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Abstract
Objective: Major system change can be stressful for staff involved and can result in ‘subtractive change’ – that
is, when a part of the work environment is removed or ceases to exist. Little is known about the response to
loss of activity resulting from such changes. Our aim was to understand perceptions of loss in response to
centralization of cancer services in England, where 12 sites offering specialist surgery were reduced to four, and to
understand the impact of leadership and management on enabling or hampering coping strategies associated with
that loss.
Methods: We analysed 115 interviews with clinical, nursing and managerial staff from oesophago-gastric, prostate/bladder
and renal cancer services in London and West Essex. In addition, we used 134 hours of observational data and analysis from
over 100 documents to contextualize and to interpret the interview data. We performed a thematic analysis drawing on
stress-coping theory and organizational change.
Results: Staff perceived that, during centralization, sites were devalued as the sites lost surgical activity, skills and experienced teams. Staff members believed that there were long-term implications for this loss, such as in retaining highcalibre staff, attracting trainees and maintaining autonomy. Emotional repercussions for staff included perceived loss of
status and motivation. To mitigate these losses, leaders in the centralization process put in place some instrumental
measures, such as joint contracting, surgical skill development opportunities and trainee rotation. However, these
measures were undermined by patchy implementation and negative impacts on some individuals (e.g. increased workload
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or travel time). Relatively little emotional support was perceived to be offered. Leaders sometimes characterized adverse
emotional reactions to the centralization as resistance, to be overcome through persuasion and appeals to the success of
the new system.
Conclusions: Large-scale reorganizations are likely to provoke a high degree of emotion and perceptions of loss.
Resources to foster coping and resilience should be made available to all organizations within the system as they go through
major change.
Keywords
Major system change, centralization, leadership, organizational loss

Introduction
Centralization of specialist services moves clinical or
surgical activity to high volume centres, with subtractive
change (loss of activity) from others, and is an example of
‘major system change’ (MSC): a system-level intervention coordinated by multiple organizations and care
providers.1,2 Centralization is often implemented with the
aim of improving quality of care and outcomes through
increased volume in a smaller number of units, while
addressing challenges of workforce capacity and costs.1
Research on this topic has identiﬁed aspects of MSC,
such as factors associated with successful implementation,3 the reasons why it works better in some
areas than others2 and how different approaches to MSC
inﬂuence the outcome.1 There is also a growing body of
research challenging the underlying assumptions of
MSC, and examining its social, cultural and political
aspects.4,5
Studies in the health care sector have shown there are
emotional costs associated with organizational change.
For example, Fulop et al. found that mergers can cause
stress due to uncertainty and change, increased workload
and perceptions of being ‘taken over’.6 Other negative
emotions and actions that stem from organizational
change include change fatigue,7 bullying8 and feelings of
loss or grief, even when clinical outcomes are improved
by the change.6,9,10 Feelings such as insecurity and
anxiety may stem from a loss of leadership or fear of not
being able to meet new requirements of a role.10 Emotions associated with organizational change may be experienced differently depending on a person’s position
within an organization.11 Feelings of loss may be driven
by employee identity, which is disrupted when their
organization changes or a connection to it is lost,12 resulting in stress.13
Change can provoke particularly strong emotional reactions when a part of the work activity or environment is
lost.14 Negative emotions are exacerbated by certain subtractive change processes, such as the threat of redundancy,
restricted involvement in decision-making or consultation,
lack of support and changes in job roles that increase

workload or work complexity.13,15,16 These emotions can be
attenuated over time, especially if the new organization is
deemed to be preferable. Leaders and managers can help
mitigate negative emotions in relation to subtractive change
by offering support.17 House presents four different types of
support: instrumental (material assistance in response to
speciﬁc needs), informational (advice or guidance), emotional (offering psychological support) and appraisal (offering understanding and validation).17 However, leaders
can be unprepared and untrained in providing support6 or
worse and can stigmatize those that show stress or emotion.18 Conversely, leaders who become adept at responding
to emotional reactions within the system contribute to its
robustness and resilience to change.13
There is evidence that subtractive change can lead to staff
leaving an organization, which, in turn, can threaten the
sustainability of expertise within the organization’s workforce and, indeed, the very size of its workforce.19 There is
little evidence on how these issues affect whole teams, how
leaders mitigate and manage them and/or how leaders attempt to reduce threats to implementation.

