management which
provided a loose theoretical framework and tentative hypotheses. The theoretically
informed case study method therefore seemed to provide a balance of structure and

flexibility with which to begin the research.

Case studies should be treated as a serious and formal research craft in order to
improve the quality of health services research (Yin 1999). Cases can be used for
evaluation purposes and to influence policy in health care, ‘cases studies are valuable

where policy change is occurring in messy real world settings, and it is important to
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understand why such interventions succeed or fail’ (Keen and Packwood, 2000: 51).
Keen and Packwood (2000: 56) suggest that early fieldwork should identify and refine
specific research questions. Data is collected in order to test specific hypotheses.
Over time it can be used to develop an analytical framework that will facilitate
interpretation of findings. Framework should not be imposed on the data, but derived
from it during the evaluation, ‘the case study approach, properly used, can be viewed
as a strategy for combining data and methods systematically in order to validate

findings.’
6.5.2. Conducting case study research

Eisenhardt (1989) is a useful source of advice on conducting and beginning case study

research. She describes the following steps of starting research.

Define the research question: The research question in this study was defined
partially while negotiating access to the first research site and by the phenomena
under investigation. Consultant appraisal was selected as an important contemporary

issue affecting an important group of professionals in health care.

Define hypotheses: The research was initially informed by literature. Examining
literature conflicting with and similar to findings adds to confidence in results but also
presents an opportunity to be more creative by juxtaposition. Linking results to
literature is crucial to theory building (Eisenhardt 1989). Eisenhardt argues that the

ideal, which in practice is impossible, is to begin with a ‘clean theoretical’ slate.

This research did not bagin with a clean theoretical slate; it was informed by theories
of professionalism and learning because CA was originally described in learning
terms in policy documentation (Department-of-Health 2000) and consultants are
professionals. It therefore made sense to have an initial understanding of these two

theoretical frameworks.

The choice for the study to be theoretically informed was also determined by the need

for organisational access; gatekeepers (individuals who facilitate organisational
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3)

4)

access) in the case hospitals needed to understand what the study was about before
they would agree to allow access. It was also important to ensure that gatekeepers
could see potential benefits from participating in the study, how appraisal could be
better used for managing knowledge and facilitating individual and organisational

learning.

Develop an interview protocol with which to test theoretical hypotheses: An
interview protocol was developed according to the interesting themes that emerged
from the literature review and some informal interviews in the case study

organisations.

Remember that questions and constructs are only tentative: During the course of
interviews it became apparent that certain questions were more or less relevant to
consultants' experiences of appraisal. Themes (such as ‘box ticking’, ‘game playing’
and that the nature of professional knowledge) emerged as more central to appraisal
than had been previously considered — indeed ‘box ticking’ had nct been considered
at all. Conversely other issues (particularly organisational learning) appeared to be
less relevant to the research than might have been previously thought. Tentative

constructs were vital to representing data accurately.

6.5.3. Selecting cases

This thesis compares individual cases within two large London-based teaching
hospitals each affiliated to different medical schools. The Economic and Social
Research Council and Hammersmith Hospitals NHS Trust (HHNT) partnered to
sponsor this thesis. As such I was initially provided with access to one hospital case
study, indeed one of my PhD supervisors is the appraisal lead at HHNT. I was also
able to attend an appraisal training day (on 15™ January 2002) at a Barts and The
London NHS Trust (BLT), where I made contact with the Clinical Director leading
CA and interested him in my research. After exploratory meetings with this Clinical
Director and with the Medical Director of BLT, the research proposal was put before
and approved by a consultant committee. After submitting an application to the local

NHS research ethics committee, I was then granted research access to this second site.
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In both organisations, the clinical directors leading CA and medical directors have
agreed to sponsor the research in return for an overview of the research findings. This
has ensured excellent access to research subjects, but it is important that the research
is, and is seen to be, independent and not captured by any of these sponsors.
Relationships with both organisations remain strong, both were very supportive of the
research and neither attempted to steer its direction nor restrict access in any way to
research subjects. This is perhaps surprising given the potentially political nature of

the study and its findings.

Both organisations will receive summative reports on findings at the end of the study

which will be presented to consultants and managers at feedback workshops.

6.5.4. Hammersmith Hospitals NHS Trust

Hammersmith Hospitals NHS Trust ié affiliated to the Faculty of Medicine at Imperial
College, University of London, one of the elite medical schools in the UK, receiving
the highest possible ratings for the quality of its research. Many of the consultants
working for the Trust are world leaders in their field, involved in innovative and
pioneering research, indeed patients are often sent to Hammersmith Hospital when no

other hospitals are able to treat them.

The Trust is located on four sites, with two large and two smaller hospitals and it
serves a deprived population in West London containing a high proportion of ethnic
minorities. It employs over 4000 staff, including almost 300 consultants, has an
annual income of almost £300 million and provides services for over 460,000 patients
per year. The Trust was two ‘star rated’** in 2002 and 2003 by the Commission for
Health Improvement (now the Health Care Commission), the body which inspects
NHS organisations. In 2004 it received three stars, paving the way for it to become a
more independent ‘Foundation’ Trust. HHNT did not provide data for CA in 2003%
but in 2004 received the highest possible rating of ‘5’ for CA, meaning that 99% or

more of consultants received an appraisal.

*www.chi.nhs.uk
 http://www.chi.nhs.uk/Ratings/Search/SearchResults.asp? Trust Type=A
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HHNT had developed its own appraisal system a year before the NHS one was
introduced in April 2001. Consultant appraisal was led by a highly respected clinical
director with a genuine belief that appraisal should be of value to consultants.

Appraisal was seen to be owned by medical professionals in HHNT.

6.5.5. Barts and The London NHS Trust

Barts and The London NHS Trust is affiliated with Queen Mary's Medical School,
University of London. The Trust serves the population of East London, one of the
most deprived areas in England, with a high proportion of people from ethnic

minority communities, a large number of refugees and high rates of illness.

The Trust was created in 1994 through the merger of three hospitals; the Royal
London Hospital and the London Chest Hospital which are both in deprived areas;
and St. Bartholomew’s Hospital (Bart’s) which is based in the City of London and is
the oldest hospital in the UK, dating back to 1123. Bart’s is consequently proud of its
prestigious traditions and some identity-based tensions still exist between consultants

from the different former hospitals.

The Trust employs over 6,500 staff, including 6ver 300 consultants, has an annual
income of £350 million and serves over 500,000 patients each year. The Trust was
two ‘star rated” by the Commission for Health Improvement when the study began in
2001/2, subsequently became one-star rated in 2003 and again was two-star rated in
2004. In 2003 BLT received a rating for appraisal of 2/5 (meaning that between 60
and 90% of consultants were appraised according to CHI criteria) and in 2004 ‘3’ for

CA (meaning 85-99% of consultants were appraised).

Consultant appraisal was initially led by two Associate Clinical Directors in
Postgraduate Medical and Dental Education, and as in the other Trust, both had a
genuine belief in the potential value of appraisal to consultants. However after the
first round of appraisals management argued that the percentage of consultants
appraised had been too low and management was unable to get the data they wanted
from the system. A split occurred between Trust management and Continuing
Medical Education and as a result the CA process was taken over by the Human

Resources Department.
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It became apparent even at the initial appraisal training day when I first came into
contact with the Trust that there was an issue over ‘job planning’ in appraisal (far
more so than in HHNT), whether it was useful or could reflect what consultants do. It
will be interesting to follow BLTs consultants’ response to appraisal led by HR (i.e.

management) rather than Postgraduate Medical and Dental Education (i.e. clinicians).

6.5.6. Replication logic

It is vital that cases must be tested according to the framework or according to
replication logic. Validity and replicability are key to good quality case studies (Yin
2003). Clear comparisons can be made between individual consultants and managers
within the two hospitals. The two organisations make excellent comparative cases due
to their broad similarity (Yin 2003) in terms of size, location and structure. Although
they cannot be said tc be totally representative of hospitals throughout the UK, similar

findings in both organisations would point to a general pattern in British hospitais.

6.6 Triangulation of data sources

The cases were based upon different data sources so that results were ‘triangulated’
(Eisenhardt 1989; Yin 2003). I participated in informal non-participant observation to
gain a better lived understanding of consultants’ practice. This included observation
of an appraisal training workshop at BLT, where I observed the training provided to
appraisers, the reaction of consultants to the specifications of the scheme and informal
conversations with consultants about CA. This provided useful initial data about the
kinds of issues which were likely to be central to the research. Job planning, for
example, emerged as a key issue. It also enabled me to have informal conversations
with consultants about the topic. I was also able to conduct some informal
observation, including while waiting to interview consultants which provided valuable

background data about the way that consultants practice.

A second key source of data was NHS and hospitai-specific documentation. The NHS
letters and protocols needed to be analysed to understand how the CA scheme was set

out. I examined consultants’ appraisal ‘folders’ containing evidence of practice and
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appraisal forms, where they were willing to share them. Such analysis was limited by
the confidential and sensitive nature of this data which was covered by the 1998 Data

Protection Act.

HHNT conducted a survey on CA which I was able to triangulate with my own
results. The overall themes which emerged in the survey coirelated with the findings
of the interviews, however its tone was more positive than interviews. HHNT was
more positive about appraisal than BLT, but questions have to be asked about the
relative merits of interview versus survey methods. This issue is further analysed in

chapter 7.
6.7. Interviews

This thesis is predominantly based upon interview data. Approximately 700
consultants (the number of consultants in both organisations) were contacted by letter,
dated 22" January 2003, which was co-signed by researcher and the appraisal leads
(both Clinical Directors) in both Trusts (see appendix 5). It was written on Imperial
College Business School headed paper, explaining the importance of the research and
asking for volunteers. The research was perceived to be independent of either Trust.
This fact, combined with the effects of the Imperial College ‘brand’ and the support
of the appraisal leads, provided credibility and respectability for the research. It

ensured a reasonable response rate to the letter.

44 consultants responded and volunteered to be interviewed. Although this represents
only approximately six percent of the overall consultant body, this response rate is
acceptable given that consultants in the two Trusts were both very senior and busy.
From the outset of the research, the clinical director leading appraisal at HHNT was
sceptical about eliciting cooperation with the study from consultants. In addition
certain key consultants who had not responded were contacted directly by email or
phone and asked for interviews. These included individuals such as the Medical
Directors, a sample of senior managers, including HR Directors at both Trusts and

those involved in appraisal.
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Why did people volunteer to be interviewed? Some were interested in appraisal.
Others had strong feelings for or against appraisal, or indeed management more
generally. Others were generally supportive of research. Volunteers may simply have
had more time available and were interested in talking to an external researcher from

a non-medical discipline about the NHS.

The demographics of interviewees are roughly representative of the consultant body
as a whole but it is impossible to know for sure whether the research represented

views of the silent majority.

80 semi-structured interviews were initially planned across both organisations with
some senior managers but mostly with consultants. Interviewing concluded when no
new data scemed to emerge from additional interviews. Interviews were conducted
with 54 consultants (approximately 8% of the consultants in the two hospitals). These
included 14 professors, 10 current clinical directors® and three former clinical
directors. The interviews roughly represent different sections of the consultant body
as a whole (see chart below). They included: appraisers and non-appraisers;
academics and NHS-employees; those in different trusts; on different sites; different

medical specialities; ages; seniority; sex; and length of service.

The chart below shows the numbers of interviews conducted in each trust, broken
down by category where such a categorisation is possible. The figures in brackets
approximately indicate the total number of individuals in this category who could
have been interviewed, where this figure is available, and hence percentage of the

overall population.

*® These included clinical directors who worked as consultants in the cases study organisations
but were also medical or clinical directors in other Trusts. They therefore reflected on their
experiences in and outside HHNT & BLT.
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BLT HHNT
Managers 4 5

All Consultants (of total number in Trust”’) | 25 (of 400 =6%) | 29 (of 320 = 9%)
Clinical Directors 6% (8+) 4 (13)

Former Clinical Directors 1 2

Appraisers 15 14

Appraisee only 10 15

Professors 5 (of 39 = 13%) 9 (of 43 =21%)

Academic contract

8

16 (of 120 = 13%)

NHS contract 17 13 (of 200 = 6.5%)
Men 15 21 (of 250 = 8.5%)
Women 10 8 (of 70=11%)

British Medical Association

General Medical Council

o

9 senior ‘managers from the hospitals were interviewed (including HR directors,
general managers of directorates, and those involved in appraisal and job-planning).
Two informants were interviewed from the General Medical Council (GMC), the
body that regulates the medical profession, and one from the British Medical
Association (BMA), which represents the medical profession. One notable missing
interview was with a representative of the Department of Health. Although T
contacted the Department, I was unable to arrange an interview with someone
involved in consultant appraisal there. As far as was possible this represented the

range of stakeholders involved in appraisal.

Interviews, conducted between February 2003 and July 2004, lasted between 30
minutes and two and a balf hours, usually about an hour in duration. Demographic
information about each interviewee was recorded so that the views of different groups
could be compared at a later stage. Following the advice of Eisenhardt (1989)

interviews followed a protocol of neutrally phrased questions (see Appendix 5),

7 Approximate number where a rough figure is available.
% Including Clinical Directors in other Trusts working as consultants in the case organisations.
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testing tentative theoretical hypotheses, exploring attitudes to appraisal, its specific

details, effects and wider context.

The two tentative hypotheses, based upon a literature review, were developed before

any interviews were conducted:

e Hypothesis 1: Consultant appraisal facilitates reflective practice, personal and/or

organisational learning and knowledge management.

® Hypothesis 2: Consultant appraisal is a tool used by management to control

consultants.

Yin (2003: 28) comments on the need to develop theory before conducting cases. The
thesis uses a method of analytical induction (Bryman 2001) for theorising, starting by
testing a tentative hypothesis and then re-theorised if the theory does not match the
cases. A third hypothesis, relating to appraisal as a ‘ritual of verification’ (Power

1997), emerged during interviews.

In addition to generic theory on appraisal, the study was grounded in two theoretical -
frameworks: professionalism and learning (including organisational and individual
learning theories). This was because: (1) consultants are professionals and therefore it
is important to understand what a profession is and how managerial processes might
affect them; (2) appraisal is defined by the Department of Health in ‘learning’ terms
and therefore we need to understand what learning means; (3) a theoretically
framework research framework facilitated organisational access. The case study
organisations were keen for research to take place which might help them understand
how to make CA work better. If the research had been couched in critical theory, for

example, they might have been more reluctant to agree access.
I developed a semi-structured interview protocol to probe interesting theoretical and

empirical issues, based upon interesting literature review, informal conversations and

observations in the case organisations. The protocol evolved over time as it became
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obvious that certain issues were more or less relevant than had initially been believed

and new issues emerged.

The protocol for consultants contained three sections. The first section was
specifically for those who were appraised but not appraisers. The second section was
for appraisers (who were also appraised). The third section was for appraisers, non-

appraisers and managers. This tested general perceptions of the process.

Early questions were easy to answer and non-threatening whereas latter questions
might have been more provocative. In section one, interviewees were asked about
preparation for CA, who appraised them and their formal relationship with this
person. Then the protocol moved on to questions about the atmosphere in the
interview, how performance was assessed, and then how conflicts or difficulties were
addressed. Finally, interviewees were asked about tangible personal and

organisational changes resulting {frem appraisal.

Section two was for appraisers. It probed influences on management style and the
proporticn of time devoted to management as opposed to clinicai practice. Appraisers
were asked who they had appraised, about the atmosphere they tried to create, how
they evaluated performance, discussed difficulties/contlicts, and followed up on
interviews. Other questions attempted to address how the process had changed over
time, about any organisation changes resulting from CA and explored their
understanding of learning and whether they felt the Trust was developing a learning

culture.

In the third section, all interviewees were asked if appraisal was something new or
was a reinvention or formalisation of a pre-existing process, whether it was an explicit
attempt to manage clinicians, CA’s key strengths and weaknesses and their opinion on
360-degree appraisal. Finally broader contextual issues affecting CA were discussed,
including stories about making organisational changes. The interviews concluded with
a request for an overall summary of the impact of appraisal on both individuals and

their organisations and any other comments that might not have been covered.
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Interviewees were asked how they felt after the appraisal. This question seemed to
confuse some people. Some asked for clarification about what I meant by ‘feel’ or
answered in rational or intellectual rather than emotional way. For example, they
prefixed by the words, “I think...” Fineman (1993; Fineman 1997; Fineman 2000) in
particular, but also others, such as Oakley (2000) and Sturdy (2003), have commented

upon the importance of emotion in organisational research.

Metaphors can provide interesting ways of understanding organisations (Morgan
1986). The third section began with the question, ‘what is the first word, phrase or
metaphor that springs to mind when you think of appraisal?’ This attempted to bring
to the surface sub-conscious or emotional reactions to appraisal. As with the earlier

question on feeling, this was somewhat confusing for some interviewees.

Interviews were semi-structured friendly ‘grounded conversations, fluid rather than
rigid’ (Yin, 2003: 89) to allow interesting topics to emcrge which were not on the
original protocol. Structured interviews can be contrasted with humanistic ‘depth
interviews’ where interviewer and interviewee become peers or even companions

(Reason & Rowan 1981, Silverman 1994).

It was important to establish a good relationship with interviewees, for interviewees to
trust the interviewer and reveal more in-depth “thick descriptive” (Geertz 1973;
Geertz 1999) data. But at the same time a structure was uscful in ensuring that a range
of issues was covered and ‘replication logic’ (Yin 2003) and that interviews were

consistent.

Wolcott (1994) directs researchers to use as much primary data in a final account as
possible, to let informants speak for themselves. Interviewees were not overly
challenged about their views, even when in some cases I wondered whether they
might be exaggerated or ‘espoused theories’ rather than ‘theories in use’ (Argyris

1999).

In essence I took a ‘person centred’ (Rogers 1977) approach to interviewing, drawn
from training in counselling. I often ‘mirrored’ interviewees to make them feel

comfortable. In some instances I had to explain that even though I worked in a
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“business” school and was not a clinician, I was not a “manager” and was neutral
about the CA process. In contrast several interviewees asked me at the end of the
interview what my medical background was, assuming that I was a clinician (which I
am not). This may say something for my interviewing style. I was conscious however
of avoiding the cardinal sin of ‘going native’ maintaining some critical distance from

consultants to avoid being co-opted into the perceptions of informants.

According to my broadly constructionist/symbolic-interpretive perspective, 1
interviewed participants to uncover their perceptions of appraisal rather than to find a
single reality of what appraisal is. Bryman (2001) suggests that we should focus on
interviews as a narrative construction of the world providing access to the world
views of participants. He acknowledges however that this may hide implicit

assumptions.

Eisenhardt (1989) comments that the researcher should stop adding cases (interviews)
at ‘theoretical saturation’. Pettigrew (1988) cited by Eisenhardt (1989) writes about
the dangers of ‘death by data asphyxiation’. In practice stopping is combined with
pragmatic considerations of time and money. After approximately fifty interviews,
data began to become saturated. I was hearing the same themes time and again. At

this point I decided it would be more useful to vary interviewing technique.

Three consultants were re-interviewed immediately before and after their appraisal
interview. At the same time their appraisers were interviewed too. It was interesting to
see CA ‘live’ rather than retrospectively and to was get different perspectives on the
same interview from appraiser and appraisee. Another consultant was re-interviewed
alone some time after their second appraisal. It was useful to track how consultants’
views of CA had changed during the period of research. This also allowed emergent
theory and findings to be tested on doctors, to check that they fitted with their
experience (Wolcott 1994) and to ‘probe emergent themes’ (Eisenhardt 1989). It
would have been useful to conduct more follow up interviews of this kind, and indeed
to re-interview consultants at a later stage, but limited time and resources prevented

this.
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The context in which the study was set evolved over time. Interviews began during a
period of conflict between the British medical profession and the Department of
Health over the ‘new consultant contract’. They agreed a new contract towards the
end of the interviews. One might expect some gaming by consultants at the start of the
research because they did not know how CA would affect them in future and perhaps
less after the new contract was agreed. The new consultant contract aims to reward
the consultants who ‘do most for the NHS’ and as such there remains a question as to
whether appraisal be used in future for performance management and/or to determine
pay. The new contract offers better rewards but stipulates that consultants must

account for and be more specific about what they do, where and when.

6.8. Transcribing and Coding

Interviews were recorded on minidisk and transcribed to increase data accuracy and
provide access to data. Perakyla (1997) comments that transcription is a skill that can
only be acquired through long training and it is best for new transcribers to be
supervised by someone more experienced. Unfortunately this apprenticeship was not
possible as time scale for this research was short. I had to learn on the job, for
example, how to note pauses and laughter. Yet, as the person who conducted the
interview, perhaps I was in a better position to remember when these things appeared
significant in interviews. Transcribing, although an extremely time consuming

process, provided an opportunity to really immerse myself in the interview data.

The transcription process was somewhat speeded by using IBM ViaVoice Pro V.10
voice recognition software. Interviews, which were recorded onto a minidisk player
with both a microphone and headphones, were listened to through headphones and
simultaneously read into the ViaVoice microphone. Although the software did make
some mistakes, and I had to be constantly conscious of the words it was typing, I was
generally very impressed with it. T estimate that it reduced my transcription time per
hour of interview from perhaps five to three hours, which when multiplied by seventy

interviews equates to a substantial time saving.

Transcribing interviews was useful because it created ‘cold’ transcribed data.

‘Liking’, the ‘halo effect’ and ‘elite bias’ can affect perceptions of interviews (Miles
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& Huberman 1994; Silverman 1994). Maverick interviewees can provide interesting
data (Miles & Huberman 1994) and it would have been tempting to focus on the
views of a small group of very cynical but articulate consultants at the expense of
those who were more neutral and bland. But I was conscious that, when analysing the
transcripts ‘cold’, I saw new and interesting data in ‘boring’ interviews or in
interviews with people with whom I had not got on. And on occasions I realised that I
had over-estimated the value of data from charismatic informants or those that I had
liked. Coding cold transcripts helped overcome potential distortions to the way that

interviews were perceived.

Categorising, counting and putting individual interviewees’ views of CA within a
typology also enabled memorable individuals to be seen within the overall context of
interviewees’ views as a whole. As will be discussed in more depth below, matrices
and display charts proved useful to avoid over-weighting vivid information (Miles &

Huberman 1994).

Interviews transcripts were coded according tc themes using NVivo NUD*IST
software. Coding was both deductive and inductive. Passages relating to the original
theoretical frameworks, such as ‘knowledge’ or “professional autonomy’, were coded.
But so too were emergent empirical issues like ‘targets and waiting lists’. I attempted
to code using the terms taken from data and also to include as much context as

possible in the passage covered in coding.

Miles (1979) warns of the danger of being overloaded with codes at a premature stage
and I initially did over-code emergent data, only to delete codes later when it became
apparent that they were of marginal theoretical and empirical relevance. Coding
frameworks also evolved and were revised during the research process. These
included emergent theoretical codes such as ‘audit colonisation’ and ‘playing the tick

box game’. Transcripts were re-coded after a theoretical reconceptualisation.

Some researchers (Richards & Richards 1998; Bryman & Gibbs 2002; Bryman 2001)
argue that NVivo can be useful for analysis and theory development. I experimented
with searches produced by the software, counting references to terms, including with

‘Boolean’ and ‘proximity’ searches where two terms occurred in the same sections of
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interviews (for example ‘tick’ and ‘box’ or ‘game’ and ‘play’). However I concluded

that such numbers revealed very little removed from context.

NVivo is powerless without the human brain and cannot think for itself. Buston
(1998) warns that NVivo can become an ‘over-determining monster’ leading
researchers focused on node retrieval to overlook context. But NVivo was very useful
for managing a huge amount of data, particularly for retrieving data coded according
to the different ‘attributes’ (demographics) of intervieweeé. I was thus able to
compare and contrast the views on a particular (coded) topic between appraisers and
appraisees for example. NVivo was therefore useful as “an intelligent archiving (‘code

and retrieve’) tool’ (Buston 1998).
6.9.1. Deducting AND Inductive Theorising

Theory tends to emerge at the end not the beginning of research (Eisenhardt 1989).
Early theory building involved ‘playing with data’ (Yin 2003: 138). Interpretation of
data'is an art rather than formulaic or mechanical. It can be learned only through
doing (Denzin 1998). Miles (1979) comments that the process of analysis during case

writing was essentially intuitive, primitive and unmanageable.

One advantage of having conducted, transcribed and coded all the interviews myself
was that I knew my data well, and had an intuitive feel for whether constructs fitted. I
had an initial ‘feel’ for consultants’ views and experiences of appraisal, yet set about
rigorously and scientifically testing these hypotheses. I attempted to triangulate a ‘gut
feel” with systematic analysis, but was careful not to let my intuition colour data

which might contradict it.

Theory building involves a mixture of three processes; induction, deduction and
inspiration, stimulated by empirical data and reading (Langley 1999). Theory was
tested which had been already developed as well as inductive hypotheses and hunches
emerging from research data using the constant comparative method and deviant case

analysis (Denzin & Lincoln 1998; Silverman 1994).
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Constructs and hypotheses were redefined, diverging between a single framework and
multiple ways of interpreting data and evidence viewed from diverse perspectives,
while at the same time trying to measure constructs from theory building (Eisenhardt
1989). The process was ‘strikingly iterative’ (Eisenhardt 1989), backwards and
forwards between theory and data. A researcher should examine literature which
conflicts with findings, because it adds to confidence in results but also presents an
opportunity to be more creative by juxtaposition, and also examine literature with
similar findings, to compare similarities and differences. Linking results to literature

is crucial to theory building (Eisenhardt 1989).

Theory was eventually inducted from data to explain interviewees’ experiences.
Consultants and managers did not perceive CA as a process which was used to control
professionals or help them learn. CA was instead seen as unnecessary bureaucracy, an
example of ineffective remote management by a Department of Health focused on
meeting targets which had little relevance to real patient care. The empirical results
(discussed in the following chapter) did not fit with well with the original theoretical
framework. It was therefore necessary to search for literature which might yield
insights which provided a better understanding of the phenomena. Reading ‘The
Audit Soctety’ {(Power 1997) provided initial inspiration for the development of the

theoretical model in Chapter 9 which explains data.

Cases can become overly complex: ‘a hallmark of good theory is parsimony, but
given the typically staggering volume of rich data, there is a temptation to try to build
theory which tried to capture everything’ (Eisenhardt, 1989: 547). Eisenhardt suggests
that a researcher must simply provide enough evidence to allow readers to assess
theory, to ensure replication logic and internal validity. The theoretical framework
attemnpts to be ‘parsimonious, testable and logically coherent’” (Eisenhardt, 1989: 548)
and aims towards the best ‘trade off’ between ‘accuracy, generality and

simplicity’(Langley 1999).

Many researchers rely upon tables to summarise and tabulate evidence. In doing so it
is important to maintain an underlying logic of replication (Bryman 2001; Yin 2003;
Eisenhardt 1989), treating each case as analogous to an experiment. Eisenhardt

comments, ‘careful construction of construct definitions and evidence produces the
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sharply defined, measurable constructs which are necessary for strong theory’
(Eisenhardt, 1989: 542). Shaping hypotheses in theory building involves measuring
constructs and verifying relationships. But such constructs usually only emerge from

the analysis itself.

6.9.2. Charts, numbers, matrices and avoiding over-weighting vivid information

I presented early narrative data to a senior academic who commented that my findings
were interesting but asked why anyone should believe a junior researcher who had
followed a seemingly un-structured form of narrative analysis? Could the narratives
be biased, convenient or partial? I took this advice, and developed a more structured
method for analysing narrative data. In retrospect this approach was very useful. This
provided greater rigour and confidence in data but also yielded valuable insights

which might not have otherwise been visible using less structured methods alone.

The thesis drew heavily upon the advice of Miles and Huberman (1994) in analysing
qualitative data. They argue that display matrices can help understanding of data, but
such matrices are not universally popular because they can grossly oversimplify data.
Qualitative research often suffers from ‘holistic fallacy’ whereby loose ends are
chopped off, and patterned and congruent data is overweighed. People are more likely
to see confirming cases (Miles & Huberman 1994) and tend to select data which fits
the ideal and that which is exotic (Silverman 1994). Matrices and display charts prove

useful to avoid over-weighting vivid information.

‘People (researchers included) habitually tend to overweight facts they believe in or
depend on, to ignore or forget data not going in the direction of their reason and to
“see” confirming instances far more easily than disconfirming instances’ (Miles and

Huberman, 1994: 253).

I was conscious of the temptation to overweight vivid data. Tirades against the NHS
system were often interesting, frequently amusing and they stuck in my mind. They
were interesting for the purposes of deviant cases analysis, but caution was required
because when looked at objectively they were representative of an extreme view

rather than the majority.
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Miles and Huberman (1998) suggest that counting can be very useful; they argue that
we do it anyway even if we are not aware of it, so ‘we might as well be conscious of
it.” Simple counting techniques can offer a means to survey the whole range of data
normally lost in intensive, qualitative research. Quantification can both conceal and
reveal basic social processes (Silverman 1994). Silverman (1994) comments about his
own research that figures revealed a reality which was not in line with his overall
impressions. He warns against putting research into one of two qualitative and
quantitative rival camps because an element of counting in matrix and thick

description can be mutually useful.

Following the advice of certain qualitative researchers (Miles & Huberman 1994;
Boyatzis 1998; Silverman 1994; Wolcott 2001), I went through a process of
‘factoring’ or ‘chunking’ (Wolcott 2001) to analyse data. Interviews were coded and
grouped according to views of appraisal, starting off with a wide number of categories
which were gradually reduced and combined. The number in each category was then
counted. Removing managers from the analysis, provided a ‘new way of seeing’

(Boyatzis 1998) data. Interesting trends emerged during this coding analysis.

A sample of eight interviews, four somewhat obvious examples and four which were
more ambiguous, were then given to another PhD student for cross coding to check
that the assigned codes and categories were clear, accurate and that replication logic
was followed. Fortunately for six of the eight interviews we both put the interviewees
in the same categories. For two interviews which were categorised differently the
differences were marginal rather than fundamentally at odds. In one case I categorised
an interview as ‘development’ whereas my colleague rated it as ‘work’ (see types in
section 7.4). The conclusion from this check was that codes were essentially reliable,
although I was inclined to interpret interviewees’ views more positively than my

colleague.

I created a spreadsheet containing a list of interviewees, their categorisation and
demographic details. Categorisations were then rated and hence each interview placed
on a simple scale (Boyatzis 1998) of one to five in terms of how effective felt

appraisal was. I used Excel and SPSS to compare the categorisations (including mean
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rating) of different groups (see following results chapter). This was a basic statistical
analysis. Rather than providing definitively objective or statistically significant
results, it directed attention to particular issues which might be worth exploring in

greater detail, using thick descriptive data and cross case comparisons.

This emergent neo-quantitative approach was useful. It highlighted the different
perceptions of CA among particular demographic groups, which would otherwise
have been hidden within the views of negative consultants more generally. For
example differences between male and female consultants at HHNT when female
consultants did not mention gender as an issue. This study supports the position of
research methodological agnostics on neither side in paradigm wars but against the

wars themselves (Oakley 2000; Denzin 1998; Silverman 1994).

6.10.1. Research Ethics

A final consideration was ethics, which are an important part of the research process
~ (Miles & Huberman 1994; Burton 2000; Bryman 2001) and were taken seriously in
this study. The central ethical issue in qualitative research is that participants would

not be harmed by it (Bryman 2001).

In practice, ethical considerations centred around two major themes: Firstly informed
consent; those agreeing to be interviewed knew why they were being interviewed and
how their data would be used and that they were entitled to view and withdraw their
data from the project if they wished (see consent form and information sheets —

Appendices 3 and 4).

The second major ethical consideration related to confidentiality; all data was treated
in strict confidence and in compliance with the Data Protection Act 1998. Only I had
access to data. Transcripts were all coded so that only the researcher can identify
interview subjects by reading them. All data was securely stored in a locked filing
cabinet at Imperial College. No individuals are identifiable from any material used or

published in this PhD.
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6.10.2. NHS Local Research Ethics Committees

A NHS Research Ethics Committee must approve any research conducted upon NHS
staff or patients, whether social science or medically based. This research was
conducted in line with Local Research Ethics Committee (LREC) guidelines. I needed
to submit research applications to three NHS LRECs for this project; two LRECs to
cover the sites which make up HHNT and one for BLT. The LREC process was
straightforward and efficient in the two HHNT LRECs but bureaucratic in the BLT
LREC.

The LREC form was clearly designed for clinical trials rather than social research but
nonetheless the form needed to be fully completed. Three separate applications had to
be made to the BLT LREC before it granted research access which delayed the study
by two months. The complexity and time needed for LREC applications should not be

underestimated.

In this study, informal exploratory conversations, observations and interviews were
useful in deciphering the research issues around CA. It would have been useful to take
advantage of several ‘emergent opportunities’ (Eisenhardt 1989) which occurred. But
exploratory and opportunistic research of this kind was very much limited by strict

research governance in NHS research.

No research can be conducted on NHS staff or patients without prior Research Ethics
Committee approval. Although such rules do protect NHS staff and patients, it may
also mean that certain valuable research, which could benefit staff and patients, does
not happen. The costs to a researcher of applying to WNHS RECs may simply outweigh
the benefits from conducting particularly short term research projects. It would be
useful if NHS REC considered creating different ethical procedures for clinical and

social science research or encouraged LRECsS to take a more pragmatic approach.

6.11 Conclusion

The chapter has described the qualitative research methodology used for this research.

It begins with a discussion of the subjectivist interpretive position taken, attempting to
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draw out consultants’ and managers’ perceptions of how the consultant appraisal
process is seen. The thesis takes a neutral position within the qualitative-quantitative
‘paradigm wars’ (Oakley 2000). The research is primarily qualitative but does
quantify some data and uses a ‘bricolage’ (Denzin 1998) of different tools and

methods to shed light on the phenomena studied.

This research is based upon the case study method, which is the most appropriate to
researching real life phenomena over which the research has little control (Yin 2003).
The cases were drawn at the level of the individual rather than the organisation. A
survey-based approach would have been less appropriate to exploring CA but a
survey, unlike case studies, begins with some prior assumptions about research
phenomena and it is less able to answer ‘how’ and ‘why’ questions. The results of the
cases study could be usefully triangulated at the end of the study using a different

method, for example a wider-scale survey within different kinds of organisations.

