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ABSTRACT

This thesis suggests that, as the NHS i1s transformed from a directly-managed hierarchy
into a devolved system, the production and use of ‘evidence’ are increasingly important
elements 1n strategies of control and resistance. The power relations within which
evidence 1s defined, produced and used, and the consequences of these processes, vary
between the statutory and voluntary sectors, and amongst different professional and other
groups. While these matters have been a topic of some previous conjecture, an empirical
analysis, looking systematically at power, has not been published. This thesis develops
such an analysis, in relation to HIV prevention. Two case studies, a genito-urinary

medicine clinic and a voluntary agency, are examined.

The thesis concludes that evidence is implicated in health authority commissioners’
‘hands-off” strategies of control, termed ‘action at a distance’, in relation to statutory
providers; and their more interventionist strategies, termed ‘steering at a distance’, in
relation to voluntary providers. However, it 1s also concluded that evidence often proves

a problematic resource of control, and a valuable resource of resistance for providers.

The thesis develops and applies a novel view of power; which acknowledges the
substantive value of ‘governmentality’, an analytic framework developed by Foucault,
but which also recognises that, in order to render an adequate account of control and
resistance, analysis must consider where interests are served, and where they are
squashed. The analytical framework developed and used incorporates some elements

from the work of Lukes.
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CHAPTER ONE: EVIDENCE AS A RESOURCE OF CONTROL AND
RESISTANCE IN ‘ADVANCED LIBERAL’ HEALTH SYSTEMS

This chapter explains the overall scope of the thesis, briefly discusses how the terms

‘evidence’ and ‘evidence-based practice’ (EBP) are defined within health services, and

summarises the i1ssues addressed in the other chapters.

Scope of thesis

Thais thesis draws on a body of literature which has argued that knowledge is central to
the operation of power in modern societies. The thesis suggests that, as the National
Health Service (NHS) is transformed from a directly-managed hierarchy into a devolved
system linked by quasi-contractual relationships, evidence becomes an increasingly
important element in strategies of controlling what 1s a potentially chaotic system. It is
further suggested that, in terms of power relations, the conditions under which evidence
is defined, produced and used, and the consequences of these processes will vary between
the statutory and voluntary health sectors, and amongst different professional and other

groups. The empirical component of the thesis sets out to explore the relevance ot these

suggestions for HIV prevention in the NHS.

HIV prevention has been chosen because: it involves a range of sectors and experts; the
place of various forms of evidence is controversial; and contlict 1s obvious. It is not
claimed that conclusions developed from examining HIV prevention will necessarily be
applicable to other areas in the NHS. However, the thesis considers the possibility that
some conclusions are more generally pertinent. The study focuses on both those involved

professionally and as volunteers 1n HIV prevention. It does not attempt to examine the

position of service users, though it is acknowledged that this 1s an important topic.

The questions which the study attempts to answer are as follows. In the planning and
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provision of HIV prevention by NHS-funded agencies:

1. How are the definition, production and use of evidence determined by existing
relations of control and resistance, between: ‘central’ and ‘peripheral’ agencies:;
commuissioners and statutory/voluntary sector providers; and managers and clinical/non-

clinical practitioners in statutory/voluntary sector providers?

2. Is evidence defined, produced and used in order to modify relations of control or

resistance, particularly in the prioritisation of services?

3. Does the definition, production and use of evidence modify relations of control and

resistance?

Some might find a political analysis of EBP uninteresting, and perhaps unduly cynical,
seeing the rise of EBP as inevitably resulting from its unquestionable rational and ethical
basis. Such a view 1s rejected for two reasons. Firstly, it ignores the fact that many of
those central to the development of EBP have themselves referred to their own political,
rather than purely technical, motivations in developing these technologies. Quotes which
substantiate this argument are given in the next section. Secondly, the apolitical view
implies a technological-determinist account of how technologies are applied, divorcing

this process from the political and social realm. According to Webster (1995: 219)

technological determinism:

desocialises key elements of social change, persistently separating technology/technique from the social

world (where beliefs and values are found), only to reinsert it by asserting that this autonomous force is the

privileged mechanism for bringing about change.

A variety of social and political developments have made for a context conducive to the

embrace of EBP, by the NHS and other health systems. EBP 1s, in turn, likely to have

political ramifications, and these effects must be analysed with reterence to their context.

This thesis makes an original contribution to sociological literature 1n that it empirically
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examines the political conditions within which EBP 1s developed, and the consequences
of these developments. While this has been a topic of some previous conjecture, among
those involved 1n research and practice in HIV prevention (eg. Bhatt and Lee 1997), in
health services generally (Cochrane 1989), and among health policy analysts (eg.
Harrison 1998), an empirical analysis, looking systematically at power, has not previously
been undertaken. Furthermore, the thesis develops and applies a novel view of power
which acknowledges the substantive value of governmentality (Foucault 1991), but which
also recognises that, in order to render an adequate account of control and resistance,

analysis must consider where interests are served, and where they are squashed (Lukes

1974), something which governmentality fails to do.

‘Evidence’ 1n health services

According to Hacking (1975), the concept of ‘empirical evidence’ emerged in the latter
part of the 17th century, associated with the development of causal logic and probabilistic
thinking. Green (1997) distinguished between ‘internal’ (ie. empirical) evidence, and the
formerly pre-eminent ‘external’ evidence, which was conceived as emanating from expert
authority (eg. the sovereign), or from the associations of signs on the basis ot relations
of correspondence, rather than causality (eg. astrology). The medical profession rapidly
adopted elements of the new scientific thinking in the 17th and 18th centuries (Foucault
1973). Despite this, medicine continued to be viewed as an art, as much as a science, and
clinical judgment was often more significant than empirical evidence 1n the guiding of
practice (Hoffenburg 1987). EBP has however recently aimed to challenge the authority
of expert judgment, in medicine and other tields (Marshall 1997).

EBP is often viewed as the basing of practice on protocols (Haynes and Haines 1998)
directly based on evidence, especially, but not exclusively, of effectiveness (Baker et al.
1997), and especially, but not exclusively, from prospective experimental studies with
control groups (Muir-Gray 1997). The term, ‘evidence-based medicine’ (EBM) 1s
sometimes used to refer to the specific case of using evidence in medical practice. A

number of individuals are said to have been influential in the development of this view
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of EBP. In the United States, Donabedian (1966) recommended a systematic approach
to the evaluation of health care, in which interventions were viewed as comprising
structure (what technologies were in place), process (how services were provided) and
outcome (the impact on clients), all requiring evaluation. This followed on from previous
work, for example by some American surgeons (Dent 1995), who had attempted to
measure the outcomes of various operations. In the United Kingdom, Cochrane (1989)
argued that, although there had been considerable research in basic science geared

towards developing medical technologies, there had been insufficient evaluation of these

and subsequent practices.

Clinical variation was one of the key factors which spurred an increasing focus on
effectiveness. Bunker (1970), for example, highlighted the immense difference in rates
of various surgical interventions between the US, and England and Wales. This could
not be explained in terms of clinical need. As Cochrane and his supporters saw it, if
doctors were practising in different ways, the aim should not simply be one of eliminating
variation, but of determining which, amongst various practices, were, in fact, effective.
This perspective was informed by an ethical position which saw medical practice as
maximising good and minimising harm to patients. Cochrane also outlined a political
rationale for determining the effectiveness of different services. He suggested that, in a
situation where a population’s demand for care outstrips the state’s ability to fund care,
there 1s an ethical duty on the NHS to provide what will bring about most benefit, and

least harm, within the population:

[ believe... that the problem of evaluation 1s the first priority of the NHS... The main job of medical
administrators is to make choices between alternatives. To enable them to make the correct choices, they

must have accurate comparable data about the benefit and cost of the alternatives (Cochrane 1989:25)

Cochrane suggested that the individual autonomy of medical practitioners regarding

standards of practice might become limited:

[ imagine that, if the research results are implemented, there will be a considerable limitation of [clinical]

freedom. Indications for prescriptions, diagnostic tests, admission, length of stay in hospital etc. will get
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more and more clinically defined, and a sort of ‘par for the course’, associated with each group of signs and
symptoms, will be established, and those doctors with too many ‘strokes’ above or below ‘par’ will be
asked to justity themselves before their peers... Some will undoubtedly object to this, but, if the evidence

on which the ‘par’ 1s based is made clear, and the objective of being fair to all patients served by the NHS,

1s explained, I doubt if many will emigrate.

These arguments about service prioritisation and practitioner autonomy have been re-

stated by more recent advocates of EBP (Muir-Gray 1997).

Cochrane championed the randomised controlled trial (RCT), a technique earlier applied
in the fields of agriculture (Cochrane 1989) and education (Oakley 1998b), amongst
others. RCTs are commonly said to have been first applied within medical science by
Austin Bradford-Hill (Daniels and Hill 1952) to the evaluation of streptomycin, but were,
in fact undertaken somewhat earlier than this (Oakley 1999). Cochrane developed a
hierarchy of evidence; only those interventions showing immediate and obvious effect
did not require formal evaluation and, of all forms of evaluation, the RCT was the most
rigorous. This view, that the RCT 1s the best method of evaluating the effectiveness of
interventions, has been repeated many times. In describing what 1s a wide consensus at
least among some groups, Muir-Gray (1997:61) lists the tollowing sources of evidence
in order of preference: systematic reviews of multiple, well designed RCTs; one well
designed RCT; well designed trials without randomisation; well designed non-
experimental studies from more than one centre; opinion based on clinical evidence; and

descriptive studies or reports of expert commuittees.

Davis and Howden-Chapman (1996) have suggested that EBM has been taken forward
in the form of a social movement. Iain Chalmers (Chalmers et al. 1989) and David
Sackett (Sackett et al. 1991) can be 1dentified as key figures in this movement. Sackett’s
team at McMaster University coined the term ‘evidence-based medicine’. In the UK,
Chalmers founded the first Cochrane Centre, with funding from the NHS. An

international Cochrane Collaboration has been established, comprising groups who
produce systematic reviews of the effectiveness of a diversity of health care interventions.

