The Role and

Utility of Cost Information in Medical
Audit

Simona Scarparo

Doctor of

Philosophy
University of Edinburgh
2001

Declaration

I

hereby certify that this thesis contains no material which has been accepted for the

award of any

other degree

or

diploma in

knowledge and belief, the thesis contains

any

no

university and that,

to

the best of my

material previously published

or

written

by another person, except where due reference is made in the text of the thesis.

Simona Scarparo

29 October 2001

Edinburgh

In memory

of my father

L 'Infmito

Sempre caro mifu quest'ermo colle,
E questa siepe, che da tanta parte
Dell'ultimo orizzonte il guardo
Ma sedendo

e

esclude.

mirando, interminati

Spazi di la' da quella, e sovrumani
Silenzi, e profondissima quiete
Io nel pensier mio mi fingo; ove per poco
Il cor non si spaura. E come il vento
Odo stormir tra questepiante, io quello
Infmito silenzio a questa voce
Vo comparando: e mi sovvien I'eterno,
E le morte stagioni, e lapresente
E viva, e

il suon di lei. Cosi' tra questa

il pensier mio:
naufragar m'e'dolce in questo mare.
(Giacomo Leopardi)

Immensita' s'annega
E il

The Infinite

always was this lonely hill,
edge that excludes so large a part
Of the ultimate horizon from my view.
But as I sit and gaze, my thought conceives
Interminable vastnesses ofspace
Beyond it, and unearthly silences,
Dear

to me

And this

Andprofoundest calm; whereat my heart almost
Becomes dismayed. And as I hear the wind
Rustling through these branches, Ifind myself
Comparing with this sound that infinite silence:
And then I call

to

mind eternity,

that are dead, and this that now
living, and the noise of it. And so
In this immensity my thought sinks drowned:
And sweet it seems to shipwreck in this sea.
And the ages
Is

Abstract

The aim of this thesis is

investigate issues arising from the integration of accounting and
setting for this is medical audit. The area of medical audit is an interesting field
for investigation. It provides a research setting which reflects the tensions and divergences
between, on the one hand, the intentions and concerns of the medical profession and, on the
other, the aims of the managerial and accounting reforms in health care, which the British
government has implemented in the last two decades. The intention is to investigate whether
medical audit can be considered as an appropriate area in which the interaction of management
accounting methods and clinical practice may contribute to a closer collaboration among
accountants and clinicians. Accounting has the potential to play an important though non
traditional role in developing constructive financial information which places less emphasis on
control and more on contributing to a cost effective clinical service design and treatment
process. To achieve this, accountants have to appreciate clinical decision-making process
procedures and objectives, so that appropriate information can be supplied, in the correct form
and at the correct time. This study uses the medical audit as the setting for assessing whether
accounting information can contribute to improving both the quality of care and its cost
to

medicine. The

effectiveness.
The aim of this

study is therefore to ascertain the extent of potential interest in accounting,
accounting, by clinicians. This issue reveals a paradoxical element in
clinicians' behaviour, which requires explanation. Kilpatrick et al. discloses a scenario, which
presents inconsistencies in the pattern of clinicians' behaviour. (Kilpatrick K., Lapsley I.,
Mitchell F., 1998). The authors describe a situation in which on one hand medical
professionals exhibit anxiety and objections towards the use of managerial practices including
cost information, as they fear limitations in their clinical freedom. On the other hand, there is
evidence from a series of studies, published mainly in specialised journals, in which doctors

particularly in

cost

themselves address the issue of
part

of

a government

resource

sponsored

utilisation and

management

cost

calculation. These studies

are not

framework of clinical budgeting and efficiency

control, but have been initiated and undertaken by clinicians themselves. They provide
evidence that doctors

anti

accounting per se but might have a broad-based and
enduring interest in and concern over the type of contribution which accounting can make to
the discipline. Therefore, a deeper investigation of the nature of this interest in costing by
clinicians will be informative as a basis for explaining the possible reconciliation with more
formal hospital systems of accounting.
The key accounting dimensions of this study are focused on the following issues:
1) The evaluation of a potential role of costing information systems within the medical audit
process at the level of the individual hospital.
2) The analysis of the possible relevance of costing information for clinicians.
These topics will be studied adopting a case-study research method focused on a selected
number of hospitals among those participating in the Scottish Hip Fracture Medical Audit as
units of analysis, comparing two main types of hospitals: Teaching Hospitals and General
Hospitals. The research project also includes an international comparison between Scottish
and Swedish hospitals. Clinicians involved in the medical audit and/or responsible for
orthopedic clinical directorates, managers and accountants will be the main subjects involved
as

interviewees.

are

not
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Chapter 1
Introduction

Introduction

1.1

This

study is concerned with issues arising from the integration of accounting and

medicine. The

cused

on

setting for this is medical audit. The choice of conducting research fo¬

accounting and medical audit has been determined by influential advocacy for

the conduct of further

1994a:

Kilpatrick et al., 1998). The importance of undertaking studies which explore

what role

accounting plays in the construction of organizational participants' views of

the desirable and the
to the

empirical investigation (Hopwood, 1983: Scapens, 1994: Lapsley,

possible has been advocated by Hopwood (1983, 290). In addition

investigation of the interaction between accounting and organisational partici¬

pants, there is the necessity to explore whether accounting can assume an active role
in the achievement of

organisational cohesion (Scapens, 1994). Lapsley (1994a) and

Kilpatrick et al. (1998) have suggested that
search exists in

a

specific opportunity for this type of

re¬

exploring the interaction of accounting practices with those of medical

audit, and in particular the potential integration of costing information within audit
programmes.

vides

a

The

research

area

of medical audit is

an

interesting field for investigation

setting which reflects the tensions and divergences between,

1

it

pro¬

the

one

as

on

CHAPTER 1.
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hand, the intentions and
of the

has

concerns

2

of the medical profession and,

managerial and accounting reforms in health

care

on

the other, the aims

that the British government

implemented in the last two decades.
In

addition, with the introduction of the latest White Paper (The Secretary of

State for

British

Health, 1997) the importance of introducing medical audit

programmes

hospitals has been reinforced. The latest NHS reform is informed by

a

in the

change of

perspective in the governmental agenda. The system designed by this reform promotes
a

shift of interests from

towards issues of

focusing only

managers

assessment programmes,

a

financial matters and financial accountability

improvement of quality of

hospital clinicians and

It is

on

the

new

care.

In order to foster commitment by

towards the implementation of continuous quality
concept of Clinical Governance has been introduced.

complex framework of action1 of which medical audit is considered

(Swage, 2000, 122),
is considered

a

even more

a

building block

the implementation of programmes of medical audit in hospitals

crucial element for the

In this context,

has received

as

a

monitoring and the assessment of quality of care.

the compulsory requirement of introducing medical audit

programmes

strong impetus. This attribute makes the investigation of medical audit

significant.

Thus, this study intends to address the calls for research referred to above. It is

designed to investigate
ods and clinical

ways

in which the interaction of management accounting meth¬

practice design and development techniques

collaboration among accountants
1

may

contribute to

a

closer

and clinicians. Accounting systems have the poten-

According to the Minister of Health: 'The best definition that I have seen of Clinical Gov¬
is simply that it means 'corporate accountability for clinical performance'. Clinical
governance will not replace professional self regulation and individual clinical judgement, con¬
cepts that lie at the heart of health care in this country. But it will add an extra dimension that
will provide the public with guarantees about the standards of clinical care (Sam Galbraith,
June 1998).
ernance
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tial to

play

that this

less

INTRODUCTION

important though non-traditional role in this collaboration. It is likely

an

might be achieved by developing sensitive financial information which places

emphasis

on

control and

design and treatment
decision-making
be

can

more on

study

information

procedures and objectives,

uses

the medical audit

make

can

a

traditional contribution in

so

that appropriate information

improving the quality of

care as

well

as

its

improving cost effectiveness. A key aim of this study
potential interest in accounting, particularly in
a

paradox in clinicians' behaviour

requires explanation. Kilpatrick et al. (1998) disclose a scenario which presents

inconsistencies in the pattern

which,

the

cost effective clinical service

the setting for assessing whether accounting

accounting, by clinicians. This issue reveals

which

in

as

contribution to

is therefore to ascertain the extent of

cost

a

To achieve this, accountants have to appreciate clinical

process.

processes

contributing to

supplied, in the correct form and at the correct time.

This

more

3

use

on one

of

of clinicians' behaviour. The authors describe

a

situation

hand, medical professionals exhibit anxiety and objections towards

managerial practices including cost information

their clinical freedom.

On the other

as

they fear limitations in

hand, there is evidence from

a

series of studies,

published mainly in specialised journals, in which doctors themselves address the issue
of

utilisation and cost calculation. These studies

resource

are

not

part of

a

government

sponsored management framework of clinical budgeting and efficiency control, but have
been initiated and undertaken

doctors

are

not

by clinicians themselves. They provide evidence that

against accounting

per se.

Indeed they

appear to

have

a

broad-based

and

enduring interest in and

concern over

the type of contribution which accounting

can

make to the

Therefore,

deeper investigation of the nature of this

interest in

discipline.

a

costing by clinicians will be informative

as a

basis for explaining the possible

CHAPTER 1.
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reconciliation with

The

more

formal

4

hospital systems of accounting.

specific objectives of investigation of the present study

are

focused

on

the

following issues:

•

Whether clinical audit

clinical and

can

become

an

costing information and clinicians' and managers' domains.

•

To what extent clinicians

•

Whether clinicians' interest in costs

versus

These

are

can

topics will be studied by adopting

costing information

be

interpreted

a

as

as an

issue of legitimacy

process.

case-study research method focused

hospitals and two Swedish hospitals selected

Hip Fracture Medical Audit,

two main

interested in

instrumentality in their decision-making

four Scottish
in the

appropriate setting for the integration of

among

on

those participating

units of analysis. Comparisons will be made of

types of hospitals: Teaching Hospitals and General Hospitals, and between

Swedish and Scottish
also allows

an

hospitals (one teaching and

international

clarified in the next sections
tish and Swedish

general),

as

the research project

comparison between Scottish and Swedish hospitals. As

(Chapter 6

para.

hospitals has been considered

because the programme

one

6.2.2)
an

,

the comparison between Scot¬

appropriate issue for investigation

and the procedures for auditing the hip fracture (the Rikshoft

programme) has been developed in Sweden in 1988, and subsequently implemented
with very

minor changes in the Scottish hospitals.

Clinicians involved in the medical audit

directorates,
are

the main

managers

and/or responsible for orthopaedic clinical

and accountants, and

subjects involved

as

nurses

interviewees.

involved in the audit

programmes

CHAPTER 1.

INTRODUCTION

The context of the

1.2

In order to

5

study

explore the issues listed in the previous section,

activity- Hip Fracture 2- has been selected. This particular
cause

it presents

specific medical

a

area

interesting characteristics. First of all, it is

a

has been chosen be¬

medical

area

recognised for its significance and for the expected increase in the number of
affected.

From

derline

likely future trend of escalation of

a

a

resource

on

consumption which will

the budgets of the health

(Craig et al., 1990), which

means

diagnose. It has

depends

the utilisation and effectiveness of medical

on

and outcomes

a

un¬

cause a

care

suitable

high rate of frequency of

be identified and

can

area

an

of

in¬
as

that it is relatively well defined

and easy to

fracture

persons

(Kilpatrick et al., 1998). Besides, the fracture of the hip is considered

'tracer' condition

care

which is

managerial and accounting point of view, these characteristics

a

significant impact of overall costs of treatment
stitutions

core

occurrence,

care.

and its outcome

For these

costs,

reasons,

interrelated, and these attributes make hip

investigation for the relationship of costing information and

medical audit.

Another

important

reason

that in Scotland there is

Scottish

an

a

priority for different

reasons.

a

established

hip fracture medical audit

programme.

The

Hip Fracture Audit Programme started in June 1993, and the opportunity and

utility of performing

of the

behind the choice of this specific condition lies in the fact

structured medical audit of hip fractures

hip fracture audit

very common

programme

a

major

(Closs and Currie, 1994), the femoral fracture is
surgery

and rehabilitation treatments

for two types of proximal femoral fracture: cervical and
these two types of fracture demand
different surgical treatment (Stromberg, 1998, 9).
a

collective

considered

As described in the report of the first year's experience

injury in elderly people, whose

"'Hip fracture is

was

trochanteric fractures.

name

This distinction is important, as

CHAPTER 1.
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problematic for the orthopaedic and other services involved in the treatment. The

are

rehabilitation service is

be monitored. In

can

a

6

a

very

important aspect of the

fact, this service

lead to different outcomes. In

can

care

treatment which needs to

be organised in different

and each of them

ways,

addition, the mortality rate is high, and there is also

problem of patients experiencing loss of independence and residual disability. All

these

are

important factors affecting the outcome of the

care

provided which require to

be examined.

Each year, over

50,000

cases

in England, and nearly 6,000

cases

in Scotland

(Tierney and Vallis, 1999). One quarter of the orthopaedic bed in Scotland

are

occur

occupied

by hip-fractured patients (Scottish Needs Assessment Programme, 1997). Due to the

aging population, the incidence of hip fractures is expected to rise by 25%

over

the

next ten years.

The Scottish

Hip Fracture Audit

collecting information
developed in Sweden.
fracture

on

of

a

specific scheme for

are

collected

as soon as

on as a

a

was

multi-centre hip

the patients

are

follow-up enquiry, and in

admitted,
case

of any

orthopaedic units of patients already present in the audit data base.

As will be described in the
the Scottish

use

The Swedish project, called 'Rikshoft', is

they have been operated

re-admission in the

has made

the patients admitted to the orthopaedic units, which

study, in which the data

four months after

programme

following chapter, there is

Hip Fracture Audit

has raised the idea for

programme

developing

a

an

interesting connection between

and Swedish 'Rikshoft'. This connection

comparative study between the two countries of

the role and

importance of costing information, and the experience of clinicians and

managers on

these issues in the hospital's part of the audit

Sweden and Scotland present

programmes.

interesting commonalities and differences. Like Scot-

CHAPTER 1.
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7

land, the Swedish National Health Service has been subjected to
cations, reflecting
countries. More

a

can

number of modifi¬

pattern of managerial reformism common to most of the European

specifically, the accounting and control systems have been under

tinuous reforms from the

reform

a

be traced to the familiar

utilisation, and the

The underlying motives for this

early 1970's.

emergence

reasons

of

con¬

process

searching for improvements in

of

resource

of the issues concerned with clinical and financial

ac¬

countability and managerialism (Ballantine et ah, 1998). Perhaps the most important
similarities

resource

from

regard the attempts to introduce market mechanisms for coordinating the

allocation systems

and the change in status of citizens receiving health

patients to customers (op. cit.,

p.

care,

74).

Nevertheless, these authors draw attention to important differences. While in the
U.K. the introduction of
den the

a

quasi-market system had

purchaser-provider separation

was

a

nation-wide acceptance, in Swe¬

not accepted throughout all the country. In

event, the U.K. experiment has been stopped, and the form of

any

purchaser/provider

spilt is being phased out in Scotland. It is argued that these dissimilarities
in

a

different

funding system. The British

Swedish health

care

is funded

one

is

more

may

reside

centrally coordinated, whereas

through regional taxes, which

are

raised and managed

directly by the County Councils.
Furthermore, differences
forms

a

are

reported in the level of acceptance of managerial

by Swedish clinicians. Coombs (1987) in

an

re¬

early study presented evidence of

tendency exhibited by Swedish clinicians to become directly involved in managing

the

care

procedures, and being willing to acquire expertise in using

instruments which

provide

and clinical activities.

an

understanding of the link between

proper

resource

Although this evidence did not contradict the

accounting

consumption

presence

of differ-

INTRODUCTION
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cultures, i.e. managerial and clinical, within the hospital organisations. In addition,

ent

there is the

suggestion that in the Swedish context the tension between medical pro¬

fessionals and managers appears

to be less intense than in the U.K. (Ballantine et ah,

1998, 74). Consequently, considering the similarities and the divergences between the
Swedish health
tish

care

Hip Fracture

beyond

a

system and the British one, and given the link between the Scot¬

programme

and the 'Rikshoft'

bilateral partnership3,

a

which has recently

programme,

gone

comparative study in this specific medical domain

would be useful in order to better understand the motivations which underlie clini¬
cians' interest towards cost information. This international

a

comparison would provide

deeper insight to the analysis because of the distinctive political environment and

cultural tradition of the Swedish

society.

Theoretical framework

1.3

In order to understand and

retical framework

explain the issues addressed by this research, the theo¬

adopted is the institutional approach

as

theorised by organisational

sociology. This approach has been adopted because it provides
exploring the

process

by which organisations

answer

a

suitable framework for

to pressure for change exercised

by institutions. More specifically, this theoretical framework provides
the way

State)

in which mechanisms of

on

pressure are

explanation of

exercised by institutional actors (e.g. the

organisations (e.g. hospitals) and how organisations

According to institutional theorists, hospitals
'institutionalised

an

are

answer

portrayed

organisations' (Meyer and Rowan, 1977),

as

as

to this

pressure.

peculiar example of

they need the support of

3The EU has funded, for three years, a programme called BIOMED2, with the purpose
analysing case-mix, surgical management, rehabilitation management and outcomes of the
hip fracture throughout Europe. The final aim is the creation of a standard data set for
comparison within the 14 European countries involved, leading towards the determination of
the best practice of hip fracture surgery and rehabilitation procedures.
of
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comply with their rules in order to obtain legitimation. In

organisations tend to implement changes which allow them

comply with the requirements set in their political and cultural environment: they

tend to become

isomorphic (Meyer and Rowan, 1977). DiMaggio and Powell (1983)

have further extended the process

of mechanism of

response

of isomorphic changes identifying three typologies

change. Firstly, organisations tend to activate

of change in

a process

to a coercive pressure exercised on them through formal or informal mecha¬

nisms, for instance government requirements enforced by law,

Secondly, organisations

may

social expectations.

enact a process of mimetic change when imitating practices

implemented by other organisations, that
and successful.

or

are

conventionally recognised

as

Thirdly, professions within organisations enact themselves

legitimate

a process

of

change for defining conditions and methods of their work.
In accordance with these mechanisms of

is

represented

as an arena

'isomorphic' changes the health

care

in which the interests of the medical professionals have been

challenged by the interests of management and government representatives
rationalisation of health

care

delivery. Hospitals

are

depicted

as

in the mechanisms of reaction towards the pressure

are

over

the

institutional organi¬

sations in which the technical and the institutional structures have

structures

sector

a

strong influence

for enacting changes, and both

important for the legitimacy and the survival of these organisations.

Therefore, hospitals reacts adopting

a

'decoupling' mechanism (Weick, 1976: Meyer

and

Rowan, 1977: Scott, 1983), creating separate administrative and clinical structure,

and

leaving the medical professionals in charge of the decisions

on

clinical activity and

its evaluation.

This mechanism has been used to

explain the reaction of hospital organisations and

CHAPTER 1.
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professionals to the enactment of continuing managerial reforms of the Na¬

tional Health

Service,

as

will be further explored in the next chapter. The behaviour

adopted by medical professionals

pling mechanism' and the

can

processes

be explained according to the logic of the 'decou¬

of 'isomorphic change'

as

defined by institutional

theorists.

Externally imposed requirements of conforming the decisions
and the process
tal for

on

of evaluation and control of clinicians' activity with

achieving rationalization of the delivery of

care

a

clinical activity,
logic instrumen¬

has been resisted by medical

professionals. Accounting practices have been introduced in hospital organisations and
have received

to

a

symbolic

response

by medical professionals, with statements of attempts

comply but resulting in achieving little substantive changes in clinicians' behaviour.
Within this context,

be

as an area

in which might

possible to achieve interaction between the administrative and clinical structures.

The

integration of costing information within medical audit procedures might foster

process

of interaction between clinicians and

can assume an

the

medical audit has been suggested

managers

a

in which accounting practices

operational role in clinicians' decision-making. In order to investigate

potential integration of medical audit and costing information it is

necessary

to

analyse the nature and the logic of adoption of medical audit procedures. Also, it is
necessary to

investigate the extent to which clinicians show

an

interest in costing issues.

It becomes

important to highlight whether their interest is motivated by the ritualistic

function of

accounting practices, which correspond to the need to comply with the rules

set

the

by the policymakers and the funding institutions. Or, whether this interest is due to
recognition of accounting practices

decision-making

process.

as a

complementary knowledge informing their

CHAPTER 1.
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The structure of the thesis

1.4

The thesis is structured

according to three main sections. The first part consists of the

examination of the Theoretical framework

(Chapter 2) adopted to inform the investi¬

gation and the analysis of the research objects and of the exposition of the Research
Methods

(Chapter 3) chosen for enquiring the objectives of the research. The second

part aims at defining and analysing the context of the study.
The two

(Chapter 5),
discussed.

key dimensions, i.e. Medical Audit (Chapter 4) and Costing Information
upon

which the issues investigated in this thesis

Chapter 4

on

been debated among

built,

are

analysed and

Medical audit aims at analysing the conflicting nature of this

its origins and its evolution, providing

area,

are

a necessary

portrait of the issues which have

medical professionals, policy makers and health

care

researchers.

Chapter 5 explores the dialectic characteristic of the role of costing information in

informing medical professionals in their activity. Both these chapters
in order to

a

fundamental

depict the context which informs the main research topics of this thesis.

The final part presents
of

are

the empirical findings and their analysis. It is composed

chapter dedicated to the investigation of Hip Fracture Audit (Chapter 6)

example of mimicry

process,

as an

whose nature and development is explored and analysed

according to the institutional approach.

Subsequently, it follows the disclosure and

analysis of the empirical data collected in the Scottish hospitals (Chapter 7) and the
Swedish

hospitals (Chapter 8), which present in depth

of this research
of the

are

case

studies where the objects

investigated. The final chapter (Chapter 9) draws the conclusions

study focusing

on

the comparisons of the findings between Scottish teaching and

general hospitals and between the Swedish and the Scottish hospitals.

Chapter 2
Theoretical Framework: An

Institutional

Review of the literature

2.1

In order to understand and

an

institutional

suitable

explain the issues addressed, this thesis is informed by

approach applied to organisational sociology. This theory provides

explanatory framework for exploring the mechanisms of

external factors
the

Approach

(e.g. the State)

organisations respond to

on

exercised by

organisations (e.g. hospitals) and examining how

pressure.

The relevant ideas of this approach

below and then related to the main arguments

The focus of this

pressure

a

are

reviewed

examined by the present research.

approach is the concept of 'institutions'. The definition of this

concept in the literature is not straightforward. Institutions can be defined as societies
or

established

organisations, mainly of

several purposes
established

a

public character, that

(i.e. social, educational, religious

laws, practices

or

or

are

constituted for

charitable purposes),

customs. However, in the literature there is

no

as

well

as

simple and

agreed definition of institutions (Scapens, 1994, 305). Berger and Luckmann (1966) in
their

is

analysis of the mechanism through which social order originates, is sustained and

transmitted, analyse the

process

of institutionalization and provide

12

a

broad definition
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as

follows:

Institutionalization
ized actions
tion

occurs

a

by types of actors. Put differently,

general definition emphasizes the

are

defined

as

reciprocal typification of habitualany

process

the results of this process.

though still general, is the
Institutions consist of
that

whenever there is

such typification is

an

institu¬

(Berger and Luckmann, 1966, 72).

This very
tutions

13

one

A

of institutionalization, and insti¬
more

articulated definition,

even

conceptualized by Scott:

cognitive, normative and regulative structures and activities

provide stability and meaning to social behaviour. Institutions are transported

by various carriers - cultures, structures, and routines - and they operate at multiple
levels of jurisdiction

(Scott, 1995, 33).

This definition represents

institutions

as

not only a process of establishing common

meanings and symbols between actors, but also

as

structures and activities different in

nature, and as regulative processes carried through by organisations, which shape social
behaviour. This definition shows
author at

a

complexity which derives from the attempt of the

integrating the different conceptions of the nature of institutions

as

formalized

by the various schools1. In spite of the variety of elements that each school of thought
identifies

as

fundamental2, there is

agreement on the driving force of institutions (op.

cit., 1995), which resides in their ability of providing 'stability and meaning to social

behaviour',

as

quoted above. In order to achieve these objectives the actors of this

'institutional world'

defined

(Berger and Luckmann, 1966, 79) need legitimacy, which has been

as:

xFor an exhaustive review of the early conceptualization of Institutional Theory and its
application to organisations by different currents of thought see Scott 95, chapters 1 and 2.
2Scott identifies three fundamental elements of institutions: regulative, normative and cog¬
nitive, which he defined as the 'Three pillars of institutions'. Various theorists have emphasised
the priority of one of the above elements over the others, providing important differences among
the schools of institutional theory (Scott, 1995, 34-35).
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exchanged but

or consonance

a

condition reflecting cultural

with relevant rules

laws (Scott,

or

1995, 45).

In this respect

organisations

actors in an institutionalised environment need the

as

support of other institutions, political as well as cultural, which have the authority

give them legitimacy. The respect of institutional rules becomes

to

for

a

crucial aspect

obtaining legitimacy, and organisations have to incorporate them. These rules

function

'powerful myths' (Meyer and Rowan, 1977, 340) which

as

are

can

different from

prevailing social behaviour because of their characteristic of providing objectivity. This
means

that institutions become

of their

An

own

something external to the actors, they

Rational in the
a

rule-like

must be

that

sense

manner

that

as

they identify specific social

what activities

are

'rational myths':

purposes

to be carried out

or are

promulgated by individuals

on

or groups

and then specify

(or what types of actors

employed) to achieve them. However, these beliefs

they depend for their efficacy, for their reality,

shared,

reality

(Berger and Luckmann, 1966, 76).

important category of these rules has been defined

in

assume a

are

myths in the

the fact that they

are

sense

widely

that have been granted the

right to determine such matters (Meyer and Scott, 1983, 14).

These rational

myths impinge

exert pressure on

organisations
as

on

the formal structure of organisations. Institutions

organisations to behave rationally. This is based

can, or

should be, rational systems that operate in

as

on

the idea that

efficient

manner

possible (Morgan, 1997, 21). Formal structures of organisations should behave

ac¬

cording to rules of rationality in order to achieve coordination of their activities and
control in the most effective way
rules which

comes

depict

a

rational

institutionalized and

(Meyer and Rowan, 1977, 342). Consequently,

way

a

set of

of how things have to be done is developed, and be¬

organisations have to comply with them in order to obtain

CHAPTER 2.
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legitimacy and survival. Thus organisations tend to become 'isomorphic' (Meyer and
Rowan, 1977, 352) with the environment and tend to implement changes which allow
them to

comply with the requirements set in the political and cultural environment.

Where

terms

Meyer and Rowan identify the

the process

as

process

of institutional isomorphism in generic

through which organisations comply to insitutionalised rules,

DiMaggio and Powell (1983) explore further the relation between organisations' actions
and the pressure
institutional

exerted by institutional environments. They analyse the process of

isomorphism, trying to explain why organisations tend to become similar,

identifying three typologies (DiMaggio and Powell, 1983, 150-153):
•

Coercive

•

Mimetic

•

Normative

Coercive

isomorphism is the

tions when formal

in the

sational

process

ment of the

of change

can

or

dealing with

are

be also activated by social expectations of organi¬

as

exercised

occurs

vague purposes or

when organisations set in uncertain

other problems related to the

manage¬

organisation itself, imitate practices implemented by other organisations

conventionally recognised

are

process

is exerted from other organisations which

conformity. Mimetic isomorphism

environments

defined

informal pressure

of change activated by institutional organisa¬

position of conditioning them, for instance government requirements enforced

by law. This

that

or

process

as

legitimate and successful. The third

process

'normative', which according to the authors originates from the

is

pressure

by the professions to normalise organisational action. They conceptualise the

of professionalisation

as

'the collective struggle of members of

to define the conditions and methods of their work and to establish

a

an

occupation

cognitive base

CHAPTER 2.
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tions in which

processes

of coercive and mimetic isomorphism

they operate. However, the

process

individuals, who

are

well

as

organisations considered

analysis of the actions of organisations facing

environments. The author identifies five
1.

Acquiescence

2.

Compromise

as

complex

as

the organisa¬

it involves enact¬

in cultural elements. Organisations

the carriers of specific cultures. The

affects the reaction of the
the

as

well

professions

of organisational adaptation to the

institutional rules established within their environment is

ing changes in structural

as

same

as

are

made of

in which they react also

way

entities. Oliver (1991) extends

pressure

exercised by institutional

strategic behaviours (Oliver, 1991, 157):

3. Avoidance
4. Defiance
5.

Manipulation

The first two items show acceptance
sities. In the first

case

and intentions with the
ond case,

organisations conform to institutional
constituents,

or

external pressure.

but with different inten¬
pressures,

being strongly dependent
pressures

on

sharing values

them. In the

sec¬

from their institutional

attempt to compromise, balancing pacifying or bargaining with their

external interlocutor.

The last three items

explain strategies of opposition towards

Avoidance happens when organisations aim to deter the necessity

conformity. Defiance is

may

pressure,

organisations facing multiple contradictory

environment may

of

of external

a

strategy of strong resistance to institutional pressure that

imply dismissal, challenge and attack. Manipulation

occurs

when organisations

try to co-opt influence or control institutional pressures and their attempts to evaluate
in

a

purposeful and opportunistic

way.
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analysis of isomorphism shows that the

the environment is

within organisations.

to cope

with external

respond to
a

necessary

On

one

and

an

pressure.

'isomorphism'

can

a

of becoming isomorphic with

unique typology of isomorphic

enact different behaviours, in order

Contrasting behaviours, which
are

can

be classified under

observable when formal organisational structures

institutionalized environment, in which the myth of rationality becomes
process

is not

as

straightforward

as

it might

appear.

organisations have to become isomorphic with the environment (Meyer

Rowan, 1977, 346), assimilating the rules that will guarantee legitimation.

the other

hand,

a

More

On

problem of conflict arises between the high level of generalization

of institutional rules and the

to

Organisations

institutional rule. This

hand

process

multifaceted, and there is not

process

different labels of
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specifically, the

core

specific and unstandardised activities of the actual work.

activities of institutionalized organisations would be required

respond and to comply to 'ceremonial rules of production' (Meyer and Rowan, 1977,

355) whose underlying logic is determined by technical output control and demands
for

efficiency. Organisations in which the definition of their goal is ambiguous (and

where it is therefore
evaluation of their

inherently difficult to define

organisations 'compete not only for

power

and

standardised procedure for the

tasks) will find it problematic to adopt these rules. The tension

that arises is due to the fact that somehow
fact

a

they need to comply with these rules. In

resources

and institutional legitimacy, for social

as

and customers but also for political

well

as

economic fitness' (DiMaggio

Powell, 1983, 150).
A

possibility for resolving this tension is given by adopting the

pling'. Organisations

can

be considered

when distinctive elements of the

as

process

of 'decou¬

'loosely coupled systems' (Weick, 1976, 3)

organisations

are

tied together weakly,

or

with moder-
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organisations present

a

standardised and

legitimate formal structure, which incorporates elements externally legitimated, and
a

parallel structure which is related to the

considerations

core

activities, that respond to practical

(Meyer and Rowan, 1977, 357). Through the decoupling mechanism

ganisational sub-units

manage

or¬

to preserve their own identity, and the formal structure

is disconnected from the technical

activity, which in turn is not connected to its effects

(Meyer and Rowan, 1978, 79).
This process

ness.

becomes extremely relevant for the assessment of organisational effective¬

As Scott et al.

meet their

observe, effectiveness refers to the extent to which organisations

goals (Scott et ah, 1978, 293).

This simple statement conceals

a more

complex and elusive reality. Organisations have been analysed according to different

paradigms,

as

shown in table 2.1, each of them expounding distinct conceptions of

or¬

ganisational goals and consequently portraying various elements to be identified and
measured in order to

The model
that

assess

effectiveness

explaining organisations

organisations

may

(op. cit.,

as

p.

293-303).

loosely coupled systems is based

on

the idea

be assessed by different criteria of effectiveness related to the

organisational components. The formal structures of organisations, in order to achieve
their

goals (i.e. legitimacy and survival), have to

engage

in

a process

institutionalised elements. But the achievement of effectiveness

of incorporation of

by the other essential

part of organisations, the core activities, does not comply with the same logic. While

organisations become

more

homogeneous and disclose rituals of conformity with insti¬

tutional

myths, their structures simultaneously

and

less held

are

tivities

are

less shaped by technical constraints

together by output control. Attempts to control and co-ordinate

according to

a process

of evaluation of the efficiency of the outputs based

ac¬

on
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Defining

anc

Organisational Models
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measuring organisational

e fectiveness

Conceptions of organisations

Criteria for

measuring effec¬

tiveness

Rational

System Model

Organisation
ment

for

as

an

instru¬

of

Measures

achieving specified

productivity

social units

Measures of

efficiency

and

goals
Natural

System Model

Organisations

as

achieving specified goals and

profitability,

par¬

ticipant satisfaction, survival

self-maintenance

Open-system Model

Organisations

as

entities in¬

Measure of

adaptability and

terdependent with the envi¬

flexibility to changing envi¬

ronmental

ronments

factors, achieving

system elaboration and main¬
tenance

Political

System Model

de¬

Resolution of conflict among

by negotiations be¬

participants through negoti¬

Organisational goals
termined

tween

coalitions

of

are

partici¬

pants

ations

and

power

leading towards
and

unique

processes,

a

common

whose

end,

achievement is assessed

Loosely-Coupled system model

Organisations constituted of

With respect

sub-systems holding high de¬

criteria of

gree

of autonomy

ganisation

of

any

effectiveness,
can

adaptation of Scott et al. (1978, 293-303)

an or¬

be both effec¬

tive and ineffective

Source: An

specific
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performance in institutionalised organisations would lead to conflicts and loss

legitimacy. Therefore, typically, it is suggested that organisational elements

coupled, and organisational formal structures

are

are

de¬

preserved from evaluation performed

according to technical performance.
The process
ized' form

of control for evaluating organisational effectiveness becomes

we

really

Another
tional

control take place

are

supported by ritual rather than by

ordinarily think of as rational analysis. These rituals

of providing
is

a

the

appearance

may

of rationality therefore legitimate the activities of what

important mechanism that Meyer and Rowan identify
on

can

1977, 357). This logic

can

control and processes

of performance evaluations

effect of institu¬

actually survive (Meyer and Rowan,

explain why attempts at introducing tighter forms of output
are

often obstructed.

implementation of evaluation and control mechanisms is

of untrustworthiness. Therefore 'institutional

by both internal

Different mechanisms of control

its social distribution

as an

organisations is the 'logic of confidence and good faith', which

helps to explain how decoupled organisations

and evaluation

have the effects

quite loosely-coupled organization (Ouchi, 1977, 98)

isomorphism

The

'ritual¬

(Ouchi, 1977, 98). As Ouchi states:

whatever attempts at
what

a

play

a

managers

are

implicit statement

organisations seek to minimise inspection

and external constituents' (op. cit.,

devised. In this scenario the role of

key function. Society itself builds

whose relevance is divided into

an

a

p.

359).

knowledge, and

stock of knowledge

general and role-specific (Berger and Luckmann, 1966,

95).
Professionals' domains engage

knowledge.

with specialised activity, which requires specialised

Thus practical and conceptual

processes

for acquiring this specialised

CHAPTER 2.
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rules, creation of

a

of typifica-

a process

body of principles and criteria which construct

cognitive framework (Scott, 1995, 95). In this

way

professionals exercise control,

are

the

are

performed by professionals, control

the

professionals themselves, which do not follow the logic of

as

a

they

repositories of specific expertise. In organisations in which the main activities

What

processes

tend to follow the logics established by
a

strong output control:

happens in such circumstances is that the organization relies heavily

on

ritualized, ceremonial forms of control....which require the stability of membership
which characterizes

a

clan

(Ouchi, 1979, 844).

Therefore, what legitimates institutional organisations, in the absence of bureaucratic
or

market forms

tions

has

are

control, is the assumption that all the

persons

involved in the organisa¬

acting in good faith. If we take the example of a professional

acquired

an

group

which itself

autonomous status, legitimated by society, and which functions as a

guarantee for ensuring that activities are performed 'in the right way'. A characteristic
of such

professional

groups

the members of this clan

is that the authority for exercising control

(Ouchi, 1979) is strongly advocated by the

This section has outlined the main concepts
to

processes upon

groups

themselves.

of the institutional approach

as

applied

organizational studies, which will inform the findings of the present research. In the

following section

a more

specific application of the institutional approach

managerial and accounting research in the health

care

as

context are explored.

applied to
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2.2

Several studies have

adopted

agerial issues in health

care

an
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approach in health

institutional approach

as a

care

research

basis for analysing

organisations3. The aim of this section is

man¬

to highlight the

previous research work which has been relevant in the identification, investigation and
in the critical discussion of the diverse issues considered in this thesis. The

theme of the
This

plays

analysis is the investigation of the concept of the decoupling mechanism.

an

important part in the

the external pressure
within health

care

way

in which hospital organisations respond to

for change and this concept has been the focus of much research

organisations.

One of the first studies in which the process
was

underlying

analysed,

was

undertaken

as an

of decoupling of the hospital structure

empirical study conducted in the United States

(Scott et al., 1978, 290-305). The focus of this enquiry is effectiveness in professional
organisations. It is based
sational structure of

on

the consideration of the relationship between the organi¬

hospitals and the quality of surgical

study showed variation of the
one

or

more

measures

plained this variation
which

are

co-exist.

defined

as a

which they provide. The

of effectiveness, which

of outcomes, among

was

calculated through

the hospitals analysed. The authors

ex¬

result of the peculiar organisational structure of hospitals,

'loosely-coupled' organisations, where several organisational units

This mechanism of

been further
3

as

measure

care

decoupling the organisational structure in hospitals has

analysed by Scott in his

paper

(Scott, 1983) in which he describes how

The institutional perspective has been applied more widely to the field of research related
public sector change. Covaleski et al. have analysed the process of budgetary negotiation
between state university and government (Covaleski and Dirsmith, 1988); other authors have
interpreted the processes of changes enacted by the New Public Management reforms in local
government, promoting a debate or the changing role of accounting in UK local government
(Seal, 1999), as well as investigating the changes of management styles through international
comparisons (Lapsley and Pallot, 2000).
to
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He focuses the
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are
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affected by

health

care

pressures

from larger environ¬

organisations, describing them

occupationally, rather than administratively, structured organisations (Scott, 1983,

as

100).
Hospitals

are

portrayed

as

particular examples of 'institutionalised organisations'

(Meyer and Rowan, 1977) where the institutional and technical structures and
decoupled, and both the technical and the institutional structures have

are

influence and

tions

are

processes
a

strong

extremely important for the legitimacy and survival of these organisa¬

(Scott, 1983, 102). The health

interests of the medical

professions

care

are

sector is considered to be an arena where the

challenged by the interests of management and

government representatives over the rationalisation of the health care delivery. Decou¬

pling the organisational structure allows the hospitals to comply with the challenges
coming from the governmental
and
be

pressure,

by creating separate administrative channels,

leaving the medical profession in charge of deciding the type and level of

care to

provided4.
The

decoupling

sational culture in

process can

be further explained by looking at the role of organi¬

hospitals. Bourn and Ezzamel (1986) have analysed the function of

corporate culture in the process of implementing the recommendations of the Griffiths
report in the British Health Service (Bourn and Ezzamel, 1986b,

203). Specifically,

"Abernethy et al. (1990) have investigated empirical evidence in one Australian large public
teaching hospitals of differences occurring in physicians' behaviour once they became integrated
into hospital management structures. The findings of this study are still focused on 'decoupled
care' showing, however, different attitudes towards the use of management control strategies
between physician managers and senior physicians. The empirical evidence of the study proved
that physician managers are more likely to use management accounting instruments (Abernethy
and Stoelwinder, 1990, 25). Yet the study does not solve the doubt whether physician managers
become 'more administrators', losing their medical professional status. If this is the case the
'decoupled structure' remains in place.
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the authors look at the way
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in which the modality of control within health

care or¬

ganisations relates to the evaluation of performance and the attainment of goals. The
in which control is exercised in the hospitals is defined

way

as

'clan control' (op cit.

p.

210) exercised by the medical professionals, which in turn claim their accountability is
based

ing

on

the

principle of clinical freedom. In this context, the attempts for introduc¬

financial accountability

a

are

culture external to the corporate
the

described

as a

challenge, deriving from

a

competing

culture. Again, the conflict is solved by decoupling

organisational structure, where
management budgeting system...will turn out to be more ritualistic than rational¬
istic

the

means

of control if

degree of goal incongruence (Bourn and Ezzamel, 1986b, 222).

