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Abstract

The Ideological Framework of Nursing Practice within a Health Care System in
Transition

Nurses who have practised within the NHS over the last decade have arguably
experienced more change and concomitant demands upon their clinical practice than
any other period in the history of modern nursing. The research problem is concerned
with the material and temporal relationship that pertains between the processes of
structural and organisational change within the health care system and nurses

discourses of practice.

The research question that follows, is what are the discourses or frames of meaning
that nurses as a profession draw upon in managing the practical problems of
delivering care to patients, and what are the social structural mechanisms that shape
this knowledge ? In addressing this question, the thesis employs a qualitative research
method, a series of focus group discussions involving different groups of nurses in
order to establish the range of discourses concerning the developments that have
occurred in their professional practice. In particular those changes in practice that
have directly resulted from the organisational reforms within the NHS that have been
instigated by both Conservative and New Labour governments in the 1990s. The
analysis of this qualitative data is not tied to either a subjectivist or objectivist
understanding of social reality, but seeks to apply an analytical framework informed
by the methodological principles of critical realism. The objective is to postulate those
necessary rather than contingent causal social structural relationships that are the
condition for the generation of these nursing discourses during a time of

organisational transition within the NHS.

The thesis concludes with the assertion that the professional practices of nurses are
shaped by a range of disparate and often contradictory ideological elements, which in
many ways mirror the tensions, contradictions and politics that characterise the state
provision and delivery of health care within a late modern market economy. In
addition, the specific context of nursing practice, whether this be the ‘community’ or
the hospital-setting, is central to the shaping of the specific combination of ideological

elements that nurses draw upon in their discourses of practice
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1. Introduction

1.1 Research Problem

1.1.1 Background to the Research

In its first annual report, the NHS Modernisation Board, which has the responsibility
for overseeing the implementation of The NHS Plan (DoH:2000) - the ten year
programme of reform for the NHS set out by the New Labour Government - claims
that nurses are failing to embrace modernisation because of old-fashioned ‘working
practices and attitudes, some unchanged since 1948 ° (DoH:2002). This view reflects
a now well established pattern of governmental criticism, both Conservative and New
Labour, directed at the perceived intransigence of the health professions as regards
supporting the drive towards greater ‘efficiency’ and ‘productivity’ within the NHS.
Whilst the medical profession has been the primary target of criticism for its alleged
conservatism, nursing has not been immune to the accusation that it is clinging to an
outdated ideology of professional practice which represents an obstacle to the

rationalisation of the system of state health care.

In fact, the tensions between the ambitions of nursing as a professional occupation and
the organisational needs of health care are historical; they predate the creation of the
modern NHS. However, these differences have been exacerbated following a series of
substantive ‘reforms’ of the NHS which began nearly two decades ago with the
introduction of what became known as ‘general management’. The ‘internal market’
reforms introduced by the Conservative government in 1989 deepened these tensions
and put pressure on nurses to adapt their traditional working practices to meet new
‘performance targets’. One example of this process was the ‘standard’ set out in the
‘Patient’s Charter’ (1991) requiring nurses to assess patients ‘immediately’ upon
admission to an A & E Department. The charge levelled by many nurses at the time
was that the imposition of this target led directly to a distortion of nursing priorities

which actually increased waiting-times for treatment in A & E Departments



(Crinson:1995). The pressure upon the health professions in general to subsume their
‘sectional interests’ in order to meet the efficiency requirements set by the
organisation of the NHS have continued with New Labour’s ‘modernisation’

programme for the NHS (DoH:1997).

One of the most significant developments associated with these rigorous reforms of
the organisation and structure' of the NHS has been the establishment of a new
managerial stratum operating at the level of the local hospital or community care
Trust. These new professional managers, who have an entitlement to productivity
bonus payments, have been given the power to shape local clinical priorities to meet
nationally-determined standards of treatment and care. This development poses a
significant challenge to the clinical autonomy traditionally enjoyed by the medical
profession and hence by the occupation of nursing. Nevertheless, there are as yet no
organisational ‘fixes' that can directly alleviate human suffering and treat the disease
process within individual patients. As a consequence, the implementation of any
reform programme for the NHS remains dependent upon a willingness on the part of
the health professions, including nurses, to subsume their professional concerns and
ambitions in order to meet political objectives for the system of state health care as set
by others. Hence, the tensions, disputes, and ideological conflicts that have marked
relations between the Department of Health, local health service managers, and the

health professions over the last twenty years.

Significant differences still exist between the professional bodies of nursing and the
Department of Health concerning the changes to nursing practice required to bring
about the effective and productive delivery of patient care. However, there is some
common ground (albeit for very different reasons) concermning nurses’ openness to
new ideas. A long held view of nursing academia is that, while an essential
conservatism does exist, it springs from processes of informal socialisation associated
with the hospital as a social institution. It is this organisational culture which is

responsible for and sustains a set of working practices and attitudes that are bounded

! When specifically discussing health care systems within this thesis, the term
‘structure’ will be defined as the NHS policy framework and mechanisms responsible
for the delivery of health care, whilst ‘organisation' will refer to how staff and
resources are managed to provide such services.

10



by routine and ritual and that are resistant to (and at odds with) the philosophical and
academic base of nursing itself. The consequence of this process is a ‘theory-practice
gap’, a social phenomenon identified as a central obstacle to the achievement of
nursing’s  ‘professionalisation project’ (Bendall:1976; Melia:1987; Wilson &
Startup:1991; Landers:2000). Whilst there is broad agreement within nursing
academia that such a ‘gap’ exists, there are a number of different explanations for its

persistence (Porter and Ryan:1996).

The most straightforward explanation offered for the existence of the theory-practice
difference is that it represents a ‘reality gap’ between the didactics of the classroom
and the requirements of the clinical setting. However, a more analytical approach
would see the ‘gap’ as representative of the dichotomy that exists between the
discursive model of practice (or ‘grand theory’) espoused by the educational and
hierarchical establishment of nursing on the one hand and the institutional values and
requirements of the system of health care on the other. This explanation emphasises
the importance of an understanding of the organisational context of nursing work, i.e.
of seeing the NHS as a health care organisation which has the power and authority to
determine what constitutes nursing competence. Thus, what is defined as effective
nursing is professional behaviour consistent with the goals and functional
prerequisites of the organisation itself rather than a code of practice internal to the

profession of nursing.

The organisational reforms within the NHS that occurred in the 1990s which brought
about pressure for change in nursing practices may be seen as reflecting wider
changes in the health and welfare relationship existing between state, health
professions and the individual. Whilst theorists of the ‘postmodern’ might identify
these organisational developments as consistent with the trend towards greater
consumerism and a greater level of uncertainty associated with the ‘risks’ of scientific
medical practice, others would identify a more regulatory role for the state in shaping
the clinical practice of health professions. However, the consequence of these wider
structural processes as they impact upon nursing remains a largely unexplored area of

research.