I compared cases, at the individual-level, of CA experiences at two large London-
based teaching hospitals are. Hammersmith Hospitals NHS Trust (HHNT) was an
initial partner in the research. Relationships with both organisations remained strong
throughout the project; both were supportive and provided excellent and unrestricted
access to interviewees. Both organisations will receive summative reports of findings,

presented at workshops, at the end of the project.

Semi-structured interviews with 66 consultants and managers are the main source of
data for this project. These were transcribed and coded using NVivo NUD*IST
software according to key themes. However interview cases are triangulated using

different sources of data, including observation, documentary arnalysis.

I then used a process of analytical induction (Bryman 2001) to derive theory from
data. The research began with theoretical perspectives on the management of
professionals, theories on appraisal, learning and knowledge management. These were
then deductively tested against data and new theory was inducted to better explain
findings. The research process is to a large extent intuitive (Miles 1979) and involved
a lot of ‘playing with data’ (Yin 2003). But ultimately it is hoped that the theoretical

framework that is developed is as ‘parsimonious, testable and logically coherent’
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(Eisenhardt, 1989: 548) as possible and provides the best ‘trade off’ between

‘accuracy, generality and simplicity’ (Langley 1999).

The research uses “thick descriptions” (Geertz 1973; Geertz 1999), taken as far as
possible from interviewees’ own words, to describe and explain phenomena. Codes.
categorisations, charts, matrices and numbers (Miles & Huberman 1998) are also used

to comparing results overall to provide greater rigour and consistency in analysis.

The thesis argues that using a combination of both qualitative and quantitative
methods is useful. Quantification allowed the perceptions of different demographic
groups to be compared, for example comparing the views of male and female
consultants or those in different organisations. It was therefore more useful than
qualitative methods alone. By doing this certain things became visible which

otherwise would have remained invisible.

Research of this kind must be ethical: participants must be fully informed about the

study and the data they provide must remain confidential.

The following chapter explores the data which emerged using the methods discussed.
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Chapter 7: Overall Results
7.1 Introduction

This chapter begins to analyse and explore the interview and documentary data on
consultant appraisal (CA) gathered during this study, using a mixture of both
qualitative and basic quantitative methods. The study uses narrative extracts from
interviews with consultants and managers to describe specific and general experiences
of CA. It also develops a typology which explains the views of interviewees overall

and descriptive statistics to analyse the views of different demographic groups.

Section 7.2 briefly recapitulates the policy context in which CA is situated. Section
7.3 describes and analyses key themes emerging in the research using paragraphs
extracted from interviews. This descriptive matertal also highlights the contextual
factors that influence appraisal. Data in this chapter are primarily inducted frotn
interviews based upon a theoretically informed interview protocol. The section

examines:

e  Positive developmental experiences.

. Useful personal reflection but disappointment with the appraisal process.
. CA as a defensive assessment exercise.

. CA as ‘another’ target, ‘another waste of time’.

° How change takes time.

e  Professional regulation and invisible practice.

. “Playing the tick box game”.

. Overall conclusions on the section.

Section 7.4 attempts to make sense of interviewees’ views of appraisal using a
typology containing five categories. The typology is conceptually useful and provides
a new way of seeing a vast amount of confusing and often-contradictory data, which
would otherwise be hidden. Section 7.5 quantifies the qualitative data in a basic way

to compare different demographic groups. This quantification, rather than providing a
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positivistic representation of reality, points to differences between groups which are
explored in more depth using descriptive material. Section 7.6 examines a survey on
CA produced by one of the hospitals and triangulates this with interview data. Finally
section 7.7 draws conclusions about results overall, key issues relating to CA, and the

methods used to derive them.

7.2 The context of findings

It is necessary to understand CA in its wider historical context. To briefly recapitulate
on chapter two, CA was introduced in April 2001. It was designed in the spirit of
NHS Modernisation ‘to provide a formally structured opportunity for professionals to
engage in dialogue, and to reflect on how their effectiveness might be improved rather
than to catch those performing poorly’ (Department-of-Health 2000). CA was initially
a developmental process rather than an assessment. But later, in March 2002, the
Department of Health and General Medical Council (GMC) linked CA -to
‘revalidation’” of licences to practice medicine, which is based upon ‘evidence’ of
‘good medical practice’. CA therefore changed ffom a purely developmental process

to become an assessment.

Currently CA 1s explicitly nbt linked to performance related pay, yet it may be in the
future. Most interviews for this thesis took place during a period of conflict between
consultants and the Department of Health over a ‘new consultant contract’.
Consultants rejected a first draft of the contract and only reached agreement in
October 2003, as final interviews were being conducted. The ‘new consultant
contract’ offers ‘greater rewards to NHS consultants... to properly value and reward
those consultants who do most for the NHS.™ It requires consultants to compiete ‘job
plans’ and ‘keeping of records and the provision of records... maintaining of skills
and knowledge... how, when and where the consultant’s duties and responsibilities

will be delivered... (based upon) output and outcome measures.”>” Hence interviews

Pwww.gmc-uk.org/revalidation

% Consultant Contract
www.dh.gov.uk/Policy AndGuidance/HumanResourcesAndTraining/ModernisingPay/ConsultantsContr
acts/fs/en



are set within a context of considerable uncertainly about how the Department of

Health might in future use CA.

CA also now makes up an element of NHS Hospital Trusts” Healthcare Commission®'
‘star ratings’. The Department of Health rewards and penalises hospitals for ‘the
percentage of consultants who have completed an annual appraisal as set out in
Advanced Letter AL (MD) 05/01** rather than the quality of the appraisal or what is
done with data from it. Thus there are multiple contradictory institutional influences

acting upon CA.
7.3. Results of Interviews
7.3.1. Introduction to results of interviews

The following sections describe and discuss key themes which emerged from
interviews with 54 consultants and nine managers in two NHS Hospital Trusts, mostly

using extracts taken from interviews to illustrate the points.

To briefly recapitulate on the previous chapter, interviews were based upon a semi-
structured protocol developed during early theorising on the relationship between CA
and professionalism and managerialism, knowledge management, individual and

organisational learning,.

Each interviewee provided demographic information about themselves, which
enabled different groups to be compared. This also showed that the interviewees,
based upon a comparison with limited demographic data about the consultant body

overall, was approximately representative.

Interviews were transcribed and coded, according to both original and emergent
themes, using NVivo NUD*IST software more for data retrieval than to structure

analysis. The chapter considers quotations illustrating the views of particular

! Formerly the Commission for Health Improvement (CHI) and the Commission for Healthcare Audit
and Inspection (CHAI).
3 http://www.chi.nhs.uk/eng/ratings/2003/acute_details3.shtml
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individuals in relation to various topics and relates these to theories discussed in

earlier chapters. The following section explores the key empirical themes in the study.

7.3.2. Positive developmental experiences

Most consultants believed that the appraisal process could be beneficial in principle.
And there were those who did find it useful. In the following extracts, consultants

highlight how and why they found appraisal helpful:

“Appraisal was useful because it made me look at my own practice, which I hadn’t
done before... as a consultant. It made me look at myself as a whole, and I
consequently changed my subspecialty... T wouldn’t have made the change without
appraisal. I was actually too comfortable and getting a bit bored...and my group,
when I looked at it as a whole, would have also got bored if I blocked things by

staying in the role.” Head of Department 63

“[Appraisal is] a very important moment for deciding where [ should be expanding
and where I should perhaps bz saying no... If you say yes, and do something badly,
you serve nobody... I think the headless chicken philosophy is a real issue for us.”

Consultant 11

“[X] decisions... we’ve had a lot of problems with that here. It was nice to talk about
that and hear other peoples’ perceptions... I thought it was very helpful.” Consultant
9

Interestingly, several interviewees commented that consultants generally were doing
too much work rather than too little. They described a medicine culture in which

consultants saw their colleagues ‘in a bad light’ if they refused to take on more work:

“There is a culture that says that a [clinician] should always be available and that
you're not doing your job properly if you're not always available which is very
stressful. One of the things that can come up in appraisal is that we're [consultants] all

working very hard and should do less work but they find it very difficult to accept that



if they don't make themselves constantly available they won't be seen in a bad light.”

Consultant 27

Appraisal may help to overcome the “headless chicken philosophy”. Consultants who
are over-extended in terms of workload present a ‘risk’ to clinical governance in their
employing hospital. This may be because they were working on activities which were

not core priorities for their Trust:

“] can think of two or three examples within the directorate here where physicians ...
are doing too much. [Appraisers need to say] you're overextending yourself, and in
terms of clinical governance that’s risky for us. We need you to do less work. So let’s
agree between us all what things you’re going to give up... | as the appraiser will take
that away and decide whether we’re going to completely stop doing that or whether

we have to find somebody else to do that.” Manager 8

“We went through it again and now [appraisee] dropped the clinic... It was formalised
there [in appraisal] and it was quite awkward having to say. what about kind of being
late ...not being there for this clinic? ... But it has made [appraisee] think about it a

bit more and think that something needs to be done.” Consultant 28

“It allows individuals to refocus their interests, particularly those who find themselves
rather over-committed... it has opened the way for some service reorganisations.”

Clinical Director 66

Some consultants had therefore dropped clinical sessions as a result of appraisal or
been encouraged to take the holidays they were entitled to. They were doing less work

but presented less risk of adverse clinical incidents.

Commitment to the appraisal process from both appraisers and appraisees seemed
necessary for it to work most effectively, as was the case for following consultant

who was very positive about his appraisal expenience:

“There’s no doubt that this, I felt, was an important event in the annual calendar for

me, and I took it seriously, as did [name of appraisers] ... I would not say that it was
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the same as a chat across a pint of beer because it was ... slightly more formal and
more important. I think in particular, there is a role in the appraisal of establishing
your aims for the following year and I think if you're going to set yourself targets it’s

important that you set those sensibly and achievably.” Consultant 11

Appraisal provides an opportunity for a motivational “pat on the back” for those

consultants who, although doing a good job, never get feedback to that effect:

“[Appraisal] gives them a positive feedback... the positive message ... there are bits
of pieces in here that we may have problems with, but the message you walk out the
door with is good. Good effort. Never let anybody walk out the door with their head
between their legs.” Head of Department 56

It is important for those conducting appraisals to confirm the identities of those they
appraise as good doctors: ‘Positive confirmation of identity, as well as lack of it,
affect motivation... the continued lack of confirmation of identity may lead to a
reduced investment in the self at work and thus decreased motivation’ (Alvesson

2004: 205).

7.3.3. Useful personal reflection but disappointment with the CA process

In some cases the appraisal process is not motivating for consultants:

“I’d say that at the end of both of them [appraisals] I wasn’t actually any the wiser as
to whether anyone thought I was doing a good job or not... in medicine it’s often like
that, if you don’t hear anything you assume you’re ok... Motivation-wise, I'll bat on
regardless ... but on the other hand, it might be nice to know before you retire that

somebody actually thinks you’re doing a good job.” Consultant 17

Many consultants found the appraisal interview personally useful - it stimulated
reflection - but were frustrated that their Trust had not addressed the problems they
highlighted during the appraisal process. These were often due to wider organisational

issues beyond consultants’ personal control. As one consultant put it:
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“I think it allows you to unburden yourself ... fairly soon afterwards you realise that

actually nothing much is going to change immediately.” Consultant 4

Legge (1995) argues that the reality of HRM processes like appraisal often does not
match its rhetoric and Coopey (1996) and Coopey and Burgoyne (2000) suggest that
organisational learning is undermined by politics and power which thwart changes.
Hospital management may already be aware of issues but unable to resolve intractable
problems. CA did not seem to provide much new information that clinical directors

were not personally already unaware of:

“I don't think I have discovered anything I didn't know through the appraisal
processes. [Through] my antennae... people just picking up the phone and a yelling at
me [laugh] whatever or through a slightly more subtle method, I have learned about
things long before I might discover it through the appraisal process.” Clinical

Director 65

For some, CA was let down by poor appraisers who were not interested in the process

and just wanted to get it done as quickly as possible:

“For me the reflecting stuff was the best part... once a year, to sit back and actually
take stock of what’s happened, where you’re going, how you could evolve your
practice, the good things... the bad things... it does a lot of good to look through the
file and you see things... [But the appraisal interview] was a total waste of time. It
took about 15 to 20 minutes [laugh]... he’s [appraiser] not interested in it... it may be
that he doesn’t see that side as particularly useful... it was shuffling papers, tick, tick,

tick and get it out of the way as soon as possible.” Consultant 29
“[My appraisal] was, “have you filled out a form? Oh. What a good girl.” - Tick, tick,

tick... I could just as easily leave my folder on the table and twenty minutes later

come back.” Consultant 62
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Fear of addressing the real problems

Professionals may be unable to ‘discuss the un-discussable’ (Argyris 1999) which can
be a major barrier to organisational learning. Many appraisers and appraisees did
seem unable to address problems stemming from interpersonal conflicts or

organisational micro-politics during the appraisal process:

“I may come across someone who has a huge NHS practice... because with it comes
private practice... I may know that is one of the reasons... why they persist in looking
after something they know they can’t do really well... I wouldn’t dream of addressing
it in an appraisal situation... It would produce absolute outrage... [It] is pretty taboo

actually.” Head of Department 29

“... In and around the personalities... where I have had difficulties with some
colleagues or indeed [appraiser] that was difficult to say... when actually they’re quite

a source of discontent [laugh].” Consultant 7

“I would have liked to talk about private practice. 95% of my work is for the NHS or
research for [college] whereas many of my colleagues do a lot of private work. I felt
that it was unfair... But I was unable to talk about this because my appraiser is one of

the people who do lots of private practice.” Consultant 20

The failure to address the real problems may be due to the wider “macho” medical

culture in which admitting to problems is a sigh of weakness or failure:

“In the NHS, you've been through medical school and you become a consultant.
Therefore you're a great manager, a great teacher, a great researcher. Is that crap or is
that crap? But there's an expectation, a macho expectation, that you can deliver all
these things and if you try to talk about the limitations and all the rest of it you are

seen as a wimp.” Consultant 48

Some conflicts may not be easily resolved in the appraisal process, because appraisers

and appraisees often had different interests and agendas which affect interviews:
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“The problem with being someone’s chief of service doing the appraisal process is
that I find it useful to find out what’s going on, how they’re thinking and what their
hopes and aspirations are and what the bad points in their practice are... But in
another way it’s useful to me as a chief of service, which is not what the appraisal is
about... There are different agendas in the organisation... There are loads of different
things you’ve got to put together. My management appointment is departmental, to
the NHS, that’s what I represent ... my boss ... looks after the University side ... we
see things from a different way or may do... [We] may not have a common interest at

all.” Head of Department 29

Organisations failing to ‘close the loop’ on learning

‘The appraisal documentation asks consultants to record in their appraisal form any
organisational constraints affecting the environment in which they practice, including
‘factors which you believe affect the provision of good health care, including your
views (supported by information and evidence) on the resources available.”>® Conflict
‘may be necessary for learning to occur (Coopey & Burgoyne 2000; Rothman &
Friedman 2001) but learning, innovation and organisational change may be
constrained by organisational parameters (Argyris 1999; Coopey & Burgoyne 2000;
Child & Heavens 2001; Berends, Boersma & Weggeman 2003).

Action points from CA were in form of personal development plans (PDPs). There is
no specific section in the form in which to record organisational changes which may
be necessary. In some cases these complaints may have been valid. Consultants are

highly paid and as one commented:

“It's ridiculous coming in here and spending your time photocopying.” Consultant 48

Management, in one Trust particularly, believed that it was inappropriate for

consultants to record dissatisfaction with organisational resources in their PDPs:

3 http://www.dh.gov.uk/assetRoot/04/03/46/24/04034624.doc
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“There were a lot of things around in a PDP about things like getting a secretary and
finding office space, things which really weren’t terribly useful to trying to establish

what the needs were for the organisation and consultant body.” Manager 12

Change through CA appears to be focused on the individual rather than organisation.
Many consultants felt that their organisation was failing to close the learning ‘loop’
on appraisal; nothing seemed to have been done with the data which emerged from
the process. This led to them to question whether the time they put into preparing for

it (often 10 hours) had been wasted:

“The main strength 1s that you have to give yourself some time to work out what
you’re doing and to put that down on paper. I think that’s quite useful. It gives you an
opportunity to talk through those in a reasonably formal setting with people that may
or may not be able to influence what’s going on. And the weakness ... is that things
haven’t changed. So then you have to query what’s the point of having appraisal if the
things that are being highlighted aren’t being changed... There doesn’t seem to be

much point in starting the loop.” Professor 19

“If you have a group of people being appraised in every department and the
conclusions that come out of it spell a general theme, there has to be a closing of the
loop. It's like audit, you have to go back and ask why is this general theme emerging?
There is nobody looking at individual appraisals and actually trying to work out
whether the person has achieved the targets or indeed whether the issues that have

come out are common ones or individual ones.” Consultant 37

“If 1 filled in these forms in Hindustani, I bet the form would not be looked at or
anything be done ... I don't think that anybody bothers to look at what is written. If
they get the forms from the right number of people, that's it. I don't think there is any

feedback loop in the system currently.” Head of Department 43

Without ‘problem solving efficacy’ (Tucker 2003; Tucker & Edmondson 2003) - if
staff do not feel listened to and that nothing ever changes - they may stop trying to
solve problems. Thus how consultants perceived and therefore used CA determined

whether was effective:
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“...It depends on how you use it yourself. Ok, maybe two thirds of that time was
effectively gathering and presenting stuff that didn’t necessarily give me any direct
benefit but probably a third of it was useful in terms of thinking, ok, what have I
achieved over the last year, oh yes, I'd forgotten. That was worthwhile... If they just
see it as a hurdle to get over then it can be a waste of time but I think it depends what

you do with it.” Consultant 17

There is a danger that disappointment with CA may easy be transformed into
cynicism, about anything else to do with management, as the following extract

describes:

“As a young surgeon I got very interested in audit, went off on audit courses and
learned all the jargon. I was very bright eyed and busy tailed and all the old surgeons
said it will never work, it won’t do what it’s supposed to do, and its very time
consuming and they were right. Audit does more harm than good because the whole
bloody hospital grinds to a halt for half a day once a month, and nobody can get
anything done. I haven’t ever seen an audit yet that I thought was a good piece of
work that altered the way I want to do things... because if you do a serious piece of
research, audit research, you’ve got to have good quality researchers and lot of funds
to do it properly. Instead we’re all being told that we’ve got to do audit once a month,

so everybody does noddy audits.” Consultant 18

7.3.4. Defensive assessment

Audits, including appraisal, provide evidence that clinical practice is being
scrutinised. Recording data in CA is a ‘defence’ against future litigation. If a
consultant ‘confesses’ (Townley 1994) to problems and these are written in appraisal
documentation they may be able to transfer responsibility for the problem to their

employer:

“I think it actually is a good defence... It's important that doctors are accountable

...The appraisal system, actually I agree with it, probably because I am very good on
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documentation and communication, I feel that things should be written down, I'm a
great believer in that and I think it is good... But I’'m just saying that... it's a

performance assessment, it's not appraisal.” Head of Department 50

Recording problems can also be used as an excuse for not taking responsibility for

them:

“It enables you to document a wide range of difficulties ... so don't blame me... you
provide me with what is required and I will do it. But don't moan at me if is not done.
So it enables you to get all that stuff down in writing in a formal way. You've got a
copy of it so they can't say that you've made it up... I feel that it's great... when
somebody makes a complaint about you... you've got all the stuff down in writing

which you normally wouldn't have.” Consultant 48

Hence, there is a danger that appraisal, rather than being an opportunity to discuss and
resolve problems that may literally be life and death issues, might become a paper

exercise and an alibi both for the individual and the organisation:

“It just becomes the practice of covering your own back, so if anything goes wrong
you can say in your own defence ‘look I’ve got Form B here and I said to my
appraiser two years ago that if such and such didn’t happen then this would happen’
... it would be extremely sad if consultant appraisal just came down to being [that].”

Manager 13

“A year down the line when things go horribly wrong and you’ve either had a nervous
breakdown or killed a patient or something it might actually be quite useful that you
said, look, I tried to tell you at the time I wasn’t coping... I think that’s quite positive.
The negative is that it just becomes a paper exercise and I have not got ten hours in
my week to allocate to a paper exercise which isn’t actually going to improve

anything.” Consultant 7

“There is still quite a feeling that this is a national and organisational response to

medical scandals. So here is a system, that we can say, confidently to the outside
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world, all our doctors are appraised; we know that they are OK. That's a comfort
thing. But that's also a process for dealing with, when they are identified, difficulties -

but it isn't used organisationally.” Clinical Director 65

A clinical director was surprised to find that the main use for appraisals was dealing

with performance issues, particularly complaints about doctors made to the GMC:

“I'm getting quite a lot of inquiries from the GMC... And I need to be able to give
some pretty well validated information about it [appraisal], for the GMC process is
rather legalistic. So at that point it's no longer a cosy chat... I need to be able to say,
well, if nothing else we have evidence that this doctor did go through the appraisal
process. So I look at the appraisal documents and say, the judgments that have been
made look of reasonable quality. No specific issues were brought up. We can't get
much more than that... It's one of the few things we've got formally that demonstrates
that doctors are participating in a process of quality control... appraisal fits with

some of the stuff I feedback to the external regulators.” Clinical Director 65

One tangible effect of appraisal seems to be that consultants are systematically
recoding activities which would serve as evidence of good medical practice in their
appraisal - but clearly not things they should not be doing or did not have to provide
evidence of. Many consultants complained bitterly about the time recording evidence
had taken, often during weekends and in the evenings. Consultants felt that they could
have used this time more productively to improve patient care, particularly because

appraisal did not seem to have resulted in any organisational improvements.

The codification of certain aspects of knowledge is occurring for certain measurable
consultant activities making them more visible. But consultants and the Department of
Health (rather than Trust level) management appear to not trust one another. With
uncertainty surrounding the new consultant contract, consultants were particularly
wary of how appraisal may be used in future. This mistrust compounded consultants’

concerns about expressing knowing in a rationalised consistent form.

Townley (1993a; 1993b; 1994) suggests that the effects of making information visible

are unpredictable over time. If consultants do not feel that translating their practice
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into managerial language will result in any improvements to their working lives and
patient care, they may ask why they should do so during appraisal? They may suspect
that making their practice explicit will only result in them being controlled according
to crude measures, which do not reflect their reality. Doing so may also undermine the
foundations of their ‘practical reason’ (Townley 1999) and professional communities
of practice, resulting in less rather than more learning. Consultants may therefore

resist making their practice explicit in the appraisal process.

Townley’s (1993a; 1993b; 1994) Foucauldian thesis about appraisal does not appear
to be borne out in this study, because overall appraisal does not create greater
visibility. Intangible aspects of consultants’ practice remain opaque. Problems are
often not recorded. It is therefore the impression of what consultants should be doing

has become more visible. As one consultant explained:

“If the infrastructure was in place and we were all like managers and working in a
really nice orderly way in our departments according to a plan genuinely geared
around patient care, then it would be the icing on the cake. I mean, I am very positive
about appraisal, but in the setting which we consultants are genuinely working in this
department, it just seems like a bit of a joke really... there isn’t a cake. You’ve got a
few buns and you’re trying to squeeze it into a cake... The idea of where am I going
seems ridiculous when you’re trying to keep a service together without staff.”

Consultant 59

CA demonstrates to the outside world that medical professionals and the hospitals
they work in are accountable. Yet in practice, because of the nature of professional
knowledge, clinicians can only be truly accountable to their peers (MacDonald 1995).
This is why professions are traditionally self-regulating. Institutional legitimacy is
associated with conformity with the beliefs and rules of the relevant environment,
which within HRM include annual appraisal. But conformity is complicated by the
ambiguity of rules associated with professional groups and multiple organisational
constituents (Montgomery & Oliver 1996). Hospitals may engage in ‘defensive
impression management’ (Arndt & Bigelow 2000) because of the pressures towards
institutional isomorphism and uncertainty about the reaction of various stakeholders

to ‘normative ambiguity.” Elsbach and Sutton (1992: 733) argue that ‘illegitimate
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actions can ultimately lead to the acquisition of organizational legitimacy...
impression management tactics actively shape constituencies’ interpretations of

illegitimate events.’

Townley (1997) argues that universities adopted appraisal according to ‘institutional
logic’. Professional work is tacit in nature and therefore difficult to assess. But
university professionals have to be seen to conform with best practices in the business
world to appear legitimate, regardless of whether or not appraisal is suited to actual
practice. This may now also be true for clinicians working in hospitals. Individuals
are perceived to be accountable because they participate in annual appraisal and

organizations accountable because they have appraisal procedures.

7.3.5. CA as ‘another’ target, ‘another’ waste of time

A large block of consultants considered CA, even reflecting on practice during

appraisal, “a waste of time” or “more work” for little benefit:

“Appraisal is something you should be doing from day-to-day in your everyday
exposure to individuals... appraisal is a useful opportunity for someone to give
feedback. But then you ask what power does someone have to change the situation for
anybody? ... So the appraisals that formally happen in the health service are a
complete waste of time... A ritual just for the point of completing a form. So that

some bureaucrat has a job.” Professor 6

“I have appraised about thirty consultants... If it made any difference it would be
worthwhile, but it doesn’t. I don’t really have time to do them all.” Clinical Director
10

“Appraisal, it's a number-crunching exercise, a target. The Trust has to say it has
achieved consultant appraisal, X per cent consultant appraisal each year. That's as far

as I can see, it's another useless target.” Consultant 37

“This piece of paper will go to personnel who will count it in and close the file and

they will send this statistic to the Department of Health, and these pieces of paper will
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all be sought and chased until 100 per cent of them are in, when they are in within a
certain timescale, they will be able to put a tick in a box, and green light, and they
have filled another function as far as the Department goes. What a waste of energy.
There was an opportunity to do something, to listen to people, to discuss with people
about their careers, their development, their personal development, set some goals,

but nothing.” Head of Department 43

Some consultants considered generic NHS audits poor quality and argued that they

inaccurately reflected clinical practice:

“The audits that pass for audit are just complete nonsense... bad research done to fulfil
the wishes of the establishment. The managers pat themselves on the back and say,

“we’ve got audit up and running, look we can prove it.”” Consultant 18

Many consultants resented management by measurable targets, feeling that they did
not reflect more complex practice. Townley (1999; Townley, Cooper & Oakes 2003;
Townley 2002) has written about the clash between the ‘practical reason’
professionals use in their daily practice and the ‘theoretical rationality’ employed by

organisations (see 5.6.6.). These theories seem to be relevant to this study.

NHS Trusts ensured that the requisite percentage of consultants completed an
appraisal. Targets appear to be becoming more important to NHS management
generally compared to more ambiguous, intangible but important aspects of clinical
performance. And professional appraisers systematically enforced some rational
targets and requirements — for example for collecting professional development points

and conducting audits.

Some (Hoggett 1996; Reed 2003; Harrison & Smith 2003) argue that the Department
of Health engages in ‘neo-bureaucratic’ remote management; increasingly
emphasising targets which produce ‘gaming’ in response. Many consultants saw
appraisal as “another target” to be resisted and another example of remote

management, irrelevant to patients care at the ground level:
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“There are far t0o many edicts and targets that don't address local needs and the whole
of the trust management is completely consumed with meeting targets that may
actually be completely irrelevant to patient care. And the areas that suffer the most are
the areas that don't have any targets in them. We don’t have targets because [our
patients] don't vote... they put resources into people that are going to vote for you...
The people who go out and vote are people in their fifties and sixties so that's where

we put the resources in the NHS.” Head of Department 27

“Targets, and national service frameworks and priorities are fine if you have an
illness which comes under one of them. But not if you don't... the inequity of targets
is worrying... there is tick boxing in the targets... [The Department of Health] think
this is a good target and it's easily audible and if you do that you’re probably doing

well. It's not actually evidence based.” Clinical Director 54

“We were told... more than five months waits look bad. The managers then get
bawled out [and they] can’t allow that to happen... it’s because we’re too popular...
the simple solution is to go round local GPs and be as rude as possible so they don’t
refer you patients, that way you cut down your waiting list... But clearly that’s not
what we want to do. What we want to do is to see as many patients as we can and be
as efficient as possible. The local managers are being driven by the directors
centrally... incentives come from NHS central office, therefore we have to fall m line
with what they want and so all of us are jumping to the tune of rather distant masters.”

Professor 15

Consultants in this study were frustrated that data and paperwork failed to produce
change, even though one of the stated aims of CA is to ‘identify the need for the
working environment to be adequately resourced to enable service objectives in the

agreed job plan review to be met.” (Department-of-Health 2000)
Consultants were also in conflict with the managers running the appraisal system over

the extent to which medical knowledge was tacit or explicit. This issue was

encapsulated within the issue of the ‘job plans’ contained within appraisal:
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“There is the issue of what constitutes a fixed session and people were very concerned

that is doesn’t reflect what their actual work is.” Manager 13

Polyani (1966) drew the distinction between tacit and explicit knowledge.
Professional knowledge has traditionally been seen as in large part based upon tacit
judgement (Freidson 1994; Mintzberg 1989). Most professionals held the view that
their professional knowledge was tacit, contextually embedded and therefore near
impossible to rigorously and systematically evaluate. Appraisal documentation,
however, is standard throughout the NHS, designed to ‘ensure that information from a
variety of NHS employers will be recorded and expressed consistently.” (Department-
of-Health 2000). Consequently, and arguably necessarily, there seemed to be a form
of ‘loose coupling’ (Meyer & Rowan 1977) between what was formally recorded in

appraisal documentation and reality:

“The detail of any quantitative assessment was pretty minimal... It was more, how is
it going, how is your distribution of time, who’s pulling and pushing you, what are

your plans, that sort of thing, rather than a very specific assessment.” Consultant 1}

For medical professionals, one of the key issues of contention around the appraisal
process was the extent to which their knowledge and practices could be recorded in an
appraisal form. The appraisal documentation states that ‘key points [of the] appraisal
discussion and its outcome must be fully documented and copies held by the appraiser
and appraisee.” Both must also ‘sign the appraisal summary document and send a
copy, in confidence to the Chief Executive, Medical Director and Clinical Director...
All record will be held on a secure basis and the access/use must comply fully with
the requirements of the Data Protection Act’ (Department-of-Health 2000). The
appraisal system demands that consultants provide °‘evidence’ to support the

assertions they make in the appraisal form.

CA is where formal recorded knowledge meets tacit and judgment-based knowing.
Consultants usually were able to explain the evidence in their appraisal form to a
professional colleague, which provided further opportunity for reflective practice. But
like professionals in Townley’s (1999) study consultants werc concerned that, taken

out of context, recorded evidence could be misinterpreted.
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Medical directors and NHS organisations do use the evidence gathered during the
appraisal process as a legal defence. Consequently consultants may refuse to provide
certain information in their appraisal forms which may damage them in future.
Clinicians therefore behaved defensively and appraisers colluded to keep potentially

problematic issues invisible except in the last resort.

Explicit data to support the appraisal process was often missing. In the absence of
patient satisfaction surveys consultants provided “thank you cards” and “photographs
of bottles of wine” given by one or two grateful patients to demonstrate good patient
care. For many consultants this was only evidence of how flawed the appraisal system
was. As Clinical Director 54 pointed out, “there could be a hundred dissatisfied
patients for one who happens to send a nice card.” Even the very notion that patients
could assess a doctor was challenged; doctors could easily send patients “smiling to

the grave” (Consultant 1).

Consultants must provide evidence of professional development by collecting the
requisite certain number of ‘personal development points’ for their medical licence to
be revalidated. Again this evidence was often very loosely coupled with practice and

resulted in creative compliance which did not benefit patient care:

“There was a course the other month ... [ didn't learn a single word from it but I went
on it, the hospital paid for it, so I went. It's good in my appraisal form; it means that

I'm doing something.” Consultant 47

Consultants considered clinical data about the outcomes of patient care more valuable.
But doctors argued that even here data could not be used to rationally and objectively
to assess clinical performance; it could reflect patients’ social circumstances rather
than the care provided by a hospital - for example rich patients tend to do better than
the poor. And many patients were cared for a team rather than by a single consultant.
A consultant may provide good care in a poor team, or vice versa, which would affect
clinical outcomes. Thus ultimately consultant appraisals were signed off on the basis

of subjective judgement rather than evidence:
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“There’s not much in the actual appraisal documentation, which can get a feel for
[clinical performance]... It is more that Dr [x] is a good chap really... if you have
somebody who’s clinical judgment is suspect then it will gradually get known in the
department... But there is not any rigorous and well-defined way of assessing the

clinician’s competence.” Consultant 1

Despite these issues, consultants universally created folders containing all their
certification and documentation. They are now recording more of the things they are
supposed to have done to provide evidence in appraisal. But this is time-consuming

and creates more paperwork:

“It was a bit of a wake-up call... If we do get a thank you letter from a patient... if we
hold a multi-disciplinary meeting about a patient and minutes are taken, that is used as

part of your folder... It does create more paperwork.” Consultant 11

When asked how their practice had changed following appraisal, one consultant

responded:

“I’ve also been up to a lot more audit [laugh] and so just because my appraisal
interview hasn’t been great, the process has actually made a huge difference to me.
It’s made me a lot more conscious about my practice as a whole and where I'm

developing it and how I relate to colleagues.” Head of Department 29

Behaviour had become more driven by targets for those who had previously
contributed to their hospital in ways that were not measured because this contribution
had not been acknowledged or rewarded. Consultant 41, for example, was now
focusing on tangible goals rather than less tangible but arguably equally useful

activities:

“My development plan is very clear-cut now... there are really two categories, what
you want to do for yourself and then there are those that the Organisation wants from
you... I resigned, I sat on these quality committees which were taking a vast amount
my time, and yet I fail to get my chair because I didn't have grants. I couldn't write

grant applications when I went every week to committees. Stacks of paper. So in fact
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since I stopped going to those committees, I've put in a grant application. I have made
it clear to everybody that they're not going to get me to sit back on committees any
more. .. it's not getting me anywhere. Me. And [ want my chair. So I've made it quite

clear in my appraisal that that's what I'm after.” Consultant 41

Changes in behaviour as described above could be seen to confirm the Foucauldian
thesis; appraisal changes appraisees’ behaviour in relation to what is made visible and
invisible by the process (Townley, 1993a; 1994). But this consultant was exceptional;
for the majority of consultants there had been few organisational or personal changes
as a result of appraisal. This led them to question whether the time they devoted to
preparing for CA had been well spent. And despite the system’s best efforts to make
consultants’ practices more visible, for most consultants it was the impression of what
they should be doing that became more visible rather than actual practices. This was
in part due to the way that consultants resisted their practice being made more explicit

and in part because of inadequate NHS data systems.