These ideas about EBP have now influenced policy in the NHS, discussed below and in



Chapter 3.

Other views about evidence, and how it can inform practice, have been expressed, some
of which complement the above, and some of which contradict it. Some have asserted
the importance of experience, as well as research, informing health care planning and
practice (Smith 1996). Some have stressed that practice needs to be based on evidence
of other aspects of services, as well as effectiveness (Black 1996). Some have questioned
the feasibility, utility and epistemological appropriateness of trials for evaluating the

ettects of all, or some, interventions (Charlton 1995, Davies and MacDonald 1998).

The view of EBP described earlier, in which research informs the development of
protocols which are used by practitioners to guide their decisions, implies a linear view
of the implementation of research. Janowitz (1972), Weiss (1977) and Patton (1988)
have argued that non-linear models better describe the effects of research on decision-
making, than do linear ones. Although these authors focused on the decisions of policy-
makers, rather than practitioners, the blurring ot policy and practice decision-making in
the NHS (Harrison et al. 1992) might imply the relevance of their ideas for the use of

research 1n practice.

Thus, different views of EBP exist. Whilst not denying that questions as to the most
appropriate and rigorous means of defining, producing and using evidence need to be
addressed, this thesis does not attempt to do so. Instead, it examines how the context
within which different organisations and professional and volunteer groups work atfects
how they define, produce and use evidence; and, in turn, what implications these

processes have for their authority and autonomy.

Overview of other chapters

Chapter 2 develops a framework for empirically analysing power, based on Foucault’s
(1991) notion of ‘governmentality’, and Lukes’ (1974) work on interests. The chapter
explains that, according to Foucault (1991), with the advent of the liberal state in the
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seventeenth century, government became tied to the collecting and use of knowledge
about human conduct. The state did not, in the main, coerce or direct citizens, but rather,
state institutions contributed, along with citizens themselves, to the articulation and
development of various discourses (1e. frameworks for knowing and doing) which shaped
citizens’ wants, and atfected their actions (Rose and Miller 1992). Experts thus became
central to a form of power which Foucault termed ‘governmentality’. According to
Foucault (1991), as liberalism developed into advanced liberalism in Western societies
after the Second World War, the collection and use of expert knowledge multiplied, and
became increasingly devolved from central government agencies. Expertise, whilst still

a necessary part of the apparatus of government, itself became scrutinised 1n terms of

costs and eftects.

Chapter 2 suggests that, while governmentality has substantive pertinence to an analysis
of the context and consequences of EBP, it contains flaws which render it inadequate as
a framework for informing the empirical component of this thesis. Lukes’ (1974) work
on power and interests is also reviewed, in order to develop a rigorous means of analysing
the power relations within which evidence is defined, produced and used in the NHS.
Referring to the work of Hughes and Griffiths (1999), two terms are developed, ‘control
“via action at a distance’ and ‘control via steering at a distance’, for analysing the use of

evidence 1n the deployment of power.

Chapter 3 examines the ‘advanced liberal’ political context in which EBP has been
embraced within the NHS. It reports that, in the course of the 1990s, the NHS has moved
to a devolved mixed economy of provision, involving a diversity of groups trom the
statutory and voluntary sectors (Klein 1995; Kendall and Knapp 1996). After the
publication of Working for Patients (DoH 1989), district health authorities (DHAs)
became responsible for meeting the health needs of the local populations, via the
commissioning of services from an array of semi-independent statutory, and fully
independent voluntary, agencies. From 1996, DHAs merged with family health service
authorities to form health authorities. The role of the central Department of Health

(DoH) and NHS Executive (NHSE), in this new system are said to be increasingly ones
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of setting the overall targets which influence local policy and practice, rather than of
directing activities (Holliday 1995). According to Hoggett (1996), a new model has

developed, in which the planning of activity is devolved, while control is centralised.

The NHSE has recently embraced EBP, and initiated a national Research and
Development (R&D) Programme. Under its first Director of R&D, Professor Sir Michael
Peckham (1991a), this programme is said to have embraced a form of EBP which
prioritises an examination of effectiveness, the use of prospective experimental methods
with control groups, and the application of evidence via protocols (Baker et al. 1997).
Chapter 3 suggests that, although the development of EBP pre-dated the devolution of
NHS planning, the recent embrace of EBP by the NHSE coincides uncannily with this
development. It may be that evidence functions as a key resource in the new system. St
Leger (1992) suggested that commissioners require a currency of quality, as well as of
cost, by which to assess the services they commission. Effectiveness evidence could be
used by commissioners as a means of informing their prioritisation and de-prioritisation
of different forms of intervention in service planning. The NHS’s first director of R&D
indeed suggested the importance of research evidence in informing the prioritisation of
services (Peckham 1991b). The explication and systematisation of practice in evidence-
based protocols might also be used as a means of regulating the work of individual
practitioners. EBP has been identified as a possible threat to medical and nursing clinical

autonomy by Coles (1990) and Klein (1995), among others.

Chapter 3 also observes that EBP might be used by various organisations and groups as
a means of resisting control. The possibilities that evidence could be used to resist the
rationing of services (Franks 1996) and the curbing of practitioners’ autonomy (Klein
1995) are considered. Chapter 3 raises a series of questions about EBP 1n the NHS 1n

general, which later chapters attempt to answer with reference to one specific area, HIV

prevention.

Chapter 4 examines the particularities of HIV prevention in the UK. This field 1s an

interesting case study for the study of power-play and evidence, because of: the diversity
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of statutory and voluntary agencies, and clinical and non-clinical groups involved
(Berridge 1996); their apparently divergent views on what constitutes evidence (Bennett
and Ferlie 1994); and the salience of control and resistance in an area of provision where

health authorities have only recently become responsible for the planning of services

(Bhatt and Lee 1997).

Chapter 4 considers Bennett and Ferlies’ (1994) suggestion that different sectors and
groups will have systematically different orientations to evidence. It assesses whether,
for example, the statutory and voluntary sectors, and clinical and non-clinical groups will
have different approaches to defining, producing and using evidence, which, in turn, have
implications for the authority and autonomy of these groups. Chapter 4 hypothesises that
‘control via steering at a distance’ may be more likely in the management of the
voluntary sector, and of non-clinical practitioners, while ‘control via action at a distance’
may be more likely in the management of the statutory sector, and of clinical
practitioners. However, the chapter also raises the possibility that the boundaries between
groups and sectors in devolved health care systems, such as the NHS, may be increasingly
blurring (Marshall 1996), and so may not have a great bearing on actors’ views and
actions regarding evidence. Chapter 4 thus raises a number of additional questions,

which the empirical component of this thesis attempts to answer.

Chapter 5 describes the research design employed in the empirical components of the
thesis. The study involves a comparative case study design, in which two organisations
involved in HIV prevention are examined. One of these is a voluntary agency, statted
largely by volunteers and administrative workers, while the other is a genito-urinary
medicine (GUM) clinic based in a community NHS trust, and staffed by a variety ot

professional clinical and health promotion workers.

Chapters 6,7 and 8 present findings. Chapter 6 describes the groups and organisations
involved, and the general authority and autonomy enjoyed by these. Chapters 7 and 8
report on the definition, production and use of evidence in each case study, and how these

relate to the power relations between different organisations and groups.
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Chapter 9 compares the findings from each case study, and, using the framework
developed in earlier chapters, develops a sociological analysis. This analysis considers
whether EBP is associated with strategies of control and resistance, and, if so, whether
these can be characterised as ‘control via action at a distance’ or ‘control via steering at
a distance’. Chapter 9 considers whether EBP has different implications for the authority

and autonomy of the statutory, compared to the voluntary, sector, and ot clinical,

compared to, non-clinical practitioners.
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CHAPTER TWO: POWER AND THE PRODUCTION AND USE OF
KNOWLEDGE

1. Introduction

This thesis considers EBP in terms of the power relations within which evidence is
defined, produced, and used, as well as the consequences, intended or not, of these
processes for the reproduction, and modification, of power relations. Although the topic
itself 1s a novel one for such an analysis, the general approach taken 1s informed by a
body of social theory, reviewed in this chapter, which has argued that the production and

use of knowledge is implicated in the operation of power in modern Western societies.

Foucault (1991) suggested that, within ‘liberal’ societies, the knowledge-producing and
-using activities of a diversity of experts have been centrally involved in the government
of citizens’ conduct. Furthermore, Foucault suggested that, as ‘liberal’ societies
developed into ‘advanced liberal’ societies, in the West in the period after the Second
World War, the activities of experts themselves became increasingly scrutinised, and
regulated via technologies involving even more production and use of knowledge. In this
chapter, Foucault’s work is critically considered, both in terms of its substantive
relevance to the concerns of this study, and its methodological relevance to an empirical

examination of power.

2. Substantive relevance of Foucault’s ideas

a. Foucault on ‘liberalism’ and ‘governmentality’

According to Foucault (1991), ‘liberal’ societies first developed during the seventeenth
century. Informed by Foucault’s work, Rose (1993) argued that liberalism had a number
of key features. Firstly, liberalism depended on citizens being active in their own
government, rather than being subjugated by force, as had been the case in some earlier

societies. Free citizens governed their own conduct in line with dominant discourses.
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Secondly, in order to govern, liberalism sought to harness forms of authority outside
central government. Expert practitioners were, for example, brought into the state
apparatus, whilst retaining considerable autonomy in their practice (Johnson 1995).
Thirdly, liberalism, for the first time, tied the process of government to the collecting and

use ot knowledge about human conduct.

Foucault (1977) developed the Panopticon as a metaphor for the surveillance and control
of citizens. Developed as a model prison by Jeremy Bentham, the Panopticon comprised
a central tower, with small windows all around, housing an observer. This tower was
surrounded by a ring-shaped building, comprising a multitude of cells, each with a large
window facing the tower, and each housing a single inmate. The structure enabled the
central observer to scrutinise all inmates’ actions. Foucault suggested that, as a result of
the ever-present possibility of scrutiny, the inmates would modulate their actions 1n line
with whatever regulations the institution determined. Foucault saw the observer as
metaphorically representing the accumulation of knowledge about populations in modern

society, and the rules as representing the discourses which populations co-articulate and

employ to regulate their own conduct.