The concept

of decoupling has been further analysed and enhanced by the work of

Covaleski et. al.
to

they fail to resolve performance ambiguity whilst extending

(1993). In this

paper

the authors have used the institutional approach

analyse the application, in health-care organisations, of the Diagnosis-Related Group

(DRGs) prospective payments categories and case-mix accounting systems in the U.S.
health

care

decoupling

context.

process

to issues related to power, and by looking simultaneously at a macro

and micro levels of

as

an

and

instrument

disguised

as an

are

considered

apparent objective calculation for exercising control

(Covaleski et al., 1993, 73). At

which power
a

analysis. DRGs and case-mix accounting systems

categorisation of individuals (physicians and patients), collectives (hospitals) and

services

At

They suggest extending the institutional approach by linking the

a macro

level they examine the different

is exercised by the Federal government and the health

micro level

they look at the different

ways

care

ways

in

organisations.

in which decoupling from the regulated

application of DRGs and case-mix accounting is related to the

resources

held by the
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departments within hospitals.

for further research lies in the

institutional

A most important implication of the work

appreciation that the authors have expressed for the

perspective, which they consider

improved insight into the

ways
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as

being of great assistance in gaining

in which DRGs and case-mix accounting systems

are

developed and applied. Indeed they suggest the need for further research which looks
at institutionalisation

Another

as a

process

rather than

an

outcome.

interesting and stimulating contribution to the analysis of management

accounting and control in health

care

organisations informed by

spective is the research conducted by Pettersen (1995)
in

Norway. The topics analysed by the author

cused

on

the

are

on

an

institutional

per¬

budgetary control of hospitals

twofold: firstly, the research is fo¬

investigation of the nature of the link between the budgetary

process

and

accounting information; secondly,whether the budget is functional for shaping strategic
decisions

or

is

a means

The research shows

for

obtaining external legitimation.

interesting findings related to the nature of the link between

budgets and accounting information. The author depicts

a

situation of consistent and

regular decoupling between decisions, represented by the budgets, and actions,
sented

ex

the

by accounting information (Pettersen, 1995, 213). The information produced

post by the accounting systems does not inform the process of the construction of

budget. The logic underlining the preparation of the budget accommodates the

need to

comply to

is the sanction of

norms

enacted by the political body. The final output of the budget

legitimation of the hospitals rather than its

managing them (Pettersen, 1995, 214-216). In this context the
control
the

repre¬

through the budget is

more

use as a

document for

process

of managerial

ritualistic than rational (Ouchi, 1979). It sustains

decoupling of the hospital structure by the fact that the actors involved

use

dif-
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Therefore, the communicative actions within the different parts of

the

organisation

the

political decision system and the clinical production system is represented by the

author

as a

towards the

way

assume a

key role. Engaging in

a process

of communication between

for achieving integration between the two systems, which would lead

integration of planning and action systems (Pettersen, 1995,

The need for

220)5.

achieving integration between the administrative structure and the

professional structure in hospitals is advocated by Kilpatrick et al. (1998),
tential of

overcoming the problems related to the decoupling

process.

as a po¬

The authors

specifically address the issue of the difficulties in linking accounting and clinical
tivity. One of the main problems challenging the introduction and the actual

accounting information for clinical activity is identified
between medical

process

as a case

might not be fully appreciated by administrators, and this lack of understanding

tion is made of

identifying

an area

administrative and the medical

The authors present

the

which could become

professional structures

process

of medical audit

a common

can

have

as a

a

(Kilpatrick et al., 1998, 20). Firstly, medical audit is

dialogue.

promising

help to disclose the complexity of the
this process

processes

a process

area

in which

hand it is the

same

clinical

reasons

of review which

for delivering health

clinical judgement is fundamental, in fact it

sugges¬

ground where the

bring to fruition this interaction and this approach is justified by several

5

of

professionals and administrators. Hospital clinicians' decision-making

in which accounting information connects with clinicians. The

one

use

of unshared knowledge

affects the way

to

ac¬

assumes a

care.

can

Within

double role. On

judgement that is questioned and analysed during the

The author has reinforced the importance

of the integration of clinical and administrative
study on the problems and effects of the implementation of the New Public
Management reforms in the Norwegian hospital sector (Pettersen, 1999).
cultures in her
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the other hand clinical expertise is

the results of the audit.

on
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necessary

Furthermore, the review

for interpreting and acting

process

is oriented towards the

patients, analyzing the types of patients treated, the clinical procedure performed and
the outcomes. In this context managers can

making

processes

and start

a

dialogue

on

obtain a better insight into clinical decision¬

the basis of

common,

shared information.

Moreover, the authors suggest this scenario could be considered
in which

as a

framework

introducing costing information would be facilitating by making it relevant

for clinicians

(Kilpatrick et ah, 1998, 30). Accounting information could become

a

supplement to the patient-focused clinical information generated by the audit, acquiring
a

different

meaning for clinicians and being instrumental for bridging the

gap

between

decisions and actions.

The context of the

2.3

The

suggestions proposed by Kilpatrick et. al.

doctoral research.

audit

and

can

be

managers'domains. In doing

Audit

was

are

the starting points of the present

They have initiated this study which focuses

appropriately considered

audit process

for

study

so,

a

on

whether medical

suitable ground for the integration of clinicians'

it is important to clarify the logic behind medical

and the particular context in which it is introduced and used. Medical

introduced,

as

part of the reform of the UK's NHS in 1989

(DoH, Working

Patients), and its importance reinforced with the introduction of the latest New

Performance Framework and Clinical Governance in 1997
The

(Department of Health, 1997:

Secretary of State for Health, 1997). These dimensions of clinical

be examined

by using

an

institutional theory perspective,

as

processes can

briefly presented in the

following positioning of the governmental agenda, which will be further explained in
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chapters.

The succession of reforms

(of which medical audit and clinical

implemented by the British Government share
a
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pressure

to exercise

rational criteria

a

focus. They have created

mainly driven by efficiency evaluations. The mechanisms that arise,

environment,

strategies that

part)

form of output control within the NHS system which reflects

in this context of pressure

constructed

a common

governance are

are

twofold. On the

one

hand, political decision-makers enact

not always suitable for all the organisations present in a sector,

are

but because these

towards organisational changes exercised by a politically

strategies

are

normatively sanctioned they

are

then adopted by the

organisations (DiMaggio and Powell, 1983, 148). Therefore hospitals have to engage a
process

of 'coercive isomorphism' (op. cit., 1983), in order to answer to the 'corporate

rationalizers'

(Alford, 1975, 204) 6 whose interests

are

mainly concerned with issues of

efficiency, cost-containment, and the elaboration of guidelines through which codify and
standardize health
reforms face
medical

a

care

process

procedures for quality improvement. Within the hospitals these

of 'normative isomorphism' (DiMaggio and Powell, 1983) in which

professionals defend their legitimacy for providing the service autonomously,

deciding themselves who is going to receive it and what services

are

to be provided and

how.

On the other

in any way

medical

hand, the adoption of these institutional demands does not imply

that the organisational actors have accepted them. The reactions of the

professionals to the attempts of the government to introduce management

accounting and budgeting systems in order to increase control of productive efficiency
may
6

be viewed

Alford

care

as an

enactment of a 'manipulative behaviour' (Oliver, 1991, 157). These

(1975) defined 'corporate rationalizers' as: 'a developing coalition comprised of health
administrators, planners, educators, and analysts'.
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externally imposed requirements, leading towards
of medical care,

received

a

symbolic

response
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a

rationalisation and quantification

(Scott, 1982, 236) with statements of

attempts to comply and co-operate, but resulting in the achievement of little substantive

change in clinicians' behaviour. These general findings
on

are

supported by specific studies

budgeting and accounting systems in the hospitals (Preston et ah, 1992: Lapsley,

1994c),

as

will be discussed at length in the following part of the research study.

The introduction of medical audit followed the

British

hospitals

tion the

same

path. It has been introduced in

formal requirement, with statutory backing but in its implemeta-

as a

meaning assigned to its function has been changed. Medical professionals have

claimed medical audit

it in order to fulfill

as

part of their knowledge-creation procedures and have adapted

only medical requirements. Despite this

medical audit is nevertheless

an

process

of manipulation,

important patient centred procedure conducted by

clinicians. In

addition, the

process

grammes can

be described

as a

of transmission and adoption of medical audit

form of mimetic isomorphism, in the

manner

pro¬

described

by DiMaggio and Powell (1983). This latter characteristic (whose feature will become
clearer when it is described in

more

depth in the next section of the thesis) is

a

particu¬

larly interesting aspect of the audit scenario. It becomes interesting to analyze why and
how

specific audit

programmes

have been adopted in different hospital organisations,

regardless of geographical differences and of the legal framework regulating the health
care

the

a

service.

potential

In this context,

arena

valuable research

the analysis of

an

actual medical audit

for information sharing between clinicians and

programme as

managers,

provides

setting.

Moreover, the present research aims to explore further the question raised by Kil-

patrick et al. (1998)

on

the feasibility of integrating clinical information with costing
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information within the structure and processes
to the need to

explore

in the achievement of

ways
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of medical audit. This analysis points

in which accounting practices

active role

can assume an

organisational cohesion (Scapens, 1994, 301).

Therefore it is

important to define what is the logic behind the adoption of accounting practices in

organisations, especially at this moment in time in which there is
of

a

worldwide

process

change moving towards the extension of accounting practice to institutional sectors

(Guthrie et al., 1999), for instance, medical

care.

accounting practices present in organisation is
straints,

resources

and opportunities, than

a

According to Meyer the amount of

more a

reflection of environmental

mirror of technical work

processes

con¬

(Meyer,

1986, 346). Thus, accounting practices can be considered as a 'legitimating institution',
constituted of

a

set of beliefs and

techniques which links actions and values, thereby

legitimating actions (Richardson, 1987, 341). There is

a

strong claim for investigat¬

ing accounting in specific organisational settings, in order to investigate 'which factors
influence
In the

accounting systems in the context in which they operate' (Hopwood, 1983).

public sector, Hopwood suggests that the introduction of accounting practices

has been

providing

an

means

accounting
but

an

instrument for

conveying emphasis

on

efficiency used by the state, and for

to change the set of legitimating actions (Hopwood, 1990). Therefore

may no

longer be interpreted

as a

neutral application of a set of techniques,

activity

in which various

conflicting interests become intertwined (Scapens and Roberts,

1993, 2).

Accounting practices cannot be consider
and

objective description by

means

as

neutral instruments used to give

of figures of the fact already happened

going to happen in organisations (Miller, 1994).

a

or

rational
that

are
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According to this position, accounting practices have
which leads to

a

intrinsic dual character

problematic relationship between technical and institutional factors

(Carruthers, 1995, 317) within organisations. In fact they
ferent

an

logics at the

same

are

the carriers of two dif¬

time: the means-end logic, which is at the basis of efficiency

rhetoric, and the legitimacy and cultural logic, which is the foundation of institutional
aspects. The cultural aspects then assumes an important role. Culture is an heteroge¬
neous

entity and

as

Scott clearly explains (Scott, 1991, 181)

types of organizations confront multiple sources and types of symbolic or

most

cultural systems

and...they exercise

some

choice in selecting the systems with which

to connect.

Clinicians in

hospital organisations have their

own

cultural references (Bourn and Ez-

zamel, 1986b) and they generally might view accounting practices

as

connected with their set of belief and values. Therefore it becomes

est to

study whether accounting practices

organisations in
activities

are

a way

a

matter of inter¬

be shaped and placed within hospital

that would provide meanings for understanding how clinical

performed and explaining mechanisms of resource allocation. In this

accounting would not provide
come a

can

intrusive and not

a

way

foundation for rational economic change, but would be¬

routine7 which helps in shaping organisational coherence and obtaining external

legitimacy (Scapens, 1994, 306).
The main issues that

troduction of

7

researched in this thesis

costing practices into the medical audit

communicative actions

come

are

are

related to the

process

possible in¬

by trying to generate

(Pettersen, 1995, 218), in which costing procedures could be¬

part of the process, between clinicians and managers. Furthermore, this project

Routines

adopted

or

1994, 306).

are defined by the same author as tendencies of groups to engage in previously
acquired form of actions, i.e. as formalized or institutionalised habits (Scapens,
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investigate the extent to which costing procedures have

tionalised
the basic

by the medical profession. Also, it will be

a

or

might become institu¬

matter of importance to

assess

understanding amongst clinicians of accounting issues. First of all it will be

important to identify whether

or

not they show

an

interest in accounting issues. Sec¬

ondly, when they claim to be interested in these issues, the research will try to highlight
if their interest is due to the

perception of using accounting practices

nity for obtaining legitimation for their activity,
information

as

useful for

or

as an

opportu¬

because they recognize accounting

informing their decision-making

process.

Chapter 3
Research Methods

Identification of the issue and the research

3.1

The focus of the present
clinical and

this

design

research consists in analysing the potential integration of

accounting information in clinical audit procedures. In order to investigate

topic of research, it is

necessary

to explore and define firstly the nature of the

key dimensions of the context of this study and subsequently to investigate the main
questions of the research within the empirical settings. For this
and the

development of medical audit

are

purpose

investigated and analysed in Chapter 4. This

analysis aims at addressing specifically its contested nature originated

by the intentions and
medical audit

audit

concerns

procedures, and

on

the

one

hand

motivating the medical professionals in implementing

on

the other by the aims and logic attributed to medical

by the political actors.

The second dimension which needs to be

the role of

In

the origins

fact,

costing information in clinical

on one

explored is the paradoxical situation of

care,

which is the objective of Chapter 5.

hand the medical professionals resisted the reiterated attempts made

by the British government, in the past two decades, with the implementation of
sequence

of similar managerial reforms which sought to enforce the

33

use

a

of accounting
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instrument
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use

one

way

of

costing information in the design of clinical treatments.

analysis provided by medical audit procedures originates because

and the medical

professionals appreciate the audit procedures

of investigating patient outcomes with

evaluating their activity, and
costs of the treatments which

aims at

these

contrasting story emerging

potential for integrating clinical and costing information within the framework

of data collection and

on

a

professional domain, where clinicians themselves address the need to

calculate and make

The

On the other hand, there is

by clinicians.

from the medical

34

on

a

clinicians-led

process

as a

reliable

of monitoring and

the other they have addressed the need for estimating

can

be related to their outcomes. The

investigating in practical settings the extent of

a

empirical research

potential

convergence

of

parallel fields of interests, and whether there might be significant differences in

promoting and achieving this
hospitals

versus

convergence

in different settings, i.e. between teaching

general hospitals, and through the international comparison between

Scottish and Swedish

hospitals.

Specifically, the questions that the present study seeks to address can be summarised
as

follows:

1. To what extent may

it be feasible to integrate medical audit and costing infor¬

mation?

2. Are clinicians interested in

3. Where clinicians show

behind it?

in the

an

costing information?

interest in

Specifically, could this be

resource

allocation

costing information, what is the motivation
an

issue of legitimacy

decision-making process?

versus

instrumentality
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In order to

ogy
in

explore these questions,

has been adopted,

it

as

proves

a

to be
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qualitative organisational research methodol¬
an

effective approach for conducting research

management accounting (Gummesson, 1991, 73). It is a 'multi-site study' (Bryman,

1989, 157), in which a case-study approach has been chosen. Several reasons justify
this choice.

way

Firstly, the

in which

a

use

certain phenomenon applies in

trying to understand the
phenomenon
within its

of this type of strategy facilitates understanding of the

can

gain

a

reasons

for it (Yin, 1994). The knowledge of

an

individual

wider insight when explored through empirical observations

organisational complexities and the interactions of the

tices observed with the wider

1996, 94). Secondly,

case

exploring and reaching

within

specific context, and it is suitable for

practical context (Ryan et ah, 1992, 118), in which it becomes possible to

understand the routine

for

a

organisations,

as a

political and social context (Humphrey and Scapens,

studies have become
a

prac¬

a

recognised methodological approach

better understanding of management accounting practices

number of

case

studies have been published (Spicer, 1992:

Ryan et ah, 1992: Lapsley, 2001).
A

significant advantage of conducting

using multiple
sources

sources

of the

are

on

sources

yj Documentation
yj Interviews

of these different

strengthened if they allow the examination of different aspects

through the different

three main

convergence

inquired gives strength to the research. The findings and the

phenomenon inquired into, thus supporting the

evidence collected
relies

studies is provided by the opportunity of

of evidence (Yin, 1994, 91). The

towards the issues

conclusions reached

case

of evidence:

sources

process

(op. cit.,

p.

of triangulation of the

92). The present study
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yj Direct observations
The

publicly available documents analysed consist mainly of reports, formal eval¬

uation of the clinical audit programmes

formation of the sites selected for the
the basis for

and documentation providing background in¬

case

studies.

This

source

of evidence has been

analysing the origins and the development of the Hip Fracture Audit, in

Chapter 6, and for the information of the hospitals settings presented in Chapters 7
and 8.

Specifically, in order to understand the nature of the Hip Fracture Audit two

different sets of
ulations

on

publicly available documentation has been used: 1) governmental

the nature and purposes

of audit

programmes;

reg¬

2) annual reports produced

by the audit central coordinators of the Scottish and Swedish hip fracture audit.
The

analysis of these two sets of documentation has been

enquiry within
in

empirical

an

case

the contested nature of medical audit,

Chapter 4. The analysis of the standardised

involved in the

necessary

programme

as

in order to

investigated

used by the hospital settings

Audit, and of the annual reports prepared by the coordinators of the

audit programmes,

have been important in order to highlight the mechanism of'mimetic

isomorphism' adopted by the Swedish and Scottish hospitals. The analysis of the Hip
Fracture data collection programme

the

showed that the different hospitals participating in

Hip Fracture Audit have all adopted the

without

same

methodology for the data collection

significant variations by all the hospitals.

Moreover, the investigation of the annual reports of the Hip Fracture Audit has
proved
used

necessary

for analysing how the information produced by the audit has been

by the health

care

professionals in the hospital settings of this research. These

reports depict a picture of the audit as a successful programme in providing detailed
and reliable measurements and evaluation of clinical

procedures and patients' outcomes.
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However, the discussion of these results with the clinicians and

nurses

the

hospital case-studies have highlighted

the

Hip Fracture Audit in fostering changes of clinical procedures.
Archival records such

proved to be
of the issues

an

as

important

a

interviewed in

contrasting image of the effectiveness of

governmental reports and organisational records have also
source

of evidence, in defining the contextual dimensions

enquired, informing the investigation of the definition and development

of medical audit

(Chapter 4) and the costing methodologies devised by the British

government following the reforms of the NHS (Chapter 5).
In

addition, for the investigation of the Scottish hospitals, specific costing data

calculated and
used.

published by the Scottish Information and Statistics Division has been

These costs have been shown for two

mation

on

the financial dimensions of the

selected for this

Service Costs
the

as

all, they provide infor¬

hospitals and the orthopaedic departments

study. Secondly, these costs, which

(known

First of

reasons.

are

published

as

the Scottish Health

Costs Books), have been criticised by clinicians,

as

they found

methodology of their calculation not reliable and, according to their point of view,

these costs do not represent
formed in the

consumption of clinical activity

per¬

hospital departments. Their representation in the context of the

case

studies allows the
clinicians has

a

resource

investigation of whether their contested reliability and usefulness by

sensible foundation.

Interviews with
of evidence for

the actual

clinicians,

nurses

and hospital

managers are

source

exploring the research questions in the empirical contexts thoroughly

analysed in Chapters 7 and 8.

Among the different typologies of interviews, semi-

structured interviews have been considered the most

of the present

the principal

study.

They

are

adequate for exploring the topics

part of a more general category of the interviewing
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defined

consists in

'qualitative interviews' (Bryman, 1989: Mason, 1996) whose aim

gaining insights into the respondents' points of view without limiting their

opportunity to
consist of

as
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answer.

The most interesting characteristics of'qualitative interviewing'

(Mason, 1996, 38):

0 Being informal in style;
0 It is

a

thematic, topic-centred approach, where the researcher has

topics, themes

or

a range

of

issues to be covered in the interview;

0 There is the assumption that data
of the 'Real-life construct'

are

generated via interaction. The adoption

(Lapsley and Llewellyn, 1995) method, described in the

following sections, allows to develop the interaction between the issues enquired, the
researcher and the interviewees.

Thus, in adopting this approach, the
on a

is to reach

a

descriptive account

specific topic, obtaining from the respondents not simple affirmative
but

answers,

65).

purpose

a

source

negative

richer description exploring connections and explanations (Stake, 1995,

Therefore, semi-structured interviews

evidence

or

when

appear

to be the most suitable form of

dealing with the exploration of people's points of view, knowledge,

understandings, interpretations and experiences. They allow to analyse complex issues

achieving
depth, and roundness of understanding in these

areas,

rather than

a

broad under¬

standing of surface pattern (Mason, 1996, 41).

The third type
extent than the

has it been

of evidence

previous

ones.

source,

direct observations, has been used to

In fact, only in

one

a

lesser

site, the Swedish teaching hospital,

possible to observe and participate in the daily activity performed within

RESEARCH METHODS
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orthopaedic department. Although limited, this experience of direct observation

day to day procedures has been extremely useful for obtaining

the processes

and complexities of the audit

valuable for the

3.2

programmes,

a

clearer picture of

which in turn has also been

analysis of the written documentation.

Description of the study settings

The sites selected for the

case

studies

are

four Scottish and two Swedish

hospitals partic¬

ipating to the Hip Fracture Audit. Two different types of hospitals, Teaching hospitals
and General

hospitals, have been selected, and

of the sites has been to select
land and

and

which

are

going to be compared. The choice

typical in the different contexts of Scot¬

Sweden, bearing in mind the need to capture the differences between teaching

general hospitals in both countries, and that 'case study research is not sampling

research'
has

cases

are

(Stake, 1995, 4). The main criterion followed in the selection of the hospitals

sought the maximisation of the opportunity to learn from each of them. All the

hospitals selected participate to the Scottish and Swedish Hip Fracture Audit, this is
the characteristic
Delta

were

they all share. The teaching hospital Alpha and the general hospital

the first two Scottish

programme.

This characteristic makes them particularly interesting

tings for this research,
for the

hospitals which implemented the Hip Fracture Audit

as

as case

study set¬

in these two hospitals the hip fracture audit has been running

longest period of time, and they pioneered the applicability and the utility of

the Swedish

the Scottish

Hip Fracture Audit registry (Rikshoft). It is this close connection between
Hip Fracture Audit and the Swedish Hip Fracture registry,

tish programme

derives from Rikshoft, that makes it logical to conduct

a

as

the Scot¬

comparative

study between Scotland and Sweden. The comparison between the Swedish and the
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hospitals aims at understanding whether

geographical location determines differences in the
have

impacted

upon

a

different cultural background and

way

in which the audit

them; the extent of their integration within the clinical work in the

orthopaedic departments, and at enquiring whether there is
and

programmes

any

difference in the role

importance of costing information in the management and coordination of clinical

activity.
The

hospitals selected

the two sub-groups, teaching and general

among

similar in terms of the number of beds available and the acute

each of them is

operate is

an

important factor,

characteristics.
the

unique for several

This aspect

patients, especially in

example in the

Scotland),
fracture.

as

case

of

The geographical location in which they

impacts

on

where

the amount of

a

resources

needed to

care

large number of elderly people live,

as

for

for

of the hospitals selected (the general hospital Delta in

this patient category presents the highest probability of suffering

a

hip

Moreover, all the four Scottish hospitals, after the reforms introduced by the

last White

Paper (1997), have developed different managerial organisational structures

at the level of clinical

specialties

The selection of these

bility. The

process

different levels of

as

of the research

gain

case

study.

of negotiating

access to

the organisations in this project presented

resistance/cooperation. Especially in the Scottish hospitals, the
go

through

a

lengthly

process

to the most important

sources

ar¬

of formal presentation

project and explanation of its aims. However, overall it has been

access

research. The

discussed in the analysis of each

specific hospitals has been determined also by their accessi¬

rangement of the interviews had to

sible to

provided. However,

it implies different demographic compositions and

as

areas

one

reasons.

care

ones, are

of evidence for the

purposes

pos¬

of the

interviews, in total twenty-six, which lasted between 50-60 minutes and
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digital disk recorder, have been conducted in the Orthopaedic

on a

departments of the hospitals selected. In terms of the qualifications and roles of the
interviewees the researcher has tried to reach
the

are

hospitals involved the orthopaedic
in

surgeon

among

them. In each of

and the designated audit

nurse

who

charge of the Hip Fracture Audit have been interviewed. In order to achieve

balanced view

on

clinicians and

nurses

the

impact of the audit, and to provide

occupying

have been included in the
is summarised in the

a

a

broad view for each

a

case,

managerial position and management accountants,

study, wherever possible. The description of the interviewees

following tables 3:1, 3:2 and 3:3.

The difference among
is due

homogeneity

the competences and the functions of the

persons

interviewed

mainly to the differences mentioned above in the managerial organisational struc¬

ture of the

orthopaedics specialties.

Table 3:1: Scottish

Teaching Hospitals

Hospital Alpha

Hospital Beta

Clinical director

Clinical director

Operational

Clinical team manager

Clinical

manager

nurse

manager

Audit sister

Management accountant
Orthopaedic management accountant

Clinical manager
Clinical audit

nurse
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Hospitals

Hospital Gamma

Orthopaedic

Hospital Delta

surgeon

responsible for audit

Head of the

Orthopaedic Clinical Service

Directorate accountant

Assistant Finance Director

Directorate manager

Clinical Service

Audit Sister

Audit Sister

Table 3:3: Swedish

Manager

Hospitals
General

Teaching Hospital Lambda

Hospital Kappa

Clinical director

Clinical director

Orthopaedic management accountant

Orthopaedic management accountant

Orthopaedic

surgeon

Nurse

responsible for audit

responsible for audit

Economic manager

Orthopaedic

and vice general

surgeon

manager

responsible for audit

Management accountant

Method of data collection

3.3

The

particular approach adopted for the data collection draws

(1995) method defined
developed in

an

as

attempt to extend and improve methodological instruments to be ap¬

'real-life construct'

information

combines real
which

case

study method.

The authors define

as:

assemblage which is derived from actual organisational practices. It

qualitative and quantitative data to form

explore decision-making

1995, 224).

Lapsley and Llewellyn's

'real-life construct' (RLC). This research approach has been

plied in qualitative research, in support of

an

on

processes

a

focal point for

case

studies

in organisations (Lapsley and Llewellyn,
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a

qualitative (clinical data
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setting in which contextualised quantitative (i.e. costs)
on

patients) information is presented together, depicting

portrait of the organisational reality (op. cit.,

very

225). This method

p.

helpful when combined with semi-structured interviews

proves

to be

as:

interviewing alone has the disadvantage that it abstracts from actual organisa¬
tional

practices, and hence, the context for the interview questions is incompletely

specified. Thus difficulties

are

raised both for practitioner's interpretation of the

question and the researcher's interpretation of the

response

(Lapsley and Llewellyn,

1995, 225).

Thus, the 'real life construct' consists of specific elements which

are

instrumental for

exploring the reactions of the subjects of the research towards specific themes of inves¬
tigation. It also is useful for linking the resulting data to
processes.

The

reason

to situations in which

more

general organisational

for choosing this particular method resides in its applicability

accounting information interacts with organisational values. Ac¬

counting information gives accounts to the members of organisations of economic facts,
and

accounting procedures provide

defining the rights of individual
Real-life constructs
to the processes

can

be used

a

basis for representing organisational activities,

groups

as

and prescribing actions (Scapens, 1994, 314).

frameworks in which

performed, presenting them within

this method proves to

a

accounting data

are

related

realistic model. For this

reason,

be appropriate for exploring and understanding the dimensions

of

accounting information usefulness, and the extent of, and potential for integration

of

costing information within hospitals. It also raises the possibility of exploring wider

dimensions of how

ent contexts.

accounting information is

or

might be used by clinicians in differ¬

Thus, the real-life construct method is focused

which decisions

are

made

by making

use

on

the

processes

through

of specific elements for exploring clinicians'
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reaction, with contextualised accounting information.

Following the rationale of the 'real-life construct' method,
costs and clinical outcomes for

1. A narrative

about

a

Hip Fracture Patients, and the Patients'Case

Chapter). This model consists of two parts:

part, where patients' case histories briefly describe personal details

set of

elderly patients who had

2. A table in which cost information and

patients described in the

The information

model representing

hip fracture patients has been constructed (see the

table of Costs and Clinical Outcomes for

Histories at the end of the

a

case

histories,

a

hip fracture;
patients characteristics, related to the

are

presented in this model is based

teristics drawn from

a

linked together.

on

real cost data and patient charac¬

prior accounting project (Kilpatrick et al., 1998), funded jointly

by the Clinical Resource and Audit Group and the NHS Management Executive in
Scotland.

The information

presented in the table is classified according to different

patient categories. The categorisation is
of health

care

delivery

main groups are

processes as

necessary

well

as

in order to capture the complexity

the heterogeneity of patient mix. Three

identified:

>

Patients admitted from home and

t>

Patients admitted from

>

Patients

a

discharged home;

nursing home and discharged to

discharged from acute

care

a

nursing home;

to receive rehabilitative care at a geriatric

orthopaedic rehabilitation unit (GORU).

Among the three categories listed above, nine sub-groups of patients
in order to

are

identified,

investigate the extent of the variability in costs, the differences in patient

characteristics, and the differences in the

processes

of

care

and outcomes. The first
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section of the table shows the
information

are

Acute

•

Rehabilitative

resource

patient cost information. Two different types of cost

calculated:

•

inpatient costs;

The acute

of
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inpatient costs.

inpatient costs and the rehabilitative

consumption by

areas

care

costs represent the measure

of significant clinical activity

on a

patient by patient

basis.

The table then

provides information about the characteristics of the patients and

outcome. This information is divided in three

1.

parts:

Input patient characteristics

2. Process

patient characteristics

3. Outcome

patient characteristics

The first section related to the

which is

hospital.

input patient characteristics shows the basic information

normally recorded at the moment of the admission of the patients into the
It gives

a

brief overview of the health condition of the patients and their

ability to look after themselves independently. The second section presents information
about the process.

This part is focused mainly

type of operation performed, with

some

on

the information related to the

important details about the duration of the

operation expressed in terms of the time spent in the operating theatre, and the length
of stay

of the patients in the orthopaedic wards. The last section, the outcome patient

characteristic, shows data

on

the status of the patients after receiving the

evaluation of the outcome is concentrated
and their

on

care.

The

assessing the well-being of the patients,

ability in performing basic daily living activities.
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of the model consists of the patients'

in which

more

case

histories.

This is

a

information about the nine patients selected is provided.

short stories which describe the living conditions and the health status of the

patients.
The information

on

costs

provided in the table has been kept deliberately concise, in

order to be combined with the

In

qualitative information

on

the patients'characteristics.

fact, the model has been created with the intent of generating

around several issues related to the

the model has been shown to the

possible to develop

a

potential

To what extent do you

•

In which

•

Do you

•

Would you

•

Do you

on

the following research questions:

decision-making context would

you

find it useful?

consider costing information helpful? Why? (for which purposes)

modify the model? How?

have

any

The combination of

suggestions about the costing section, and/or the relationship

combined and contextualised

involved in the research. The presentation of

information, in which there is

and the outcomes of the
overcome

patient characteristic section?

costing information and clinical data aims at capturing the inter¬

est of the clinicians and the managers

wishes to

of accounting data. In each interview

consider this model useful?

between cost information and the

process

focused discussion

interviewee, and through the model it has been

dialogue converging

•

use

a

care

provided

on one

the traditional resistance shown

formation. This resistance has been

a

clear link between the

side, and its costs

on

the other,

by clinicians towards financial in¬

mainly justified by the inadequacy of the financial
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imposed by management to provide information and the bluntness of

instruments which fail to

47

incorporate the values and practices of clinicians (Lapsley,

1996, 2).

Using the model

as a

starting point in the interviews has been particularly useful to

clarify the extent of clinicians'
the

awareness on

costing information, and their interest in

presentation which make explicit, immediately

It also

in terms of the

area

findings which

are

an

associations between
information system

proved to be valuable for observing the reactions of the interviewees
that attracted

surprising,

and managers put great

explored in depth in the

more

as some

interest. This aspect

has resulted in contrasting

clinicians showed great interest in the figures,

attention in the patients'

case

histories. These findings

are

studies below.

case

Concluding remarks

The present

study

ing practices and
1986:

data, and their appreciation of

on

provides detailed clinical information.

The model also

3.4

consumption and outcomes.

helped to gain insights into the managers' point of view

cost information and clinical

which

resource

answers

the call for engaging in research which observes account¬

processes

within organisations (Hagg and Hedlund, 1979: Kaplan,

Spicer, 1992: Humphrey and Scapens, 1996). It aims at achieving

standing

on

managers

a

better under¬

the mechanisms of interaction of management accounting practices

and medical professionals in public funded hospitals. The

proach has been advocated
of the events not

so

as

much for

the most adequate method,

as

it allows

a

case

among

study

ap¬

representation

drawing formal truthful conclusions, but mostly for stim¬

ulating 'further reflection, optimizing readers' opportunity to learn' (Stake, 1995, 42).
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selecting the present method the researcher is

that

The

intrinsic in it.

are

strength of

case

aware

of the problems and limitations

study research resides in its ability to

provide depth of knowledge of specific situations. The emphasis is placed mostly
the characteristic of the

uniqueness of the

cases

and their interpretation (op. cit.,

8). In addition, its distinctive nature offers the opportunity to make
of evidence

sources

This

use

of

raises

emphasis

on

of different

use

particularization and interpretation, and the necessity of making
resources

problems and

critical aspects,

p.

(Yin, 1994, 8).

multiple sorts of
some

on

defined

in collecting evidences for enquiring into the cases,

concerns over

as

this method. Yin (1994) highlights three main

'traditional prejudices against

case

studies' (op. cit.,

pp.

9-10):

1. The lack of

rigor of

2. Case studies

3.

case

study research

provide little basis for scientific generalization

They take too long and they result in massive, unreadable documents

The nature of these criticisms

statistical

able

originates from the idea that only methods based

sampling which look at

a

large amount of examples

can

lead to

a

on

generalis-

knowledge (Gummesson, 1991: Ryan et al., 1992). It becomes important for the

researcher

then, to clarify and bear in mind while conducting the study, that statistical

generalisation is

one

type of generalisation, and it does not always suit the

case

study

approach (Gummesson, 1991: Yin, 1994). The method suggested is then to view
studies

a

as:

method

individual

by which theories
case

are

used to explain observations.[,..]The objective of

studies will be to explain the

particular circumstances of the

case,

case
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programme

based on

case

studies in a particular

theories capable of explaining all the observations which have

(Ryan et ah, 1992, 117).

Thus, the type of generalisation that is sought has been defined

117)

p.

'analytic generalisation in which

or

template with which to

compare

a

as

'theoretical' (op. cit.,

previously developed theory is used

the empirical results of the

case

as a

study' (Yin, 1994, 31).

Therefore, the development of a theoretical framework which helps to make

sense

of the

empirical data becomes crucial in order to strengthen the validity of the research. In

fact, when it

comes

becomes very
are

to

to test the validity of research procedures in managerial theories, it

difficult to apply

an

'unambiguous' methodology. Management theories

subjected to conditions in which the variables

are

not

controllable1 and it is difficult

keep track of the effects (Gummesson, 1991, 83).
Another

social

difficulty in conducting

case

studies is associated with the nature of the

reality object of the research. Case studies aim at providing

the social
has to be

can occur

reality, therefore they cannot provide
aware

in the

of the

In

interpretation of

'objective' account. The researcher

problems of biases influencing the direction of the research which

phases of data collection and during their analysis and interpretation,

and be sensitive to the contextual issues which

appear

an

an

can

make rational management

methods

to be non-rational.

conducting the present study, all the problems examined above have been taken

into consideration. The

ing the data

-

particular combination of well recognised methods for gather¬

semi-structured interviews, analysis of organisational and archival doc¬

umentation, limited direct observation- within the application of

a

'real-life construct'

JAs opposed to experiments in which the opportunity of distinguishing the phenomenon
object of enquiry from the context allows the researcher to isolate few variables in a controlled
environment

(Yin, 1994, 13).

CHAPTER 3.

50

RESEARCH METHODS

approach, has provided

a

useful form of triangulation in the analysis of the results. In

addition, the rigorousness in establishing a pattern of explanation-building linking the
data to the theoretical framework has been
weaknesses inherent in the

constantly sought in order to

approach chosen.

overcome

the

Costs and Clinical Outcomes for Hip Fracture Patients
Expected
Patients admitted from home
and

Hospital

Costs

Patients admitted from
and

discharged home

discharged to

a

Patients

Nursing Home

discharged to

a

GORU

Nursing Home

Patient 1

Patient 2

Patient 3

Patient 4

Patient 5

Patient 6

Patient 7

Patient 8

Patient 9

£1,305.00

£2.233

£3,192.94

£ 842.32

£ 2,492.47

£ 5,246.96

£ 1,762.17

£ 1,710.47

£3,740.31

£1.32

£1.32

£1.32

£ 1.32

£ 1.32

£2.64

£ 1,242.78

£ 3,380.85

£ 3,725.70

£ 1,306.45

£ 2,234AS

£3.194.26

£ 843.64

£ 2.493.79

£ 5.429.60

£ 3,004.95

£5,091.32

£ 7.466.01

Acute

npatient
costs

labilitative

npatient
Costs

'otal costs

jlnput patient Characteristics
Male

Female

Male

Male

Male

Age

64

73

95

59

91

78

80

81

73

Married

Widower

Widow

Divorced

Married

Married

Widow

Widow

Not married

Home

Home

Home

Nursing

Nursing

Nursing

Home

Home

Other

Home

Home

Home

of admission

of fracture

re-fracture

j

Female

Male

Female

antal Status

>e

!

Sex

Female

j

|

Displaced

Displaced

Baso-

Trochanteric 1

Displaced

Displaced

Trochanteric

Displaced

Trochanteric

Cervical

Cervical

Cervical

Two-fragment I

Cervical

Cervical

Two-fragment:

Cervical

Two fracture

None

None

Rollator/

None

Wheelchair

None

None

None

None

Yes

No

No

Yes

Yes

Yes

JJ.

JJ.

alking aids

!

Walking
frame

forms ADLs"

Yes

Yes

JJ.

JJ.

No

re-fracture

JJ.

JJ.

Process Patient Characteristics

Three

Type of
operation

or

more

Hemi-

Gamma

Telescoping

Hemi-

Hemi-

Telescoping

Hemi¬

Telescoping

arthoplasty

Nail

Screw and

arthoplasty

arthoplasty

Screw and

arthroplasty

Screw and

Screws
dumber of

1

1

plate

plate
1

1

2

1

plate

r

1

1

operations
45

55

52

55

85

97

70

65

70

103

152

137

95

125

177

120

95

117

(Days)

5

10

16

2

11

26

7

7

19

ibilitative LOS

0

0

0

0

0

0

18

49

54

-U-

At

JJ.

JJ-

JJ-

JJ.

JJ.

eatre

minutes

sthetic minutes
te

LOS

JJ.

JJ.

!

Outcome Patient Characteristics

n

assessment'

little

yes. a

no. not at

all

premature

premature

premature

not

premature

discharge

discharge

discharge

tested/unable

discharge

to

ost-t'racture

talking aids

Rollator/

Two sticks

Does

walk

Walking

:

Does

not

not

respond

Does

Wheelchair

j

walk

not

tested/unable

not

walk

yes, a

little

to

respond
Does

Does

not

walk

Rollator/

not

walk

i Walking frame

independently ! independently 1 independently.

independen independently.
tly.
frame
rforms ADLs

Yes

Yes

No

No

No

No

No

No

No

ost-fracture
ireviate mental

lOoutof

lOoutof

test score

10

10

Discharge

Home

Home

Patient
not

Patient

tested

not

Home

j

no sores at

|

Patient

tested

not

|

tested

Too ill to

respond

Nursing home : Nursing home (Nursing home j

Patient

9

Patient too

not

ill

tested

to

of

10

respond

GORU

GORU

GORU

out

Destination
ncidence of
ressure sores

:

no sores at

any

time

.sks associated with
:gree

i no sores at
any

time

1

any

time

no sores at

any

;

time

daily living activities.
of pam experienced by the patient rated by the patient.

no sores at

any

time

:

Development i

i of sores post¬
operative

no sores at

any

time

j

no sores at any

time

i no

sores at any
time
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treated pain

Mrs

of

he

of

her

of

we ks

bad

In
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Mrs

alone

She

retired fislat

walk

from
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Mr
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the

limb using daily

care
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Chapter 4
Medical Audit: medical

profession's reinvention versus
political managerial assimilation
Introduction

4.1

In the

UK, medical audit is the term used for

cians and surgeons.