11



1.1.2 Establishing the research problem

This research is concerned with the impact of processes of structural and
organisational change that occurred within the state system of health care in the 1990s
upon the practice of nurses working within the NHS. This will be assessed by drawing
upon nurses’ own perceptions of the ways in which these structural processes have
mediated their working practices. Certainly, nurses who have worked within the NHS
over the last decade will have experienced more changes to their everyday practice
than at perhaps any other period in the history of modern nursing. Yet, the working
practices of nurses are still largely perceived by the Department of Health as
constituting a potential obstacle to ‘modernisation’ of the organisation of the health

service.

The research problem arising from these developments concerns the nature of the
material and temporal relationship existing between these processes of structural
change and their influence on the professional practice of nurses as reflected within
the discourses that nurses draw upon in delivering care to patients. The research
questions that then arise are as follows : firstly, what are the actual discourses that
nurses draw upon in managing the practical problems of delivering care to patients;
secondly, what are the underlying social mechanisms that shape those ideas, values,
and understanding ?. In examining these questions, there is a practical need to move
beyond the classic sociological explanatory duality of individual agency versus
structure. Addressing these questions (it will be argued) requires a critical realist
analysis of both the institutional context in which patient care is delivered and the

historical and ideological framework of nursing.

Developing a systematic analysis of these influences offers the potential for evaluating
nurses’ responses to the increasing demands that follow the further structural re-
organisation of the NHS currently being implemented by the New Labour

Government.

12



1.1.3 Contextualising the problem within the literature

Within the literature, accounts of change affecting the practice of health care
professionals (and here the literature is primarily concerned with the challenges posed
to the autonomy of the medical profession) have a marked tendency to come down on
one side or the other of the ‘structure versus agency’ duality. Few studies seek to
explore a transformational relationship between the beliefs and actions of health
professions and organisational change. Hence, changes that have occurred in the role
and practice of nursing are usually discussed either as processes internal to the
profession itself or as some inevitable outcome of wider macro-developments in

health policy.

There are a number of limitations associated with the relevant literature. First, the
nursing professionalisation literature focuses essentially upon those social or
organisational developments that are seen as representing either progress towards or
an impediment to meeting the objective of becoming ‘epistemologically demarcated’
from doctors. Clear lines of demarcation are seen to be a necessary requirement to

achieve the goal of an independent status and autonomy for nursing,.

Second, only a relatively limited number of studies have attempted to make a
transformational connection between structure and agency in the context of changes
occurring within nursing practice. If connections are made, they tend to be conceived
as going in only one direction: they are either structurally or individually determinate.
Thus a duality becomes established between the view that nurses as a professional
group have themselves effected a change towards a more holistic approach to the
patient-health professional and the view that it is structural shifts in health policy that

have shaped the practice of nurses in recent years.

Third (and arising out of the previous point) there has been a tendency to forgo the
theoretical work necessary to identify the generative or causal mechanisms that
operate in the relationship between the structures of health care and the material
practices of nurses. With this in mind, it will be argued here that the relatively

neglected concept of ideology offers the potential to contextualise the impact of wider

13



social and organisational changes upon nurses’ own understandings of their role and

function.

Finally, there is a general failure to acknowledge the significant differences that exist
between the practices of different groups of nurses, e.g. between specialist and
generalist nurses or between hospital and community-based nurses. Nurses are too
often seen as being a homogeneous group, ignoring the ways in which their different

roles and functions may shape nurses’ own conceptualisations of practice.

1.1.4 The Aims and Objectives of the Research

The broad aims and objectives of this study are to present an analysis of the discourses
of practice utilised by nurses working within a health care system that experienced
significant organisational and structural changes in the 1990s, under both the
Conservative and New Labour governments. This process of organisational transition
is ongoing. The methodological objectives are to seek to apply to the research object
an analytical framework informed by the philosophical principles of critical realism,
so as to be able to postulate those generative mechanisms that, in the social context of
the contemporary NHS, result in a specific set of nursing practices. This objective
requires that the study focus upon the material basis of nursing within a late modern
system of health care, as well as upon nursing as a shared collective practice. This is
necessary if we are to move beyond the idealisations of the role that all too often

appear within the nursing literature.

In summary, achieving the research aim involves setting and meeting the following

objectives :-
e Drawing on the fieldwork research material, to engage in a process of inductive

analysis in order to establish what are the common (as well as the deviant) themes

that characterise nurses’ discourses of practice.

14



Drawing upon a deductive analysis of the literature, to establish those social

structures and processes that frame the activities of nurses as social agents.

Following a process of retroductive analysis, to postulate the set of social
mechanisms that constitute the necessary conditions for the generation and

reproduction of these practice discourses.

To recontextualise these abstractions in relation to the actual or concrete
discourses of nurses, in order to be able to identify the relationship between the
very different sets of (often contradictory) ideas that influence practice and shape

responses to organisational change.

15



1.2 An Outline of the Methodological Assumptions informing the Thesis

The methodological framework adopted within this thesis has an explicitly realist
orientation and offers no pretence of philosophical neutrality. Realism, as Lawson has
argued, essentially involves a concern with ontology, elaborating ‘the broad nature,
constitution and structure of the object of study’ (1997:15). Tim May identifies the

key assumptions of a realist social research paradigm as:

“ The knowledge people have of their social world affects their behaviour ...
the social world does not simply ‘exist’ independently of this knowledge. As
such, causes are not simply determining of actions. However, people’s
knowledge maybe partial or incomplete. The task of social research is not
simply to collect observations on the social world, but to explain these within
theoretical frameworks which examine the underlying mechanisms which
structure people’s actions...” (May:1997:12).

Hence, an important element of this research enquiry is the attempt to go beyond the
structural determinism versus methodological individualism dualism that effectively
constitutes a theoretical cul-de-sac. In examining the practice and beliefs of nurses,

the position that will be adopted here follows Mouzelis in recognising:

“ For a full explanation of social stability or change one must look at social
phenomena from both an institutional i.e structural, and an agency
perspective... The crucial point here is that although the system-social
integration distinction is an analytical one, it refers to aspects of social reality
that can vary in relatively independent fashion” (1995:122).

The decision to focus attention upon the social processes underlying the development
of nursing practice within the late modern system of heath care reflects a concern to
avoid the trap of assuming that some sort of causal hierarchy exists between structure
and agency. Rather, the objective is to come to some sort of conclusion concerning the
relative determining influence of one over the other in relation to the practice of
nurses. The way in which this ‘structure-agency problem’ is tackled within the present
thesis is not with the aim of achieving some form of synthesis, as is found for example
in Berger and Luckman’s (1967) work. Nor will there be any attempt to follow the
‘elisionism’ found in Giddens ‘structuration theory’, which effectively collapses or
conflates structure and agency together (Archer:1995). Instead, this thesis takes the
view that, as the critical realist philosopher Roy Bhaskar has argued :

16



“ Society is both the condition and outcome of human agency, and human
agency both reproduces and transforms society...(however) the social world is
always pre-structured...mean(ing) that agents are always acting in a world of
structural constraints and possibilities that they did not produce. Social
structure, then, is both the ever-present condition and the continually
reproduced outcome of intentional human agency” (Bhaskar:1975 cited in
Archer et al:1998;xii).