MSC in specialist cancer surgery in London
Following international and national drives to concentrate
specialist cancer surgery in high volume centres (e.g.
Gooiker et al., 2011),20 there was a national policy drive to
reorganize services in England.21,22 In 2010, strategic
decision-makers in London and Manchester embarked on
this centralization process for a number of specialist cancer
services, including bladder, prostate, renal, oesophagogastric, head and neck, haematological and brain
cancers.23,24 The proposed beneﬁts were increased quality
of care through enhanced specialist expertise, standardized
diagnostic pathways and treatment options, reduced postoperative mortality and variation in care and an integrated
network of training and research opportunities across a
network of hospitals.19 As a result, patients would be
provided with better access to ‘world-leading’ services for
their surgery and care.23
From 2012 to 2016, changes to the provision of cancer
services in South of England were planned and
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Table 1. Proﬁle of interviewees.
Interviewee group

Number

Network managers and other network staff members
Local contexta
Patient representatives
Urology Pathway Boardb members
Oesophago-gastric (OG) Pathway Boardb members
OG cliniciansc from hospital organizations (specialist and local centres)
Urology cliniciansc from hospital organizations (specialist and local centres)
OG managers from hospital organizations (specialist and local centres)
Urology managers from hospital organizations (specialist and local centres)
Total

8
9
3
4
4
14
30
2
7
81

a
Includes commissioners (staff involved in the planning and purchase of NHS and publicly funded social care services), academics, staff members from
organizations outside of the network and representatives from patient groups.
b
Pathway Boards deﬁne best practice along the patient pathway and aim to facilitate delivery of these across the network. These boards are led by clinical
pathway directors and include representation from patients, primary care and cancer professionals from all NHS hospitals in the network/system.
c
Clinicians includes surgeons, nurses, oncologists, allied health professionals, pathologists and radiologists. No clinical trainees or students were included.

implemented.25 In a previous paper, we described the nature
of the changes.25 Four hospital sites were required to develop as specialist centres and 12 had to cease providing
specialist surgical activity (see Online Supplement 1, Table
S1). The latter were designated as local centres, providing
diagnostics and follow-up services (see Online Supplement
1, Table S2).
As part of these changes, an organizational network was
created to both lead the implementation of the changes and
govern the system once implemented.19 The changes had an
overarching programme governance, bringing together independent leadership by a central organization,26 and
‘frontline’ leadership by clinicians from the various Trusts
that run the hospitals, organized by cancer site.19
This paper is drawn from a wider evaluation of the
centralization programme, [RESPECT-21], which analyses
planning, implementation and sustainability and the impact
of centralization on clinical processes, clinical outcomes,
costs and cost-effectiveness and patient experience.25 Our
research focussed on renal, prostate, bladder and
oesophago-gastric services. Our aim was to understand
experiences of loss associated with MSC and to understand
the impact of leadership and management on enabling or
hampering coping strategies associated with that loss.

Methods
This is a qualitative study drawing on interviews with key
stakeholders in the centralization process, non-participant
observations and document review. The study was primarily
focussed on interviews drawn from sites that lost surgical
activity, but also included interviews with members of the
central leadership team. Our research team included health
services researchers as well as clinicians from the services
being studied. This facilitated recruitment of interviewees

and provided insights into our ﬁndings. While clinical authors
were consulted about the results and contextual factors, the
non-clinical authors maintained a critical distance and maintained independence in their interpretations of the data.

Data collection
The interviews were semi-structured, conducted by three
experienced qualitative researchers [CV, VJW, GBB]. A
topic guide was developed by the research team to guide the
interviews, based on knowledge about the processes of
centralization from previous work undertaken by some of
the researchers on the project. Further details on our data
collection and recruitment procedures are detailed in a prior
publication from this study.19 Topics covered the various
stages of the changes, including the proposal to change,
planning and implementation.
We analysed 115 interviews with 81 participants (some
participants took part in follow-up interviews), conducted between 2016 and 2019. The proﬁle of the interviewees is given in
Table 1. The interview data came from a wider dataset, collected
as part of our larger evaluation work. All interviews were
conducted by the authors in person or via telephone, depending
on the preference of the participant. All interviews were digitally
recorded and then professionally transcribed verbatim. Our
interviews gave retrospective information, in that they were
undertaken after the implementation of the centralization programme had been completed.
We were supplied with documentary evidence (over 100
documents) by people involved in the planning and implementation of the centralization and by our own online
searching. We conducted non-participant observation
(134 hours) of relevant board meetings, specialist multidisciplinary team meetings at specialist and local centres
and other events associated with the centralization.
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Figure 1. Relationships between subtractive change, emotional repercussions and support offered.