It

was

advanced

as

peer

review of the activities of physi¬

part of a wider reform programme of the NHS

through which the government initiated the introduction of management accounting
and

budgeting systems (The Griffiths Report, 1983; Working for Patients 1989). These

reforms advocated the involvement of

cesses,

hospital doctors in budgeting and costing

attempting to involve them in controlling clinical costs, and putting

them to be

more

cost and

a

series of studies

(Ferguson and Lapsley,

al., 1992: Jones and Dewing, 1997) which indicate failure for differ¬

ent reasons, among

which the main

one seems to

be

a

lack of understanding,

inadequate appreciation of hospital doctors' decision-making

process

1998). Clinicians considered the introduction of these reforms
to the

pressure on

efficiency conscious (Dent, 1991). These attempts did not

achieve their aims and there is evidence of
1989: Preston et

pro¬

as a

or an

(Kilpatrick et al.,
serious challenge

autonomy of the medical profession, and reacted with the adoption of a strat-
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egy

managers.
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to ensure their own independence and autonomy from hospital

purpose was

Doctors

treatment and

care

were

to be the ones to organise and control the process of diagnosis,

of the

patients (Dent, 1991).

Against this background, the issue of medical audit
search
of

a

topic. The implementation of audit

negotiation

process

assumes

programmes can

of competing hierarchical

processes

importance

be considered

as

as a re¬

the result

between different bodies of

expertise (Power, 1997a, 81). In this area conflicting forces operate. External agents

(i.e. Government) exercise their influence

latter enact diverse reactions in response to
that the Government attached to the

pitals

this external

pressure.

While the

purposes

implementations of audit procedure within hos¬

strictly related to introducing managerial instruments for evaluating the

were

efficient

organisations (i.e. Hospitals), and the

upon

use

of

resources

and

assessing the quality of

care

(The Secretary of State for

Health, 1989), medical professionals were more oriented towards a concept of audit
concerned with the

as a means

of

quality of medical

care

enhancing the educational

within

process

a

closely defined clinical

area,

and

of junior hospital doctors (The Royal

College of Physicians of London, 1989).
Medical audit may
of the

therefore be taken

possibility of achieving

an

as a

suitable location for the investigation

integration of the key constituencies (clinicians and

managers) relating to hospital activities. As Kilpatrick et al. suggest (1998), medical
audit could be considered
icians'

decision-making

going to receive

as

instrumental for

process.

even more

achieving

a

better understanding of clin¬

Moreover, in the future the

process

of clinical audit is

interest within the medical profession and management in

hospitals due to the introduction (by the latest White Paper: Designed to Care 1997)
of the issue of Clinical

Governance, which is

a

complex device through which the

po-
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'corporate accountability for clinical performance' (The

Executive, 1998). Within the

process

of Clinical Governance, clinical audit

play the central role of assuring that the quality of

care

provided is monitored

and exercised within evidence-based standards. These standards will also be

improved

through the clinical audit.
This

chapter investigates the conflicting nature of medical audit, its origins and

evolution, giving
medical

the

picture of the issues which have long been debated

among

the

profession by policy makers and health researchers, with the aim of evaluating

potential,

and clinical

4.2

a

as a

point of

convergence

for accounting testing

care.

The

The formal

priori, of medical audit

a

origin

practice of medical audit originated in the United States with the American

College of Surgeons (ACS) National Standardisation Programme for Hospitals in 1919

(Dent, 1991). It
of medical

care

was an

whose

attempt to defend private interests of the doctors in a market

characteristic, at that time,

was a

status of competitive anarchy

(op. cit. 1991). In Britain the medical profession's first interest is credited to the series
of reports

of the Joint Working Party published in 1967, 1972 and 1974.

The First

in

for

on

the Organisation of Medical Work

Hospitals (Department of Health and Social Security, 1967) and the equivalent

one

hospital service in Scotland (Scottish Home and Health Department, 1967) (known

respectively
work in

to

Report of the Joint Working Party

as

'Cogwheel' 'a' and 'b' reports) addressed the organisation of medical

hospitals. They advocated the introduction of

provide

a new

a

divisional system of staffing,

structure which would facilitate the profession's awareness of issues
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of cost and effectiveness of medical work.
the

These first reports

adoption of 'divisions' which would be based
service and

a common

making

use

of the

on groups

same resources

strongly recommend

of specialties providing

(Scottish Home and Health

Department, 1967, 15)(Department of Health and Social Security, 1967, 16). The aim
of this

more

use

suggestion resides in the belief that this type of organisation would lead to

comprehensive understanding of community needs and achieve

of

resources

in

with the

was

to have a responsibility to carry out constant appraisal of

provided, deploying clinical

effectively

as

possible, and

cope

Security, 1967, 16) (Scottish Home and Health Department, 1967, 16-17).

Thus, initially it

was an

organisational restructuring which provided the context for the

introduction of medical audit.

Segmentation into professional specialties

was

considered

prerequisite to its effective implementation.
A

fact

significant difference between the English and the Scottish reports resides in the

that, in the Scottish

the report

clinical

the

one, a

specific reference to medical audit is included, whereas

for England and Wales makes specific reference simply to the review of

practice. As

in certain

as

resources as

problems of management that arise in its clinical field (Department of Health

and Social

a

efficient

meeting those needs (Department of Health and Social Security,

1967, 2). Each division
the services

a more

a

we can

read in Chapter VI of the English report, 'A review of Needs

Spheres' (Department of Health and Social Security, 1967, 13-14), there is

acknowledgement that clinical practice and opinion differ in

well

as

the treatment of conditions. In order to

review of the clinical

a

variety of situations

appraise the service provided, the

practice should be carried out within each division, through regular

meeting to re-examine prior work. An example is given of the topics of discussion, with
the aim of

learning from the past in order to improve future service. These

are

related to
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discharges, waiting lists, out-patient waiting times (Department

Security, 1967, 17). This information is to be produced by the

division in collaboration with the non-medical staff.

organisation of inservice reappraisal of the

care

This report

also suggests the

provided.

As noted

above, the Scottish report refers specifically to Medical Audit. In the

introduction

(Scottish Home and Health Department, 1967, 12) the lack of information

on

the

for

developing techniques for evaluating the efficiency of patient

the

knowledge about the actual working of medical staff, in

is

operation of the existing system of medical

proposed. This report dedicates

a

care

is recognised, and
care

claim

a

and improving
structured

a more

way,

chapter (Chapter IV 'Operational Research'

p.

52-59) to illustrate different techniques of operational research, useful for clinicians
for the evaluation of their work and the assessment of the efficient
In the

paragraph concerned with the assessment of standards of

and Health
evaluation

care

evaluation, statistical abstracts for each patient discharged
on

Professional and

Hospital Activities, which

patients' records and statistical analysis derived from them.
prepared, and hospitals

receives

a

a

(Scottish Home
care

by the Scottish report, within the Canadian and North American

to the Commission

an

resources.

performed in the United States and Canada.

As described

which is

care

of

Department, 1967, 53), the report describes the technique of patient

as

practices of

use

can

are

prepares a

sent

list of

Diagnostic indices

are

also participate in the Commission's Medical Audit Plan,

extension of the Professional

Activity Study. In this

process,

each hospital

report containing indices of the quantity and quality of medical care, through

system of codes known only by each hospital involved in the plan, so that the role

of the Commission relates

only to the processing of the data and the provision of the
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tabulations, without

any

continues the process,

judgement

performing its

standards that will be used for

these

cases

in which the

review of those cases,

upon

medical performance. Then, each hospital

own

medical audit. Hospital staff determine the

comparisons,

as

part of the process of identification of

agreed standards have not been met. This enables further

made by

specialty. Medical Audit Plan
from the
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an

elected committee of clinicians from the appropriate

was,

therefore,

an

educational tool. It

beginning that disciplinary action should not be taken

on

was

emphasised

audit data alone

(Scottish Home and Health Department, 1967, 78). The Scottish Joint Working Party
recognised the validity of the above method, highlighting the importance of establishing
a

group

responsibility for maintaining and raising standards of patient

the term 'audit'

was

called into

54), because it implies

a

related activity of inspection and supervision by

was

evaluation'

suggested, and there

to determine any

resisted by the medical profession.

modification

However,

question (Scottish Home and Health Department, 1967,

body, and this
was

care.

was

necessary

also

a

an

outside

So, the term 'patient

care

recommendation for further studies

to this American model. The report, then,

proposed how to introduce this technique, suggesting that this should be done through
existing clinical meetings, and listed three possible experimental approaches by which
the system

could be set

up

(Scottish Home and Health Department, 1967,

para.

190,

54):
o

The initiation of evaluation studies with the assistance of the

ments of social

and

or

of the Scottish Home and Health Department's Research

Intelligence Unit.

o

the

medicine,

university depart¬

Participation for

an

experimental period in the Professional Activity Study with

co-operation of the Commission of Professional and Hospital Activities at Ann

CHAPTER 4.

MEDICAL AUDIT

57

Arbor, Michigan.
o

Investigation of the suitability of existing hospital in-patient discharge data for

this purpose.

In 1972 the Second

Medical Work in

Report of the Joint Working Party

Hospitals

was

on

the Organisation of

issued (Department of Health and Social Security,

1972). This report reinforced the statements expressed in the first report, and
an

account of the way

organisational changes
of the experiences

in which the first report
were

was

still considered to be

of the previous four

years.

adopted. Again, the

necessary were

reviewed

reasons

on

there

are

was

An analysis of the problems encountered

the divisions and executive committees

some

aspects of clinical service performed by

(Department of Health and Social Security,

1972, 30). One aspect of this activity which is analysed is the

average

spent by patients in hospitals and the waiting lists for admission.
a

field in which there is much scope

development, but it does not
The Third

in

was

not any specific reference to medical audit. However,

comments about the review of

claims that this is

why

the basis

by the hospitals in establishing the arrangements suggested by the initial report
provided. In this report there

gave

go as

far

as

length of time

The report itself

for change and need for further

to propose what these might be.

Report of the Joint Working Party

on

the Organisation of Medical Work

Hospitals, published in 1974, deals extensively with the issue of clinical practice

review.

The

importance of carrying out regular reviews, which allow comparisons, is

recognised. It is also suggested that reviews
levels

may

be conducted at different territorial

(i.e. local, regional, national and international) and that the analysis of pub¬

lished studies of clinical

practice should become part of the normal divisional activity

(Department of Health and Social Security, 1974, 25). The

process

of reviewing clini-
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not considered to be the responsibility of doctors, indeed, there is no

was

specific reference to whom should be in charge of it. The report suggests that
studies could be

of

organised at divisional level,

or over a

wider

area,

some

and gives examples

international, national, regional and local studies (Department of Health and Social

Security, 1974, 27-28). At hospital level, Hospital Activity Analysis

was

designed to

provide information to individual clinicians and divisions for reviewing episodes of in¬
patient medical

care,

recording data about diagnosis,

time of the treatment in the

The most

and

sex

hospital and if the patients died

or

of patients, length of

not.

interesting aspect related to this conception of the 'audit' of medical

is that the data

was

age

are

considered

not meant to create

regional board

or any

private to the clinicians, which

general patterns

as

means

the audit

process

the data collected could not be used by

other authority to advocate change. Therefore, this

review is not

planned

to conform.

The creation of standard patterns

as a

care

process

a

of

basis for creating 'norms' to which clinicians would be asked

of treatment

affect the clinical freedom of the individual doctor in

or

investigation would

his/her analysis and treatment of

patients and this is the main object of debate between medical profession and health
authorities.

The response

of the medical profession to the Cogwheel reports

hand, these reports

welcomed because they showed

were

an

antagonism between the profession and the Health Minister
in the debate

service

on

the

was

twofold. On

one

attempt to overcome the
as

the two 'sides' involved

major faults in the organisation of medical work in the hospital

(Leading Article BMJ, 1967, 252). On the other hand, despite the recognition

that the review of clinical

clinicians, and the

more

practice should lead to

efficient

use

of

resources

a

greater exchange of ideas between

(i.e. beds and staff equipment), the
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pressure

for the adoption of uniform regimes of

management could be an attempt to limit doctors' freedom to treat their patients as

they consider best (Leading Article BMJ, 1967, 252).
There is the

recognition that the proposal for the introduction of 'Medical audit'

(as it is termed in the Scottish report)
would not encounter

or any

other form of clinical practice review,

general support, but this Article (Leading Article BMJ, 1967,

252) recognised that at this time the British Medical profession has

a

modern methods of

can ensure

new

in

organisation and assessment,

methods do not reduce

so

that clinicians

appropriate clinical freedom. At this time, it

journal correspondence that the medical profession

to these

reports (Blundell and Lowry, 1967,

concentrated

on

the

was

that the
claimed

not paying great attention

was

617). The main object of debate had been

potential application of managerial principles to hospital work.

Some clinicians feared that the involvement of managers
vision of medical care,

and the

need to introduce

would not benefit the

pro¬

because of their potential interference in professional freedom

doctor-patient relationship. Therefore, the suggestions regarding medical audit

contained within the

fessional bodies

'Cogwheel' Reports

were

not widely considered by medical pro¬

(i.e. British Medical Association and Royal Colleges) and the adoption

of medical audit remained

exclusively at local level and

on a

voluntary basis. A modest

as a

clinicians'counter

start.

4.3

A

long debate: Medical Audit

strategy

Prom 1971 the

leadership of the doctors professional body (i.e. the British Medical

Association) showed

more

worries regarding the managerial reforms which

were

advo-
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by the 1972 Management Arrangements for the NHS (Grey Book). The medical

profession felt that matters of good management had become
those of

good medicine, and

among

doctors there

was a

important than

more

shared feeling that the health

profession had been excluded from management in the current reforms (Blundell and
Lowry, 1967). Their perspective
the

on

the role of managerial reforms, is apparent from

leading article (Leading Article BMJ, 1971b, 3):
Management's aim should be to provide the best facilities for treating patients that
budgets allow, and this requires
nurses,

a

constructive, equal partnership between doctors,

and other health personnel and the

managers.

Medicine is not the

same as

business.

There is
to the

the

a

suggestion to consider the potential of Medical Audit

as a

counter strategy

challenge set by the Government through the reforms of the NHS into the

area

of

organisation and control of medical work (Leading Article BMJ, 1971a, 443). This

idea, however, is not

a new one.

article in

it has been already said above, the issue of medical audit

1967, but

considered

a

as

major

concern

reinforcement of this idea

The

same

suggestion

either by clinicians

can

or

be found in the article

was

made in the BMJ leading
was

not

by medical professional bodies. A

'Challenges for Change II' (Irvine,

1971, 32):
As doctors

we

of what

do, the inevitable alternative will be the imposition of

we

must realise

that, unless

we

critically scrutinise

number of checks and balances from outside. These...are
internal

As well

as

no

more
an

and

more

increasing

substitute for effective

monitoring arrangements.

in the

USA, Medical Audit is favoured

interests, but in the British context, it is

an

as a means

of defending doctors'

instrument of defence from intrusive

man¬

agerial policies, whereas in the USA the introduction of the National Standardisation
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Programme by the College of Surgeons, mentioned in the previous section,
towards the enhancement of the status and the income of its members

was

directed

(Dent, 1991, 72).

By this time, while the utility of medical audit is recognised by the leadership of the

organised profession, the membership showed varying degrees of acceptance.
clinicians advocated the

importance for the medical profession of starting to consider

the introduction of medical audit for

to

Some

raising the standards of clinical practice, in order

prevent its imposition by other bodies. At the same time, the word 'audit' was per¬

ceived

threatening, and too closely related to the curtailment of financial

as

resources

(Anonymous, 1977a,b: Aylett, 1977: Leading Article BMJ, 1977).
This

contrasting reaction created major problems in the

process

of establishing

a

policy of medical audit organised and administered by the medical profession, and this
stimulated

a

large debate

among

between 1971 and 1980 the
medical literature

the medical professionals. In fact, during the decade

topic of medical audit

(Sheldon, 1982). There is

an

to be

a

major issue in the

extensive literature in medical journals,

which debated the nature of medical audit and the
for the medical

appears

implications of its implementation

professionals 1. The issues discussed in the articles

cover

several

as¬

pects including: describing audits; arguing for or against them; and discussing ways
and

means

of

implementing them. During this period of time

of discussion is the definition of audit.
their

ical

own

process

of the main topics

reported by Sheldon, most authors give

definition, in which audit is described

care'(Slee, 1967); 'a

review'

As

one

as

'evaluation of the quality of med¬

of critical analysis' (Williamson, 1973); 'medical

(Marson et al., 1973); 'the

process

care

of data collection' (Harris et al.) (Sheldon,

^Irvine, 1971: Shackman, 1974: Naish, 1974: Dudley, 1974: Leading Article BMJ, 1974:
Kenworthy-Browne, 1976: Irving and Temple, 1976a,b: Cowen and Feldman, 1976: Leading
Article BMJ, 1976: Turner et al., 1977: Stevenson, 1977: Smith, 1977: Marsh, 1977: Gruer
et al., 1977: Murley, 1980: Duncan, 1980: Anonymous, 1980: Shaw, 1980a,b,c,d).
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1982, 2). The problem of obtaining
agrees

is not only

meanings which

The

own

definition

which the medical profession

upon

linguistic dilemma. The term audit itself incorporates multiple

express very

out the two main

>

a

a

different activities. These

can

be summarised pointing

meanings given to this term by clinicians (Dudley, 1974, 275):

regular study and analysis of facts about patients directly under clinicians'

care;

A

>

more

public accounting for practices,

It is the latter

meaning that created turmoil

do not like the word 'audit'

as

and accidents.

errors

such. It is attributed

accountability (Duncan, 1980), implying

a

medical professionals. They

among

a

connotation of accountancy

and

numerical review controlled externally (Shaw,

1980d, 1256). This connotation of audit is feared by clinicians

as

it is considered

a

methodology for the assessment by non-clinicians of their efficiency and results (Gilmore
et

al., 1980, 1050), with emphasis towards financial implications (Anonymous, 1981,

253).
The focus of the discussion then evolved around the identification of

medical audit is
As

out.

early

reasons

why

important for clinicians, and how it should be organised and carried

as

this stage, medical audit procedures

were

considered

which could

produce reliable data for analysing the quality of

claimed that

monitoring the quality of

care was an

care

as a

practice

provided. It

issue which deserved

a

was

considerate

profession's attention (Leading Article BMJ, 1967). One of the main problems identified
was

the

C. T.
to

Dollery advocated (see Irvine, 1971, 40) the establishment of

cover

on a

difficulty of establishing adequate methods for measuring the quality of

the whole of the

NHS, which should provide

pilot and voluntary basis. The

process

of review

an

an

advisory service

audit of health

was

care.

care,

initially

intended to look at levels of
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staffing, the organisation and the quality of facilities. Depending
initial

for

a

on

the results of the

implementation, the following stage would be the introduction of audit

general and hospital practice. These

brief

for

one

publication, and

and the executive council.

a more

groups were

detailed

groups

intended to produce two reports:

one

According to Dollery, this

for the members of the practice
process

would stimulate

a more

rapid diffusion of ideas and knowledge, and
more

encouragement for the health professions to interest themselves in the man¬

agerial aspects of their jobs.

This

proposition showed

the medical

professionals,

clinicians into

managerial

as

a

different position from the general attitude adopted by

it is proposing the adoption of medical audit for integrating

processes.

However, despite the acknowledgement that this type of information
and that health

was

required

professionals should be informed about the quality level of their work,

Dollery's proposition

was never

implemented.

On the contrary, the development of

parameters of quality and their validation was to be done in individual practices on a

voluntary basis. The motivation is explained best by the following:
One is entitled to question whether vesting
however

objective unless there is to

which the medical

medical

a

an

advisory service which,

carefully constructed, must be linked with Government, will

the desired

Thus,

authority in

emerge a

profession has not shown in the past (Irvine, 1971, 40).

key matter of importance, and

an

object of further discussion

audit, and, equally important, who should do it. It

participation in

achieve

degree of trust in Government

profession, is related to solving the dilemma of how to

of medical

ever

programmes

among

the

carry

out the process

was

argued that the

of quality evaluation had to be spontaneous for their
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fact, the concept of compulsory participation to audit

as:

politically inspired and bureaucratic 'big brother' wholly inimical to promoting

a

the economics of excellence in medicine

Clinicians favoured the
had to have

as

(Murley, 1980, 622).

development of

system of voluntary-based audit, which

a

its main features effectiveness and

1974, 255). Effectiveness
come,

programmes was

independence (Leading Article BMJ,

that essential criteria, in terms of

means

process

have to be defined and explicitly stated, in spite of the difficulties generally

recognised in defining these criteria (Shackman, 1974, 388). Independence
a

worthwhile system

This claim is

nomical

that
the

made,

issues,

on

on one

hand, in order to avoid

the other, because of the

imposition of audit
It

was

programmes run

asserted that the

that

interference of political

any

common

idea

among

or eco¬

medical profession,
care.

by the State appeared to be

The issue of

a very

sensitive

supervision of clinicians' competence to practise has

to be under control of the medical

profession (Leading Article BMJ, 1977), in order to

clinicians' professional independence (Anonymous, 1977a, 303). Audit is not

preserve

considered

through

means

of medical audit has to be totally independent from the State.

only doctors have sufficient knowledge to judge the quality of

matter.

an

as

threatening if it is self-imposed and aiming at raising the quality of

educational

audit has become

process

inevitable, then self-audit

by clinicians, not by
sanctions

any

care

(Gruer et al., 1977, 957). In the acknowledgement that
appears

to be the less intimidating choice

(Aylett, 1977, 28). The definition of satisfactory standards of

to

and out¬

external authoritarian

(Fraser, 1981, 1199). It

was

source,

argued that

mandatory audit procedures would produce

a

any

care

has to be governed

and without

any

coercion

or

external imposition to conform

defensive medicine and would preclude
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originality and initiative (Anonymous, 1981).
Meanwhile, there
An

were

also developments in establishing formal audit procedures.

interesting example is the surgical audit conducted at the Surgical Unit in St. Mary

Hospital Medical School, in London (Dudley, 1974, 277). This audit which started
voluntary and local basis,

was

described

informal unit audit oriented towards the

as an

development of an agreed flow-chart of clinical
oriented audit system.

a

structured audit

procedure

was

Clinicians have to be

activity.

care processes,

to be used for a problem-

This system of analysis aimed at conducting

data collection in order to establish

on a

structured

a more

regular audit procedures. The establishment of

presented by clinicians at this unit

as a necessary

of their performance, and have to find

aware

ways

of accounting for variations in clinical practice and behaviour, in order to prevent
administrators

using indices with unclear clinical meanings2 for the definition of clinical

standards.

Another

at

example of

Hope Hospital,

a

regular audit

a

programme

is the surgical audit carried out

teaching hospital at Manchester University (Irving and Temple,

1976a). For twelve months, details of total number of admissions, total numbers and
types of operations performed, work load, methods of treatment, complications, mis¬

diagnoses and deaths

were

recorded. Every week diverse selected

by different consultants, who presided
very

suitable for several

understood the

reasons.

over

of outsiders would have interfered with

conducting the audit had proved to be
2Such

275).

as

average

figures

on

the audit. This method

First of all, it

problems under discussion.

a

a

cases were

was

was

discussed

considered

conducted only by clinicians who

According to the authors, the

frank discussion.

presence

Secondly, this method of

beneficial educational function, and

gave

the

hospital stay, investigative profiles, and costs (Dudley, 1974,
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opportunity to discuss openly different treatment methods, without the coercion of

providing and receiving
The debate among
review process.

judgement.

the medical professionals argued

Specifically, the discussion turned

should be internal
entitled

any

on

over

who should conduct the

whether the

external. As C.D. Shaw clarified in the first of

or

because of the

of health

In Shaw's

an

as a

audit and

process

process

implied the

terpreted

as a

at local level.

tee

Report

on

inspection is not futile

can

be considered

as

the extremes

along the spectrum of

one

extreme clinicians would review their own work, at the oppo¬

body (e.g. Department of Health, Regions, Areas, Districts) would be in

(Shaw, 1980d, 1257). The internal-clinical audit

of review informal, voluntary, educational, with

external non-clinical

which

articles,

of medical audit.

view, at

outside

charge of the
Shaw

series of

implications associated with each of them. These concepts define the
care

different types

site

of audit

Aspects of Audit, published by the British Medical Journal in 1980, the dis¬

tinction between internal clinical audit and external non-clinical

area

a

process

audit, Shaw

presence

saw as a

was

no

described by

sanctions. The

statutory, formal and regulatory process,

of sanctions (op.cit. p.1257). Internal clinical audit, is in¬

'self-audit' of individual clinicians, conducted in the form of 'peer-review'
'Peer-review medical audit' has been defined

Competence to Practise (1976)

as

by the Alment Commit¬

follows (as reported in (Shaw, 1980d,

1257):
The

sharing by

a group

of

peers

of information gained from personal experience

and/or medical records, in order to
improve their

And peers are

own

defined

assess

the

care

provided to their patients, to

learning and to contribute to medical knowledge.

as:
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same

specialty and in broadly similar conditions of

practice.

A similar definition is

Wales

working party

given by the General Medical Services Committee (GMSC) for

on

medical audit (1975), which defines

Clinicians, all practising in

a

peers as

a

'peer review'

appears

that the main

interference' with doctors' clinical

care

clinicians.

concern

needs

be

a

formal

care

cases, can ensure a

satisfactory

or

means

proce¬

(Smith, 1977: Anonymous, 1977b), whilst other

procedure would be

suitable for the evaluation of the work of

reduce the

medical col¬

inspection and criticism of clinical practice

a

(Dudley, 1974: Duncan, 1980). The definition of

more

as

argued that the existing methods of review, which

analysing the quality of

clinicians asserted that

well

activity and clinical freedom, i.e. the assessment of

should not have the aim of

Some clinicians

as

of clinicians resides in the issue of 'non¬

regular meetings to present and discuss selected
dure for

acceptable should

performed from 'outside'. 'Outsiders' would create bu¬

procedures and they include professional authorities,

leagues. It

medical

more

(Shaw, 1980b, 1316). In the view of Shaw and colleagues,

process

medical audit should not be

reaucratic

1257):

p.

comparable situation.

Thus, the type of audit that the medical profession would find
be

(op. cit.

a

better
a

answer

for the actual

standard procedure would

team, and, in addition, would

possibility of interference by those external observers who think that

more

efficiency is equivalent to greater output (Shaw, 1980b, 1314). Despite the fact that
several

hospital units

3There

were

carrying out audit

programmes

3, obtaining and acknowl-

examples of audit programme running in different clinical disciplines. The
addressed as the best and most successful national audit in the UK, is the
Confidential Inquiry into Maternal Deaths which started in 1952, whose purpose is to identify
avoidable factors. The audit of preoperative chest radiographs, published by the Royal College
of Radiologists, which is a multicentre study aiming at assessing the value and utility of this
are more

most famous one,
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edging the benefits and utility of such
the

programmes, many

doubts

were

utility of carrying out continuous and structured audits. The claim
not

was

a

enough evidence that audit

commensurate with the

reason can

effort put in.

be ascribed to the

on

process or

on

the objectives of medical audit.

However, the medical professionals

having debated at length the nature of medical audit and the implications of its

implementation for their activity, agreed

over

the need for the adoption of voluntary and

clinicians-led medical audit programmes, as a counter strategy
of audit

4.4

outcome of medical

the educational function of the audit,

different authors would stress different purposes.
after

that there

(Anonymous, 1980, 81).

disagreement

Despite the medical profession being agreed

was

on

would provide

demonstrable, unequivocal improvement in the

care

A

programmes

still raised

procedures,

clinically led.

non

Medical Audit

In 1989 medical audit

towards the enforcement

was

as

part of the governmental agenda

formally introduced by the Government with the White

Paper 'Working for Patients' (The Secretary of State for Health, 1989). It is conceived
as a measure

ensure

use

to:

that all concerned with

of the

resources

delivering services to the patient make the best

available to them

(The Secretary of State for Health, 1989,

para. 1.9).

Within the

for

governmental agenda, medical audit has been taken

providing

reassurance

over as a programme

to doctors, patients and managers that the best quality of

practice. The Society of Thoracic and Cardiovascular Surgeons receive reports from all major
cardiac surgery units, enabling surgeons to compare their practices and results. The Royal
College of Physicians run a study in several regions of the cause of death of medical inpatients
aged between 1 and 50 (Duncan, 1980, 301). Other interesting example of audit programmes
are presented in (Shaw, 1980b).
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resource

available. The English Department of Health and

the Scottish Office conceived medical audit
from the definition

the

as

useful for different purposes, as it appears

provided:

systematic, critical analysis of the quality of medical

dures used for

diagnosis and treatment, the

outcome for the

use

of

care,

including the

resources,

proce¬

and the resulting

patient (The Secretary of State for Health, 1989: The Scottish

Office, 1989, para.5.3, para.3).

The

not

political institutions promoted the implementation of medical audit
only

as a

method useful to clinicians for assessing the quality of medical

but also

as a

working

papers

fundamental
ical

managerial instrument for evaluating the efficient

use

of

resources.

care,

The

(The Department of Health, 1989: The Scottish Office, 1989) set

principles that

doctor's peers.

Therefore it

have to be led

by medical professionals. At the

have to

was

ensure

in order to ascertain whether

as

doctor should participate in regular systematic med¬

every

audit, and that the assessment of the quality of medical

that managers

programmes

care

has to be done by the

envisaged by government that medical audit

that

an

resources

same

processes

time there is the proposition

effective system of medical audit is established
have been used in the most effective way

(The

Department of Health, 1989: The Scottish Office, 1989, para3.3, paralO).
The

English and the Scottish working

of medical audit in

very

should be established 4 chaired

4

drafted

a

model for the organisation

hospital and community health services. The model proposed is

similar in both the working

of the

papers

papers.

by

a

At local level

a

medical advisory committee

senior clinician, and composed by representatives

major medical specialities, general practice and doctors representing the Board

In Scotland it would be

in each Health Board area,

district.

a hospital and community health medical audit advisory committee
and in England a District medical audit advisory committee in each
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management in Scotland (The Scottish Office, 1989, para.l4(a)) and the District Gen¬
eral

Manager in England (The Department of Health, 1989, para.4.2(a)). The role of

the

advisory committee is to support the development of medical audit

programmes

by individual clinicians, the organisation of local medical audit structures, and the
co-ordination and

monitoring of extensive audit

responsibility for producing
the programme

an

annual forward

gives

an

and

an

annual report. In

audit programmes across

programmes

are

specified,

account of the previous year's activity. In Scotland the Na¬

tional Medical Audit Committee is in

peer

programme

The Committee has the

methods and frequency of audits for each clinical team

whereas the report

ing audit

programmes.

charge of supporting, developing and monitoring

the nation; examining qualitative aspects of

for smaller specialties

on a

care;

organis¬

national basis; arranging external

review for specific problems (The Scottish Office, 1989, paral6). In England, the

working

paper

envisaged

a

Regional Committee which holds the

same

functions

as

the

Scottish National Audit Committee.

The model

for discussion

briefly summarised above
on

'how

an

was

conceived with the aim of providing

effective framework for medical audit

a

basis

might be implemented'

(The Department of Health, 1989: The Scottish Office, 1989). The governmental pol¬
icy emphasizes the importance of introducing audit

claiming the necessity of developing
across

all the health

fundamental

care

an

programmes

organisational framework for systematic audit

organisations.

As noted above, the government set,

as a

principle, that the audit should be medically led. This statement is in

agreement with the medical professionals' considerations
control audit programmes.
cates the

within the hospitals,

But at the

implementation of audit

same

on

who should conduct and

time, the political agenda strongly advo¬

programmes

for managerial

purposes

related to the
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resources:

While the practice
too has

of medical audit is essentially a professional matter, management

significant responsibility for seeing that

effective way,
audit is in

and will therefore need to

ensure

resources are

that

an

used in the most

effective system of medical

place (The Department of Health, 1989: The Scottish Office, 1989,

para.3.3.,10).

Within the model outlined
how to evaluate the effective

it. It

appeared

engaged,
and

an

even

very

by the working

use

of resources,

papers,

there is

no

clear indication of

and most importantly who is in charge of

clear from the long debate in which the medical professionals

before its compulsory introduction, that medical audit

accepted by clinicians, in particular,

educational aim. This view

was

as a means

reaffirmed

was

were

conceived of

for assessing quality of

care

with

by the Royal College of Physicians, in the

report published soon after the white paper. In this report, medical audit was defined
as

a

mechanism whose

objectives

are

primarily (The Royal College of Physicians of

London, 1989, para.2.1):
<-»

assessing and improving the quality of patient

care;

enhancing medical education by promoting discussion between colleagues about
practice;
<—>

identifying

ways

of improving the efficiency of clinical

care.

Interestingly, the report did mention the possibility of using medical audit for improving
efficiency of care, but there is
is

presented

as a

no

further explanation

cycle whose steps

•

observation of what

•

definition of standards of

are

identified

happens in practice

practice

as

on

this issue. The

(op. cit.

para

2.6):

process

of audit
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•

comparison of practice with standards

•

adoption of changes

•

observation of

In this

in the

cycle the most important step for
procedures of the provision of

actions
This

practice after the implementation of changes

approach is focused

is considered

of financial

an

on

a

partially useful exercise if

Royal College of Physicians (op. cit. para.3.6).

clinical aspects of care. The analysis of resource utilisation

important issue

resources.

effective audit is the adoption of changes

Audit would be

care.

not taken in the view of the

are

an

as

it

can

provide

for proving the inadequacy

a means

Thus, accounting information would be co-opted within medical

professionals' domain becoming

an

instrument for exercising

pressure over

the funding

political institutions. Medical audit would be 'manipulated' (Oliver 1991) by the med¬
ical

professionals providing

clinical

care are

due to

evidence to managers

a means

deficiency of

for assessing whether failures in the provision of
resources.

for obtaining additional

Royal College of Physicians highlighted,
could

as

These results could be used
resources.

the main

Within this context,
First the

medical audit

can

strong

However, the report of the

reason

produce benefits for improving the educational

as

for initiating audit, that it

process

(Smith et ah, 1992).

be presented from two different perspectives.

position held by the governmental institutions, which has considered the

potential of using medical audit to involve clinicians in managerial issues.
the medical

professionals' view, which conceived medical audit

as an area

Second,

concerned

primarily with educational

purposes

treatments to be clinicians

led, and where the interests of the medical professionals

have to be

safeguarded.

and the monitoring of the outcomes of specific
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integration

potential of medical audit to provide

an area

versus

symbolic

response

where achieving integration between

managerial and clinical approaches has been suggested by several authors (Packwood,
1996:

Kilpatrick et ah, 1998). Indeed, this potential

can

be considered

as

the most

interesting characteristic of medical audit, and in view of the scenario depicted in the
previous section, it becomes
of

a

matter of importance to trying to understand the logic

adoption and implementation of medical audit

briefly introduced above5, the

As

tion of audit programmes can

frontational
clinical

response

be described

programmes

within hospitals.

of the hospitals to the normative

as a

sanc¬

strategy determined mainly by a con¬

approach, showing resistance towards the imposition of external control of

activity (Dent, 1991). This strategy itself reflects the decoupled organisational

structure, which has been recognised as a distinguished and significant organisational
characteristic of

hospitals (Meyer and Rowan, 1977: Scott, 1983). The implementation

of medical audit programmes
ernment and the

audit,

a

within hospitals has maintained this duality. The

professional bodies have tried to impose

a

structured framework of

'top down initiative' (Packwood et ah, 1994, 304). The

has been

a

complex combination of

Drawing

on

answer

to this pressure

processes.

DiMaggio and Powell's (1983) analysis of institutional isomorphism6,

the introduction of

compulsory participation of clinicians in medical audit projects has

enacted two different types
needed to enact

gov¬

a

process

conformity through

of reaction. On

one

hand, at organisational level, hospitals

of change, to comply with the law. Following this necessity of

a process

of change identified

as

'coercive isomorphism' (DiMaggio

5Chapter 2, section 2.2: The institutional approach in health
6See Chapter 2, section 2.1: Review of the literature.

care

research.
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Powell, 1983), formal structures in the forms of committees for organizing and

supervising audit projects

were

set

up,

both at local and national level (Packwood,

1996).
The

capacity of these committees to organise and provide audit

to be effective was questioned

prove

fessionals enacted

governmental

a

which

can

of medical audit

are

pro¬

of adaptation to the changes in answering to the

be identified

as a process

(DiMaggio and Powell, 1983). In fact, within this
purposes

which

(Harman and Martin, 1992, 29). The medical

different process

pressure,

programmes

of 'normative isomorphism'

process

of change, the type and

defined in order to suit only clinical requirements, and to

reinforce the supremacy

of the profession in dealing with clinical matters. Among clin¬

icians there

that medical audit would have interfered with their

was concern

and that it would have restricted clinical autonomy,

medical

allowing

managers

to manipulate

practice (Smith et al., 1992, 178). Different studies which analysed the im¬

plementation of medical audit, produced evidence showing that the audit
were

use

largely and mainly concerned with medical

of

tioned

resources

as

well. Criticisms of the

and outputs and less with the

potential of medical audit for making

already formulated

medical audit often has many

air

process

programmes

(Packwood et al., 1994, 306). The effectiveness of audit

clinicians' behaviour have been

or

workload,

constructive exercise and

problems is

one

characteristics of

a

as

early

as

a

was ques¬

real impact in

in the 70's:

ritual rather than

an

instructive

maybe received by medical staff with indifference. To

thing; to change behaviour is another (Leading Article BMJ,

1976, 714).

Thus, the implementation of medical audit
teristic which

serves

programmes assumes a

ritualistic charac¬

institutionally legitimate 'rituals of inspection' (Power, 1996, 298).
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and discussed

despite the

action'

programmes

to 'close the loop' has continually been questioned

(Currie and Mountain, 1998). Harman and Martin (1992) showed that

presence

audit programmes,

and the
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of

a

prevalent belief in the potential benefits of running medical

reservations

were

perception of audit activities

expressed pointing out the lack of audit results
'talking shop' with 'activity and

more as a

no

(Harman and Martin, 1992, 28).

Similarly Packwood et al. (1994) presented

a

picture of 'partial achievement' (p.

308) of the audit's objectives, attributed mainly to the type of
meetings where not considered

as

processes

used. Audit

part of a cycle, but as single episodes. In this con¬

text, it was difficult to identify strategies to implement changes according to the results
uncovered

sary

by the audit, and to pinpoint the

they did not know what

was

happening within the local

p.309) reinforcing thus the ritualistic implementation of audit

authors

explained this failure

Indeed, individuals play

an

as

neces¬

sidered

non

Within
islated

programmes

programmes.

(op.
The

due to the individualistic character of medical audit.

important part in the development of audit

The individualistic character fits the need to

be

responsible for adopting the

changes. The local audit committees should have been the point of reference, but

most often

cit.

persons

threatening and not impinging

programmes.

developing forms of audit which

upon

clinical freedom.

hospital organisations, clinicians reacted to the

by the governmental agenda in different

are con¬

ways.

pressure

of conformity leg¬

The behaviours adopted

can

explained following the analysis made by Oliver (1991) of the strategic behaviour

adopted by organisations facing
audit programmes

finding

a

which

were

pressure

exercised by institutional environments. The

organised and implemented responded to the strategy of

compromise between the necessity to obey rules and the necessity to defend
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professional interests. Clinicians accepted the idea of measuring clinical performance,
but

only according to their

own

The audit programmes were
to the evaluation of the

fusion of their

erated

involvement in

non

clinical issues.

organised to remain separate from other initiatives related

quality of

care.

Their specialism also made difficult the dif¬

(Packwood, 1996, 117).

analysis raises questions

by health

cessful clinicians'
ized rituals

any

results, limiting the possibility of transferring the information between

different level of audits

This

rules, avoiding

care

over

the impact of medical audit

practitioners. Are audit

programmes

programmes gen¬

another example of

a suc¬

manipulative behaviour which have transformed audits into rational¬

of inspections (Power, 1997a, 96) which provide organisational legitimacy

through the creation of formal structure and procedure? To understand audit impact,
it becomes

of

important to determine the empirical nature of medical audit. The

negotiation between the medical profession and the political actors has produced

different

impacts at local level. As Power suggests:

Whether audits

'rituals of

the

activities, is

core

own

as

not

loosely coupled to their organizational environments

inspection',
an

or

whether there

nevertheless real impacts

empirical issue. In the desire to create certain

a

matter of

they operate in the real world. This will help gain

vidual level. The second part

appearances

different mechanisms

an

understanding of its

impacts produced at organisational and indi¬

of this work will be

established medical audit. This

the medical

on

importance to research and analyse examples of medical

nature and its effects and the different

an

are

functioning, audits have effects (Power, 1997a, 89).