The alienating effects of management by targets

The overall effect of management by targets and tick boxes was alienating for many
consultants because it appeared to be irrelevant and took up time which could be used

for solving the problems they faced in their working practices:

“You’ve got so much job security in this place unless you put a foot wrong. Well the
best way to not put a foot wrong is to not do anything radical... the paper pushers
who sat in their office all day they wouldn’t expose themselves to that risk so
therefore they’d be seen as the good guys. Well, no they’re not the good guys. The
people who go out there to treat the patients are the good guys but that brings i1ts own
risk. You will have a complaint made against you eventually because you won’t have
said what they wanted you to say. If you get into the territory of [x] complaints you’re
a bad doctor. Well, the answer is stop seeing patients and then you won’t get any
complaints... Most people hit it after one or two years of becoming a new consultant
and I guess I kept going for a bit, but it was year three when I hit that wall and I said
well, I’ve done what I can do, to do any more people need to listen... They’re not

listening so I may as well just plod along.” Consultant 7
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These findings reflect previous research on neo-bureaucratic management in the
public sector (Hoggett 1996; Reed 2003; Harrison & Smith 2003). It is perhaps due to
prior negative experiences of new public management (NPM) that a substantial group
of consultants were cynical about engaging in any managerial processes. Instead they

preferred to promote change outside the system:

“Looming on the horizon is... [performance] related to pay, that is a major flaw...
industry has dropped it a long time ago but the NHS is sort of thinking about it.”
Consultant 17

“I don’t think many innovations occur as a result of management being involved...
their whole ethos is to try to save money not try to think of ways of spending it.”

Consultant 9

“I see the NHS essentially as a bureaucratic enemy and I will try and do research
independently of the NHS or outside the NHS or without them knowing because all
they’ll do is try and stop what I want to do.” Consultant 15

“Make changes not from top-down but bottom-up... sit down with the people you
trust and care about who are going to support you developing a service... Don’t try to
get management to change or introduce anything to do with the service... otherwise

you’ll make yourself ill.” Consultant 9

“Politicians via the managers have got an agenda... look at their attempt to introduce
the new consultant contract to see what they’re trying to do... to find out where we

are every minute of the day.” Consultant 18

“The consultant contract negotiation... psychologically, has got to have an impact. ..
the kind of control that we’re really talking about now is the extent to which the
organisation through its management structure can dictate to individual consultants
where they are at any particular time and what they’re doing when they’re in that

place.” Manager 13
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Yet frustration was with management by Department of Health rather than the

managers consultants work with on a day-to-day basis:

“We see each other as different but on the whole I see the managers and myself as
there to help each other. I would not like to see a loss of managers because they’re
doing things that if they weren’t here I'd have to do... By and large though, we’re
synergistic... There’s ourselves, there’s our local management, and we work very
symbiotically, and then there’s the Department of Health, who haven’t a fucking idea
what they’re going on about and just send down directives at regular intervals and
whenever they’ve gone too far they send out another directive saying “we love you
really”. The divorce is between the senior echelons of the National Health Service and
those of us at the coalface, that includes managers, who have a tough time... It
inhibits ones ability to actually look after the patients to ones best ability.” Professor

15

“Actually most of our managers are very good. The big criticism is that you take a
bunch of bright dedicated people, who actually don’t know anything about the system,
by the time they learn, which takes about two. years, they then move on because they
get promoted so then you start with another lot. The senior managers have so many
areas to cover that they will never know how the bits and pieces work and arguably
that’s not their job, but they should have some overall understanding. You need to
have some idea of how the process works. Not surprisingly they often don’t because
they don’t know it, they can’t know everything. I think you do need a sensible doctor

and a sensible manager.” Consultant 4

Some aspects of appraisal, reflecting and discussion with a professional colleagues
using language which conveys the tacit, contextual and complex realities of
professional life, are accepted by consultants. But medical professionals appear to be
successfully resisting the managerialisation and rationalisation of their work.
Consultants seem to resent and resist the codification of their knowledge within the
static appraisal framework and management based upon what they consider crude
managerial measures. Appraisal systems attempt to make tacit knowledge explicit.
They ‘deny the element of judgement, depersonalising the process by appealing to

notions of seemingly external verifiable objectivity’ (Townley, 1993a: 228).
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7.3.6. Change takes time

The NHS is a large, complex and bureaucratic organisation in which change is
difficult and time-consuming (Ferlie et al. 1996). It is possible that consultants did not
appreciate how difficult and time-consuming even making simple organisational
changes or getting new resources was. The following clinical director believed that
many of his consultant colleagues were unaware of changes going on behind the

SCENCECs:

“Some people here will tell you that appraisal is a complete waste of time because
what I need to do my job is two more consultant colleagues, when actually they can't
seriously think that management will say, “fantastic I’ll just get those for you” ...I
knew for five years that we need six consultants in the [department]... We finally got
six people and that's how long it takes. So it's, some of it is consultants perception that
I just need to say, “what can I do?” click my fingers and boom. Sorted. ...We’ve got
to replace the two consultants in [department] and that is going to be difficult enough
to make the case to the PCT [Primary Care Trust]... They will say... we haven't got
the money. I know because of what 1 do, how long the process takes. Whereas if
you're just sitting out there, you just think we should get them. it's something to do

with unreal expectations about how the procedure can work.” Clinical Director 34

The ‘hybrid’ role (Fitzgerald & Ferlie 2000) provides a new perspective on managing:

“The plea when something needs to be changed is that you need more resources, and
you can very clearly see there are changes... which need resources. But having done
this management, it does make it clear that there are places that things can be
improved without morc resources... It’s given that sort of perspective on things...
The other thing it's made you realise is that the more senior management in the Trust
are working under a huge number of external constraints which they may think are
stupid and disagree with but those external constraints are something they can't duck.”

Clinical Director 52
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If Trust management have attempted to make such changes they must be more widely

publicised. Consultants’ expectations must also be better managed.

The learning process may necessitate conflicts and the political processes whereby the
variety of different interests within hospitals pursue their interests (Coopey, 2000).

These in rational organisational terms may be illegitimate games (Mintzberg, 1983).

7.3.7. Professional regulation and invisible practice

Problem doctors

One of the things which NPM attempted to do is to make professional practice more
visible and therefore controllable, particularly poor professional practice (Ferlie et al.
1996; Hood 1991). This seems to have continued under new Labour (Newman 2001).
However the medical profession has been keen to maintain control over practice

through active and visible self-regulation (Fitzgerald & Ferlie 2000).

CA appears to be working as an extension of professional regulation. Clinicians
continue to informally deal with their problematic peers within the medical profession
rather than by organisational processes except in the last resort. Consultant 29
describes how CA was valuable for recording and getting a consultant to agree to

address a problem without directly referring to it:

“I may come across someone who has a huge NHS practice ...because with it comes
private practice... You try to approach why they’re too busy... but you can’t say
“look, the reason why you’re doing it [name] is because you’re very keen on the
private practice” ...That sort of thing is pretty taboo actually... if they are frantic or
have had a lot of clinical incidents or a lot of complaints or haven’t got time to do
audit because they’re so busy, the appraisal process is a very good way of saying, “the
reason you can’t do audit is because you’ve got a thousand new patients and perhaps

we could reduce that.” Head of Department 29
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It is interesting to note what is addressed on and off the record. Commonly appraisers
preferred not to address or record concerns in the appraisal process except in the last
resort. If an issue was serious, commonly appraisers informally tell a clinical director,
who would address the issue with the ‘rogue’ consultant, again off the record, outside

the appraisal apparatus:

“[After appraising] a rogue physician... I would then go back to either the Clinical
Director or the Chief of Service... It wouldn’t actually go in the appraisal as such; I
would just feed it in... [The Clinical Director] would come and say “this was
discussed at the appraisal and the agreed outcome is this... you're just being a lazy
bugger... you’ll have to just work a bit harder.” I'm sure that [the Clinical Director],

being a straight-talking bloke, would have said that to somebody.” Consultant 8

Clinical directors also appear to prefer informal disciplinary measures, only going on
the record if a formal written complain is made or if a matter is so serious that patients

are being endangered because formal disciplinary matters can “get difficult”:

“] am not going to act on anything in writing until someone has filled a critical
incident form in... I take a low-key approach... chat to him about what’s going on,
which I hope will be the end of it, because to take it any further is quite a serious
disciplinary matter in the Trust and can get difficult... If it’s a serious thing that
involves patients and harm to patients, that’s a different issue. That will be taken
much more formally... the thing about consultant appraisal is, if you look at the form,
essentially the form is asking them to write down what they think their relationships
are with other members of the team. And I defy anyone to find a consultant who
writes down that his relationships are poor. Therefore, if it’s an appraisal, you can
only actually bring in hearsay and make some comments because it’s not actually 2
formal assessment. If it was a formal assessment you could pull out your sheet of
statements... But if say something happened tomorrow, and his appraisal is not for
another six months, you’re not going to wait for another six months, you're going to
bring it up there and then, but maybe, I suppose, talk about it in a future appraisal.”

Clinical Director 25
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Professional practice remains invisible

Appraisal documentation was designed to be standard throughout the NHS, designed
to ‘ensure that information from a variety of NHS employers will be recorded and
expressed consistently’ (Department-of-Health 2000) but in reality this was not the
case. The form covers seven sections linked to the seven aspects for ‘Good Medical
Practice’ (GMC 2001); (1) good clinical care; (2) maintaining good clinical practice
(including continuous professional development and audit); (3) relationships with
patients; (4) working with colleagues; (5) teaching and training; (6) probity; and (7)
health. Consultant appraisal should be based upon ‘accurate, relevant, up-to-date and
available data... supplemented by any information generated as part of the regular
monitoring of organisational performance by the Trust’ (Department-of-Health 2000).
The appraisal system requires ‘evidence’ of good practice. One of the key issues of
contention around the appraisal process is whether consultants’ medical practices, and
evidence of these, can be accurately and usefully recorded in an appraisal form. One

clinical director described his experiences as an appraiser by saying:

“You spend all your time arguing about whether something in the folder is evidence

or not.” Clinical Director 10

Although the majority of consultants argued that they were able to convey their
practice during the appraisal interview, the data that the interview is based upon alone,
taken out of context, may not do so. In Barts and The London NHS Trust in
particular, consultants rejected the legitimacy of job plans because they were not

owned or seen as useful by professionals.

Consultants used arguments about confidentiality and the tacit and varied nature of

work not fitting into a neat job plan to justify resisting job plans:

“There were questions of job planning and working out how consultants deal with
their time. Saying that appraisal should be explicitly linked to job plans and there was
a move to make that happen, and it was resisted heavily. And it hasn't happened. I'm
not sure if it was resisted ethically. Appraisal is about a one to one confidential,

almost peer review. And his job planning is about agreeing with the management of a
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hospital what work needs to be done. And they are different processes. They have
links, because there is no point in you saying in your appraisal, “I very much want to
develop this way” and planning out a whole load of personal development to achieve

if it's completely the opposite of what the Trust wants.” Clinical Director 54

Similarly consultants were concerned about how the goals they recorded in personal
development plans (PDPs), which provide the basis for the outcome of CA, would be

used:

“We also had quite a lot of fretting at the time from the consultants, about this
business of confidentiality, where the papers would go, who would keep them, all of
that. The outcome here is that they, for the moment, are still going to the Postgraduate
Medical Centre... most people's PDPs at this organisation at least were still pretty, I'm
not sure how to describe them, basic is the wrong word, there wasn't a good sense of

what should be in a PDP.” Clinical Director 65

Personal development plans were commonly two or three goals for the following
year, “some things that I had... vaguely thought about doing” (Consultant 31).
Several consultants willingly showed me their appraisal forms, which usually
contained a single word explanation such as “good” or “adequate” for the different
section relating to different aspects of Good Medical Practice. Whether deliberately or
unintentionally, consultants recorded the explicit evidence in appraisal inconsistently;
evidence was often lacking and some managers suspected loosely coupled with

reality. And nothing was done with any of the data either:

“The only information I have access to is the job plan information, and I had to fight
even for that... there was such a discrepancy between individuals doing the same job
in the same department. The other information is used for CPD. We don't actually do
anything with the data... The current data is just a piss take. People fill in data that the
process asks for; they are just filling in the boxes, whereas the data they would use if

they were actually being measured would be very different.” Manager 61

For some consultants judgement was the most vital aspect of their practice but could

not be captured in an appraisal:
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“At the end of the day, it’s judgement that’s the worry. You can actually train most
people to perform surgery to an adequate level. What you can’t train people in is
judgement. It’s a funny thing to try and assess judgement, but it is judgement that gets
you into trouble... I just don’t think the paper exercise that appraisal is, is necessarily
going to uncover all the difficulties that arise. So it will fulfil a role but it won’t

necessarily pick out bad judgement or incompetence.” Consultant 18

Others believed that having to keep more records for appraisal would lead to

consultants making better judgements:

“Firstly people keep much better records. Secondly they question their own practice.
The last thing they want to do is show a file of botches and disasters because it's
embarrassing even if you can explain every one of them. For surgeons the great art in
life is to choose the right patients to operate up... to have the judgment to be able to
choose the correct patient for the correct operation. And I think the great advantage
for appraisal is that it is driving people much more to that kind of thinking... I think
appraisal is part of a cultural change, we have multi-disciplinary teams now, where

consultants sit together and discuss cases.” Consultant 47

Where consultants felt appraisal had been effective, they had usually taken it
seriously; from the start of the process believing that it could be useful and
meaningful whilst being realistic about the changes that could result. Most crucially
positive outliers, consultants who found CA most effective, had a keen understanding
of when to go on and off the record: when it is and is not appropriate and/or
advantageous to formally record something. They were thus able to ‘play the tick box
game’ in a way that made it meaningful, appropriate to context and in keeping with
the values of professional peer regulation. Consultant 11 used appraisal to ratify

decisions that had already been made informally:

“Formal meetings are not necessarily good places to initiate discussions about change.
Very often I think you’re better off before the meeting, sowing a few seeds, talking to
a few stakeholders... I would have found it difficult to both initiate and complete such

a difficult decision within the hour... Some items were initiated for discussion at a
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later date. Some items were ratified when actually much of the discussion had gone

on beforehand.” Consultant 11

Appraisers sometimes did use the appraisal process to get someone to address
problems. But they had a strong preference for speaking about and dealing with these
issues informally, off the record too. More serious issues would be referred to a
clinical director and heads of department who would speak to the consultants and may

record doing so:

“I don't want to bring people in here to rip them apart. If I'm going to do that I'm
going to do it some other time in a different format... if there's something wrong... I
will talk to them before the appraisal, or raise it in appraisal but I may not document it
depending on how I feel it will affect them... in the last resort I would bring up an

appraisal.” Head of Department 56

Heads of departments and clinical directors too were keen to avoid formally
disciplinary matters, which could ‘get difficult’, only doing so when they were
deemed serious, endangered patients or because someone had made a written
complaint. However appraisers exposed themselves to risk by dealing with issues

informally and not documenting a problem as the following narrative demonstrates:

“One of the consultants... was abusing the system. So I kept on asking him not to do
it but the documentation was very poor. When I finally got completely fed up with it,
I didn't have a proper record to screw the bastard. Whereas if I'd documented it all
from the beginning... I was asked to write reports about it and then I got accused of...

not being impartial.” Consultant 48

In an increasingly litigious NHS, appraisers may be under increasing pressure to force
a ‘confession’ (Townley 1994) from appraisees and record this in documentation.
Serious allegations can only be made on the basis of written evidence rather than
hearsay and therefore documentation, which might never come to light if the

allegation is not made, can be a vital defence for a clinical director:
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“We’ve actually got some bits of paper now. Everyone has been vaguely worried
about this man, but it’s never been seen as important... Because of appraisal we’ve

actually got this quantifiable thing.” Clinical Director 25

Only consultants appraise consultants, therefore only knowledge recorded in appraisal
folders in shared outside the profession. It is uncertain whether this is because only
professionals can understand tacit knowledge or that they are reluctant to record data
in the appraisal form because they do not trust what the system may do with this
information. The tacit and political nature of knowledge has been much debated in the
professionalism literature and no clear answer has emerged to this question.
Knowledge does not readily seem to move outside professional socialisation to
become explicit knowledge in the appraisal form. Appraisal therefore does not

facilitate external, extra-professionals regulation.

However appraisal may provide an opportunity for ‘confession’ (Townley 1994)
about invisible aspects of practice. Townley (1993b; 1994) has pointed out that the
effect of making practice visible can be profound. It appears that professionals are still
making the judgement that the costs of confessing are currently greater than not doing-
so. But in an increasingly litigious society confession may become the only
acceptable defence, for both appraiser and appraisee, against future allegations of

professional malpractice.

7.3.8. Playing the tick box game

Most consultants did not experience or expect change in the way that they practiced as
a result of engaging in the appraisal process. Consultants were prepared to have an
appraisal because the revalidation of their GMC medical licence depended upon it.
‘Gaming’ (Reed 2003; Harrison & Smith 2003) and ‘rituals of verification’ (Power
1997) may be a central feature of British public services. Pym (1973) and Barlow
(1989) argue that appraisal is little more than a ritual. And many professionals viewed

appraisal as a mock ‘box ticking’ exercise:

“The whole thing was pretty unnecessary. It was all a question of ticking boxes and

finding the right sort of phraseology. I'm afraid it was very much regarded as a
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process that had to be gone through so that some bureaucrat could file it away
somewhere rather than as a positive, enriching, useful experience... the actual data we

were producing was of very little importance to us.” Professor 15

“There was a massive discrepancy in the way that the paperwork as completed...
Things like the job planning, those aspects that were required as part of the appraisal
process, frequently they were filled in incorrectly or not at all... Ithink that there was
a fairly clear realisation that these are the parts that are for management and were
skirted around... I don’t think people have really seen the worth and I think that is
because it hasn’t really been rigorously conducted. If you’ve got someone not really
challenging you on what you’re setting as objectives, then of course, if you set fairly

minimal goals, then it becomes, as I said, a tick box exercise.” Manager 12

The concept of playing the tick box game emerged from data as a central theme,
despite not being part of the original interview protocol. According to an NVivo
search, 27 interviewees explicitly referred to it, using the words “tick” and “box” in

the same paragraph:

“Appraisal is just a box to be ticked... everybody's appraised, tick. They actually not
interested in the outcome of the appraisal. It's another target and the only thing that

we heard about appraisal was how many forms had arrived.” Consultant 35

“No, it didn’t have any effect, it was just a tick in the box. “Oh well, he’s ok and he
does what he needs to do, he doesn’t groan too much.” Rather than saying this is a
moaning and groaning individual but moaning and groaning in a constructive way.”

Clinical Director 23

“I felt it was just been done as a paper exercise, tick boxes, and that was it, I didn't

feel there was anything in it for me.” Consultant 41

The central problem of box ticking is that:
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“If you’re cynical you’ll say that once you know the goalposts of appraisal it is very
easy to play the game ... tick all the right boxes and not actually improve your

standards.” Consultant 5
Consultant 5 provides a lucid explanation of the problem of box ticking in appraisal:

“I think it’s important to be accountable and to have some form of appraisal going on,
formally. Most of it was done slightly more informally in the past therefore it tended
to be a bit more arbitrary. But [ don’t think it’s a dramatically new thing. It’s been
branded as being a new thing because it’s linked to regulatory requirements but, as I
told you, anyone who used to fulfil their NHS requirements well before is unlikely to
fall foul of the appraisal system as it stands now. They shouldn’t be afraid of the

appraisal process and that’s the purpose of the appraisal process.

My slight concern is that the appraisal process could have been made more proactive
to drive up standards. I doubt if it will actually seriously drive up standards. I think it
will pick out potential problems perhaps, a bit earlier. I think that’s where the main

advantage would be...

It’s not disillusioning if you know what to expect of the appraisal process... the
appraisal process is primarily geared to pointing out underperformance but is not
going to massively drive up standards... And therefore you must find other ways to

drive up standards rather than using the appraisal process to do that...

It’s fulfilling a certain required regulatory requirement and that is important for
assurance to the public but I also think that he public probably deserves better; they
deserve a continuing striving towards excellence which appraisal will not necessarily

do.” Consultant 5

Interestingly, the most successful and least cynical clinical directors had learned to
play the tick box game to their own and (they believed) patients’ advantage. Learning
to do some had come about through experience but often mentors taught them how to

do it too:
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“I had a head of department when I was a young consultant, who... taught me to use
the system to benefit processes, rather than see it as an obstruction. To read and go
back to regulations yourself and find the chinks in the regulations, because there are
always are chinks in the regulations. And very seldom are regulations written in a way
that they are totally closed. There’s always a variation on a theme. We used to refer to
it as Chinese bookkeeping [laugh]... Not in a way railing against the system but trying

to use the system to your own ends.” Clinical Director 23

“You see what you might think of as silly things from the Department of Health in
terms of targets, projects which generate funds... but we’ll say we’ll do that, because
then we’ll get the money in and then we can always spend the money on something
else. And that’s what I see as game playing... they’re almost pathetic games... but...

that money may be very useful for the patients.” Clinical Director 25

In playing such games hybrids may be able to translate ‘silly’ targets and rules into
concepts clinicians believe to be important and bring meaning to ‘management’. It is
probable that the consultant body would be less hostile to playing regulatory games
with hybrid peers than to the current management by target because they would be
able to understand the rationale values behind their actions. Consultants 17

commented:

“Clinicians in management are trying to know the rules of the game with management
and get the best for the patients... I have no problems with clinicians being managers.
What I have a problem with is how far those clinicians as managers are imposed on in
terms of targets, and the penalties for not meeting those targets are, even if it’s
financial to the whole Trust, so you know you can’t afford to not meet them.”

Consultant 17

Superficially clinical directors appear to comply with Department of Health targets
but in practice doing something different — a form of ‘defensive learning’ (Burgoyne
& Brown 1996). Unfortunately this also breeds cynicism too. The following passage
was taken from an interview with one of the most motivated and pro-management

clinical directors. He argues that while in the short-term doctors may be able to
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benefit from the introduction of new targets. But unless audit produces organisational

change consultants may become cynical about the process:

“If you want to have your service invested in then you need to be made a target. You
want to be a target and if you look at services that have been undervalued over the
years, physiotherapy or outpatient therapy, they’re not actually part of any target... no
target, no money. So I keep saying to people what we need is more targets... We're
sending off pieces of paper every day... we are providing huge amounts of
information, so it’s not a target that’s the problem it’s the monitoring, endless
monitoring. There is a fantastic analogy. Do you remember that night of the big freeze
when the [motorway] was blocked? ...Driving around that night and seeing the chaos
going on and seeing all these pictures on CCTV, something occurred to me. 30 years
ago you would have had a little man on every street corner with a bucket of grit. But
nobody would have known quite what was going on but there was a bloke with a
bucket of grit. What happens now is that we've got CCTV everywhere... you know
with absolute certainty where all the traffic chaos is but there's nobody with a bucket
_of grit anywhere to actud]ly do anything about it. That’s a bit how it feels in the

NHS.” Clinical Director 34

Thus the ‘playing the tick box game’ can be seen in both positive and negative senses.

This metaphor is explored in more depth in the following chapters.
7.3.9 Conclusions

Section 7.3 draws out the key themes which emerged from interviews about CA using

extracts from interviews.

Some consultants experienced CA in a positive developmental way: it allowed them
to overcome the “headless chicken philosophy” - to stop and examine their practice
and make personal and organisational changes for the better. Other consultants
believed that the CA could have been useful but were disappointed by the process
either because their appraiser had been disinterested in the process or because the

organisation had failed to ‘close the loop’ and make the changes they highlighted as
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necessary. It was important for both appraiser and appraisee to believe in CA for it to

work and for participants to experience positive changes from the process.

CA is situated within a wider increasingly litigious NHS environment. Some
interviewees believed CA was a defence against possible future allegations; it enabled
consultants to document problems and thereby pass responsibility to hospital
management. Unfortunately defensive practice seems to have little to do with
resolving problems. A substantial group of interviewees looked upon CA simply as
‘another target’ to be achieved, which was only loosely related to improving patient
care. The nature of professional practice meant that ‘evidence’ of good medical
practice was highly ambiguous and therefore not amenable to the kind of
quantification and control consultants perceived the Department of Health as trying to
impose. Many consultants appeared to be alienated by this kind of remote
management and cynical about NHS management systems, as distinct from the

managers with whom they worked on a daily basis.

In this study clinical practice remained largely invisible to those outside the medical
profession. Clinical peers usually dealt with problem doctors informally. Because
formal disciplinary matters can “get difficult”, clinicians only recorded issues relating
to medical colleagues in management systems “in the last resort” or where it was
expedient to do so. Thus consultants had become skilled at ‘playing the tick box
game’ which they did sometimes to the detriment and sometimes to the benefit of
patients. For many interviewees this was a disillusioning experience. Many
consultants were cynical about NHS management and increasingly appear to be

playing games to subvert and resist it.

The following section makes sense of this vast amount of thick descriptive material

by bringing it together in a typology.
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7.4 Typology

Following Eisenhardt (1989), Miles and Huberman (1994) and Yin (2003) the chart
below attempts to create a typology of consultants’ and managers’ views of appraisal
which broadly outlines four ideal types. Ideal types are useful because they provide a
‘new way of seeing’ data (Boyatzis 1998) and enable the researcher to group
responses in to discrete categories, which are both exhaustive and exclusive. ‘A
hallmark of good theory is parsimony, but given the typically staggering volume of
rich data, there is a temptation to try to build theory which tried to capture everything’
(Eisenhardt, 1989: 547). The typology aims to be ‘parsimonious, testable and
logically coherent” (Eisenhardt, 1989: 548) providing the best trade off between
‘accuracy, generality and simplicity’ (Langley 1999). Contextual data surrounding

different ‘types’ can be compared and contrasted to reveal explanations for typing.

Categorisation involves the search for how participants in the interview make use of
the resources of membership categorisation (Baker 1997). The first step is to locate
the central categories that underpin the conversation, second to work through the
activities associated with each category in order to fill out attributions that are made to
each category. The third step is to look at categories and attributions to find the course

of implied social action; how actors behave.

The categories for appraisees, like the research method more generally, are
theoretically informed but emerged inductively and are grounded in interviewees’
terminology. The categories are also taken from their words. CA essentially involves
two activities, reflection on practice and recording evidence. Interview transcripts
were systematically analysed (Eisenhardt 1989), to maximise ‘replication logic’ (Yin
2003), and cross-referenced and triangulated with the overall content of the interviews

and the word, phrase or metaphor interviewees used to describe CA.
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The vertical axis on the chart above records the perceived utility of reflection and the
horizontal axis that of recording data during appraisal. Hence those at the top of the
chart perceived more personal change and those towards the right more
organisational change, even if this change was simply more recorded information.
Interviewees were placed in one of the five categories. Interview transcripts were
systematically analysed for two aspects; the utility of reflection during the appraisal
process; and how useful assessment and recording of data had been. This was
triangulated with two further aspects; the overall content of the interview; and the first
word, phrase or metaphor that came to interviewees’ minds when they thought of
appraisal - to indicate non-rational, felt or subconscious attitudes. These were grouped

according to the terms above.

Sometimes the distinctions between categories were subtle. Someone might use a

particular word to describe CA but the overall content of the interview suggested a

* Working for Hammersmith Hospitals and Bart’s and The London. This excludes two
interviewees at the General Medical Council and one at the British Medical Association.
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different interpretation. Thus the matrix contains nine rather than four boxes,

indicating the incremental nature of categorisations and potential for overlap between

them. However, overall the data seemed to fit the typology surprisingly well.

1.

4.

A first group (23 = 37%) considered appraisal a “waste of time” (14) or simply
more “work” (9). This group expressed “cynicism” about appraisal, largely
echoing their views about management more generally. Appraisal was another
example of managerial ineffectiveness. Those in this category consequently
attempted to minimise the time and effort put into appraisal, often “playing the
tick box game” to do so.

A second group (13 = 21%) found their appraisal personally useful; it allowed
them time for “reflection” on their work. However they felt “disappointment”
about the ineffectiveness of the process, either because their appraiser had not
been interested in apprajsal or because the system had failed to enact any of the
changes recorded on their appraisal form which consultants felt would improve
practice. '

A third category (16 = 25%) regarded the pr;;)cesé as an “assessment” rather than
an appraisal. It enabled revalidation of medical licences and fostered legitimacy
among the public. It was valuable to record activvities as a “defence” against
possible future litigation. But it also absolved consultants of responsibility for
failings in patient care. Hence this group too were “playing the tick box game”.
The final category (11 = 17%) perceived appraisal useful for “development”. It
enabled them to stop and reflect on practice. Consequently they had made changes
to the way they personally worked or career direction, as well as improvements to

the way their departmental and/or organisation operated.

At the extremes terms to describe CA like “heart to heart” or “opportunity” were

grouped with the most positive “development” category. Conversely “threat” or

“criticism” were grouped with “waste of time”. “Revalidation” was grouped with

- “assessment”. The following quotations are representative of the different categories:

Development: “Appraisal was useful because it made me look at my own practice,

which I hadn’t done before... as a whole, and 1 consequently changed my

subspecialty... I wouldn’t have made the change without appraisal. I was actually too
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comfortable and getting a bit bored... my group would have also got bored if I

blocked things by staying in the role.” Consultant 63

Reflection: “...for me the reflecting stuff was the best part of it... once a year, to sit
back and actually take stock of... your practice... it does a lot of good to look through
the file and you see things... [The appraisal] was a total waste of time. It took about
15 to 20 minutes [laugh]... he’s [clinical director] not interested in it... it may be that
he doesn’t see that side as particularly useful... it was shuffling papers, tick, tick, tick

and get it out of the way as soon as possible.” Head of Department 29

“Time to work out what you’re doing and to put that down on paper. I think that’s
quite useful... [But] what’s the point of having appraisal if the things that are being
highlighted aren’t being changed... there doesn’t seem to be much point in starting

the loop.” Consultant 19

Assessment: “It enables you to document a wide range of difficulties... So don't
blame me... provide me with what is required and I will do it. But don't moan at me if

it is not done... I feel that it's great.” Consultant 48

“When things go horribly wrong and you’ve either had a nervous breakdown or killed
a patient or something it might actually be quite useful that you said, look, I tried to

tell you at the time I wasn’t coping.” Consultant 7

Work: “The notice comes around saying the time of year is coming around again for
appraisal, bracket don’t groan, end of bracket. I think that sums it up fairly well.
There is the sort of feeling where it is yet another thing to do, you know, and certainly
at that stage people were not convinced that it was a process which was valued.”

Consultant1

Waste of time: “Appraisal is something you should be doing from day-to-day... the
appraisals that formally happen in the health service are a complete waste of time... A
ritual just for the point of completing a form. So that some bureaucrat has a job.”

Consultant 6
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A sample of eight interviews - four clear and four ambiguous examples of types - was
then given to another PhD student for cross coding to check that the assigned codes
and categories were clear, accurate and that replication logic was followed. This
exercise provided greater confidence in the codes and types. For six of the eight
interviews we both put the interviewees in the same categories. Two interviews which
were categorised dissimilarly but the differences were marginal rather than
fundamentally at odds. In one case I categorised an interview as ‘development’ where
as my colleague rated it as ‘work’. In the second case an interview I categorised as

‘work’ was categorised as ‘waste of time’ by my colleague.

These findings suggest that the categorisation is essentially valid, but that possibly I
am too positive. This is interesting because if anything I was concerned that my
results may have been too harsh. The fact that the cross-coding was generally similar

provides extra weight to the theoretically re-conceptualisation discussed in Chapter 9.

A second analysis excluding managers’ views revealed clearer findings about

consultants’ perceptions of CA.

Disappointment Personal change ldezlrarcet]i‘::ee?lve
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Matrix displays may over-simplify and not fully represent data, but they can point to
some interesting trends (Miles & Huberman 1994). The findings of the matrix can be
interestingly triangulated however with ‘thick description’ (Geertz 1973) in the earlier
section of this chapter and also with a report on appraisal conducted by one of the

case Trusts.
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7.5.1 Statistical analysis by demographics

The following chart shows the numbers of consultants Interviewed in each category.

Development |  Reflection Assessment Work Waste of time
15% 20% 26% 17% 22%
8 11 14 9 12

Assessment

26%

To get an overall sense, rather than an exact representation, of how perceptions of

appraisal varied according to demographic difference, categorisations were weighted

from one to five and a mean rating calculated for each demographic group. The

weightings are shown in the tollowing chart.
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Typology Weighting

Waste of time (threat or criticism) | 1

Work 2
Assessment (inc. revalidation) 3
Reflection 4
Development (inc. opportunity) 5

Reflection was rated above assessment because, in my view, those in reflection are
less cynical about appraisal and more likely to produce positive changes to practice;
they believe that appraisal could benefit patients. However those in the reflection
category may be less positive about their experience of appraisal than those in
assessment because they were disappointed by a process they believed worthwhile.
Those in assessment may have been happy to get through a process, which they
considered of little use, as effortlessly as possible. I acknowledge pro-learning bias
here in my view. Rating reflection higher than assessment is more in line with the
overall take of the thesis. A second set of ratings, scoring assessment higher than
reflection, could also easily be produced by those who strongly disagree on this point.
The average rating for the 54 ccusultants in both Trusts, according to the weighting

with reflection higher than assessment, was 2.89.

The mean scores of comparative groups (comparing Trusts, sex etc) were tested for
statistically significant differences between the using SPSS software. 2-tailed T-tests
were used for larger samples, Nonparametric tests, Mann-Whitney for two samples
and Kruskal-Wallis for three samples, were used where groups were smaller to
provide statistical rigor. Nonparametric tests do not assume a normal distribution of
data and are more statistically reliable for small samples (Bryman & Cramer 2001;
Siegel 1956; Bowling 1999). Perhaps given the small sample size none of the
differences were significant at a 95% confidence level. Also, given the method used
to assign weightings, it would be difficult to claim that the process is statistically

conclusive anyway.

Overuse of arbitrary significance levels is detrimental to good scientific reporting in

health research. Investigators should place greater emphasis on the magnitude of
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differences observed and on estimation methods (Bowling 1999). The charts

displaying comparisons of mean ratings are useful and some results do point to

differences in the views of appraisal by demographic. It would be both simple and

useful to replicate this procedure at a later stage with a larger sample size and

triangulate these results perhaps using a survey.