Sample
We used ﬁeldwork and snowball sampling to create a purposive sample of key informants involved in the centralization
process.27 Informants were chosen to obtain perspectives of
those planning and leading change and those delivering
specialist cancer surgery, to understand the strategies employed and the perceived impact on delivery of care.

Data analysis
During initial analysis by three authors [GBB, VJW, CV], all
transcripts, ﬁeld notes from observation and documents were
thematically analysed, identifying a recurring theme of perceptions of loss.28 Following this, ﬁve authors subsequently
reanalysed and organized the data into a framework reﬂecting
the different types of loss experienced [GBB, VJW, AIGR, CV,
NJF].29 As part of this process, the analysis was guided by
literature conceptualizing organizational change and loss as a
stressor by the ﬁrst authors [GBB, VJWGBB, VJW],10,13,17,30
and drawing on psychological stress-coping theory.31 All
authors contributed to interpretation and contextualization of
the data.

Ethical approval
The study [Reference 15/YH/0359] received ethical approval in July 2015 from the Proportionate Review Subcommittee of the NRES Committee Yorkshire & the
Humber-Leeds (Reference 15/YH/0359).

Results
Overall, our ﬁndings suggest that feelings of loss were timedependent, with subtractive changes being anticipated
during the planning and experienced during the

implementation phases of the centralization (see Figure 1).
For this reason, our interview quotations are presented with
the month and year of the interview.
In the long term, staff at local sites perceived their
organizations as being less attractive than before centralization. This was demonstrated by the organizations’
difﬁculty retaining or attracting staff and trainees (see
Figure 1). All subtractive changes provoked emotional
‘chain reactions’ in both the short and long term, with
staff experiencing personal loss of status, autonomy and
motivation.
Figure 1 also demonstrates that the central leadership of
the centralization offered support, but mostly in the form of
instrumental help, rather than emotional support. Emotional
support was focussed on the staff members leading the
implementation, rather than those experiencing subtractive
change. There was some evidence of using interventions to
try to suppress resistance.

Immediate subtractive change: Loss of activity, skill
and continuity
Loss of professional activity and skill. Local units broadly
ceased to provide specialist surgical activity following the
centralization. Being able to practise specialist procedures
was seen as a particularly important component of surgeons’
roles. For individuals ceasing specialist surgeries, the longterm impact included loss of skills:
I noticed it when I came to [Trust]…the de-skilling of the local
surgeons…If one loses the procedures, it’s more inconvenient for
the patient, but also it has potential impact on the ﬁnances of the
hospital and de-skilling of local surgeons. (surgeon, May 2017)

Even for surgeons continuing to practise some surgery
at the specialist sites, other skills were lost, such as
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postoperative care, counselling and support. This surgeon
was carrying out specialist surgery at a Trust that was
geographically far from their main employer, meaning that
they could not visit patients on ward rounds:
I wouldn’t have anything on my job plan to say that I was going
to do ward rounds, before or after the surgery. And it would just
be to actually go and do the surgery, like any technician. And it
just felt very difﬁcult because I wouldn’t know whose patients I
would be operating on. I felt I wouldn’t be able to counsel my
own patients, and then wouldn’t be able to tell them that I was
deﬁnitely going to be doing their surgery…I just felt like I
didn’t really want to be part of a service that I just felt I wasn’t
able to control the circumstances of my work really. (surgeon,
October 2017)