It thus becomes

audit

are or are

as mere

of their

of

process

an

empirical analysis of

study is designed to provide

an

an

example

insight into the

through which medical audit has been developed and accepted by

professionals. Through the analysis of

a

'real' example of audit it will be
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possible to investigate how the decoupling procedure affects the results of the audit. It
will also show

whether, despite the adoption of this strategy,

(Power, 1997a, 97) has taken place and enabled
mistrust between clinicians and managers so

a

a

managerial colonization

reduction in the level of conflict and

bridging the

gap

between them.

Chapter 5

Costing Information in Clinical
Care: A Paradox

Introduction

5.1

The other dimension which is

going to be explored

as

part of the context of the present

research, is the issue of the role of costing information in informing clinicians
activities. This

topic has been debated at great length and

lematic, controversial and tense
the reforms

traying

a scenery

of tension and conflict between
on

on one

prob¬

process

of

years, por¬

hand the government and the

the other the medical profession. The introduction of

involve the medical profession in the management of hospitals, including

increased

Bourn and

1997:

An extensive literature describes the

as a

budgeting by the government, and the endeavour of policymakers in exercising

pressure to

an

be described

through which the NHS has been changed in the past twenty

Department of Health, and
clinical

arena.

can

their

on

awareness

of

costing issues, exacerbated the tension (Pollitt et al., 1988:

Ezzamel, 1986a,b: Preston et al., 1992: Jacobs, 1995: Jones and Dewing,

Jones, 1999). The conflict mainly originated because the medical profession

sidered the introduction of these reforms

as

a

way

of challenging their professional

autonomy, with a potential reduction of clinical freedom

78

con¬

as a consequence

of intrusive
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interference of managers.

In the past twenty years

hospitals accounting practices have been the subject of

debates, experiments and modifications, searching for 'methods and solutions' for in¬
creasing the efficiency of the provision of health

care.

for

a

increasing the efficiency of the NHS has been

During this period, the quest

constant presence on the political

agenda (Lapsley, 1994b). The underlying assumptions, presented by subsequent

gov¬

were

informed by the well known rhetoric of the necessity of cutting down

the level of the

public expenditure in the NHS *, without affecting the quality of the

ernments,

services and

care

The need for

of

resources

provided.
enacting mechanisms of control of the clinical activity and the

highlighted the necessity for improving the accounting practices in

use

use

in

the

hospitals. The evaluation of the impact of these reforms in increasing efficiency

and

stimulating

in

a more

active and interested participation of the medical profession

managerial issues has proved difficult to

(1998) disclose

a

scenario which presents

reaction and level of interest showed

describe

a

situation in which

objections towards the

use

on

the

some

(Ham, 1997, 11). Kilpatrick et al.

interesting characteristics related to the

by clinicians towards costing issues. The authors

one

hand medical

On the other hand,

and level of interest in cost calculation and

The aim of this

^ee Lapsley

professionals exhibit anxiety and

of managerial practices, including cost information,

fear limitations in their clinical freedom.

response

assess

resource

they disclose

as

a

they

mixed

utilisation.

chapter is to investigate this contested situation.

On

one

hand

(1994b p 17-19) for a description of management and accounting changes in¬
by the British government in pursuing efficiency of the NHS through two majors
initiatives: 1) New Management Systems recommended by the Griffiths report in 1983; 2)
New accounting controls: Management Budgeting (1985) and Resource Management (1986),
introduced by the Department of Health and Social Security.
troduced
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evidence suggests
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a

reluctant to

series of
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that clinicians do not want to be involved in managerial processes, and

use

managerial instruments. On the other hand, there is evidence from

studies, mainly published in specialised clinical journals, in which doctors

themselves address the issue of

resource

utilisation and cost calculation.

In order to

investigate this scenario, the developments and modifications of the costing systems at
hospital level

as

enforced by the managerial reforms of the NHS,

are

investigated. The

analysis of the continuing modifications and innovations of the hospital costing practices
reveals the

repeated failure of these reforms. They

clinicians in

a

continuing

often result from previous

wave

of reforms which:

reforms, and the outcome of reforms is often

reforms tend to be self-referential

as

succeeded in actively involve

hospital managerial activities, validating the suggestions made by Lapsley

(1994c p.350) of

p.

never

(N. Brunsson, 1993,

as

new

reforms:

quoted in Lapsley (1994c

351).

will be further demonstrated in the

While the attempts at

involving clinicians in the management of the hospitals did

not achieve their purposes,

doctors. This aspect

is

a

following sections.

there is

a

parallel continuing interest in costing shown by

puzzle which needs further explanation. For this

ing studies initiated and undertaken by clinicians

are

reason,

cost¬

investigated and discussed. This

investigation is relevant for understanding the nature of clinicians' interests in costing
issues. A

deeper understanding of the nature of this interest will be informative for the

objectives of this thesis,

as

medical audit and

formal

more

between audit programmes

it forms the basis for exploring the possible reconciliation of
hospital systems of accounting, and the potential link

and costing information.
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Taking accounting and costs to clinicians:

a

relentless

attempt
The

5.2.1

managerial reforms

Managerial reforms and structural changes of the National Health Service have

a

long

history. The need for changing the structure of the organisations providing health

care

raised

was

the

over

of

early

as

the end of the 50s (Levitt et al., 1999). Concern

increasing financial

vision. A

use

as

pressures

from the increasing demands for health

recurring theme, especially at

resources.

introduction of

Guillebaud

This issue has been

was

a macro

presented

level,
as

was

reason

managerial reforms. In 1953 the government set

ciently. The result of the investigation highlighted that

was

a

care pro¬

the problem of the effective

the main

Committee) for enquiring whether the NHS

expressed

for justifying the

up a

committee (the

using the

resources

major problem

was

effi¬

due to

underfunding of the service (Holliday, 1992, 8). The need for changes in the admin¬
istration of the

in

hospital service

1967, 1972 and 1974,

Medical

Audit,

of clinicians in

way

on

already mentioned in the previous chapter (Chapter 4:

in which clinical work

was

organised, advocating the involvement

managing the service (Levitt et al., 1999, 14).

In 1974 the first

placed

advocated and the 'Cogwheel' reports, published

4.2) recommended changes in the structural organisation of the

para.

hospitals and the

as

was

reorganisation of the NHS

was

enacted, in which emphasis

was

the role of regional health authorities in planning the service. They had the

responsibility for planning financing and directing the Area Heaith Authorities, which
were

responsible for planning the service and appointing district management teams

(Holliday, 1992, 10). This
as as

'a

was a

highly bureaucratic and hierarchical system, described

highly developed corporate pluralism', which

was

supposed to function through
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of negotiation between national and local organisations (Pettigrew

al., 1992, 47).
Related

clinicians.

changes to budgeting and costing systems did not impact directly

to

on

Therefore, this reorganisation accentuated the need for implementing fi¬

nancial control based

on

a

functional system

(Perrin, 1988, 51) which did not have

budgets for clinical activity. Before the functional budgets, the budgeting and costing
systems were prepared according to a form of 'subjective analysis', which identified the
resources

consumed

by the hospitals, for instance staff costs, supplies. This method

did not evidence how the

resources were

used and

by whom, i.e. which functions

were

performed by the departments of the hospitals (Rigden, 1983, 64) and could not be
therefore used
obtain

a

as

a

control device.

'functional

analysis'.

Therefore, the system

Functional

areas

was

modified in order to

of management

were

identified, i.e.

nursing, diagnostic department, catering, estate, finance and other functions, and the
subjective costs

were

divided

among

them. This expansion

was

required by the

ar¬

rangements considered necessary for establishing managerial responsibilities, in which
the

importance of introducing budgets and financial control systems based

tional

and

analysis

was

were

to be used for the analysis and review of resource use. As

above, the major omission of this reform

the clinical

areas

of the

hospitals, which

were

was

rial systems

that did not have

any

impact

problems of conflicts between the

authorities, and shortly, in 1982 structural reforms of the

both at

macro

implemented in the '80s

and micro level

were

seeking

ways

on

left out of this managerial restructure.

The elaborate structure introduced in 1974 raised
different levels of

func¬

emphasised, and in which both subjective and functional budgeting

costing systems

noted

on

were

manage¬

implemented. The structural reforms

of reducing the level of the expenditure in
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NHS, modifying at the
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time the managerial organisation (Holliday, 1992).

same

Regional Health Authorities, District Health Authorities and NHS hospitals had to
appoint general
and

managers,

who

were

to be responsible for the comprehensive direction

strategic management of the provision of

level, management budgets for clinicians

were

(Holliday, 1992, 17). At hospital

care

introduced (Griffiths Report: NHS Man¬

agement Enquiry, 1983), whose main rationale resided in a closer control of clinical

spending, together with the introduction of
clinicians'

ing

was

care,

performance, through the

intended to be

use

programmes

of performance indicators. Clinical budget¬

tool for assisting the

a

of comparative assessment of

process

of decision-making

on

patient

producing information about the actual costs of the decisions. Therefore it

intended that clinicians had to review

was

regularly their level of expenditure against their

specialty budgets (Appleby et al., 1995, 125).

Following these reforms, the costing system
into the

was

modified in order to be divided

management units at the district level, in accordance with the change of the

organisational structure, in which senior functional

responsible for the unit

managers,

management groups, were given the authority and the accountability for decisions on
resource use

(Perrin, 1988, 64). The functional analysis

(Bourn and Ezzamel, 1986a, 53). The first level
analysis', whose aim

was

was

was

structured in two levels

defined

as

'primary functional

to provide the financial accounts, and it was designed espe¬

cially for large acute hospitals. The second level of functional analysis examined the
expenditure according to broad service

groups,

which in hospitals

are

classified

as:

in¬

patients (IP), out-patients (OP), day-patients and accident and emergencies. The main

object of the secondary level

calculating

a

total

average

was

cost

the creation of costing information in

per

patient-day and

per

a

simple

patient-case, which

were

way,

to be
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comparisons between regions, districts and hospitals.

tertiary level of analysis
redistributed among

introduced in 1987, in which the costs of each unit

was

specialties, measuring and reporting clinical activity. The

original intent of introducing this level
specialty costs

per

IP day, IP

case,

its introduction

was

claimed

as an

was

to allow inter-unit comparisons of average

and OP attendance, apportioning to them all hos¬

pital expenditure allocating it directly

nated

or

indirectly (op. cit., 1986,

adequate

measure

by the decisions of clinicians
was

considered

than by those of unit

more

as a means

p.

58). In addition,

for overcoming the problem origi¬

by the fact that the rate of consumption of resources

costing

84

was

ultimately determined

managers.

for investigating clinical

Therefore, specialty

resource use,

providing the

opportunity for breaking down the analysis at the level of the individual clinician,
individual

patients

or group

of patients.

The introduction of clinical

experiment, it
clinical

never

or

budgeting and specialty costing remained at

a

level of

became fully adopted by NHS hospitals. Several experiments with

costing and budgeting

were run across

Britain, and there

was

evidence that, in

the sites which took part

in these trials, changes in the management of service where

obtained

of the application of clinical budgeting (Wickings et al., 1983,

as a

576). Even
clinical

consequence

more

interesting, Wickings et al. concluded that the implementation of

costing proved to be

more

useful in improving efficiency when it

within sustained educational programmes, or
cit. p.

audit and

peer

introduced

review committees (op.

577).

However, the attempt to introduce management budgets raised
and resistance among
and

was

even more contrasts

the medical professionals (Preston et al., 1992: Rea, 1994: Jones

Dewing, 1997). The majority of clinicians

were

not interested in fulfilling a manage-
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rial role and

participating in the management of the service. Subsequently, in 1986, the

Government decided to

implement

a new

set of managerial reforms, labelled 'Resource

Management Initiatives'. In promoting this additional
ment aimed at

characteristic

was

was

presented

summarised

initiatives, the

process

by the

as a new

of reforms, the

resources

by clinicians and

Health professionals

agement processes.

managerial

process,

slogan: information

new

for defining the

meant to be started and led

was

wave

govern¬

emphasising the change of approach underlying them. The 'Resource

Management' initiative

these

85

were

whose innovative

user

driven. Within

needed for providing acute

nurses

already involved in

ask to design and

use

care

man¬

the information

systems which they considered to be the most adequate for organising and managing
their work.

The

among

clear

ran

implementation of Resource Management

British hospitals.

One of the

became

several different

explained

and

as

managers

(op. cit.

widespread practice

was, as many

a

hospitals

experiments implementing various organisational practices and

variation has been

renegotiation'

a

has been attributed (Rea, 1994) to

difficulty in determining what 'Resource Management'

managerial systems defined

to

reasons

never

as

as

'resource management' (Rea, 1994, 105).
the result of

a process

This local

of 'continuous reinterpretation

part of the dynamic process of negotiation between doctors and

p. 106).

The hallmark of this initiative consisted in the attempt

provide clinical and costing information which had to be tailored for clinicians'

needs. There is evidence that the attitude among

information system
not of

in which managerial information is combined with clinical data

complete hostility, depending mainly

from such

a

clinicians towards the creation of

combination

on

an

was

the quality of the information resulting

(Ferguson and Lapsley, 1989, 24).
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overall, this initiative did not produce the results that the Government

pected. The disconnection between the

purposes

of their implementation and the

tual results diminished the radicalism of these reforms. As

been labelled

and

86

as

a

ex¬

ac¬

result, these reforms have

false revolutions (Lapsley, 1994b, 17), in which the desired managerial

accounting changes 'have been absorbed by the existing organisational culture' (op.

cit. p. 19).

Nonetheless, the search for introducing different forms of management

tices and structures in which

economic discourses colonize medicine

prac¬

(Preston et al.,

1992, 572) did not cease, and the beginning of the 90's faced a far more radical re¬
form.

The NHS White

Paper, issued in 1989 and the NHS Community Care Act

1990, introduced the system of 'internal market'. General Practitioners fundholders
and Health Authorities
behalf of the
became

'providers' of health

reform, they

appropriate for

rial

'purchasers' of health

a

care.

are

Self governing hospital trusts

given

more powers

as

on

were a

significant in¬

system designed for answering to a logic of devolution of manage¬
was

supposed to work

its principal instrument different typologies of contracts, which governed the

exchange of health
In order to

care

The NHS

services between purchasers and providers.

apply this system, it became

the determination of

contract

services

and responsibilities considered to

responsibility (Lapsley, 1994c, 349). The 'internal market'

using

care

patients. Directly managed hospitals and self-governing hospital trusts

novation of this

be

transformed into

were

prices, which

were

necessary

going to be

to define principles that allowed

an

essential part of the contracts.

Management Executive published in 1989 the Cost Allocation Principles for

pricing, in which

was

stated that contracts had to be priced at costs, using

a

concept of full cost. The guidance issued by the NHS Management Executive referred
to the

conceptualisation of minimum costing standards and cost allocation principles
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basic costing and pricing framework2.

Within this context,

costing technologies

creasing the efficiency of the provision of
between

In the

A

care,

introduced

promoting

as an

instrument for in¬

a process

of benchmarking

of

care.

continuing story of 'accounting failure'

previous section the introduction of the managerial reforms of the NHS imple¬

mented

and

were

hospital units. This should have encouraged the participation of clinicians in

the management

5.2.2
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by the British governments, and the developments of management accounting

budgeting systems have been analysed. They represent

introduction of reforms which did not succeed in

a

long

process

of continuing

producing management accounting

instruments connected with clinicians.

The functional

costing system

was

criticised because of the high level of aggregation

2The NHS Management Committee issued guidelines on costing- Costing for Contracting

(NHS Management Executive, 1993a)- in which fundamental principles for cost calculation and
were set ('Top down' procedure). The main objective of these guidelines was to
overcome the substantial differences among hospitals in the methodology and the data used for
calculating contract prices. The letter recommended a standardised classification and analysis of
hospital costs, providing a list in which cost items were classified according their behaviour (i.e.
fixed, semi-fixed, variable) and their typology (i.e. direct, indirect, overhead), and suggested
a two-stage cost allocation procedure for the calculation of specialty costs.
These guidelines
were further extended in the Costing for Contracting Manual
(NHS Management Executive,
1993c), which suggested the introduction of two additional phases in the costing procedure: a
cost allocation

'bottom

up' procedure for calculating costs below specialties; a reconciliation between the costs
activity levels identified in the 'bottom up' analysis and the 'top down' control total costs.
The 'bottom up' procedure aimed at analysing the costs of specific conditions which represent
a high proportion of the total costs. The analysis of clinical activity is done identifying Health
Resource Groups (HRGs). HRGs are the British version of DRGs. They are a nationally
recognised method of classifying clinical activity, taking in consideration differences in casemix, in which patients are classified into small groups with the following characteristics: a)
they are clinically similar; b) expected to consume similar amounts of resource; c) they are
used as a 'language' between clinicians and managers (NHS Management Executive, 1993d,
2). Costing the key HRGs for each specialty focusing on a relative small number of HRGs
which represent a high proportion of costs. This analysis of the specialty activities and their
costs was considered as a necessary improvement of the standard costing procedures suggested
by the Management Executive. In fact, the average specialty costs were considered to be too
aggregated (NHS Management Executive, 1993b, Annex A, 2).
and
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of the cost data
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produced, and the absence of formal standard costs which would

have been useful for the

development of budgets and

as a

basis for cost comparisons

(Bourn and Ezzamel, 1986a) and it did not address clinicians. But also the latest
development of specialty costing and standard costing techniques for the calculation of
patient treatment showed difficulties in defining reliable costs to be used in

cost per

the

decision-making
The

process

costing practices in

and the control of
use

resource use

(Jones, 1999).

before the introduction of the internal market

were

considered to be too detached from the functional characteristics and the difficulties of

managing the hospital services (Bourn and Ezzamel, 1986a, 57). But to what extent
have the innovations of the

hospitals

overcome

managers

costing practices implemented and experimented in the

this disconnection? The quality of the information provided to both

and clinicians

proves

to be a critical factor. There are evidences that clinicians

would welcome information systems

in which the data provided

aspects of clinical practice and financial dimension
This type

of information would be

the processes

more

are a

combination of

(Ferguson and Lapsley, 1989, 24).

consistent with the organisational structure and

of decision-making, in which clinicians

occupy a

key role in influencing the

hospital daily activity, being completely in charge and responsible for deciding
treatment to

upon

the

provide to the patients (Bourn and Ezzamel, 1986a: Preston et al., 1992:

Lapsley, 2001). However, Ferguson and Lapsley (1988) revealed that clinical budgets
were

not

negotiated between clinicians and funding institutions, but these budgets

allocated without

this way

were

expressing the actual workload of clinical activity, maintaining in

the system of incremental budgeting. In addition, the devolution of budgetary

responsibilities to

an

appointed

had been weakened

by

an

manager:

increased centralization of the control of expenditure
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at health

authority level.... These changes

cial pressures

in health authorities.

have allowed them to contain overall

appear

These

89

to reflect the increasing finan¬

responses

of health authorities

expenditure, but undermines the concept of

responsibility accounting. Prom the perspective of the budget holder-with
centives,

no

sanctions and limited ability to influence

for which they

may

have designated responsibility and

a

or

no

in¬

control the expenditure

heavy central control- the

re¬

sponsibility accounting system is likely to have assumed the attributes of ritual
and ceremony

(Lapsley, 1994c, 346).

Thus, the conflicting
the

messages

conveyed by the policymakers, i.e.

necessity of controlling the expenditure through

control, and

an

on

the

hand

one

increased centralization of this

the other hand the introduction of responsibility accounting, halted the

on

attempts to overcome the disconnection between accounting instruments and clinicians
and contributed to the construction of
ritualistic
from

forms,

as

budgeting and costing systems

as

ceremonial and

defined by the institutional theorists, decoupling clinical activity

budgetary responsibilities.

The

implementation of the 'bottom up' procedure of costing below specialties,

viously illustrated,
which

can

can

be considered

as an

attempt to produce an information system

achieve the combination of clinical and cost data. The involvement of clini¬

cians in the identification of the HRGs and in their

and necessary

costing has been considered crucial

in order to achieve the objectives of designing

an

adequate information

system and provoke the interest and the participation of medical professionals in

agerial

processes.

towards the

use

ling the

of

these

use

Jones (1999) suggests that clinicians displayed

of

HRGs, which they considered

resources,

and

were

a

a

man¬

favourable attitude

useful tool in planning and control¬

beneficial in helping to understand costs. Despite

positive acknowledgments, HRGs

process

pre¬

were

not considered useful for the budgeting

and the level of adoption and implementation

among

purchasers and providers
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proved to be modest (Jones, 1999, 7). Moreover, the reliability of the cost data used
for

costing the HRGs and the difficulty of applying

calculation have been criticised and undermined their
been considered useful for case-mix

a

uniform methodology for this

potential. Therefore, HRGs have

planning and benchmarking of selective

groups,

but

they have not been able to be used for providing adequate financial control information

(Jones, 1999, 16).
Despite the long
the characteristic of
reforms

can

process

of reforms, the hospital costing practices have maintained

being distant from clinicians' interest. This

be considered

as

an

process

of continuous

'accounting failure' mirroring the pattern described

by Lapsley (2001) in the implementation of clinical budgets, where there is
established and documented

into

nated

The

tional

as

sense

history of the inability to transform the political agenda

to both the

hospital management and to hospital doctors desig¬

budget holders (Lapsley, 2001, 105).

decoupling mechanism enacted within hospitals,

theorists, acts again

vergence

as an

as

espoused by the institu¬

important mechanism which has prevented the

con¬

of managerial and clinical interests. Clinicians have succeeded in maintaining

professional structure unchallenged by the administrative structure. The

tion and the

a

well

operational systems:
which made

their

a

prepara¬

production of the hospital financial statements has always been considered

managerial and not

a

clinical matter of

duced in the financial statements
not considered reliable in

were

criticised

determining the

As noted above, the figures

pro¬

by clinicians because these costs

were

concern.

resource

consumption of the provision of

care.

The enforcement of several

costing techniques throughout the last two decades were
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a

als did not

recognise these instruments of control
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governmental device for controlling clinicians'activity. Medical profession¬
as

adequate to evaluate their activity.

On the contrary, medical professionals considered them as a challenge of their inter¬
ests

the rationalisation of the

over

adopted

a

provision of health

care

(Scott, 1983). Thus, they

strategy of determined and strong defiance (as defined by Oliver 1991) dis¬

missing the repeated attempts of the government to enforce the adoption of output
control

measures

The

which

were

answering to financial criteria.

managerial reforms introduced in the '80s did not succeede in producing

ac¬

counting instruments to be used by clinicians for managing and evaluating their activity,
but their

1986b:

implementation became

a

'ritualistic

means

of control' (Bourn and Ezzamel,

Lapsley, 1994c). In the latest reforms (Department of Health, 1997: The Secre¬

tary of State for Health, 1997) the rhetoric has changed, the focus is less financial and

efficiency oriented, but
of the health
and

more

care.

more

concerned with setting and monitoring quality standards

However, this change in the focus, i.e. being less efficiency-concerned

quality oriented, has not modified the significance attached by clinicians to

management accounting instruments.
As

already highlighted, accounting practice cannot be considered

strument for

as

neutral in¬

providing objective accounts (Miller, 1994). Budgeting and accounting

systems have been used by the political actors for conveying emphasis on the efficiency
of the
to this

use

of resources,

and the evaluation of the clinical output would have to

answer

logic. Clinicians do not recognise the value of this logic, and therefore do not

recognise the value of the instruments which derive from this logic. However, parallel
to the

opposition demonstrated towards the utilisation of management and accounting

practices within daily clinical activity, clinicians have demonstrated that they

are

not
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completely disinterested in costing information, and
their

use

of cost data.

are
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not against the possibility of

Is it because of this non-neutral characteristic of

accounting

practices which clinicians have recognised and wish to manipulate in negotiations over
financial resources? This issue is the

object of enquiry of the following section.

A

5.3

contrasting story: Clinicians who calculate costs:
an explanatory example from the hip fracture
Over the past
tions has risen

decade interest in the economic evaluation of health

care

interven¬

(Drummond and Jefferson, 1996, 275)3.

There is evidence from

a

series of

studies, mainly published in specialised medical

journals, that this interest in the economic evaluation of

care

procedures is raised not

only by researchers in the field of Health Economics but also by medical professionals.
These studies

are

not

part of a government sponsored, nor of an institutional manage¬

ment framework of clinical

undertaken

budgeting and efficiency control, but have been initiated and

by clinicians themselves. The condition of hip fracture presents

an

inter¬

esting example of this phenomenon. During the last two decades, several articles have
been

published in specialised medical journals, which addressed the issue of calculating

the costs of the

studies

hip fracture treatments. Interestingly, the first articles which published

specifically focused

conducted

on

the calculation of the costs of treating hip fractures

were

by clinicians and appeared in Scandinavian countries (Jensen et ah, 1980:

Engesaeter and Spreide, 1985: Holmberg and Thorngren, 1988: Borgquist et ah, 1991).
Hip fracture is defined

as a

condition which will increase in the future, due to the

ing of the population, and which will be progressively resource-demanding,

as

ag¬

it mostly

3In the period of time between January 1996 and May 2001 the British Medical Journal has
published 84 studies of the economic evaluation of health care treatments: 73 studies applying
cost-effectiveness analysis, 5 studies looking at cost-minimisation, 3 studies on cost-utility and
3 studies using cost-benefit analysis.
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elderly people (Jensen et al., 1980: Holmberg and Thorngren, 1988). Jensen et

al.(1980), who
cuna

in studies

purpose

clinicians based in two different Danish hospitals, emphasised

are

was an

hip fractures and the efficiency of social rehabilitation. It has to be noted
were

aiming at calculating the cost of treatment

hip fractures, their calculation did not provide

calculation of the

study, hospital

resource

resource

days, comparing the

consumption

consumption

resource

hospitals against the
with the intention of

apply

was

was

programmes run

expenses

as

such,

as

calculated

on

the number of hospital bed
programmes

performed in

in specific rehabilitation institutions. This

consumption of

resources.

can

guarantee the

The aim of their study

on

the social welfare system and

(1985), calculated the

resource

consumption for the

hip fracture in terms of bed days. The aim of the study, in this

the determination of the

The

analysis aimed at calculating the
sex,

consumption of
resource

resources

1985).

some

case,

by different types of patients.

consumption of the hip fracture patients

and at calculating the proportion of total

care

needed for

fracture treatment:

gain

was:

which not only considered the dependence of the

was

to

was

for the community (Jensen et ah, 1980, 294).

Similarly, Engesaeter et al.

according their

the

expressed in hospital bed days. In their

patient but also took into account the demands

divided

costing figures

determining the method of treatment which

an assessment system,

thereby the

any

consumption of rehabilitation

safest results with the smallest

treatment of

la¬

evaluation of the relationship between the costs of the

that, despite the fact that the authors

to

a

addressing social and economic factors of hip fracture treatments. The

of their study

treatment of

of
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idea about the need for further

resources

(Engesaeter and Spreide,
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Holmberg and Thorngren (1988) published

a more
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detailed study of the costs of the

hip fracture treated in Stockholm County (Sweden). This is the first study in which
cost

figures of the hip fracture treatment

resource

divided

are

calculated.

The authors analysed the

consumption of different subgroups of hip fracture patients.

according to the place in which they

were

Patients

were

treated (Orthopaedic department

versus

surgical department) and the outcomes (patients with

versus

patients with complicated outcomes). The authors compared the costs for hos¬

non

complicated outcome

pitalisation4 between the patients treated in orthopaedic departments and the

ones

treated in

surgical departments. They wanted to demonstrate the main factors which

impact

the costs of the treatment of hip fractures, and they identified three main

on

factors:

•

The

•

The method used for the rehabilitation

•

The skills available at the treatment centre for

technique used for primary treatment

handling fracture complications

They strongly concluded that:
If all femoral neck fractures

were

treated

by experienced orthopaedic

optimal osteosynthesis methods, and with
rehabilitation, considerable
saved

resource

with

policy of early discharge and home

consumption of hospital

resources

could be

(Holmberg and Thorngren, 1988, 381).

Thus, this detailed costing study
mation

a

surgeons

proves

that clinicians

are

system in which outcomes of their clinical activity

interested in
are

a

costing infor¬

linked to their costs,

as

suggested by this doctoral research. Accounting information is used by the authors of
4

The costs used

by the authors

istrative office of each institution

are

bed-day costs calculated by the personnel in the admin¬

(Holmberg and Thorngren, 1988, 378).
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the above article for
used in the

providing substantiating recommendations

primary treatment of the hip fractures,

policy and consequent rehabilitation methods, and
ment of femoral neck fractures.

The

treatments associated with their

has been used
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on

on

on

the

more

effective discharge

the

necessary

skills for the treat¬

comparative analysis of the costs of hip fracture

outcomes, investigated by Holmberg and Thorngren,

by the authors for emphasising the importance of treating hip fracture

patients in orthopaedic departments, with the claim that in doing
resources

so

significant hospital

would be saved.

(1991) published another study which

Following this research, Borgquist et al.
looked at both the

inpatient costs of hip fracture and the rehabilitation costs.

The authors aimed at
associated with

per

the best techniques

'presenting

a

comprehensive report of all the treatment costs

hip fractures' (Borgquist et al., 1991, 39). They calculated a total cost

patient in which the following costs

were

included: the costs of the acute phase

(surgery and mobilisation at the orthopaedic department), the costs of the rehabilita¬
tion and other costs

was

during the four months after the operation. Then, the total cost

broken down and further

analysed establishing

a

co-relation between costs and

functional status5 of the

patients. The study proved that functional status before and

after the fracture of the

hip,

age, sex,

habitat and type of fracture

were

all important

parameters for estimating costs for hip fracture treatment. The authors used this cost¬

ing study for suggesting alternative solutions in the rehabilitation of the hip fracture
patients (decentralised follow

rehabilitation) which

can

up

system provided by the primary care, active home

lead to the reduction of hip fracture costs:

Future cost reductions should concentrate

on

a

5The patients were classified according to age, sex,

daily living activities.

combination of

changes for

spe-

habitat and the capacity of performing
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cific patient groups

related to habitat and functional status. New technologies,

improvements in functional and social parameters,
eration between the

social
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as

well

as

orthopaedic department, primary health

authorities, will be possible

ways

organisational
care

coop¬

personnel, and

to reduce the overall costs (Borgquist et ah,

1991, 47).

Thus, these early studies
of

resources

needed for

determine ways

were

treating hip fracture patients.

of reducing the consumption of hospital

of the costs attributed to acute
for instance

all concerned with the determination of the amount

by the

non

care were

in

These study

resources

were

trying to

highlighting how part

reality generated outside the hospitals,

availability of rehabilitative

care

at home

or

in specialised

institutions, and by the characteristics of the patients. The Swedish studies reached
a

sophisticated level of cost calculation, looking at costs

determine the association between costs and

these clinicians
and the

as

in the

patient and trying to

patients' characteristics. It

appreciated costing information

importance of their work',

per

case

as a means

appears

that

for demonstrating the 'value

of the study presented by Holmberg and

Thorngren, in which the analysis of the costs is used for emphasising and justifying the
importance of treating hip fracture patients in orthopaedic departments. The costing

figures have been used to show the importance of developing
necessity of spreading the costs

among

new

primary and secondary

technologies and the

care.

Interestingly, the studies mentioned above identified elements affecting the costs of
the treatment which

causes,

are

not

directly related with clinical activities, but

are

all external

for instance patients' habitat and functional status and decentralised follow

up

systems provided by primary care organisations. None of the above studies suggested
ways

of reducing inpatient costs, i.

On the contrary, a recent

e.

the costs closely linked to clinician's activity.

study, conducted in Huddinge (Sweden) by Stromberg et
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(1997) demonstrated that by using

the reduction of

hip fracture acute

care

a

detailed patient-related accounting system

costs achieved with the introduction of the

Prospective Payment System, did not represent
from

acute

one

treatment

a

a

real saving

department to another. The reduction

hospital costs, but at the

same
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time did not

on

as

these costs

were

shifted

the length of stay decreased the

prove

to enhance the quality of the

(Stromberg et al., 1997, 12). Stromberg et. al undertook this study after

Prospective Payment System

was

implemented in 1992 by the Stockholm County

Council, which aimed at reducing costs and size of the acute hospital organisation.
The authors studied the health

care

consumption and costs of hip fracture patients

before and after the introduction of the
that this system

of

prospective payment system.

did not necessarily result in overall savings,

the earlier discharge

hip fracture patients from the orthopaedic departments determined

discharge to geriatric wards, in which they estimated
and the stay
acute

an

in rehabilitation units in reality increased

an

even more

than the shortened
a

criticism of the

implementation of budgeting systems which aim at reducing acute

they have demonstrated that changes in clinical practices do not always

successful in

costs,

prove

to be

Hollingworth et al.(1993) analysed the costs of early discharge

hip fracture, in Peterborough Hospital. The costs of the treatment

down into its various components,

patients whose information
costs

care

achieving overall cost effectiveness.

In the British context,

after

increased

increased of 12% of their costs,

hospital stay. Thus, the study of Stromberg et al. suggests

effective

as

as

They proved

was

were

broken

but did not reach the level of calculating the cost of

not available. The authors criticised the typology of

ordinarily produced by the hospital accounting system:
Our calculations showed that

using the readily available

average

specialty cost is
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inaccurate estimate when length of stay is affected (Holling-

ah, 1993, 905).

Thus, in this study the utilisation of costing information highlighted the inadequacy
of the

hospital costing procedure in providing detailed information for the management

of the post

fracture treatment. According to their cost calculations, the study proved

that

designed

a

better

well

use

of the

programme

resources

for early discharge of hip fracture patients

help in

available:

This

study shows that the hospital at home scheme

days

per

can

free six orthopaedic bed

hip fracture patient and that this benefit is not outweighed by the extra

cost of the

depends

can

on

community scheme. The value of the scheme such

being able to

reuse

the hospital

resources

which

as

are

hospital at home

freed to treat other

patients; this in turn requires the hospital to have adequate funds and theatre
for the extra patients

...

space

this must be taken into account in the joint contract

offering the hospital and hospital at home services financial reward for the extra
patients treated (Hollingworth et ah, 1993, 905).

The assessment of the different levels of
for

resource

justifying the necessity of increasing the funds for the hospital.
Similarly, French et al. (1995) conducted

of

consumption provided evidence

a

detailed cost analysis of hip fractures

elderly patients at Aberdeen Royal Infirmary. The authors proved the inadequacy

of the average

accuracy.

data'

trated

orthopaedic bed days costs for representing

consumption with

Thus, they aimed at finding 'a cheap and reliable method of collecting cost

(French et al., 1995, 185) and proposed
on

resource

those aspects

the treatment,

of

care

resource

available average

alternative approach. They

concen¬

which constitute the highest proportion of the costs of

and by collecting data

the variation in

an

on

four variables they explained almost 65% of

consumption. They proposed this method

specialty costs because they considered it

more

as

opposed to the

adequate to provide
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description of

the

resources

necessary

authors for its

Such

a

consumption, despite the fact that with the

resource

posed method 35% of the costs

are

not accounted for.

to treat hip fracture patients

implications in the funding

same

year

use

for

In

process:

purchasing decisions (French et ah, 1995, 185).

impact of hip fractures. Using the data base collected

treating hip fracture patients in the
quantifying these estimates this

future

paper

accurate idea of the scale of the

years

costing figures,

Unless beds

aims to provide health

once more,

planners with

can

be

had been used for showing how the overall rise of

resource

implications:

provided, major initiatives will be required to prevent fracture,

analysis of these studies

interested in

characteristics of

resources

care

problem likely to be facing them in the

improve treatment and provide community

are

2011 and 2031:

(Hollingworth et al., 1995, 269-270).

hip fractures will have major

The

considered important by the

previous study (1993) the authors estimated the direct hospital costs and bed

a more

The

However, this description of

Hollingworth at al. (1995) published another study in which they

estimated the future economic

for the

was

pro¬

methodology might be successfully applied to costing fractures of the neck

of the femur which could lead to aid

In the

99

on

care

(Hollingworth et al., 1995, 269).

the costs of hip fractures shows that clinicians

costing information. However, these studies have in

common

using costing information for addressing the necessity of provide

towards the acute

care.

The British studies have also

provided

a

the

more

critique of the

existing costing techniques, and clinicians themselves have made their cost calculations
more

sophisticated in oder to obtain reliable figures. The costing information produced

by clinicians, in the context investigated above, has been used by the the medical
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as a means

of proving the inadequacy of the
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resources

provided to the

hospitals.
In addition to the

publications investigated above, there

are a

few

more

interesting

studies, not related to the calculation of the costs of hip fractures patients, in which
clinicians advocate the need of

obtaining and using costing information (Ellis, 1991:

Cuckow, 1992a,b: Mills et ah, 1993). The most important contribution of these studies,
for the present
the

importance of linking cost information to clinical audit

consultant

to

doctoral research, consists in the claim made by the different authors of
programmes.

Ellis (1991),

a

himself, studied the contribution of the most frequently performed procedure

surgical workload, with the aim of calculating costs according to type of patients.

One of the most

interesting aspects of his article is the claim of the importance of

calculating such costs for drawing
important lessons for audit,
of

resource

management, and the new management task

costing (op. cit. p.882).

Moreover, the author suggests that the analysis of the cost of the procedures should

provide hospital consultants and
in order to create financial

savings. Clinical audit is considered

where the

analysis of the costs of

The

claim is made

same

doctors

can assess

and

common

appropriate setting

procedures is correlated with their quality.

by Cuckow (1992,

more

a,

b). The author not only affirms that

reliable than the hospital case-mix system

planning tool. He claims that within audit

role in

an

produce cost information, but he also considers the information

produced with audit to be

financial and

with information for changing techniques

managers

quality assessment. And

programmes

even more,

as a resource

it could be possible to combine

audit systems

can

play

an

important

planning budgets, monitoring efficiency, and costing alternative treatments:
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words, putting

operating in the

These studies

new

formidable instrument into the hands of

surgeons

NHS (Cuckow, 1992b, 410).

provide strong evidence for the potential integration of costing infor¬

mation within clinical audit.

They demonstrate that clinicians

are

not anti-accounting

but they show that medical professionals have understood the potential impli¬

per se,

cation of

of

a very
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calculating and using reliable cost information in the

hospital financial

resources,

and in the determination of the

processes

resource

of negotiation

consumption of

clinical

activity. Cost information and medical audit

be used

by clinicians in planning the activity for budgets, in monitoring the outcomes

of the

and

procedures of

as a

tool for

care

combining

on

the clinical aspects

as

instruments to

assessment of clinical activity with its costs,

an

active part

of the provision of

in managing the service, looking after not only

care,

This evidence has informed the main

This

envisaged

evaluating alternative procedures. Therefore, there is evidence that

clinicians do want to take

raised the

are

but the financial dimension

as

well.

topics of this doctoral research. They have

question whether costing information

can

be integrated within clinical audit.

study aims at investigating in specific hospital settings with established clinical

audit programmes
interaction in

the opportunity of establishing

a

clinical and managerial point of

settings alternative to the traditional bureaucratic

ones.

Chapter 6
The

The

6.1

The

Hip Fracture Clinical Audit
development of nationally funded audit projects

Hip Fracture Audit in Scotland has been implemented following the promulgation

by the Scottish Department of Health, in 1989, of the Scottish Working Paper number
two

on

medical

The Scottish

audit,

soon

after the White

'Working for Patients'

was

published.

regulators accepted and promoted the view held by the government

objectives and

purposes

on

of medical audit. According to the governmental agenda,

already discussed in Chapter 4
the

paper

para.

4.4, audit

programmes

the
as

had to be implemented for

'systematic and critical analysis of the quality of medical care' in which the clinical

elements

as

the Scottish

well

as

the

use

of the

regulators enacted

of medical audit programmes

moted and enacted
have

given shape to

that is focused

only

a

have to be measured and assessed.

resources

series of

measures

Thus,

for developing the implementation

within Scottish hospitals. However, the regulations

pro¬

by the Scottish institutions in charge of promoting clinical audit,
an

on

audit model for the evaluation of the quality of medical

its clinical aspect, with

consumption and the relative cost analysis,

as

a

total absence of the review of resource

will be highlighted by the following in¬

vestigation of the requirements set for the development of national audit
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care

programmes.
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The Clinical Resource Audit

Group (CRAG)

pervising the development of medical audit
were

Committee

(NPC), whose functions

isation of local medical audit
number of local audit

were

The

projects,

programmes.