7.5.2. Comparison by Trust

The first chart compares consultants by Trust.

Trust Bart’s & The London Hammersmith Hospitals
Number 25 29

Average score (R=4, A=3)| 2.76 3

Waste of time 28% (7) 17% (5)

Work 16% (4) 17% (5)

Assessment 24% (6) 28% (8)

Reflection ‘ 16% (4) 24% (7)

Development 16% (4) 14% (4)
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Barts & The London Hammersmith Hospitals

This first analysis scores consultants at HHNT higher than their counterparts at BLT.
It should also be noted that a higher proportion of appraisers and clinical directors
(who were both more positive about appraisal) were interviewed at BLT. And a
higher proportion of academics, who were less positive, were interviewed at HHNT
(see below). This suggests that the differences between the two organisations are
understated in this analysis. When assessment is rated above reflection, the difference
between the organisations is slightly reduced, suggesting that those at BLT are more
defensive. Overall trends and themes appeared to be similar between the two

organisations.

Why do consultants at HHNT score higher than those at BLT? No clear answers
emerged to this question from descriptive data. However there are two possible
explanations: Firstly, it is possible that morale among consultants at HHNT is higher
overall than at BLT which may affect general attitudes including those to appraisal.
HHNT is perhaps the most prestigious hospitals in the UK. The hospital is doing well

in terms of generating revenue; medical disciplines at Imperial College were rated
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‘5*” in the academic research assessment exercise (RAE). The Trust received a ‘two’
and then ‘three star’ raﬁng from CHI (now the Healthcare Commission) during this
project. HHNT jobs are highly sought after and consultants are commonly proud to

work for the Trust.

The medical community continue to regard BLT highly, but the Trust not quite as
prestigious as it perhaps once was. BLT has performed less well than HHNT in star
ratings which may affect its resource levels and autonomy from NHS management.
Ten years ago three hospitals merged to form the current Trust. Consultants still refer
to the merger negatively, and it may have damaged general attitudes to management

at BLT.

Comparing the two charts above, they are similar except for the ‘waste of time’ and
‘reflection’ categories: a similar number at BLT consider appraisal ‘a waste of time’
as consider it an opportunity for ‘reflection’ at HHNT. This may mean that
consultants at HHNT hoped for more benefit from CA but were disappointed,
whereas at BLT they were more cynical about it: BLT consultants expected CA to be
a ‘waste of time.” On the basis of this explanation overall job satisfaction is likely to

“be correlated with satisfaction with CA.

A second explanation for differences is that CA was perceived to be more owned by
medical professionals at HHNT. The clinical director who leads CA at HHNT is very
much involved in clinical practice and therefore viewed as “a doctor” rather than “a
manager”. Job planning did not seem to be an issue at HHNT whereas, from the
outset of this research at an appraisal-training day at BLT, there was conflict over job
planning at BLT. Continuing Medical Education (medical professionals) led early
rounds of CA at BLT but Human Resources (managers) later took over the process
because an insufficient percentage of consultants had been appraised. Trust
management also claimed that the data from the appraisal folders, particularly relating
to job planning, had been inadequate. Thus the appraisal process at BLT appears to

have been more caught up in professional-managerial politics.
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7.5.3. Comparison by job role

The same analysis of the 63 interviewees within the Trusts was performed by job role:

Job Role Managers Medical & Heads Consultants
Clinical Dir’s | Department
Number 9 10 20 24
Av. Score 3.44 3.5 2.95 2.58
‘Waste of time | 22% (2) 10% (1) 25% (5) 25% (6)
Work 0 10% (1) 10% (2) 25% (6)
Assessment 22% (2) 30% (3) 25% (5) 25% (6)
Reflection 22% (2) 20% (2) 25% (5) 17% (4)
Development | 33% (3) 30% (3) 15% (3) 8% (2)
Av. BLT 325 4) 3.5(6) 2.78 (9) 2.30 (10)
Av. HHNT 3.6 (5) 3.54) 3.09 (1D 2.79 (14)

100%

View of appraisal by job type

90%
80%

70%

60%
50%

40% -
30% -
20% -
10% -

0% -

Managers

O Development

O Reflection

[ Assessment
Work

El Waste of time

Medical & Clinical Heads of Department
Dir’s

Consultants

199



Non-clinical managers were, perhaps unsurprisingly, much more positive about CA
than consultants, with some notable exception among those managers who were
trying to use data from the process (because “there was a fairly clear realisation that
these are the parts that are for management and were skirted around” - Manager 12).

Data from appraisal might be useful to managers without any personal cost to them.

The centrality of management to job roles corresponded strongly with satisfaction
with appraisal. Managers and clinicians with management responsibilities looked
upon CA more favourably than those with few management duties. One can
hypothesise that CA is more useful for those in positions of power, particularly that
bestowed by the managerial structure. Another explanation for this correlation may be
that senior people were likely to be appraisers; and appraisers tended to be happier

about CA as the chart below indicates.

Appraiser Yes No
Number 29 25

Av. Score 3.21 2.52

Av. BLT (no.) 3.33(15) 1.90 (10)
Av. HHNT (no.) 3.07(14) . 2.93 (15)

Overall those conducting appraisal were much (0.065 significance on a 2-tailed T-test
or Mann-Whitney test) more positive than those just appraised. But if we look at the
results in the two Trusts separately it is clear that in HHNT the difference is small
whereas in BLT is vast. Non-appraisers at BLT were particularly negative about CA.
It should also be noted that appraisers are over-represented at BLT in particular,
indicating that overall consultants at BLT may be less positive about CA than shown
in this study. The differences between the two case organisations may also be greater

than shown here.
There are three possible explanations for this difference: It may be that research

informants wanted to be interviewed because they were so negative about CA; senior

people, who were more positive about appraisal anyway, tended to be appraisers;
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those interested in appraisal were more likely to volunteer to be appraisers. Evidence
in this study is inconclusive: these hypotheses need to be further explored using data

beyond this study.

7.5.4. Consultants by contract type

Employing contract NHS Academic
Number 30 24
Av. score 3.07 2.67
Av. BLT (no.) 3.06 (17) 2.13(8)
Av. HHNT (no.) 3.08 (13) 2.94 (16)
Professor No Yes
Number 40 14
Av. score 3 2.57

This analysis35 indicates that academics score lower on appraisal overall. But
academics at BLT appear to be particularly negative about appraisal: again breaking
this data down between Trusts in is clear that in HHNT this difference is marginal
whereas it is large at BLT. Professors too appear less positive about appraisal. It is
interesting to note that whereas most clinical directors at HHNT are professors, at
BLT most are not. The implication of this is that clinical management and therefore
the way that appraisal is enacted is more academic-friendly at HHNT. Clinical
Managers at BLT may use CA as a source of power over academics which they would

not normally have.

% This analysis was not broken down by Trust because of the small numbers involved, which
may jeopardise respondent confidentiality and not provide statistical validity.
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7.5.5. Consultants by time as a consultant

The analysis by length of time as a consultant and by age was less clear.

Time as consultant <5 years 5to 14 15+
Number 12 19 23

Av. score 2.6667 295 2.96

Av. BLT (no.) 243 (7) 3.25 (8) 2.60 (10)
Av. HHNT (no.) | 3.00 (5) 273 (1) 3.23 (13)

Interestingly, recently appointed consultants appear to be less positive about appraisal.
It may be that recently appointed consultants are less likely to be in senior
management roles or appraisers, factors which are correlated with higher satisfaction

with CA. The trends between different Trusts also differ.

Age <35 35.39 | 40-44 | 45-49 | 50-54 |55-59 | 60+
Number | 2 8 13 6 8 9 6
Av. scote | 5 238 2.38 3.16 25 3 333

More tellingly very recently appointed consultants appear to be very positive about
CA, whereas those with slightly more experience are very negative about it. %% This is
indicative of the phenomenon of ‘consultant burnout’ after a few years of becoming a

consultant.
Consultant burnout

Bumnout is a unique type of stress syndrome, characterized by emotional exhaustion,
depersonalization, and diminished personal accomplishment which is most likely to
occur in caring professions among those with close personal contact with clients.
Unmet organisational and achievement expectations can also be a major cause of

burnout (Maslach & Leiter 1997; Cordes & Dougherty 1993).

36 Consultants by age and length of service — some consultants did not to provide their age, in
which case it was necessary to estimate age, therefore these charts cannot be assumed to be
100% accurate.
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The following quotations describe experiences of ‘consultant burnout’:

“I don't do any private work, I could triple or quadruple my salary... You give this all
up, do the work, and you’re crapped upon. The question is, why bother? ...I'm burnt-
out and tired of it all... I don't know why I did it because I would have been better of
retiring and spending time with my kids because it is ridiculous coming in here and

spending your time photocopy.” Consultant 48

“You’ve got so much job security in this place unless you put a foot wrong. Well the
best way to not put a foot wrong is to not do anything radical... It was year three [as a
consultant] when I hit that wall... They're not listening so I may as well just plod

along.” Consultant 7

“That’s exactly what happened to me. You think you’re just banging vour head
against a wall... you just stop making the effort because the system is very difficult to

change. [ mean, I have still got some mindless optimism lett.” Consultant 18

“It’s beyond the limit, it doesn't work... So there is very little we can do now...
Previously... I might do [work] in my time... because I choose to do it...of my own
volition. This kind of rigid imposition of regulations, that's exactly what is happening
in the present system... I am alr;eady reaching that [burnout] in my 4th year... when I
came I felt that yes, it will change but it's got worse and is going to get worse, and it's

possible that I may be forced to depart... the NHS... for overseas.” Consultant 26

“I'm wasting my time. Just trying to... tumn the cogs in this organisation... I still want
to change the world... And I do genuinely believe that young consultants could make
a difference if they were allowed to, but they are not because they are stifled. And so

they get burnt out within five or six years.” Consultant 31
“I wanted to be a consultant in a London teaching hospital. I strove to be a professor

by the time I was 40. And I have been in a job for three years and I would quite

happily go and work in a District General Hospital in the country now. I have no

203



loyalty to the Trust and no aspirations to stay in a Trust for the rest of my life rather
than getting a job for life and thinking that you really can do something. I'm sure that

people don't feel it [loyalty] any more.” Consultant 38

Freidson (1994: 211) suggests that professionals ‘burnout’ and ‘cynicism’ occurs
when they lack the most basic resources and assistance. However, in this study, it
seems that organisational inertia and rational bureaucracy are responsible. Without
‘problem solving efficacy’ (Tucker 2003), if staff do not feel listened to and that
nothing ever changes, they may stop trying to solve problems (Tucker & Edmondson
2003). Schon (1987) also refers to professional burnout, suggesting that reflective

practice can reduce the likelihood of this occurring.

Older consultants have also seen colleague burnout. They believe that sometimes

young consultants are somewhat naive as to how easily changes can be made:

“I see that [burnout] happening quite a lot because we must be very bad at velling
trainees what to expect when they become consultants. The best advice I ever got
when I was a senior registrar was that it would take me three years to settle down as a
consultant. And they were right because when you become a consultant you’re not
quite sure what you’re supposed to be doing. And you either do nothing, and wait and
see, or you try to change the world. And I think do nothing, wait and see is better. 1
always tell my trainee colleagues when they become a consultant don’t volunteer for
anything for six months until you understand the politics and understand how

complex an organisation a hospital is.” Clinical Director 25

“To avoid burnout you have to stop all that, get back into your shell. Sit down with
the people you trust and care about who are going to support you developing the
service, seeing the patients better and do it from the bottom-up. If I had a colleague,
that’s what I would be suggesting. Don’t try to get management to' change or
introduce anything to do with the service. It’s like my colleague who wanted to
introduce a new [x] service, she just gets or and does it, elbows her way in. Now
she’s got a list once a month. That’s the only way to ever do anything, otherwise

you’ll make yourself ill.” Consultant 9
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Older and more senior interviewees tended to be more sceptical about CA having seen
a number of management initiatives come and go. Consequently many decoupled
(Weick 1976) from the appraisal process to protect themselves and the people they
were appraising. Older consultants appeared less willing to change the way they
practice late in their careers. However appraisal had been a useful opportunity in

which to discuss retirement succession planning:

“For me it was not terribly useful, remember that I'm an old person... so the notion
that something has gone drastically wrong would not lead to an instant remedy and
there becomes a certain age after which you know most of your weaknesses quite
well. And to have somebody point them out to you is OK, but it doesn't change
things... on rare occasions when people accuse you of having a fault which you've
ﬁever been accused of before, it's p'robably not true. There's a big difference between

being 25 and being 65.” Professor 45
7.5.6. Analysis by Sex

Thomas (1996) and Wilson and Nutley (2003), looking at the appraisal of
professionals in universities, have suggested that appraisal is biased against women,; it
tends to value research and publication over the sbfter activities such as teaching,
administration and pastoral care which women have traditionally done more of. They
argue that appraisal reflects the values of wider ‘macho-management’. Similarly
Coates (2004), looking at managerial appraisals in the NHS, agrees that appraisal
pushes ‘macho’ values upon women. The following charts show the different views of

CA by sex.
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Sex Female Male

Number 18 36

Av. score 2.67 3

Av.BLT (no.) 2.9 (10) 2.67 (15)

Av. HHNT (no.) 2.38 (8) 3.24 (21)

Waste of time 28% (5) 19% (7)

Work 22% (4) 14% (5)

Assessment 17% (3) 31%(11)

Reflection 22% (4) 19% (7)

Development 11% (2) 17% (6)

View of appraisal by gender
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Female consultants in this study also appear to be less positive overall about appraisal

than their male counterparts. But when these results are broken down by Trust, it

emerges that female consultants are more positive about appraisal than male

consultants at BLT, whereas female consultants at HHNT are far less positive about

CA than their male colleagues (although not statistically significantly so with 95%
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confidence given the small sample size). Three female consultants viewed appraisal as
a ‘waste of time,” two as more ‘work’ and one as ‘development’, ‘assessment’ and
‘reflection’ respectively. Overall half of female consultant viewed appraisal as either
‘work’ or a ‘waste of time’ compared to a third of their male colleagues. Almost twice

as many male consultants consider appraisal an ‘assessment’.

Thomas (1996) proposes that men are more comfortable with the wider competitive
management style in which the tangible achievements, for example research
publication, are valued more highly than softer intangible aspects of practice. Some
consultants believed that medicine was a chauvinist profession. A male consultant

commented:

“There is discrimination; there always has been discrimination... particularly in
surgery and things like that. I think that sometimes you get the opposite response from
women, they’re not touchy feely, they’re actually hard nosed, because they’ve had to

be.” Consultant 25
One female consultant commented about her hospital:

“...it isn't an organisation that likes to be questioned or challenged by women who
have patients on the side... complaints to the GMC about doctors... women are over
represented in those complaints... how many of those complaints about women have
a lot to do with behavioural characteristics, not clinical competence issues? ... A lot

of this was to do with professional rivalries.” Consultant 49

Asked about the difference between male and female consultants, another female

consultant commented:

“I think women are better at discussing things anyway. They’re more open they’re
more frank, and women are better at catching people off guard. And there are less
taboos, issues that we won't discuss, and women bring a lot of their, not personal life,
but a lot of their attitudes from being a woman at home and outside of work.”

Consultant 31a
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Perhaps because they “are better at discussing things”, female consultants in this
study, like female academics in Thomas (1996) and Wilson and Nutley’s (2003)
research, did appear to really want to be appraised (perhaps more than men) to receive
feedback on their careers. They were therefore perhaps more disappointed when the

process failed to meet their expectations.

Although interestingly no consultants mentioned gender bias in interviews, these
results show clear differences between the sexes at HHNT. Given these interesting
results but limited number of female respondents in this research and lack of explicit
focus on the different experiences of men and women with CA, this finding would be

worth further investigation.

7.5.7. Conclusions on statistical demographic analyses

Comparing the mean ratings of different groups provides useful and interesting new
insights into experiences of appraisal which would not have emerged looking at
descriptive data alone. Overall consultants at HHNT had more positive appraisal
experiences than their colleagues at BLT. Seniority and being an appraiser correlated
with a positive perception of CA. Non-appraisers at BLT are particularly unbhappy
with their experience. The most significant insight to emerge from this analysis,
which had not been apparent for descriptive data alone, was that female consultants at

HHNT viewed CA far more negatively than their male colleagues.

These analyses cannot claim to be statistically conclusive, but they do provide new
ways of seeing data, pointing to themes which could be further explored in thick
descriptive data. Quantitative analysis of this kind is rare in qualitative research and it
may be viewed with some hostility by some qualitative researchers (Reason & Rowan
1981) who question the validity of numbers in research. However as a qualitative
‘bricoleur’ (Denzin & Lincoln, 1998; 2000), keen to induct theory from data, this
method is useful, particularly in drawing my attention away from the more vivid

descriptive data to more subtle and hidden themes.
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7.6 Triangulation with an internal report on appraisal at HHNT

Case study results which are triangulated using different data sources are more
rigorous than those based on interview data alone (Eisenhardt 1989; Yin 2003). In this
study interview data was triangulated with an internal report on CA by HHNT, based
upon an email survey with 60 responses in 2001/2 (25% return rate) and 40 in 2000/1.
Any variation between these results and interview data may, in part be explained by

differences in time period. The report found that -

Preparation

e The median time taken in preparation was 8 hours (min. 3 hours; max. >10 hours).
26/50 consultants having their 2nd appraisal in the Trust found the preparation to
be slower than 2000/1 (for 19/50 it was no different).

* 6 were assisted by a secretary (typically in collating documents). 28 did not ask a
secretary for help and a further 16 did not have access to a secretaryv. 49/60 typed
directly into the electronic version of the form.

o  47/60 felt that they had sufficient guidance to complete the preparation;

e 12/60 stated that more reference information could be previded by the Trust,

including data.

This survey data seems to correlate with interviews, although some of the consultants
interviewed said they took longer than 10 hours to prepare and fewer consultants felt

that guidance was sufficient.

The interview

e Appraisal lasted < 1 hour on 10/60 cases, 1 hour in 33/60 cases, and > 1 hour in
16 cases.

e 7/60 felt that the appraisal had not been long enough to cover all the relevant
issues; 5 of these thought that significantly more than one hour was needed.

Several thought that their appraisers were in too much of a rush or undertaking too
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many appraisals for the process to be helpful. Two felt that their appraisers had
not reviewed the folder of evidence thoroughly.
e 57/59 responding felt that the appraisal had been conducted fairly and

constructively.

Interview data concurs that the median time for appraisal was an hour. However, the
survey constructs of an hour, more or less than an hour did not capture that some
appraisals were very short, in some cases just 15 minutes long. Interview data also
supports the view that some appraisals were rushed and that evidence was sometimes

not reviewed thoroughly

The impact

* 44/60 found the process beneficial overall; 16/60 did not.
e 24/25 for whom it was applicable said that they found joint clinical/academic
appraisal useful. One reported that it had proved “excellent” and had allowed

“several major issues to be sorted.”

The typology based upon interview data suggests that consultants are far imore

negative about CA than the survey would suggest.

The most useful aspects of the process were:

useful to collate the information and demonstrate/reflect on progress
e time with appraiser / open discussion

e tocus on career development / areas to improve / new ideas

s realistic look at job plan

e positive feedback, appreciating quality or volume of work

e exploring academic/service conflicts
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The least useful were:

e the time it consumed - in information collection in particular. This was a major
theme.

e the lack of centrally provided information

e the forms - bureaucratic, too much repetition of information, not intuitive, not
customised to specialty, externally directed, a means of assessment rather than
development

e a feeling that nothing will change - unsolvable problems, too few resources, lack
of action by “the Trust”. Four respondents indicated that problems raised at the
last appraisal had not been addressed.

e Some considered the whole process a waste of time, and questioned its relevance

to patient care.

Appraisers’ informal comments:

e There was very variable preparation by appraisees; some "thin" folders
e Standard documentation does not reveal useful specialty-specific information

e CA was useful for finding out more about what happens in the Directorate

The report made the following conclusions:

“We have established that we can make consultant appraisal happen, and that we can

gain some benefits from it.”

One of the survey conclusions was that.: HHNT needed to publicise tangible outcomes
of appraisal. Interview data supports this crucial point. Formalising feedback from
appraisers/clinical directors on how issues raised in appraisal are to be addressed or

reasons why they can not be resolved.
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Conclusions on the survey

The broad themes and results of the survey, which it should be noted was conducted
as an internal process, correlate with interview data, providing greater validity to the
results presented here. Differences in results may be because the research was

conducted at different times.

The overall tone of the survey is far more positive than the results of interviews. It
should be noted that the survey was conducted in HHNT which was more positive
about appraisal. But questions have to be asked about whether the people who are
likely to respond to such a Trust owned survey are likely to be more positive than
those who volunteer to talk to an external researcher? Did people use interviews like a
“therapy session” - an opportunity to complain? Interviews may be coloured by
discussions about the wider context in which CA was introduced, and it is possible
that CA became a representation of management more generally rather than an entity

in itself.

Do surveys produce different results to interviews? Are they analysed in a different
way? These questions echo the earlier discussion about the relative merits of
qualitative versus quantitative research. The results of a rigorously conducted survey
are perhaps less contestable than an interpretation of interviews. But surveys are less
useful in gaining an understanding of how and why questions, deeper reflections, and

the effects of context on outcomes.
7.7 Conclusions

The chapter presents the initial empirical results of this study. Section 7.3 presented
narrative descriptions of managers’ and consultants’ experiences of the CA process.
In 7.4 these were brought together in a typology containing five experiences of
appraisal: positive development; disappointed reflection; defensive assessment; more
work; and a cynical waste of time. The five types were then rated and analysed by
different demographic in 7.5. This revealed interesting differences between the
experiences of particular groups which would not have otherwise emerged from

narrative material. For example a particularly negative view of CA among female
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consultants at one hospital. Finally 7.6 triangulated data from this study with a survey
on CA at one of the hospitals studied. The overall themes of the two studies were

similar although the tone of interviewees was less positive than survey results.

Research question can be answered in different ways and usefully triangulated using
different methodologies as well as data sources (Oakley 2000). Quantification and
thick description can be mutually useful (Silverman 1994). It was also valuable to
triangulate the results using both qualitative and quantitative methods; narratives;
typology, categorising and counting; and a survey. Using a ‘bricolage’ (Denzin and
Lincoln, 1998; 2000) of different methods to test data not only provided greater rigour
but also revealed things which would have remained invisible by using one method

alone.

The interview data which emerged is interesting and somewhat different to the
original theoretical framework of control versus learning developed in this study:
often consultants appear to engage with CA by ‘playing the tick box game’ (see 7.3.8)
- loosely coupling the data they record in the appraisal process with their actual
practice. This is partly because clinical practice is difficult to make explicit and partly
because they believe the target-oriented nature of NHS management is not relevant to

the ‘practical reason’ (Townley 1999) of good medical practice (see 7.3.5).

Making practice more visible may simply limit professional self-regulation and
practice. Therefore professionals appear to use CA as a formalisation of traditional
professional regulation by peers, usually discussing potentially problematic issues
informally, off the record. It is difficult for consultants to explicitly represent their
practice as evidence recorded in the appraisal form. But only allowing professional
appraisers to interpret that data provides a buffer between informal, tacit, judgement-
based clinical practice and demands for greater visibility and explicit data from the
Department of Health and public more widely (see 7.3.7.). However externally
imposing such appraisal processes, which consume increasing amounts of time and
often de-motivate consultants while reassuring the public, may therefore actually

reduce the likelihood of their concemns being addressed.

213



A new theoretical framework is developed in chapter nine to explain research
findings. However the following chapter presents and analyses sub-themes within this
study; consultants who experienced CA as developmental in isolation; how
consultants’ experiences of CA changed over time; how clinical-managerial hybrids
engaged with CA; and finally analysing the typology using Gouldner’s (1954)

different models of bureaucracy, which were previously discussed in 4.9 and 5.6.7.
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8. Sub-theme results and analysis:

8.1 Introduction: Positive outliers; Changes over time; Hybrids; and Mock

Bureaucracy

Chapter 8 explores specific groups of appraisees. Section 8.2 examines the
experiences of those who were most enthusiastic about CA, drawing common reasons
for positive views. Section 8.3 looks at four consultants who were interviewed on two
separate occasions to see how their experiences and attitudes to CA were changing
over time. No clear trends emerged. Section 8.4 analyses medical and clinical
directors, clinical managerial hybrids (Fitzgerald & Ferlie 2000), separate from other
consultant, finding two distinct groups - ‘strategic’ and ‘incidental’ hybrids. Section
8.5 uses Gouldner’s (1954) patterns of bureaucracy, particularly ‘mock bureaucracy’,
to make sense of the typology. Section 8.6 draws conclusions about the analysis of the

four sub-themes.

8.2.1. Positive outliers

The following section analyses the views of “positive outliers’ - the eight consultants
in the development category of the typology i.e. those who thought CA was most
worthwhile. One advantage of having created a typology is that this ‘development’
group can be analysed in isolation from other interviewees. Investigation of this group
of positive outliers is ‘deviant case analysis’ (Denzin 1998; Yin 2003) because their
views contrast with the majority. It is interesting to try to understand why certain
individuals were more positive about CA than the overall tone of the study. Doing so
also provides useful information about how to improve the CA process in fuiure for

the hospitals which participated in this study.
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8.2.2. Taking appraisal seriously
Across the board this group thought that appraisal was important and useful. The
majority of positive outliers (5/7) were appraisers as well as appraisees. All took

appraisal seriously, as did the person who appraised them:

‘There’s no doubt that this, I felt, was an important event in the annual calendar for

me, and I took it seriously, as did [name of appraisers].” Consultant 11
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8.2.3 Inclined towards being a ‘hybrid’

The majority of the group were either already clinical directors, professional
managerial hybrids (Fitzgerald & Ferlie 2000) or expressed an interest in focusing

more on management in their careers:

“I think I'm probably unusual, I think my colleagues would agree, that I spend a lot
more of my time on issues such as the service than some of my colleagues so I
perhaps know less about the [medical discipline] and more about how to cut waiting
times. But actually both are of course required... T am also a great fan of job plans. I
think they can help us enormously if used appropriately and I think the appraisal and
the job plan are very much linked... I am able to say yes or no... you then have a very
good sense of what you’re doing, whether you’re doing the right amount or the wrong
amount, whether the Trust sees that your job plan is in balance or not... I think in
future years I would see it as a very important moment for deciding where I should be
expanding and where I should perhaps be saying no.. If you say yes, and do
something badly, you serve nobody... Yes I think the headless chicken philosophy is
a real issue for us... that compromisés a lot of your time for patients and it’s
something that none of us like to do but sort of get squeezed into a comer.”

Consultant 11

“I will either go hell for leather to become a clinical director, which T would do for
altruistic reasons and personal experience, or try to get a better work life balance.”
Consultant 31a

One Clinical Director in this group, by contrast, commented:

“The bottom line is that I'm a surgeon first, then an academic and then I happened to

be an administrator. That's probably not ideal but that's where I see myself [laugh].”

Clinical Director 53
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8.2.4 Likely to be an appraiser

The majority of those in development were appraisers. Perhaps those who did not
agree with the appraisal and/or were not interested in it would be unlikely to volunteer
to conduct appraisals. Those who had not been co-opted into conducting appraisals
provided more satisfying experiences for those they appraise. Appraisers may have a
better overall understanding of the whole CA process and therefore be more aware of
its advantages and limitations. CA may also be useful to appraisers in terms of power

over those they appraise.
8.2.5. Realistic about possible changes from appraisal

What really distinguished this group from others was their realistic understanding and
expectation of making changes within the NHS, how long changes take, and how

appraisal can contribute towards them:

“Some people here will tell you that “appraisal is a complete waste of time because
what I need to do my job is two more consultant colleagues” when actually they can't
seriously think that management will say, “fantastic, just get those for you.” So some

of it is unrealistic expectations of what you can achieve.” Clinical Director 34

One consultant in development was perhaps unrealistic about CA and the pace at
which change in the NHS can occur. When interviewed for a second time, they have

become less enthusiastic because:

“The Clinical Director of this department sees appraisal as something he has got to
do, a target of 100% he needs to meet... presumed to be another target to meet,

another box to tick.” Consultant 31a
This consultant was concerned that CA would end up being about:

“Protecting ourselves — it is deemed that you are up to the mark and do the right
things so that if an unfortunate accident or set of events occurs, if you get depressed

or your wife leaves you then you are not seen to be to blame.” Consultant 31a
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It therefore seems important for appraisers’ and appraisces’ expectation to be

managed to avoid disappointment and cynicism.

8.2.6. Understanding how and when to discuss topics on and off the record

Another key aspect of positive outliers was their understanding of what to discuss on
and off the record in appraisal; what to document formally as ‘evidence’ and what to
discuss informally. The invisibility of professional knowledge and practice to those
outside the profession is central to the concept of professionalism (Freidson 1994).
Making practice more visible can result in significant and unpredictable changes in
behaviour (Towniey 1994). Consultants appeared to prefer dealing with problems

informally:

“I don't want to bri:g people in here to rip them apart. If I'm going to do that I'm
going to do it some other time in a different format... if there's something wrong... [
will talk to them before the appraisal, or raise it in appraisal but I may not document it
depending on how I feel it will affect them... in the last resort I would bring up an

appraisal.” Consultant 56

“The detail of any quantitative assessment was pretty minimal... it was more, how is
it going, how is your distribution of time, who’s pulling and pushing you, what are
your plans, that sort of thing... all very genial... I think it would have been a difficult
environment to initiate things. I'm always of the view that in fact formal meetings are
not necessarily good places to initiate discussions about change. Very often I think
you're better off before the meeting, sowing a few seeds, talking to a few
stakeholders. Either you then make a broad decision which you ratify at the meeting
or you then have further discussion at the meeting and say, “right, let’s work on this
and bring it back”. But actually, throwing a new topic out at a meeting and getting
instant responses, often doesn’t produce the best way forward, such is the nature of

management and meetings.” Consultant 11

“At a personal level I suppose the appraisal discussions that have been most

successful have actually not been information driven. They have been much more
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about the self-reflective bit - “I had this real problem, these are the things I did to put
it right. I think I did that really well, but the other bit not so well.” And the sort of
debate about what we could do together about things that didn't go so well can be very

powerful, and it's absolutely not based on revealing data.” Clinical Director 65

However, one clinical director (who was not in the development category) was unable
to deal with a problem doctor because he had not formally recorded informal attempts

to address the issue:

“One of the consultants... was abusing the system. So I kept on asking him not to do
it but the documentation was very poor so, when I finally got completely fed up, I
didn't have a proper record... but even documenting it there was no support in the
Trust to do anything about it. It's amazing what they were prepared to accept in order
not to have to have problems... I started to wonder why I was bothering to do this job.
I was asked to write reports about it and then I got accused of, what was the word, not

misjudgement but not being impartial. It's absolutely outrageous.” Consultant 48

It seemed logical to record some things formally and to discuss others informally.

However not recording something does expose individual consultants to risk:

“I know that Dr X has these complaints. If he is discussing it in an open way and it is
recorded in his appraisal document, I have a sense of somebody who's got insight...
who is doing the process properly. Whereas if is a mismatch... five complaints, which
are not mentioned in the appraisal document, what is his appraisal about? There is a
gap here. So I can use it in a way for some form of quality control.” Clinical Director

65

Positive outliers in the development category were comfortable making the judgement

about what should be on and off the record in appraisal.

8.2.7. Working in a happy department

All the consultants in the development category seemed to be working in departments

they headed or considered well run:
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“I don’t think necessarily [any organisational changes will occur] as a result of the
appraisal. I think that we [the department] have developed a much more effective
communication... having established a group of people who are within this
department, who are to a greater or lesser degree in belief of that philosophy, one has
found that change has been very possible. There have been great changes in the way
the technical department runs, great changes... I think we’ve overcome a lot of
institutional conservatism, not necessarily here at [the Trust] but in the NHS.”

Consultant 11

It seems that satisfaction with CA is strongly affected by wider working satisfaction.
Consultant 39 had a new clinical director who, in contrast to the person previously in

his role, valued and listened to staff:

“I am very happy with our chief service [my appraiser] ...although we have major
problems in our department, because our chief of service is helpful, receptive... we
are very fortunate department. But I feel valued, all right. That's the bottom line... 1
get very stressed, I get very overworked... [But] I fee! I am being listened to and I
know there aren't easy solutions... he definitely listened and he tried very hard to
resolve them. In fact he is trying desperately hard to solve the problems of our

department. I wouldn't have his job for anything [laugh].” Consultant 39

Appraisal had provided an avenue through which the consultant could communicate

what previously may be blocked at clinical directorate level:

“I do think appraisal is overall a good thing because it does give an official possibility
to deal with issues that previously might have gone to your head of department never
beyond. Other people can read something, it can emerge from a local small unit, that's
probably the best thing about appraisal.” Consultant 39

8.2.8. Feeling able to use CA to personal, peer and organisational advantage

Appraisal served a useful legitimating function:
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“If they under perform then I've got... a measure which I can run at it. So I think of it
as professional standards of practice. It also gives them ...a tick in a box, I will put it
quite bluntly... which actually says to them, well done [first name], you have
completed another year of satisfactory service, as I see it, as one of your peers, now
let's go on and develop something more... I'm saying to all of them, this [CA] is like
with the taxman. The taxman can't look at everybody's account... if you send your tax
forms from a reliable accountant... you get it signed off by them, the chances are
much less, much less that you're going to be fished out of the pool and questioned.
Because they know what the accountable do, the accountant is just another taxman in
a different format basically. As opposed to the person who does their own personal
tax form... if there is the slightest thing they will pick it up and will argue about it.
And I think this is working out the same way. Providing it's all there, and it looks
good, and feels good, everything seems to work at the end, and there i1s continuity, the
chances of having problems at the end is very small, compared with the other

mechanisms.” Consultant 56

It also provided a forum for intra-departmental communication:

“I think it worked... if nothing else it allowed me to talk to a member of the
Department on a one-to-one basis, because otherwise I do run an open-door policy...
this is basically just an extension of that with paperwork that we have to complete.”