Indeed, despite opportunities to continue specialist
surgeries, the centralization still provoked feelings of loss
for surgeons, due to the changes in postoperative teamwork.
Therefore, some chose to step down, moving to private
practice or giving up surgery.
Loss of communities. One document supporting centralization we sighted said the process was designed for local
and specialist sites to be ‘integrated’ and ‘coordinated’,
with ‘‘Hub’ and ‘spoke’ surgeons to work together as a
team’ (service speciﬁcation document for oesophagogastric cancer). But speciﬁcation documents included
few instructions for achieving this beyond videoconferencing, handovers and joint multidisciplinary team
meetings.
Unsurprisingly, then, participants saw their local clinical
environments as communities that had been destabilized by
the centralization, resulting in reduced workplace interactivity and continuity of care. Maintaining close continuous contact with patients and families throughout their care
was seen to be an important part of the community structure:
It was nice because I would visit them daily. Because you get to
know the patient, you get to meet their families as well and you
support the family…that aspect of it I miss greatly. (clinical
nurse specialist, August 2018)

The same interviewee said that, after the reorganization,
these aspects had been lost and that the reorganization added
greater distance to the relationship between patients and
specialist nurses working in the local hospitals:
I think what’s lost in all this is…the rapport the cancervulnerable patients develop with their professionals in the
local hospital. (clinical nurse specialist, February 2017)

Surgeons also valued the rapport built up through sustained contact with patients. Even surgeons who supported
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the concept of centralization felt regret at the loss of
continuity of care, and this persisted two to three years
into the reconﬁguration, as revealed in our follow-up
interviews. Instead, patients were now attended by a
network of consultants across different Trusts. For example, one surgeon in a local hospital explained that they
would currently assess a patient, who would then be seen
by a different consultant in the multidisciplinary team
meeting within the same hospital. The patient would then
meet a third consultant in the specialist hospital for a
discussion and be operated on by a fourth. In contrast,
before the centralization, that surgeon would be present
from the patient’s ﬁrst to last appointment sometimes
over as long as three years of treatment.
Familiarity and faith in the close working relationships
between surgical and non-surgical colleagues was also
affected by the centralization. One participant highlighted
that it was hard to recreate this sort of community
artiﬁcially:
I think when you have got your surgeons in one place and your
oncologists in a different site you lose that close working relationship…You lose some of that sort of natural teaching and
sort of development in the department which happens naturally.
You can try and make it happen artiﬁcially by arranging
meetings and things, but it’s just not the same. (oncologist,
August 2018)

Long-term subtractive change: Loss of staff, trainees and
autonomy. Staff at local sites perceived that centralization
meant their services became devalued. This made continuation of routine clinical activity challenging, and
there were concerns about decreasing standards of patient
care. For example, local centres had to provide care for
patients with postoperative complications. Due to their
status as local centres, they did not have surgical staff
with the right skills to manage them, and staff from the
specialist centres would not come out to see the patients
locally:
It’s much more complex than it ever was. The surgeons from
the [specialist centres] should come out to the sites where the
patients actually live rather than making the patients travel to
them...Again, complications, complications come back to us.
All the complications of their surgery or whatever bounce back
to us, which is a shame because we haven’t got the surgeons
now. We’ve been de-skilled, so the surgeons here will slowly
over the years not have the skills to sort that out. (surgeon,
November 2016)

Loss of high-calibre staff. Surgical participants at local sites
perceived benign activity as less prestigious and interesting
to ambitious professionals, and therefore, they were losing
staff to specialist centres. Hospitals were also no longer
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‘able to attract high-calibre’ staff nor able to retain them
(surgeon, February 2017). Another surgeon commented:
We’re struggling to recruit new consultants because we can’t
offer a sub-specialty service…Having no sub-speciality interest
available to them, or very little, does not make the job attractive
(surgeon, November 2018)

This effect extended to nursing staff, who were perceived
as being more interested in specialist environments. As one
surgeon said:
We ﬁnd it very hard now to recruit CNSs [clinical nurse
specialists] because we’re not really a cancer centre, so CNSs
will go to places where they see centres, so they will go to
[hospital]. So to recruit here for CNSs has been a nightmare.
We’ve been on recruits after recruits, but, of course, why should
somebody want to be a CNS here when they’re not doing all the
sexy stuff? Can’t blame them, so it’s…made recruiting very
difﬁcult. (surgeon, November 2016)