The methodological approach adopted within this thesis is informed by such a critical
realist understanding of the human agency-dependent nature of social structure. The
reason why it is deemed necessary here to add the prefix critical to the understanding
of the constituents of a realist research paradigm, as briefly described in the quotation
taken from Tim May above, is precisely because social structures are, “...open fo
transformation through changing human practices which in turn can be affected by
criticising the conceptions and understandings on which people act”

(Lawson:1997:158 — emphasis in original).

In Bhaskar’s account, social structures and social interactions between individuals are
distinct but real ‘levels’. Both are interdependent; they interact with one another. This
position is presented in a schematic form in Bhaskar’s (1979) ‘Transformational
Model of Social Activity’ (TMSA), which is set out below (Figure I). In the TMSA,
social agents are recognised as being born into a society in which they confront pre-
existing transcendental generative structures. These structures define social agents’
possibilities for interaction but not necessarily the social interaction itself. In this
sense, social structure and social interaction can be seen as being analytically separate
for the purpose of social theorising. This is the epistemological position known as
‘analytical dualism’. It constitutes the central philosophical underpinning to the

methodology utilised within this thesis.

17



Figure 1: The Transformational Model of Social Activity
(Bhaskar:1979)
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An additional consideration for realists is the importance of acknowledging the
existence within any analysis of social practice of a temporal disjuncture between

structure and interaction:

“ Structure always predates the interactions which reproduce or elaborate it,
and because interaction always predates the elaborated or reproduced
structure which result from it, it follows that the two cannot be identical ”
(Creaven:2000:6).

A conception of society that neglects this temporal dimension is seen to result in a
reductionism in which social structure and social actors become epiphenomena of one
another. In conducting this research into nurses and their practice, there will be no
assumption that changes in the work of nurses directly follow on from formal shifts in
health policy and restructuring of the organisational institutions of the NHS. This
concern with the potential for temporal disjunctures occurring between structural
developments and the activity of social agents will be reflected in the importance

attached to ideology as a key analytical construct within this thesis.

Working within the framework of critical realist social theory necessarily (as the
discussion above has indicated) involves rejecting the opposition between subjectivist
and objectivist approaches to social research still found within social theory. Adopting

an ‘analytical’ or methodological dualist approach to social research means focusing

18



attention upon the dialectical interplay between the distinct levels of ‘structure’,
‘individuals’, and ‘interaction’ in order to understand the particular social or systemic
outcomes that are of concern. Therefore, the decision about which is the most
appropriate research method to adopt (qualitative or quantitative?) is one that should
be based solely upon its relative efficacy in furthering a realist understanding of the
interplay between these underlying processes giving rise to the social phenomena or
research object. Because this thesis is particularly concerned to privilege nurses’ own
understandings of the changing social and structural context in which nursing care is
currently being delivered, the focus group discussion has been chosen as the primary
fieldwork method. A qualitative approach is seen as appropriate to the objective of
empirically establishing the frames of meaning or discourses used by nurses to inform
their practice. However, whilst the analysis of the discussion material necessarily
involves the process of induction and interpretation, this does not tie the research to a

subjectivist understanding of social reality.

In seeking to go beyond the choice of subjectivism or objectivism, the thesis has
developed an analytical schema (figure 2) which acknowledges that the activities of
social agents (such as nurses) relate not to one particular structure, but to this range of
inter-related structures and practices. This is an approach informed by the central
critical realist notion of ‘stratification’, which recognises the operation of below-the-
surface mechanisms. Hence social objects, such as nursing practice, consist of
different structural layers, some of which (operating below the surface) may both
complement and contradict one another. This necessitates a process of abstraction in
order to identify generative mechanisms and causal structures. However, the process
of analysis and explanation is not purely one of ‘metaphor’ or ‘transcendence’ (a
criticism that has been directed at the apparent failure of critical realists to engage in
the process of empirical enquiry — see section 3.2.3 below). Rather, it begins firmly
with the accounts of the nurses themselves and then seeks to establish empirically

identifiable ‘regularities’ in these discourses.

Here, there is broad agreement with the point made by Bourdieu (1992) that
subjectivism and objectivism, as theoretical modes of knowledge, are both equally
opposed to the practical mode of knowledge which is the basis of ordinary experience

of the social world. For Bourdieu, objectivism is seen to exclude, “ ...both the

19



individual and collective history of social agents...it ignores the dialectic of social
structures and structured, structuring dispositions through which schemes of thought
are formed and transformed ” (1992:41). Subjectivist approaches, on the other hand,
fail to acknowledge the impact of what Bourdieu terms ‘durable dispositions’ upon
the actions of individuals (1992:47). These ‘durable dispositions’ in relation to
nursing would include those ideological and institutional structures which continue to

frame, but not to determine, the work of nurses as a collective occupational group.
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2. Literature Review

The overarching objective for each of these chapters is to provide a theoretical
account of the material and historical context of modern nursing within the
contemporary NHS at the same time as establishing the mechanisms and processes of

continuity and change that characterise nursing practice.

The first chapter of the literature review begins with an examination of the historical
development of nursing practice and the structural and organisational constraints that
have long thwarted nursing’s attempts to establish for itself the status and autonomy
enjoyed by the medical profession. The chapter also critically assesses the relationship
between nurses and their patients and in particular the idealisations of that relationship

frequently associated with the professionalising literature.

The second chapter concerns the hegemony of biomedicine within the system of
health care generally; specifically, it looks at the ways in which that hegemony has
circumscribed the practice of nurses. The assumptions of biomedical science have
traditionally provided the epistemological framework within which modern health
care (and by extension nursing) is structured and practised. In this sense, nursing has
and largely remains dominated by biomedical imperatives. Consequently, an analysis
of the question of whether we can still legitimately talk about hegemony of the
biomedical paradigm, coupled with an examination of the dominance of the medical

profession within the health care system, continues to be of fundamental importance.