Consultant 56

“I don't necessarily think friendly, it wasn't an unfriendly atmosphere. I think I tried to
see where people's weaknesses are and how they can develop themselves. And what

we can do to help them.” Consultant 53

“Sit down and get things off your chest and say what you need. It's probably the only
time in the year when your bleeper is tumed off, there is nobody knocking on the
door, and you can sit down and take a good look at what you're doing. I think that one
of the big problems in the NHS is always time together. Having time to sit down

together and say, where are we going?” Consultant 34
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‘In my role as an appraiser... I get an insight into... how people think, what they do,
what makes them tick, which is quite different from any of the other interactions I
might have... many of these people I see on a pretty regular basis. So it creates an
environment in which you can really begin to understand what motivates somebody's

performance.” Clinical Director 65

Appraisal provided a useful opportunity for reflective practice (Schon 1987):

“On the individual I think it makes people very much aware of what they do.”

Consultant 56

“Appraisal was useful because it made me look at his own practice, which I hadn’t
done before appraisal for first 5 years as a consultant. It had made me look at himself
in a whole, consequently I changed my subspecialty... I also moved because those in
my group, when I looked at as a whole, would get bored if I had biocked things by
staying in the role.” Consultant 31b

“I think that allows people to get their thoughts together, to actually see what they are
doing... the positive side is by far the bigger. The downside of it is time.” Consultant
53

And finally, appraisal offered a useful opportunity for positive feedback or what

Alvesson (2004) refers to as a motivating ‘confirmation’ of identity as a good doctor:

“Appraisal... is saying you have done well, you have done a good job, we appreciate

what you're doing.” Consultant 53

"It gives them a positive feedback... There are bits or pieces in here that we may have
problems with, but the message you walk out the door with is good, good effort.
Never let anybody walk out the door with their head between their legs.” Consultant

56

“I felt really good, it lasted two and a half hours and I looked at my watch at the end

and thought, God I can't believe it's been that long... it was really valuable, I felt a bit
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guilty... we both actually felt it was quite fulfilling... a heart to heart. Well it was a
bit like that. Maybe we were just lucky because we were both entering into it with a
very open approach. The appraisals I do... didn't take so long [yet were] a healthy

discussion.” Consultant 31a

Indeed length of time for appraisal was an indication of its quality, with the

unhappiest appraisals lasting under twenty minutes and the happiest over two hours.

8.2.9. Cumbersome paperwork

Even among this group of positive outliers there was a feeling that the format and
paperwork for CA were overly cumbersome, which several in the ‘development’
group commented on. Appraisers had the vital role of mediating between top-down
structures and bottom-up reality (Nonaka & Takeuchi 1995) or ‘translating’ the
meaning and language (Denis, Lamothe & ILangley 2001) of appraisal into terms

which clinicians understand:

“I think the weakness of the appraisal process as laid out in a folder is that it looks
very prescriptive, it doesn't look developmental or supportive. It looks like we want
you to tell us how many hours you are working, what your rota is and how many
patients you are seeing... I think that sounds quite threatening, when you read through
it, so I think that's the big weakness and it's very bureaucratic and very regimented

and could be interpreted as punitive.

1 think the strength is outside of that. The opportunity to sit down with somebody who
I hope will be supportive and say within the space of three hours “here is how I see
things and here is how I would like to see them going” in the hope that that will get
fed up into the more senior management structures... If they're all saying the same
sort of thing then it should inform the management so that they can go off to the PCT

[NHS Primary Care Trust] and say what appraisal process has shown.” Consultant 34

“Those who had written the appraisal document didn't understand that it was for very
intelligent and opinionated people. The old [Trust] system had worked a lot better

because it was more driven by the appraisee in terms of what they did and did not
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like.” Consultant 56

“I had one or two colleagues who have been apparently completely unable to put their
appraisal documents together in any sensible fashion. I even arranged a meeting to do
the appraisal with them and it is quite clear that they didn't have any idea about what

they should be doing... It's a mixture of unable and unwilling.” Consultant 44

8.2.10. Conclusions about positive outliers

The interviews with the eight consultants who were most positive about their
experience of appraisal were compared and systematically analysed. Several common
characteristics emerged which seemed have made their experience of appraisal

positive.

All of this group took appraisal seriously and felt that they were able to use it to their
personal, departmental and organisational advantage. It was a useful defence against
future litigation. It facilitated personal reflection on practice (Schon 1991), intra-
departmental communication, provided an opportunity to give a motivation
confirmation to appraisees that they were doing a good job (Alvesson 2004), and to

say thanks.

Consultants in development were all working in happy departments and had people
whom they considered good appraisers. They were inclined towards being an
‘entrepreneurial professional’ (Ferlie & Geraghty 2004) - either a clinical director,
spoke of a desire to become one in future, or believed that management was a key
element in providing health care. Most crucially they were realistic about the changes
that could occur as a result of CA and had a good understand of how, as discussed in
the previous chapter (7.3.8), to play the tick box game around CA - when to address
issues on and off the record; either recording them as evidence in the appraisal folder

or discuss them informally.

The one complaint that even the consultants most positive about appraisal had was

that the process was based upon overly cumbersome paperwork. If CA in future is to
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be successful it is important that the facts leading to it being successful in these cases

are addressed and replicated more widely.

Analysing the interviews with those most positive about CA in isolation from others
has provided interesting data which is particularly useful for those involved in running
and improving the CA process. However the study reflects the view of Fletcher’s
(2001) view that the success of appraisals may be more due to the attitudes of the

individuals and wider context than the process itself.

226



8.3 How consultants’ attitudes to appraisal change over time

Research phenomena change over time (Pettigrew, Woodman & Cameron 2001;
Pettigrew, Ferlie & McKee 1992). Four consultants were interviewed on two
occasions, with at least a year between interviews, to track how their views of CA
were changing. Interestingly, no consistent change stood out; one consultant remained
positive about the process, one negative, one consultant became less positive and

another less negative.

Consultant 31b +ve +ve
Consultant 31a +ve neutral
Consultant 36 -ve -ve
Consultant 20 -ve neutral

8.3.2. Consultant 31b

Consultant 31b was positive about CA and remained so in the second interview, his

views on it changed little.

8.3.3. Consultant 31a

Consultant 31a was a very enthusiastic new appointee who in the first interview was
extremely keen on CA. In the second interview Consultant 31a was becoming
disillusioned, not only with the CA process but with organisational life and
management more generally. Consultant 31a appeared to be entering a period of
‘burnout’ (discussed earlier in 7.5.5.), perhaps due to previously unrealistic

expectations about how quickly changes could occur within the NHS.

8.4.4. Consultant 36

Consultant 36 had high expectations but had been bitterly disappointed, “pissed-off

certainly” with a first experience of CA:
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“For me personally [CA was a] waste of time. But ... I have done something useful
with people who've been appraised and therefore I suppose in some ways that's what

made me even more disappointed.”

“I was presented with a list of documents which I was supposed to accumulate and I
went along with the documents and 15 minutes later I was out of the door... that was
a terrible thing. I've been a consultant quite a long time and this was the first appraisal
process and I would have liked it to have been more constructive... no, the process of
the documents being required was being taken very seriously. But as they were
checked off on a list. That’s what it was about - was the documentation of this
procedure accurate or not? ...It was valueless I think. In that sense anybody can
produce a piece of paper ...I recently changed my role and I would have liked some
kind of feedback... I can't see how it could have made any difference, except now
they've got a record of the letters of complaint which are written about everybody.”

Consultant 36

In the second appraisal, Consultant 36 had a different appraiser but none-the-less the

appraisal experience was much the same:

“I have had another one which was done by somebody different and which was
slightly more of an attempt to consider me and my needs but still it was done in
twenty minutes... I could just as easily left my folder on the table and twenty minutes

later come back.” Consultant 36

For Consultant 36 the appraisal experience simply confirmed a general

disillusionment with working in the NHS:

“You keep your head down and just sort of get on and nobody will notice what is
going on... Less and less do I feel the NHS wants me to do better... I could I think be
a lot more enthusiastic about my work. I could be out there doing even more than [X]
sessions... [ am now a senior person in my specialty... but I can’t be bothered...
I'm... feeling bad about the NHS at the moment is one... a colleagues has just retired
and apart from being asked to return their white coats, the system hasn’t noticed that

they have gone.” Consultant 36
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8.3.5. Consultant 20/55

Consultant 20/55 had also been disappointed with a first appraisal, unable to discuss
personal strengths and weaknesses or sources of aggravation. It had been a “waste of
time” - even a piece of equipment worth £200 which Consultant 20/55 had requested

had not been provided as a result of appraisal.

Consultant 20/55 was interviewed immediately before the second appraisal, and

perhaps as a result it had been a better experience:

“I felt a huge lot better but I had made my point and the point was taken. Whether it
will lead anywhere, I don't know... but you [interviewer] have definitely influenced
your subjects... because talking to you helped me to clarify what I was thinking, plus
some of my sources of that aggravation. I went in more determined to talk about the
things that were aggravating me and I did. And it made it a more positive process.”

Consultant 20/55

But consultant 20/55 still considered appraisal a “waste of time” or “potential but it's
been corrupted.” This was because of a lack of clarity about what would be formally
recorded and discussed off the record, whether CA was an appraisal or assessment
and corrupted for political reasons. For the process to work, developmental appraisal
and assessment had to be separate. Consultant 20/55 was also concerned by the

possible introduction of performance related pay by stealth:

“I was very conscious of the bits that went to HR. I didn’t want to sign up to any
objectives which they could then come back to me next year with and say that I had
failed to do them... what really does worry me is this blurring of boundaries between
assessment and revalidation and appraisal and remuneration... to work I think they
have to be separate. And for various, what I perceive as mainly political, reasons the
boundaries have been blurred so the message is changing... on all these appraisal-
training workshops... they were separate, appraisal was development, personal and
professional development and hooked into lifelong self-learning... that was fine. This

thing about remuneration has come in from the outside as a sort of offshoot... it
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seems to me that assessment or revalidation has been mixed up because of having
made it a political message... They are corrupting it... as an unfortunate side effect of
the whole debacle over the [new consultant] contract. With the government saying,

“well, we are going to do it by stealth and bring it in with performance related pay.

Consultant 20/55

Consultant 20/55 concluded that CA was more of an assessment that an appraisal:

“I'm all for a system that identifies, encourages and rewards excellence. Or better than
average... you want to build to reward the ones who are just a step above and there is
really no system and I feel... the appraisal system could be used for that but it isn't...T
don't mind ... you've got to do it because you will have revalidation in five years and
you will need five signed off appraisals for your revalidation. That's not a carrot, it's a

big stick.” (Consultant 20/55)

The consultant also commented on target driven management in the NHS, the
dysfunctional effects it was having and the way it encourages doctors to ‘play the
system’ collecting evidence of meeting targets but not making doctors more effective.

This made Consultant 20 angry:

“T think they're a bit beside the point actually, because you can get thousands of these
[CPD - continuing professional development] points and never touch a patient
because you're so busy going to meetings and writing lectures, visiting other
hospitals... you look at the people who get the most and it’s academics with the
fewest clinical sessions. So I play the system, and I add my points up. And I have got
a whole pile of stuff to say that I attended this or that in my folder. But I don't think
it's doing what it's supposed to do, which is to make sure that I'm an up-to-date,
effective clinician... what made me so angry about the 10 hours [preparing for
appraisal] - T could have written another paper in 10 hours rather than recording what
I did... for the database which doesn't produce any data because it's set up wrong...

it's all about recording what you do rather than doing it.” (Consultant 20/55)
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8.3.6. Conclusion

Perhaps the number of repeated interviews was too small to provide any rigorous or
meaningful data. No pattern emerged across the four repeat interviews: all had
different experiences of how the CA process had changed over time — one remained

positive, one negative, one became less positive and one less negative.
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8.4 Hybrid Clinical Managers

8.4.1 Introduction

To recapitulate on section 3.4., clinical and medical directors or professional-
managerial ‘hybrids’, occupy an increasingly powerful position within health care
organisations (Montgomery 1990). Medical management is now accepted as a
legitimate career choice whereas in the past it has been seen as a role for failed
doctors (Harrison & Ahmad 2000). Ferlie and Geraghty (2004) more recently observe
‘entrepreneurial’ professionals who, although not necessarily in formal managerial

positions, embrace management as an extension to their professional role.

Hybrids’ and entrepreneurial professionals’ values are somewhat different from those
of their colleagues involved in medicine only. They are more interested in and have a
better understanding of management (Fitzgerald & Ferlie 2000; Ferlie & Geraghty
2004) and therefore are able to translate conceptions and ideas between the languages

of medicine and management (Montgomery 1990).

But are hybrids any different from ‘professional administrators’ in ‘professional
bureaucracies’ (Mintzberg 1989) who needed to maintain the support of professionals
to maintain influence? It is interesting to try to conceptualise the effect hybrids have
on the autonomy of medical professionals as a whole. Montgomery (1990) suggests
that hybrids remain loyal to professional colleagues and therefore enhance the
professional position. Harrison and Ahmad (2000) by contrast argue that hybrids are
more influenced by their position in the organisational structure than by their
professional culture and therefore behave more like managers. While Fitzgerald and
Ferlie (2000) present a more mixed picture; some professionals winning and others

losing as a result of managerialisation.

Intra-professional conflict have a far greater affect upon the position of a profession
than external influences (Abbott 1988; MacDonald 1995). Causer and Exworthy
(1999) conclude that, despite some fragmentation among professionals, the

emergence of the hybrid has not affected professional dominance over healthcare.
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Hining and Greenwood (1999) have described how a combination of changes both
within the accounting profession and in its external environment led to a changing in
the form of accounting organisations. By contrast, Kitchener (1999) suggests a
process of ‘sedimentation’ is occurring in NHS hospitals. Hospital structures may
have changed but prevailing power relations, attitudes and values remain unchanged.
Professionals remained at the apex of the power structure, willing and able to accept

changes which suit them and subverting those which do not.

How has the competition over ‘jurisdiction’ (Abbott 1988) of CA, between managers,
hybrids and clinicians, affected the position of the profession. What does this imply

for the managerialisation of the NHS?

8.4.2 Hybrid identity

There appears to be a blurring of boundaries between public sector professionals and
managers with status and power increasingly dependent upon phrasing goals in
managerial terms (Causer & Exworthy 1999). Cohen and Musson’s (2000: 44) study
of entrepreneurial identities among medical professionals found that while ‘people
skilfully appropriate those concepts which allow them room for manoeuvre and
negotiate their own understandings within their own particular world.” Professionals
were unable to resist changes imposed upon them because of the ‘severe financial
consequences’ of doing so. Hence ‘the discourse of enterprise cannot be seen as
monolithic... it is diverse, appropriated and used by people in a variety of ways.’
(2000: 46). It is important to understand how ‘enterprise discourse’ is meaningful to

ordinary people who ‘do enterprise’ on a daily basis (Cohen & Musson 2000).

Individual identity concerns how a person constructs a particular version of him or
herself and can be seen as a response to the question, “who am 177 We do things to
confirm the sort of person we are and therefore identity is highly related to
organisational context and social interactions. But it is important not to confuse self-
identity with other internalisations of norms and values. Identity is to do with self-
categorization, distinct from sentiments and corporate culture; people can adopt an

identity without internalising the norms, values and beliefs associated with that role.
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Therefore identity goes beyond culture into how people define themselves (Alvesson

2004).

Dukerich et al. (2002) found a positive correlation between whether physicians
identify with their organisation and their ‘cooperativeness’. The external image of an
organisation was important for creating an identity professionals wanted to be
affiliated with. But successful knowledge intensive organisations are often highly
competitive. Professionals may resist learning because it threatens illusions they have
about their own identities (Brown & Starkey 2000). A competitive environment may
threaten knowledge workers’ self-esteem and trigger efforts to construct positive self-

image (Alvesson 2004).

Doolin (2002) looked at the pressures on clinicians, particularly clinical directors, to
adopt a more ‘entrepreneurial’ identity in New Zealand. Three groups of clinician
-emerged in the study: (1) senior clinicians who adopted managerial roles and derived
a sense of meaning and identity from it; (2) a second group which resisted
managerialism because they believed that public health care should remain a public
service and ‘not become like a business’; (3) the majority of clinicians were very
capable of being entrepreneurial in private practice, yet resist doing so in the public
sector. This was both out of ‘social conscience’ and to maintain their autonony.
Doolin’s study demonstrates how individual clinicians can play with identities, using

them advantageously, and reflects the finding in this thesis.

The way that consultants interact with the CA process provides insights into

consultant identify, the way that they self-categorise and construct of self-image.

8.4.3 Data on hybrid identities

This thesis also finds that the traditional view of a distinction between clinical and
medical directors as hybrids and ‘pure’ clinicians (Fitzgerald & Ferlie 2000) overly
simplistic. When considering hybrid professionals it is useful to acknowledge the
processual nature of identity, which is constructed, multiple and varying (Alvesson
2004).
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The analysis of hybrids is complicated. Three consultants who were interviewed were
former clinical directors no longer in a hybrid role, either because they had had
enough of the job or because they simply wanted another job. Another group of
consultants were aspiring hybrids who spoke of their desire to become a hybrid at a
later point in their career; similar to ‘entrepreneurial professionals’ (Ferlie &
Geraghty 2004). Aspiring hybrids tended to be younger consultant. Perhaps because
they have received management training and only worked in a post-Griffiths (1983)
report managerial NHS, their attitude was more sympathetic to management than the
average consultant. For this group management responsibility provided an alternative
and often quicker way of rising up through the organisation to the purely medical
route: entrepreneurial identity and discourse was a legitimate power resource within

the hospitals in this study.

The following extract shows an interesting itlustration of the attitude of an aspiring
hybrid:

“I’'m not trying to run [X] NHS Trust like Easyjet. I'm trying to pluck the best of
Easyjet and the best of [X] NHS Trust for the best of our patients... If I give a patient
a prescription... but they do not take that prescription to pharmacy because the
waiting list for the pharmacy is too long then... I'm not practicing medicine really...
only when that drug is absorbed into the patients’ system ... that it’s actually made
any difference... Caring for patients involves delivering care to patients, that means

the right care, in the right way, to the right patient.” Consultant 11

Many consultants work for more than one Trust. Some consultants worked as
consultants in BLT and HHNT and as clinical directors elsewhere. Therefore their
views within interviews are of generic clinical director and include their experiences

in other Trusts.

The distinction between defining a clinical or medical director as a ‘hybrid’ and the
heads of a department as a ‘non-hybrid’ may be spurious. Heads of departments often
have responsibility for appraising consultants in their unit as well as managerial

responsibility. Some heads of department would perceive themselves as
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‘entrepreneurial professionals’ whereas others would not. But systematically defining

an ‘entrepreneurial professionals’ or ‘aspiring hybrid’ is problematic.

For the purpose of parsimony, testability and logical coherence (Eisenhardt, 1989),
the thesis conducts an analysis of the ten current and former clinical directors
interviewed in this study, clearly identifiable as being or having been in a clinical
director role. The analysis excludes aspiring hybrids and heads of department because

of categorical ambiguity.

8.4.4. Analysis of hybrids

Interviews with current and former clinical directors were analysed in isolation from
other interviews. These included clinical or medical directors in the case organisations
and those who were part-time consultants in BLT and HHNT and worked as clinical
directors in other NHS Trusts. Interviews were systematically analysed. Explanations
for why they became clinical directors were listed in the first eight columns of a chart.
The last three columns list how this group thought they were seen by others. by

themselves and how they saw CA.
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8.4.5. ‘Incidental’ and ‘strategic’ hybrids

One of the most striking finding to emerge from this analysis is that there appeared to
be two kinds of hybrids; a group of incidental hybrids, who just ended up in the
clinical director job at a later stage in their career. This was either because there was
no one else able to do it, because it was the top job in the department or someone

needed to run their unit well:

“T just thought I'd quite like to run it and nobody else terribly wanted to do it.”
Consultant 33

Incidental hybrids saw themselves and were seen by their clinical colleagues as a

medical professional. Few in this group were positive about CA.

A second type - the strategic hybrid — emerged, who seemed to have been
destined since early in their medical career for managerial role. About half of this
group mentioned early experiences of management: often they had worked overseas
where they had managerial responsibilities beyond those given to junior doctors in the
NHS; they also mentioned inspiriting clinical mentors interested in management. A

combination of these factors led strategic hybrids into medical-managerial roles:

“I had a head of department when I was a young consultant, who was a very able
administrator and would use the system, and taught me to use the system.” Clinical

Director 23

“I worked [overseas] running part of a health service... at quite a young age. It wasn't
just doing doctoring, I had to make the system work. I found that pretty challenging

and very interesting.” Clinical Director 65
Unlike some more traditional clinical colleagues, strategic hybrids consistently said

that they just naturally “thought” or “were made” in a managerial way. They beheved

that managing was an essential part of providing health care. Management also
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provided strategic hybrids with influence beyond what medicine or academia alone

would bestow:

“I must admit that I find my clinical work now a bit boring. I like different challenges.
I feel very disempowered when I haven’t got a say in what goes on and therefore the
only way I can have a say in what goes on is to actually move up in the way of

management... That must be the way I am wired.” Clinical Director 25

The identity of strategic hybrids appears to be somewhat different to other medical
professionals. Although they all very much consider themselves medical
professionals, they appear to accept managing as a central part of providing clinical
care, particularly softer day-to-day management. Strategic hybrids felt that non-
hybrids colleagues considered them a different breed. Some commented that
colleagues saw them as a “poacher turned game-keeper” or having changed “turned”

against the medical profession:

“There 1s no doubt that most people think I have turned [Laugh]. Yes, I bave joined
the dark force. I am part of the problem.” Clinical Director 65

Strategic hybrids appeared to be happier and hierarchically more successful in the
clinical or medical director role: two clinical directors in this group were surprisingly
young to be in such senior positions; the other four were in medical director or

associate medical director roles.

A higher proportion of strategic hybrids believe that CA could be useful: the average
rating (as developed in section 7.5.1) for CA was 3.83 for strategic hybrids compared
to 2.57 for incidental hybrids. The three former-clinical directors, all incidental
hybrids, were quite cynical about management and accordingly about appraisal; their
views of it were categorised as work, assessment & waste of time. By contrast two
strategic hybrids categorised appraisal as development, two as reflection, one as work
and one as assessment. There appeared to be a vast difference between the ways that

the two groups viewed CA.
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8.4.6. Other clinicians’ views of hybrids

More traditional consultants considered it difficult to be both “a manager” and “a

clinician” at the same time:

“Doctors are not managers... they don’t think like that.” Consultant 1
Others were suspicious of hybrids’ political intentions:

“T am always a bit suspicious of doctors as managers.” Consultant 4

“In my experience [clinical directors]... pay lip service... they are in it for
themselves... political animals... T am deeply suspicious of anyone who wants to
become a manager... it means they are no good at being clinicians... they are worse

than managers.” Consultant 18

Non-hybrid consultants were split about how they saw hybrids: half saw a clear divide
between medicine and management and half perceived blurring between the two. But
there was consensus that to maintain credibility within the medical profession, it was
important for hybrids to remain ‘one of us’ and continue at least half time clinical

practice:

“My colleague has about half time management responsibility, half time clinical...
essentially one of us... I think that doctors who go and do full-time managers rapidly

become one of them.” Consultant 1

“Take a foot out of the camp of clinical practice they do lose credibility in the eyes of
their colleagues; in which case they might as well just be non-medical managers.”

Manager 30

“If you're viewed as a management nark by your colleagues, to put it crudely, you're
not going to get their support. So we've got to be seen to be someone who represents
people's views fairly well. But on the other hand if people are being obstructive,

doctors quite frequently are rather unadventurous, and they think because we've
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always done it like that, you've got to do it like that, you have got to try and push the

frontiers forward. Consultant 33

Accordingly Mintzberg’s model (1989) of the professional administrator still appears

valid.

8.4.7. Hybrid identity revisited

The identity of knowledge workers, including professionals, is a subject that has
attracted much inierest among management scholars in recent years. Indeed a special

edition of Academy of Management Review 25(1) was devoted to the topic in 2000.

Perhaps because strategic hybrids’ identities were more congruent with the clinical
director roles they appeared happier and more comfortable in those positions.
Alvesson (2004: 204) notes that ‘identities and motives are closely related... securing
a sense of self is an important motive. People want to perform well at work because
the status and feeling of competence have positive effects on self-esteem and
identity.” The development of the clinical medical specialty, particularly the British
Association of Medical Managers (BAMM), has perhaps led hybrids to be more
secure and motivated in their roles and identities. It appears from the data in this study
of appraisal that consultants’ sense of ‘being good’ is rooted in the perceptions of

their peers, particularly professional peers in their medical specialty or Royal College.

“One of the interesting drivers for consultants was the perception of themselves and
their views on how their colleagues perceive them. It was a very powerful motivator;
they wanted their colleagues and the community at large to perceive them as being
good... good at their job, good doctors; a person to whom ill people could go with
confidence... Consultants will change their behaviour very quickly if it becomes clear
to them that their consultant colleagues have lost confidence in them... the point
about data is that if people know you do a good job, if people know they see more
patients and deliver higher quality outcomes than the other guy, you bask in their peer

group glory... yes money is another way of giving people the tools to have self-
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esteem... [but] the spectacular loyalty to something outside of their employer, which
is much greater... for their Royal College every time... they see themselves
nationally, in the eyes of their peers on the basis of their [Royal] College work, not a
basis of their local work [but]... there is an interdependency. They are only important
nationally because they've got a job locally and also they have to pay their taxes.”

Clinical Director 66

Hands-on management does appear to be more accepted among consultants as a
legitimate part of running hospitals. Clinicians who embrace aspects of management
to their personal and/or departmental advantage are gaining influence. By
demonstrating that their department has achieved targets these consultants have
gained both money and autonomy. But the ‘losers’ among hybrids appear to be those
who went into the role without a full appreciation of the limited extent to which
change is possible within the NHS and the Machiavellian political skills needed to

make even incremental differences.

Doctors do not lose their positions for not meeting targets but those in managerial
roles do and hence managemént roles may limit hybrids’ agency. Consultants in this
study appear to resist managerial changes which do not seem to make a difference at
the ground level - external audit, surveillance and management by targets and
protocols. Hybrid appraisers are therefore caught between the necessity of retaining
credibility with their medical professional peers and achieving externally imposed

targets, which are often not legitimate or enforceable at the ground level.
There does seem to be some evidence of a process of hybridisation but in a distinctive
way. Managers and doctors often scemed united in their aim to provide good local

services against targets imposed by the Department of Health:

“Being a good manager is something people are or are not... the problem is targets ...

imposed by Government” Consultant 37

“Clinicians in management are trying to know the rules of the game with management

and get the best for the patients... I have no problems with clinicians being managers.
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What I have a problem with is how far those clinicians as managers are imposed on in

terms of targets.” Consultant 17

Professionals may resist learning because it threatens illusions they have about their
own identities (Brown & Starkey 2000). Perhaps this is because it is easier to
demonise and blame invisible and impersonal managers at the Department of Health
and politicians for the constraints and problems of the NHS than those managers

whom consultants can see struggling to provide a service on a day-to-day basis:

“Talking to a lot of medical directors around the place... the medical director would
say are you worried about me? They [consultants] will say no, we are not worried
about you or management in this hospital but you won't have believed what they are
doing in that place down the road. They are whipping them on at the back with a
barbed-wire three times per week and telling them that they have to work until
midnight. You ask are they really doing that. Oh yes, I know someone who works

there.” Clinical Director 34

Hybrids are in a position to better appreciate the wider context of their work. Perhaps
because of this, they do enforce the legislative requirements of GMC medical
professional licence ‘revalidation’ within CA - collecting a minimum number of
professional development ‘points’, having certificates, licences and other
documentation in order, and conducting legally sufficient and regular clinical audit. It
may be that wider societal rationalisation of professional regulation, more than

management, affects CA.
8.4.8. Conclusions on hybrids

The effects of hybrids on professional dominance are unclear as viewed through the
window that CA provides. Although strategic hybrids, in particular, like hybrids in
Cohen and Musson’s (2000) and Doolin’s (2000) studies, appear to be comfortable
using more managerial rhetoric, there is no clear evidence in this study that they have

become more like managers than Mintzberg’s (1989) administrators.
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Engaging with management, rather than rejecting anything managerial, does provide
consultants with influence. As Llewellyn (2001) and Denis et al. (2001) point out,
clinicians in management roles are in the position to translate, interpret and enact
managerial processes such as appraisal Rather than being defined by their formal role,
as Cohen and Musson (2000) and Doolin (2002) suggest, hybrids appear to
appropriate and interpret managerial processes such as appraisal as it suits them.
Hybrids use processes according to their perspective on the nature of management and
its appropriateness to a particular situation. Commonly where consultant appraisers
did engage with CA, they informally used it developmentally rather than to accurately

measure and record clinical activity, even where appraisal forms appeared complete.

Managerial rhetoric and superficial conformance seem to be an essential buffer
against an increasingly demanding public and Department of Health. External
demands were not rigorously enforced by hybrids in this study of CA but consultants
are increasingly aware of them. To some extent, this study confirms Harrison and
Ahmad’s position (2000) - that hybrids are influenced by organisational structure. But
hybrids appear to be very much part of the medical profession and perhaps, on
balance, bolster the professional position as Montgomery (1990) argues. Hence the
medical profession remains as strong as ever in terms of what it can directly be told to
do. But perhaps it is indirectly weakened and demoralised by the ever-increasing need
to appear to meet external audit requirements. Clinicians frequently play games and
tick boxes in order to make their actual practice appear to conform to formal

requirements and targets but take little pleasure in doing so.
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8.5 Appraisal as mock bureaucracy

Hogget (1996) suggests performance monitoring in the NHS performs little more than

a symbolic purpose, relieving anxiety among bureaucrats:

‘Routine monitoring may... maintain an illusion or simulation of control within a
decentralised system; thus the experience that many staff have that nothing ever
happens after the inspection, review or audit has occurred. In fact perhaps, in these
cases nothing is meant to occur for this may be a form of symbolic policy making
largely designed to reassure anxious senior bureaucrats unused to operating on a

hands-off basis.

Performance management systems, even of a symbolic kind, clearly shape behaviour
but whether they shape behaviour in the direction policy makers intend is another. and
little researched, question... individuals and groups have become highly adept at
impression management... skilled at the art of performing to target, even though it
may run counter to the need to do the right job... hands-on control exacerbates the
problem it seeks to address. It further undermines trust... For many professionals this
leads to the invalidation of work which is non-visible and non-measurable... care and
attention given to service users or fellow members of staff suffers as it fails to
contribute directly to the immediate output measures upon which the organization’s

success stands or falls.” (Hoggett, 1996: 23-4)

Hoggett’s description of management in the NHS is congruent with Gouldner’s

(1954) concept of ‘mock bureaucracy’.

To recapitulatc on sections 4.9 and 5.6.7, Gouldner’s (1954) study of bureaucracy
identifies three types of bureaucracy: Representative bureaucracy refers to rules
which both management and workers benefit from and therefore choose to follow.
Workers regard punishment-centred bureaucracy as unnecessary red-tape but
management strictly enforced it, particularly for those workers who are perceived to
be shirking. However the more management attempts to enforce punishment-centred

bureaucracy the more workers resist it, creating a vicious circle. Mock bureaucracy is
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neither enforced nor obeyed within the organisations, because it is neither legitimate

nor expedient to do so but it formally exists to meet externally imposed requirements.

Gouldner (1954) argues that the introduction of bureaucracy stems from the
breakdown in personal relationships. The type of bureaucracy depended upon
different parties’ perception that their expectations had not been met and whether it is
legitimate and/or expedient. Bureaucracy served as defences against anxiety, reducing

tensions and potential conflicts.

It is interesting to examine the typology of consultants’ views of appraisal according
to Gouldner’s framework. For those who categorise CA as ‘development’ it is a
process which benefits both medical professional development and the meeting of
management objectives. Enforcing the requirements of CA is both legitimate and

expedient. For those in development CA is a form of representative bureaucracy.

The ‘assessment’ category is closest to an example of mock bureaucracy. There 18
little conflict or resistance to CA from those in this category. Both appraiser and
appraisee appear to accept that providing explicit evidence of profeszional practice in
the appraisal form is not expedient or legitimate at the ground level. CA is like the ‘no
smoking rule’, which Gouldner uses as an example of mock bureaucracy in his study,
it exists to meet external requirements but is neither enforced nor obeyed because in

practice it is perceived to be unnecessary.

Those in ‘reflection’ view CA as a mix of representative and mock bureaucracy.
Appraisees in this group went into the process viewing it as representative
bureaucracy. But because their appraisers regarded CA as mock bureaucracy or the

organisation did not enact necessary changes it ended up as a mock exercise.

‘Waste of time’ is a mixture between mock and punishment-centred bureaucracy,
more of the latter than the former. Complaints about bureaucracy and “red tape” are
associated mostly with punishment centred rather than mock or representative
bureaucracy (Gouldner 1954). Those in this category in particular viewed CA as
unnecessarily red-tape. Gouldner argues that bureaucratic rules are used to channel

aggression which is often taboo. They provide a ‘leeway function’ whereby rules are
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interpreted more strictly for those who are seen to be “goofing off” - not working
appropriately - and more liberally for hard workers. Consultants in waste of time were
often the most hostile to management and therefore most likely to punish and be

punished by management through CA.

‘Work’ can be seen as a mixture of mock and punishment-centred bureaucracy, more

of the former than the latter.
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Gouldner argues that the degree to which bureaucratic rules can be established

depends upon the extent to which they are resisted. Strength of resistance is a function

of:
e Adherence to belief systems which are violated by the bureaucratic measures;
e Conditions legitimating active resistance;
e Conditions making resistance expedient;
e The degree to which status is injured or impaired by bureaucratisation;

e The strength of informal solidarity among resisters.
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The very nature of the medical profession means that, on the basis of all five criteria,
it is highly likely the medical profession will resist bureaucratic rules associated with
CA which does not fit with professionals’ values. Depending on the exact nature of
CA, the nature of professional knowledge and practice makes resistance both
legitimate and expedient. The bureaucratisation of practice would be highly
disadvantageous to professions who display a high degree of informal and formal

solidarity.