Concerns were raised about the risks to patient safety,
with fewer skilled staff in the local site. For example, patients being readmitted locally in an emergency with
complications which required specialist surgical knowledge
or skills would be at risk (surgeon, follow-up interview,
April 2019). The process was perceived as gradual:
We haven’t got the surgeons now, we’ve been de-skilled so the
surgeons here will slowly over the years not have the skills to
sort that out…There are situations now which are more dangerous because the surgical skills are being lost. (surgeon,
November 2016)

Loss of clinical trainees. Participants noted that the loss of
specialist surgical activity also gave them less power to
recruit medical trainees. Trainee positions are determined
through relationships between the network and training
organizations (e.g. NHS deaneries). Staff reported widespread vacancies, increased use of locum doctors and
feelings of impermanence. Some hospitals were described
as ‘no longer attractive for junior doctors to come in for
training’ (surgeon, October 2016). This included medical
trainees, who require exposure to different types of work
during their training, which the local sites were unable to
provide:
There isn’t much to attract a prospective consultant or a trainee
to the unit unless they just want to learn very general urology
work, which not many trainees want to do…Certainly, not
many consultants’ ambition when they start their training is to
end up in a small unit not doing any specialist work. (surgeon,
follow-up interview, March 2019)

As well as medical trainees, participants perceived that
they had lost important capacity and resources in perioperative care such as anaesthetic trainees. Furthermore,
participants worried that this put their remaining activity at
risk, and felt that this had caused delays for patients, lower
standards of care and loss of income to the Trust. The
problem was seen to be particularly problematic for surgical
trainees:
It’s de-skilled us in pelvic surgery, it’s de-skilled training,
our trainees don’t get exposed to pelvic surgery so they
really are getting de-skilled. So we’ve got whole generations
of surgeons coming through who’ve never really done any
big major surgery, so that’s very poor. (surgeon, January
2017)

Loss of autonomy in decision-making. Surgeons who remained
at local sites incurred further perceived loss of status as
decision-makers around patient care. From an early planning stage, it was agreed that professionals at the specialist
sites would be given responsibility for deciding on patient
treatment options (‘It was not always necessary for
decision-making and delivery of cancer care to be in the
same place’, Pathway Board Minutes, July 2012). After
implementation, this resulted in perceived loss of autonomy
for local doctors:
Our local doctors, they felt like our rights have been taken
over. You see, we have very experienced doctors and they
decided, okay, this patient has this grade of cancer, this stage
of cancer, this man needs surveillance…We still need to
discuss this information with the cancer centre to double
check whether my decision is right or not…It’s kind of
double checking, so our doctors feel like, you know, they
have taken over ruling authority. (clinical nurse specialist,
May 2018)

Loss of autonomy was felt acutely as a loss of ‘rights’,
with decision-making characterized as a crucial part of
the professional identity of a doctor. Participants in
specialist centres did not share this sentiment, and perceived the local sites as part of the multidisciplinary
decision-making (e.g. surgeon, July 2016). This suggests
that loss is not only an experience of changes that take
place, but also related to perceived lower status as a local
site.

Emotional repercussions of subtractive change: Loss
of self-image, status and motivation
Losing the bid: Loss of face. Loss of face is a feeling of
decreased self-image, often in a situation where someone
has struggled to maintain a position of responsibility.32 At
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the beginning of the process of reorganization, hospitals
hoping to host a specialist surgical centre were required to
submit a bid. While six bids were received, only four were
chosen, and this was experienced as a loss of face by staff in
those hospitals that were unsuccessful. Participants described their feelings of failure to represent and support
colleagues within the Trust:
Everyone thinks you’re a failure then. You’ve failed, because
you didn’t bring it home. And that goes for the team and the
surgeons and the site…It really felt like you failed to deliver on
something that you should have been able to get (oncologist,
July 2018).

The emotions accompanying this loss may have been
exacerbated by the visible nature of the bidding process to
colleagues inside their own Trust and peers across the region, and the values associated with being a specialist
centre.
Loss of status and aspiration. Losing the bid to be a specialist surgical centre also had an impact on the internal
career narrative of some surgical staff, who felt that
status as a ‘successful team’ had been lost in the period
just after the reorganization. For instance, this surgeon
suggested:
I’m sorry if I appear to be negative but… you have to appreciate
that from my point of view I came here, I built something up
over many years and we had very good results and very good
outcomes and I had always been led to believe that if you had
good results and good outcomes then you would do well. But
unfortunately our outcomes have not been considered and
everything that I ever built up has been taken away…and I have
nothing anymore (surgeon, October 2016).