In what Foucault (1991) came to term ‘governmentality’, populations are influenced by
a set of discourses determining acceptable behaviour, not as passive objects of power, but
as active agents in its operation. Foucault’s view on the workings of power within the
modern state contrasts with that of other writers, such as Marx and Althusser, who
emphasised the overt exercise of power by the macro-institutions of the state in the
course of enabling the functioning of capitalism (Giddens 1971). Foucault even sought

to problematise what is meant by ‘the state’. According to Johnson (1995: 7):

Foucault’s concept of government rejects the notion of the state as a coherent, calculating subject whose
political power grows in concert with its interventions into civil society. Rather, the state 1s viewed as an
ensemble of institutions, procedures, tactics, calculations, knowledges and technologies, which together

comprise the particular form that government has taken; the outcome of governing.

Foucault repeatedly emphasised the special place of expertise in governmentality. As
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Rose and Miller (1992: 175) argued:

governmentality 1s intrinsically linked to the activities of expertise, whose role is not one of weaving an all-
pervasive web of ‘social control’ but of enacting assorted attempts at the calculated administration of

diverse aspects of conduct through countless, often competing, local tactics of education, persuasion,

Inducement, management, incitement, motivation and encouragement.

Governmentality is not a totalizing theory as to how government proceeds. The
discourses associated with any form of governmentality are neither complete nor
uncontested. Foucault recognised that actors take on board new rationalities and
technologies, but use them according to local situations. His rule of the tactical
polyvalency ot discourses asserted that resistance is not ontologically distinct from the
exercise of domination, but that the two are embedded within one another: where a
discourse of domination operates, 1t will ineluctably open the way up for discourses of
resistance. McNay (1994: 101-2) illustrates this potential with an example which

Foucault himself used:

on the one hand, the ‘perverse implantation’ of the nineteenth century - the massive proliferation of
discourses on ‘deviant’ sexualities - served to reinforce social controls in the area of ‘perversity’ and to
legitimise a notion of ‘normal’ heterosexuality. Yet on the other hand, this very multiplication of
controlling discourses created a counter-vocabulary or ‘reverse discourse’, which could be used by those

labelled deviant to establish their own identity and to demand certain rights.

L

Foucault (1991) acknowledged that the outcomes of any process of governmentality are
contingent on local action. In processes of local action, diversity, and even paradoxes,
are possible. In some locales, rationalities and technologies may come to subvert the
system of government, as it is described above. Foucault’s position on this has been
questioned, however. Some have suggested that he tended to use governmentality to

suggest a totalizing picture, in spite of his comments on its contingency. As McNay

(1994: 102) says:

Foucault tends to highlight disciplinary practices at the expense of a consideration of the various other

practices that also constitute the social realm. Such activities might constitute the everyday activities of
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Individuals who resist, in a mundane and ‘invisible’ fashion, the normalizing pressures exerted over their

lives.

b. Foucault on advanced liberalism and the government of expertise

Burchell (1993), elaborating Foucault’s (1991) own ideas, suggested advanced liberalism
differs from liberalism in three ways. Firstly, advanced liberalism involves a
pluralisation of technologies. Welfare services, for example, have become reconfigured
and detached from government institutional hierarchies. Welfare agencies are
Increasingly seen as semi-independent enterprising bodies. As the agencies of
government gradually become more and more devolved, central control is maintained via
contractualisation and related systems of accounting and monitoring. Secondly, a new
relationship between expertise and the state has developed. Expertise and knowledge
gathering are still a necessary part of the apparatus of government, but, rather than
according unconditional respect and considerable autonomy to expertise, government
seeks to scrutinise the actions of expertise, in terms of its cost and effects. As Bunton

(1997:226) puts, and perhaps overstates, it:

Calculative regimes and financial management have entered the relationship between the professional and

the state. Audit and marketisation have rendered expertise governable by eradicating the uncertainty of

truth claims.

This scrutiny and control occurs within the context of the contractual relations between
devolved agencies described above. Thirdly, citizens become recast as ‘consumers’, in

receipt of services from these devolved agencies.

¢. The new NHS as an advanced liberal structure

What relevance, then, do Foucault’s ideas have for Britain’s NHS 1n the 1990s? While
a more thorough and nuanced picture of developments in the NHS 1s presented in the
next chapter, a number of elements within recent NHS reforms are highlighted here, to

suggest that developments in the NHS do bear some resemblance to what Foucauldians
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might describe as an ‘advanced liberal’ structure.

Many authors have suggested that the role of the state is increasingly becoming
fragmented and limited, rather than coherent and comprehensive. Agencies concerned
with health provision have become devolved to a local level, rather than being part of a
national hierarchy (Klein 1995). Services can be provided by voluntary agencies as well
as by semi-autonomous statutory agencies (Kendall and Knapp 1996). Government sets
specific targets for its provider agencies to achieve, rather than directly managing them
(Hoggett 1996). There has been increasing talk of rationing the work of these provider
agenciles using criteria of cost and health gain (Harrison and Pollitt 1994). The notion

that citizens have a general right to comprehensive health provision appears to have been

gradually eroded (Klein et al. 1996).

Health care provider agencies which were previously dominated by experts, such as
doctors and other chinical protessionals, have been encouraged to appoint general
managers (Harrison et al. 1992). These managers often view their role as entrepreneurs,
In seeking contracts within a competitive market for state and other funding. It has been
suggested that managers seek to control the work of their expert practitioners 1n order to
realise health gain and cost containment objectives (Harrison and Pollitt 1994). The users
of services and the local populations in general have often come to be described as

consumers rather than citizens (Pfeffer and Coote 1991).

d. EBP as expertise under scrutiny

As well as resonating with the general structural developments in the NHS, Foucault’s
ideas on governmentality in advanced liberal societies appear to have some specific
bearing on the development of EBP within the NHS. From a Foucauldian perspective,
EBP could be seen as reflecting an increasing expectation on the part of government that
expert health practitioners justify what they do, both 1n terms of which services are
prioritised, and how services are actually provided. Technologies associated with EBP

could, within the new structure set out above, both politically legitimate and practically
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enable: the regulation of peripheral provider agencies by central agencies; the local
regulation of practitioners; the commodification of services in peripheral markets; and
the local rationing of services. EBP could result in these outcomes, both as a result of
intended strategies of control, or perhaps as unintended consequences of EBP being

implemented for other reasons, not directly concerned with power-play, such as scientific

interest.

Whether the definition, production and use of evidence result in the effects listed above
1S far from 1nevitable. In the course of implementing EBP, a number of tensions and
paradoxes might arise. The implementation of a programme of evidence-based health
services would require a proliferation of expertise. Many more individuals, from
practitioner or other backgrounds, would need to be engaged 1n health services research.
As this proliferation proceeded, it might well be that some forms of expertise come to run
contrary to the view of evidence initially prioritised in the programme led by central
agencies. Some of the implementors might simply reject some elements of the new
programme, or perhaps retain a large degree of scepticism in implementing it. A critical
view on provision, which the development of rhetoric and action on EBP 1is likely to
encourage, might mean that a critical view is similarly applied to EBP 1tself. Questions
such as ‘is it feasible?’, or ‘is it cost-effective?’ could be applied to the new programme.
The new programme might encourage a questioning, eg. by practitioners and managers,
of the evidence-basis of wider policy matters. As Foucault’s rule of the tactical
polyvalency of discourses suggests, it may be precisely at the points of most domination

where resistance arises. These possibilities are further hypothesised in the next two

chapters, and examined in the empirical case studies.

3. Methodological relevance

This thesis is a study of power. It aims to examine the processes by which evidence 1s
defined, produced and used, in order to understand: how these are affected by the power
relations between different groups; and how these, in turn, affect the power relations

between these groups. The writings of Foucault have provided a stimulus to studying this
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subject. The question addressed in this section is, can Foucault’s writings provide a
useful framework for empirically investigating power? His ideas are assessed and

compared to those of Lukes (1974) and to Hughes and Griffiths (1999), in order to

develop a framework for research.

a. Power examined bottom-up

Foucault (1986: 234-5) suggested that power is best explored bottom-up, rather than top-

down. He wrote:

the important thing is not to conduct some kind of deduction of power starting from its centre and aimed
at the extent to which it permeates into the base, of the degree to which it reproduces itself down to, and
including, the most molecular aspects of society. One must rather conduct an ascending analysis of power,
starting, that 1s, from 1ts infinitesimal mechanisms, which each have their own history, their own trajectory,
their own techniques and tactics, and then see how these mechanisms of power have been - and continue
to be - mvested, colonized, utilized, involuted, transformed, displaced, extended, etc, by ever more general

mechanisms and by forms of global domination.

This approach seems useful because, as suggested by Giddens (1984), it avoids the
teleology inherent in studying the functions which power fulfills for the state, capitalism
or any other structures. The consequences of power, intended or unintended, may indeed
include the maintenance of the state, capitalism, or any other structural feature, but 1t does
not follow that this should be the prime way in which they are understood. The state and
capitalism are sociological abstractions which should result from analysis, and not form

its basis. Instead, Foucault advocates a concrete examination of power 1n term of its

conditions within which 1t operates and the consequences 1t has.

Thus, the empirical part of this thesis does not merely explore how those within central
agencies, such as the DoH and NHSE, intend to deploy power, via the definition,
production and use of evidence, and whether they succeed. Instead, i1t examines how
evidence is defined, produced and used locally, and examines how power relations,
including, but not restricted to, those involving central agencies, influence these

activities, and are, in turn, themselves modified by them.
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b. Operational and successful power

Foucault (1986: 233) urged that the analysis of power:

should not concemn itself with power at the level of conscious intention or decision; that it should not
attempt to consider power from its internal point of view and that it should refrain from posing the
labyrinthine and unanswerable question: ‘Who then has power and what has he [sic] in mind? What is the

aim of someone who possesses power?’ Instead it is a case of studying power at the point where its

ntention, if 1t has one, is completely invested in its real and effective practices.