Gouldner argues that bureaucracy is a ‘homeostatic self-perpetuating system’ and that
it is necessary to consider the factors maintaining its momentum. Bureaucratic rules
maintain momentum because they are a ‘defence mechanism’ which reduces tensions
between different value and belief systems, the ambiguous basis on which legitimacy
judgements are made and the decline in friendly informal relations: ‘Bureaucratic
rules are held to survive because they reduce tensions consequential to people in

varying statuses and for the organization as a whole.” (Gouldner, 1954: 241)

CA was introduced as a cbnsequence of medical crises caused by the Bristol and
~ Alder Hey scandals and GP Harold Shipman. CA was rhetorically designed to prevent
- future crises from occurring. For -Gouldner, bureaucracy serves as a ‘defence
mechanism’ against things which threaten the survival or equilibrium of the
organisation but also preserves the tensions which threatened it. By creating a defence

it becomes less necessary to address the causes of the tensions in the first place.

Bureaucracy also has an ‘apathy preserving function’ (Gouldner 1954) whereby
employees can work without emotional commitment to their employer. Similarly
Menzies-Lyth (1970) found that nurses used NHS bureaucracy to depersonalise their
relationships with patients as a defence mechanism against overwhelming anxiety. A
bureaucratic CA process, created as a response to medical crises, actually means that
professionals are less motivated to address the conditions which led to the crisis in the

first place.

A mock appraisal system, undermined by its different and often conflicting
requirements, is unlikely to produce learning which prevents future medical scandals.

The ‘remote control’ function (Gouldner 1954) - communication through rules like
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those which enforce provision of evidence of good medical practice - may bypass
resistance. But it does little to motivate consultants to do more than comply with the

minimum specification.

Indeed Hoggett’s (1996: 23-4) analysis of NPM-based performance management
systems suggests that they are symbolic, providing ‘an illusion or simulation of
control’. They are not meant to produce changes but be to ‘reassure anxious senior
burecaucrats’. Unfortunately symbolic performance management systems may shape
behaviour in ways unintended by policy makers, resulting in ‘impression
management’ and ‘art of performing to target, even though it may run counter to the
need to do the right job.” They also undermine trust and invalidate professional work
which is non-visible and non-measurable’ such as ‘care and attention given to service
users or fellow members of staff suffers as it fails to contribute directly to the

immediate output measures.’

Gouldner (1954: 242) comments, ‘bureaucratic rules persist because they preserve the
tension leading to [them]’ (emphasis in originai). Accordingly, the need for
bureaucratic appraisal will persist because it reduces the need to address the causal
tensions which stem from epistemological differences between medical professionals
and civil servants in the Department of Health. CA may be useful because it restores
legitimacy to both clinicians and NHS managers. But according to the analysis of data
using Gouldner’s model, there is a paradoxical inverse relationship between learning

and legitimacy.

8.6. Overall conclusions on sub-themes

Chapter eight analyses data on four sub-themes; positive outliers; changes over time;
clinical managerial hybrids; and mock bureaucracy. All but the second analysis,
which was inconclusive due to its limited scale given the time and resources available

in the study, provide interesting ways of looking at data.

Chapter nine theoretically re-conceptualises the findings of the study overall.
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Chapter 9: Consultant Appraisal in the Audit Society

9.1 Introduction

This chapter makes sense of the empirical material in the previous chapter in relation
to theoretical perspectives developed in earlier chapters, taking a chronological
perspective, outlining the research journey. It finally explains the data using, in
particular, Power’s (1996; 1997) work on the audit society and Gouldner’s (1954)

notion of ‘mock bureaucracy’.

The first section of the chapter reviews empirical findings, describing how, for many
consultants, consultant appraisal (CA) was seen in ritualistic terms as a “tick box
exercise”. CA attempts to make professional practice more explicit, challenging the
central basis of professionalism. This in line with the wider NHS context that CA is
set in, where explicit, auditable knowledge is legitimate because it makes a remote or
neo-bureaucratic form of governance possible. NHS organisations are managed
through targets, and achieving targets appears to show that this style of management
is effective. The thesis argues that this context produces professional gaming and
impression management; the loose-coupling of professional practice with exogenous

“regulatory requirements, such as those for CA.

The second part of the chapter expands upon Power’s (1997) of the ‘audit society’
where audit, rather than good practice necessarily, provides legitimacy, comfort and
reduces anxiety. For Power, audit is not neutral but constructs an auditable
environment. In an increasingly litigious NHS it may be that consultants need to
record evidence defensively in the appraisal documentation. However colonising
accounting and legal logic undermine trust and professional motivation while being

blind to these less auditable effects.

The thesis argues, however, medical professionals are not colonised by audit but
passively resist it, decoupling and re-presenting their practice as if it is auditable.
- Foucauldian analyses of appraisal, for example the work of Townley (1993a; 1993b;
1994; 1995), suggest that appraisal changes behaviour by focusing more attention on

that which is recordable and recorded. But rather than colonising traditional knowing
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in medicine, consultants resist audit in CA, producing unintended effects, including
alienation, as they re-present their practice to fit an audit dominated NHS context.
This is viewed as a form of ‘mock bureaucracy’ (Gouldner, 1954) which serves as a
defence against the conflict and anxiety associated with the politics of expertise

surrounding CA.

For many years professionalism has been criticised, leading to an increasing
prevalence of regulation through audit. However audit too suffers from a number of
failings; in particular it fails to motivate professionals and can be easily by-passed by
them. The chapter concludes that professionalism rather than audit may provide a
more effective form of regulation for consultants. The devolution of ownership of CA
to clinical-managerial ‘hybrids’ (Fitzgerald & Ferlie 2000), in particular, may reduce
the time spent playing tick box games and mean that CA is more fruitfully used to

learn to improve patient care

This thesis makes an additive empirical contribution as the first in-depth, social
science-based research on the introduction of CA since its introduction in April 2001.
It makes an additive theoretical contribution (Locke & Golden-Biddle 1997) by using
the work of Power (1996; 1997; 2000) and Gouldner (1954) to explain professional
appraisal. The thesis extends Power’s work on audit by expanding on the role public
sector professionals, particularly hybrids, play in both undermining and perpetuating
regulation through audit. The thesis also uses Gouldner’s (1954) model of mock
bureaucracy to develop and explain upon a point Power (1997) begins to make at the
end of his book; that audit is a defence against anxiety that, given their complexity,

healthcare systems cannot be fully controlled.

9.2 Emergent data — ‘Playing the tick box game’

This research originally looked at CA through two theoretical lenses: (how) does it
control medical professionals and/or (how) does it help them learn? These two
propositions are discussed theoretically in chapters three and four respectively; the
former exploring theories of professionalism and new public management and the
latter organisational learning, reflective practice and knowledge management. The

reason for these two perspectives was that CA was initially described in learning
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terms in documentation: an opportunity for consultants to reflect on their practice and
make improvements (Department-of-Health 2000). Yet CA, like new public
management, could equally be seen as performance management and a means of

limiting medical professional autonomy.

The literature on appraisal in chapter five, also suggested that appraisal could be a
means of helping appraisees learn (see practitioner focused literature — 5.2) or to
control them (see social science based literature on appraisal - 5.6). However in this
chapter a third theoretical possibility emerged, which was born out by data, that
appraisal serves ritualistic legitimating purpose, regardless of its practical efficacy
(see section 5.6.7). Barlow (1989) suggests that appraisal legitimates organisational
power structures, providing the impression that organisations are controlled

effectively but persists because it does not limit appraisees’ autonomy.

The typology below, developed in chapter seven to make sense of empirical data,
shows that although the original theoretical framework explained emergent data on
experiences of appraisal for some participants, ritualistic theories of appraisal seemed

more relevant to CA for the majority.
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For a few (in the larger shaded top-right area of the chart) appraisal provided an
opportunity to learn, make improvements to personal practices and, more rarely,
hospital organisation. Eight (in development) of fifty-four consultants felt that
appraisal had been useful in terms of learning. CA appears to control some aspects of
some consultants’ behaviour (see the smaller shaded area in the bottom-left of the

chart). A small minority of consultants in the ‘waste of time’ category:

“will be threatened by it [CA] but I think it's because they've been allowed to get
away with doing, not necessarily very little, but doing the things they enjoy rather

than the things they should be doing.” Clinical Director 51

Eleven consultants (in reflection) said, although it was useful to reflect on their
personal practice, nothing had tangibly changed either personally or organisationally

as a result of CA. Professor 19 commented:

- “What’s the point of having appraisal if the things that are being highlighted aren’t

being changed?” Professor 19

Others who agreed with the idea of appraisal out were appraised by a colleague who

did not, were particularly disappointed:

“[The appraisal interview] was a total waste of time. It took about 15 to 20
minutes... he’s [appraiser] not interested in it... it may be that he doesn’t see that
side as particularly useful... it was shuffling papers, tick, tick, tick and get it out of

the way as soon as possible.” Consultant 29

Most (35 in waste of time, work and assessment) consultants appear to not even try
using CA to develop their practice. Many consultants (see section 7.3.8) used the
terms “box ticking” and “playing the game” to describe CA, which seemed to corrupt
reflection during the process. Consultant 5 was supportive of the idea of appraisal, yet

commented;
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“If you’re cynical you’ll say that once you know the goalposts of appraisal it is very
easy to play the game... tick all the right boxes and not actually improve your

standards.” Consultant 5

Frequently consultants - both appraisers and appraisees - looked upon CA as a mock

ritual to be performed as quickly as possible:

“The whole thing was pretty unnecessary; it was all a question of ticking boxes and
finding the right sort of phraseology. I'm afraid it was very much regarded as a
process that had to be gone through so that some bureaucrat could file it away
somewhere rather than as a positive, enriching, useful experience... the actual data

we were producing was of very little importance to us.” Professor 15

Because information contained in appraisal forms was for “some bureaucrat” to file
away rather than to be used to improve patient care meant that consultants often
cynically did the minimum to *tick the boxes” which proved that they had met
standards of GMC revalidation. The President of the GMC, Professor Sir Graeme
Catto, subsequently described  thefe standards as ‘remarkably {ow’ (Smith, 2004:
42).

Some cousultants treated CA as a defensive “assessment” exercise. They were
concerned that, taken out of context, the ‘evidence’ they recorded in their appraisal
folder might be used  against them in future. Thus the appraisal interview was used
as an extension to professional peer regulation: candid communication about real
issues and ditficulties occurred on an informal basis and the content of interviews was

only recorded formally when absolutely necessary or tactically useful.

CA can be seen as involving two separate but connected processes; reflection on
practice and recording data in the appraisal form. It was time consuming completion
of the appraisal form which consultants complained about most; having to account for
what they believed to be esoteric practice as explicit data. This was particularly
because doing so’ seemecih have little benefit for consultants or their patients. Most
consultants explicitly said that the introduction of CA did not control them nor did it

greatly impact upon their medical practice. Yet, returning to the original theoretical
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framework of professionalism versus managerialism, to assume that consultants had
successfully resulted an attempt to limit their autonomy would be to over-simplify and
perhaps misrepresent CA’s effects. The following section discusses professional

practice and CA within the context of a colonising ‘audit society’.

9.3 Professional knowing in the Audit Society

How can empirical data be explained more fully? A central point of importance, to be
drawn out of the earlier theoretical conceptualisation in chapter three, is that the core
of a profession is its tacit knowledge and practice, which provides the basis for its

autonomy and self-regulation.

Rather than theories of knowledge management and organisational learning, discussed
in chapter four, it is the contested nature of knowledge itself which has explanatory
power in this study. This fits with Coopey and Burgoyne’s (2000) critique of
organisational learning, and that of Vince (2001), who suggests, in line with the
conclusions of this chapter, that the interplay of politics and emotion undermine

learning.

Professionals have traditionally been regulated by members of the same profession,
rather than external bodies and individuals, based upon the claims of technical and
moral authority; that only professionals have historically been able to understand and
therefore regulate another professional’s practice and in particular the judgements
they make (Freidson 1994; MacDonald 1995). New public management challenged
this traditional assumption, attempting to make professional practice more explicit;
more auditable, measurable against targets and hence controllable by those outside the
profession (Power 1997; Ferlie et al. 1996). Professionals’ licences to practice
medicine were, during field research, conditional upon successfully completing the
appraisal process, showing that they have audited and provided written evidence of
good medical practise. Consultant appraisal (CA) is centrally caught up in the issue of

* the explicitisation of tacit professional knowledge and practice.
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9.3.2 Battling epistemologies of medical professional knowledge

Governance in the NHS today is in neo-bureaucratic form, with the ‘remote centre’ —
the Department of Health - monitoring and measuring and regulating from afar (Reed
2003; Harrison & Smith 2003; Rose & Miller 1991). Professional autonomy is not
directly challenged but, in order that professional practice can be governed, it must be
made auditable and measurable against targets and protocols of best practice. The
efficacy and legitimacy of those governing and regulating medical professionals, rests
upon the ability to audit professional practice and hence make it explicit. This
indirectly challenges the central basis of professional identity and power; that its
knowledge and practice requires judgement and are tacit. CA can be seen as a
battleground for ‘jurisdiction’ (Abbott 1988) for professional practice and concerning

the ‘politics of expertise’ (Reed 1996) between the medicine and accounting.

Today, it seems that the reflective practice based model of medical knowledge, which
CA was originally rhetorically built upon, is not legitimate. Instead medicine must fit
within the ‘scientific bureaucratic’ model (Harrison & Dowswell 2002; Harrison,
Moran & Wood 2002) in which protocols for best practice are developed scientifically
and rolled out to practitioners bureaucratically. According to Reed {1996) the black
box of public sector professionals’ knowledge is being opened and translated into

rules and programmes which undermine professional power.

The thesis argues that CA, in the spirit of modernisation, is described in terms of
reflection and learning. However modemisation, and therefore CA, simultaneously
involve the ‘intensification of a command and control style of governing’ (Newman
2001: 163}, which produces low trust compliance and a transfer of resources to audit-
related activities. Despite its rhetoric, CA is more akin to an audit; it requires
consultants to record explicit evidence of their practice. And CA, during the period of

this study was also a target.
9.3.3 NHS Targets

Newman (2001) gives an account of new Labour modernisation which started out

attempting to modernise public services using an approach based upon both consensus
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and targets. But as reform proved harder than anticipated to achieve, and the public
demanded evidence from the government that its reforms were working, the focus of

modernisation shifted towards meeting targets.

Targets are currently central to the British government’s attempt to steer organisations
to improve the quality of healthcare (Newman 2001). As a result measured waiting
times have improved: the Department of Health at the time of writing announced
‘NHS waiting lists the lowest for 17 years’®’. Reducing waiting times can result in
significant improvements in the quality of healthcare. But given enough pressure,
hospitals may focus on meeting targets regardless of the wider consequences of doing

0, perhaps overlooking simultaneous but less visible changes.

Time and resources may be diverted away from those things that are not measured to
meeting targets. Therefore the overall quality of health care may not improve as
significantly as headline figures imply. The Commission for Health Inspection (now
the Healthcare Commission) acknowledged the potential for steering media to ‘get out
of hand’. It concludes in its 2004 (26)*® “What CHI found in Acute Services Sector
Report’:

‘Setting clear measurable targets has led to substantial improvements in the delivery
of care, such as the reduction of waiting times. However an excessive concentration
on meeting targets can have the effect of diverting trusts from a wider requirement
to meet their duty to provide high quality care... On balance we see too many trusts
take a mechanistic approach to achieving targets rather than redesigning services

with quality in mind.”

Focus on measurable targets, initiated to reduce waiting times for NHS procedures,
may be conceptually justified. Targets may motivate professionals and hospitals to
improve their performance and the quality of patient care they provide. Having a
target for CA may motivate consultants to participate in a process they might

otherwise have reasons for not doing. But if improvements to patient care are only

37

http://www.dh.gov.uk/Publications AndStatistics/PressReleases/PressReleasesNotices/fs/en?C
ONTENT_ID=4094443&chk=eS97%h
38 http://www.chi.nhs.uk/eng/cgr/acute/acute_report2004.pdf

257



assessed through tangible targets, such as completing appraisal documentation rather
than using the process to improve practice, such colonisation may simply result in the

proliferation of ritualistic impression management.

CA, like modemisation, is described in consensual terms, as a professional
developmental exercise rather than an assessment to pass or fail. Yet during this
study, NHS hospitals were assessed by their regulator on the basis of the percentage
of consultants that had completed an appraisal. Hospitals that achieve the CA target,
according to this logic, can demonstrate that their consultants are regulated and are
rewarded financially and with greater autonomy. Hospitals were therefore under
pressure to get appraisals done, even at the cost of undermining the practical efficacy

of the process and hence its legitimacy in the eyes of consultants.

9.3.4 Impression management and gaming

At the level of the Department of Health such colonisation by targets and protocols
may seem effective, because targets are achieved, but at organisational level its effect
may be different. Reed (2003), Harrison and Smith (2003) and Hoggett (1996) argue
that ‘gaming’ became a central feature of new public management. Having to focus
on managing the impression of improving care by meeting targets, professionals may
be less motivated and devote less time and energy to improving (particularly the

invisible aspects) patient care.

The thesis suggests that accounting and medicine’s epistemological knowledge bases
are often mutually exclusive and that there is intransigence between them. For both,
however, it is vital that audit in CA appears to be effective, to legitimate both
professions. CA demonstrates to the outside world that consultants and the
organisations they work in are being adequately audited, regulated and that there is no
need to further scrutinise what they do. Data in this study suggests that discussion
among medical professionals occurs off the record and/or outside the formal appraisal
process, while practice is presented explicitly in appraisal documentation. CA may
exist as a decoupled ceremonial ritual which provides a buffer between accounting

and medicine.
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Meyer & Rowan (1977) argue that in highly institutionalised contexts, organisations
must present themselves as conforming with wider rationalities even when doing so
clashes with practical activity. Thus organisations use ‘ceremonial’ rituals, which
provide the impression of conformance with legitimate rationalities but are decoupled
from day-to-day activity. Arndt & Bigelow (2000) identified impression management
by hospitals in the US so as to fit with wider institutional expectations. Although such
rituals are not an efficient use of resources they are effective because they deflect
questioning about non-conformity and the need to justify difference with greater

efficiency.

Townley (1997) argued that academic appraisal was adopted by universities to appear
to conform with the ‘institutional logic’ that well-run organisations have appraisal
systems, although they were loosely-coupled because rational appraisal clashed with
professional logic. Townley (1999) explained resistance to professional appraisal as a
consequence of a clash between the ‘thecretical rationality’ which drives the appraisal
process and provides legitimacy and the ‘practical reason’ needed in professional

practice.

in this study of CA, as in Townley's {1999) research, the epistemological basis of
appraisal, the idea that practice can be expressed as data in the appraisal form, appears
to clash with what clinicians’ practical reason - that practice is necessarily tacit. The
view of most consultants is that “the appraisal discussions that have been most
successful have actually not been information driven. They have been much more
about the self-reflective bit” (Clinical Director 65). It is the completion of the
appraisal form, however, containing explicit evidence of good medical practice,

which officially is more strictly enforced during the CA process.

Causer and Exworthy (1999) point out that the power and status of professional
depend upon their ability to cast its goals and objectives in appropriate terms, which
in the audit society means terms which seem to be accountable and managerial. They
suggest that a blurring of managerial and professional terms is occurring. But having
to focus on appearing to make practice explicit undermines the legitimacy of

managerialism with medical professionals at a deeper level.
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A second aspect of NPM is that professionals become more managerial (Ferlie et al
1996) and embrace managerial processes such as CA. This study has found that
consultants do increasingly believe that management plays a legitimate role in
providing patient care and that they are certainly willing to present themselves as
more managerial. Whereas the reflective practice during the appraisal process may
have been compatible with professionals’ values and legitimated management, for
many consultants, even this was corrupted by ‘box ticking’ inherent in the process and
that CA was seen as another target. In these circumstances the basis of the

professional identity becomes about resisting this kind of colonisation.

9.3.5. Colonisation in the Audit Society

It is interesting that Consultant 56 should liken CA to sending tax returns via a

reliable accountant:

“[CA] gives them ...a tick in a box, I will put it quite bluntly... like with the
taxman. The taxman can't look at everybody ... if you send your tax forms from a
reliable accountant... the chances are much less that you're going to be fished out of
the pool and questioned. Because they know what the accountable do... As opposed
to the person who does their own personal tax form ...If there is the slightest thing
they will pick it up and will argue about it... [CA] is working out this same way.
Providing it's all there, and it looks good ... [the] chance of having problems at the

end is very small.” Consultant 56

As Consultant 56 points out, a consultant with an appraisal form that “looks good”

and “accountable” is unlikely to be questioned about their practice.

Power (1996; 1997) suggests that the rise audit is closcly associated with new public
management, where accounting (Power & Laughlin 1992) and ‘accounting logic’
(Broadbent & Laughlin 1997; Broadbent & Laughlin 2001) are increasingly
legitimate. Power argues that audit is associated with the redesign of Government; it
makes it possible by providing an indirect ‘governing at a distance’ (Rose & Miller
1991) of the kind discussed earlier in relation to new public management. ‘As the

Welfare State is increasingly displaced by the Regulatory State, instruments of audit
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and inspection become ever more central to the operations and identity of

governments and politicians’ (Power, 1997: xvi).

According to Power (1996; 1997), audit is not derived or neutral but is an active
process of “making things auditable”. Auditing involves the negotiation of an
institutionally legitimate knowledge base for itself and the creation of environments
which are receptive to it. Audit, as Grint (1993) suggest of appraisal, constructs its
environment; it creates an environment which people believe can be measured and

audited.

Power (1996; 1997) proposes that in the ‘Audit Society’, audit or ‘rituals of
verification’, designed to ensure Government confidence in public services, have
become more important than real work. He argues that the quality of the record has
become more important than the quality of the deed; it is more important that
activities are accountable, and have been accounted for, than that they are effective.
This undermines the legitimacy of many practices which are not easily amenable to
measurement or results in intangible activities being misrepresented as tangible.
Nonetheless, ‘performance must be constructed so that it can be measured, audited
and communicated to external agencies in a legitimate, rational and, yes, hard form.’

(Power 1997: 114)

In contrast to popular perception, Power (1997) argues out that audit is not an exact
science, there is always a trade off between cost and accuracy in audit. Yet although
audit, like medicine, relies upon trust in professional judgement, practical audit js

written up to conform to the public face of audit’s institutional knowledge base.

Audit may colonise organisations, creating ‘new mentalities, new incentives and
perceptions of significance’ (Power 1997: 97) rather than greater effectiveness
necessarily. Trust in accounting and audit may replace trust in professionals. ‘The
audit society is not simply a distrusting society; rather it reflects a tendency not to
trust. This means a systematic tendency towards uncritical trust in the efficacy of
audit processes, a trust which results in the absence of evaluation of the audit process

itself” (1997: 137).
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Power (1997) argues that audit fails when it becomes a world in itself; self-referential,
creating images of performance, decoupled and remote from organisational learning
processes. He points out that accountants are no longer simply providers of
information but decision-makers and accounting invest in what can be measured.
This can have unintended, undesired and dysfunctional side-effects. ‘Rituals of
verification’ tend to be self-perpetuating, consuming increasing amounts of resources,
displacing goals and alienating those they audit. Yet audit is insensitive to these

immeasurable side-effects.

Similarly, Broadbent and Laughlin’s (1997; 2001) research suggests that professionals
are sceptical that output measures and audit can capture the essence of all they are
‘about as professionals’. It is inconsistent with notions of professional control and
professionalism because professional judgement is not amenable to quantification or
detailed definition. Accounting logic, by emphasising individual, measurable
performance, breaks down the collective and intangible aspects of professions, with
demoralising and alienating effects on professionals themselves. Yet Broadbent and
Laughlin argue that colonising accounting logic is pervasive, extensive and

increasingly imbues society.

9.3.6. Trust

Power (2000), commenting on recent developments within the NHS, argues that trust
has shifted from medical professionals to auditors, inspectors, evaluators and related
management activity. Since the crisis at the Bristol Royal Infirmary, ad hoc self-
appraisal, tacit knowledge and local trust are perceived to have failed. They are no
longer legitimate and variation in clinical judgement has become unacceptable. A

consultant, commenting on this context in which CA was introduced commented:

“I would argue that the things that actually patients want from professionals are
increasingly squeezed off the agenda... appraisal, in terms of filling in all these
ghastly forms, is again geared towards things that will end up as targets or things of
that sort because that is the nature of the beast. Well that is not the nature of clinical
medicine and the things that are important cannot necessarily be counted. That is

not to say they cannot be assessed. I think that probably the person best articulating
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the problem of counting things is Onora O'Neill in her Reith lectures.” Consultant

35

Freidson (2001) argues that trust is central to professional effective functioning and
Fukuyama (1995), Kramer and Cook (2004) and Kramer and Tyler (1996) have
pointed to the importance of trust in society and organisations too. Onora O'Neill
(2002), however, highlights the negative effects of a ‘culture of suspicion’ in the
British public sector. Although the public say they trust doctors, in practice are they
more influenced by the media, politicians and government departments? O’Neill
suggests that the ‘accountability culture’ of more detailed record keeping, conformity
to detailed protocols, targets and audit of non-financial aspects of performance has

displaced clder systems of accountability, such as professional self-regulation.

In theory professionals are accountable to the public but in practice they report to
central regulators or government departments. Performance indicators usually record
only what is easy to measure. This affects behaviour and undermines trust because
perverse incentives are real incentives. NHS Trusts may only focus on the measurable
aspects of care which they are rewarded for. Greater transparency may simply cause
information overload, misinformation and disinformation which do nothing to limit
deception (O'Neill 2002). Poor systems of control trigger more detailed inspection
along with the associated side affects and pathologies of inspection. But ‘audit
exhaustion’ 1s resulting in creative compliance whereby those working within the

NHS are complying to the letter but not the spirit of audit (Power, 2000: 129).

9.3.7. Medical audit

One of the issues Power (1997: 108) explores, to test his audit society theory in
healthcare, is the introduction of medical audit, which constituted ‘an enormous
environmental disturbance to health organizations.” He argues medical audit needed
to satisfy both managerial and medical expectations where it was coupled to external
review. It did so through blurring boundaries and a lack of clarity about its exact
purpose. It is interesting to note comments by Dame Janet Smith (2004) about the
‘confusion’ about the exact purpose of medical appraisal, suggesting that it too may

be attempting to assuage both managers and professionals through ambiguity. Power
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notes that medical audit does create new information but this remains private, like
evidence in CA. Therefore medical audit could be ‘ignored, results omitted or

idiosyncratic with no detriment to the medical profession’ (Power 1997: 108).

Power (1997: 109) suggests that medical audit was never intended as a public
accountability device. Yet it gradually emerged as the primary auditable object,
moving away from a more ad hoc bottom-up process to a more standardised, national
framework which weakens professionals vis-a-vis auditors. The need for performance
indicators has transformed medical audit to be more focused on performance
outconmes. Hence bottom-up medical audit has been transformed by top-down
accountability requirements, heightening conflict. The value of medical audit is
reduced, removed from local practice. Power suggests that auditors are more

concerned that audit has taken place than the quality of care per se.

9.3.8. Legal logic

The previous chapter described how some consultants (in ‘assessment’) were taking a
defensive approach to CA, recording evidence in the precess in case of future
litigation against them. As well as accounting logic, ‘legal logic’ (Broadbent &

Laughlin 1997) also seems to imbue the health service and society.

Eve and Hodgkin (1997: 75-6) argue that NHS patients have become consumers who
expect health care as a right, and legal recourse and monetary compensation if it is
less than they expect, without any notion of the cost. Professionals traditionally
viewed accountability as a means of separating the competent from the incompetent
and doctors historically have barely had to account for their decisions, relying instead
on personal judgement. Now they are potentially accountable to different interest
groups simultaneously, the government, professional organisations and the patients,
with conflicting criteria for good practice; governments may question whether care is
too expensive while patient groups simultaneously challenge medical professionals

for not providing the best (and most costly) treatment.

Eve and Hodgkin argue that the medical profession’s response to the legalisation of

medical care has been to begin practicing in a way which is more easily defensible.
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The introduction of evidence-based medicine, a reduction in clinical freedom and a
reduction in judgement-based medicine have attempted to make medicine less

ambiguous and therefore easier to explain and justify. Is CA another example of this?

Accountability 1s problematic for consultants but Harrison (1999) argues that it also
enables them to defend themselves. Indeed many consultants in this study,
particularly those in the ‘assessment’ category, used CA in this way. Barlow (1989:
503) also notes that ‘Clear criteria and procedures for appraisal judgements are crucial
defences in the increasing incidence of litigation in relation to appraisal decisions’ but

‘the need for legal defensibility also reinforces influences towards reductionism.’

Data from this study shows that appraisal is used as evidence or a defence in litigation

against consultants:

“I'm getting quite a lot of enquiries from the GMC... I need to give some pretty
well validated information... It's one of the few things we've got formally that
demonstrates that doctors are participating in a process of quality control...
appraisal fits with some of the stuff I feedback to the external regulators.” Clinical

" Director 65

Power (1997) describes the effects, often negative, of accounting’s attempts to
construct environments in auditable terms. This study suggests that something similar
may be simultaneously happening in relation to the law. A society which increasingly
privileges legally defensible practice may lead to the construction of health care
according to legal logic rather than traditional medical terms, which, although
ambiguous, may be the best medical care, given finite resources. Constructing health
care according to legal logic may generate similar side-effects to those produced by

accounting logic.

CA clearly attempts to ensure that the position of consultants and the organisations
they work for is legally defensible. Traditionally doctors have unofficially rationed
health care by providing the best they can with limited resources in ambiguous
circumstances. They have not customarily had to document each and every such

decision in a way which is legally as well as medically defensible. Medical practice is
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hence becoming more bureaucratic; clinicians must record evidence to support the
judgements they have historically just made. Such defensive practice may not only be
costly in terms of time and resources loss of trust, as the following clinical director

points out:

“[Nora O’Neill] who did the Reith lectures last year, she talks a lot about trust. Has
the sense of public safety improved with a controlling external environment? ...Her
conclusion is on the whole not... in spite of this sort of absolute industry of audit
and control... I think most worryingly around that is defensive behaviour... the way
the complaint happens... can be a very destructive... people become risk-averse...
it means that people sometimes don't do things because they want absolute certainty
about the outcome. They over-investigate on all the things that are quite difficult to
measure, it... sharpens a sense that's the system is under-resourced and constrained
financially... “If only I had... more this or that, it would have been fine”...If you're
being criticised... you blame the system... There is no doubt that doctors are
responding to these interventions and changing the ways that they practice, some of
which are very positive, some of which have a negative effect.” Clinical Director

65 -

CA was introduced to provide legitimacy to the medical profession and NHS after
medical scandals shook public confidence self-regulation. Clinical Director 65
described CA as “a national and organisational response to medical scandals. So here
is a system so that we can say confidently to the outside world all our doctors are
appraised; we know that they are OK.” It seems that society may increasing believe

that health care is OK if it can be defended in a court of law.

There had been medical scandals in the past however. It may have been that the recent
Shipman, Bristol and Alder Hey scandals were ‘played up’ at a policy level in order to
push thbugh greater professional regulation, based upon legal logic; CA, may
have been a policy solution waiting for a problem to legitimate its existence (March &
Olson 1983). Yet CA appears to benefit the medical professional in terms of

legitimacy without substantially changing the way most consultants practice.
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The outcome of CA can be seen an unintended outcome of a ‘garbage can’ (Cohen,
March & Olsen 1972) of professional and managerial factors. In subtly and indirectly
attempting to influence medical professionals’ behaviour by constructing health care
according to accounting and legal logic, organisations leave no direct channel for
communication of problems associated with such regulation. Rather than audit and
CA being a conscious ceremonial organisation ritual, it may more politically
determined and the unintended result of the interplay between organisation and

professionals.

Professionals cannot overtly contest regulation based upon accounting and legal logic,
because doing so would also undermine professional legitimacy, which such
regulation provides in legal and accounting terms. They may however be able to
subtly and indirect decouple them, although this will necessarily be covert and
therefore difficult for organisations to challenge. Organisations will be unwilling to
openly challenge professional decoupling from regulation, based upon accounting and
legal logic, because doing so would undermine organisational legitimacy. Thus
professionals and organisation both win and lose from the stalemate in games played

around regulation based upon legal and accounting logic.

9.3.9. Decoupling Audit

Fundamentally, most consultants believe they, apart from their most maverick
colleagues who fail to meet ‘remarkably low standards’ (Smith 2004) of professional
practice, are unaffected by what is recorded in appraisal. Appraisal appears to
function as an extension to professional regulation loosely coupled with ceremonial
data systems (Meyer & Rowan 1977;, although the thesis argues that this is
unintended rather than conspiratorial. Data recorded on consultants’ performance
often seem inadequate, loosely coupled, and professionals provided their own
evidence of good practice. But writing up is a time consuming process. Professional
orientations remain professional and the view within hospitals persists that clinicians’
practice is largely tacit. Professionals continue to resist making their practice more

tacit through impression management and gaming.
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Barlow (1989) similarly argues that appraisal is a ritual, which legitimates manages
and regulators but persists because it does not constrain appraisees. However it can, as
in the case of CA, lead to greater emphasis on recording of trivialities. Power (1997)
suggests that audit, at worst, is a dramaturgical performance. He proposes that
organisations may be decoupled from audit rather than be colonised by it
Compartmentalising external audit can be crude and counter-productive but where
legitimacy is associated with audit processes, audit provides reassurance of quality
even when performance is poor. Making professional quality appear auditable in CA

is a form of impression management.

Audit may produce ‘inverse coupling’ (Power, 1997) whereby the mechanics of
evaluation are co-opted into core professional practices and made invisible to external
monitoring agencies other than audit has taken place as a form of ‘nitualistic
compliance’. Without the tradition of knowing what to do, auditors may content
themselves with the fact that an audit has been done and are not interested in its

results.

Power (1997) argues that doubts about the audit process create a self-fulfilling
prophesy of ineffectiveness; professionals may not fully comply with audit because of
their doubts about it, meaning that audits are rarely complete, which in turn results in
medical complacency and ‘pathologies of creative compliance and game playing
around targets’ (Power 1997: 121). Policing is not always possible, and clinicians may
collude with auditors (who in the case of CA are in practice fellow professionals) to
overlook the inadequacies of audit which may undermine confidence in clinicians and
auditors. Hence audit may end up in practice being about the preservation of existing

practices and less internalisation of external initiatives.