Here, the high degree of emotion appeared to be related
to the loss of personal status, which threatened the staff
member’s identity.13 This is a speciﬁc challenge with
centralization, and MSC more widely, where services may
experience loss despite performing well in their day-to-day
work (here, being a surgical centre). This exerts a particular
emotional impact:
So what we have done is we have taken something really good and certainly I’m talking about this collaborative, this is not a
generalisation about other collaboratives etc. etc. - we’re quite
unique, and we have destroyed it. (surgeon, follow-up interview, April 2019)

This particular emotion may have become less intense as
individuals adapted to the new system; indeed, some staff
went on to work at the newly designated specialist centre. In
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their follow-up interviews, some interviewees described
experiencing positive status in these new roles.
I adapted - I became a laparoscopic surgeon. I did 200, 300
laparoscopic operations. Then [i.e. previously], I was lagging
behind because the world was going robotic, and this change of
gear gave me the ability to be back at the forefront again.
(surgeon, March 2017)

Loss of motivation and reward. While specialist surgery was
centralized at specialist sites, other forms of surgery (e.g.
benign work) continued at the local sites. One of the
consequences of not being able to practise specialist surgery
was the feeling of having lost the rewards of this type of
work. Some nurses reported that loss of specialist surgical
activity was demotivating, whereas others were not really
affected by the changes: ‘We are patient advocates. So
where the patient goes, for me, as long as I’m there to
support them, it doesn’t really matter’ (clinical nurse specialist, March 2017). However, this nurse joined the institution when changes were already underway, suggesting
that their organizational identity and site attachment had not
been challenged by the centralization process.12 This
highlights how the loss of motivation and reward individuals experience may be reliant upon their individual
circumstances and their association with the institution
before the changes occurred.

Support and coping strategies offered
We identiﬁed various strategies offered during the implementation phase, usually by the central leadership team
and other managerial roles. Anticipation or expression of
loss from staff at local sites was often countered by an offer
of instrumental support – for example, offering joint contracts, collaborative interventions or educational opportunities. Emotional support was mentioned far less often,
particularly in relation to short-term loss experiences, and
normally in the context of supporting other members of the
implementation team.

Coping with short-term loss: Persuasion
Central leadership ﬁgures acknowledged the emotional
aspects of loss. They characterized their own role in several
different ways, including ‘bridging’ and ‘persuading’. Ultimately, leaders had such a strong belief in the intended
beneﬁts of the centralization that they relied on this as a way
of rationalizing the necessary emotional difﬁculty of the
process. For example, one director suggested that people
should not be judged for their emotional reactions, but
balanced this against the fact that the changes were
‘wanted’:
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I think you have to understand the emotion and not say people
are right or wrong, but just relentlessly try and, well, be
transparent…I think that we try to play that role bridging
between commissioners and providers [i.e. hospitals] and between different providers and with the public to try and help
through the commissioner-led new models of care that the
providers, to be fair, wanted to enact (network manager, January 2016)

Leaders sometimes portrayed concerns about loss as
resistance. The leaders gave support to keep people ‘on
board’ through persuasion and collaborative approaches:
The biggest thing was persuading people and keeping them on
board when they didn’t think it was a good plan…Making sure
they’re involved in the decisions around what is the programme
going to be, so that they feel that the end game is something that
they have owned even though they didn’t like the idea in the
ﬁrst place. (senior hospital manager, April 2016)

Another participant said she drew on altruism to help
promote the changes:
As much as you like to get everybody’s emotional involvement,
I think sometimes it’s kind of like looking at the greater good, in
terms of this is necessary…and just selling that for what it is. I
think one of the hindrances that we had is because of resistance;
otherwise, some of these things could have happened many
years ago. (clinical nurse specialist, March 2017)

Similarly, another leadership ﬁgure felt that dwelling on
loss was unhealthy for the service, and offered support
through trying to get local staff to refocus on positives
relating to the new service:
If you get locked into this focusing on what you feel you’ve
lost, you have to acknowledge that and work through it, but if
you get stuck with that, then it does tend to be, I think, it can
prevent the service thriving. (clinical director, August 2016)

Therefore, acknowledgement of emotional reactions to
the short-term processes of the centralization was broadly
characterized in terms of overcoming resistance. Support
was offered only in relation to the promise of a successful
new system and in enabling the work of pathway directors
who had a particularly stressful set of activities in persuading others. However, the promise of a new, effective
system may have helped some staff members to forge new
identities after the change.