Lukes (1974) differed from Foucault in viewing both the intentioned, and the
unintentioned, operations of power as legitimate objects of study. He differentiated
between ‘successful’ and ‘operational’ power. ‘Operational’ power refers to an instance
of a body affecting another body, regardless of intent. ‘Successful’ power refers to where

the effects are intentionally brought about. Lukes considered all of these forms of power ‘
worthy of study. The question of whether intentioned strategies of control underlie the
rise to popularity of EBP has earlier been 1dentified as an interesting one to explore. This
study therefore rejects Foucault’s advice to ignore intentions, and follows Lukes’ call to
examine both ‘successful’ and ‘operational’ power (as well as intentioned, but

unsuccessful, strategies).

c. Control and resistance

Foucault suggested that power 1s not, in fact, best conceptualised as the relationship of
one individual or group having control over another individual or group, but rather as all

those involved in a set of relations being active in the operation of power. He wrote:

power... is not that which makes the difference between those who exclusively possess and retain 1t, and
those who do not have it and submit to it. Power must be something which circulates, or rather as

something which only functions in the form of a chain. It is never localised here or there, never in

anybody’s hands, never appropriated as a commodity or a piece of wealth (1986: 233-4)

However, Foucault’s caution against a view of power in which it 1s mechanistically
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possessed by some and happens to others, can be heeded while still developing an
analysis of power based on interests, as Lukes (1974) did. A non-mechanistic view of

power, which considers interests, is developed and justified in the remainder of this

chapter.

Lukes stated that power can be viewed in terms of the oppression of one individual or

group by another individual or group. Lukes viewed power as the bringing about of
actions 1n others which would not otherwise occur. He saw power as being exercised
where 1ndividuals or groups are affected so that they act against their own wants or
interests. Thus Lukes, much more clearly than Foucault, distinguishes between
oppression and other relationships. Foucault’s lack of interest in distinguishing between
oppression and other relations through which power ‘fluxes’ might offer one explanation

for Foucault’s exaggeration of the pervasiveness of disciplinary practices suggested

earlier.

Lukes’ (1986) definition of interests 1s informed by that of Feinberg (1984: 34):

taken as a miscellaneous collection, [interests] consist of all those things in which one has a stake, whereas
one’s interest in the singular, one’s personal interest or self interest, consists in the harmonious
advancement of all one’s interests in the plural. These interests, or perhaps more accurately, the things
these interests are in, are distinguishable components of a person’s well being: he [sic] flourishes or
languishes as they flourish or languish. What promotes them is to his advantage or in his interest; what

thwarts them 1is to his detriment or against his [Sic] interest.

Citizens can act for, or against, their interests, which are distinct from their wants. Lukes
(1986), after Feinberg (1984: 37), distinguished between ‘ulterior’ interests and ‘welfare’
interests. The former refer to a person’s or group’s ‘ultimate aims and ambitions’, while
the latter refer to ‘conditions that are generalized means to a great variety of possible
goals and whose joint realization 1s necessary for the achievement of more ultimate aims.”’
Lukes argued that, while ulterior interests, eg. the interest in developing wealth, will
generally be guided by wants, welfare interests, eg. the interest in developing health, may

very well be at odds with wants. Thus, Lukes suggested the possibility of false
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consciousness, but recognised - unlike orthodox Marxists (Giddens 1984) - that all

analyses of interests are themselves partial and essentially value laden, a point discussed

below.

Lukes characterised his view of power as encompassing three dimensions. One
dimension limits its view of power to instances where one individual or group, in explicit
contlict over certain defined ‘issues’ with other individuals or groups, triumphs, and thus
comes to influence the actions of the other individuals or groups (Dahl 1961). The
second dimension also only focuses on conflict, but acknowledges this conflict may not
occur so overtly around defined issues. Those who are dominated may not raise
grievances they nonetheless possess, since there is little perceived chance of their
triumphing in overt conflict with the dominant. Issues raised by the dominated may also
be detlected by the dominant from discussion, and therefore overt conflict (Bachrach and
Baratz 1962). Lukes’ third dimension, in addition to encompassing the other two
scenar10s, Includes, as the operation of power, instances where individuals or groups,
without duress, come to act against their own interests, whilst failing to recognise this.
In this case, wants and interests are in opposition. In viewing power as operating when
it causes individuals or groups to act against their own interests, Lukes was thus stating
that in being oppressed an individual or group can still express agency rather than being

merely an object of power.

This third dimension of power seems most closely to resemble the form of power
portrayed in governmentality. Power 1s not here exercised via direct subjugation, but by
citizens controlling their own conduct. The difterence between Foucault’s (1991) and
Lukes’ (1974) frameworks are in the latter’s, but not the former’s, desire to explicate
exactly where and when citizen’s regulate their own conduct and so act against their own

interests. Lukes’ view thus avoids the mechanistic trap of seeing power as being

possessed by some but of happening to others.

Hughes and Griffiths (1999) provide a different categorisation of power, distinguishing

two different forms of control: ‘action at a distance’ and ‘steering at a distance’. “Action
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at a distance’ describes a situation in which those who are controlled are active in this
control, with little direct intervention from external forces. Hughes and Griffiths (1999)
suggested this resembles the form of power implied in governmentality. They cite Rose

and Miller (1992:174) who portray the form of power described in governmentality thus:

Power is not so much a matter of imposing constraints on citizens, as of ‘making up’ citizens capable of

bearing a kind of regulated freedom.

This torm also bears a strong resemblance to Lukes’ third dimension of power. ‘Steering
at a distance’, on the other hand, describes a situation in which control is exercised via
the direct intervention of external agents of control. This resembles Lukes’ (1974) first
and second dimensions of power. Where Hughes’ and Griffiths’ framework differs,
however, from Lukes’, is in not considering interests and therefore, like Foucault (1991),
not making a distinction between oppression and other forms of relationship between
individuals and groups. Later chapters of this thesis use the terms ‘control via action at
a distance’ and ‘control via steering at a distance’ in order to offer a distinctly Lukesian

analysis of power, while retaining Hughes’ and Griffiths’ distinction between ‘action’ and

‘steering’.

If a Lukesian approach 1s to be adopted, a key question is, how can interests be

investigated 1n a rigorous way? Lukes argued that the challenge for researchers wishing

to examine empirically the operation of power, especially in terms of 1ts third dimension,

is to develop conclusions about how the dominated would act in the absence of the
exercise of power by the dominant, as well as developing conclusions about how the
exercise of power by these dominant bodies actually affects what the dominated do.
Polsby (1963) has argued that researchers who consider the interests, as opposed to the
expressed preferences and wants, of research participants are, in etfect, researching non-
events; 1n that interests, unlike preferences and wants, are unexpressed. Lukes himself
considered the researching of interests a legitimate, but difficult, task. In the empirical
component of this thesis, interests are only considered where the consequences ot action,

or inaction, seem reasonably predictable. The focus 1s therefore on short-term, rather

than long-term, interests.
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Polsby argued that researchers will inevitably be selective in what non-expressed interests
they choose as the focus of their attention. Lukes himself recognised - unlike orthodox

Marxists (Giddens 1984) - that all analyses of interests are themselves partial, and

essentially value laden:

the notion of ‘interests’ is an irreducibly evaluative notion... In general, talk of interests provides a license
for the making of normative judgments of a moral and political character. So it is not surprising that
different conceptions of what interests are are associated with different moral and political positions.
Extremely crudely one might say that the liberal takes men [sic] as they are and applies want-regarding
principles to them, relating their interests to what they actually want or prefer, to their policy preferences
as manifested by their political participation. The reformist, seeing and deploring that not all men’s [sic]

wants are given equal weight by the political system, also relates their interests to what they want or prefer,

but allows that this may be revealed in more indirect and sub-political ways - in the forms of deflected,
submerged or concealed wants and preferences. The radical... maintains that men’s [sic] wants may
themselves be a product of the system which works against their interests, and, in such cases, relates the

latter to what they would want and prefer, were they able to make a choice (1974: 34)

It 1s accepted that this study of power, like any other, 1s influenced by the values of the
researcher. These values are explicated where 1t 1s felt this 1s necessary. In Chapter 4,
for example, some of my own beliefs regarding evaluation are touched on. In conclusion,
the discussion presented in this chapter suggests that, while Foucault’s work provides a
great deal of substantive insight, and usefully calls for an ascending analysis of power,
Lukes’ work provides a more coherent, though nonetheless partial, framework for

informing an empirical analysis of power.
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CHAPTER THREE: NHS REFORM AND A NEW FOCUS ON EVIDENCE IN
GOVERNMENT POLICY

1. Introduction

Thas chapter attempts to place the recent focus, in NHS policy, on the production and use
of evidence, within a broader political context. It argues that changes in the structure and
management of the NHS in the last decade or so can best be understood as reflecting the
emergence of an ‘advanced liberal’ health system. The NHS, it is argued, has changed
from being a directly-managed hierarchy into a structure in which the responsibility for
planning and delivering services is devolved to local commissioning agencies and
contracted providers. It then goes on to discuss how NHS policy has recently focused on
audit and research, and suggests that these developments can be understood with

reference to the increased scrutiny of expertise, within an advanced liberal system.

The chapter raises questions about: the conditions, in terms of the power relations
between various groups working in the NHS, within which evidence 1s defined, produced
and used; the central and local strategies which underlie the involvement of various
groups 1n these processes; and the likely consequences of these processes for the power

relations between these groups.

Developments in the NHS as a whole are considered, with a special focus on relations
between central and peripheral agencies, and between general managers and various
clinical practitioners, such as doctors and nurses. Although the terms ‘central’ and
‘peripheral’ are used in this thesis, care 1s taken to be specific about which agencies are
being referred to. This is informed by Foucault’s (1991) warning that the central state
should not be reified as a coherent, calculating subject. The questions which are raised
are explored in the empirical component of this thesis, in relation to one area of practice,
HIV prevention. It is hoped that this exploration sheds some light on the broad issues
discussed in this chapter. It is not assumed that HIV prevention is representative ot other

areas of NHS provision; the extent to which this might be so is discussed in Chapter 9.
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Chapter 4 proceeds to focus specifically on EBP in HIV prevention undertaken within the
NHS. It raises additional questions especially pertinent to this field, such as the role of
the voluntary sector and of health promotion specialists (though this is not to deny their

importance in some other areas of NHS provision).