The following extract from an interview with a consultant illustrates a way in which
some medical professionals have responded to appraisal system dominated by the

requirements of the audit society:

“Now a number of my colleagues, because they are intensive clinicians, don't have
any research. So what happens now is they go “well, I have a blank here [in the

appraisal form], what the hell am I going to do with that?”...
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So the other week we had a dinner... and we talked in general about a particular
project... One of the consultants brought up the issue of publication, as outcome...
So we said “OK, we hear what you say, why don't we make a [name] group... the
guy who did the work gets his name on it [the paper], and the team get their name
on it; they can say for collaboration, in the appendix it says your names. And then
one of them said, “That will give the something that we can put in the box.” And I
said, “There is a value to appraisal after all.” Because they want something they will

give something.

So there you go, you have created a falsity... We are being organised into
something called a ‘collaboration’ so that somebody can tick a box... It's not going
to change anything, these guys worked together anyway... it has made a
falsehood... it's a uni-directional street for no other value than to fulfil a
bureaucratic requirement that somebody has thought about. That's my sense. Now
I'm prepared to play the game for a while to see if something falls out of this... I

doubt that it has anything to do with the appraisal process.” Consuitant 43

In knowledge intensive work, where results are hard to demonstrate, knowledge
workers may develop an anxious pre-occupation with how they are seen (Alvesson
2001; Alvesson 2004). As the passage suggests, some consultants do seem anxious
(“what the hell am I going to do?”) that that their practice should appear to conform
with the requirements of CA because any “blank’™ sections might arouse suspicion and
trigger more questions. Yet intensive clinicians are notr changing their practice, and
starting to do research in this example. Rather, with the help of professional
colleagues, they are re-presenting what they do so as to not have any empty boxes
which might trigger inspection. Professions must seem accountable regardless of

consequences.

9.3.10. Audit and hybrids

Power’s (1997) work perhaps under-elaborates on the role professionals play in the
audit process, particularly clinical-managerial hybrids (Fitzgerald & Ferlie 2000;
Llewellyn 2001) or entrepreneurial professionals (Ferlie & Geraghty 2004) who
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believe providing patient care involves medicine and management. In the case of CA,
professionals, often hybrids, decide whether an audit has been performed adequately
rather than external bodies and inspectors. As Power (1997) described in the case of
medical audit, the data in CA remains confidential to all outside the process. To use
Power’s term, hybrids may therefore be able to use CA for ‘inverse coupling’; the
mechanics of CA visibly demonstrate to the outside world that professional practice is
being audited and regulated while in practice regulation continues to conform with a
traditional professional form, which remains as impenetrable to non-professionals as

cver.

Cohen and Musson (2000) have shown how medical professionals are skilled
appropriating managerial concepts that allow them room for manoeuvre and negotiate
their own understandings about them within their own particular world. Doolin (2002)
also argues that although some clinicians may adopt or reject managerial ideas

outright, most use or reject them in various ways to suit their own purposes.

. Hybrids can, however, make audits work by bridging formal managerial requirements
the practical reason of medicine (Llewellyn 2001; Denis, Lamothe & Langley 2001).

<

They may play “almost pathetic games™ to make “silly things from the Department of
Health in terms of targets, projects” into something “useful for the patients.” (Clinical
Director 25) Many hybrids engage with audit and target-based management to the
extent that it tangibly benefits their departments because, as Clinical Director 34
pointed out: “If you want to have your service invested in then you need to be made a

target.”

It could be argued that hybrids have been colonised by audit and targets, because they
are playing the game and achieving targets in order to be financially rewarded. They
may be taking a more managerial role in their department, using their managerial
position in CA to address issues of poor quality patient care provided by their
professional colleagues. Yet they are not, it seems, fundamentally making
professional practice more amenable to remote management through audit. Perhaps
this is because they would lose credibility in doing so, as Mintzberg (1989) argues of
professional administrators, deviating too far from professional norms. And doing so

would bestow no benefit on hybrids personally.
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Reflective practice in CA, for example, was believed to be useful for patients and fits
with traditional model of professional practice. Hybrids and entrepreneurial
professionals were therefore keen to promote reflection during CA because it may
lead to better quality within the department they manage. But where “silly things”
began to colonise professional practice and what was “useful for the patients”, hybrids
appeared to decouple them where they cannot be rejected outright (often because they
are a target which provides funding). The decision about whether a Department of
Health target or project was “silly” or “useful” appeared to be grounded in ‘practical
reason’ (Townley 1999), practical experience and its effect upon departments at a

local level.

It seems that hybrids, like other professionals, are concerned about their own
department and patients rather than the abstract patient body. Hybrids, as a group,
were a lot more positive about CA than consultants more generally and this was
perhaps because audit seems to have been useful to hybrids in particular. Due to the
tacit nature of professional practice, remote Department of Health managers may not
be aware where and when compliance is genuine or ritualistic. For hybrids, by
contrast, audit bestows benefits because it makes the practice of their professional

peers more visible.

To suggest that CA represents a unidirectional change towards greater
professionalism or managerialism is over simplistic. Hybrids appear to have benefited
from CA. Consultants more generally do appear to be defending their autonomy but
are increasingly burdened with appearing to make their practice visible while

maintaining its invisibility in practice.

9.4 Foucauldian analysis

In the preface to ‘The Audit Society’, Power (1997: xi) acknowledges Foucault
because he ‘reminds us that the most boring practices often play an unacknowledged
but fundamental role in social life’, he adds, ‘this is undoubtedly true of auditing.’
Power and Foucault have a common interest in how often-subtle practices, such as

audit, shape visibilities and affect behaviour.
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Townley (1993a; 1993b; 1994; 1995) argues, from a Foucauldian perspective, that
appraisal makes certain aspects of performance thinkable, calculable and manageable
and changes appraisees’ orientations towards those aspects made visible (such as
targets and protocols) as well as what is made invisible. Language or ‘ordering’
(Townley 1994) also shape people’s attention, resulting in effects that may be

unintended.

Hoggett (1996) similarly points out that colonising NPM undermines trust in
professionals and invalidates the non-visible and non-measurable aspects of their
practice, such as giving care and attention to patients and colleagues. This study,

however, finds that clinicians recognised this in CA, as Clinical Director 23 describes:

“I have no fear of being appraised by my peers but my peers are constrained in what
they can assess me on... I could say that’s wrong and I am going outside the box. I
don’t like it; I don’t think it was right, healthy or appropriate to you or me. I'm
going outside the box... to deal with things that are appropriate.” Clinical Director
23

In this research it seems that the boxes within the CA framework do shape
consultants’ attention but, because they are not seen to be ‘right, healthy or
appropriate”, have more impact upon the way they re-present their practice than on
changing practice itself. Data from this empirical study suggests that in practice, for
most consultants, CA does not seem to make existence any more thinkable, calculable

and manageable.

A clinical director revealingly remarked that the “accountability and transparency”
provided by appraisal was “brilliant” because “it's a confidential discussion... for the
two or three people involved.” (Clinical Director 51) Although CA gives the
impression of making practice more visible, in practice visibility is limited to close
professional peers at the appraisal interviews, who were likely to know about practice

already.
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Consultants may disguise the work they have always done as meeting new
requirements, as with, for example, the creation of the research “collaboration”
described earlier. As Elsbach and Sutton (1992: 733) argue, ‘illegitimate actions can
ultimately lead to the acquisition of organizational legitimacy... impression
management tactics actively shape constituencies interpretations of illegitimate

events’.

Grint (1993: 64-65) suggests that appraisal socially constructs appraisees and that ‘a
major aim of appraisal... is to limit the collective aspects of work and individualise
the relationship.” CA may be more about the individualisation of responsibility and
accountability. This can be seen in Foucauldian terms as the imposition of visibilities
which challenge collective professional organisation, rather than providing an
opportunity for consultants to raise and resolve problems. Evidence from this study
suggests that professionals cannot openly challenge CA because of the individual
consequences of doing so. Yet because professionals cannot openly challenge “silly
things” in CA, professional bonds and passive covert resistance to CA grow;

consultants are not therefore socially constructed by CA.

This fits with Goffman’s (1959) comments on ‘double talk’ and ‘illicit agreements’
which occupational groups use to communicate with one another while at the same
time presenting themselves in a different way to outsiders. Through such impression
management, practice appéars to remain invisible to all but the professional present at

the confidential appraisal discussion.

Other studies (Burgoyne & Brown 1996; Broadbent & Laughlin 1998; Kitchener
2002) have found similar behaviour among British medical professionals. The
creation of visible ordering processes results in professionals spending more time,
resources and energy on creating the impression of change, resisting colonisation by
audit and maintaining the tacit basis and invisibility of their practice. Clinicians have
responded to increasing demands for audit with ‘defensive leaming’ (Burgoyne &
Brown 1996; Burgoyne & Brown 2001) or ‘absorption’ (Broadbent & Laughlin
1998). In this study they co-opted the appraisal processes by ‘playing the tick box
game’ to demonstrates active and visible self-regulation, which confers legitimacy

and provides the best defence against external control (Fitzgerald & Ferlie 2000).
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CA therefore appears to be co-distorted, by the demands of the NHS system to
tangibly demonstrate its effectiveness and by passive resistance, through impression
management and game playing, to what is illegitimate within the medical
professional. Paradoxically passive professional resistance may prevent conflict, but it
also legitimates audit and leads to its perpetuation; it creates the impression to those
using the process to direct consultants (in GMC or Department of Health) and the

outside world that audit colonisation is effective.

9.5 Appraisal as Mock Bureaucracy

Power (1997: 140) asks is ‘the audit explosion the product of an institutionalised
delusion, a refusal to confront the politically uncomfortable policy reality of loss of
control, and the ritualised cover up as a response?’” And in a later paper (Power 2004)
he similarly questions whether ‘societies and organizations only invest in elaborate or
pseudo-precise measurement systems in times of crisis, when social and economic
order must be preserved?’ (Power, 2004: 779). Power (1997: 121) suggests that ‘faith
in auditing reflects wider social anxieties and a need to create images of control in the
face of risk.” It alleviates anxiety, removes doubts and hides real risks. ‘Audit
provides deluded visions of control and transparency which satisfy the self-images of
managers, regulators and politicians but which are neither as effective or neutral as
commonly imagined’ (Power 1997: 143). Audit could accordingly be viewed as a

‘mock bureaucratic’ (Gouldner 1954) defence against anxiety and conflict.

For many consultants CA, like audit more generally, appears to take the form of
‘mock bureaucracy’ (Gouldner 1954), which is discussed in more depth in section 8.5.
For a small minority, who refuse to play the audit game at all, CA is like ‘punishment-
centred bureaucracy’, it is strictly enforced by managers and professionals (for the
medical profession too it is important that consultants appear to audit their practice to
protect their jurisdiction). In order to practice medicine, consultants must audit their
practice which is viewed as ‘red tape’ by them. For most consultants, reflection
during appraisal, which fits with existing models of professional practice, is akin to
‘democratic bureaucracy’- both appraisegs and appraisees believe it is useful and

therefore it presents little problem.
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The CA documentation, however, appears to be more like ‘mock bureaucracy’.
Appraisees may not always, perhaps by necessity, provide rigorous evidence of all
aspects good medical practice and appraisers do not strictly enforce this because, to
use Gouldner’s (1954) terminology, it is neither, ‘legitimate’ nor ‘expedient’ to do so.
Yet CA documentation, which is confidential, appears to conform to externally
imposed requirements for audit, which in the audit society reassures regulators and
the public. Gouldner argues that mock bureaucracy is a defence. Likewise mock
bureaucratic CA documentation prevents conflict and anxiety associated with the

politics of expertise.

Thus mock bureaucratic appraisal documentation is less a conscious conspiracy by
medical professional, NHS managers or both, than the unintended consequence of
avoiding the conflict and anxiety associated with politics of expertise. Managers know
that they do not fully understand and cannot challenge professional knowledge.
Professionals do not trust audit but know that it is not legitimate for them to defy
demands  for accountability. Therefore mock ritualistic appraisal works for both
managers and professionals because it appears to provide the transparency that both

are under pressure to achieve, even if both realise it is only superficial.

The overwhelming anxiety resulting from close inspection is thus temporarily reduced
by a bureaucratic defence mechanism. Menzies (1970) demonstrated how nurses too
have also used bureaucratic processes as defences against anxiety. Without
‘psychological safety’ (Edmondson 1999), consultants and managers appear unable to
openly suggest that ‘the Emperor’s New Suit’ of accountability in CA is not visible.
This is because of anxiety about the personal costs of unleashing the ten’siougf that
mock bureaucracy suppresses. Indeed in this study it is often those who tried to make
such changes that became most bumnt out. It may thercfore be safer to try to make

changes covertly rather than to speak out openly.

Gouldner (1954) notes that ‘mock bureaucracy,” which is neither enforced nor
obeyed, also preserves the tensions that led to its creation in the first place.
Continuing to participate in mock bureaucracy legitimates colonisation while serving

what Gouldner terms an ‘apathy preserving function’ (as discussed in 5.6.7. and 8.5.).
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Indeed in this study there was evidence that mock bureaucratic process leading to
apathy and consultant burnout. This thesis suggests that the costs of mock
bureaucratic audit processes like CA may be more than traditional forms of

professional regulation.

9.6 Back to Professionalism?

Professional self-regulation has long been challenged, leading to the introduction of
external professional regulation through audit. CA is centrally caught up through
‘revalidation’ in the regulation of consultants by both the Department of Health and
GMC. As Power (1997) argues, perhaps it is time to question the relative efficacy of
audit compared to professionalism. We must make audit (like professionalism) the
object of critical inquiry, including its ‘perverse side effects’ (Power 2000), debate its
effectiveness and accept the discomfort this may cause. For Power, audit works only
because its effectiveness is not scrutinised too closely. He therefore calls for inore
research which makes the hidden effects of audit visible. Perhaps only a researcher
removed from the NHS system, like the child in Hans Christian Anderson’s tale, the

Emperor’s New Suit, is safe enough to do so.

This thesis exposes the less visible effects of audit and questions its practical utility in
CA, despite its institutional legitimacy. On balance it is hard to argue that the time
and resources devoted to CA are justifiable in terms of improvements to clinicians’
practice. Only time will tell whether there are fewer adverse clinical incidents because
of CA or whether it will prevent future scandals like that of Harold Shipman. Many
consultants and managers in this study believe that it will not. It is likely that there
will always be some medical scandals given the complexity of medicine. And CA,
colonised by exogenous audit, does not motivate consultants to practice better
medicine because it is not owned, is time consuming and communicates a message of

distrust.
An audit dominated culture which does not trust professionals undermines ownership

of what they do, merely creates ritualised compliance and corrupts reflection during

CA. The thesis suggests that the culture in which CA is situated can be viewed in this
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light. The thesis concurs with Power (1997), Freidson (1994) and Lipsky (1980) that,
despite its faults, there seems to be no better alternative to professional self-
regulation. Therefore we should simultaneously encourage and challenge the technical
and moral authority of professionalism. Indeed having spoken with over fifty
consultants, it seems that most do want to provide the best patient care. Perhaps
consultants are uncomfortable about sacrificing the needs of their own patients for
those of the wider abstract patient body and therefore some mechanism (such as the
National Institute for Clinical Excellence) to equally distribute resources across the
NHS is necessary. Professionals, however, seem to find exogenous audit-based
regulation easy to subvert and having to play tick box games does nothing to increase
their motivation. Professionals’ performance ultimately depends upon motivation
which appears to remain rooted in professionalism rather than externally imposed

mechanisms:

‘One of the interesting drivers for consultants is the perception of themselves... how
their colleagues perceive them... and that the community at large to perceive them
as being good... good at their job, good doctors, a person to whom ill people could
go with confidence... Consultants... will change their behaviour very quickly if it
becomes clear to them that their consultant colleagues have lost confidence in

them.” Clinical Director 66

Change to professions seems to be more affected from within than outside
(MacDonald, 1995). CA both affects and is affected by intra-professional politics as
well as the politics of expertise between managers and medical professionals.
Clinical-managerial hybrids involvéd in both medicine and management may be able
to play a bridging role between the Department of Health and GMC, which require
accountability, and clinicians at the ‘coal face’ and thus affect change. The thesis
argues that, in practice, CA has made professional practice more visible for hybrids. If
ownership and responsibility for the ‘CA process (rather than necessarily conducting
appraisals personally, which other consultants, who believe in the process, may do
more effectively) were explicitly devolved to hybrids, perhaps the process would be

more effective.
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Hybrids tend to be more trusted by professional colleagues than exogenous regulation.
They are more able to see though game playing; they can judge whether conversation
in the appraisal interview should be on or off the record and if evidence in the CA
form is adequate or not. Indeed in practice they do this already. Crucially, hybrids
may be more able to do something to improve patient care with the data recorded in
the appraisal forms. This may, if not done at the expense of non-hybrid professionals,
create a virtuous learning loop as consultant appraisees may then also be more

engaged with the CA process.

The public may be suspicious of professional judgement but perhaps it needs to learn
to become more comfortable with the way medicine works in practice rather than the
impression that it is under external control. Then, instead of involving tick box games,

CA may more genuinely used for leamning to improve patient care.
9.7 Conclusion

- The chapter argues that CA is centrally caught up 1a issues relating to professionalism
and the politics of expertise, in particular the process of making professional practice
more explicit and professional resistance to this. The mode of governance in the NHS
and the "audit society’ (Power, 1997) appears to be remote management through audit
and targets which depends upon practice being auditable. Although CA requires
consultants to provide evidence of good medical practice in documentation,
consultants continue to practice tacitly however; playing tick box games to re-present
what they do as auditable, and therefore legitimate in the audit society. CA
documentation, in particular, can therefore be seen as a ‘mock bureaucratic’

(Gouldner, 1954) defence against anxiety and conflict surrounding CA.

The chapter makes problems associated with audit visible. It suggests that because of
the problems of professional alienation resulting from playing the tick box game and
audit dominated regulation, professionalism and an appraisal process owned by

clinical-managerial hybrids would be more effective.

The thesis makes a theoretic contribution by extending Power’s (1996; 1997; 2000)

work on audit by expanding on the role public sector professionals, particularly
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hybrids, play in both undermining and perpetuating regulation through audit. It also
develops Power’s theory using Gouldner’s (1954) model of mock bureaucracy,
explaining a point Power (1997) begins to make at the end of his book, that audit (and

CA) is often simply be used as a defence against anxiety.
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10. Conclusions: Policy Implications, Further Research and Personal Reflections

10.1 Introduction

This final chapter draws out the key points of the thesis and their implications for
policy, particularly in relation to the current Government review of GMC
revalidation. Government policy promotes the rationalisation of medical professional
practice, financial and legal accountability that enable remote governance. The thesis
highlights the importance that the medical profession attach to informal
communication. It explains how they ‘play the tick box game’, mediating between the
formal and tacit aspects of practice, and the potential communicative distortions

resulting from the current form of regulation.

The second section of the chapter analyses the most positive experiences of CA
(Consultant Appraisal). CA appears to be to be most effective where consultants own
the process and perceive positive changes to their practice as a result of it. The third
section looks at the important role clinical-managerial hybrids play in making CA
work (and indeed other managerial process) by mediating between forma! and
informal aspects of practice. It suggests that responsibility for CA should be expiicitly
devolved to hybrids. The fourth section discusses directions for further research on
the topics in the thesis. These include replicating this study in different healthcare and
public sectors settings and looking more at how hybrids translate managerial
processes into practice for clinical colleagues. The chapter closes with personal

reflections on the PhD process and how develop theory further.

10.2 The Shipman Inquiry and Government Review of Revalidation

CA was introduced in April 2001 as a response to the Bristol, Alder Hey and Shipman
medical scandals which damaged public confidence in the medical profession. It can
be seen as means for reassuring the public that consultants’ practice is open and
regulated. CA was also established under the banner of ‘Modernisation’ (Cabinet-
Office 1999) and ‘clinical governance’ (Scally & Donaldson 1998) in the ‘new NHS’

(Department-of-Health 1997) which celebrated focus on clinical quality and learning.
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These goals were designed to appeal to the clinicians who had previously resisted

management changes.

The publication of the fifth report (Smith 2004) in the Shipman Inquiry, which
highlighted ‘confusion’ over the purpose of medical professional appraisal and
revalidation, triggered a Government review of GMC revalidation. The report
acknowledged that GP appraisal has ‘some positive effects; it gives GPs an
opportunity to talk with colleagues about themselves, their practices and their
personal development needs’ (Smith, 2004: 11). However it argues that ‘the mere
fact’ that the doctor’s appraisal has taken place does not justify revalidation or
‘provide the reassurance that was hoped for... the proposals lack transparency’ (Smith
2004: 41). It points out that the President of the GMC, Sir Graeme Catto, described
minimum acceptable standards of medical practice as ‘remarkably low’ (Smith 2004:
42).

The Smith report concluded that ‘A decision must be taken about whether it
[appraisal] is intended to be a purely formative (i.e. educational) process or whether it
is intended to serve several purposes. If appraisal is intended to be a clinical
governance tool, it must be toughened up... standards should be specified, by which a .
GP ‘successfully completes’ or ‘fails’ the appraisal’ (Smith, 2004: 53). This implies
that CA can only contribute towards clinical governance if it is a demanding

assessment of practice.

This study confirms a sense of confusion over the purpose of appraisal: CA is
described in formative terms, ‘a formally structured opportunity for professionals to
engage in dialogue and to reflect on how their effectiveness might be improved rather
than to catch those performing poorly’ (Department-of-Health 2000); yet it is also
summative, providing the foundation for revalidation of GMC medical licences, based
upon evidence of good medical practice. Consequently this study found consultants
recording some issues formally, as evidence for revalidation, and discussing others,
perhaps more significant things, off the record. This tension, and the critical
importance of judging whether a discussion should be recorded, meant that the

process was not wholly effective in formative or summative respects.
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Consultants were obliged to record written evidence of good medical practice, to
complete personal development plans (PDP) and job plans. However in job planning:
“there was the issue of what constitutes a fixed session and people were very
concerned that this doesn’t reflect what their actual work is” (Manager 13) and some
consultants were anxious about how the data they recorded in CA would be used:
“fretting... about... confidentiality... There wasn't a good sense of what should be in

a PDP”’ (Clinical Director 65).

The value of evidence of good medical practice, especially for probity, relationships
with patients and colleagues was contested: “a thank you letter from a patient... is
used as part of your [appraisal] folder” (Consultant 11) yet “there could be a hundred
dissatisfied patients for one who happens to send a nice card” (Clinical Director 54).
Rather than basing decisions about appraisees’ competence on documentation, in
practice appraisers made judgements based upon their experience and tacit knowledge
of an appraises: “There’s not much in the actual appraisal documentation... It is more

that Dr [x] is a good chap” (Consultant 1).

One of the barriers to improving quality in health care is inadequate information
systerns (Ferlie & Shortell 2001). Toughening up appraisal may require the NHS to
invest heavily in developing rigorous systems to provide more information,
particularly on patient satisfaction and 360-degree appraisal processes, to make
assessment of patient and colleague interaction more evidence-based. However this
would be expensive, time-consuming processes and, consultants argued, less than

accurate. Resources may be deployed more effectively elsewhere.

The medical profession may be reluctant to share knowledge with those they do not
trust or understand, because doing so may undermine collective identity or be used
against them. Groups learn to understand and trust different cognitive frameworks
through socialisation in the organisational context (Michaud & Theonig 2003). The
appraisal process is described in developmental language, congruent with good
medical practice (GMC 2001). Yet the medical profession may have learned not to
trust the rhetoric of managerial processes, particularly when other policy initiatives —
such as GMC revalidation, star ratings and the new consultant contract — steer CA in a

different direction.
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During field research, the Healthcare Commission (formerly CHI) ‘star rated” NHS
Hospital Trusts for ‘consultant appraisal’ according to the percentage of consultants
appraised rather than quality of appraisals. Consultants were under pressure to have
appraisals rather than do them effectively. This may have been because, as argued in
the previous chapter, this is more easily audited. Although CA is explicitly not linked
to pay, the new consultant contract aims to ‘reward those consultants who do most for
the NHS’, and stipulates that they must complete ‘job plans’ and keep records™ .
There are contradictory messages, as Newman (2001) found in relation to
modernisation, coming from different bodies directing CA and ‘confusion’ (Smith

2004) over its purpose: formative, summative or something else.

Data in this study points to the potentially negative effects of audit-based regulation.
It suggests that rather than ‘toughening up’ the summative aspects of CA, its
formative side needs to be strengthened. Due to the tacit and ambiguous nature of
professional practice and judgement and limited resources in relation to virtually
limitless public demands, consultants can blame inadequate performance on the
failings of the NHS system. Exogenous regulation possibly only “sharpens a sense
that the system is under resourced and constrained financially” (Clinical Director 65)
and motivates consultants to resist being controlled. Endogenous regulation is more
likely to motivate them to actually improve practice because they are more likely to
trust this kind of regulation and understand why it is necessary. Toughening up
appraisal may simply lead to the proliferation of what this thesis describes as ‘the tick

box game’ rather than better practice.

A profession is an organised occupation with control over its specialised, judgement-
based knowledge (Freidson 1994). Autonomy is a core value for medical
professionals who have traditionally been regulated only by their peers by virtue of
the nature of their knowledge (Freidson 1994; Mintzberg 1989; Abbott 1988;
MacDonald 1995). ‘Toughening up’ regulation may be seen as a direct assault upon

professional autonomy.

% Consultant Contract www.dh.gov.uk/Policy AndGuidance/HumanResources AndTraining/
ModernisingPay/ConsultantsContracts/fs/en
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Freidson (2001) and Reed (1996) believe that public sector professionals are under
attack from wider values within society. Medical scandals in the UK led the public to
question trust in medical professional autonomy. If the medical profession is able to
visibly demonstrate that self-regulation through CA is effective, it should be able
defend its autonomy. It is unclear whether a profession’s claims of authority are
grounded in an attempt to be objective or are political: self-interest and concern for
the common good often are entwined, cloaked and difficult to tell apart (MacDonald
1995; Mintzberg 1989). Power and Laughlin (1996: 446) argue that expertise
functions as ideology so that the interests of a minority are ‘technically persuasive’ as
the interests of the many, fragmenting public consciousness such that they can no
longer legitimately articulate ‘everyday knowledge’. It is perhaps this point which the

Shipman Report (Smith 2004) is critically addressing.

The medical profession has traditionally occupied the position of ‘expert’ in the area
of health care, which the New Public Management attempted to challenge, by making
clinical practice more measurable and consequently more manageabie (Ferlie et al.
1996). The increasing importance of management, accounting and law means that
medical knowledge needs to be articulated in managerial, accounting and legal, as
well as medical terms. The Shipman report (Smith 2004) was conducted by Dame
Janet Smith, who has a legal training. Data in this study suggests that appraisal must

be viewed in light of ‘the audit society’ (Power 1997) or ‘legal logic’.

The Shipman report complained that an ‘opportunity to talk with colleagues’ about
self, practices and personal development is an inadequate clinical governance tool
because it is not transparent. Some professional knowledge and practice can be made
explicit but traditionally the importance of tacit judgement has differentiated
professional knowledge from that of other occupations (MacDonald 1995; Mintzberg
1989). This is often only comprehensible to members of the medical ‘community of
practice’ (Wenger 1998) who share the same identity and use the same referential and
context-specific languages (Orr 1990). Tt may therefore be more appropriate for
consultants to talk with colleagues, who would then have to take responsibility for

such regulation, than to introduce standards to pass or fail.
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Lamothe (1996a) suggests that tacit rules, language, 1dentity and mutual trust,
developed over time, bind medical operating units (cited in Denis, Lamothe & Valette
1999). Rationalising such tacit knowing may cause a loss of meaning and trigger a
motivation crisis. Ritualistic CA may allow consultants to test the trustworthiness and
understanding of their appraiser and to communicate accordingly, whereas a totally
unambiguous rational appraisal process may not be trusted nor facilitate any voluntary

communication.

Many consultants believed that the CA could have been useful but were disappointed
by the process. Sometimes this was because their appraiser had been disinterested in
the process “[My appraisal] was a total waste of time. It took about 15 to 20 minutes
[laugh]... he’s [appraiser] not interested in it ... it may be that he doesn’t see that
side as particularly useful... it was shuffling papers, tick, tick, tick and get it out of
the way as soon as possible” (Consultant 29). It is important that appraisers, as much

as appraisees, see the value of appraisal in order for it to work.

More commonly consultants in this study were disappointec that their organisations
failed to resolve the problems raised in CA: “if the things that are being highlighted
aren’t being changed ...there doesn’t seem to be much point in starting the loop”
(Professor 19). This may have been because the hospital was unable to resolve these
problems for legitimate reasons. But professionals often work in organisations based
upon rationality, control and knowing ‘what’ rather than ‘how’ to learn (Schon 1991;
Schon 1987). In this kind of organisation individual suggestion may not be accepted.
It is important that developmental rhetoric does not build unrealistic expectations and

lead to cynicism.

Appraisal provides an opportunity for ‘reflective practice’ (Schon 1987; Schon 1991):
for professionals to stop and reflect on and improve practice, or to “overcome the
headless chicken philosophy” (Consultant 11). Schon (1991) argues that reflective
practice can be a ‘source of renewal’ for professionals who may have become bored
or burnt out by their work. CA can also enable consultants {0 share knowledge with

colleagues and their wider organisation.
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Professionals may suffer from ‘burnout’, however, if they are encouraged to reflect on
practice but are unable to address the problems they raise. Unfulfilled organisational
and achievement expectations can also be a major cause of burnout (Cordes &
Dougherty 1993; Maslach & Leiter 1997). Without ‘problem solving efficacy’
(Tucker & Edmondson 2003) - if consultants perceive that nothing ever changes -
they are likely to give up trying use CA to improve their practice. Instead CA may
become a box ticking exercise. Several consultants appeared to have burned out trying
to change the NHS: “You think you’re just banging your head against a wall... you
just stop making the effort” (Consultant 18).

The outcome from CA is a personal development plan in which “getting a secretary
and finding office space” weren’t perceived as “terribly useful to trying to establish
what the needs were for the organisation and consultant body” (Manager 12). Indeed
appraisal forms were not analysed by Trusts due to issues of confidentiality. This fits
with the ‘scientific-bureaucratic model” of knowledge, which is dominant in the NHS
(Harrison, Moran & Wood 2002; Harrison 2002). Under this mode!l, knowledge is
generated in a positivistic way by clinicians authorised by Government and
disseminated bureaucratically. Appraisal may be structured in such a way that
consultants can only provide feedback on the aspects of their work which fit with the

scientific-bureaucratic framework.

An appraisal process containing tough standards for individuals but which is unable to
remedy the organisational problems may produce resistance. De Certeau (1984)
argues that individuals can continue existing practices by disguising them to seem
visible and to fit within new categories. Because formal disciplinary matters can “get
difficult” (Clinical Director 25) clinicians in this study only recorded issues relating to
medical colleagues in management systems “in the last resort” (Head of Department
56) or where it is expedient to do so, where “when things go horribly wrong... it
might actually be quite useful that you said, look, I tried to tell you at the time I
wasn’t coping.” (Consultant 7) Consultants appear about to comply with CA only

when it suits them.

Consultants are aware of and respond to the requirements of CA and therefore make

their practice appear accountable. The thesis argues that in practice clinical
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procedures remain largely invisible to those outside the medical profession, however,
and unaffected by the parameters of CA. Clinical peers usually dealt with problem
doctors informally, although this depended upon their ability to cope with this
responsibility and not cope with the anxiety of doing so. Where anxiety is
overwhelming, problems may become bureaucratised (Menzies 1970; Gouldner
1954). Some consultants, particularly hybrids, had become skilled at playing games,
which they argued was for the benefit of patients: “Silly things from the Department
of Health in terms of targets, projects which generate funds... we’ll do... then...
spend the money on something else. And that’s what I see as game playing... pathetic
games... but... useful for the patients” (Clinical Director 25). Often interviewees felt
that having to play “pathetic games” around targets was a disillusioning experience.
Many consultants had become cynical about such NHS management systems and

appeared to be playing tick box games to subvert and resist them.

This thesis agrees with Townley (1997) that professional appraisal may be necessary
to appear legitimate according to the ‘institutional logic,” which dictates that all
effective organisations must have an appraisal system. As Clinical Director 65 argued:
. “This is a national and organisational response to medical scandals... we can say
confidently to the outside world all our doctors are appraised ...But that's also a
process for dealing with ...difficulties but it isn't used organisationally.” CA
legitimates organisations to the public, which demand accountability based upon
rationality even when professional practice cannot be controlled by such means. The
findings of the study also reflect the ‘audit society’ (Power 1997), which was
discussed at length in the previous chapter. Appraisal based upon evidence which
gives the impression of being auditable performs a vital legitimating role seems for
professionals, the organisations they work in and those who are politicaily

accountable for them (Broadbent & Laughlin 2003).

Allowing professionals to ‘loosely couple’ (Meyer & Rowan 1977) evidence in
appraisal with messier complex day-to-day practice can be seen as a mock ritual
(Barlow 1989; Pym 1973) or ‘mock bureaucracy’ (Gouldner 1954) which legitimates
management structures and thus serves as a defence against anxiety and contlict.
However mock ritualistic appraisal (seen as ‘another target’) alienates consultants. It

reinforces prejudice about managerial processes as ineffective, time-consuming and
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diverting consultants away from practically providing patient care and addressing
problems. Actively resisting or toughening up the mock ritualistic aspects of appraisal
may unleash overwhelming anxiety and conflict. But in passively resisting
colonisation that threatens the basis of medical professionalism, which Power (1997)
describes as ‘inverse coupling’ of audit, consultants are silently legitimating it: to

those who only see targets, target-based colonisation appears to be effective.

This thesis corroborates the findings of the fifth report of the Shipman Inquiry (Smith
2004) which comments on ‘confusion’ over the purpose of medical professional
appraisal. But it disagrees with its recommendation that ‘if appraisal is intended to be
a clinical governance tool, it must be ‘toughened up’. Evidence from this study
suggests that ‘toughening up’ appraisal may simply antagonise the majority of
medical professionals who are performing effectively, resulting in more time and
resources being devoted to playing games in a negative, rather than positive way. This
also ignores the potential benefits to clinical governance through informal
communication and learning. With an increasing emphasis placed upon accountability

and legal defensibility in the audit society this may be inevitable.

It is interesting to note that the Dame Janet Smith notion of effective clinical
governance is focused on catching exceptional dangerous doctors rather than
improving the average one. Reflective practice is not perceived as an effective
‘clinical governance tool’, despite clinical governance’s apparent focus on raising
quality and learning. This conclusion is unsurprising in a report written by a lawyer
about preventing practice as exceptionally bad as that of Dr Harold Shipman. What is
more significant is the influence of the reports written by Janet Smith, a barrister, and
Sir Ian Kennedy, Professor of Health Law, Ethics and Policy, with a theoretical rather

than practical understanding of health care.