The third chapter aims to ground an understanding of the professional practice of
nurses within wider social changes in the organisation of work. This requires an
assessment of the continuing relevance and centrality of class as a relational construct
for an understanding of the formation of social consciousness. The role played by
institutional cultures in the acquisition of professional role identities will also be

examined in the context of the modern organisation of the NHS.
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The fourth chapter of the review begins by examining the extent to which there can
be said to have been a fundamental shift in the ‘state-individual’ welfare relationship
in recent times. This constitutes the background to any discussion of the challenges
faced by nurses practising within what is the largest of the state welfare institutions,
namely the NHS. The chapter critically explores the post-war welfare relationship
between citizen and state, which was once (naively) generally conceptualised as
marked by beneficence but is now challenged by a variety of social and political
processes that, collectively, have been said to constitute a ‘postmodern neo-
liberalism’. It will be argued that much of this work is marked by an idealism
concerning the profundity of such processes and that the empirical nature of such
changes (in this case the work of nurses) is all too frequently relegated to the realms

of epiphenomena.

The function of the final chapter is to examine the ways in which ideas,
understandings, and social consciousness are constructed in stratified societies.
Ideology and discourse as distinct conceptual constructs are introduced and discussed
in relation to the transformational relationship existing between social structure and
social interaction. The objective is to establish a framework for understanding the
ways in which the discourses of nurses reproduce a hegemonic ideology regarding the
appropriate role and function of the subordinate health care professional at the same
time as articulating the unique capacity and contribution of nursing as a practice-based
profession. In seeking to utilise the concept of ideology within a Marxist theoretical
framework, the thesis is aware that ideology as an explanatory concept has been all
but expunged from contemporary social theory and replaced by the all-embracing
notion of discourse. Hence there is a concern to examine the development of the
concept of ideology within Marxist and ‘post-Marxist' frames of meaning critically as
well as to trace the disappearance of the active subject in social theoretical

explanations of social change.
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2.1 Nursing Practice and Organisational Change in
The Late Modern NHS

This section will begin by reviewing accounts of the development of the modern
profession of nursing from a historical perspective. It will then focus on the
occupational strategies adopted in the attempt to achieve a professional status within
the health care system that is comparable to if not commensurate with that of doctors.
Key areas of concern are the attempt by professional nursing bodies to build a distinct
or autonomous theoretical base for nursing and the impact that this has had upon the
actual practice of nurses themselves. This professionalising project, originally
embarked upon more than a century ago, only really began to have a serious impact
on health care organisation in the late 1970s; it has since taken on the generic title of
the ‘new nursing'. The review will go on to assess the ways in which the waves of
structural reorganisation (or ‘reforms', as they are often euphemistically called) that
have occurred within the NHS since the late 1980s have reshaped the nurse-patient
relationship. This more recent process of politically directed structural changes in the
health care system, it will be argued, has been characterised by a shift towards greater
professional managerial control over the resources and delivery of health care.
Consideration is therefore given to the description and analysis of this ‘new
managerialism’ and to the ways in which its associated organisational principles of
productivity, efficiency, and target-setting have resulted in significant changes in the

conduct of nursing practice.

The objective of this chapter is to establish a level of theoretical and empirical
understanding of nursing practice in the ‘modernised’ NHS that will make it possible

to address and contextualise the following questions later in the data analysis chapter:

e To what extent are nurses able to identify with the objectives of the
‘professionalisation project' driven by nursing’s hierarchy ? Or to put it another
way: is the pursuit of professional autonomy of primary interest to practising

nurses ?
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e In what ways do nurses actively interpret the theoretical discourse known as the

‘new nursing’ within their individual practice ?

e Following the claims made in the literature about nursing autonomy, in what ways

and by what means are nurses able to manage their occupational boundaries ?

e To what extent do nurses engage holistically with their patients (or is it still true
that the traditional mechanistic or utilitarian approach to patients characterises the

delivery of nursing care) ?

e Do nurses perceive managerialism and other aspects of recent organisational
reform within the NHS as having fundamentally changed the nature of nursing

work ?

2.1.1 Nursing in Modernity: The pursuit of professional closure

The long-standing pursuit of professional status (or more precisely: some measure of
occupational autonomy within the system of health care) is arguably the defining
feature of the history of modern nursing. Nursing as an occupation has historically
lacked the power to demarcate its field of practice, and as Macdonald has vividly

argued ;

“ Nursing has pursued its professional project for over a century, striving to
achieve some autonomy and jurisdiction of its own. The professional milieu is
one which the powerful forces of medicine and the hospitals constantly seek to
control, or to change the metaphor, they represent the upper and nether
millstones between which nursing has always been ground ~ (Macdonald:
1995:143).

Within mainstream sociological analyses of professions, a distinct knowledge base is
usually seen to be a ‘core generating trait’, the epistemological basis for the
establishment of any profession. This basic assumption (present in the work of
Larson:1977, Abbot:1988, Macdonald:1995) will be subject to a critique below, but it
is nonetheless a useful starting point for an analysis of nursing’s professionalisation

strategy. The issue of professional ‘knowledge’ is especially pertinent given the
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frequent criticism of nursing knowledge as being essentially ‘indeterminate’ because
allegedly ‘practice-based’. The origins of this problem have often been attributed to
the ‘Nightingale movement’ of the 1870s. This was the position represented by
Florence Nightingale in her attempt to ensure women’s control over nursing as an
occupation; it sought to emphasise the female ‘virtualities’ of nursing practice over
the development of a more esoteric knowledge base. This approach is a particular
example of Weber’s concept of social closure. Here, men were to be excluded from
the profession by virtue of making the indeterminate aspects of nursing impossible for
men to acquire. This was the opposite case to that of the medical profession, which
excluded women by making it virtually impossible for them to acquire the technical
and scientific knowledge necessary to enter the profession. Florence Nightingale’s
position was opposed by the other strand of late nineteenth century nursing led by Mrs
Bedford-Fenwick. The objective of the latter group was statutory registration of
nursing, the aim being the establishment of an occupational professionalism for

nursing with its own knowledge base.

In combination, these positions amounted to a ‘dual closure’ professionalising strategy
but one which Witz (1992) argues was also explicitly gendered. The occupational
strategy required the creation of a new occupational field or the usurpation of an area
of the field operated by medicine as the dominant exclusionary profession. Nursing
then set about operating its own gendered exclusionary practices, which excluded men
from the profession. However, it is difficult to determine whether, within this
historical account, it was as women excluded by men from practising medicine or as
doctors’ ‘hand-maidens’, forced into a subservient position by the profession of
medicine, that nurses first embarked upon such a gendered professionalisation

strategy?

Witz (1992; 1994) has also argued persuasively that there are clear historical
continuities with contemporary nursing’s dual closure ‘professional project’, which
can be seen as having (following Weber) both a ‘usurpationary’ and an ‘exclusionary’
dimension. Nursing, having traditionally sought to achieve occupational authority
through its efforts to institutionalise a distinctive knowledge base, subsequently, after
more than a century, hailed the major reform of nurse education in the late 1980s as a

successful outcome of the usurpationary dimension of the strategy. This development
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known as Project 2000 is discussed in detail below. The exclusionary dimension has
traditionally been pursued through legislative means in an attempt to secure state
support for a set of occupational control mechanisms. The first historical success was

achieved with the passing of the 1919 Nurses’ Registration Act.