In 1990, two additional sub¬
Projects

projects (National Projects Committe, 1993).

projects increased, additional
were

resources were

As the

distributed and

established by CRAG, expanding the

membership of the National Projects Committee.

expansion of the NPC has followed the evolution of the nature of the audit
as

it moved from 'medical audit' to 'clinical audit'. Over time,

which started

as

medical audits moved forward to include other health

expanding the focus of the review. The term 'clinical audit'
in 1993. There had been

defining what

a

a

problem of terminology

clinical audit is

as

opposed to

a

over

procedures,

as

the systematic analysis of the

the

was

use

care

programmes

professionals

formally introduced

of descriptive terms for

medical audit (National Audit Office,

1994, 5). 'Medical audit' is the term used to indicate
care

su¬

to round off at the national level the organ¬

uniprofessional audit subcommittees

role and the

given the responsibility for

was

formed: the Medical Audit Subcommittee and the National

committees

more
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care

a

uniprofessionally-led review of

provided to patients is performed

only by the professional in charge of the treatment. 'Clinical audit' indicates

a

review

procedure in which the focus of the analysis becomes multi-professional, which

means

that different health

care

professions take part in the analysis of the

care

provided, and

through this collaboration it becomes possible to investigate several aspects of clinical
activity.
Thus, through the formal introduction of 'clinical audit' the Department of Health
aimed to promote
made clearer

as

and fund mainly multi-professional audit projects. This intent

this became

one

of the main criteria

by which audit projects

was

were
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eligible for funding by the NPC.

The National

Projects Committee

was

created with the specific

purpose

porting the development of national audit projects. National projects

were

particularly beneficial because of the nature of their objective, defined

as:

to encourage

board

collaborative audit bringing together workers from two
It is also available to support

areas.

example, guidelines and standards which it

developments in methodology
may

care

staff to

develop

and to take action to improve

provement are identified

In order to be

an awareness

considered

health
or,

for

encourage

all profes¬

of issues of quality and standards

these wherever deficiencies

or

opportunities for im¬

(National Projects Committe, 1993, 2).

funded, national audit projects have to meet the criteria set by the NPC,

which have been set for three main elements considered

Committe, 1993, 2-3):
The

sup¬

not be appropriate to finance

locally. The overall aim at both local and national level is to
sional health

or more

of

coverage,

content and value.

requirements related to the

1. A national

important (National Projects

coverage

of the projects

project covering all health boards

or

are

set as follows:

all departments in

one

specialty

in Scotland

2. Part of

an

international

project

3. A

joint project involving two

4. A

single-based project developing reproducible methodology

wider

The

boards

or

audit tools for

use

emphasis is placed

different

or more

on

the development of projects that

can

lead to comparisons at

geographical levels: local (among different health boards), national (involving
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all Scottish health

boards) and international,

as

well

as

in terms of developing

producible methodology. This characteristic of attention focused
of
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on

a re¬

the development

comparative projects has reinforced the interest for the international comparison,

between Scottish and Swedish

hospitals, investigated in the present research.

Regarding the second element whose requirement have been regulated by the NPC,
the content of the

1.

projects, the following criteria have been identified:

Projects should be audit rather than research and not eligible for funding from
other

sources

2. Should

emphasise clinical aspects of

care

and involve clinical leadership and

par¬

ticipation

3. Should reflect

4. Should

as

appropriate the patients' perceptions

emphasise outcome

more

than

5. Should contribute to education and to

These set of criteria
concerned

are

very

process

improvements in clinical performance

interesting. They reflect

a

type of audit which has to be

only with clinical issues, and has to be done and controlled by clinicians. In¬

terestingly,

among

to the critical

the content of the projects listed above, there is

analysis of the

use

of

resources

no

specific reference

and the evaluation of their costs,

even

though the Scottish Department of Health has accepted the definition of medical audit
set forth

by the government in the 1989 White Paper. Thus, these criteria reflect the

view of medical audit

discussed

in

strongly debated and defended by the medical professionals

as

already in Chapter 4. They provide evidence that clinicians have succeeded

maintaining medical audit

as an area

primarily concerned with medical practice,
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provide adequate

interests of the medical

The value of
established
the

an

measures
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of the outcome of clinical activity, and where the

professions remain safeguarded.

audit

project has to be demonstrated through this last set of criteria

by the NPC. The desirability of

a

project is demonstrated when it fulfils

following requirements:

Should demonstrate value for money

1.

contribution to

improved

2. The duration of the

care

for the NHS

as a

whole making

project should reflect its objectives

limited, start-up funding for

later transfer to other methods of

These
audit

ever,

are

very

significant

and service delivery

3. The balance between hardware and staff costs should be

4. Time

a

general criteria which

e.g.

resource

appropriate

centres will be considered with

funding

are

only concerned with the justification of the

projects in terms of the amount of funding required for sponsoring them. How¬
the NPC has also listed

selected

related

as

audit

a

set of criteria for the consideration of the issues to be

projects. The criteria

topics, topics related to clinical

are

care

identified according to three

areas:

disease

and management issue (National Projects

Committe, 1993, Annex 6).
These

clinical

criteria, shown in table 6.1

on

the following

page, are

mostly concerned with

issues, problems in the outcome of care treatments and problems in the

ment of clinical

which present

manage¬

procedures. However, there is consideration for costing issues. Services,

high costs,

'High service costs

are

are

eligible for medical audit projects1. However, despite these

considered to be the result of: high volume low unit costs; low unit
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Table 6.1: Issues to be selected for audit
Disease Related

Topics

projects

Topics related to Clinical

Management Issues

Care

Diseases

causing premature

(avoidable) death

Areas of medical

as

evidenced

variations in

uncertainty

Areas

identified

health

in

by wide clinical

board's needs assessments and

practice

strategic plans

or

out¬

come

Diseases

quency

ity

or

causing

high

fre¬

of morbidity, disabil¬

Areas

medical

certainty

where doubt is cast

value

mortality

of

of

established

on

the

proce¬

Issues of

of

care

appropriate delivery

between

hospital doc¬

tors and GPs

dures

Treatments with

potential for

significantly reducing morbid¬
ity and mortality and for

New health

ogy

care/new technol¬

Areas

of

clinical

complex

management

assessment

re¬

ducing disability
Disease

or

changing in incidence

prevalence

Iatrogenic
diseases

and
or

nosocomial
interventions

or

Areas

communities of alternative in¬

gence,

terventions

quent e.g. iatrogenic disease

Acceptability to patients

where

medical

legal claims

Opportunity costs

negli¬

are

fre¬

or compar¬

ative benefits

carrying significant risks
High costs services

Accountability

reviews

demonstrating problem
in clinical

areas

management

High political profile, deriv¬
ing from Government
fessional
Source: An

adaptation from National Projects Committe (1993, Annex 6)

concerns

or pro¬
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high unit costs

NPC, makes
clinical

an area

are

considered

an
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important element which, according to the

worthwhile for further investigation, the analysis of the costs of the

activity selected is not included in the objects of the audit,

out.

Thus,

very

close to the

once more

one

there is evidence that the NPC endorses

already pointed

view of medical audit

held by the medical profession (see Chapter 4). The audit aims to

identify deficiencies in the quality of the

care

the results of the audit then should be used
education.

a

as

It is within this

provided and assessing clinical outcomes;
as an

framework, which

instrument

can

contributing to medical

be defined

as

highly regulated by

governmental institutions, that the Scottish Hip Fracture Audit project
In the

6.2

was

devised.

following sections its origin, nature and development will be further explored.
The nature of the

hip fracture audit and its develop¬

ment

The Scottish

Hip Fracture Audit project started in June 1993. As it

was

funded by

CRAG, it had to satisfy the various criteria described in the previous section. As noted

above, the fracture of the hip is
elderly. Hip fractures
of

are

a common

associated with

a

injury which

predominantly in the

significant rate of mortality and high level

morbidity and disability. There is also wide variation in the outcomes due to differ¬

ent methods in

managing the

care

procedures and the rehabilitation

Intercollegiate Guidelines Network, 1997). These
for

occurs

developing

an

The concept

reasons

process

(Scottish

made the hip fracture eligible

audit project.

and practice of the Scottish hip fracture audit

veloped in Scotland, but
costs associated with

as

already mentioned, it

comes

was

not originally de¬

from Sweden. The Scottish

prolonged periods of treatment; high unit costs which are due to the
following causes: staff intensive, high cost of investigation, high cost of therapy, high cost of
surgery and high cost of rehabilitation (National Projects Committe, 1993, Annex 6).
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hospitals have adopted the Swedish model of hip fracture audit, without

changes. The following sections explore in
process,

implies that the objectives of the audit

with the measurement and evaluation of clinical

resource

The

6.2.1

The

hip fracture audit

projects

different countries.
Scottish
world

3. It is

among

The

as a

a very

be

concerned only

procedures and outcomes. Evaluation

mimic

process

interesting example of mimicry in transferring

organisations which

are

part of the same field, and across

adoption of the Swedish Hip Fracture Register first by the

hospitals, and subsequently by

can

are

consumption is not taken into consideration.

hip fracture audit represents

ideas and

programmes.

important characteristic of the hip fracture audit is that it has been designed

clinicians-led audit. This

of the

significant

details the implications of this mimic

investigating the characteristics of the Swedish and the Scottish

The most

as a

more

any

many

other hospitals in Europe and around the

analysed according to the institutional framework discussed in Chapter

interesting to observe how this project expanded its boundaries first in Sweden

where it has reached the coverage

finally world-wide. It becomes

a

of almost the entire country, then in Scotland, and

matter of importance to question the reasons for this

expansion. Why have different hospital orthopaedic departments in different countries

adopted the

Drawing

same

on

organisational procedure?

DiMaggio and Powell (1983), the

ture audit in Scotland

can

be read

as an

process

of implementing the hip frac¬

example of isomorphic organisational change.

Organisations tend to compete for obtaining legitimisation by the political institutions
through which they

are

funded and regulated, enacting

a process

of institutional iso¬

morphism. The mechanisms through which institutional isomorphism develops have
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according to the three main

sources
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of coercive, mimetic and normative

isomorphic change (DiMaggio and Powell, 1983, 150). The mechanism behind the dif¬
fusion of the

hip fracture audit reflects all three typologies2. The institutional

for the establishment of systems
has

clearly exercised

a

with the

was

requirements of

a

assurance

pressure on

introduced

the hospitals. As already discussed,

by law, forcing medical professionals to comply

politically constructed environment. In Sweden,

towards the increase of clinical

quality

for the control of clinical procedures and outcome

form of coercive

medical audit in Britain

an

informal coercive

pressure

development of

Purchasers of health

a

care on

behalf of the

were

moving towards

patients/customers had to be concerned with

quality of the service that they

the

logic and the vocabulary used by the health
on

legal enforce¬

system of internal markets within the National Health Service.

the

ing the changes

a

originating from increased

expectations within society. At the end of the '80s both countries
the

were

to negotiate with the providers. Therefore,
care

actors was changing, justify¬

the ground of the undisputable rhetoric of 'improving the quality of

care'. Within this context,

it became

strategies, of which clinical audit

was

necessary

for hospitals to adopt quality

assurance

considered part.

Interestingly, despite the fact that the requirement of implementing audit
was

processes

centrally imposed, the hip fracture audit has been designed and started from indi¬

viduals'
2

pressure

accountability and the implementation of systems of

and control of the clinical activity did not start with

ment, but was due more to

pressure

enterprise and determination (in Sweden the hip fracture audit

was

initiated

In classifying the mechanisms of isomorphic change according to the typology presented
above, DiMaggio and Powell have clarified that these three types are not always empirically
distinct, but often in practical situations they are mixed together. The distinction between the
three types is important, though, because each derives from different conditions and can lead
to diverse results (DiMaggio and Powell, 1983, 150).
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consultant orthopaedic

troduced

by

a
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and in Scotland the hip fracture audit

surgeon,

consultant geriatrician). This audit started with

a

in¬

was

'bottom up' flow of

authority (Packwood, 1996), where the evaluation of clinical activity and the definition
of the standards

was

undertaken at local level.

Subsequently, it shifted from its locali¬

sation, aiming to become a standard national programme (Power, 1997a). The choice
of the medical
consultant

professionals who joined the Swedish Hip Fracture Audit, and of the

geriatrician who pioneered the creation of the Scottish Hip Fracture Audit

presents an interesting aspect of mimetic isomorphism.

depicted

as very

The

programme

in fact

was

successful in Sweden and:

organizations tend to model themselves after similar organizations in their field
that

they perceive to be

more

legitimate

or

successful (DiMaggio and Powell, 1983,

152).

In

a

fact, the Swedish Hip Fracture audit
standardised

programme

image of the hip fracture audit
time, of the diffusion of this

Swedish
that

the

they have implemented
care.

successful model of

few minor changes.

be considered

programme

as a cause

The Rikshoft

measures

and

The successful
an

effect, at the

both nationally and internationally. The
pressure

to demonstrate

and instruments to evaluate and promote the

programme was

considered

a

successful

programme

for

improvement of the hip fracture procedure; therefore the hospitals adopted it. The

Scottish

a

can

very

hospitals participated in the audit because of social

quality of

a

methodology for collecting and analysing the data, which has been

imported into the Scottish hospitals with

same

provided

hospitals decided to introduce the Swedish model because it

successful

means

for the

was

presented

as

appraisal of hip fracture clinical procedures. The adoption of

recognised successful organisational changes helps the organisations to maintain their
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as a
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successful

to be

programme

implemented for organisational change is then associated with the opportunity for the
hospitals to

answer

to the governmental pressure for the implementation of control

systems of clinical activities, through which the audit

are

held and

run

by clinicians

themselves.

The third force that
fracture audit

case,

can

be considered

a

from normative pressure

comes

the necessity for enacting

a

driver for the

development of the hip

towards organisational change. In this

specific modification of organisational structures and

procedures is driven by the professionals themselves. The creation of the audit
gramme answers

and

to this mechanism, identified

as a source

of isomorphism (DiMaggio

Powell, 1983, 152), which works through the development and expansion of a

fessional network, in which new models are elaborated and

hip fracture audit network started first in Sweden,
level of

a

national programme.

Then it became

as

an

Scottish consultant

In Scotland

fracture audit
audit.

other

as

international

orthopaedic

well the

project

was

hip fracture audit has

a

to the

beginning with

surgeon

and the

the

years, as

the hip

becoming well-known, reaching the proportion of a national
expanded to incorporate orthopaedic departments of

European nations and countries all
success

grown over

the world. It is

over

of the audit is evaluated

leading network, implementing

a

by the hospitals and by clinicians is

a

self-referential cycle,

by its capacity for export. At the

time, for orthopaedic departments it becomes important to
of

one,

grew

a

geriatrician.

The network has since

in which the

pro¬

diffused. The creation of

the hip fracture audit

the close collaboration between the Swedish consultant

pro¬

prove

that they

successful audit. The provision of this
necessary

are

same

part

assurance

for obtaining legitimisation from their
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political counterparts.
The

6.2.2

origin of the hip fracture audit: The Swedish

programme

The Swedish

equivalent of the Hip Fracture Audit is called Rikshoft, which has been

translated

Hip Fracture Registry. It is

as

developed
of these

one

far (Lawrence and Synnerman, 2000). The legal basis for the introduction

so

projects of quality review and assessment resides in the Regulation and General

Recommendations

on

'Quality systems in the health and medical services' adopted by

the National Board of Health and Welfare in

2000).

January 1997 (Lawrence and Synnerman,

The regulation deals with the development and quality

services.

It

specifies that 'all activities

registries collect data
treatments

as

of the forty national quality registries

on

are

were

started and

are run

hospital departments, where there is
process

within the medical

most of

locally at hospital level.

even

though defined

They

of implementing

a

manager

variety of

responsible for running the

quality registry is the result of

The choice of these indicators is considered

great importance; because they

clinical

registry

a

started

a consensus

specialty in terms of the issues that need to be looked at, and

most suitable to determine.

The

a

were

all, which type of indicators for measuring the quality of the service

therefore

The

individual patients, looking at the diagnoses formulated, the

by representatives of the medical professionals, and usually they involve

project. The

of health

subject to systematic self-checks'.

provided and the outcomes achieved. These registries,

national,

assurance

are

going to

express

a

are

the

matter of

the value of the service provided,

they have to be meaningful and reliable (op. cit. 2000).

quality registries

were

formed with the

work, supporting the learning

process, as

purpose

of improving the quality of

traditional information systems based
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on

medical records and

be

unsatisfactory in providing the

clinical processes

personal and financial administrative systems
necessary

registries
they
man,

are

as

of

2000, 6).

one

Hip Fracture Audit

orthopaedic department of

of the selected

case

Regulation

on

studies

was

a

started in 1988 by

orthopaedic

an

main teaching hospital (which is de¬

presented in Chapter 8), long before the

quality systems mentioned earlier, and much

lier than its introduction in Scotland.

The

reasons

for

concerned with the

analysis and the comparison of different methods of

bilisation and the rehabilitation
two decades has

seen a

procedures. In Sweden

as

well

as

considerable increase in the incidence of

stance among persons over

the

age

were

group.

firstly

surgery, mo¬

in Scotland the last

hip fractures; for in¬

of 80 it has doubled, and the rate is going to

aging of the population. Patients suffering from hip fractures represent

high-resource consuming

In Sweden this

orthopaedic inpatients days, and each

year

ear¬

developing this methodology

monitoring and evaluating procedures and outcomes of hip fractures

due to

use

tools for managerial control has been strongly refuted:

introduction of the

all

time the

same

not intended for supervisory or similar purposes (Lawrence and Synner-

consultant at the

for

considered to

and outcomes. It is made clear that the quality registry has been

The Swedish National

scribed in

were

information for monitoring and evaluating

designed for assisting the management of services, but at the
these

114

group consumes

grow

a very

approximately 25% of

nearly 18000 patients

are

operated

on

(Lawrence and Synnerman, 2000, 81).
The

improvements of methodologies for treating the fractures, due to the devel¬

opment of

new

surgical procedures and

the treatment of

more

progress

in post-operative procedures, allow

patients, and increase the variance in treatments and outcomes
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among

the different orthopaedic departments.

projects that

registry could become

an

At present,

Interestingly, it has been recognised that

instrument for managing financial, material and human

efficiently (op. cit.,

resources more

Therefore, the need for establishing

help to monitor clinical activity has been the starting point for the

can

development of the hip fracture registry.
the

115

p.

81).

forty-eight hospitals approximately 3/4 of all the Swedish hospitals

participate in the hip fracture registry. The number of operations that are currently

registered in the data-base is around 13,000, which represents 75% of the total hip
fractures.

The

data, which

are

collected for all patients with

a

fractured hip,

are

registered in three different stages:

•

Primary operation

•

Four-months follow up

•

Re-operation

For each stage a
table

6.2,

on

standard type of data is collected, and this information is shown in

the following

page.

All this information is collected

one

for each of the

related to the

second

The

categories listed above. The

nurses

primary operation, when patients

are

of the department fill in the forms
admitted for the treatment. The

form, for the four-month follow-up enquiry, is usually filled in by the patients.

patients

If the

through standard forms provided by the registry,

are

patients

provided by

a

given the form,

are

a

questionnaire, with instructions for answering it.

not able to complete the questionnaire by themselves, the data are

district

nurse or a

physiotherapist, who will visit

or

telephone the patient
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Table 6.2: Standardised Data Collection

Primary operation

Four-months

Date of fracture

Date of

Side of the

How

hip

Age

follow-up

Date of admission

follow-up

was

the

Re-operation

follow-up carried

Accommodation at the time

out

of admission

Accommodation at the time

Date of

re-operation

of the follow up
Sex

Walking ability

Reason for

Date of arrival

Walking aids

Date of

Hip pain

Type of accommodation at

Accommodation

prior to the

fracture

Care continuum

Walking ability

Various types

of accommoda¬

tion and number of

days for

each

Walking aids

Reason for

ASA

Date of death for

score

moves

patients

Type of fracture
If

pathological fracture

Date of

operation

Type of operation
Date of

discharge

discharge

Single patients

discharge

Hospital stay (estimate)
Accommodation

after

dis¬

charge
Source: An

adaptation from Lawrence and Synnerman (2000)
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in order to

is

help them with it. If the patients live in

provided through the institution. All the data

where

they

are

processed using

a

are

a
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nursing home, the information

transmitted to the audit centre,

specifically designed computerised

orthopaedic department transmits the data regularly twice

or

programme.

four times

a year

Each
to the

coordinating centre.
Once

a

year

the audit centre

prepares a

report and sends it for feedback to the

participating centres. The report usually contains the data related to the specific unit,
as

well

can

as

also

comparative data based

use

the programme

on

national

for obtaining

any

averages.

In addition, the departments

further information and calculations that

they need.
The Swedish model has raised
the

beginning of the 90's

a

growing interest at the international level. Firstly, at

consultant geriatrician contacted the Swedish team which

started the Rikshoft programme,

and went to Sweden where he had to opportunity to

examine how the audit programme
and the computer programme

worked. He brought back to Scotland the data base

and started the Scottish Hip Fracture Audit,

further discussed in the next section.

funded the

Subsequently, in 1995 the European Commission

orthopaedic

European sponsored

surgeon

who created the project in Sweden. The aim of

programme was

the utilisation of the audit model developed in

Sweden for

obtaining standardised comparable data

to SAHFE.

At the present time, almost twenty

are

will be

project: 'The Standardised Audit of Hip Fracture' (SAHFE) whose leader

is the consultant

the

as

involved in this

project,

as

among

the countries participating

different European nations and countries

listed in table 6.3

on

the following

page3.

3The figures enclosed in brackets beside each European country show the number of hospitals
participating in SAHFE.
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Table 6.3: Countries

participating in SAHFE

European Countries

Other Countries

Austria

Africa:

(3)

Nigeria

Belgium (1)

Australia: Redcliff

Denmark

Israel: Haita

Finland
Iceland

(2)

(1)

participating in SAHFE

Japan: Nagoya
Lithuania: Vilnius

(1)

Italy (1)

Russia: St.

France

USA: New York

(10)

Petersburg

Germany (4)
UK

(22)

Greece

(1)

Spain (1)
Netherlands

(2)

Source-. Information

provided by the Swedish Audit Coordinator
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Specific collaborative research projects have been developed
and

European nations listed below. All these sites

Sweden for the collection and

the

same

as

sends the data to the Swedish
and

same

cases

model developed in
and the forms

use

the

in Sweden,

same

once

computer

and formulate

programme

the data have been collected, each unit

hip fracture audit co-ordinator, where they

analysed for comparative

are

The aim is the comparison of these data, which is

possible because they all

questions. As well

the

analysis of the hip fracture

provided by the audit centre.
considered

use

the countries

among

purposes.

and the computer programme can

As well, each site conducts its

are

processed

own

analysis,

be used flexibly for adding and processing additional

information in accordance with local needs.

The international

comparison is considered to be

of the results of the clinical
contributes its
medical

care.

own

Not

activity gaining

treatment

a

very

world-wide perspective. Each country

philosophies, and its specific structure for the provision of

surprisingly, there is

a

great variability in treatment procedures, sur¬

gical performance and patterns for the rehabilitation
international data have the

the

comparisons

among

Comparisons of the
care.

Similarly, this

the several European and world¬

participating in the Hip Fracture Audit has determined the interest for

comparison between Scottish and Swedish hospitals of the present research.

6.2.3

The

programmes.

potential for enhancing the quality of

orientation towards international

wide countries

important for the evaluation

The

hip fracture audit in Scotland

hip fracture audit

programme

in Scotland

was

started by

who established contacts and collaboration with the Swedish

devised the

Hip Fracture Registry, and later

on

a

consultant geriatrician,

orthopaedic

surgeon

who

assumed the leadership of the European
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project SAHFE. The Scottish Hip Fracture Audit initially involved two hospitals:

large teaching hospital and
case

studies for the present

a

general hospital, both of which have been selected

a

as

research (they are respectively hospital Alpha and hospital

Delta, analysed in Chapter 7). The project aimed to achieve several objectives (Closs
and

Currie, 1994):

•

The evaluation of the outcomes from the two

hospitals participating in the

pro¬

gramme

•

The assessment of the

impact of surgical and rehabilitation procedures under

development

•

Comparison with the Swedish units participating in the

Different types

of data related to outcome

measures

such

as:

programme as

mortality, mobility, abil¬

ity in daily living activities, freedom from pain and residential status,

according to

a

comparison and

as a

basis for developing

Hip Fracture Audit in the future. After the first
stantial interest and started to

Group, and two

were

were

gathered

of the audit became broader. The

an

the

a

Scottish National

programme

more

generated sub¬

hospitals decided to join

sponsored by the Clinical Resource and

sponsored by the local Area Clinical Audit Committee

(ACAC) (Currie and Mountain, 1995). As

Scotland, creating

year,

expand rapidly. Four

project and in 1995, two of them

Audit

were

specific protocol, using the forms devised by the Swedish team, in order

to allow the international

the

well

more

hospitals participated, the objectives

possibility of documenting hip fracture

care

through

essential standard collection of data, appeared to be feasible. In

fact, in December 1995 around 2,000 of the 6,000 hip fractures which
annually had been described and recorded, and

more

occur

orthopaedic units

in Scotland

were

willing
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participate in the audit project. As

to

were

for

In order to

set.

comparisons

analyse in

among

more

a consequence

of this growth, additional aims

detail the outcomes of different hospitals, and

the data, the outcome

measures

subgroups of various categories of information such
lection of information about the management

information about the
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of

as: age

collected
and

pressure sores

sex

divided into

were

of the patients; col¬

and wound infections;

length of time between patients' admission to the Accident and

Emergency departments and their operations (op. cit. p.4). The collection of
plete and accurate data
the process.
of the

considered to be

was

Regular meetings

one

com¬

of the most important aspects of

organised for the discussion of the compatibility

were

methodology used for collecting the data and the consistency of its subsequent

interpretation.
The audit continued to

expand; in 1997 the total

cases

documented

3,300, circa 50% of the total hip fractures, and the percentage of
and twelve months after the

Mountain, 1998).

operations

the data collected. These

sites, in fact,

At the

procedures of the

were

surgery

care

beginning of the

year

around 99% (Currie and

participating in the audit.

all different in terms of

case

volume and

and in the other relevant disciplines, the

provided, the organisation of the rehabilitation

figure is

1997, which

was

cit.

p.3).

2000 the number of orthopaedic units involved in the

(Orthopaedic Directorate, 2000), and the data base has

substantially containing information
This

were

traced four

and the length of time of their participation in the audit (op.

audit increased to 19

4

was

cases

around

taking part in the project enriched the quality of

case-mix, staffing in the orthopaedic

process,

performed

In 1998 eleven orthopaedic units

This increase in the number of units

structure and

were

were

on

grown

about 10,000 hip fracture patients4.

an estimate based on the number of patients documented by 31 December
7,393, with an approximate number of hip fracture patients per year of 3,325
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The audit is structured in two levels: central and local. At the central level

leader and

an

audit co-ordinator

provide training

on

a

project

data collection and data entry and

support to the local centres. The central support is in charge of making available to
the local units the forms and database necessary
also takes

care

At the local
in

of the data

for collecting the information.

It

quality control and analysis providing feedback reports.

level, in each participating unit there is

a

dedicated audit

nurse

charge of collecting the data and entering it into the audit database.

who is

The data

composed of information collected through ward records, interviews of patients

are

and

questionnaires. Patients

when

they

are

are

discharged. They

interviewed either two weeks after their operation
are

interviewed again if they

are

or

re-admitted to the

orthopaedic unit, and then after four and twelve months5 for the follow-up enquiry.
The

dures

methodology used for collecting the relevant information is based

developed in the Swedish model. The audit

patient admitted with
table 6.4

and

standard form for each

comprehensive. The audit reports of the

detailed analysis of the data collected. This

analysis and comparison of the data

for two units. The reports
yses

proce¬

presented below.

first two years present a
the

the

fractured hip. These forms record the information listed in

a

The information collected is detailed and

cause

nurses use a

on

compares

was

based

accurately describe the data

on

on

on

re-operations, with

results between the units.

a

possible be¬

the information collected

the acute stay, which anal¬

patients' demographic data (for instance:

status) and the data

was

sex, age

and residential

detailed analysis and comparisons of the

Then, they analyse the data collected during the follow-up

(Currie and Mountain, 1998).
5The follow-up enquiry after twelve months was introduced by the Scottish units.
Swedish units have only a four-month follow-up enquiry.

The

Table 6.4: Data collected
Name of the
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hospital

by the Scottish Hip Fracture Audit
Date of Birth-Social

Operating department

security

number
Name of the Patient

Side of the fracture

Date of admission

Date of

Date of

Admitted from

operation

discharge

Marital status at present

Discharged to

Lived alone at the time of the
fracture

Home

help at the time

Primary operation

Type of fracture

of the fracture

Reoperations during the

General locomotor

primary admission

fore the fracture

pe¬

ability be¬

ter the

Ability of the patient

Ability of the patient to

to dress-undress

age

(ADL)

before the fracture

walking aids, before

the fracture and two weeks af¬

riod

Source:

Which

man¬

operation

Dead in

hospital

ADL two weeks after the

operation

Adaptation from information provided by the Scottish Audit Nurse coordinator
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enquiry. The data collected
The final
standards.

shown in table 6.5 presented

on

the following

page

6.

stage in the reports consists of comparing the analysed data with set

Through the audit, the local units establish the outcomes of the hip fracture

procedure. In this
resources

are
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and

way,

they

can assess

these outcomes in term of their

structures,

own

procedures. Then, the audit monitors whether there has been

change in

a

policy and the effects of the change. The standards against which the actual outcomes
and

procedures

are

matched

were

research, and from the results of

obtained after close investigation of the published

a survey

completed by different Scottish Orthopaedic

Departments (Currie and Mountain, 1995). Thus, each unit defines its
and the targets to

be met, both of which

are

in the audit programme
the results shown

elaborated their

was

own

standards

developed taking into consideration the

specific organisational characteristics of each department, and the
So, within the audit cycle, when the audit

own

resources

available.

implemented, clinicians participating

standards against which they

by the audit. These locally set standards

were

compare

the references for

implementing, if necessary, changes to the actual clinical procedures used in the treat¬
ment of

hip fractures. During this period of time there

the management

of hip fractures. However,

Fracture Audit

working

anaesthetic and

national

a

group

soon

were no

national guidelines

on

after the implementation of the Hip

composed of nine members representing the geriatric,

orthopaedic specialties, began to work

on

the elaboration of standard

guidelines in 1994. The Scottish Intercollegiate Guidelines Network (SIGN)

published in 1997 the guideline number 15: 'Management of Elderly People with Frac¬
tured

Hip'. There is

a

strong connection between the SIGN guidelines and the Hip

6The data presented up to point 4 follow the Swedish protocols.

This is considered the
point 6 to
selected by each unit according to their own needs and interests.

minimum standard level of information that each unit has to collect. The data from
9

are

additional information
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Table 6.5: Acute stay

and follow-up enquiry

Re-operations

Demographic data

1) Time from admission to
and

125

surgery

Number of

patients re-operated

discharge

2) Types of injury and

Number of each type

surgery

of fracture requiring

re-operation

3) Functional ability of the patients

Number and percentage

original

4) Other locally required informa¬

surgery

Reasons for

of each type of

which required revision

re-operation

tion

Numbers of each type

5) Grade of the operator

of re-operation

un¬

Mortality, which is further analysed

ac¬

dertaken

6) Incidence of pressures

follow up

sores

7) Incidence of wound infection

enquiry

cording to the place of residence of the
patients before the fracture, and accord¬

ing to the type of fracture
Place of residence of the survivors after

8) Severity of the pain

for

months, and the change in places of

residence

according to the type of fracture

9) Mental status and geriatric de¬

Locomotor

pression

vivors

score

ability of the four-month

Pain assessment

surgery

Home

Source: An

adaptation from Closs

anc Currie

sur¬

according to the type of

performed

help

(1994): Currie and Mountain (1995)
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Fracture Audit programme.
were

used for

tion in the Scottish

1997,

para

6.3

The data collected through the Scottish audit

drafting these guidelines, and

have reviewed them. In

addition, the

same

some

of the clinicians involved in the audit

guidelines strongly advocate the participa¬

Hip Fracture Audit (Scottish Intercollegiate Guidelines Network,

Conclusion:

Thus, the audit

closing the loop?

conducting clinical audits is to improve the quality of health

process

assessment of current

consists of

a

care.

cycle which starts with the observation and the

practice, and it identifies deficiencies in the object of the analysis

through

a process

of

previously established (Crombie et al., 1993, 28).

of comparing what has been actually done against

lead towards the final step, a

a

set of standards

This comparison should

review of clinical practice by medical professionals in

accordance with the results of the
the

programme

12.5).

The ultimate aim of

care
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analysis. This final step has been identified

as

closing

loop (Closs and Currie, 1994: Currie and Mountain, 1995, 1998). Consequently, the

question of whether the hip fracture audit has closed the loop becomes

a

matter of

importance. To what extent has this audit been successful? The consideration of the
success

or

failure of the

context of the

hip fracture audit is

important aspect to explore in the

present study. The success of the audit can affect the opportunity to

expand the issues analysed within the audit.
introduce

an

costing information

as

More specifically, the opportunity to

part of the data-base built through the audit, and the

possibility of making the analysis of costs part of the outcomes of the audit
different response

can

receive

a

according to the reaction and grade of success of this specific project.
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hip fracture audit both in Sweden and Scotland has been considered to be

successful

a

project. This is the conclusion stated in the annual reports published by the

Audit Coordinators

on

the evaluation of the outcomes of the

hip fracture treatment

(Closs and Currie, 1994: Currie and Mountain, 1995: Scottish Intercollegiate Guidelines
Network, 1997: Scottish Needs Assessment Programme, 1997: Currie and Mountain,
1998: Lawrence and

on

Synnerman, 2000). The

success

of the audit has been evaluated

the basis of several elements. The increase in the number of

have decided to

join the projects has been referred to

useful and successful the programme

as a

orthopaedic units that

significant indicator of how

is (Currie and Mountain, 1998: Lawrence and

Synnerman, 2000). The Swedish audit started in 1988 and at the present time threequarters of Sweden hospitals are participating. The Scottish project started in 1993
with two

orthopaedic units and has

now

reached nineteen units.

Moreover, another criteria used for defining whether this audit is successful is the
nature and

growth of the data collected and analysed. Data analysis has helped to

highlight the substantial variation between the different units in terms of case-mix,
surgical and rehabilitation care, proportion of patients returning home and mortality. In
addition, the audit has been described
of clinical

•

fast

practices, such

as

as

the promoter of innovations and improvements

(Currie and Mountain, 1995):

tracking of hip fracture patients through the Accident and Emergency De¬

partment;

•

reduction in

•

changes in surgical practice;

•

increased

pre-operative delay;

efficiency in post-acute

care;
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•

reductions in

•

improved liaison in rehabilitation;

•

introduction of schemes of
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post-operative pain;

Early Supported Discharge.

Furthermore, the structure of the hip fracture audit itself has been considered
element that has led towards the

success

of the programme.

combines elements of standardisation and localisation of
the

same

the data

time. On

are

used

one

hand,

a

a

This structure, in fact,

procedures and outcomes at

standardised methodology for collecting and processing

by the different units, and

ysed. These aspects,

as an

a core

standard methodology and

comparisons between the participating units.

a

data set is collected and anal¬

shared data-base facilitate reliable

Furthermore, each unit maintains the

ownership of the data, and has local facilities for monitoring their

own

clinical and

ser¬

vice

developments and improvements. Each unit is able and also encouraged to collect

and

analyse specific data which

are

in accordance with their

own

needs and interests

(Currie and Mountain, 1998: Lawrence and Synnerman, 2000).
So

far, then, the reports depict

successful programme.

an

image of the hip fracture audit

Despite these claims, there is still doubt

as to

as one

of

a

whether this audit

project is actually successful in challenging the existing clinical practices, therefore

closing the loop.
produces

an

The portrait of

represented by the official documentation

account that is in conformity with the official knowledge structures of audit

practice (Power, 1996, 302). The
the creation and the
sustained

success

process

of institutional isomorphism that underlies

expansion of the hip fracture audit sustains and at the

by the image of success of this project,

as

same

time is

highlighted in the previous section.

Nevertheless, the hip fracture audit has been developed within:
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practice which

proposed

or

are or
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have been negotiable and in which audit practices,

actual, have been resisted and remain controversial (Power, 1996,

308).

Thus, it becomes important to try to understand and disclose the extent to which
the information

produced by the hip fracture audit makes

activity. As already
of the

delineated7, medical audit is

an area

an

impact into the operational

in which the contrasting views

political administrators and the medical professionals have met. The medical

professionals have succeeded in becoming the leaders of the auditing practice; they
the

ones

who have to decide

audit evaluation process

on

the

objectives of the audit, and also to whom the

is going to be addressed,

as

it has also been disclosed in the

previous sections by the analysis of the requirements set
audit

a

formal standardised system is set

monitored, objectives and standards

way,

the

up,

where clinical procedures

are

defined and measured, and the actual results

are

compared with the standards. The rhetoric used is the flawless logic of acting for

improving the quality of service, enacting the
Do these

and cultural

pressure

further

become

changes.

produced annually by the central support, enacting practical

changes? Or is the audit

a

successful mechanism addressing the external

of control, which is self-legitimating? The existence of

becomes the

no

necessary

changes really happen? To what extent do clinicians take into considera¬

tion the feedback reports

be

by the NPC for funding

captured by the decoupling mechanism (Meyer and Rowan, 1977: Power,

1997a), in which

are

up

projects, and by the objectives of the hip fracture audit itself. In this

audit itself is

are

an

object of

concern, as

questions

7See chapter Chapter 4

as a

audit procedure

mechanism of audit is in place there

may

how it is used internally and externally, and whether it has

on

instrument for

long

an

public accountability:

on

Medical Audit.
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Making things auditable is in large part to do with maintaining institutionalized
images of

which

assurance

are

externally legitimate (Power, 1996, 310).

It has to be remembered that the acceptance

professions has been
als had
has

a process

contrasting views

never

been meant

as an

but medical audit has
within

a

on

of debate and negotiation, where the medical profession¬

the necessity and the aims of the audit (see Chapter 4). It

instrument for

public responsibility of medical professionals,

always been considered

professionally controlled learning

of medical audit into clinical
clinical

more

a

this

The extension of the boundaries

may

a

local procedure of

standardised framework at national and international

difficult to evaluate its

organisation

tool for improving clinical practice

process.

practice. The transformation of the audit into
outside the

as a

audit, and its transformation from

activity evaluation into

levels makes it

of medical audit within the medical

capacity to make
a

model that

can

an

impact

on

clinical

be administered from

increase the fear of possible managerial intervention in

practice. The 'decoupling' strategy successfully adopted by the medical profession¬

als may

become

even more

evident. The audit project itself

may

procedure (Meyer and Rowan, 1977: DiMaggio and Powell, 1983),
control

become
a

a

'ritualised'

ceremonial form of

(Ouchi, 1979) where:

the mechanisms of evaluation
external

are

co-opted into

core

practices and made invisible to

monitoring agencies, other than by assertion that audit has taken place. In

short, medical audit
evaluation practice

was

initially

more

the preservation of the internality of existing

and less the internalization of external initiatives (Power, 1997a,

106).

The
the

empirical aspect of the present research aims to enquiry into all these aspects of
audit, by focusing

on an

analysis of hip fracture audit, which is

empirical setting. The analysis of the

way

an

extraordinary

in which the audit works in practical settings
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answer

the questions formulated above, and try to understand the complex

mechanisms enacted
to what extent the

context of the
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by the audit and through it. The analysis aims to understand also

decoupling mechanisms

vary

according to the characteristics of the

setting. It will be interesting to analyse which mechanisms

are

enacted

through the audit in the orthopaedic units of teaching and general hospitals, whether
these two

typologies of hospital present substantial differences

object of enquiry will focus

on

or

the reaction of the medical professionals, and whether

this reaction differs between them.

Moreover, the study aims to gain

the extent to which the information obtained

an

implications of the audit mechanisms that

of clinical

insight into

by the audit is translated into clinical

practice, and whether there is resistance towards participating in the audit
the

are

or

towards

associated with evaluation and control

activity.