This thesis does not suggest that preventing future ‘Shipmans’, accountability and
legal defensibility are unimportant. Rather that, measures designed to prevent a tiny
minority of doctors like Shipman, also burden the vast majority of doctors who do
practice good medicine, reducing their capacity and motivation to improve health
care. Re-emphasising and re-invigorating the formative aspects of appraisal and

trusting professionals may in practice have a more positive effective overall.
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Consultants in particular are often portrayed negatively: on the golf course, or in
Harley Street, in NHS time. Some consultants may indeed abuse the NHS system. Yet
interviewing fifty-four consultants, I was often struck by the conviction which
consultants, particularly newer consultants, spoke about wanting to help NHS
patients. Perhaps consultants privilege the interests of their own patients over those of
the abstract patient body, and therefore some rationing system is needed. But
consultants’ enthusiasm was, in this study, often burned out by NHS processes and
politics. The NHS needs to fuel ‘new professionalism’ (Lipsky 1980) in formative CA
rather than impose more regulation on consultants, which will only reduce the amount

of time and energy they wish to spend on NHS practice.

10.3 Positive outliers

The thesis has questioned whether the main purpose of CA is actually, as stated in
documentation, to help consultants reflect on and imnprove overall patient care and
professionals practice. However it is interesting to analyse the experiences of the
consultants who felt that appraisal had most benefited their practice; positive outliers
in the ‘development’ category. These data may have important implications for the

development of future policy and practice as well.

Those who initially perceived and constructed appraisal as potentially useful were far
more likely to experience it that way; creating a virtuous circle as their expectations
were confirmed. All those in the development category took appraisal seriously from
the start, feeling that it could be personally, departmentally and organisationally
useful and, perhaps as a consequence, saw positive outcomes from the process. This is
not to say that all consultants’ positive expectations of CA were fulfilled however, as
the views of those in the reflection category show, but these findings lend support to

the social constructionist view that perception creates reality.

CA was useful to those in the development category for a number of reasons: It
provided space for personal reflection on practice, which was not otherwise available,
facilitated intra-departmental communication and provided an opportunity to give

what Alvesson (2004) describes as a motivating confirmation that appraisees are
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doing a good job. This group believed that recording information in CA was useful
too, bringing about change or as a defence against future litigation. In essence
individuals in the development category owned the CA process and saw the tangible

benefits of participating in it.

Context appears to affect perceptions of appraisal. Consultants in the development
category commented that they were working in well-managed departments and that
their appraisers conducted the process well. Conversely it is possible that negative
perceptions of CA correlated more with general dissatisfaction with working in the
NHS than the CA process. Improving the way that the NHS is organised may improve

satisfaction with CA as much as tinkering with the process itself.

Crucially consultants in development were realistic about the change possible as a
result of CA and therefore less likely to feel disappointed with it. While it is important
for the NHS to sell the benefits of CA to consultants, it must alsc avoid creating false

expectations with rhetoric that cannot be fulfilled.

Consultants in the positive development category also appeared to have an
understanding of how to ‘play the tick box game’ around CA: when to record issues
as evidence in the appraisal folder or discuss them informally. Games may be
externally perceived as illegitimate. Yet if consultants are playing the game motivated
by patients’ interests, such behaviour is likely to enhance the effectiveness of CA.
However consultants need the ‘psychological safety” (Edmondson 1999) that if they
play the tick box game in the interests of patients they will not be put through difficult
disciplinary processes. It is perhaps only among trusted professionals peers that this

will happen.
Consultants in development were also inclined towards being ‘entrepreneurial

professionals’ (Ferlie & Geraghty 2004) or ‘hybrids’ and were more likely to believe
in and understand the idea of CA.
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10.4 Regulation through Hybrids

‘Hybrids’ - clinicians in management roles - occupy an increasingly powerful position
within health care organisations more generally (Fitzgerald & Ferlie, 2000). They are
often able to translate concepts and ideas between the languages of medicine and
management (Montgomery 1990; Llewellyn 2001; Denis, Lamothe & Langley 2001;
Fitzgerald & Ferlie 2000). Nonaka and Takeuchi (1995) have similarly argued that
middle managers create knowledge by mediating between top-down management

goals and bottom-up reality.

The success of appraisal appears to be heavily dependent on whether appraisers,
frequently clinical-managerial hybrids, translate the top-down requirement of the
process into terms which appraisees own or resist. Consultants in this study frequently
complained about the imposition of top-down targets which failed to account for the
complexities of ground-level practice. Some perceived appraisal as another top-down
target. However some hybrids were able to make sense of targets in terms clinical
would own: “I don't think it is a government target, I think that if I had my granny

waiting in A&E over 12 hours I wouldn't be happy” (Clinical Director 34).

Hybrids may also play games by appearing to meet targets and be rewarded for
reconfiguring or re-presenting what they are doing in a new way. This may disguise
poor practice, but hybrids can also absorb “silly things from Department of Health”
by playing “pathetic games” and turn them into something “useful for the patients”
(Clinical Director 25). Hence they make sense of targets, gain funds and retain kudos
with professional peers. Hybrids cannot deviate too far from professional norms if
they wish to retain influence (Mintzberg 1989) and may test how far they can stretch
boundaries within seemingly ritualistic appraisal processes. Where “silly things”

3

begin to absorb what consultants consider “useful for patients” hybrids appear to

attempt to resist and decouple from them.
Indeed hybrids in this study appeared more positive about CA than other consultants,

perhaps because for them, rather than those at the Department of Health or Healthcare

Commission, CA makes the practice of their colleagues more visible and manageable.
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Hybrids in this research, like in those by other recent studies of hybrids (Cohen &
Musson 2000; Doolin 2002), appear to be comfortable using managerial rhetoric,
appropriating and interpreting managerial processes which suit them. Their practice is
rarely defined by managerial formalities. Hybrids seem to use managerial processes
which they believe are appropriate and circumvent those which are neither legitimate

nor expedient.

For example, hybrid appraisers use CA informally and developmentally to address
problems with their clinical peers’ practice rather than accurately measuring and
recording them which a transparent system of accountability may formally require
them to do: “until someone has filled a critical incident form in... I take a low-key
approach... chat ... about what’s going on... because to take it any further is quite a
serious disciplinary matter... and can get difficult... If it’s a serious thing that

involves... harm to patients, that’s a different issue” (Clinical Director 25).

A key empirical contribution in this study is that there appear to be two distinct
groups of hybrids; strategic hybrids that had experiences of and displayed an interest
in becoming clinical managers from an early stage in their career: “I worked
[overseas] running part of a health service ... at quite a young age. It wasn't just doing
doctoring; I had to make the system work. I found that pretty challenging and very
interesting” (Clinical Director 65). And incidental hybrids who became hybrids by
default because someone needed to run their organisation or directorate effectively: “I
just thought I'd quite like to run it and nobody else terribly wanted to do it” (Clinical
Director 33).

The former group appear to be more comfortable, ar:d perhaps more successful in the
hybrid role and play tick box games in a constructive way. Incidental hybrids remain
medical rather than managerial in orientation, whereas strategic hybrids are somewhat
distinct from generic clinicians. Strategic and aspiring hybrids appear ‘absorbed’
(Broadbent & Laughlin 1998) to some extent by ‘management’, more comfortable
with its rhetoric, using it to their advantage. It therefore seems that for NHS
management to work more effectively it is important to educate clinicians from an
early stage about the positive aspects of management so that they perceive it as

beneficial to clinical practice. Indeed medical students and newer doctors are
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increasingly taking management courses. Selecting strategic hybrids for clinical and
medical director roles may be important of the NHS is to make successful managerial

changes.

Change to professional attitudes appears to come from within the profession rather
than being imposed externally. Denis et al. (1999: 128) comment, ‘to produce changes
by incentives, the rules of the game must be made clear and professionals must be
able to see the benefits accruing to them in terms of the development of their clinical
practice.” Similarly a clinical director suggested that managing consultants was: “an
analogy to some kind of football or rugby... The problem is fuzzy objectives... where
the goalposts are ... if you can clarify what has to be done, and why it's important,
how the system is scored, how they are scoring and allow them to watch to score

counter, they will do it so the score counter goes up quickly” (Clinical Director 66).

The thesis recommends that rather than putting NHS resources intc tough regulation,
they should be invested in regulation through hybrids, who both play and referee the
game, understand management and medicine, and can clarify the rules of the game to

their colleagues who do not.
10.5 Further research

The findings of this study are likely to be relevant to consultants in the wider NHS,
although the two case organisations were somewhat atypical: both are large, highly
research-active, London-based teaching hospitals which are perhaps less dependent on
the NHS for funding and therefore possibly less affected by Department of Health.
Consultants in London also tend to do more private practice than elsewhere and they
too may be less dependent upon the NHS. Further research on CA in smaller, non-
teaching hospitals outside London, and GP appraisal would ensure that the study is
generalisable to senior medical professionals as a whole. It may also be interesting to
triangulate this research using a different method, such as a survey, which is able to

canvass the views of a wider number of individuals.

With the forthcoming review of GMC revalidation there is an urgent need for more

research on generic issues relating to professional regulation and appraisal. The thesis
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has iterated that policy makers should strengthen the formative aspects of appraisal
and regulation rather than just ‘toughen up’ the assessment process. Further
investigation of those who found CA most useful, particularly their formative use of
the process, would be useful for policy and practice. The Shipman and Kennedy
Government inquiries, written from a theoretical and legal perspective, make
recommendations which may reduce the probability of the occasional, exceptional
medical scandal. But they fail to consider how the new regulation they propose affects
the majority of the medical professionals who practice well. The potentially negative

effects of professional over-regulation emerged as a central theme in this thesis.

The thesis’ findings may be relevant to other NHS, public sector and caring
professions whose practice is to a large extent tacit; nurses, social workers, academics
and teachers. The Church of England is even considering introducing target-based
performance reviews for the clergy (Caulkin 2005). It may be interesting to compare
these results with. data on other professions or new professionals, such as
psychotherapists, without established regulatory processes and where formative

processes may be more apparent.

Onora O’Neill (as Guest Editor of the BBC Today programme on 31* December
2004) voiced her concemns about the proposals for statutory regulation of
psychotherapists. Mearns and Thorne (2003) comment upon ‘deep misgivings’ and

‘anxieties’ about the effects of over-regulation of psychotherapists too. They write:

‘legitimate concern for higher standards, public accountability and cost-effective
results increasingly forcing many therapists to adopt attitudes or to pursue objectives
which are radically at variance with their core values and beliefs... professional
associations seem at times to be more concerned to win the approval of Government,
or to mollify an accusatory press, than to serve the best interests of clients and remain
true to the priceless repository of knowledge and practice which decades of

therapeutic endeavour have created.” (Mearns and Thorne, 2003: 2)

The Government is currently considering introducing statutory regulation for
psychotherapists and counsellors, extending the National Health Service Reform and

Health Care Professions Act 2002, which created a ‘Council for the Regulation of
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Health Care Professionals * to include counsellors/psychotherapists. Lord Alderdice
put forward a Bill in the House of Lords proposing the statutory regulation of
psychotherapists in February 2001. The Bill would have required those using the title
“psychotherapist” to register with the General Psychotherapy Council and by
implication adhere to its regulations and standards of practice and training. The 2001
Bill was rejected due to concerns about the effects of narrow regulation of the diverse
range of approaches to psychotherapy (see Hansard, 21st February 2001). Some
important lessons from this study of CA may be relevant to the regulation of
psychotherapy and indeed a study of the informal regulation of the psychotherapists

may inform the current review of revalidation.

Finally, the chapter has discussed in depth the important role of clinical-managerial
hybrids who are not only in a crucial position in relation to appraisal but the
management in health care more generally. More research on this is needed on how
hybrids interpret and use audit and managerial process, such as CA, and communicate
them to their more medically oriented colleagues; where and when hybrids in practice
enforce protocols or decouple from them and the wider impact of having to engage in
impression management. Such research may be challenging, because, by definition,
impression management is difficult to see, yet seems to be central to the way

healthcare organisations function in practice.
10.6 Personal reflections on the research process

I have enjoyed the PhD process and I would do it again using the same methods with
the benefit of hindsight. Thé choice of field methods, informed by initial theorising,
was retrospectively effective; interviewing participants provided some fascinating
insights into the world of medicine which would not have emerged through theory or
a survey alone. Following Miles and Huberman (1994) and developing a typology

also helped to make sense of the huge amount of data.

I would have perhaps spent less time on theory relating to organisational learning, as
there was little evidence of organisational learning in the field. Perhaps, in retrospect I
was too naive and idealistic about learning at the beginning of the research, although

this attitude was useful in terms of facilitating organisational research access. With
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the benefit of hindsight I could have paid more attention to the description of
organisational learning as a mix of ‘utopian sunshine’ and ‘Foucauldian gloom’
(Coopey 1998). I emerge from this thesis with a more grounded view of organisations

and a deeper understanding of why seemingly irrational behaviour in practice exists.

One key decision was to use and develop Power’s (1997) model of ‘the audit society’
to explain data theoretically. I believe that Power’s work does provide an effective
framework in which to situate CA: It brings together theories relevant to this study;
professionalism, new public management, critiques of organisational learning,
Foucauldian notions of visibility and invisibility, institutional legitimacy, decoupling
and impression management. It also crucially reflects what interviewees said about
CA, indeed several consultants referred to O’Neill’s (2002) work on trust, which cites

Power as a key reference.

Developing Power’s (1997) model to explain how professionals, particularly hybrids,
are not simply victims of the audit society but simultaneously undermine and
perpetuate colonisation by audit is a valuable contribution to theory. Using
Gouldner’s (1954) model of mock bureaucracy to explain appraisal, particularly its
documentation, as a bureaucratic defence against conflict and anxiety associated with
the regulation of professional, advances Power’s theory. It elucidates why individuals
allow audit to persist even though them believe it is both ineffective and has
dysfunctional consequences. Mock audit and appraisal processes are explained as the
unintended consequence of avoiding conflict about making professional knowledge
more explicit. It may be interesting to test the hybrid Power-Gouldner theory

developed in this thesis in other public sector settings and perhaps the private sector.

As has been argued earlier in section 9.4, Power’s (1997) work is congruent with
Foucauldian notions of CA, which provide an obvious alternative to the framework
for this study. Foucauldian models of appraisal perhaps underestimate the extent to
which powerful individuals, like medical professionals in this study, are able to resist
and indeed use CA to their advantage. Power refers to this as internal coupling.
Townley (1993b) would perhaps describe it as the unpredictable consequences of the

visibilities and invisibilities created by the process. Consultants do, however, invisibly
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resist ordering in appraisal and consultants stated they are not substantially affected

by it.

It can be argued that consultants are not aware of a third dimension of power (Lukes
2004) which operates through the CA process; that consultants do not realise that they
are disempowered by even playing the appraisal game at all, because they are
legitimating the visibilities that CA creates which are disadvantageous to their
autonomy. However I have privileged consultants’ own views of successful resistance
to colonisation over a different Foucauldian interpretation imposed by a researcher. 1
do however see Foucauldian processes at work; indeed it is because of the
individualised consequences of overt resistance that it must remain covert. And I am
conscious of using the language of visibility and invisibility. Therefore investigating
CA from an explicitly Foucauldian perspective may elicit valuable insights in future

research.
10.7 Conclusions

This closing chapter discusses the key policy implications of the study, directions for

future research and makes personal reflections on the PhD process.

The findings of the study are particularly topical because of the current Government
review of GMC licence revalidation, prompted by the publication of the fifth report
(Smith 2004) in the Shipman Inquiry in December 2004. The report commented on
confusion over the purpose of medical professional appraisal; whether it is supposed
to be formative, summative or something else. It argues that for the process to be a
‘tool for clinical’ it shiould be ‘toughened up’ and standards specified for doctors to

pass or fail.

The thesis agrees that there is confusion over the purpose of appraisal but argues that
formative rather than summative aspects of appraisal need to be strengthened.
Ambiguity is inherent in professional practice. Many consultants dispute the validity
of job plans and evidence of good medical practice, appraisers instead making
judgements about whether a clinician is practicing safely. It is unclear whether

consultants use this to their own advantage or not. However the thesis suggests that
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consultants often decouple from regulation, which they do not consider legitimate, by
‘playing the tick box game’, and it is often not legitimate or expedient to stop them
from doing so. Toughening up the summative aspects of appraisal will simply result
in a perpetuation of impression management through box ticking. Resources can be

more fruitfully invested in its formative aspects.

It is questionable whether improving practice is the main aim of appraisal. The NHS
is increasingly dominated by accounting and legal logic (Broadbent et al., 2001). Only
a legalistic appraisal process, which provides transparency and accountability, is
legitimate and expedient in the audit society (Power 1997). However the key to the
success of CA in practice (as discussed in section 10.3) seems that consultants own
the process and that they see tangible benefits from participating in it. Many
consultants neither appeared to own audit-based appraisal nor see improvements (o

practice resulting from it.

Appraisers are often clinical-managerial hybrids, who play an increasingly powerful
position in healthcare, able to translate ideas between the languages of management
and medicine (Montgomery 1990). Hybrids appear comfortable with managerial
rhetoric and are able to use it to resist managerial processes or bring meaning to them
for clinical peers. They are pivotal to making appraisal work by clarifying the rules of
the game but may chose not to if “silly things from the Department of Health” take
over what they perceive to be “useful for patients.” Thus it is vital that particularly
hybrids own the CA. Developing endogenous professional regulation through hybrids
may be more effective than toughening up assessment and creating new standards for
consultants to play games around. Studying positive outliers for CA, the regulation of
different professions and how hybrids translate generic NHS managerial process

would also be valuable.

It would be interesting to conduct further research testing whether the theoretical
development of Power’s (1997) work in this thesis, using Gouldner’s model of ‘mock
bureaucracy (1954), is reliable and replicable, particularly by studying different kinds

of healthcare organisations, and appraisal in different kinds of hospitals and for GPs.
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This thesis has been a fascinating, rewarding and enlightening personal process,
which 1 would do in much the same way with the benefit of hindsight. The field
methods, informed by initial theorising, produced fascinating data and an empirical
contribution on CA, which the typology presents effectively. These data are explained
by theoretically developing Power’s (1997) work on the ‘audit society’ using
Gouldner’s (1954) model of ‘mock bureaucracy’ and expanding on the role hybrids

play in the audit process. This makes an interesting and novel contribution to theory.
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10.8. Epilogue: Some final thoughts, analogies and possible future alternatives

The thesis describes the way that many consultants engage in the CA process as
‘playing the tick box game.” It is currently a game like noughts and crosses (tick-tack-
toe); most players have quickly learned how to fill the right boxes and now the game
has become a tiresome burden because few ever win. But CA could be like a better

kind of game.

(MacIntyre, 1984: 175) writes:

‘tick-tack-toe’ is not an example of a practice... but the game of football is, and so is
chess... the creation and sustaining of human communities... 1s generally taken to be

a practice.’

For MacIntyre (1984) building professional communities and selt-regulation based
upon the pursuit of virtue - akin to ‘new professionalism’ (Lipsky 1980) - is vital to
sustaining and developing practice. Achieving excellence in this kind of practice,
whether in a game like chess, football or in medicine, is intrinsically motivating and
satisfying. But such excellence can only be assessed by those who are already expert
in practice. It is therefore essential that authoritative and virtuous practitioners,
perhaps clinical-managerial hybrids, own the regulation clinical practice. To maintain
virtuous communities of practice it may sometimes be necessary to resist the
‘corrupting power of institutions’ which are interested in fruitless games like noughts

and crosses that can be easily audited and understood by the public:

“To enter into a practice is to enter into a relationship not only with its contemporary
practitioners, but also with those who have preceded us in the practice, particularly
those whose achievements extended the reach of the practice to its present point...
Chess, physics and medicine are practices... Institutions are characteristically and
necessarily concerned with what I have called external goods... the essential function
of the virtues is clear. Without them, without justice, courage and truthfulness,

practices could not resist the corrupting power of institutions.” (MacIntyre, 1984: 181)
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If their practice is virtuous, consultants may be justified in resisting corrupting
institutions by appearing to play noughts and crosses, while in practice playing a
more complex and rewarding game. But if only noughts and crosses is visible,
understandably it may become the only game that counts. Ultimately it may be better
for the medical profession (and patients) to make a more virtuous game visible, all be

it a complex and challenging one to play.
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Appendix 1

«Title» «FirstName» «LastName>»
«JobTitle»

«Department>»

Barts & The London NHS Trust

22" January 2003
Dear «Title» «LastName»,

PhD Research - A comparative study of the effects of consultant appraisal at Barts & The
London and Hammersmith Hospitals NHS Trusts

We are writing to request your participation in an independent PhD research project, funded by the
ESRC. This important project, to understand how consultant appraisal affects and is affected by
medical professionals and organisations, should help to improve the appraisal process. It has been
approved by the North East London Health Authority Research Ethics Committee and the Standing
Medical Advisory Committee at Barts & The London.

Gerry McGivern, a PhD student at Imperial College’s Centre for Public Services Organisations
(CPS0), is conducting the project which is supervised by Professor Ewan Ferlie at CPSO and Dr Gill
Gaskin, Clinical Director of Medicine at Hammersmith Hospitals. Anonymised findings of this
research will be presented to both Trusts at the end of 2004 and then published in relevant academic
journals.

At Barts & The London, the project (which has the approval of the Trust’s Medica! Director, Dr
Charles Gutteridge) is being sponsored by Trevor Beedham through the Department of Medical and
Dental Education. Here, a sample of about 40 consultants is needed for interviews about their
experiences and to give their opinions of appraisal. These one to one interviews will be treated in the
strictest confidence and should last about 40 minutes. If you agree to be interviewed, it will be
conducted at a time and place convenient to you.

Gerry may contact you shortly by phone or email with more details about the project. If you think you
would definitely like to be interviewed about this topic, please contact him at
erald.mcgivern@imperial.ac.uk or on telephone 07980 546661.

Further information about the project is enclosed.

Yours sincerely,

4’@ /%(W i e ugu ) { P

——

Gerry McGivern Trevor Beedham, Lead Clinician — Appraisal,
CPSO. Imperial College Barts & The London NHS Trust
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Appendix 2

«Title» «Forenames» «Surname»
Consultant

«Specialty»

«Main_employer»

22™ January 2003
Dear «Title» «Surname»,

PhD Research - A Comparative Study of Consultant Appraisal at Hammersmith Hospitals and
Barts & The London NHS Trusts

We are writing to request your participation in an independent PhD research project to understand how
consultant appraisal affects and is affected by medical professionals and the organisations they work in:
This research, funded by the ESRC and approved by Hammersmith Hospitals and Riverside Research
Ethics Committees, should help to improve the appraisal process.

Gerry McGivern, a PhD student at Imperial College’s Centre for Public Services Organisations
(CPSO), is conducting the project which is supervised by Professor Ewan Ferlie at CPSO and Dr Gill
Gaskin, Clinical Director of Medicine at Hammersmith Hospitals. Anonymised findings of the research
will be presented to both Trusts at the end of 2004 and then published in relevant academic journals.

We need to interview a sample of approximately 60 consultants at Hammersmith Hospitals about their
experiences and opinions of appraisal. These one-to-one interviews will be treated in the strictest
confidence and should last about 40 minutes. Interviews will be conducted at a time and place
convenient to you.

Gerry may contact you shortly by phone or email with more details about the project. If you definitely
do or do mnot want to be interviewed about this topic, please contact him at
gerald. megivern @imperial.ac.uk or on telephone 07980 546661. :

Yours sincerely,

o

4@ (/‘M Callu

Gerry McGivern, PhD Student
Centre for Public Services Organisations

Imperial College

Dr Gill Gaskin, Clinical Director of
Medicine & Appraisal Lead Consultant
Hammersmith Hospitals NHS Trust
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Appendix 3: Hammersmith Hospitals NHS Trust Information Sheet

The Introduction of Consultant Appraisal

You are taking part in PhD research on the introduction of consultant appraisal at Hammersmith
Hospitals and Barts and The London NHS Trusts. Gerry McGivern, a PhD student at The Centre for
Public Services Organisations (CPSO), The Business School, Imperial College London, is conducting
the research. Professor Ewan Ferlie, Director of Research at the Business School, and Dr Gill Gaskin,
Clinical Director of Medicine at Hammersmith Hospitals, are supervising the project, which is funded
by the Economic and Social Research Council. The study is grounded in theory on professionals,
organisational learning and appraisal. Its aim is to assess the impact of consultant appraisal on
individual and organisational learning, and develop theory on the learning organisation in the NHS.

You will be asked a series of questions about your experience of consultant appraisal. The purpose of
the interview is not to learn about individual personal issues arising during appraisal (you may however
wish to volunteer such information as an illustrative example), rather to understand appraisal processes
more generally.

Your interview will be recorded on tape and then transcribed. All data will be treated in strict
confidence, in compliance with the Data Protection Act 1998. Only Professor Ferlie and I will have
access this material which will be coded so that only we can identify interview subjects. All data will
be securely stored in a locked filing cabinet at Imperial College. No individuals will be identifiable
from the final project report. However, you are entitled to view or withdraw your data at any time.

The research should be published in the form of a PhD thesis in October 2004. Anonymised findiugs
will be made available to the organisations involved, which will hopefully enable them to improve
appraisal and organisational learning processes. Papers based upon the thesis will be published in
relevant journals thereafter, and hence disseminated to the academic and NHS community.

If you have any further questions about the research, please ask roe.

Gerry McGivern, Imperial College London.

Email: gerald. mceivern @imperial.ac.uk

I have read this information sheet and understand the aims of the research and how the data I provide
will be used and stored. I consent to participating in the research project as proposed.
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Appendix 4: Barts and The London NHS Trust Information Sheet

‘The Introduction of Consultant Appraisal’ - A Study by the Centre for Public Services
Organisations, Imperial College London.

We invite you to take part in a research study which we think is important. The information which
follows tells you about it. It is important that you understand what is in this leaflet. It says what will
happen if you take part and what the risks might be. Try to make sure you know what will happen to
you if you decide to take part. Whether or not you do take part is entirely your choice. Please ask any
questions you want to about the research and we will try our best to answer them.

You are taking part in doctoral research on the introduction of consultant appraisal at Hammersmith
Hospitals NHS Trust and Bart’s and The London NHS Trust. The research is being conducted by Gerry
McGivern, a PhD student at Imperial College Business School. Professor Ewan Ferlie, Director of
Research at Imperial College Management School and Dr Gill Gaskin, Clinical Director of Medicine at
Hammersmith Hospitals NHS Trust are supervising the project and the Economic and Social Research
Council are sponsoring it. The study is grounded in theory on professionals, organisational learning and
appraisal. Its aim is to assess the impact of consultant appraisal on organisational learning processes,
and develop theory on the learning organisation in the NHS.

You will be asked a series of questions about your experience of consultant appraisal. The purpose of
the interview is not to learn about individual personal issues arising during appraisal (you may however
wish to volunteer such information as an illustrative example), rather to understand appraisal processes
more generally. '

Your interview will be recorded on tape and then transcribed. All data will be treated in strict
confidence, in compliance with the Data Protection Act 1998. Only Professor Ferlie and I will have
access this rnaterial which will be coded so that only we can identify interview subjects. All data will
be securely stored in a locked filing cabinet at Imperial College and destroyed at the end of the project.
No individuals will be identifiable from the final project report. You are entitled to view or withdraw
your data at any time. :

The research should be published in the form of a PhD thesis in October 2004. Anonymised findings
will be made available to the organisations involved, which will hopefully enable them to improve
appraisal and organisational learning processes. Papers based upon the thesis will be published in
relevant journals thereafter, and hence disseminated to the academic and NHS community.

What happens if something goes wrong? We believe that this study is basically safe and do not expect
you to suffer any harm or injury because of your participation in it. However, we carry insurance to make
sure that if your health does suffer as a result of your being in the study then you will be compensated. In
such a situation, you will not have to prove that the harm or injury which affects you is anyone’s fault. If
you are not happy with any proposed compensation, you may have to pursue your claim through legal
action.

If you have any further ques:ions about the research or would like to speak to me at any point in the
future, please ask me now or contact me by email or telephone at a later date.

Gerry McGivern. The Centre for Public Services Organisations, Imperial College.
Email: gerald.mcgivern@imperial.ac.uk. Tel: 07980 546661.
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WRITTEN CONSENT FORM:

Title of research proposal: The Introduction of Consultant Appraisal
REC Number: N/ 02/ 128

Name of Patient/Volunteer:

Address:

¢ The study organisers have invited me to take part in this research.
¢ T understand what is in the leaflet about the research. Ihave a copy of the
leaflet to keep.
¢ [ have had the chance to talk and ask questions about the study.
e I know what my part will be in the study and I know how long it will take.
I know how the study may affect me. I have been told if there are possible
risks
I know that the local North East London Health Authority
Research Ethics Committee has seen and agreed to this study.
I consent to my interview being be tape recorded
I understand that personal information is strictly confidential: I know the only
people who may see information about my part in the study are the research
team or an official representative of the organisation which funded the research.
¢ I understand that my personal information may be stored on a computer.
If this is done then it will not affect the confidentiality of this information. All
such storage of information must comply with the 1998 Data Protection Act.
e [ freely consent to be a subject in the study. No one has put pressure on me.
.o Tknow that I can stop taking part in the study at any time.

Tel. No. ..o.ooveceee e Bleep No.JEXT. .....ocovevieineciciiene
Volunteer’s Signature ......ccoeoeeeecoeeeeeeeeeieieeeieecieeeeeneens

DDate ettt e et aaearaeas
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Appendix 5: Interview questions schedule

A) Consultants’ experience of being appraised

1. How did you prepare for your annual appraisal?

»  How much time did you spend collecting data? Completing the form (was this straightforward)?
s Reflecting on your own performance?

o Did this data accurately capture what you have done over the past year?

Who conducted you appraisal?

]

What was the atmosphere like during your appraisal interview?

Did you feel you were listened to?

Judged?

Able to be yourself?

If two people appraised you (joint academic appraisal), how was this?

e @ o & W

B

How was your performance discussed?

e Inrelation to clinical quality and good medical care?

Relationships with colleagues (other consultants, students and junior doctors, nurses, managers,
etc)?

Relations with patients?

Management activity, efficiency and costs?

Teaching and training?

New and innovative activities (including research)?

Was this assessed in relation to a previous appraisal?

How did you discuss difficulties or contlict?

Complaints or clinical incidents?

Divergences between personal and organisational priorities, including time spent on non-NHS
activities?

Occasions when it was necessary to operate outside / beyond clinical guidelines?

e Did your appraiser provide you with useful advice or feedback?

* o L

v

Were there issues that you were unable to address? What kinds of issues and why?
» Did you feel able to discuss your weaknesses as well as strengths?

7. How did you feel immediately after your appraisal? And now?

8. Your appraiser is both a doctor and a manager; did you feel their priorities were the same as your
own?

What was the tangible outcome of the appraisal interview for you personally?
A personal development plan?

Identification of training and development needs?

What do you think about this?

Have you changed the way you work in any way due to appraisal?

....‘\O

10. What organisational changes occurred as a result of appraisal?
e Inyour area?

In the wider Trust?

If none, what should have changed and why didn’t it happen?
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B) Appraisers experience of conducting appraisals
1. What have been the main influences on your approach to management?
2.How much of your time is taken up with management and how much with direct patient care?

3. For whom did you conduct appraisals?
» How did you prepare to conduct appraisals?
*  How much did you spent on consultant appraisals? Per person?

4. What was the atmosphere like during appraisal the appraisals you conducted?

.How did you evaluate consultants’ performance?
In relation to clinical quality and good medical care?
Relationships with colleagues (other consultants, students and junior doctors, nurses, managers,
etc)?
Relations with patients?
Management activity, efficiency and costs?
Teaching and training?
New and innovative activities (including research)?

®

o

How did you discuss difficulties or conflict?
Differences between personal and organisational priorities?
Occasions when it was necessary to operate outside / beyond clinical guidelines?
Underperformance?
Poor interpersonal skills?
Time spent on non-NHS activity?
Were you able to resolve all these issues?

~1

. How did you follow up on appraisals?

e  Who wrote up personal development plans? Have there been any disagreements about consultants’
objectives?

¢ Have you been able to appraise consultants’ progress against appraisal objectives from last year?

How did you do this?

8. How have the appraisals you conducted changed since the previous year?

9. What organisational changes did you attempt to make as a result of any appraisals?
¢  What barriers did you encounter?

10. Do you think that the Trust is developing a learning culture?

» How so?
e  What barriers does it face?
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C) Views on consultant appraisal more generally
1. When you think of appraisal, what is the first word that comes to mind?

2. Does consultant appraisal replace something or is it a new development?
* Informal peer review?

3.How does appraisal fit within more explicit management by doctors?
e  What are your views about this?
¢  How has appraisal impacted on consultants’ freedom to make decisions”

4. What are strengths and weaknesses of consultant appraisal?
e How could it be improved?
e  What barriers exist to changes resulting from appraisal

5.360-degree appraisal is a form of appraisal in which an individual receives feedback on their
behaviours from a representative sample of the people they work with (e.g. line-manager, peers, those
they manage, patients and different professions). Do you think that this would be useful?

6. What other wider forces within the NHS affect learning?
e The organisation’s culture?

NHS history?

Individuals?

NSFs? The law? Clinical audit?

7.Can you tell me about an occasion when you tried to make changes to the way the Trust or your area
is organised.

e  What happened?

» “What did you learn from this experience

* How do you feel about this?

8. What has the overall impact of appraisal been on individuals?

9. What has the overall impact of appraisal been on the organisation?

10. Are there any other comments you would like to make?
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Appendix 6: Glossary of Terms

AAMD
BLT
BAMM
BMA
CA
CHI
CHAI
CoP
CPD
DoH
GMC
GP

HHNT
NHS

NoP
PDP

American Academy of Medical Directors
Barts and The London NHS Trust

British Association of Medical Managers
British Medical Association

Consultant appraisal

The Commission for Health Improvement
The Commission for Health Audit and Inspection
Community of Practice

Continuing professional development
Department of Health

General Medical Council

General Practitioner

Human Resource Management
Hammersmith Hospitals NHS Trust
National Health Service

New public management

Network of Practice

Personal development plan
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