This initial success has subsequently been seen as a Pyrrhic victory in that, whilst a
General Nursing Council (GNC) was set up to establish central control over the
occupation, this was not a self-regulatory body since the Council did not contain a
majority of nursing members. Nor was the original aim of having only the one-portal
entry system to nursing achieved. There remained many entry points via the different
branches of nursing. Indeed, it can be argued that nursing’s strategy for achieving
professional status achieved very little progress over the next seventy years. This was
largely because of the continuing dominance and control of the medical profession
over the work of nurses, and the ‘inaccessibility’ of hospital organisational decision-
making structures for nurses. Such was particularly the case after the formation of the
NHS, when these institutions came under the direct control of central government. In
fact, the creation of the NHS served to reinforce for a time the conception (originally
championed by Florence Nightingale) that the organisation of the hospital rather than
professional concerns should constitute the locus of nurses’ knowledge

(Macdonald:1995:142).

These structural and organisational realities have, for over a century, represented
significant barriers to nursing’s professionalisation project. In the meantime, the
process of socialization or initiation of new recruits into the mystique of the
‘professional nurse’ has continued unabated since the era of Florence Nightingale.
There are many examples in the literature of the ways in which these conceptions
have formed an essential component of a ‘culture’ of nursing. For example,
Dingwall’s (1979) classic study of the professional socialization of health visitors
focuses upon the apparently trivial aspects of everyday life represented by the clues or
cues that we utilise in order to structure our actions and responses. Health visitors are
seen to ‘accomplish professionalism’ by acquiring a repertoire of behaviours and a
knowledge of norms ‘appropriate’ to the occupation. This is a process instilled in
them through their professional tutors. Professional socialization is therefore not

purely the acquisition of an occupational knowledge base; it is also about “...the
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assimilation of a comprehensive style of providing a service based on that knowledge,
which helps to convey the impression to the recipients and the public at large that the
service is special and its practitioners are special ” (Macdonald:1995:51). In addition
to these formal processes of socialization, there is a large literature pointing to the
importance of an informal set of socialization processes which constitute a ‘hidden
agenda’ of nursing. Perry (1993) has argued that, whilst nursing’s professional code of
practice (UKCC:1992a) equates good nursing with compassion and care, the
institutional values of the hospital or clinic frequently equate nursing competence with
behaviour that supports the rules, rituals, and the status quo. Thus, an important part
of the occupational socialization of nurses is about ‘learning their place' in the
organization. These informal socialisation processes, in particular the importance of
ritual and traditions, have consistently frustrated those within nursing’s hierarchy who
have sought to establish a thorough-going scientific theoretical base for nursing

practice.

In 1972, the Briggs Report into the state of nursing recommended that the government
of the day implement a radical reform of nurse education, calling among other things
for nursing to become a ‘research-based profession’ (the recommendation was only
finally enacted in 1989 when the training of nurses was transferred to institutions of
higher education). The subsequent thirty years have seen a less than enthusiastic
implementation by nurses of such research-informed care (in its current guise, the
process has become known as ‘evidence-based practice’). Traynor’s review of this

problem of dissemination concluded that :

“ (t)here is a tendency toward discomfort on the part of many nurses in the
face of the ‘externality of ‘scientific’ knowledge, perhaps because of a view of
practice that is highly contextual and relationship-focused, and second,
despite professional rhetoric to the contrary, a tendency to experience practice
as offering only limited scope for decision-making” (Traynor:1999a:194).

Thus, the reality of practice within a medical division of labour, combined with an
‘informal’ nursing culture which has its own sets of priorities, has served to cut across
the macro-professionalising project of nursing. The implication of this reluctance to
respond to what Traynor (1999a) describes as ‘the ideology of research’ demonstrates

the enduring power of the processes of socialisation. This process can be seen as
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reproducing a set of traditional and institutional values corresponding to Gramsci’s

(1971) ‘stratified deposits’ of previously influential ideas.

2.1.2 The ‘New Nursing’ : The response of nursing to the changing demands of

the late modern health care system

An alternative reading of the development of modern nursing from that of the
activities of a group of volitional social agents (i.c middle class philanthropic women,
in the mid-nineteenth century) is a view of nursing as the material product of the
changing science and technology of medicine generally, and the development of the
organisation of the modern hospital in particular. From this technological perspective,
the post-war stagnation of the profession of nursing can be seen as (for example)
reflecting the increasingly widespread use of antibiotics, a development that has had
the effect of making the skills associated with nursing patients with fevers and sepsis
effectively defunct. However, as Dingwall and Allen have argued, nursing and the
role of nurses did begin to develop in a different direction in the 1970s in response to

new technical and demographic demands :

“ (T)he combined implications of advances in surgical techniques and an
ageing population produced new constituencies of patients for whose
treatment a reliable subordinate profession was important. That profession
needed new skills and, in certain respects, a more advanced theoretical
understanding of those skills to use them effectively” (Dingwall and
Allen:2001:68).

It is within this context of social, technological, and organisational change that
nursing’s more recent attempts to achieve an occupational autonomy and authority
within the health care division of labour will now be appraised. These more recent
developments have been coterminous with, although not necessarily determined by,
the shift towards greater managerial control over the resources and decision-making
process both locally and centrally within the NHS. The two most significant
developments have been, firstly, the reorganisation of nurse training which became
known as Project 2000 (UKCC:1987) began to take effect in the early 1990s with the
overt aim of uncoupling the historical ties between training and the organisational

demands of the health care system. Objectives included the creation of a practitioner-
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based division of nursing labour, with trainees now having the status of
undergraduates taught within universities and no longer constituting a cheap supply of
labour for the hospitals (Davies:1995). A second significant development has been the
support and encouragement provided by nursing’s professional hierarchy for nurses to
take up what are termed ‘extended roles’ (UKCC:1992b) encroaching on technical

areas of clinical practice traditionally seen as the preserve of the medical profession.

Preceding (and providing a theoretical justification for) these organisational
developments within nursing education and practice is the epistemological paradigm
known as the ‘new nursing'. This essentially idealist framework for nursing practice,
which draws many of its central notions from Humanistic philosophy and psychology,
has been concerned to push nursing beyond its traditional embracing of the
reductionist biomedical conception of the patient as an object in the delivery of health
care towards a more ‘holistic’ approach to the nurse-patient relationship. Its origins in
Britain lie in the development of academic departments of nursing within a small
number of universities in the late 1970s. These new professional nurse academics
drew upon a longer tradition of nursing theory in the USA, where much progress had
been made since the 1960s in situating nursing’s ‘unique contribution to health care’
through the establishment of embryonic forms of autonomous practice
‘epistemologically demarcating nursing from medicine’ (Allen:2001:10). One of these
initial developments that was eventually adopted within Britain in the early 1980s
subsequently became known as the ‘nursing process’. This approach to practice
encouraged nurses to see patient care as a unified ‘process', rather than as a series of
allocated interventions or ‘tasks’. The approach was generally welcomed amongst
British nursing academics because it challenged the distinction that had long existed
in practice between ‘basic' and ‘technical' nursing care. This distinction had resulted
in a ‘skills hierarchy’ in which more senior nurses carried out one set of interventions
and less skilled nurses the more ‘basic’ ones. For a long time this had produced a

fragmentary system of care delivery (Melia:1979 cited in Allen:2001:12).