Within this

analysis of the impact of the audit, the present research aims to

quiry to what extent the discourse of the evaluation of the efficiency of clinical
has been

ignored

or

an

can

be further

en¬

care

has been taken into consideration by the medical professionals.

Whether the reach data-base
dits

The

similarities.

developed by the Swedish and Scottish Hip Fracture Au¬

expanded comprising costing information

on a

patient basis becomes

important matter of investigation. The comparison of the analysis of the evidence

collected
and

through the interviews in the sites selected

as

case-studies, between teaching

general hospitals and between the Scottish and Swedish units, will help in gaining

deeper insights into these objects of study. This multiple type of comparison, between

hospital typologies and international settings, enhances the results of the present
search

as

it

can

help in gaining

a

re¬

deeper understanding of the mechanisms underlying

organisational changes, especially in organisations

as

complex

as

hospitals. Through

CHAPTER 6.
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comparison between the Swedish and the Scottish realities the aim is to highlight

substantial differences

within these two very

or

similarities

different contexts.

among

medical professionals and

managers

Chapter 7
The Scottish

Introduction

7.1

This

chapter is dedicated to the analysis of the empirical data collected in the four

Scottish

teaching and general hospitals selected

research. The
The

hospitals will be referred

chapter will be organised

section in which the

level of the

as

as

as

case-studies for the present doctoral

Hospital Alpha, Beta, Gamma and Delta.

follows: For all the four hospitals there will be

they

are

part is given.

This part will present data

expenditure and the activity for the provision of acute

of this data will

proceed from

trusts of which the

an

initial

background information about the hospitals and their location

within the trust of which

the

Hospitals

hospitals

a macro

case

care.

on

the

The analysis

to local level, where some characteristics of the

studies

are

part will be presented, then it will look at

hospital level, and finally proceed to the presentation of the characteristics of the

specific orthopaedic departments which constitute the primary

sources

of the evidence.

The inclusion of this type

of information is considered to be important in order to

have

better understanding of the complexity of the health

a

clear

picture and

a

care

organisations.
The

description of setting, the presentation and the analysis of the data collected will
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by the interviews. As already described in the chapter dedicated to the de¬

scription of the methodology used for conducting the present research, semi-structured
interviews, which lasted between 50-60 minutes, have been conducted. The method
chosen for the
the research

enquiry into the objectives of this study has opted for the exploration of

questions adopting

an

informal approach, using

a

specific contextualised

model, in which real qualitative and quantitative data have been
In each interview the model

used

as a

focal

combined1.

presented in Chapter 2 (Research Methods) has been

point of discussion. In each hospital the clinicians and/or the nurses in

charge of the hip fracture audit, and the members of the directorate team have been
interviewed. The directorate teams

are

the third

managerial level within these British

hospitals, after the Trust boards and the Trust Management Group. The directorates
provide the basis of the managerial structure for the clinical service. Each directorate
is

responsible for

these services

a

are

specific

group

of services provided by the trust. The

way

in which

grouped varies according to the size of the directorate. Generally,

each clinical directorate represents a

specialty. The structure of the directorate

man¬

agement team differs from trust to trust. Usually it is composed by a consultant as
clinical

director,

a

business

manager

and

a nurse manager, or

ture could be: clinical director and directorate manager.

overall

can

be

another

common

struc¬

The clinical director has the

responsibility for the directorate. The main functions of the clinical director
broadly defined

as:

representing the directorate at trust management level and

basing with the other clinicians working in the directorate, preparing the directorate
business

sources

plan and monitoring its performance, managing the financial and physical
of the directorate

re¬

(Hansell and Salter, 1995, 78), and according to the latest

^ee Chapter 2 'Research Methods'.
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push the directorate towards the improvement of

quality standards including clinical audit. The business
manager,

the

the directorate

is usually in charge of the financial situation, and the operational running of

directorate, which

and

manager, or

means:

being in charge of the management of the staff; planning

managing the budget, developing the business plan, deciding

participating to their negotiation

process;

on

the contracts and

monitoring the achievement of the targeted

output and quality standards. The nurse manager is usually responsible for nurse staff

management. Sometimes
The role

a

finance officer is also part of the directorate team.

composition of the directorates gives

mechanism is

a

clear signal of how the decoupling

applied. The clinical director has the responsibility for both clinical

tivity and financial issues. In practice, the financial responsibilities
business manager.
is

a nurse

is there

a

with

an

Among the hospitals selected

managerial experience. Only in

accountant.

This presence can

as case

are

are

in

be interpreted

charge of the financial administration

professions fulfilling the managerial roles

are,

as

manager

within the directorate team
as an

attempt to establish

closer link between the administrative and the clinical domains. In

torates

delegated to the

studies, the business

one case,

ac¬

well

as

fact, the direc¬

the clinical

in the majority of the

one,

cases,

but the

health

care

professionals.
The

tured

analysis of the empirical evidence collected through interviews will be struc¬

according to the research objectives addressed by the present study. A first aspect

that the research wants to address is the

programmes

impact of the implementation of clinical audit

within the orthopaedic departments included in the study. As previously

discussed2, the introduction of clinical audit

programmes

2See Chapter 6 'The Hip Fracture Clinical Audit'.

within the UK NHS hospi-
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debated and negotiated
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process.

This

process

showed heterogeneous

stemming from the contrasting views held by the medical professionals

on

the

opportunity and the utility of introducing the audit of their clinical procedure. The
evidence collected from the interviews will
extent the audit has been

been

help to analyse in practical settings to what

accepted by the medical professionals, and whether it has

integrated within the operational functions of the departments.

A second
terested in

objective of enquiry is the extent to which medical professionals

are

in¬

costing information. The evidence will try to determine how useful and

appropriate clinicians consider the information
connected with the final

on

costs. This aspect is then strictly

object of the research, the exploration of the potential in¬

tegration of clinical and accounting information within the clinical audit procedures.
The

analysis of the literature suggests the potential for such integration. In theory

the information

gained through clinical audit procedures

can

be used for managerial

purposes,

and its integration with costing information could enhance the usefulness of

the audit

procedures for both

at

managers

understanding whether this potential

view of those medical and

occupy a

and clinicians. The empirical enquiry aims
can

be reached by considering the point of

nursing professionals involved in clinical audit, the

ones

who

managerial position, considering also the point of view of the management

accountants who

are

the

ones

that should

produce the figures.
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Teaching Hospitals
Case

7.2.1

The first

study

one:

hospital selected

where the

as a

hip fracture audit

of the chosen site

some

Hospital Alpha

case-study, Hospital Alpha, is the first teaching hospital

was

implemented. In order to have

information about the

a

complete picture

Trust, the hospital and its orthopaedic

department will be presented.

Hospital Alpha is part of
trust for the

to the

a

provision of acute

large Trust. In the following tables the activity of the
care

will be analysed. The data presented

analysis of the costs for the provision of acute

shown below is the Scottish Health Service

Costs,

www.show.scot.nhs.uk/isd). The information
at different

on

care

year

the

care

(the

source

are

related

of the data

ending the 31st March 2000,

provided is analysed looking

types of care, according to the categories listed as follows:

•

Inpatients3

•

Day cases4

•

Outpatients

•

Accident and

•

Day patients5

Emergency

3An inpatient is a patient who occupies an available staffed bed and remains
overnight (Information and Statistics Division Scotland, 2000, Appendix IV).
4
A day case is a patient who makes a planned attendance to a specialty for clinical care, sees
a doctor or a dentist, requires the use of a bed, or trolley in lieu of a bed. The patient is not
planned to and does not remain overnight. Many of these patients require anaesthesia. The
emphasis is on planned attendance and day case care should be regarded as an alternative to
inpatient care (Information and Statistics Division Scotland, 2000, Appendix IV).
5A day patient is a patient who attends a day hospital on a regular basis. The emphasis
is on regular attendance and day patients usually attend one or more time each week. Where
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For each of the

previous categories, the activity provided is further examined looking

at: total

expenditure, total number of

cases

treated
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or

number of attendance, and cost

case/attendance.

per

At the year
the

ending in March 2000, Trust Alpha showed

provision of acute

expenditure for acute
The

care

care

a

total expenditure for

of £203,175,000 which corresponds to 12% of the total

in Scotland, and is the second highest level of expenditure.

following table shows the composition of the total expenditure according to the

categories listed above:
Table la Trust

Alpha: Provision of Care for Acute Service6
Total

Expenditure

Cases / attendance

Cost per

case/attendance
£

£000

Inpatients

131,866

81,139

1,625

Day

15,792

36,888

428

Outpatients

48,006

758,356

63

A & E

5,084

126,300

40

Day patients

2,427

22,296

109

Source:

cases

Adaptation from the Scottish Health Service Costs

Within the
related to

revenue

there is

provision of acute

care

analysed above, it is possible to isolate the data

hospital running costs, at provider level. Hospital running costs

expenditure (i.e.

pay,

are

the total

supplies and services) that each hospital has incurred for

no formally established day hospital but patients attend regularly at a ward on a day
they should be classed as day patients (Information and Statistics Division Scotland, 2000,
Appendix IV).
6Accident and Emergency attendances cover both new and return (review) attendances. An
Accident and Emergency Attendance takes place when a patient presents, or is presented, with
or without prior arrangement, at an A & E department for assessment and/or management of
an injury or illness.
The patient is seen by a doctor or a nurse. A & E attendances include
patients who have died at the scene of an incident or whilst en route to the hospital (Information
and Statistics Division Scotland, 2000, Appendix IV).

basis
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provision of

care

to patients
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(Information and Statistics Division Scotland, 2000,

Appendix IV). The analysis of the data is presented following the division of the
provided according to the different categories of patient types
The total

as

care

already listed above.

expenditure that the trust has sustained calculated in January 2001,

£241,740,000. The following tables 2a and 3a provide the details of its

amounts at

composition:
Table 2a:

Inpatients

care

profile7

Average staffed beds

2076

Expenditure

£166,855,000

Cases

96,293

Cost per cases

£1,733

Inpatient weeks

91,637

Source:

Cost per inpatient

week

£1,821

Adaptation from the Scottish Health Service Costs

Table 3a: Other

patient

care

activities8
Cases

Cost per case

attendance

attendance

16,785

42,239

397

Outpatients-Consultants

39,480

509,569

77

Outpatients PAM

10,491

274,758

38

A. & E.

5,084

126,300

40

Day patients

6,046

47,543

64

Expenditure £000

Day

cases

7Average staffed beds are beds which are available for inpatients or day case care. For any
specialty they may be allocated beds from the specialty bed complement, or borrowed from
another specialty, or temporary beds. The figure shown is the average number of available
staffed beds for the year. It is calculated by dividing the total number of available staffed beds
by 365 (Information and Statistics Division Scotland, 2000, Appendix IV).
8
Consultant outpatients attendances cover all attendances at consultant clinics plus meetings
between patients and consultants outwith clinical sessions, eg. home visits; PAM outpatient
attendances cover all attendances made at professional and technical departments (eg. physio¬
therapy) by patients from outwith the hospital who are not attending as part of day patients
or day case care (Information and Statistics Division Scotland, 2000, Appendix IV).
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figures reported above give

hospitals that

are

shown in the tables of the

costs for each

Costs

orthopaedic unit

in

cases

treated. These figures,

as

well

as

all the other

following sections, where hospital running costs and
are

reported,

from the Scottish Health Services

come

(Costs Book). This book, prepared annually, is meant to be used by

and clinicians for

the

picture of the services provided at trust level by

part of the trust itself, looking at the aggregate level of the

expenditure and the number of
ones

a
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comparisons

among

managers

the trusts and the hospitals. The reliability of

figures calculated in the Costs Book has been questioned by clinicians,

as

discussed

Chapter 5 (Costing Information: A Paradox).
The main

lated. In

object of

fact, they

specialty mix and
of the

resource

come

case

from national

average

way

in which these costs

are

calcu¬

costs, which do not take into account
an

accurate account

consumption of the different clinical activities performed in hospital

by clinicians

of the

derives from the

mix differences. Therefore they do not give

departments. For this
ered

concern

a

reason,

reliable

the costs reported in the Costs Book

measure

against which

compare

are

not consid¬

the financial performance

hospitals and of the specialties (ISD Online:www.show.scot.nhs.uk/isd/NHSiS

resources).
Despite the criticism, these figures have been reproduced for two
this information

can

still be useful for

of clinical

firstly,

providing the financial dimension in which the

orthopaedic units analysed operate; secondly, they
claims often made

reasons:

can

be used

as

evidence for the

by clinicians and clinical directors of resource scarcity and rationing

activity, and for enquiring their contested reliability.

Hospital Alpha Profile
Hospital Alpha has

a very

long history.

It

was

opened at the beginning of the

CHAPTER 7.

THE SCOTTISH HOSPITALS

18th century as a

charitable institution in which

charitable institution it

sources:

the town

was

poor

people

were

supported by the subscriptions which

treated. Being

came

a

from several

council, the Royal College of Physician and the Royal College of

Surgeons. The hospital functioned
the students of the medical

as an

important setting where providing training to

faculty, which

was

opened. Hospital Alpha has maintained

was
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established few
a

years

before the hospital

strong reputation in teaching, clinical

practice and medical innovation.

Hospital Alpha is classified
services and with

The

specialty
Table

as a

major teaching hospital, covering

special units9. The

groups

provided

are

average

listed

as

a

full

range

of

number of staffed beds available is 749.

follows10:

Hospital Alpha Specialty Groups

Cardiothoracic

Dermatology

General

Geriatric Assessment

Gynaecology

Intensive

Medical

Nephrology

Orthopaedics

Respiratory Medicine

Surgery

Surgery
care

unit

Ophthalmology

Source:

Adaptation from the Scottish Health Service Costs

Also at

hospital level, it is possible to analyse the expenditure and the activity

provided by hospital Alpha. The total expenditure of the hospital for the provision of
care

at the year

ending in March 2000 amounts at: £106,191,000, 17.73% of the total

9The classification of the hospitals, produced according to the CAMO categories, has been
recently modified. Until 1997, hospitals were classified according to 49 functional categories,
identified in association with the services of the main

provider. From 1998, the classification
revised, and the groups have been reduced to eight main categories (for
instance General hospitals, Long stay hospitals) and twenty-five sub categories (for example,
among the main categories of general hospitals teaching hospitals and large general hospitals
are part of two different sub categories).
10The specialty group 'Medical' includes the following specialties: General medicine, Cardi¬
ology, Endocrinology, Gastroenterology, Genito-Urinary Medicine, Homoeopathy, Medical On¬
cology, Clinical Pharmacology and Therapeutics, Nuclear Medicine, Palliative Medicine.
has been reviewed and
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classification of the

Table 5a:

care

provided for,

as

typologies of patients, according the usual

shown in the following table:

Hospital Alpha: running costs by patients types11
Cases

£000

Attendance

Inpatients

65,168

41,688

1,563

Day

6,044

16,102

375

Outpatients consultants

23,035

268,478

86

Outpatients PAM

5,283

123,471

43

A. & E.

4,059

94,236

43

Day patients

2,601

29,501

88

cases

Orthopaedic Department

The

Orthopaedic trauma unit of hospital Alpha

a

Cost per

attendance

Adaptation from Scottish Health Service Costs

The

It is

Cost per case

Expenditure

Source:

of

provided by the six Scottish major teaching hospitals. This figure

on care

be further divided into the different

can
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was

formed in the mid 1980's.

specialist unit that treats musculoskeletal injury, which

650,000 people.

undertakes about

serves a

The unit currently admits around 4,500 patients

population

per year

and

4,100 surgical operations, and the out-patient clinic receives around

38,000 patients. The workload of the unit is constituted of 40% of fractures occurring
to

elderly people, and 60%

fractures

younger

patients with

severe

fractures,

open

and multiple

mostly caused by road traffic accidents. At the present time, there

are

six

orthopaedic traumatologists responsible for the primary management and secondary
reconstruction of all

nPAM

means

orthopaedic trauma

cases.

Professions allied to Medicine

There

are

111 nursing staff members,
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and 35 administrative and clerical staff members. The consultant surgeons
teams of two. Each team is

the other

one

provision of

interested in lower limb

a

plastic

following

pages

surgeons

and

a

are

three affiliated

one

of which is the admission ward,
The tables presented in the

previously used for the hospital activity. The tables break

patients treated in the unit

are

cases

and outpatients consultant clinics. Most

referred from the A & E,

a

small proportion

by patients who need further procedures. The tables from 6a to 10a

inclusive, analyse the activity and the
The costs per

limb injuries and

describe the activity performed by the unit, adopting the standard

activity into: inpatients, day

is constituted

upper

geriatrician.

orthopaedic outpatient department.

classification that has been
down the

interested in

injuries, in order to have complementarity in the

department is organised in four wards,

theatre and the

of the

surgeon

In addition to the established consultants, there

care.

consultants: two

The

composed of a

work in three

specialty

case

averages

costs for the provision of inpatient care.

have been calculated dividing the total cost of the specialty

by the number of inpatients discharged from the specialty. The tables from 11a to 14a
show the

activity performed for day

show the

activity and costs for the outpatient consultant clinics.

Table 6a:

cases

and the relative costs. The last four tables,

Orthopaedic Specialty Group: Inpatients

Average staffed beds
Occupied bed days

Average

occupancy

ratio

(5.1%)

28,488 ( 6.1%)
91.4

(+ 19%)

4,765 (6.9%)

Discharges
Length of stay (specialty

85

average

Theatre hours per case

6.0

0.9

(-11.7%)
(-18%)
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Adaptation from Scottish Health Service Costs

figures reported in brackets show the percentages calculated

which consider the

Table 7a:

the total figures,

activity performed by all the 39 orthopaedic specialties in Scotland.

Average staff numbers

Medical and dental

18

Nursing

93.7

Source:

on

Adaptation from Scottish Health Service Costs

Table 8a: Direct costs per case
Medical and Dental

£205

Pharmacy

£61

Other direct

£19

care

£134

Laboratory
Source:

The

PAM

(-34.5%)

Theatre

£156
461

(-17%)

(+36,8%)

(-2.9%)

(+116%)

inpatient cost

are

per case

and the

average

direct cost

average,

cost. More interesting

are

and the laboratory cost which is

more

Table 9a: Total costs per case

Expenditure £000

Source:

£

The

the twice the

the figures which calculate the total direct costs

(table 9a) and the total inpatient costs (table 10a).

Cost per case

per case.

to be found in the pharmacy and other direct care costs, which

significantly below the

case

(-54%)

£411

figures reported in brackets represent the difference expressed in percentage

major differences

average

Nursing

Adaptation from Scottish Health Service Costs

between the direct

are

(-2.3%)

Total direct costs

Total allocated costs

6,895 (6.6%)

1,633 (3.2%)

1,447 (-4.7%)

343

(-53%)

Adaptation from Scottish Health Service Costs

per
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costs-Inpatients12

Gross

Income

Expenditure

Income

£8,528,000 (5.5%)

£830,000 (18.4%)

Cost per case

Income

£1,790

(-20%)

Net

ACT

Expenditure
£7,672,000 (5.3%)

other

£25,000 (0.6%)

Cost per case

£1,610

(-24.5%)

Group Index 76
Source:

Adaptation from Scottish Health Service Costs

The total

total

inpatient cost

inpatient cost

low if

per case

is calculated at £1,790, 20% less than the

which is £2,254. Both these figures

appear

average

to be very

compared with the figures presented in the model used during the interviews.

In the table

showing the model presented to the interviewees (the table with Costs

and Clinical Outcomes for

costs range

inpatient
funded

Hip Fracture Patients in Chapter 3) the total inpatient

between £800 and £7,500 with

case

of table 10a is well below this

an average

average.

cost of £3,451. The cost

per

If the orthopaedic department is

according to the figures shown in the Costs Book, the claim that the service is

underfunded appears to
very

per case

be plausible. Besides, all the direct costs

low, thus the claim that these figure

The

are

to be

not reliable is also plausible.

following tables present the figures for the Day Cases activity and the Outpa¬

tients Consultant Clinics.

Table 11a:

Day Cases

Cases 86

Average staff numbers:
12ACT

per case seem

means

Theatre hours per case
Medical and Dental

Additional Cost of

Teaching.

2.4

0, Nursing 1
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following table 12a analyses the direct costs

Medical and theatre costs

are

the lowest when

per case

for the day

compared with the

cases

average

activity.

costs.

Table 12a: Direct costs per case

£19

Pharmacy
Other direct

£6

care

£42

Laboratory
Source:

(-26%)

Nursing

£130

(+11.7%)

PAM

£49

Theatre

£146

£65

Medical and Dental

(-14.3%)

(+17.6%)
(+308%)

(-19.7%)

(+366%)

Adaptation from Scottish Health Service Costs

Table 13a: Total costs per case
Total direct costs

Total allocated costs

£39,000 (0.6%)

£9,000 (13.6%)

Expenditure

£458

cost per case

Source:

Table

£109

(+26%)

(-19.8%)

Adaptation from Scottish Health Service Costs

14a: Total costs-Day Cases
Gross

Income ACT

Expenditure: £49,000 (0.6%)
Cost per case:

£5,000 (1.3%)

Income other: £0

£567 (+13.6%)

Expenditure £44,000 (0.6%)
Cost per case:

Adaptation from Scottish Health Service Costs

Similarly to the considerations expressed for the inpatient costs, the costs
presented for the Day
absolute values

per case,

case

are

cases

are

fairly cheap. When these costs

above the

per case

activity, shown in tables 12a, 13a and 14a, in terms of

both the total direct costs

(£567)

510 (+11.3%)

111

Group Index
Source:

Net

Income

average.

per case

are

compared with the

(£458) and the total day

There is not

any

average

cases

costs

cost per

other calculation of these types of
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costs, so it is not possible to compare these figures with alternative costs, as has been
done for the

inpatients costs. Doubts whether these figures

are

reliable and realistic

remain.

The last set of tables

Table 15a:

analyses the activity of the Outpatients consultant clinics.

Outpatients consultant clinics
Profile

Average staff numbers

Total attendance

New

patients

Average attendance
Source:

per new

36,265

Medical and dental

2.6

10,014

Nursing

13.4

3.6

patient

Adaptation from Scottish Health Service Costs

Table 16a: Direct costs per

attendance

Medical and dental

£4

(-73%)

Nursing

Pharmacy

£1

(-80%)

PAM

Other direct
Source:

care

£0

Laboratory

£7
£3

£2

(0)

(-25%)

(+50%)

Adaptation from Scottish Health Service Costs

These direct costs per case as
actual direct costs per case

extremely low. The negative differences between the

and the national

average are

extremely high.

Table 17a: Total direct costs

Expenditure
Cost per
Source:

attendance

Total Direct costs

Total allocated costs

£644,000 (3.7%)

£525,000 (5.8%)

18

(-47%)

14

Adaptation from Scottish Health Service Costs

(-17.6%)
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Table 18a\ Total

costs-Outpatient Consultant Clinics

Gross

Income

Expenditure

Income

£1,170,000 (4.4%)

£114,000 (10.3%)

£1,052,000 (4.3%)

Cost per

Income other

Cost per

£32

attendance

(-37.2%)

Index

Source:

ACT

£3,000

Expenditure

attendance

£29,000 (-38.3%)

Group: 61
Adaptation from Scottish Health Service Costs
of Outpatients Consultant clinics

figures in tables 17a and 18a show. The direct costs

comparison with the
the

Net

( 323%)

The costs per case
the

148

averages

direct costs

per case.

are

far below the

per case are

all

average as

very

low in

These figures provide evidence that

activity performed at outpatients consultant clinic is under-resourced.
The

presentation and the brief analysis of the figures calculated by the Costs Book

has been considered

important for two

reasons.

First of all, they provide

a

data useful

for

building background information to appreciate the level of activity performed by

the

orthopaedic unit. Secondly, it has been considered important to present the set

of

costing data that has been mostly criticised by clinicians

planning and funding the activity,

nor

as

not reliable neither for

for comparing financial performance of different

department and hospitals. Showing the figures which have been produced and used

according to the governmental regulations

on

important for understanding the

behind clinicians' resistance in recognising

these

figures

as

appropriate

reasons

measures

costing calculations has been considered

of financial performance. And also to understand

why clinicians associate their costing issues with the governmental imposition of policy
of rationalisation of clinical

activity.
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Analysis of the empirical data

In

hospital Alpha

have been interviewed: the consultant geriatrician in

seven persons

charge of the Hip Fracture Medical Audit, the audit sister, two management

accoun¬

tants, the Clinical Director of the orthopaedic department, the Operational Manager
and the Clinical Nurse

the clinical

nurse

Manager. The clinical director, the operational

manager

manager

and

form the Clinical Directorate Team. The analysis of the

empirical evidence gained through the interviews will proceed according to the main
topics of the research, which
of clinical
and

audit; 2) the

response

be summarised

as

follows: 1) analysis of the impact

to costing information; 3) the integration of clinical

costing information.

The

impact of clinical audit

Hospital Alpha is
hip fracture audit
the

can

a very

was

interesting site,

it is the first teaching hospital in which the

implemented. When the audit started, the main objective

comparison, between

their

as

a

large teaching hospital and

was

district general hospital, of

a

respective social mix and the procedures of care. Another important characteristic

of this

hospital, consists in the fact that within the audit

central support

for all the other sites. In this site there

programme

are

four

nurses

it also provides
and

a

secretary

working part-time for the hip fracture audit, who also provide training for all the
persons

responsible for the collection of the audit data at the other hospitals involved.

Therefore, at this site the hip fracture audit is
interview with the audit

nurse

in

run

charge of the audit

by the audit
programme

department of hospital Alpha, it is possible to gain insight
has made

during its

seven years

of existence.

on

nurses.

From the

at the orthopaedic

the impact that the audit
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hip fracture audit data base is done by the audit

nurses.

They fill the standard forms (already described in Chapter 6) obtaining the basic infor¬
mation from the medical notes,

(the

ones

who

small group

are

actually able to articulate their thoughts

of audit

their office is within

routine work

and going around the wards talking with the patients

nurses

on

their experiences). The

is based within the orthopaedic department, physically

it, but the work that they

carry

out runs parallel to the daily

performed within the wards by the nursing and medical staff. It becomes

important to understand to what extent they

are

integrated and accepted within the

department. They have been well accepted by the other staff members of the depart¬
ment:

They [staff memebers] are absolutely fine with us, because we have been here since
1994.

They

now

want them to

actually realise, I think they don't actually know

know about it

[the audit], because it's

a

as

much

as you

busy unit (Audit Nurse,

Hospital Alpha).

The acceptance

of the

presence

of the audit

nurses

is not sufficient to

ensure

the

integration of the audit within the departmental organisation. The final phrases of the
above

quotation suggests that the level of interest shown by the medical and nursing

professionals working in the unit does not match the expectation of the audit

nurses.

Interestingly the Audit Nurse interviewed points out:
We have tried to

enough,

we

actually feed them back with information;

really need to get

The level of interest shown

more

a

an

get a few but not

interest.

by the staff members of the unit varies between the

nursing staff and the medical staff. It
in the information

people having

we

appears

that the nursing staff is

more

produced by the audit than the medical staff. The Audit

talk for every new

staff

nurse

that

comes

interested

nurses

give

to the unit about the audit. In this way, the
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get to know about the audit and most of all they are encouraged to

the data made available

through the audit and look for the assistance of the audit

nurses.

Regarding the contact with medical staff the picture is not
I would think there

started off

as

are

variant

geriatrician led in

all

clear:

degrees whether they think what...because
an

orthopaedic unit,

problems. We have to keep to ourselves
used

very

very

we

have

a

lot of diplomatic

much. But the figures have been

by the orthopaedic people to highlight all sort of problems. They want to

our

we

figures but I don't know if it is integrated

as

use

I would like (Audit Nurse,

Hospital Alpha).

From this quote

the

it

appears

that clinicians show interest in the figures produced by

audit, although the Audit Nurse would expect the audit to be

more

clinicians'activity. In fact, when trying to understand whether there is
structured utilisation of the audit

beginning but all the meetings in this unit

very

just tailed off, maybe it's just because of the management structure that has

changed

so many

I'll do this

or

times that nobody has actually got into

I'll do that'.

changed I don't know how
problem, but I
there to

can see

a way

Also the senior management
many

times since I

that being

a

was

of saying 'all right

within the directorate

here. I don't know if that's

problem because there

was

a

nobody actually

bring everything together.

The audit data collected

tion is

formalised and

figures by clinicians, the Audit Nurse commented:

They did have meetings at the
have

a

integrated with

by the

nurses

is transferred to the ISD where the informa¬

processed and analysed and the annual report is prepared. Then, the report is

sent back to the

hospital. All the

receive this report.

nurses

What happens then

extent is the information

and clinicians of the orthopaedic department

once

the report is sent back? How and to what

provided in the audit report used?
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formal meetings in which the Audit Nurses discuss the results

not any

shown in the report
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either with the

with the clinicians:

nurses or

They all get the report when it

comes

out and I keep saying get back...(Audit

Nurse, Hospital Alpha)

However, the nursing staff perceive themselves involved in the audit. They know
the audit
More

and what

nurses

importantly they
All the sisters

they

use

the data of the report:

given the report to

are

ing.... A lot of time
away

they do and the type of information that the audit produces.

nurses see

through, and that shows if

go

actually doing. So it's quite

are

good. It's good for the nursing staff to realise. It's good for the morale
because it makes them realise that there is
tients that

Nurse

we

have

fail¬

people coming in writing down all these things and

but they don't realise what they

go,

we are

someone

as

well

working at the number of

pa¬

done, and all these things that we do for the patients (Clinical

Manager, Hospital Alpha).

The Audit Nurse

keeps the sisters update and whenever the audit shows something

that needs to be looked at:

We

can

look at

are

not

doing good enough,

[the report] and
we

use

it

as a

quality marker where

need to change what

we are

we

think 'right

we

doing' (Clinical Nurse

Manager, Hospital Alpha).

The situation appears to

Now, they
to
us

us

may

working

and

be interested in

on

global sort of way, but there is not

a

big feedback

saying 'that's interesting, what about this, what about that', not really.

of what

they

to how well

are

they

everyone

many

more

input from the

surgeons.

The thing is that part

interested in is the re-operation rate because that is their guide
are

notice but it is not

so

a

the audit about somebody coming in and going through it with

It would be nice to have

keep

be different with the clinicians:

else

doing. That I would

enough. It is

on

as

if

the straight and

say

once

would make them sit

they

narrow,

are

up

and take

interested in that, it would

and the old people bring with them

other problems...(Audit Nurse, Hospital Alpha).
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To what extent is the audit information used

by clinicians for implementing changes

in the clinical

To this
and

activity, and for monitoring the effect of the change?

day I don't know that
there to be

we are

goes

have

a

great influence, we have had an influence

used, but in the policy in the

process

of

the patient

care

through here it hasn't changed that much. Most of the procedures that they

here for the

use

we

doing the

fixing of the hips haven't changed to

same type

Clinicians do

our

knowledge, they

are

still

of operation (Audit Nurse, Hospital Alpha).

recognise the importance and the benefits of the introduction of the

hip fracture audit:
We have
it

a

vast amount of audit

research, it is kind of the

going

same

on

here. You

several

audit.

are

we

You can't

handling

you can

of audit

on

call

other

have the largest data base

fractures, wrist fractures and shoulder fractures. So

A lot of

are.

call it audit

sort of thing, and we do a lot

fractures, which is not paid for by the hip audit. So
on

can

we

have

a

lot of

practice medicine properly without knowing how effective

you

people tried but it's not possible. You've got to know how good

you

a

particular problem (Clinical Director, Hospital Alpha).

Interestingly, for the Clinical Director interviewed, audit and clinical research
same

to the

the first part

audit

as a

clinicians.

It

logic defended by the medical professionals. As already described in

of this work, the medical professionals considered medical and clinical

clinicians' matter,

which had to look at clinical issues and had to be done by

Thus, it is not surprising that the participation of the orthopaedic

in the audit

the

This aspect shows that the interpretation of the function of the audit

process.

answers

are

depends mostly

depends

on

medicine just

on

the personal research interests of each clinician:

how interested

you are

doing what they

were

in what

might be

or

have audited

changed

our

Hospital Alpha).

results and

you are

doing,

some

people practice

taught at the medical school and that's it. We

have taken the view that this
our

surgeons

not be correct. We have checked it. We

practice

as a

result (Clinical Director,

CHAPTER 7.

This

strong individualistic characteristic of clinicians' involvement in audit pro¬

grammes can
to

On

lead to opposite effects.

participate and to

use

hand, clinicians' individualistic will

one

the information produced by the audit is

establishment of the audit itself. On the other

ter 4
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hand,

as

necessary

for the

already highlighted in Chap¬

(Medical Audit) Packwood et al.(1994) have suggested that this individualistic

characteristic

can

determine the

partial achievement of the audit's objectives.

The achievement of the audit's

objectives is reached through the establishment of a

cycle which should lead to changes in clinical practice. To what extent have the changes
been

enacted, and therefore the objectives of the audit achieved?
Much of the audit that
I don't

was

done 5

or

6 years ago

has

gone

know, the effect of the audit has been virtually

implemented, because it costs

something like audit
back it up

or

money.

clinical

nowhere, I would

zero,

it

was

done but not

I think it's tough, you've got if

governance you

guess,

you

really need to have the

set

up

money to

and that's often missing (Clinical Director, Hospital Alpha).

Thus, the audit has been implemented, but has not impacted
This validate Power's argument

(1997) of audit

programmes as

on

clinical practice.

rationalized rituals of

inspections which have been established complying with policy makers requirements,
but

they obey only to clinicians' rules of clinical activity evaluation.
Prom the Clinical Director's

the audit

point of view, the problem of not 'closing the loop' in

cycle is caused mainly by the scarcity of financial

resources:

You often hear the

phrase 'the loop wasn't closed in audit' I think it's true

of

been closed. That often costs

loops have

which you are
money

never

doing something

wrong you

money.

So if

have

a

lot

unit in

got to change it, and change it may cost

to do something else and that's not forthcoming now

Hospital Alpha).

you

a

(Clinical Director,
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The lack of financial

resources

has been forwarded

ing the changes in clinical procedures,
This explanation addresses

necessary.

155

even

an

as

the main

reason

for not

implement¬

when these changes have been recognised

external

scarcity of financial

cause,

as

resources,

along the line of the traditional rhetoric of conflict between the medical professionals
and the

political institutions. From the figures presented in the above section, it

peared clearly that the department is under
case

calculated for the three main type

Day

cases

a severe resource

are

shown necessary

not

a

sufficient

reason

to

low. However, financial

were very

per

con¬

justify the non-adoption of changes when

by the audit results. There could be

finds its roots in the process

constraint. The cost

of activities performed by the unit (Inpatients,

and Outpatients consultant clinics)

straints alone

ap¬

an

additional explanation, which

of 'coercive isomorphism' through which clinical audit

has been

adopted by the medical professionals in the hospitals. Not 'closing the loop'

implies

resistance to change, which is connected to the difficulty in accepting that

the

a

procedures performed
It is very

study

somehow

wrong:

difficult for others to accept. If you do it

on say

change

are

wrist fracture, which is

as you go on

change what
often takes

a

you are

but then if

you

doing, because

you

very common,

suddenly

we

say

spend 2

then

you

3

years

doing

to other people, well you must

have found this that's

Thus, the implementation of audit

areas

very very

difficult, it

programmes, even

if it has been done according
done, still

poses a

'logic of confidence and good faith' (Meyer and Rowan, 1977, 357)

professionals. The need of implementing audit
necessary

surgery,

(Clinical Director, Hospital Alpha).

to clinicians'view of what the audit is and how it should be

performance and the

your

get the impression of

generation to change doctors' working practice, certainly in

I don't know if that's true of other

to the

or

programmes

challenge

among

medical

for the evaluation of clinical

requirement of implementing changes

as a

result of the
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it implies the loss of trust in their 'role specific

knowledge' (Berger and Luckmann, 1966).
Therefore, despite the recognition by clinicians of the importance of monitoring
clinical

procedures, the hip fracture audit has not been fully integrated within clinicians'

activity. The portrait of this audit that

comes

out from the interviews confirms the

description and the analysis of the audit presented in Chapters 2 and 6.
fracture audit has been

a

adopted and implemented by the medical professionals enacting

decoupling mechanism,

evaluate clinical

activity,

as

as

it challenged the medical professionals' criteria of how to

well

as

the 'logic of confidence and good faith' (Meyer and

Rowan, 1977). Thus, the hip fracture audit
without
for

The hip

parallel to the daily clinical activity,

runs

challenging the established clinical working procedures. Formalised procedures

collecting and analysing the data

and national audit committees

are

in place, and reports

produced. The local

are

acknowledge its existence, but do not challenge the

objectives of the audit and its effectiveness in promoting and realising changes of the
procedures.
In

hospital Alpha, the hip fracture audit is concerned mostly with the analysis of

medical processes

and clinical outputs and does not analyse directly how

resources are

used, in conformity with the findings of Packwood et al. (1994). It presents
individualistic
in the audit

character, where each clinician chooses whether to participate

as one

of the

causes

audit. The audit has not been transformed into

become

a

strong
or

not

according to his/her personal research interests. Packwood et al. (1994)

have identified this characteristic

redirected

a

by clinicians towards their
'self

own

aims

a

on

of the

'partial failure' of clinical

mechanism of

education. As

action, but has been
a

result the audit has

running enterprise' (Clinical Director, Hospital Alpha), which maintains

CHAPTER 7.

a

THE SCOTTISH HOSPITALS

157

self-legitimating 'image of assurance' (Power, 1996, 310).

The response to

The

costing information

organisational and managerial reforms of the UK

ture of the

hospitals and trusts,

were

quality of the provision of health
tions have

tients'

the

The rhetoric adopted by the political institu¬

care.

awareness

of the medical professionals

efficiency and costs (e.g. the White Papers 'Working for Pa¬

(1989) and 'The New NHS' (1997)). The creation of the clinical directorates

answers

at the

NHS, that modified the struc¬

implemented to increase the efficiency and the

highlighted the necessity of raising

towards issues related to

s

to this

same

same

logic. The Clinical Director fulfills clinical and administrative functions

time. Would this unification of both functions under the

person prevent

the enactment of the decoupling mechanism? The responsi¬

bility for the managerial and clinical activity of the unit
the medical
showed

professionals

responsibility of

on

financial matters, and

may

increase the

overcome

awareness

the traditional hostility

by clinicians in dealing with costs.

The Clinical Director of

hospital Alpha considers his role

as

follows:

My role is quite simple, I look after the day to day issues that arise in the
thopaedic trauma unit here.
that's all

In this

has

a

of

I

in charge of the administration of the unit,

(Clinical Director, Hospital Alpha).

role, he is responsible for the financial

devolved

budget for the unit:

In

we

theory

do, but in practice

budget but all

goes

around and say we
in the

am

none

mean

well

no

control of the

as

clinical administration. He

of it is discretionary, so I

will buy this and that. It

I have

as

out on central items. I don't have

patients' management. It's not

issue. I

or¬

an

comes

a

in and

mean we

budget that I
goes

can

have

a

swing

out not necessarily

effective exercise. There is

no

accounting

budget (Clinical Director, Hospital Alpha).
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Thus, the clinical director does not consider himself able to control the financial
of its unit.

resources

as an

'effective

instrument for

I haven't
to do...

exercise', the devolution of the budget is not considered

I would do less

not too unhappy with the

am

get a budget. We spend more than our budget and every year the

the situation year

year

after

spend

more,

after

year

but the budget isn't big enough and that's

(Clinical Director, Hospital Alpha).

analysis of the orthopaedic unit's costs presented earlier, showed that the fi¬
resources

of the unit

underestimated.

are

Besides, the reliability of the figures

proved questionable. Therefore it is not surprising that the figures produced do

not make too much

sense

The decisions about

sons

patient management. So I

we

nancial

important

got time to do much more than I do. If I did that I would not be able

hospital complains that

The

as an

managing the unit:

situation. We

have

Being in charge of the financial administration is not considered

to the clinical director.

patients'treatments is taken mostly

and/or patients'conditions, like

age

on

the basis of medical

rea¬

and general health. The connection between

budgets and decision-making procedures for the clinical activity has been labelled

as

rationing the activity:
We don't ration treatment

basis of age or
on

general health,

the basis of costs. That's

not

by

to take

us,

that's

a

the basis of costs, we may

on

some
a

reasons,

decision which

decision for the politicians,

but

we

the

don't ration treatments

might have to be taken
one

on

one

day, but

which they probably don't want

(Clinical Director, Hospital Alpha).