Coping with long-term loss: Instrumental support
From 2016 to 2018, centralization leaders provided a
multidisciplinary team ‘improvement programme’ to

develop common protocols for decision-making about
patient pathways, but also to support clinicians in local sites.
Local leaders were assigned coaches and operational support to make improvements in standardizing multidisciplinary team protocols. This may have mitigated the loss of
autonomy reported in the theme of long-term subtractive
change; however, we did not ask about this speciﬁcally in
our interviews.
In order to bring the requisite expertise to specialist
centres while mitigating the loss of staff at the local sites,
joint contracts were advertised, so that some surgeons,
oncologists and clinical nurse specialists were able to work
in both specialist sites and their original local site employer.
This meant that some team members retained familiarity
with each other, and patients experienced greater continuity,
through contacts with the specialist and local sites. These
measures were effective in overcoming long-term loss:
surgeons with joint contracts were better able to cope with
professional loss if they were provided with the opportunity
to gain new skills by working at the specialist centre. As a
result of this, they felt like they had gained from the reorganization. For instance, one surgeon from a local site
with a joint contract to a specialist site said:
I evolved. There is a process of evolution. Those who don’t go
through that process of evolution stagnate and become unsuccessful…I was lagging behind because the world was going
robotic and this change of gear gave me the ability to come back
to the forefront again. (surgeon, March 2017)

Despite the success of this support measure, there was a
perception that these contracts were not open to all. Some
suitably qualiﬁed surgeons were initially offered the opportunity and then felt prevented from doing so as contracts
were offered to younger surgeons:
This is a bone of contention for [our hospital], that in the other
units a surgeon from that unit is going down [to the specialist
centre] and doing the operation. In our unit actually that hasn’t
been allowed (surgeon, May 2017)

For those who took up the opportunity to work at the
specialist sites, there were also unintended consequences,
with added stress for employees with joint contracts through
the logistics of travelling between sites:
We had an agreed job plan, and obviously working across
different sites is always difﬁcult for anybody. So personally it’s
difﬁcult, because I’m having to go to different sites, so that
often happens between sites when you’re working in both sites.
(surgeon, follow-up interview, February 2019)

This highlights that resources that mitigate stress and loss
at an organizational level may still induce stress at an
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individual level (e.g. increased workload or travel time), as
staff struggle to cope in difﬁcult circumstances.
In other cases, instrumental support measures were not
delivered. For example, leaders suggested that consultants
from specialist sites could hold joint posts with the local
centre, but specialist surgeons were reluctant to travel to the
local unit. The hospital was consequently running on a
locum-based service, and the lack of permanent doctors was
perceived to be a risk to the long-term stability of the
hospital (manager, in ﬁrst and follow-up interviews, July
2018 and February 2019). Plans were made to mitigate
some professional losses by putting trainees on rotation
across specialist and local hospitals, but this arrangement
had not been put into place by 2019:
One of the discussions that we had was that we will have
trainees. We will rotate the trainees across the two hospitals,
which is again part of looking at staff training, the third education, which has not happened. And if a trainee had a rotation
that included working in both the hospitals as one job, then the
impact would be less. (surgeon, follow-up interview, February
2019)

This demonstrates that instrumental resources, such as
training rotations, may have been more difﬁcult to implement than other aspects of the system change. Leaders may
not have prioritized these sorts of measures to mitigate the
stress of losses consistently.