The new academic nursing departments now acted as advocates for this new ‘holistic
approach’ to care delivery. The key element of this paradigm (subsequently termed
the ‘new nursing’) involved the individual nurse moving away from a primary

concern with the biological functions of their patient towards a more direct
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engagement, seeing patients as subjective beings, as individuals with their own
subjective experience of illness and care. The nurse-patient relationship was to be
reformulated on a more equal basis and the attempt made to establish a ‘healing
association’. Nurses were now to be encouraged to promote healing rather than
treating patients instrumentally. That meant moving away from the traditional form of
nursing practice known as ‘task-orientatation’. This new approach to patient care has
been described as ‘emotion work® (following the work of Hochschild:1983), and has
come to refer to the nurse’s use of self in attending to the psycho-social needs of
patients. This is generally seen to constitute a key element of the ‘new nursing’s’
claim to have a ‘distinctive jurisdiction’ within the health care division of labour
(Abbott:1988). Indeed, the concept of the management of emotions is an essential
feature of what has been broadly defined as ‘women’s work’ together with the notion
of the gendered occupation. The issue of gender and professional identity is discussed

in detail in Section 2.3.3 below.

Within the ‘new nursing’ paradigm, emotion work has also been linked to more
general assertions about the history of nursing, in which nurses are traditionally seen
to have been concerned primarily with establishing a ‘therapeutic’ relationship with
patients. However, it is highly questionable whether there was ever a ‘golden age of
humanistic care’ within the health care system, as implied by the advocates of the new

nursing strategy :

* We must acknowledge that much of what nurses actually did, which is now
presented as evidence of their caring, was actually the medical technology of
the time. The nurse who bathed the patient with a fever was not performing a
simple caring act but carrying out a prescribed intervention just as much as
her modern successor on a drug round > (Dingwall and Allen:2001:67).

Dingwall and Allen go on to argue that, whilst holistic work with patients may have
facilitated the carrying out of such technical tasks and assisted in pain relief at a time
when analgesia was much less reliable, in itself such caring work was probably a

secondary consideration.

Away from these historical idealisations, the question arises as to whether the ‘new

nursing’ paradigm and its promotion of holistic emotion work through nurse education
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programmes has a place within the contemporary NHS. Both the Conservative
government’s ‘internal market’ reforms (DoH:1989) that were introduced at the
beginning of the 1990s, and the self-styled ‘modernisation’ programme (DoH:1997;
DoH:2000) currently being implemented by the New Labour government have
resulted in a strengthening of the managerial ethos within the NHS. It has been argued
that this has been to the disadvantage of traditional clinical autonomy (and arguably
this applies to all the health care professions, not just doctors) over patient
interventions. As a result, attempts made by the then regulatory body of nursing, the
United Kingdom Central Council for Nursing, Midwifery and Health Visitors
(UKCC), to raise the educational level and professional profile of nurses inevitably
run onto the buffers of a managerial ‘value-for-money’ bottom-line. This
organisational ideology posed the question of whether increasing the educational
development of nurses could be justified on cost-effectiveness grounds alone. In the
decade following the introduction of the Project 2000 reorganisation of nurse
education there has been widespread and consistent criticism both from hospital trusts
and from local health authorities concerning the ability of newly-qualified nurses to fit
in with the needs of service. Increasingly, a university-based system of training is seen
by the government as reflecting an overly theoretical education programme which
lacks relevance and practical experience for student nurses. The House of Commons
Health Committee which subsequently examined nurse training advised “... education
consortia, universities and the NHS to collaborate to ensure that the opportunity
exists for student nurses to experience clinical practice in a safe and supervised
environment as early in the training programme as possible” (House of
Commons:1999). Evidence from the NHS Confederation is cited in a recent report by

the UKCC entitled ‘Fitness to Practice’, which states that :

“ When newly-qualified nurses arrive in our trusts, they are not ready to
practice. There are deficits in a variety of ways, some to do with practical
skills and some to do with what our members have characterised as ‘simply
not being streetwise’, not being ready for what it is like with shift patterns,
multi-professional ~ working,  dealing  with  difficult  situations”
(UKCC:1999:40).

The changes that are required in the words of yet another recently produced report
into this issue of ‘relevance’, this time produced by the Chief Nursing Officer for

England and Wales, are that theory must be integrated with practice (DoH:1999).

31



Nursing academia has reluctantly had to rethink its educational curricula to make

them more relevant to the needs of the organisation of the NHS.

Ironically, the power of such managerialist rationalisations to influence the work of
nurses was actually crucial to the implementation of the Project 2000 proposals in the
first place. This was because, at that time (the late 1980s), the health service was
facing a so-called ‘demographic time bomb' of nurse recruitment. The problem lay in
the wastage in staff arising out of career disillusionment and low pay levels and the
need to attract increasingly large numbers of essentially female school leavers to
maintain staffing levels in the NHS. These young women had to be enticed into
nursing just at the time of university expansion, when more career opportunities were
opening out for women in the job market generally. In this context, as Carpenter
(1993) has argued, a small, highly skilled nursing core supported by a large pool of
cheaper unqualified support workers could provide a more flexible workforce to meet
the changing health care needs and social demands. From the standpoint of the
Department of Health, the creation of a university-educated nursing workforce meant
that qualified nurses were potentially well equipped to take over ‘doctor-devolved
activities’. At the time, the hierarchy of nursing was generally supportive of this ‘skill-
mix’ (as it was generally termed) rationalisation process, since it fitted the goal of
expanding the opportunities for autonomous practice. The UKCC subsequently
produced a policy document, The Scope of Professional Practice (1992b), which
formally brought to an end the requirement that nurses needed to have medical
approval to undertake tasks that had not been included in their basic training. Now the
responsibility for taking on an ‘extended role' lay in the hands of individual registered
nurses, who would be held accountable for their actions. These new roles invariably

meant taking on activities previously performed by junior doctors.