The costs calculated in the Costs
vious

medical

halt the treatment

sections,

are

Book, reproduced in the tables shown in the

used for comparative

purposes,

pre¬

and the criteria for judging financial

performance according to the governmental policy is that the higher these costs

are

the

are

worse

the

performance of the unit being evaluated. In this

way,

these figures
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as

appropriate instruments for evaluating their activity.
Clinicians do not consider themselves
administration and

I think it's

be

using

more

they

are aware

Being

of the

as

expenses say

more

aware

good

why they should

reason

more

effective. Given

for buying hip replacement (you
as

good

they like, but that's not

thing is important. Once

lot

no

as

the

one

of £1,000). So

important issue, that should be looked at and then it comes down

to doctors' freedom to do

a

influence the financial

performance of the unit:

buy hip replacements for £300 which is just

sort of

can

expensive methods of management, but not lot

that's quite an

is

actors who

important that doctors realise, there is

the fact that
can

as

that you can

you

an

issue

anymore.

So that's

have done that, than I don't think that there

do about costing (Clinical Director, Hospital Alpha).

of the costs of the treatments is considered

matter of importance for

a

clinicians, and there is also the recognition that it is important to know the existence
of alternative solutions which

are

but the decision has to be taken

figures is not considered
The actual cost
that

we

we

an

don't, because

In this

elective

as

the

more

expensive

ones,

appropriate interest:

once we

patient

with, and I think that it is reasonable

start becoming involved in the cost of the manage¬
case

then

we

would spend all

our

time doing that

Orthopaedic unit the Clinical Director has devolved the financial admin¬

manager

she holds

effective

treating patients (Clinical Director, Hospital Alpha).

istration to the

general

as

by doctors. A direct participation in producing the

have not become involved

ment of each individual

and not

cheaper and

Operational Manager. The operational

manager

fulfills the role of

a

for the musculoskeletal service, within the trust. This implies that

managerial responsibilities for the trauma service at hospital Alpha, for the

service, which is provided at

a

different hospital, and for the rheumatology
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third hospital. The

a
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person

recently appointed

was a nurse man¬

therefore she has clinical expertise and knowledge and managerial skills. Despite

the fact that the

Operational Manager has already occupied

has been difficult to

explain which tasks

introduced with the recent

I

am

is, I

quite

new

involved in this role. This role has been

are

re-organisation of hospitals and trusts:

to the job

suppose, as a

it is quite difficult for

so

general

manager

me

to explain. My responsibility

for the service, I have responsibility for the

budget, and for day to day operational issues. I have
the

managerial position, it

a

a

devolved responsibility for

scrutinising of the budget, for looking into it(Operational Manager, Hospital

Alpha).

Because this

position is

new,

the operational

the service is built and whether there

The second stage

changes

can

are areas

manager

that have to be maximised

would be to look at how things

be implemented that would impact

in collaboration between the

operational

is learning how the budget for
minimised.

done and determine whether

the budget. All this work is done

on

manager

are

or

and the management accountant in

charge of the orthopaedic unit. The Clinical Director does not participate:
He doesn't worry

do that

about the budget because he thinks that

managers are

able to

(Operational Manager, Hospital Alpha).

My main contact is the operational manager...I have not met the Clinical Director
I have three directorates that I work with and I don't have the

at all.

relationship with all three. Because there

some

doctors who

same

for getting

are on

involved, understand the budgets their costs and managing their clinical service in
conjunction with the finances, and there
interested in finance.
afford

They have

seen

everything they need to do,

every year on
year we see
we can

we

are

other doctors who they

it all before,

have

every year

pressures

they

and they

are

are

see

just not

they can't

all depending

the government bill's which is out at the last minute. Then,

this is all the

money

there is, and

cut back and make ourselves more

we

really have to look for

every

ways

that

efficient, without affecting the clinical
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want to deliver
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(Management Accountant for the Orthopaedic Unit,

Hospital Alpha).

Thus, the management accountant in charge of the orthopaedic department has
met the Clinical director.

never

tration of the

Despite being responsible for the financial adminis¬

unit, the clinical director has completely dismissed this role.

delegated this role to the Operational
has

a

manager,

strong connection with the accountant.

a

clinician.

The clinical director

who is the only

that actually

person

And the operational

He has

manager

is not

keeps the financial and the clinical activity clearly

separated.
Neither

are

the other clinicians of the unit involved in any

discussion around the

budget:
Basically I would do

a

talk about what may

be practical what

negotiation with the Clinical Director, and he and I would
may

be reasonable, from the point of view of

asking them to change their practice, because what they
I don't think that is

are

doing is too expensive.

something that I could do, because I can't change their clinical

decision-making. I think that is also important to clarify to them what they have
to do too.

The
Nurse

Tidying

nursing staff is

Manager

the document.

goes

up

if

you

more

like (Operational Manager, Hospital Alpha).

involved with the analyses of the budget. The Clinical

through the budget with the sisters and teaches them to scrutinise

Then she feeds back to the

operational

manager,

and this feedback

helps the latter in the meetings with the management and financial accountants. The
sisters

working in the orthopaedic unit begun to be involved in the management of the

budget since 1994:
The manager at
from finance

that time, had

came

to the

a

meeting

monthly meeting with the sisters and

as

well, and

we were

all given

a

a person

budget statement
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they explained how to read them and how all that meant. So then

to look at that how much

look at
best

'right what

meetings

are

we

meet the

operational

order to review the

ordered drugs (Clinical Nurse Manager, Hospital Alpha).

and have

individually to

a

go

look at. Then, the Clinical Nurse Manager
through the budget statement and highlight

for the

accountant in charge of the orthopaedic unit and her assistant
manager

and the clinical

monthly basis, in
run

training

nursing staff:

some

consultants who do take

have

nurse manager on a

budget and the financial position of the unit. They have

are more

the people who

come across

run
an

the hospital, than the medical staff. There

interest, but not in the orthopaedic

area

are

that I

(Management Accountant, Hospital Alpha).

Despite the attempt to

overcome

the resistance of the medical professionals in deal¬

ing with financial issues and becoming

more

involved in non-clinical administrative

through the introduction of clinical directorates, the orthopaedic unit of hos¬

pital Alpha presents
clinical

started to

do to get this overspend down'. The drugs again is the

They

matters

we

concern.

The management

courses

each thing, and then

started

think of. We then went back to the drug cupboards and

go away

meets with the sisters

of

on

we

held monthly in which the Clinical Nurse Manager gives them the

budget statement to

areas

can

spending

we were

can we

example that I

re-organised how

Sisters'

162

a

'decoupled' structure. The unification of the managerial and

responsibility in the role of the clinical director has not

overcome

the decou¬

pling mechanism. In the application of the governmental policy, clinicians have adopted
a

manipulative behaviour (Oliver, 1991) in the operationalisation of the unified role of

the clinical director.

In

fact, the Clinical Director of the orthopaedic department of

hospital Alpha delegates the responsibility for the financial issues to the operational
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manager

There is

always

a

but I would say

medical

person

who is in charge, who is the clinical director,

they delegate that responsibility for budgeting to somebody else

(Management Accountant, Hospital Alpha).

The
and

awareness

of the medical

professionals of the orthopaedic unit towards financial

costing issues has increased, in past decades,

reforms and the financial pressure
the

as a consequence

of the political
more aware

of

costing issue has not been co-related in order for them to perceive themselves

as

exercised by the government. Being

principal actors in influencing the actual costs of the unit:
There is

a

lot of doctors

health service. So

clinical

area.

difference.

a

lot

philosophy to

Although I

Here

are

quite cynical about the funding of the

they feel that if they get involved it is not going to make

difference. And I think
and what is the

against, who

we see

depends
your

am sure

the

on

who is the

responsibility
that there

as

person

any

at the top managing

to manage the finances of the

are cases

where it wouldn't make

responsibility is in each directorate to

manage

a

their

budget (Management Accountant for the Orthopaedic unit, Hospital Alpha).

There is

a

complete separation between the

core

activity, the clinical work, performed

by the doctors, and the administrative side of it, performed by the managerial staff.
The Clinical Director has

financial

never

met the

management accountant, is not concerned with

issues, and does not believe that clinicians

can

actually make

a

change when

dealing with costing issues:
If you compare us
more

expensive

per

whether you can

Hospital Alpha).

with another hospital, and

we

have found that

we are

£1000

old lady than them, it is certainly important to know why,

do anything about it it's difficult to know (Clinical Director,
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integration of clinical and costing information within the Hip Fracture

Audit

It has been

previously suggested13 that the quality of the costing information provided

to both managers

and clinicians

can

be

important element which

an

perception of its utility shown by the medical professionals.

(1989) highlighted that clinicians
related to clinical

other

practice

were

were

can

influence the

Ferguson and Lapsley

interested in information systems in which data

combined with data related to financial issues. On the

hand, Jones et al.(1997) suggested that the attempt to address the tension be¬

tween clinical and

managerial cultures had

from

accounting information. However,

have

an

interest for costs and have

as

as a

result the further distancing of clinicians

already explored in Chapter 5, clinicians do

published studies in which they themselves calculate

costs.

Furthermore, Kilpatrick et al. (1998) suggest the possibility of introducing costing
data within the clinical audit

an area

which is

only concerned with the analysis of clinical activity and is controlled by

clinicians, would
medical

procedures. The introduction of costing information, in

overcome

the traditional scepticism and suspiciousness shown by the

professional towards costing issues. The combination of clinical and financial

information could be used

as

a

instrument for

fostering the integration between the

administrative and the medical structure.

This final part
at

of the analysis of the empirical data collected at hospital Alpha aims

enquiring whether

comed. In order to

a

further expansion of the hip fracture data base would be wel¬

explore this research question, the 'real-life' model described in the

Chapter dedicated to the presentation of the research methods chosen for the present
13Chapter 5 Costing Information: A Paradox.
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work, has been used. The narrative and costing model has proved to be extremely

helpful for focusing the questions and the discussion around
the clinical and

costing information

The Clinical

are

a

real example in which

combined.

Director, when asked to comment

on

the tables, did not show

a par¬

ticular interest in it. He commented:

the

patients'

This is what

case

history is

a

sort of information that we take for everybody anyway.

do. We find out, we

we

wouldn't

go

into the income, what the family

support was, what the social support was and we will make an assessment based
on

that

as

to the

type of surgery that might benefit him, and where he might go to

after treatment would he be
and when that's how

He

we use

discharged home
the information

or

to

some

(Clinical Director, Hospital Alpha).

recognised the importance of the information

Well it is

certainly useful, obviously is

of each individual
It's importance

very

as you say on

we

costs:
we

do, but I

know what is the cost
mean

it's important.

how to try to work out the budget for the unit,

that's what it is for isn't it? So that you can say
the patient

on

important that

operation. I don't know that

lies

sort of rehabilitation unit

that

we

have 50 patients 9 [of

costing model], therefore we will spend 50 times £7,000 that would be

useful. But at unit level rather than individual patients

(Clinical Director, Hospital

Alpha).

Thus, he
patients

can

agrees

that the table with the costs and clinical outcomes for hip fracture

be useful. At the

which this type

same

time, there is still suspiciousness about the

of information could be used:

It needs to be set up

properly, and then the information needs to be handled

intelligently. What happens is the information that
the press and there is a

are easy to

them. I mean,
bit is then

find,

you can go on

so

and

on

out, often comes out of

on

producing figures for

you've got to produce the useful

it's like the audit business,

acting

comes

flurry of activity about it and then is just forgotten... The

figures have to be useful,
figures

way

you can

ones

ever,

'cause

and then act

on

produce the figures, the tough

them (Clinical Director, Hospital Alpha).

in
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surprising,

as

the Clinical Director has already shown dis¬

costing information, and scepticism

on

the utility of the audit in enacting

changes of the clinical procedures. Numbers become useful only when they can be used
for

a

purpose:

I often
a

see

lot of

the

figures produced but not that much happen with them. There is

people out there producing

anything about
time

they do,

there because

our

a

lot of figures. I

mean we can

find almost

service, but often the figures don't change very much. Some

question about that, but not always. Often the figures are just

no

they have been produced, because

someone

is out there producing

figures (Clinical Director, Hospital Alpha).

The

approach adopted by the clinical director towards the elaboration of financial

information is

integrated with the conflicting position adopted by the medical profes¬

sionals when the

government implemented by law the different managerial reforms, as

previously described in Chapter 5. Clinicians have to be concerned with the clinical
activity and

managers

have to produce useful information, the two separate structures,

the administrative and the medical ones,
There has to be the manager,
up

there

there

was

were

quite

quite

a

lot of

few that

a

remains:

that's important certainly before in the previous set

managers
were

who weren't doing

very

much, but I think

doing jobs made for them. Not all that useful

(Clinical Director, Hospital Alpha).

Changes which involve costing implications have to be adopted:
in consultation between the doctors and the managers,

It is easy to

produce figures. That is what I

difficult. It requires
to be

The

spent

am

but that's the tough part.

saying. And then often changing is

difficult decisions to be made and to be lived with and

money

(Clinical Director, Hospital Alpha).

Operational Manager shows

costing model and the

case

a

different attitude when looking at the patients'

histories, paying

a

lot of attention to the figures and the
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connections between the costs and the clinical data.
costs and

She considers the link between

patients'characteristics useful for highlighting problematic

interventions at earlier
I suppose

I would

stages:
it

use

as

part of the agenda. We are looking to improve the

patient's journey, and if we

go

and tests lots of different

things and

then

we

Is there

introducing

areas,

might look and

say

back to the idea that hip fracture is

a

tracer condition

want to improve the patient's journey,

we

well why did this patient cost

anything within that patient profile that

we

so

much in both places?

could

change?

propose a

(Operational Manager, Hospital Alpha).

Similarly, the Clinical Nurse Manager shows
I think it is

for the year,

they

hip fractures for the

all the other issues, like

can

see

high costs, and these

areas

are

always get like

the total numbers of ankle fractures

where they live, who they live with,

say

come

we

that these

are more

in, because these

are

important than

the things that

the things that nursing staff in the ward

we never

anything like this back again (Clinical Nurse Manager, Hospital Alpha).

She showed interest in the
would

year,

do for themselves. I would

just the numbers of hip fractures that
cause

positive attitude towards the model:

quite good, because in the past all the figures that

the total number of

what

a

possible to determine

the audit data base with

possibility of developing

average

costing information:

hip fracture audit results just to

there

were areas

much

we are

of patients for which it

costs, and welcomes the possibility of integrating

I think that for the staff that work here it would be
with the

groups

in which

spending

so

we can

cut

our

that would be

see

a

lot

more

what the costs

interesting for them
were as

well and if

costing down. It would highlight how

more

relevant (Clinical Nurse Manager,

Hospital Alpha).

The management accountants
the table with

interviewed showed interest in the model, especially

prospective costs and patients'characteristics. The main

concern ex¬

pressed by the management accountants is related to the difficulty for reaching such
detailed level with their information systems:

a
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impressive,

patients. The best
them down into
don't have the
it's

some

way

of different

The

we
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can't produce that information. We can't do individual

really get

we can

procedure costs,

we

are average

tend to take

specialty costs. We can't break

average

inpatients stay costs. We

this at present. And, I don't think

primary system which

can

tell

down the line because

our

information system

sources

us

comes

from

a

variety

(Management Accountant, Hospital Alpha).

utility of the integration of costing and clinical information is considered ben¬

eficial:

It would

help for understanding costs. So it wouldn't necessarily fit the funding but

it would

help with understanding the

a

tool like this could be used

amount of

costs'

The

that

we can

say

that

go

into

a

service... I

'we know that

patients that fall into category A therefore

we use a

suppose

we

had double the

lot

more

of clinical

(Management Accountant for the Orthopaedic unit, Hospital Alpha).

opportunity of introducing cost information in the audit data base, and making

available to
linked to

answers

so

resources

clinicians,

nurses

and

managers

costing data received different

is that

which describes

answers.

The

common

they all portray accounting information

characteristic of these

nurses

Director did not show

and

managers

neutral instrument

as a non

organisational practices (Miller, 1994) and which

used) by clinicians,

can

be used (or not

to support different interests. The Clinical

particular enthusiasm towards the idea of combining costing

and clinical information.
demonstrated in the past
information is

information in which clinical activity is

He showed the traditional

resistance, that clinicians have

decades, towards their involvement in financial issues. Costing

interpreted by him

as an

instrument which

answers

to the 'means-end

logic' (Carruthers, 1995) of the government in rationing clinical activity.
The

operational

manager agrees on

cial information linked to

the importance of being able to look at finan¬

patients' characteristics and procedures. She has used the
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audit data different at times and it is part
information

become to

to

her,

on
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of her future agenda to

use even more

the

produced by the hip fracture audit. Thus, for her costing information

can

highlight clinical
the contrary

that she wants to

use

can

is

area

in need of improvement. It does not

help to provide

a

strictly related to the improvement of the patients' journey.

more

the interest is focused

not

direct interest for information that show how the

The Clinical Nurse

as

threat

better service. However, the information

Once

a

pose a

on

the medical aspects

of the activity, and there is

resources

have been used.

Manager considers the idea of linking costs and clinical activity

helpful for managing the wards. There would be immediate knowledge of the

very

workload, highlighting not only the number of patients treated, but the complications
suffered

costs.

by the patients, which

of the principal

causes

She considers the information of costs relevant for her

highlight

areas

appreciated
an

are one

for improving the

as a

way resources are

vehicle for increasing visibility of the

work,

as

it permits to

used. Thus costing information is
nurses

work, it is not considered

instrument which would interfere with their freedom in the

The

of the increase of the

decision-making

as

process.

Management Accountant in charge of the orthopaedic department showed

a

'professional interest' towards the table, and recognised the utility of being able to link
costs and clinical

for

activity

as a

tool which

can

provide evidence for explaining the

reason

raising certain costs. She did not know anything about the hip fracture audit.
It is difficult to

assess

whether in this

of clinical and financial information
demonstrated

specific unit the elaboration and diffusion

through the audit would make

a

difference. As

by the analysis of the data, the administrative and medical structure

are

completely separated, each of them fulfilling their traditional roles. The hip fracture
audit has not been

completely successful in achieving all the objectives of the audit.
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promoted

even more
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the 'decoupling' of the structure,

as

it is clinically

led, and concerned only with clinical issues. The audit involves only health

care pro¬

fessionals, and the information produced is not shared outside the clinical boundaries.
In

fact, the management accountant did not know about the existence of the hip frac¬

ture audit and therefore she

was

not

aware

of the type

of information that the audit

produced.

Furthermore, the Clinical Director does not consider costing issues
which clinicians

can

have

an

The budget is not used

impact.

shaping strategic decisions, but fulfills
external

one

by Pettersen (1995) in her study

administrative and clinical

activity

are

clinicians and managers appears to

process.

as an

instrument for

a means

very

for obtaining

similar to the

budgetary controls in hospitals. The

as an area

managers

in which

look after the administra¬

creating

a

dialogue between

be difficult. The hip fracture audit is
a

one

of the

specific clinical procedure, and it is not

instrument which could be functional for

managerial decision-making

In addition, clinicians do not consider costing information functional to their

decision-making

process.

Thus, within this context, is

the cultural barrier amongst

The

in

decoupled. Medical professionals look after the

projects introduced for looking at

considered

7.2.2

on

activity of the unit, the clinical activity, and

tion. The utilisation of clinical audit

many

'ritualistic' role, it is

legitimisation (Meyer and Rowan, 1977). This situation is

described

main

a

as an

as an area

Case

clinicians and

seems very

difficult to breach

managers.

study two: Hospital Beta

teaching hospital selected

as

ture includes the medical school.

the second
The

case

study

was

opened in 1974. Its struc¬

analysis of the data related to this site will
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proceed following the

same

structure used for hospital Alpha.

Hospital Beta is also part of
total
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a

big trust. At the

year

ending at March 2000 the

expenditure of Trust Beta for the provision of acute

care was:

£148,817,000,

corresponding to 8.8% of the total expenditure for the provision of health
Scotland. It is the third
of the total

Table

highest level of expenditure

among

care

in

the trusts. The composition

expenditure is further analysed in the following table:

1/3 Trust Beta: Provision of Care for Acute Service
Total

Expenditure

Cases / attendance

Cost per

case/attendance
£

£000

Inpatients

100,601

64,709

1,555

Day

10,491

32,994

318

Outpatients

30,729

673,470

46

A & E

3,122

71,351

44

Day patients

3,873

20,380

190

cases

Adaptation from the Scottish Health Service Costs
Tables
of acute

2/3 and 3/3 analyse in

care

by trust Beta.

almost half the

more

detail the hospital running costs for the provision

The total hospital running costs

expenditure of Trust Alpha.

14Data revised in January 2001.

are:

£169,110,00014,

CHAPTER 7.

Table

THE SCOTTISH HOSPITALS

2/3: Inpatients

care

172

profile

Inpatients

Average staffed beds

1402

Expenditure

£117,970,000

Cases

72,222

Cost per cases

£1,633

Inpatient weeks

55,709

Cost per
Source-.

Table

£2,118

inpatient week

Adaptation from the Scottish Health Service Costs

3(3: Other patient

care

activities
Cases

Cost per case

attendance

attendance

10,546

33,216

318

Outpatients- Consultants

22,379

406,987

55

Outpatients PAM

10,592

295,851

36

A & E

3,122

71,351

44

Day patients

4,499

25,886

174

Expenditure £000

Day

Source:

cases

Adaptation from the Scottish Health Service Costs

Hospital Beta Profile
Hospital Beta has 832
it is classified

special units
table:

as a

as

average

staffed beds, (83 beds

major teaching hospital covering

well

as

a

more

full

than hospital Alpha) and

range

hospital Alpha. The services covered

are

of services and with

listed in the following
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4/3'- Hospital Beta Specialty Groups

Accident &

Emergency

Coronary Care Unit
General

Ear, Nose & Throat

Intensive

Medical

Medical Paediatrics

Neurology

Neurosurgery

Plastic

Surgery & Burns

Surgical Paediatrics
Source-.

Geriatric Assessment

Haematology

Oral

Dermatology

Surgery

Gynaecology

Ophthalmology

care

unit

Nephrology
Obstetrics

Specialist

Orthopaedics

Surgery & Medicine

Special Care Baby Unit

Radiotherapy

Urology

Adaptation from the Scottish Health Service Costs

The total

expenditure of the hospital for the provision of acute

ending in March 2000
vided
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was:

care

£106,575,000, 17.8% of the total expenditure

at the year
on care pro¬

by all the teaching hospitals. This expenditure (almost equal to expenditure of

hospital Alpha) is further analysed in the following table:
Table

5/3: Hospital Beta: running costs by patients types
Cost per case

Expenditure

Cases

£000

Attendance

75,294 (+10,126)

46,265 (+4,577)

6,973 (+929)

22,726 (+6,624)

307

Outpatients consultants

12,589 (-10,506)

230,691 (-37,787)

55

(-31)

Outpatients PAM

6,953 (+1,670)

144,007 (+20,536)

48

(+5)

A & E

1,534 (-2,525)

36,516 (-57,720)

Day patients

3,232 (+631)

16,918 (-12,583)

Inpatients
Day

Source:

cases

Adaptation from Scottish Health Service Costs

Cost per

attendance

1,627 (+64)

42

191

(-68)

(-1)
(+103)
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figures in brackets show the difference with the activity and the costs of the

running costs of hospital Alpha. The level of inpatient activity of hospital Beta is higher
than

hospital alpha, and

admission at the A&E

the contrary the activity of outpatient consultants and the

on

are

differences in the costs per

much

case/attendances

are

marginal.

The

orthopaedic department

The

Department of Orthopaedic & Trauma Surgery

independent medical school

an

higher in hospital Alpha than in hospital Beta. The

Scottish Universities. The

was

was

founded in 1967, when

formed after the separation from

Department

was

one

of the oldest

transferred to its present location,

a

modern

purpose-built unit, in 1999.
This unit claims

an

established tradition of research and

teaching in the field of

mechanisms of disease and treatment of disorders of the musculoskeletal system.
the

department, the Limb Fitting Centre and the Rehabilitation Engineering Services

have been founded and
Skills Unit
the

was

gained

an

international reputation. In 1996, the Orthopaedic

established, funded through

a

joint venture between the university and

orthopaedic industry. This unit has been conceived

for education and
of

Within

as a

high quality environment

training of orthopaedic consultants, registrars,

nurses

and personnel

orthopaedic companies.

Following the
same

purposes,

same

procedure used for analysing the data of hospital Alpha, and the

the activity of this orthopaedic department will be analysed presenting

tables in which information

clinics is

on

the

Inpatients, Day

cases

and Outpatients consultant

given. Table 6/3 to table 10/3 provide information

and its costs.

on

the Inpatient activity
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6/3: Orthopaedic Specialty Group: Inpatients
88

Average staffed beds

Average

occupancy

(5.3%)

24,788 (5.3%)

Occupied bed days

77.5

ratio

(+0.9%)

2,686 (38.4%)

Discharges
Length of stay (specialty average)

9.2

(+53%)

Theatre hours per case

1.3

(+18%)

Source:

The

Adaptation from Scottish Health Service Costs

figure in brackets represent the difference expressed in percentage between the

activity and the costs of the unit and the totals (or
39 Scottish

than the

average

values) figures for all the

orthopaedic units. Both the length of stay of the patients and the theatre

hours per case are

than
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above the

average

figures. This unit has three

orthopaedic unit in hospital Alpha, and its

more

beds available

average occupancy

rate is lower

hospital Alpha.

Table

7/3: Average staff numbers

Medical and dental

Source:

In

14.5

Nursing

103.7

Adaptation from Scottish Health Service Costs

comparison with the orthopaedic unit of hospital Alpha, there is

of average

medical staff, but

The tables from
this unit.

a

a

higher number

lower number of nursing staff.

8/3 to 10/3 analyse the financial data of the inpatients activity of
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8/3: Direct costs
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per case

Medical and Dental

£250

(+19%)

Nursing

£783

(+57.5%)

Pharmacy

£173

(+25%)

PAM

£275

(+141%)

Theatre

416

Other direct

£9

care

£99

Laboratory
Source:

(-68%)

(-12.4%)

(+59%)

Adaptation from Scottish Health Service Costs

Almost all the direct costs per inpatient case,
direct costs

are

above the average

excluding the theatre and the other

(figures in brackets), showing

an

opposite trend in

comparison with hospital Alpha.
Table

9/3: Total costs

per case

Total direct costs

Total allocated costs

5,382 (+5%)

2,917 (+5.8%)

2,004 (+31%)

1,086 (+47.5%)

Expenditure £000
Cost per case
Source:

£

Adaptation from Scottish Health Service Costs

Similarly, the total costs
case

is still

per case are

above the

quite low compared with the

average

average,

but the inpatient cost

per

inpatient cost of £3,451 calculated

using the inpatient costs of the table showing the Costs and Clinical Outcomes for Hip
Fracture Patients.

The total

the

model,

resources

so

inpatient cost

per case

this figure is probably

of the unit.

shown in table 10(3 is closer to the
more

average

cost of

representative of the actual consumption of
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10/3: Total costs-Inpatients
Net

Gross

Income

Expenditure £8,299,000

Income ACT

(5.3%)

(15%)

Cost

per

£196,000

Cost

per

case

£2,758

(+29.3%)

(5%)

(+37%)

Expenditure £7,407,000

(5%)

Income other

£3,090

case

£696,000

Group Index 129
Source:

Adaptation from Scottish Health Service Costs

The tables from

11/3 to 14/3 present the analysis of the costs for the Day Cases

activity.
Table

11/3: Day

cases

Cases

551

Theatre hours per case

0.8

Average staff numbers:
Medical and Dental

7

Nursing

1

Source:

Adaptation from Scottish Health Service Costs

This unit

performs

more

day

cases

than the unit of hospital Alpha (86),

consumes

less theatre hours and has medical staff dedicated to this

activity (the orthopaedic unit

of

same

hospital Alpha did not have
As shown in table

the average, apart

any

medical staff for the

12/3, almost all the direct costs

from the laboratory costs.

activity).

per case are

significantly above

CHAPTER 7.

Table

THE SCOTTISH HOSPITALS

12f3\ Direct costs

per case

Medical and Dental

£584

Pharmacy

£19

Other direct

care

Laboratory
Source:

Table
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(+563%)

Nursing

£49

(+4.2%)

PAM

£24

(+100%)

Theatre

£271

(+11.7%)

£8

(+14%)

£5

(-44%)

(+49.8%)

Adaptation from Scottish Health Service Costs

13/3: Total costs

per case

Total direct costs

Total allocated costs

Expenditure

£529,000 (9%)

£48,000 (2.2%)

cost per case

£960

Source:

Table

(+164%)

(-36%)

Adaptation from Scottish Health Service Costs

14/3: Total costs-Day

Gross

cases

Net

Income

£577,000

Expenditure:

Income

ACT

£223,000

Expenditure £297,000 (4%)

(60%)

(7.3%)
Cost

£87

per

£1,047

case:

Income other: £56

Cost per case:

(19.7%)

539 (+17.7%)

(+109%)
Group Index 118
Source:

Adaptation from Scottish Health Service Costs

Following the
and the Total

same

Day

trend of the direct cost

cases

per cases,

the total direct costs

costs are significantly above the average.

The last set of tables look at the financial data for the

clinics.

per cases

As shown in table

Outpatients consultant

15/3, in terms of total attendances this unit has

activity than the unit of hospital Alpha (36,265). Interestingly, this unit has

a

a

lower

higher
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medical staff number dedicated to the clinics than the unit in hospital Alpha

(in which the
than
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average

medical staff number is 2.4) and

lower nursing staff number

a

hospital Alpha (in which is 13.4).

Table

15/3-. Outpatients consultant clinics
Profile

Average staff numbers

Total attendance

New

patients

Average attendance
Source:

Table

16/3: Direct costs

Other direct

per

£31
£2

Pharmacy

Source:

Medical and dental

17.4

9,388

Nursing

6.3

2.7

patient

Adaptation from Scottish Health Service Costs

Medical and dental

care

attendance

(+106%)

Nursing
PAM

£16

Laboratory

£2

(-60%)
£0

£5

(-28%)
(+300%)

(+100%)

Adaptation from Scottish Health Service Costs

The different

staffing composition is reflected in the direct costs

medical cost is much

Table

per new

25,806

higher than the

average,

per case,

and the nursing is below the

17/3: Total direct costs

Expenditure
Cost per attendance
Source:

Total Direct costs

Total allocated costs

£1,439,000 (8.2%)

£511,000 (5.7%)

56

(+64%)

20

Adaptation from Scottish Health Service Costs

(+17.6%)

where the
average.
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18p>\ Total costs-Outpatients consultant clinics

Gross

Income

Expenditure £1,950,000

Income ACT

(7.4%)

(42%)

Cost

per

£76

(+49%)

Index

attendance

Net

£467,000

Expenditure £1,370,000

(5.6%)

Income other

£113,000

Cost
£53

(12%)

attendance

per

(+12.7%)

Group 112

Source:

Adaptation from Scottish Health Service Costs

The total costs reflect the

cost per
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same

trend of the direct costs per case, as

attendance and the total outpatients consultant clinics costs

the total direct
are

both above

the average.

Thus, the costs of this orthopaedic units
for the

all above the national

average

costs

orthopaedic specialty. If the total expenditure of this unit which amounts at

£10,826,000 (obtained adding together the
cases

are

and

gross

expenditure for the Inpatients, Day

Outpatients consultant clinics activities) is compared with the total expendi¬

ture of the

orthopaedic unit of hospital Alpha, which is £9,747,000, it is interesting to

notice that the

orthopaedic unit of hospital Beta has

a

higher expenditure than the

one

in

hospital Alpha despite the fact that the number of inpatients discharged by the unit

of

hospital Beta is almost half that of the inpatients discharged by the unit of hospital

Alpha (which

are

4,765). Thus, if the figures shown in the tables

are

to be used for

comparing the efficiency of the units, the orthopaedic unit of hospital Beta would be
considered less efficient than the

to

one

in

hospital Alpha, and probably would be forced

try to reduce the level of the expenditure. However, the costs represented in the

tables in terms of absolute values do not appear to

be extremely high.
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Analysis of the empirical data

In the

orthopaedic department of hospital beta, four

The Clinical

persons

have been interviewed:

Director, the Clinical manager, the Clinical Team Manager and the Clinical

Audit Nurse. The
which has been
structure has

composition reflects the organisational structure of the department,

recently modified. The modification of the departmental organisational

changed following the reorganisation of the trust.

The trust, for the

provision of clinical services, has created 'Clinical Groupings' which

responsibility of the Chief Executive. There

•

Medicine and Cardiovascular

•

Critical Care

•

Musculoskeletal and A & E

•

Clinical

•

Surgery and Oncology

•

Specialist Services

•

Women and Child Health

The

are seven

are

under the

Clinical Groupings:

Support Services

orthopaedic department is part of the musculoskeletal clinical grouping. The

managerial structure of each clinical grouping is composed

•

Clinical

•

Clinical Leaders

•

Clinical

Group Director

Group Manager

as

follows:
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Clinical Team

•

Manager

The Musculoskeletal and A & E clinical group
the
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has four clinical leaders,

one

for each of

following services: Orthopaedic trauma, A & E, Orthopaedic Elective and Rheuma¬

tology. The Clinical Group Director has the overall responsibility for managing the
whole group.

The clinical leaders have managerial and clinical responsibility for the

specific service they

are

in charge of. The Clinical Group Manager has the operational

responsibility for the whole service. She is supported by two team
of

managers,

in charge

Rheumatology and Elective Orthopaedic and A & E and Orthopaedic Trauma

re¬

spectively.
The

analysis of the empirical data obtained through the interviews will follow the

structure of the

same

main research

previous section, dividing the analysis according to the three

topics.

The

impact of clinical audit

This

orthopaedic department joined the hip fracture audit in October 1996, originally

funded

by the local clinical audit committee, and

University Hospital Trust, and by the Primary
core

data set

nurses

who

care

it is partially funded by the

trust. The data collected are the

already described in Chapter 3, and additional local data. The two audit

run

the audit have been trained

hospital Alpha. The audit
coordinator based at the
is sent back to the

is also discussed

been around

now

nurses

by

one

of the Audit

nurses

of the teaching

of this unit transmit the data collected to the audit-

ISD, who

prepares

the annual report. Once this annual report

hospital, the nursing and the medical staff receive the report, which

during regular multidisciplinary audit review meetings.

eight meetings

per year,

which normally last for half day.

There has
The whole
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hospital reduces its activity, in order to allow the staff members to participate. The
participation of the medical staff to these meetings depends
interests. The audit

hip fractures
feedback.

were

The

interested.

nurses

consider the

well attended.

very

surgeons

popular with the

give quite

they might

say: can you

a

specific bit in which they

break it down

bit

a

more

a

as:

good

a

They

surgeons.

They get the report and then the presentation where

covered, and occasionally they might have
in and

the subject, and their

hip fracture audit to be successful

The orthopaedic

hip fracture audit is

on

are

lot of it is

are

interested

(Clinical Audit Nurse,

Hospital Beta).

The clinical audit

nurses

consider the fact that the trust and the

have been involved in different audit
establishment of

a

projects, and for several

years, as a reason

there and

were

they

were

initiating it when I

was

employed, and the

younger ones came

haven't known any

difference. It's quite good like that because they don't feel

threat
I

can

anything like that.They

or

gather. A lot of help

The Audit

highlight

nurse

areas

into the

ones across

developed
same care

multi-disciplinary
registrars,

so

revised

it

was

already in situ. So they

willing and happy that

were

we

started

the

of surgeries for hip fracture.

surgeons

our own care

set

far

as

up

everybody that

having helped to

We will keep the

team, which I think helps cost effectively.

pathway and

every

pathway, which has rationalised

group

as

any

needed, and have been implemented:

body who

our care

comes

was

here

goes

packages. There is

with nursing staff, physiotherapists, OTs,

a

surgeons

involved, including the audit side looked at what

other sites have done and decided the format
was

so

considers the audit successful also in terms of

We have rationalised the types

We have

were

after,

first

lot of feedback (Clinical Audit Nurse, Hospital Beta).

a

in which changes

fairly standard

for the

good relationship with the medical and the audit nursing staff:

A lot of the old consultants

we

liked.

And

during the audit it

(Clinical Audit Nurse, Hospital Beta).

Thus, according to the audit
ful

orthopaedic directorate

nurses

the Hip Fracture Audit

example of audit. They describe clinicians

as

programme

is

a success¬

interested in the results, and willing to
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ask for the audit

according to the audit
procedures

they need further information. Moreover,

the audit has impacted

nurses,

on

the

way

in which clinical

done, and has promoted changes for the rationalisation of the type of

Thus, this portrait is in contrast with Power's description of medical audit

surgery.

a

were

collaboration when

nurses
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rationalized ritual

unit. On the

of inspection, which is in place for assuring legitimisation to the

contrary, the audit appears to have an impact upon clinicians' activity.

Interestingly, the Clinical Leader has
Well,

yes,

aware

of any instance

it is good because there is

where

we

of that trial. We do get some

a

different opinion:
lot of information in there, but I

a

have closed the audit loop in this hospital

feedback from it and

we can

actually closing

any

audit loops

as

am

as a

not

result

benchmark ourselves

against other centres in terms of inpatients stay, mortality and
not

as

so on,

but

we are

such (Clinical Leader, Hospital Beta).

According to the Clinical Leader of the orthopaedic department,

an

orthopaedic

surgeon

himself, the hip fracture audit has not been able to induce changes in practice:
I

am

not

aware

of anyone

having acted

hip fracture, and saying right
this, I

am

not

aware

we

upon

change

our

the results of the CRAG funded audit
practice to avoid this

or to

introduce

of that (Clinical Leader, Hospital Beta).

Thus, the information produced by the hip fracture audit is used for comparing
between
of stay

orthopaedic units

and mortality.

some

aspects of clinical activity, for instance patients' length

This aspect enforces Power's argument (Power, 1997b, 106)

when he considers the audit

as a

practice which allows co-opting, into the clinical

activity, mechanisms of evaluation of clinical performance, and in this
the mechanisms and the results from external agents
had

already fulfilled the objectives that clinicians attributed to it,

evaluate clinicians'

to

of control. In this
an

way

way,

core

to conceal

the audit

instrument to

activity used by clinicians, and the audit cycle has not been brought

completion and did not enact

any

changes of clinicians' practice.
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The Clinical Leader does not consider that the

related to

resistance in clinicians' attitude to

a

I think

we

people

are very

reason

for... If I have to say

my

have introduce many

change their clinical practice:

changes to the practice

a

lack of attention

on my

and I think

practice if

you see a

part to the results or maybe

even

though the hip fracture audit has produced

large amount of information, aspect that is considered

audit, this information did not circulate, and for this

a

valuable contribution of the

reason

the hip fracture audit did

objectives of the audit itself.

problem of the lack of publicity of the audit is highlighted by the Clinical Team

Manager

as

well:

The audit that is available to the
is

your

years,

adequately published (Clinical Leader, Hospital beta).

According to the Clinical Leader,

The

the

something if the Hip Fracture Audit is going to change

practice, maybe it is just

not reach the main

over

open-minded, is not difficult to change

the results have not been

a

problem of not 'closing the loop' is

quite

a

orthopaedic and rheumatology field, and there

few audits around, it's surprising what information is out there that

you

don't realise.

In terms of

Team

using the information that is available through the audit, the Clinical

Manager comments:
When I

was a

ward sister I

commission work

this

thought it

done, that

says you

was

know patients should be operated

on

within

period of time during the day and not in the middle of the night, results have

improved, through the

years

and showed what practice

practice doesn't. And certainly when I
am

extremely useful because there has been

not

sure

in what context,

role. That's here to be

was a nurse

seems

I found it extremely valuable. I

and how well I found it valuable

explored, because I

am

still

to work and what

very

now

in

my

managerial

junior, and it's still

a new

post.

Thus, the

managers

audit, but do not make

of the unit do know about the existence of the hip fracture
use

of the information provided.
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picture of the hip fracture audit that
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comes

out from the interviews presents

contrasting aspects. From the point of view of the audit

nurses

it

appears

to be well

integrated with the activity of the department, and the medical professionals
picted

as

interested and willing to participate and

the clinical leader shows

once more an

nism of

isomorphic

clinical

activity and is used

the other ones, it
of clinical

come a

process

as a way

audit which has been

mechanism which

can

induce

own

change, and for this

of inspection, validating

description made by the audit
other audit programmes, some

as a

mecha¬

mechanisms of evaluation

once more

reason can

be described

as a

Power's argument.

by clinicians and the description of their

use

of the hip

by the clinical leader does not correspond with the

nurse.