Discussion
Immediately following centralization, staff experienced
subtractive changes such as loss of activity, skill use and
interaction with familiar team members. Over time, staff at
local sites perceived shrinking, de-skilled and destabilized
teams. Both individual staff members and their host organizations felt devalued, and people experienced loss of
status and motivation.
Our results also highlighted how leaders put some
instrumental measures in place in the centralization to
mitigate these losses through joint contracting, surgical
skill development opportunities and trainee rotation.
However, these measures were partly undermined by
feelings of inaccessibility (e.g. not all surgeons felt encouraged to apply for joint contracts) and negative individual consequences (e.g. increased workload or travel
time). Relatively little emotional support was offered, and
emotional reactions to the centralization were often
characterized as resistance, to be overcome through
persuasion and appeals to the success of the new system.
Instead, leaders of large-scale change should anticipate
and empathize with these feelings, and offer enhanced
support of different types (i.e. instrumental, informational, emotional and understanding/validation)17 to help

9
loss sites manage the change effectively. Furthermore,
resources that generated a beneﬁt to individuals (such as
joint posts) could be to the detriment of the local organization, and vice versa.
Professionals reported tangible anxiety that patient
experience and perioperative outcomes had worsened
through the de-skilling of staff, and that the organization
was severely compromised; however, speciﬁc examples
of patient dangers were not given. Our study did not
collect data that could substantiate or refute these anxieties. Another study of MSC noted that being able to see
improvements ‘on the ground’ reduces clinicians’ fears;33
however, the improvements may be less visible in local
sites. For context, these ﬁndings about loss come from the
wider dataset, whereas most interviewees (including
those in local units) felt the reorganization was positive
and that conducting a higher volume of specialist surgery
at a designated centre was the best option to maximize
patient beneﬁt.
This analysis builds on previous studies of major system
and organizational change by reinforcing the conceptualization of change as a stressor6,10 and a loss.13 Models of
leadership change, such as Bridges et al., also highlight that
emotional reactions evolve over time, beginning with
feelings of being threatened, expressions of grief and
sadness, followed by openness to change and the establishment of new routines.34 We did not observe some of the
features of change outlined in this model – such as feeling
distracted or bargaining – which may be because participants forgot these initial experiences by the time we interviewed them. Our study makes a novel contribution by
highlighting the competitive processes associated with loss
incurred in centralization, restricting specialized activity to
particular individuals and creating a hierarchy by giving
decision-making powers and resources to specialized sites.
These ﬁndings are relevant to other forms of loss, such as
decommissioning.35,36
Our ﬁndings also concur with studies that say leaders
of MSC have a responsibility to engage with their
stakeholders in the emotional repercussions of change.
New ways of thinking about leadership suggest that
emotional connectedness and values are important,26 as
individuals feel more resistant to MSC when it is discordant with their own values.37,38 Our study suggests
that values are important but potentially insufﬁcient in
building the resilience needed to cope with change across
the whole system, as they cannot account for abrupt
changes in team composition and stafﬁng shortages.39 We
also echo concerns articulated by Fraser et al. about
leaders’ use of clinical arguments or evidence of ‘success’ in persuading stakeholders to drive home MSC.40 In
our own study, participants agreed with centralization in
principle, but resistance was generated by concern for the
long-term success of organizations and individuals.
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Implications for practice
Leaders of this MSC were able to centralize specialist
cancer surgery, with the aim of improving patient outcomes.
However, they inadequately managed the stress of loss,
particularly in terms of providing emotional support in the
implementation phase of the process. Leaders of MSC
should carefully consider the timing of planned indirect
changes such as training and skills development. If these are
deprioritized until after the main service changes have
occurred, they may never be implemented, leading to
stafﬁng gaps and risks to patient safety.
It is also the responsibility of leaders of centralized
services to consider social interactions and team dynamics.
More could be done at the local level to help individuals
cope with loss of face and status. This could include opportunities for staff to express their feelings, obtain support
from professional bodies, or engage in the co-production of
practical solutions (e.g. creating a multi-site rotation plan
for trainees that would support workforce deﬁcits in local
sites).13
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MSC in other specialities and contexts and look at anticipated loss in the planning stages, as well as long-term
perspectives.

Conclusions
Stress incurred by aspects of loss in system change cannot
be fully prevented. But this emotional burden can be
mitigated by MSC leaders paying attention to identity
change and coping strategies for individual staff members.
Resources to help manage feelings of loss should be delivered concurrently with other centralization changes to
mitigate the risks to implementation. Leaders also need to
reconsider the narrative of ‘overcoming resistance’, considering how this may be supported by providing adequate
resources to mitigate stress and loss.41
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