It can be argued that what these developments amounted to in essence was the
professional body of nursing falling in behind the needs of the organisation (the NHS)
in the hope of making short-term gains for the project of professionalisation. This
would mark a continuity in the tradition of compromising the professionalisation
project, reflecting nursing’s very real lack of effective power within the health care
organisation. In the contemporary NHS, , now more than ever, cost containment is a

primary directive, and the pressure on nursing from health care managers is for the

32



development of skills substitution or °‘skill-mix’. In fact, rather than creating
opportunities for nurses to become ‘autonomous practitioners’, skill-mix has generally
resulted in the delegating of many of nursing’s ‘basic’ hands-on patient activities to
unqualified support staff. In this health care environment, the case for qualified staff
carrying out holistic work is weak because it is not measurable. The reason for this is
that the ‘new nursing’ paradigm has no clear input-outcome relationships that could
constitute evidence-based best practice. It has therefore become side-lined within the

clinical setting.

Dingwall and Allen have concluded that this organisational devaluing of holistic care
has resulted in a measure of what they term ‘professional demoralisation’. This is
because nurses in practice are not actively engaged in the work they are trained to
value. They also argue that this ‘alienation’ can lead on to a drop in standards of care
and ‘drop-out’ from the profession (2001:66). This point certainly illustrates the
contradictions between the ideal and the reality of nursing. The question then arises:
do nurses actually oppose these professional-organisational tensions by leaving the
profession or possibly by confronting the organisation in some way? Or do they

simply learn to live with these contradictory demands in their practice?

"Many nurses are able to critiqgue effectively the medical institution as
engaged in a process of maintaining a significant power base...but they often
appear to take at face value the nursing profession’s own rhetoric of holism,
patient advocacy, professionalism or feminism, unwilling to understand those
arguments and rhetorics as cultural resources, discourses that are adopted to
further the profession’s desire for power ” (Traynor:1999b:63).

Certainly, there is still a gap between the reality and the language of the
professionalisation project. The attempt to construct a ‘new nursing’ framework of
theory and practice has in many ways been undermined by the reality of the practice
of nursing, in which the patient care provided by nurses has to be co-ordinated with
the needs of a complex organization (Allen:2001:14). As Porter (1992) pointed out at
the time, the attempt to build nursing into an autonomous profession in some way
separated from medicine bore little resemblance to the actual practice of nurses. For
historically, whilst the ‘bundle of tasks’ which comprise nursing work has always
been fluid, the role that nursing plays as an adjunct to the medical profession in the

health care division of labour has remained unchanged :
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“ (A)s we move into the twenty-first century, this (adjunct) role may now have
evolved to allow its tenants to diagnose and prescribe, within certain limits,
rather than simply carry out treatment in a conscientious and informed
Sfashion, but this is an adjustment of the bundle rather than a fundamental re-

specification * (Dingwall and Allen: 2001:69).

2.1.3 A critical assessment of the nurse-patient relationship

The view of practice which nursing academics and the professional bodies of nursing
continue in large part to espouse is based largely on an assumption that the nurse-
patient relationship has been irrevocably reformulated on a more equal basis since the
introduction of the ‘nursing process’ and the end of task-orientated nursing. It is
further assumed that the dissemination of a distinct nursing theory-base has somehow
firmly established the importance of a therapeutic relationship between nurse and
patient in practice. This, it will be argued, has had the effect of producing a nursing
theory blind-spot which fails to acknowledge the very different sets of interests and
expectations that can exist in the professional relationship between nurse and patient.
After all, this is a nurse-patient relationship which occurs in the context of a health
care system with its own organisational objectives, not some decontextualised
‘healing association' as implicitly assumed by a good deal of the (professional)

literature.

Nursing care continues to be delivered primarily in high-tech hospitals, and the
organisation of the hospital retains many of the disciplinary or surveillance aspects
described by both Foucauldian and Marxist critiques of the system of health care
within capitalist societies (this is discussed in detail in Section 2.3.2). In this regard,
Armstrong (1983) has applied the Foucauldian notion of the ‘clinical gaze’ to describe
a contemporary situation where the patient is now no longer identified or known in
terms of biomedical pathology but is now open to examination as a ‘social case’. May
(1992;1993) has since described, from within the same theoretical frame of analysis,
how the introduction of the nursing process, together with the emphasis given to the

importance of emotion work, have actually led to the increasing ‘subjectification’ of
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the patient. This process is seen as manifested in the requirement upon nurses to
construct personal relationships with patients which enable them to ‘know’ the patient
as more than an ‘object of clinical attention’. This theoretically enables the ‘needs’
and ‘problems’ of the patient to be assessed and resolved. However, as May argues,
this opens the potential for negative judgements to be made by nurses which can

affect the delivery of care :

“ ...(b)ecause ‘knowing’ patients and ‘involvement’ are so intimately linked,
the patient who will not permit herself to be known and with whom ‘talk’
cannot be conducted represents an obstacle to (these) kinds of nursing
practice...the patient who is unwilling to open himself up to the therapeutic
attention of one nurse may be approached by others ” (May:1993:186).

Issues of compliance and legitimation have always been important elements in the
typification of ‘good’ and ‘bad’ patients (Kelly and May:1982). Whilst the ‘bad’
patient continues to represent a problem in the carrying out of concrete nursing tasks,
as well as disrupting the ‘social order of the wards’, the nurse is now required to
understand such non-compliance in terms of patient ‘culpability’; such ‘behavioural
disturbance’ reflecting a particular view of the patient’s ‘subjectivity’. Patients also
continue to be isolated and controlled within hospitals as if they were deviants in the
original Parsonian sense of the term. These are, after all, places where people have
things done to them; choice and decision-making options are limited, whatever the
talk about patient autonomy. Whilst hospitals can be more effective if patients actively
co-operate (as recognised by some aspects of the more recent reforms within the
NHS), they are certainly not ‘consumers’ (despite the rhetoric from the Department of
Health) of a ‘health service’ in the same sense that people using a health spa or private
alternative healing services might be. There is certainly continuing resistance from
health professionals to treating patients as if they were consumers. This is evident in
the considerable amount of anecdotal evidence that nurses regularly complain about
patients who will not take on responsibility for their own health care treatment (this
aspect is explicitly explored within the focus group interviews that form part of this

research).

Dingwall and Allen (2001) argue that, underpinning such views held by nurses (if in
fact they do exist), is the idea that somehow the public has lost sight of the implicit
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bargain behind the ‘sick role’, particularly within a publicly-financed health care
system such as the NHS. This is that patients are exempted from normal obligations
on condition that they co-operate with treatment from the socially-sanctioned nurse
professional. Dingwall and Allen (2001:72) see this undermining of the sick role as a
consequence of a higher level of expectations held by the public concerning the health
care service. However, this is an argument which uncritically accepts the premises
underpinning the original concept of the sick role (as per Parsons:1951) that health is
a purely functional state and that the interventions of doctors and nurses are always

effective and should therefore be complied with by patients.