Only policy developments prior to April 1997 are included in this chapter, because the
empirical component of this thesis focuses on the financial year 1996/7. As a result, this

chapter does not discuss developments after the election of the Labour government in

May 1997.

2. Emergence of an advanced liberal structure

a. Conditions for change

From 1ts foundation, the NHS was funded mainly by general taxation; funding coming
centrally from the Treasury, via the then Ministry of Health. The administration of the
service was 1ntended to reflect this pattern of funding; the service being officially subject
to central, rather than local, control. However, the NHS lacked explicit central objectives
concerned with the health status of the population, though it did possess principles
regarding the intended equitable and free-at-point-of-use nature of its services. Local
policy was determined largely by the aggregated decision-making of highly autonomous
medical practitioners working at the periphery (Harrison et al. 1992). The government
found itself reliant on professional (largely medical) judgment as to how well the service

was performing, and what was required from central policy. According to Klein (1995:

46);

the complexity and heterogeneity of the NHS made it impossible to impose uniform national standards from

the centre... the centre quite simply did not know best and indeed could not know best.

Discomfort with this lack of central management control of a centrally-funded service

was one motivation for developing a new structure.
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As well as specific anxiety regarding NHS policy being decided largely by medical
practitioners at the periphery, successive Conservative governments in the 1980s were
also said to profess general antipathy to professional monopolies, of which doctors were
one such group. This view, informed by libertarian-right thinking, had it that
professionals act to protect their own interests in their dealings both with the state and
with their clients (Hayek 1986). Ideas flowing from this analysis included the suggestion
that the state should act to protect the interests of individuals by encouraging more critical
scrutiny of the work of professionals. This has its parallels in some forms of libertarian-
left thought, but, whereas most left-wing thinkers (eg. Doyal with Pennell 1979) have
advocated increased public participation within the systems of delivery as a means of
overcoming professional dominance in encounters with clients, the right has tended to

favour market-based solutions. Government subsequently proposed a number of reforms,
which some have viewed as an attack on professionalism, such as general management
(Griffiths 1983), and a rhetoric of consumer choice in the internal market (DoH 1989;
DoH 1992b). These are discussed below.

A desire to devolve any responsibility for rationing was also said to provide a motivation
for structural change. Previously, rationing of provision proceeded under a veil of 'clinical
discretion'. In other words, the medical protession controlled the supply of health service
provision by making decisions about what services individual users would receive, based
on criteria of cost, as well as of need. Harrison and Pollitt (1994) have suggested that,
despite some conflict regarding the level of funding of the service, this implicit rationing
role was accepted by the medical profession, because of their increasing support for the
state system and their expectation that, within a context of economic growth, the amount

of resources directed into the NHS would continue to increase. In other words doctors

viewed rationing merely as a temporary cost-containment exercise.

Pollitt (1993) argued that there was increasingly a need to move to a system in which the
rationing of services proceeded explicitly, rather than implicitly, because implicit
rationing was no longer sufficient. Whereas the immediate post-War years had seen

sustained economic growth, the 1970s witnessed a period of 'stagtlation’ - low or nil
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growth associated with high inflation levels. The Thatcher government's solution to this
situation included significant cuts by the Treasury in public expenditure. During the
period 1980-1989, the level of growth in NHS funding fell quite drastically. In addition,
there were worries about an explosion in the demand for, and the costs of, health care.
These came in response to forecasts of a 'greying’ of the population (a rise in the number
of older people, especially those over 85), as well as concerns about the costs of new
technologies. It was thus felt by many that, with a 'bottomless-pit' diagnosis, implicit

rationing would be insufficient.

Implicit rationing was also regarded as increasingly untenable, as a result of decreasing
willingness on the part of the medical profession to co-operate in (Harrison and Pollitt
1994). There were frequent examples of 'shroud-waving', whereby clinicians sought

publicity regarding under-funding in general, or regarding specific clinical cases, in an

etfort to gain further funds. In 1977, the BMA/Royal Colleges working party concluded:

It 1s unreasonable to expect a profession to remain passive in the face of declining standards [and]

inadequate resources (cited in Klein 1995:103)

Klein (1995) suggested that the 1948 concordat, with 1ts implicit rationing, was only ever
a temporary truce, rather than a final settlement, since both sides were uneasy with it; the

government, because its own financial accountability made it unhappy with so many
decisions being made by others; and many within the medical profession, because the
concordat constrained the profession’s activities within tight budgets determined at the

centre. Structural reform would facilitate the increasing explication and devolution of

rationing decisions.

b. A new NHS structure

The government white paper, 'Working for Patients', proposed major structural reform
of the NHS (1989). The reforms were implemented in 1991, despite considerable
opposition from professional and other groups. Local ‘internal markets’ in health service

provision were set up: on one side, local providers; and, on the other, local



27

commissioners. DHAs and fund-holding general practices, were charged by the DoH
with the responsibility for commissioning services to meet the assessed health needs of,
respectively, their local population, and their registered patients. Commissioners thus
acted as the centre’s agents of planning at the periphery. Providers, encompassing NHS
trusts, as well as voluntary and private sector agencies, were to compete to win contracts
from these commissioners, though the realisation of competition has been questioned
(Ham 1994). According to Hoggett (1996), the NHS reforms reflected an attempt to

delegate responsibility for NHS provision, while centralising control over it.

The centre’s role changed from one attempting to manage directly the periphery, to one
setting targets for its agents at the periphery to implement (Holliday 1995). The Health
of the Nation (Ham 1994) as well as the Patient’s Charter, furnished the centre with
possible frameworks for target setting. The only targets set prior to this were somewhat
vague; the 1979 Royal Commission on the NHS, for example, identified the objectives
of the NHS as being to secure improvement in the physical and mental health of the
people, and the prevention, diagnosis and treatment of 1llness. In contrast, the Health of
the Nation (DoH 1992a), set out 25 priority areas for the NHS, specifying health gain
targets; the first time in its history that this had been attempted. Sexual health was among
the topics identified as key areas. The Patient's Charter (DoH 1992b) set out a number
of standards which users could expect from the NHS. If the service ottered by NHS
providers did not meet the required standard, then users were entitled to make a
complaint to service managers. The standards focused on the administrative and
domestic aspects of the service, such as: waiting list periods; waiting room times; and
named nurses. Klein (1995) has suggested that the charter 1n fact functioned primarily

as a rhetorical device, used by the government to defend itself against charges that

increased NHS efficiency was being pursued at the expense of quality.

The new emphasis on targeting necessitated a greater flow of information from the

periphery to the centre. Klein (1995: 124) wrote:

The only echo of the language of rational planning [heard after 1982] was the insistence on the importance

of developing tools of analysis and information systems designed to assess the quality and efficiency of the
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services being provided.

T'his new emphasis on targeting and monitoring represented the culmination of gradual
development during the previous decade of Conservative policy. At the beginning of the
NHS, information flows reported on financial inputs, rather than performance outputs or
outcomes. In 1983, the DoH developed a system of common measures of performance
based on the aggregation of existing data, and which allowed comparison between
districts and units. Indicators, of which there were initially 70, focused for example
upon: manpower [sic]; support services; use of clinical facilities; and estate management.
The new information flows, which the Health of the Nation and the Patient’s Charter
initiated, continued this trend; Health of the Nation data focused on outcomes rather than

outputs for the first time.

Despite the rhetoric of central targeting and local management, direct central intervention
did occur. Ham (1994) cited the DoH’s (1993a) initiation of the London Implementation
Zone, following the Tomlinson Report (1992), as an example of continuing intervention.
The NHSE also directly managed certain key initiatives such as certain components of

the R&D programme (Harrison 1998), which are discussed below.

As mentioned in Chapter 2, the new structure thus bore some resemblance to the
‘advanced liberalism’ rendered by Burchell (1993) and Bunton (1997), 1n that 1t involved:
devolution of institutions; the development of enterprising bodies; an emphasis on

contractual relationships; and the extended collection of information.

The new NHS structure, with its explication 1n contracts of what services would be
delivered with what resources, offered the possibility of more explicit rationing of
services (Harrison and Pollitt 1994); with DHAs as the obvious candidates for planning
this rationing. Klein (1995: 140) suggests that one motivation behind moving to a

delegated structure may have been to diffuse the political fall-out from explicit rationing;

While, in the post war era of economic growth, governments were anxious to centralise credit - to claim

responsibility for the improvements made possible by increasing prosperity - the stress now 1s on diffusing
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blame for the inevitable shortcomings in an era of economic crisis: to decentralise responsibility is also to
diffuse blame.

This analysis again appears consistent with the Foucauldian view that, in advanced liberal
societies, the state has a reduced commitment to providing comprehensive welfare and

other provision. Exactly how rationing might occur, and whether it has in fact happened,

1s discussed 1n later sections of this chapter.

¢. A new scrutiny of experts

In the NHS’s early years, governments aimed to empower expert practitioners to function
as they saw fit, and generally accepted their views as to proper priorities and approaches.