2.1.4 Reforming the organisation of the NHS : Crises and the impact of the

‘New Managerialism'

For political economists, crises are a manifestation of a range of capitalist
contradictions, but at the same time they throw up necessary if temporary solutions to
those contradictions. In Marx’s words, “...crisis is the forcible establishment of unity
between elements that have become independent and the enforced separation from
one another of elements which are essentially one” (1972:512). If the more recent
history of the NHS, certainly since the late 1970s, is marked by organisational
turbulence and financial crises, then the outcomes could be said to confirm Marx’s
original statement. The attempt has been made to ‘forcibly unify’ market forces and a
consumerist ideology with the founding social democratic political principles of
public service and welfare rights. In relation to the ‘enforced separation’ element of
crises, we have seen the decline of the health service bureau-professionals or hospital
administrators as they were known, who essentially existed to support the work of
clinicians and other health professionals (however subordinate their position). They
have been replaced by a new elite of managerial professionals, which has sought to
establish its ideological hegemony over the health care professions within the NHS.
These ‘new managerialist’ solutions to the crises of the NHS have undoubtedly had an
impact on nutsing practice, as reflected in some of the significant developments
discussed above. Allen (2001) has noted that there are now clear tensions between a
managerial and a nursing profession view of the ways in which health care should be

managed. Such tensions were not apparent when the NHS was managed by the
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principle of ‘consensus’, as it was until the mid-1980s. However, health service
managers and nurses (as well as other health care professionals) now appear to be

pulling in opposite directions:

“Cost containment concerns have reduced and diluted the nursing work force
to a level that is a long way removed from the professional vision of nursing
based on a skill-mix rich in qualified staff. Moreover, the very notion of
‘management’ is anathema to the professional model of the autonomous
practitioner engaged in a therapeutic alliance with his or her patient”
(Allen:2001:59).

John Clarke (1997;1998) also sees the development of this ‘new managerialism’ as
marking a significant shift in the role traditionally played by health care professionals
within the NHS. This analysis argues that the introduction of professional managers
into the decision-making structures of the NHS represented an ideological assault on
the traditional relationship between professionals and patients. As such, this
development represented a re-establishment of state control over the day-to-day
running of the NHS, delivered in the name of the ‘consumer’. Postmodernist
commentators have argued that this shift towards managerialism at the expense of
traditional professional interests reflects an inevitable process of change in the
structure of welfare provision. The ‘new managerialism’ thus represents a ‘discursive’
shift towards a much more decentralised way of working in general, evidenced by the
emphasis placed on individual professionals to engage in self-monitoring and
attitudinal change. This process is reflected in the development within the NHS of
Trust mission statements, Patient’s Charter standards, and total quality management
(TQM) initiatives (Carter:1998:12).

Despite the important epistemological differences that exist between these two
positions, there is agreement about the significance of the shift to managerialism
within the health service. There is also a correspondence in the argument that
ideological or discursive factors are driving these processes of professional change, as
in the case of a restructuring of nurse-patient relationships. However, very different
conclusions are drawn about the significance of this apparent increasing
responsiveness towards the rights of patients (or consumers) to become directly

involved in the decision-making process surrounding their care and treatment.

37



As an ideal-type the ‘new managerialism’ (or, as it also termed, the ‘new public
management’ -Dunleavy & Hood:1994) is characterised as a ‘hands-on’, ‘business-
like’ style of professional management in which decision-making power is now the

[13

prerogative of managers, “... ‘discretion’ as attached to a managerial rather than
professional calculus” (Clarke:1998:176). The form of organisation in which such
managerialism is dominant would set great store by explicit output controls, to be
measured by explicit performance indices, and by a commitment to the creation of a
‘transparent’ organisation in which all employees are expected to strive to meet the
‘corporate’ objectives. Loyalty of staff is primarily to the organisation itself rather
than to some more esoteric notion of ‘public service’, as traditionally associated with
the Civil Service. Such notions of public service or a ‘service ethic’ are a feature of
the Weberian ‘bureau-professional’ ideal-type and as such could be said to
characterise the outlook and approach of the replaced health service bureaucracy
known collectively as ‘hospital administrators’. An important outcome of the
introduction of the ‘new managerialism’ as an organising principle and the new
professional managers as a concrete representation of this principle was arguably the
diminution of the public service ethic within the NHS. For doctors, such an ethic has
meant (and continues to mean) a primary commitment to the profession of medicine
itself, while for nurses the notion of public service has traditionally reflected a
commitment both to the health care organisation and to the care of patients in equal
measure. As an occupational group, nurses continue to be less than committed to their
own professional body (the UKCC) than doctors traditionally have been to the British
Medical Association (BMA). Clearly, these differential concepts of public service
have produced well-documented tensions between professional attachments and
organisational loyalties. However, it has to be said that this dichotomy is not always
so clear-cut as has sometimes been alleged. This is because the more senior members
of the medical profession have traditionally held dominant positions within the health
care organisation, whether at the level of the Department of Health, in local health
authorities, or on the old hospital boards, and this has occasionally produced divided

loyalties.

The ‘new managerialism’ was an organisational strategy initiated by the Conservative
government as a central plank of their NHS reform programme (DoH:1989). This

restructuring of the relations of power has subsequently been repackaged (but not
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fundamentally altered) under the New Labour government. Clarke (1997:1998)
recognises the new managerialism as not simply introducing rationalist business
methods into the NHS but as refashioning the role of the state in the delivery of health
care. Clarke chooses to focus upon the impact of what he sees as the global
phenomenon of ‘new public management’ on the form of the welfare state in Britain.
This process of managerialisation is seen to be proclaiming itself as the universal
solution to the global problems of inefficiency, incompetence, and chaos that are seen
as characterising the public provision of welfare services throughout the developed
world (Clarke:1998:174). But while Clarke would reject the notion that national
welfare restructuring is purely some inevitable effect of global changes, underplaying
the influence of national formations, he does recognise that this process of
managerialisation has been a central feature of the British experience. And although
managerialisation is associated with the political ideological agenda of the new right,
again it does not follow that in Britain ‘Thatcherism’ was simply a local manifestation

of global neo-liberal politics.

Clarke (1998) goes on to argue that it would also be wrong to see managerialism as
merely a tool of the political new right, utilised to implement its neo-liberal
reconstruction of the welfare state in Britain. Viewing the new public managerialism
as being purely a component of a politically driven reform of the health and welfare

system sets limits to an understanding of why and in what context it emerged:

“ There has been a danger of submerging the specificity of managerialism as
an ideological formation and social project within the attention given to the
new right” (Clarke:1998:175).

Clarke’s position is that this mechanistic understanding of the introduction of
managerialism within the public sector amounts to an ideological ‘naturalisation’ of
the organisational reconstruction, assuming some evolutionary process in the
development of public service organisational structures since the war. Additionally,
the failure to see managerialism as a ‘distinct formation’ with its own dynamic (the
‘right to manage’) means not seeing it as a source of instability in its own right, on top
of a range of instabilities that have been associated with the process of state

reconstruction. Managerialism should therefore be seen very much as a double-edged
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