A memo Bevan wrote to the Cabinet in October 1944 i1llustrates this:

We can - and must - atford to bring the voice of the expert right into direct participation in the planning and

running of the service (cited in Klein 1995:19)

The medical profession possessed a unique and broadly acknowledged status as the key
experts within health care. Alford (1975) has characterised the medical profession as the
generally ‘dominant’ interest group in health systems. The role of NHS administrators
was seen very much as that of supporting front-line workers, and acting diplomatically
to resolve local difficulties between different occupational groups, rather than being seen
as one of 1nitiating change (Ham 1985; Stewart et al. 1980). Administrators had neither

the cultural authority, nor the managerial levers, to challenge experts’ autonomy. Bevan

was soon complaining to the Cabinet that:

The doctors have secured too great a degree of control over hospital management committees and were

pursuing a perfectionist policy without regard to financial limits which had necessarily to be imposed on

this service as on any other public service (cited in Klein 1995: 33)

Though government quickly grew dissatisfied with the autonomy which experts enjoyed,
this did not result in any concerted challenge until the 1980s. As mentioned earlier,

dissatisfaction with medical autonomy provided a spur to the 1989 NHS reforms; and,
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prior to this, the development of general management. Alford (1975) had earlier
described managers as a ‘challenging’ interest group within health systems. From 1984,
general managers were charged with: implementing policy at the periphery; directing
funding; and monitoring the performance of practitioners. It has been widely concluded,
however, that the introduction of general management was not, initially, successful in
challenging doctors' clinical autonomy, since the clinical realm remained largely closed
to managerial scrutiny (Harrison et al. 1992). General managers were accountable for the
running of the service, but doctors still possessed immense cultural authority and clinical
autonomy. Managers found that, just like the previous generation of administrators, they
had few effective levers to influence doctors' clinical decision-making. Harrison et al.
' (1992) suggested that general managers may have had more success in challenging the

authority of other groups, such as nurses.

Harrison et al. (1992: 113) argued, however, that the internal market set up a dynamic
within which managers were 1n a far stronger position to breach what had until then been

the purely clinical realm. They suggested that:

1f an organisation’s external environment becomes more demanding than before, the influence of those

responsible tor managing the internal/external boundary (1e. managers) is enhanced.

Economic pressures might induce a dialogue between managers and practitioners,
especially doctors. The purchaser-provider split might also reduce medical authority

because it separates allocative and operational decision-making (Dent 1995).

It seems then that, in attempting to develop scrutiny and control over expert practitioners,
the NHS reforms again resemble some features of ‘advanced liberalism’. The next
section considers how NHS policy has recently focused on audit and research, and
suggests that these developments can also be understood with reference to the increased
scrutiny of expertise in advanced liberalism. This section, and the one which follows it,

raise questions which are, in later chapters, explored in relation to case studies in the field

of HIV prevention.
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3. Embrace of health service research technologies within an advanced liberal

system

a. Development of health service research technologies

In the period after the second World War, there came to be an increasing focus on the
health of populations and their experiences of health services (Armstrong 1983). A
‘diversity of disciplines, of varying degrees of prior academic establishment and with
some overlap, were involved in researching health services including: epidemiology

(Petersen and Lupton 1996); medical sociology (Stacey 1991); health economics
(Ashmore et al. 1989); and audit/quality (Shaw 1980).

There was a selectivity in the degree to which these new research technologies came to
be taken up in NHS initiatives. It was suggested in Chapter 1 that the NHS has,
predominantly, but not exclusively, favoured a model of EBP which prioritises evidence:
of effectiveness; from prospective experimental studies; and implemented via protocols

or guidelines. These elements have distinct origins, but according to Baker et al. (1997:

34-5):

The advent of the R&D strategy has prompted consideration ot the relationship between a number ot
hitherto diverse and previously apparently hermetically sealed elements of NHS endeavour and activity,

namely: research and development; clinical audit; clinical effectiveness ...; and the consequent notion of

evidence-based medicine

The two NHS policy initiatives most obviously concerned with the production and use

of evidence; Working for Patient’s sections on audit, and the NHS R&D programme, are

considered here.

b. Audit in ‘Working for Patients’

Medical audit was developed in the US, originating, according to Dent (1995) with the

American College of Surgeons’ National Standardization Program in 1919, and
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elaborated by Donabedian (1966) and others. Audit was widely adopted within the US
Medicare and Medicaid programs in the 1960s and 70s, but had a low profile in the UK,
until its inclusion within Working for Patients (DoH 1989).

Audit involves the development of agreed, measurable standards for specific areas of
practice (Shaw 1980). The standards can be set out in the form of guidelines or protocols
steering, or supporting, individual decisions about practice. Actual and ideal practice are
compared, via the collection of information, either retrospectively or prospectively, on
the work of practitioners. This comparison informs discussion of how actual practice can
be improved. Audit is ideally then followed by re-audit, in order to assess if
improvements in practice have actually been achieved. Thus, in a system of audit,

individual practice is intended to be regulated by guidelines.

The audit literature suggests that standards can be developed based on research evidence,
on consensus, or on expert opinion as to what constitutes sound practice (Shaw 1980).
Audit can thus be viewed both as a means of producing evidence on the consistency of
practice, and as a means of implementing evidence from research on the effectiveness,
appropriateness or acceptability of services. The use of guidelines based on evidence

from evaluations of effectiveness was specifically encouraged by the publication of

‘Improving Clinical Effectiveness’ by the NHSME (1993).

Working for Patients (DoH 1989) made audit compulsory for doctors, whilst placing
audit under the control of the medical profession, rather than managers. It did, however,
grant managers the right to see aggregated data emerging from audit, and the right to

commission external peer audit if they were not satisfied by the manner in which their

own doctors were conducting it.

The medical profession had previously taken some steps to develop audit amongst
doctors; the Royal Colleges, for example, developing a ‘Quality of Care’ initiative 1n
1985 (Calnan and Gabe 1991). In responding to Working for Patients, the profession was

keen to ensure that their view, of medical audit as a tool of medical education not a
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means of external scrutiny, prevailed. The BMA’s 1989 Special Report on the

Government’s White Paper Working for Patients argued:

It 1s inappropriate for the operation of medical audit to become a management function (cited in Coulter

1991: 13)

T'he Royal Colleges responded in similar manner, producing a set of guidelines which
argued for: the medical ownership of audit; its principally educational rather than
regulatory role; that non-participation should not be punishable; an emphasis on local
standard-setting based on consensus; absolute confidentiality; and that shortfalls would

be dealt with by peers, not management.

Nursing audit was not addressed in Working for Patients. However, nurses have
developed a number of their own quality initiatives, sometimes under the rubric of
clinical audit or research (Malby 1996), as well as using other specific quality tools,
which tend to differ from clinical audit approaches in that they employ ready-made, rather
rigid tools, often imported from the US. These tools place more emphasis on assessment

by supervisors, rather than peers as is generally the case with medical audit (Harrison and

Pollitt 1994).

c. NHS R&D Programme

In 1991, the NHS Management Executive (NHSME, later re-named the NHS Executive)
appointed 1ts first National Director of R&D, Professor Sir Michael Peckham. Peckham
set out his aims 1n a lecture at the Royal College of Physicians in June 1991 (Peckham
1991b), betore publishing Research for Health in June 1991 (Peckham 1991a). A Central
Research and Development Committee (CRDC), comprising managers, academics,
doctors and other health practitioners, and with an advisory rather than a steering
function, was convened by the NHSME, as were a number of subsidiary advisory groups

in various priority areas, which did not include sexual health.

The National R&D Director initiated a national priority setting exercise led by the
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NHSME, on the board of which the R&D Director had a seat. This had the objective of

1dentifying specific R&D priorities which could then be commissioned by the NHSME
or its agents. In 1991, regional health authority (RHA) R&D directors were appointed,
and regional committees convened or reconfigured. These again involved managers,
academics, doctors and other health practitioners (DoH and NHSE 1991). The regional
committees were intended to play a key part in the consultation process, giving their own

views, and seeking the views of district commissioners and providers.

As the R&D programme developed, clinicians and academics appeared to involve
themselves more than managers. St Leger (1992) suggested that the CRDC became
dominated by academic, especially medical academic, interests. In 1995, the CRDC
included nine medical academics, but only three health authority or trust managers. The
regional directors were, without exception, doctors; generally with a background 1in
medical research. Coulter (1995: 57) suggested that, although regional committees were
generally more successful 1n eliciting the active participation of their managerial and

other non-academic members than the CRDC, they were nevertheless dominated by

academics:

inevitably the keenest contributors tend to be those who hope to secure research funding once the priorities

have been agreed.

James (1994) has also suggested a lack of commissioner interest in the consultation

exercise undertaken to inform R&D priority setting.

There were some attempts to involve other groups in the R&D programme. The DoH
launched a Strategy for Research in Nursing, Midwifery and Health Visiting (NHSE
1992). This aimed to develop further the research capability of these groups. No ring-

fenced funding for nurses’, or any other practitioners’, research was provided, however.

In 1994, ‘Supporting research and development in the NHS’ (Culyer 1994) was
published. This addressed how the involvement of service statf could be ensured. It

sought to increase commissioners' participation in the R&D programme, by making each
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district's stake in the programme explicit to them. This was done by 'bottom-slicing',
whereby each district would be given, as part of its allocation from the DoH, a nominal
amount ring-fenced for R&D. This money was never actually distributed down to
districts; instead it flowed directly into the central R&D budget. It was hoped that, by
seeing that they were already significant investors in the R&D programme, districts
would take a greater interest in it, and would contribute more energetically to the
consultation exercise. By explicating to districts their investment, it was also hoped that
pressure would be brought to bear on the central and regional managers of the R&D
programme, to ensure that the programme addressed the needs of the districts, and

thereby encouraged its future funding and survival. As Culyer wrote in 1995: 223:

The levy symbolises the seriousness with which the voice of purchasers is taken and is also a signal to
central R&D managers and to the research community in general that the task of creating a widespread

research-orientated culture in the NHS has to command a high priority.

Culyer’s report also addressed the management of the R&D programme. It recommended
that, as well as RHAs playing a key role in the consultation exercises, they should
manage most of the research programmes. In Aprnl 1996, however, RHAs were
abolished (DoH 1993b) to be replaced by smaller regional outposts of the NHSE. These
outposts took on responsibilities for R&D management, despite concerns that they would

not possess the managerial 'critical mass' required to undertake this role ettectively

(Milner 1994).
The case studies discussed later in this thesis explore how, 1n this field of NHS proviston,
the definition, production and use of evidence in research, as well as audit, 1s determined

by the existing relations within which these activities proceed.

4. Role of evidence in strategies of control and resistance

a. Audit

A number of commentators offer explanations for the embrace of audit. Klein (1995)
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argued that audit enabled the government to refocus how it presented its policies on the
NHS, stressing quality enhancement rather than cost constraint. Belkin (1997) suggested
a role for audit in enabling services to be commodified in local markets.
Commodification is discussed 1n detail 1in the next section. Others stressed the role that

audit could play in legitimating and supporting regulation of practitioners (Coles 1990).
According to Elston (1991: 69):

Demands for greater ‘value for money’ have spawned a plethora of techniques for managerial evaluation
and control over clinical activity. The new acronyms QA, PIs, DRGs, QALYs promise a new era in which
the doctors’ clinical freedom of action within the NHS might be progressively circumscribed through

bureaucratic assessment.

From a Foucauldian perspective, audit could be seen as reflecting an increasing
expectation, on the part of government, that expert health practitioners justify what they
do. From this perspective, audit may have been embraced as part of an overall strategy

by government to legitimate politically, and enable practically, the commodification of

services in peripheral markets, and the local regulation of practitioners.

Audit also appears to have been seized by practitioner groups, and attempts made to use
it in strategies of maintaining or increasing autonomy and authority. Harrison and Pollitt
(1994: 107) suggested that the use of various audit and quality tools comprise one

component of a strategy on the part of nurses to define more clearly the contents of

nursing work and so maintain control over it:

To some extent the development of systems for nursing quality assessment may be seen as yet another In

a long line of defences constructed by nurses to strengthen their powers of resistance to ad hoc interterence

in nursing activities by the medical profession. Nurse managers can now point to apparently scientific

ratings as justification for organising nursing in their way.

According to Salvage (1992), there are moves within nursing to create a new basis for the
occupation, based on the notion that nursing work has its own therapeutic value, rather
than being merely in support of doctors’ work. This strategy is perhaps retlected in the

fact that the tools often employ expert-derived standards based on theories of nursing
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which prioritise nurses' advocacy and counselling roles, ie. the ‘non-medical’ elements

of their work.

b. NHS R&D Programme

While many of those involved in the planning and implementation of the R&D
programme undoubtedly have done so in order to develop what they would see as a
rational basis for the NHS, other motivations concerned with the operation of power have
been suggested. St Leger (1992) suggested the importance of producing evidence on
“effectiveness 1n enabling the commodification of health care services within markets. He
argued that, without adequate measures of the quality and effectiveness of services, there
was a considerable risk that competition between providers would be primarily on the
basis of cost, and as a result the quality of services would deteriorate. Griffiths (1991:12)

had previously 1dentified the lack of evaluation in the NHS as impeding management:

There was no attempt to establish objectives at the centre and no concentration on outcomes .. [the NHS]
still lacks any real continuous evaluation of its performance... Rarely are precise management objectives
set; there is little measurement of health outputs; clinical evaluation of particular practices i1s by no means

common and economic evaluation of these practices extremely rare.

The possibility that the reformed NHS might facilitate the explicit rationing of services
was raised earlier. Harrison (1998) has suggested that EBP potentially offers
specification both of who is responsible for rationing (eg. practitioners) and the criteria
to be used (eg. effectiveness). Weale (1998) distinguished between three forms of
rationing: where services remain free and of high quality, but reduced 1n
comprehensiveness; where services remain comprehensive and of high quality, but where

means tests determine cost to the user; and where services remain free to all and

comprehensive, but where the general quality of care 1s reduced. Weale suggested the
production and use of evidence about the effectiveness or cost-effectiveness of services
could facilitate the first of these. Klein et al. (1996) suggested that, to quality as
rationing, services must be excluded from provision on the basis of lesser ettectiveness

or cost-effectiveness, rather than complete ineffectiveness.
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The production of evidence concerning effectiveness did indeed appear to be emphasised
in the R&D programme (Ham et al. 1995). The R&D programme provided funding for
both the UK Cochrane Centre and the NHS Centre for Reviews and Dissemination.
Health technology assessment emerged as a priority area, and eventually became the only

priority area to be managed by the central NHSE in a non-time limited manner (Kirk

1996).

In his introductory speech, Peckham (1991b: 367-9) emphasised that a systematic

approach to researching health:

1s the only way of resisting the sometimes unreasonable and often unproven resource-consuming demands
of lay, professional and industrial pressure groups... to create space for cost-effective practice and advances

in medicine we must identify non-contributory practices that are in use and encourage their abandonment.

He suggested the exclusion of ineffective services might save the NHS £1 billion per year
(Timmins 1996). Baker at al. (1997) suggest that the permanent status given to the health
technology assessment reflected NHSE interest in curtailing expenditure on expensive

new technologies. Peckham (1991b: 370) himself went as far as to say:

Unless there are convincing arguments to the contrary, approaches new to the NHS should be used in the
context of a trial and routine use should be discouraged... At an early stage of planning, the cost and

organisation implications for the NHS should be examined in relation to existing methods.

However, it should be noted that the exclusion of ineffective services would not,
according to Klein et als’ (1996) criteria, count as rationing. Whether the R&D
programme, and more generally, the development of EBP in the NHS, will contribute to

the exclusion of ineffective or less effective services i1s considered in the next section.

Harrison et al. (1990) offer a different explanation for central government’s 1nterest in
evaluation. They suggest that, rather than legitimating and enabling the rationing of
services, a focus on evaluation may actually be used to legitimate continued state

investment in the NHS. They argue that states are under increasing pressure to cut
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welfare expenditure. According to Harrison et al. (1990:160) one means to justify

continued expenditure is to demonstrate that resources, that are spent, are spent

prudently:

It might be possible to delay or avoid the crisis [of health spending] by purporting to increase the efficiency

of the welfare state... if extended services can seem to be given without increases in expenditure both

capitalists and the public will be happy.

From a Foucauldian perspective then, a new focus on EBP could be seen as reflecting an
Increasing expectation, on the part of government, that expert health practitioners
demonstrate that what they do is effective, or have this scrutinised by others. EBP seems
to have been embraced as part of an overall strategy by government to legitimate
politically and enable practically: the control of the periphery; the commodification of
services 1n peripheral markets; and the rationing of services, or, conversely, continued

investment 1n services.

5. Consequences of EBP for power relations

This section considers the likelihood that the strategies suggested in the last section are
successful. It also assesses what other possible consequences a focus on the production
and use of evidence in audit and R&D might have for power relations between central

and peripheral agencies, between commissioner and provider agencies, and between

managers and practitioners working within providers.

a. Relations between central and peripheral agencies

EBP may serve as one resource within an overall strategy, by central agencies, of
explicating the rationing of services, but delegating this rationing to peripheral agencies.
The quotes given in the previous section suggest that the legitimation and enablement ot
rationing has contributed towards the DoH’s and NHSE’s interest in R&D. The

production of authoritative research on etfectiveness could allow local rationing to

proceed according to centrally-endorsed criteria, thus allowing the possibility of action
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at a distance. Commissioner or provider agencies could become key agents of delegated

rationing.

There have indeed been some financial savings within the NHS as a result of eliminating
wasteful investment 1n ineffective services. Research has suggested, for example, that:
for some children, grommets are ineffective; and for whole populations, blood cholesterol
screening 1s ineffective. Commissioners have developed agreements with providers to
modify clinical activity accordingly (Muir-Gray 1997). However, 1t was concluded

earlier that this elimination of ineffective interventions should not count as ‘rationing’.

The R&D programme may fail to facilitate widespread rationing. Baker (1996) argued
that the R&D priorities generated in consultation exercises may not coincide with the
centre’s rationing priorities. While managers are likely to prioritise the evaluation ot
existing interventions, in order to establish which ones may be de-funded on the basis of
their ineffectiveness, academics and practitioners are perhaps more likely to favour the
investigation of new technologies, impelled, suggests Baker, by personal interest.
Kerridge et al. (1998) has bluntly put it that, since doctors are most influential in
developing EBP, it is likely to serve primarily their own interests. Thus 1s, perhaps, most
of all true of academic doctors, since these appear to be most heavily involved 1n central

and regional R&D committees (Coulter 1995).

Where services are ear-marked for evaluation of effectiveness, Maynard and Sheldon
(1997) have suggested that many of the experimental studies currently being undertaken
fail to examine cost or effectiveness in terms of broad quality of life measures. This

inhibits the comparison of different interventions, and therefore makes rationing on the

basis of cost-effectiveness impossible.

Baker (1996) suggested that, regardless of which interventions are evaluated,
practitioners may still not take up the findings of evaluation, because of their 1ignorance
of, or lack of acceptance of, the evidence as a basis for rationing. The extent to which

rationing according to criteria of cost and effectiveness is, in principle, accepted amongst
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doctors 1s questioned by Harrison et al. (1992). They conclude that some sections of the
medical protession have come to accept what they term a ‘managerial’ view regarding
cost-ettectiveness, while others have accepted the need to work within a managerialist

ethos, without necessarily fully accepting its philosophical basis.

As predicted in Chapter 2, the widespread discussion of the R&D programme, and of
EBP more generally, has prompted critical and subversive reactions. There have been
a multitude of requests, apparently borne out of scepticism, for EBP itselt to be evaluated
in terms of effectiveness or cost-effectiveness (eg. Griffiths 1995). Others have applied
1deas from EBP to central policy. Davis and Howden-Chapman (1996) drew attention
to the lack of evidence underpinning the 1991 reforms. Coulter (1995) gave a number
of examples of other central policies not being based on evidence, such as the 1990 GP
contract including urine tests in routine health checks, and the government’s retusal to
ban tobacco advertising, despite the convincing evidence that this would have a positive

impact on the nation’s health.

The extent to which an emphasis on evaluation has actually acted to legitimate continued
state investment in health services has not been discussed in the literature. Ham (1994)
has suggested that experimental studies of effectiveness or cost-effectiveness are as likely
to support the adoption of effective interventions, as to inhibit the adoption of ineffective

interventions. Franks (1996: 10) argues that the embrace of R&D may be a:

two edged weapon since .. evidence may, on the one hand support the reduction of [inetfective

technologies], yet on the other, make it difficult to resist the introduction of etfective but expensive new

therapies.

b. Relations between commissioner and provider agencies

EBP has been used by commissioners in attempts to control the prioritisation of local
services (Hope et al. 1998) and the way in which local providers deliver these services
(Miles 1997). However, commissioners’ attempts at using evidence to determine

priorities have often been unsuccessful (Dixon et al. 1997), one reason being that
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commissioners discover that the evidence which research produces does not necessarily
answer the questions which commissioners have regarding comparative cost-

etfectiveness and appropriateness of services for local populations (Gray et al. 1997).

c. Managers and clinicians relations

This section firstly considers the implications of EBP for relations between managers and

the medical profession, and then moves on to a similar consideration of the implication

for relations between managers and other groups.

One possible outcome of activities concerned with the definition, production and use of
evidence 1s the routinisation of medical practice, and the loss of individual practitioner
autonomy. According to Sutherland and Dawson (1998), this has been a fear amongst
doctors. According to Tannebaum (1994), doctors still place great faith in knowledge
derived from personal experience, rather than from research, and in the concept of
clinical judgment. Doctors involved in EBP appear to accept the importance of clinical
judgment 1n the application of research. Haynes and Haines (1998) suggest, for example,
that the use of guidelines will not result in ‘cookbook’ medicine, because of the
centrality, to practice, of doctors’ judgment and inter-personal skills. Muir-Gray (1997)
suggested that the scope of algorithms for medical care 1s limited, because individuals’
problems often do not slot into the options described, and because individual
characteristics can make it difficult for an algorithm to prescribe exactly what care they

should receive.

Furthermore, it may be that the basing of practice on guidelines means that individual
doctors lose some of their autonomy, but that, as a group, doctors maintain their
autonomy by ensuring that they, rather than others, such as general managers, lead on the
development and auditing of guidelines. It has been suggested that a new model of
professional regulation 1s emerging, wherein doctors' clinical activity is increasingly

determined by guidelines collectively developed within the profession (Hoffenburg 1987;
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Elston 1991). Klein (1995: 245) suggested:

The monument to the 1991 reforms may turn out to be - somewhat unexpectedly - the medical profession’s

newfound enthusiasm for setting and monitoring its own standards.

Harrison (1998) speculated that the medical profession accepting their responsibility for
basing their practice on evidence, but leading on the processes via this evidence was
produced and used, might represent an accommodation between what Alford (1975)

concelved as the dominant medical interest group and the challenging managerial interest

group.

While managers are perhaps not able to exert thoroughgoing control over doctors' clinical
activity, the balance of influence, however, may be more finely balanced than was
previously the case, for a number of reasons: clinical guidelines are transparent - their
contents open to managerial scrutiny; the aggregated results ot audit based on guidelines

are also open to managerial scrutiny; and managers have increased their intluence as to

which areas of practice are the focus of guideline development and audit (Klein 1995).

[t remains to be seen exactly what form the balance of power between managers and the
medical profession will take. As the internal market has developed, multi-disciplinary
clinical audit, and managerial involvement 1in this, have increased. Service contracts
between commissioners and providers have increasingly included specific clinical audit
requirements. Failure to achieve standards can result in financial penalties for the
organisation as well as approbation for the individual clinician. Thus, managerially
dominated commissioning agencies have, in some districts at least, come to take a lead

on clinical audit, indicating significant local shifts in practitioner-manager relations

(Pollitt 1990).

However, the extent to which managers focus on R&D and audit may actually be quite
limited. Caine and Kenrick (1997) reported that, within provider agencies, managers
were rarely involved 1n facilitating EBP. Managers are said to have extremely limited

access to research evidence, compared with doctors (Ferlie et al. 1998). These various
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possibilities are explored in later empirical chapters.

EBP has similarly been viewed by nurses as a means by which they can resist managers
curbing their autonomy (Salvage 1998). Estabrooks (1998) reported that nurses, like
doctors, place great importance in knowledge derived from their personal experience, and
on their clinical judgment. It may, however, be more difficult for non-medical
practitioners, including nurses, to make a case that professional judgment is required to
implement research evidence in the care of individual clients. Harrison and Pollitt (1994)

argue that this reflects these other groups’ lesser cultural authority in the eyes of both

managers and the public at large.

Harrison and Pollitt (1994) suggest that, while nurses’ strategy in developing audit and
quality tools may well be to construct a recognised body of nursing expertise, the very
rigidity ot the tools and standards that are used may mean that the work of individual

nurses becomes more easily directed by their managers. Harrison and Pollitt (1994: 110)
conclude that the continued independence from routinisation of the medical profession

compared with other groups:

could be construed as the state tightening its grip on most groups of health care workers... whilst continuing
to allow the medical elites just enough autonomy to ensure that they, and not the politicians, continue to

carry out most of the responsibility for painful micro rationing decisions.

This chapter has identified a set of questions about the involvement of central and local
statutory agencies, as well as clinical and managerial groups, 1n evidence production and
use. The next chapter will consider the particular case of HIV prevention 1n the UK, and
develop some further questions, both about the organisations and groups already
discussed, and their involvement in HIV prevention, but also about voluntary
organisations, and about health promoters and other statf working or volunteering in HIV

prevention.
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CHAPTER FOUR: EVIDENCE AND HIV PREVENTION IN ADVANCED
LIBERALISM

1. Introduction

The last chapter concluded that the NHS has been transformed into an ‘advanced liberal’
health system. It argued that, within this system, expert practitioners are increasingly
subject to scrutiny, both by managers, as well as by their peers. This chapter explores the
extent to which HIV prevention has been incorporated into this advanced liberal system.
It examines: whether HIV prevention practitioners are similarly under scrutiny; by whom;
and with what aims. It considers the views of the various groups involved in HIV

prevention on the production and use of evidence, suggests how these groups may

become involved in EBP, and assesses what implications this might have for their

authonty and autonomy. These suggestions are then explored in the empirical chapters

of this thesis.

While the chapter considers those involved in HIV prevention largely in terms of the
professional and/or volunteer group to which they belong, care 1s taken not to reify the
concept of ‘group’. Patton (1990) suggests that the focus on discrete i1dentities of
‘expert’, ‘volunteer’ and ‘victim’ 1is, itself, a product of the historically contingent
bureaucratisation of AIDS. This point 1s accepted; it 1s acknowledged, for example, that,
as well as many in the statutory sector having voluntary sector backgrounds, many
doctors involved in HIV/AIDS, particularly in early responses, were themselves gay

activists (Altman 1993). ‘Group’ is therefore employed as a heuristic device, rather than

as an a prior1 empirical category.

2. HIV and its prevention

a. HIV

The first cases of what became known as AIDS were recorded in the US in the early
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1980s (Gottlieb et al. 1981). Doctors noted an increasing frequency of rare cancers and
opportunistic infections, particularly amongst gay men. This syndrome was initially
termed “Gay Related Immune Deficiency’, before being re-termed ‘Acquired Immune
Deticiency Syndrome’ (AIDS). The virus causing this syndrome was identified in 1983
by Montagnier in France, and Gallo in the US (Nye and Parkin 1994), and subsequently

named Human Immunodefiency Virus. Two variants, HIV-1 and HIV-2, were identified,

the former being more common and more infectious.

~HIV 1s transmitted sexually, parenterally, and between mother and child. The virus
infects various immune system cells, such as lymphocytes, monocytes and antigen
presenting cells. At present, no vaccine is available. Initial infection with HIV is often
accompanied by a short period of flu-like symptoms. There then follows an
asymptomatic period of variable length, followed by the development of opportunistic
intections, lymphadenopathy and neurological symptoms (Nye and Parkin 1994). These
symptoms derive from the gradually increasing effects of HIV infection on the immune
system. An antibody test was developed, and is used to diagnose HIV infection. This
was introduced 1n the UK from 1984 (Garfield 1994). An AIDS diagnosis i1s made on the
basis of clinical symptoms, and/or a fall in the CD4 (a type of lymphocyte) count of an
individual below a certain level. Individuals infected with HIV can be treated using what

have become known as combination therapies. There 1s, however, at present no cure.

By January 1996, there was an estimated cumulative world-wide total of 30.6 million
infections with HIV, and an estimated cumulative total of 10.4 million cases of AIDS
(Mann and Tarantola 1996). Approximately 93% of HIV intections, and 94% of AIDS
cases, have occurred in developing countries. By July 1998, a total of 32,242 HIV
infections and 15,565 AIDS cases had been reported 1n the UK. Of UK AIDS cases, 72%

are known, or presumed, to have died. Sixty per cent of those diagnosed with HIV

infection in the UK probably acquired the virus during sex between men (PHLS 1998).
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b. HIV prevention

In the absence of a cure or a vaccine, prevention via social interventions is viewed as
important (Mann and Tarantola 1996). Primary prevention attempts to eliminate the

possibility of getting a disease (Jones 1997a). Primary HIV prevention, which aims to

prevent transmission of HIV from infected to uninfected persons (Hickson 1998) has

been underway in the UK since the early 1980s.

HIV prevention can be attempted via the use of health promotion (Hickson 1998). Health
promotion 1s a broad set of ideas developed by a diversity of groups involved in a variety
of activities, of which HIV prevention is one. The definition of health promotion

developed by the World Health Organisation (WHO) is as follows:

Any combmation of health education and related organizational, political and economic intervention

designed to facilitate behavioural and environmental adaptions which will improve or protect health.

(Anderson 1983: 11)

Health promotion literature often stresses the importance of defining health broadly and
positively, rather than merely as the absence of disease (Tannahill 1992). It also often
stresses that health 1s determined by a breadth of factors, iﬁcluding, but not limited to,
clinical interventions (Lalonde 1974). Other determinants of health are said to include
individual lifestyle, as well as socio-economic and environmental factors. Health

promotion literature also often emphasises the importance of public participation as a

benefit, per se (WHO 19806).

Health promotion is sometimes said, by its supporters, to provide a ditferent framework
for action than the medical model (Jones 1997a). The latter has been defined, for
example by Jones (1994), to include: health defined as absence of disease; health services
orientated towards treating disease in institutional settings; and an understanding of
health and illness based on a biological model of disease and illness. Health promotion
literature otten refers to social science criti<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>