The hip fracture audit is there along with

of them run in the

same

many

orthopaedic department, looking

procedures, for instance the audit of the joint replacements. As already pointed

by the Clinical Director of hospital Alpha, the participation and the involvement of

clinicians in the audit programmes

depends

individualistic character of the audit
of the audit within the

can

very

become

much
an

integration and reinforces its
real agent

on

their individual interests. The

element which halts the

department (Packwood et al., 1994), and it

this unit the individualistic nature of the audit has

as a

implemented

of benchmarking the activity of the unit against

has allowed clinicians to devise their

fracture audit information described

its

the data. The point of view of

of changes. The audit implemented is concerned only with

The level of interest shown

out

de¬

performance, confirming Power's argument (1997). However, it has not be¬

rationalized ritual

at other

use

are

seems

integration

that also in

a

strong influence and undermines

use more as a means

for obtaining legitimisation than

for clinical change.
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The response to

As well

costing information

the Clinical director of the

as

Leader of the
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orthopaedic unit of hospital Alpha, the Clinical

orthopaedic department of hospital Beta holds managerial responsibility

for clinical and financial issues:

I also have to

help the business

looking at how

say

we can

many

do with the

manager

beds

budget

to manage the budget that

we can run

we

with that budget, how

have, what kind of implants

we are

operations

many

are we

given, by

going to

use

(Clinical Leader, Hospital Beta).

It

interesting to notice that the clinical leader is the

person

that holds the financial

responsibility for the department, but he does not consider the financial administration
of his unit

as

this

signal of

a

mean

first

to

his

own

a

tasks, he helps the business

But

list

a

we use

the word

we

says

how

many

then

we

don't have

a

This is

a

very

manage,

what

can

we

I do. What that

us

operating

do

we say we

us.

clinicians shouldn't

us any more

They will

say

means

we can

sort of pressure over

they will not give it to

They will not give

the

patients

And to be honest

because if

matter of concern for clinicians:

have

x

number
case

he

peaks the list he is not thinking about the budget, he

haven't set limits to how much

budget.

a

week and each individual consultant will put whichever

wants in that list. When he

just

out very clearly that the Clinical Leader does

came

respect of the budget as

really although

of operating

to manage the budget. Is

decoupled structure? When trying to understand what does it

'manage the budget', it

not consider the

manager

though is that because

do that

care

if

always

run over

we run over

budgets,

we

the people who give

'thanks

you

saved

us

the

money

money,

this year'.

(Clinical Leader, Hospital Beta).

interesting reaction.

It is not clinicians'

concern

to stay within

budget, this is the position of the Clinical Leader. Apparently, then the budget

does not have any

operational managerial function. It is given to the unit, and the
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unit

spends

of the
the

previous sections showed how consistently the costs of the activities performed
were

pressure on

managerial
can

for

However, the consistent overspend

The figures analysed in the tables presented in

on purpose.

above the

average

ignore the provision of financial

to
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than the budget provides for.

more

budget is done

by the unit

a

THE SCOTTISH HOSPITALS

national costs.
resources

It is

a

set in the budget in order to exercise

the funding institutions. Thus, the budget is

Clinicians have manipulated the

purposes.

be used. The

manipulation of the budget, and the

exercising financial

pressure on

specific strategic choice

way

use

an

instrument used for

in which this instrument

of the overspend

the Health Board highlights

even more

as a way

the strong

conflicting position assumed by the Clinical Leader towards the political actions which
have reformed the

provision of

much of what

we are

care:

asked to do in the management

side is intimately related to

political needs of the government and not related to patients' needs

might describe

as a

Thus the clinical

representation of the
in

or

what

you

fair allocation of the budget (Clinical Leader, Hospital Beta).

activity performed by the unit is totally disconnected from the
same

activity laid down by the budget. Not surprisingly,

hospital Alpha, the financial considerations

are

as

well

as

completely separated from the clinical

aspects; once more the managerial and clinical structure are decoupled.

However,

despite the conflicting position showed by the Clinical Leader towards his managerial
implications, there is

a

closed link between himself and the Clinical Manager.

relationship with the Clinical Manager has been described
The best way to
more

would

money, we
ever

manager

as:

describe it is 'a healthy tension'. We obviously think
always think

we

need

more money,

we

need

it would be unlikely that

we

get to the point that we will say we have enough money. The business

hopefully has the

same

views

as

yourself, but they need to be different.

They need to look at the budget in terms of actual figures

more

than

we

do. And

The
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healthy tension, but personally counts the patients to the clinic (Clinical

a

Leader, Hospital Beta).

The interaction between the clinical leader and the clinical manager
fact there
informal

are

frequent formal meetings between them,

meetings almost

every

day.

liaison between the Clinical Leader and the Clinical
between clinical and
the manager

managers

while

week, and there

every

The picture that

is strong, in
are

also

out is one of strong

comes

Manager. The cultural tension

managerial point of views is defined 'healthy'. The clinician and

need to look at the activity of the unit from different perspectives, the

have to look at the figures and the clinician at the patient. Nevertheless,

keeping both their

area

between the two roles which

of interests separated there is

helps to

overcome

a

strong collaboration

the negative effects of the decoupling

mechanisms.

The other clinicians

are

kept informed

on

and the clinical leader affirms that clinicians

We
an

are

cheapest treatment is just

choose the
is

are

interested in cost:

actively interested in that I don't think there is

economic and efficient service. Like

where

the financial situation of the department,

as

we

an

don't want to

good. And I

am

unwillingness to provide

use

quite

expensive treatments

sure

that

we

sometime

cheapest treatment not because it is good but because it is cheap, which

probably the real world, that is just the

way

life is (Clinical Leader, Hospital

Beta).

What clinicians do not like is the

political instrumentality of costing and budgeting

techniques. As discussed in Chapter 5, clinicians attribute to budgeting and costing
techniques

a

political rationing means-end logic imposed

Ethically
as

as

doctors while

I said you

have spent it

before the

we can

reason

on

them:

sympathise with the management difficulties,

because there is

no money

is not because people

wildly, but because it has been underfunded.

All the politicians
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deny that but it is just the truth. So
is

underfunding not

us

is

of thinking. We

are

have

we

a

duty to

our

patients to

say

this

being inefficient... That is the mentality that creates this

obsession with costs, that
way
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splits clinicians with management, it divides

reasonably sensible

on

us

into that

how much things cost, but medicine

expensive (Clinical Leader, Hospital Beta).

Thus the clinical leader

sympathise with the

managers,

because it is

managers'

a

problem to explain to the health boards why the budget is overspent, and to try to
match clinical

which

are

activity, which is clinicians'domain and

not over-sufficient

The Clinical

as

with financial

resources

the tables showed.

Manager considers her relationship with the medical staff good, despite

the fact that clinicians did feel that

clinical

concern,

some

of the

managerial decisions impinged

on

their

activity:

It is

quite difficult to get people to take

on

board what they

sees a

purely

man¬

agement issue, because as clinicians they don't see the two things as one, they just
this is the

see

is

a

patient this is the issue and this is how

we can

resolve it, and if it

management issue this is your problem, and I am not too bothered (Clinical

Manager, Hospital Beta).

Thus, the
Clinical

area

of

concerns

managers

and clinicians

Managers though has succeeded in establishing

the medical

all, but I

suppose

when

we

a process

kept separated.

what I tried to do is: I went to

what I

thought
a

nice

we

an

open

picture but it

was

on

them all personally, and

meeting and I went to the all

needed to do, and the impact that it
fully explained

happy at all but at least they became
turning

see

more

(Clinical Manager, Hospital Beta).

as

best

as

was

The

of collaboration with

reduced the number of sections they weren't happy

I discussed with them and I had

wasn't

are

professionals:

I know that last year
at

of

process

of

going to be, and it

I thought. They weren't

accepting of the situation

as

it

was
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According to the Clinical Manager, then, the key factor has been the transmission
of

a

fully explained and clear explanation of the

their effects. The Clinical

updated

Manager meets the clinicians

the financial situation and talk through

on

During these meetings they get
raise issues in which

they

are

an

any

much

about it. The Clinical Director made

like

an

the

should tell them, they always believe

open

more

atmosphere. I think the

they

removed. I

are
am

one

Thus, the portrait that

comment once,

you

when

can

the team-work

tell them'. I quite

more

they get the

empathize with them, because I

more

can see

am

really

(Clinical Manager, Hospital Beta).

comes

out is one of a successful collaboration between
as

the clinical leader

Both the Clinical Manager and

recognised the importance of having in the managerial team

professional backgrounds.
as

It helps in gaining different point of views and

different professional

Clinical Leader does not manage

groups

have different priorities. The

the budget himself but helps the clinical Manager in

fulfilling her managerial role. The budget has not been used
decision-making

for exercising

me:

information they have been getting

brings the two expertises together.

reaching complementarity

way

he said to

activity, and the Clinical Manager the accounting aspects, but

the Clinical Leader have

for the

you

and clinicians. The decoupled structure still remains,

looks after the clinical

different

I

getting them to think

talking to the patients, and the clinician is and maybe

that's what makes it difficult

managers

more

a

we are

coming from. I think another interesting thing is that I
not the

are

issue that is currently ongoing.

they have been asking, but I think that also the

it makes them think themselves.

where

month, where they

interested. Interestingly she comments:

they raise issues related to costs, I think

'I think you

once a

opportunity to fit into them their agenda and to

Sometimes
more

behind certain decisions and

reason

process,

pressure on

as a

functional instrument

but has been manipulated by the clinical leader

the funding institutions.

as a
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integration of clinical and costing information within the Hip Fracture

Audit

The

suggestion for

a

potential integration of clinical and costing data has raised different

reactions. When the table with the

was

shown to the Clinical

Oh yes, it is a

Leader, the comment

looking at this briefly I

they will cost

exercises is that

they

you

are

interest

can see

approximate and they

of the buzzwords in the NHS
that these

are

different

cases

a

certain intellectual

(Clinical Leader, Hospital Beta).

as

intellectually interesting.

suggestions for improving it, for instance it would be

looking at single patients it could look at specific elements,
infection,

or

of them.

These

as

more

He made

useful if instead of

prevention of the wounds

create costs brackets and identify what are the clinical features, within each

his attention is

of

are

good guidelines to overall

I think this has

cases.

The Clinical Leader considers the model

many

one

different amounts. The problem with all benchmark

but not necessarily to individual

care,

was:

benchmarking exercise, which is

at the moment. Just

therefore

prospective costs and the patients characteristics

suggestions confirm that the Clinical Leader, despite the claim that
mainly clinical activity-focused, does have

a

clear idea of which type

costing information he would be interested in. Nonetheless, there is still suspicion

towards the

possibility of using cost data for benchmarking exercise, and the

information

by non-clinical

But I
have
and

am

a

them

seen

they

were

this other
there

bit

Beta).

of this

managers:

suspicious of all benchmarking exercises mainly because when I
used, they have been used by

tempted to

say you:

place does'. Well there

they

are not

non

clinical members of management

'we should be making things cheaper because
may

being differences in costs, just

multi-factorial

use

as

be

some

there

are

truth in that. The

reasons

for

differences in anything else, is

necessarily good comparisons (Clinical Leader, Hospital
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Thus, the Clinical Leader clearly associates cost information with
terference in clinical decisions.

benchmarking and he
as a

argues

result of cost-driven

More

managers

in¬

specifically, he associates cost information with

against the implementation of changes in clinical activity

benchmarking exercise. This reaction is not surprising. As

already clarified when analysing the costs of the activity of the orthopaedic depart¬
ment of

hospital Alpha, the publication of the Costs Book

was

comparing the efficiency of the hospitals and the specialties

specifically designed for

on

the bases of the costs

reproduced in them. The orthopaedic unit of hospital Beta does not
efficient

appear

extremely

according to those figures.

Besides, the information that has been provided through the audit has always been
focused

on

clinical

activity.

The opening of the audit to costing information would

probably increase the possibility for
tected clinical domain.

more

The

useful to managers

clinical

non

managers

clinical manager

well

pro¬

than to medical staff:

obviously, is

a

was a

interested in the reports.

The business

few times to

us

information

cost but not

going into details about the

some

how valuable it is for the

care you are

giving is

no

valuable tool to know for the management. The

before the restructure

for

a

integration of costs and clinical data is considered to be

Managers would be happy! You would hope that the
matter the costs

of interfering in

clinical

manager was

on

the

nurse manager

was very

not interested, but he came a

length of stay, but

surgery

and

more

for

a

global

and the numbers. I don't know

day to day running of the audit (Clinical Audit Nurse,

Hospital Beta).

Thus, the Audit Nurses do not consider the integration of the audit data base with
costing information
audit of clinical

mechanism is

a

valuable addition for the audit. The hip fracture audit is

activity therefore costing issues

once more

reinforced.

are

an

not appropriate. The decoupling
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but has

never
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Manager does receive the report produced for the hip fracture audit,

used its data:

A lot of the focus has been in

trying to reduce

deficit, and hasn't given

our

enough time to actually do in this job things that I would like to do,

me

for instance

as

things like look at the hip fracture audit, what's actually happening, how do
compare

to other sites.

much better

understanding of

need the time to do it

The Clinical

That's something that is really nice to do, gives
your own

we

you a

service and other people service, but

you

(Clinical Manager, Hospital Beta).

Manager recognises the utility of the model and welcomes the

pos¬

sibility of the integration of costing information with clinical data. This integration
would
does
ical

provide her with

a

better insight of the complexity of the clinical service. She

appreciate the importance of establishing

a process

of collaboration with the med¬

professionals, and the importance of sharing the 'role-specific knowledge' between

managers

and clinicians.

It appears

that,

even

in

an a more open

environment such

as

this orthopaedic

department, in which the Clinical Leader does collaborate with the Clinical Manager,
and clinicians

and

are

involved in the

managerial decision

process,

the integration of clinical

costing data within the audit procedures is not considered

as a

managerial structures that have been implemented

can

The

new

further attempt to
some

adapt to the

I worked in

district

more

new

structure:

general hospital for

progressive than here. There

are

many years

and I actually found it

certain individuals who

researchers, fabulous clinicians, but I would hesitate to
a

university hospital, I think it could be far

is very

be perceived

as a

erode clinicians' decision-making freedom. It has been difficult for

clinicians to

a

useful opportunity.

more

say

new

structures that have

come

in,

superb fabulous

that it really acts like

forward thinking. A lot of it

segmented culturally. You'll find that clinicians I feel

to dictate and in

are

was

new

are very

much used

management structures,
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have been very
their work

The
trolled

same

a

lot of clinicians, because

managers are

questioning

(Clinical Team Manager, Hospital Beta).

implementation of the hip fracture audit, which is performed and

by clinicians, has had

in clinical

sation

difficult for
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procedures.

It

a

dubious impact

appears

to be

as a

mechanism for promoting changes

mechanisms for obtaining legitimi-

more a

by the governmental institutions and for protecting the medical professionals

by external practices of clinicians' evaluation (Power, 1997a). The recent health
reforms, i.e. the introduction of Clinical
hospitals and
even more

on

governmental

pressure to

have increased the

governance,

clinicians in implementing audit

clinicians to consider the audit

The coercive

the

con¬

as an

processes.

This

instrument for

implement audit

care

pressure on

pressure can

push

gaining legitimisation.

programme can

overshadow

possibility of the audit to become functional for clinical and managerial decision

making

processes.

audit with

The suggestion of integrating the clinical-focused data base of the

costing information

can

be perceived

as an

additional attack to the medical

professional domain:
Clinical Governance is
threat that

job

threat, in

some ways a

people loose their job if patients

so managers

bad way

a

will crack the

way upon

are

cruel

way to

suffering,

clinicians and

think about, it is

managers

so on.

a

will lose their

In theory is not

a

of doing it but in practice I don't think it will make too much difference,

because I don't think that doctors

are

doing anything that is harmful to patients,

knowing that they harm patients (Clinical Leader, Hospital Beta).

7.3

General

Hospitals

This section will present

The

the empirical data collected in two Scottish General hospitals.

analysis of the data will be organised

as

for the teaching hospitals presented in
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previous section. The two hospitals setting of the study have been called hospital

Gamma and Delta.

information

For each of them there will be

the trust and the

on

Case

second part in which the

presented and analysed.

a

trust which has been reorganised in April 1999, and

existing three acute trusts have been grouped into

of the Trust for the

was:

a

in which background

study three: Hospital Gamma

Hospital Gamma is part of
the

first part

hospital is provided and

data collected with the interviews is

7.3.1

a

provision of acute services at the

one.

The total expenditure

year

ending in March 2000

£76,906,000, which is 4.5% of all Scotland expenditure for acute

care,

half of the

expenditure of the Trust of hospital Beta. The following table I7 shows the breakdown
of the

expenditure of the trust, according to patients type activity:

Table

I7 Trust Gamma: Provision of Care for Acute Service
Total

Expenditure

Cases / attendance

Cost per

case/attendance
£

£000

Inpatients

50,168

38,715

1,296

Day

6,896

24,433

282

Outpatients

14,572

564,626

26

A & E

4,005

78,963

51

Day patients

1,265

12,556

101

cases

Adaptation from the Scottish Health Service Costs
Tables

27 and 37 presents the details of the hospital running costs, incurred at trust

level, which

were:

£89,055,000 (data revised in January 2001).
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profile

Inpatients

Average staffed beds

771

Expenditure

£60,669,000

Cases

45,820

Cost per cases

£1,324

Inpatient weeks

31,689

Cost per
Source:

Table

£1,915

inpatient week

Adaptation from the Scottish Health Service Costs

$7: Other patient

activities

care

Cases

Cost per case

attendance

attendance

7,015

26,012

270

Outpatients- Consultants

12,056

235,059

51

Outpatients PAM

13,699

366,277

10

A & E

4,005

78,963

51

Day patients

1,609

18,781

86

Expenditure £000

Day

Source:

The

cases

Adaptation from the Scottish Health Service Costs

provision of care of this trust is considerably small compared with the activity

provided by the previous two trusts.
Hospital Gamma Profile
Hospital Gamma is classified according to the revised CAMO classification as a large

general hospital. According to this system of classification for large general hospital is
meant

a

general hospital with

some

teaching units, and usually

over

250

average

staffed
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hospital, built in the seventies, has 335

staffed beds, and

average

provides the following specialties, listed in table 47 below:
Table

4t- Hospital Gamma Specialty Groups
Acute Other

General

Oral

Surgery

Coronary Care Unit
Geriatric Assessment

Gynaecology

Haematology

Medical

Nephrology

Respiratory Medicine

Table

Long Stay

Intensive

care

unit

Plastic

Surgery & Burns

Urology

Adaptation from the Scottish Health Service Costs

5-y: Hospital Gamma: running costs by patients types
Cost per case

Expenditure

Cases

£000

Attendance

Inpatients

28,356

14,654

1,935

Day

3,121

11,581

270

Outpatients consultants

4,443

91,087

49

Outpatients PAM

1,692

188,150

9

A & E

2,001

37,066

54

Day patients

1,233

13,063

94

Source:

cases

Cost per

attendance

Adaptation from Scottish Health Service Costs

The total

was:

Geriatric

Ophthalmology

Orthopaedics

Surgery & Medicine

Source-.

Dermatology

expenditure for hospital running costs, at the

year

ending in March 2000

£40,846,000, which represents the 4.3% of the total running costs incurred in the

19 Scottish

details

on

hospitals classified

the

as

large general hospitals. Table 57, above, provides

composition of these running costs, analysed according to the different
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patients type categories
The

orthopaedic department

Following the reorganisation of the trust, the structure of the directorate of the
orthopaedic department has been modified at the end of 1999. The composition of
the directorate team of the

acteristic,

orthopaedic department presents

a very

interesting char¬

it is composed by three members: the Clinical Director, the Directorate

as

Manager, and the Directorate Accountant. The role of the Clinical Director has not
been

changed,

as

he is the responsible for the clinical and financial activity of the de¬

partment. The Directorate Manager is responsible for the Orthopaedics and the A &
E. Her role consists of the financial

planning and monitoring of the units, making

that the

and quality standards

budgets, standards of

erational role

as

care

are

met, and she has

sure

an op¬

involving the day to day management of the activity of the departments

well. The role of the Directorate Accountant is

dealing with the technical aspects of

working with the budgets and producing the financial statements. Among the hospi¬
tals selected
which

an

settings for the

accountant is

of stronger

As

as

case

studies of this research, this is the only hospital in

part of the directorate team. This can be interpreted as a sign

link between the administrative and clinical domains.

already done for the two previous orthopaedic departments, the activity of the

unit and the costs

as

produced by the Costs Book

show the details of the

are

analysed. The following tables

activity performed by the orthopaedic department, divided into

Inpatients activity, Day

cases

and Outpatients consultant clinics.
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fry: Orthopaedic Specialty Group: Inpatients
51

Average staffed beds

16,054 (3.5%)

Occupied bed days

Average

occupancy

85.5

ratio

(+11.3%)

2,822 (4.1%)

Discharges
Length of stay (specialty average)
Theatre hours per case

Source:

(3%)

5.7
0.5

(-16%)
(-54.5%)

Adaptation from Scottish Health Service Costs

The

figure in brackets show the values in percentage of the activity and costs of

the unit

against the national total activity and costs. The number of orthopaedic bed

available is
of

only 3% of the total beds provided at national level. However, the number

patients discharged is higher than the

Beta. In

in the

discharged

more

following table,

The medical average

are

significantly below the

patients than hospital Beta the

much lower than the

average

average

length of stay, and

average.

average

staff number, shown

staff numbers of hospital Beta.

nursing staff in hospital Beta.

7-y: Average staff numbers

Source:

Adaptation from Scottish Health Service Costs

The tables

Even though this

staff numbers is half the figure of hospital Beta and the nursing

staff is 40% less than the average

Table

of the orthopaedic department of hospital

fact, the length of stay of the patients is below the

the time consumed in the theatre is
unit has

one

87 to IO7 presents the costs for the Inpatient activity.
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87: Direct costs

Medical and Dental

Pharmacy
Other direct

£132

(-37%)

Nursing

£474

(-4.6%)

£166

(+24%)

PAM

£138

(+21%)

Theatre

206

£38

Laboratory
Source:

per case

£28

care

(-3.4%)

Adaptation from Scottish Health Service Costs

theatre costs and the

Expenditure £000
Cost per case

Table

is significantly below the

average as

well

as

the

laboratory.

P7: Total costs

Source:

(-56.6%)

(-38.7%)

The medical direct cost per case

Table
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£

per case

Total direct costs

Total allocated costs

3,338 (3%)

1,781 (3.5%)
631

1,183 (-22%)

(-14%)

Adaptation from Scottish Health Service Costs

107: Total costs-Inpatients
Net

Gross

Income

Expenditure

Income ACT

£5,119,000 (1.3%)

(0.1%)

Cost per case

Income

£1,814

(-19.5%)

£8,000

Expenditure
£4,953,000 (3.4%)

other

£158,000 (4%)

Cost per case

£1,755

(-17.7%)

Group Index 82
Source:

Adaptation from Scottish Health Service Costs

Both the total direct cost per case

20% below the averages.
erage

These costs

and the total inpatient cost
appear even

per case are

almost

cheaper if compared with the

av¬

inpatient cost calculated using the inpatients costs of the patient costing model
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(Chapter 3), which is £3,451. Thus, there is evidence to believe that this unit might
be under-resourced.

The next

Table

tables, from II7 to 147 provide the information

11'y: Day

on

the Day Cases activity.

cases

Cases

850

Theatre hours per case

0.8

Average staff numbers:
Medical and Dental

0

Nursing

1

Source:

Adaptation from Scottish Health Service Costs

The number of

treated

cases

treated

by this unit is much higher than the number of

cases

by the unit of hospital Beta (551). In spite of this higher activity, there is not

dedicated medical staff (whereas the orthopaedic unit of hospital Beta had 7) and

any

only

one nurse.

Table

12^\ Direct costs

per case

Medical and Dental

£43

Pharmacy

£2

Other direct

care

Laboratory
Source:

The

£22

(-51%)
(-88%)
(+214%)

Nursing
PAM
Theatre

£5
£301

(-59.5%)
(-58%)

(+65.3%)

£0

Adaptation from Scottish Health Service Costs

medical, nursing, pharmacy and PAM costs

averages.

£19

are

extremely below the national
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13^\ Total costs

Total allocated costs

£334,000 (5.8%)

£81,000 (3.7%)

£393

cost per case

Table

per case

Total direct costs

Expenditure

Source:

203

£95

(+8.3%)

(-30%)

Adaptation from Scottish Health Service Costs

147: Total costs-Day

cases

Gross

Income

Net

Expenditure: £415,000 (5.2%)

Income ACT £0

Expenditure £408,000 (5.6%)

Cost per case:

£488 (-2.2%)

Income other: £6

(2.1%)

Cost per case:

481 (+5%)

Group Index 105
Source:

Adaptation from Scottish Health Service Costs

The total direct cost per case

day

cases

(£333) is slightly above the

average,

and the total

cost per case is marginally below average.

The last set of tables

analyses the activity provided with Outpatients Consultant

clinics.

Table

157: Outpatients consultant clinics
Profile

Average staff numbers

Total attendance

New

patients

Average attendance
Source:

The

per new

patient

14,293

Medical and dental

2.2

4,738

Nursing

2.5

3.0

Adaptation from Scottish Health Service Costs

activity provided through the outpatients clinics is much lower than the activity

performed by the orthopaedic unit of hospital Beta (25,805 total attendances).
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l&y. Direct costs

Medical and dental

Pharmacy
Other direct
Source:

per

attendance

£9

(-40%)

Nursing

£9

(+80%)

PAM

0

Laboratory

1

0

care

nursing costs

are

Cost per

Source:

costs, whereas the

average.

Total Direct costs

Total allocated costs

£318,000 (1.8%)

£321,000 (3.6%)

attendance

22

22

(-35%)

(+29%)

Adaptation from Scottish Health Service Costs

187: Total costs-Outpatient consultant clinics

Gross

Income

Expenditure

£639.000

(2.4%)
per

£45

(-11.7%)

Index

Source:

Income

attendance

Income

ACT

£1.000

Expenditure

£624.000

(2.5%)
other

£14.000

(1.5%)

Cost

per

£44

(-6.3%)

attendance

Group 92

Adaptation from Scottish Health Service Costs

Both the total direct cost per
below their averages,

is then the

Net

(0.09%)

Cost

are

averages

17j: Total direct costs

Expenditure

dance

(-57%)

much lower than the

pharmacy cost is significantly higher than the

Table

£3

Adaptation from Scottish Health Service Costs

The medical and

Table
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attendance and the total outpatient cost

following the

same

per

atten¬

trend of the inpatients costs. There

possibility that the activity of this unit is underfunded.
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Analysis of the empirical data

In

hospital Gamma three

persons

have been interviewed: The orthopaedic

surgeon

responsible for the clinical audit; the Directorate Manager and the Directorate Ac¬
countant.

It has been

absence has been
has been the

impossible to interview the actual Clinical Director, but this

compensated by the fact that the Orthopaedic Surgeon interviewed

previous Clinical Director of the department. The structure of the analysis

will follow the

same

the data collected

scheme

adopted for the teaching hospitals, grouping the analysis of

through the interviews according to three main research topics: the

impact of clinical audit; the
and

response

to costing information; the integration of clinical

costing information within the hip fracture audit.

The

impact of clinical audit

The

orthopaedic

surgeon

interviewed is the audit secretary for the orthopaedic de¬

partment, and the audit coordinator for the trust. In this role he coordinates all the

orthopaedic audit

programmes,

therefore he looks after the hip fracture audit, the hip

replacement, the knee replacement and all the other
The
but

are

hip fracture audit is not financed by CRAG

interestingly is privately financed by
two dedicated audit

The

vocated

nurses

programmes.

nor

a company

by

any

local Audit Committee,

who produces prosthesis. There

who work full time at the data collection.

implementation of the hip fracture audit in this department

was

strongly ad¬

by the medical staff:

I think

we

all wanted to do it to

want to show that your
to do it

outcomes

show, if
are as

you

good

as

haven't nothing to hide then

anybody else. So

(Medical Audit Officer, Hospital Gamma).

we were

you

all keen
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Thus, the hip fracture audit
comes

of clinical

medical

ment of the clinical

From the

as

patient's point of view

in

are

you can

in your own

our

unit

thing is that

unit;

so many

you can

audit

your

compare

work and

you

know exactly

it at national data and

base and look up.
all about

give better patient information and

people get this problem

then, if there is something else that

you

So, it's all clinical

see

that

get that problem. And

so many

haven't thought of

governance

that

you can

you can go

we are

to the data

talking about, that's

(Medical Audit Officer, Hospital Gamma).

The audit is considered

data base has been used

the

manage¬

not getting any different and you are not behind or anything like that.

And the other
say

it has proved to provide useful information for the

activity:

what the outcomes
you are

introduced for measuring and evaluating the out¬

The introduction of the audit has been accepted by the

activity.

professionals

was

206

as a

proper way

of producing true outcomes

measures.

Its

by the clinical director for comparing the numbers of patients,

length of stay, the theatre staff and drug consumption with another Trust. This

finding is in contrast with Power's analysis of medical audit (1997), which portrays the
implementation of medical audit
sation

as a

symbolic form of control, for obtaining legitimi-

by the political environment. In this unit the information obtained through the

audit has

helped the clinical director in taking decisions

on

changes to apply to clinical

practice.
In

addition, the audit information has been used also by the Directorate Accountant:
We have

actually pulled out

there were, I

some

information this last week with the Audit Sister,

think, 11 patients and for two of them the length of stay

high in comparison with the rest,

so

obviously that pushes the

was very

average up

if

you

ignore these two(Directorate Accountant, Hospital Gamma).

Thus, the hip fracture audit
well

run

in this orthopaedic department

appears

to be

integrated, not only with the medical professionals but also with the managerial
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finding

a way
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through which measuring clinical outcomes has

pushed the implementation and the utilisation of the figures produced by the audit.
Clinicians do not appear

threatened by the possibility of external control exercised

through the audit:
It is open

both to internal and external scrutiny. So

look at that and they

talking about re-validation of doctors they have to re-train, this is

are

They

and look at

can come

here there is
it

we can

our

problem. So it's

results and

open to

both

say
us

well nothing

wrong

one way.

with that,

or

looking at it, and others looking at

(Medical Audit Officer, Hospital Gamma).

Thus, in this
nal critical

case

clinicians

are

not resistant to opening their 'space' to exter¬

enquiry, and while internalising mechanisms of evaluation into their

core

practice, they have not made these 'invisible to external monitoring agencies' (Power,

1997a). The hip fracture audit has proved to be beneficial in providing
of information which

can

has been used not

a

reliable

only by clinicians for managing better the

procedures of the treatments provided to their patients, and also for allowing
isons with national

the

data, but also by the financial

complexity and the composition of the

sorts of

care

managers

provided to patients who present all
care.

Thus, the implementation of the hip fracture audit in hospital Gamma
as a case

produced
structure.

are

compar¬

for understanding better

complications which affect the costs of the provision of

depicted

source

of successful implementation of the audit

programme,

can

be

where the data

diffused and used at the different level of the departmental managerial

These

findings show that in this specific

case,

the information produced

by the hip fracture audit has been used not only for assessing clinical activity and
clinicians'performance, but also it has become functional for managing the unit.
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costing information

already described in the analysis of the empirical data of the teaching hospitals,

the role of the clinical director has been created in order to
financial

as

responsibility for the management of the specialty,

in the other two

been devolved

unify the clinical and the

specialty

or

groups.

As well

hospitals, also in this department the financial responsibility has

by the Clinical Director to different roles, in this

case

to the Directorate

Manager, and to the Directorate Accountant. The administration of the clinical activity
is

kept separated from the administration of the financial aspects. However, the role of

the Clinical Director has been

interpreted

where the role of the Directorate

to advise what the financial

as a

link between management and clinicians,

Managers becomes:

position is and to advise

on

how

we

might rectify that

position, I sort of make suggestions. I have to say that in orthopaedics is very
much two ways
the group
a

dialogue, because they

are among

of consultants with whom I work

two way process

they

are

the most

are among

coming out with suggestions

aware,

the most
as

well,

I would

say

aware.

And it's

it's

dialogue

so

a

that

(Directorate Manager, Hospital Gamma).

Thus, according to the Directorate Manager, the orthopaedic surgeons of this unit
are aware

of the

necessity to be involved in financial issues, and to take part into being

opened to dialogue with the Directorate Manager. The Directorate team has monthly

meetings with the medical staff, where:
The clinical director

financial position
to be taken

very

or

gives

a

on

what the

of the directorate is, and also the trust, and what actions need

how this may

real relationship, and I

every

financial report to the other consultants

effect the activity within the directorate,

suppose

also in orthopaedics

you can

so

has

a

actually point to

cost and say 'well if you do that is going to cost that' and the relationship is

very open very

real (Directorate Manager, Hospital Gamma).
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relationship between the clinicians and the Directorate Managers is

tive one,

where clinicians

towards the

'suggestions'

much

a

posi¬

of costs and collaborative

are

described

on

changes of clinical procedures made by the Directorate

as very

aware

Manager:
I can't

implement changes in practice. Only the consultant

have the doctors

co-operating with that. I

wouldn't be worth

Thus, establishing
who

use

the

resources

to be crucial for

mean

can

do that. I have to

I could do it arbitrarily, but life

living to be honest! (Directorate Manager, Hospital Gamma).

an

adequate

process

and the manager

managing the unit.

by Pettersen (1995) of the need to

of communication between the clinicians

who has to

manage

these

resources proves

These findings reinforce the suggestion made

engage

the different actors involved in clinical and

managerial activities in a process of communication through which achieving integration
between the

planning and the action systems.

Within this

positive context then, it becomes

clinicians' increased
volved in

awareness

towards

even more

interesting to

assess

costing issues has led them to become

whether
more

in¬

managerial aspects, and deal themselves with costing issues:

We link to the manager

and the clinical director.

I think it's becoming

more

important getting involved in cost, but it is something that we don't get involved
with.

We leave it to the directorate manager

to the clinical director and then he sifts it

it's

unless he feels

involved (Medical Audit Officer, Hospital Gamma).

Thus, the only
a

he doesn't bother us,

goes

important. So the clinical director will take that about costs and the rest of us

don't get

it is

so

and the clinical director... All

concern

of clinicians is to 'do the best health

care

possible' then

managers' problem to deal with the costing figure of that activity. As well

in the other two

as

hospitals previously analysed, the medical professionals recognise the
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importance of being
as a

matter of

aware

of costs, but

active participation is not considered

importance for the clinicians working in the ward:

I think that there is

a

do what best health

care

big reluctance to get involved in costs,
is

work out costs. So there is

possible. That's what the
more

and

time to look at the costs and that is

director,

a more
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one person

more

we

tend to try to

managers are

clinical work and

we

paid for: to

don't have

really

why they developed this system of the clinical

taking that all and not everybody (Medical Audit Officer,

Hospital Gamma).

Once more, a

direct involvement in costing issues is refused.

have time to look at other issues apart
this unit has

a

very

the numbers of

once more

the

heavy workload,

as

form treating their patients. It is true that

it

was

use

already challenged clinical freedom,

The involvement of the medical

into

cases

treated. However,

of costing techniques is associated with the

rationing policy of the governmental reforms.
to the

shown in tables 67 and II7, looking at

inpatients discharged and the number of Day

implementation and the

Clinicians do not

as

Their implementation

poses a

threat

it has already explained in Chapter 5.

professionals into financial matters, and specifically

costing aspects, is strictly connected with the political attempts of regulating and

controlling clinical activity:
Is

really rationing... I think this is what is happening in the health service. The

Government won't admit it but anyway they are
and

going to put it, this is rationing,

they don't want to mention that word they want

us

to make the rationing

(Medical Audit Officer, Hospital Gamma).

Therefore,

an

increase in

reluctance of the medical

awareness on

costing issues has not totally modified the

professionals in being

directly with costing issues. The

core

more open

to participate and deal

activity, the clinical activity is still decoupled,

protected and separated from its managerial and financial aspects. In complying with
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governmental policy of involving medical professionals into financial issues, the

clinicians who work in wards have succeeded in

issues.

avoiding becoming involved in these

Thus, the unification of clinical and managerial responsibility in the role of the

clinical director has

prevented the diffusion of financial responsibility within medical

professionals. The involvement in costing issues is still considered
enacted

the

by the political decision-makers. It is considered

provision of health

The

care,

as a

coercive

as a process

process

of rationing of

whose rationale is totally in contrast with clinicians' ethos.

integration of clinical and costing information within the Hip Fracture

Audit

This site presents

interesting findings

information within the

As it has been

regard to the integration of costing and clinical

hip fracture audit.

already described in the section above, the orthopaedic

responsible for the audit
a

as

direct involvement in

programme

costing

surgeon,

of the department and the trust, did not consider

as a

matter of concern for clinicians.

Despite this

position, he studied the Patient Costing Model with interest, and analysed accurately
the differences in costs of the different
the audit data base with

Certainly

costing information:

you can use

the data to work out

guessing it. And I think that if
thesis which is
convince
in

He

a

lot

patients. He welcomes the idea of integrating

someone

cheaper and

you

more

accurate costs instead of just

is showing that using

a

particular

pros¬

get as just as good results then it may

people to change. I think that anything with audit has to have cost built

(Medical Audit Officer, Hospital Gamma).

suggests using the audit data base for calculating costs accurately, and for pro¬

viding reliable evidence for inducing to change:
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are

suggestions I think we'll be

working
have

you

audit data

very

are

doing and

else

someone

reluctant to change, 'cause

comes
once

and makes

something is

don't want to change it. Especially if it is just cost. You've got to

good evidence (Medical Audit Officer, Hospital Gamma).

In order to

produce good evidence the data

on

costs have to be linked with the

the outcomes:

on

I think you
no

happy with what they
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would need it with the audit data to show with the outcomes, there is

point to say this

one

cost £800 but the patient did very badly

(Medical Audit

Officer, Hospital Gamma).

From the

point of view of the orthopaedic

and clinical data is considered

is open to

surgeon

then, the integration of costing

positive. He does not show

conflicting position, but

a

the possibility of expanding the traditional clinical domain of the audit to

accounting issues. In fact, cost information would benefit from this integration because
its calculation within the audit data base would

commented when
earlier in this
because

assure more

reliable data. As

already

introducing the analysis of the costs calculated for the Costs Book,

Chapter, the figures calculated

are

not considered reliable by clinicians

they do not represent the actual activity performed within the units.

costs calculated within the audit would

be related to its outcomes.

The

represent the activity of the unit, and would

In this way, costs

would achieve

a

positive meaning for

clinicians, and would lose the traditional means-end connotation attached to them by
the medical

professionals.

He himself

suggests that the integration of clinical and cost information in the audit

would be useful for the managers

I think the clinical director is
we

and for the clinical directors:
going to have to look at

have to make cost savings, so

I think the

more

detail

I

mean year on year

we can

get of costs related

ways,
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to outcome the better for
to

can

be

can

be linked in to cost, it certainly

become functional to

a

clinically led decision making

instrumentally used in the negotiation of the funding. As

there is evidence in this

an

can

things (Medical Audit Officer, Hospital Gamma).

Cost information
and

trying to improve things. I think this is what is going

happen if you've got good data base which

would improve
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which combines clinical and costing dimensions,

by Ferguson and Lapsley (1989). The Hip Fracture Audit,
in this department,

integration finds its feasibility,
is considered

In this

an area

of

as

are

perceived

well

as

the other audit

the right location in which this

suggested by Kilpatrick et al.(1998). So medical audit

integration between clinical and managerial domains.

one

of the

reasons

why

accountant based within the

centralised finance function.
involved in the decision

patients side because

developments that

have

a new

structure, we have a directorate

directorate, because prior to that it tend to be
We felt that with the directorate accountant

directorates

being

about the
any

be coming along in terms of patient activity. When

you

tend to work in isolation

knowledge of the day to day operation in different
expertise where

you are more aware

a

actually involved in the discussions, looking at

you are

may

we

making, in the discussion,

in central finance you

up an

as

as

suggested

as

department the integration between the two structures is already existing:

This is

are

a consequence,

setting, that clinicians would welcome the possibility of having

information system

programmes run

process,

our

you

don't have such

areas so we are

a

detailed

trying to build

finance background is allied to the management of the

(Directorate Accountant, Hospital Gamma).

The benefits work both ways, as

the Clinical Directors have become

more

ready to

discuss and deal with financial issues:

when
age

we

first had this structure

whereby they appointed clinical directors to

budgets I think their primary

whether

they

were

concern was

the patient, they weren't bothered

overspent or not, providing they

they felt it should be. But

now

man¬

were

it is part of their role

as

delivering the service that
clinical director they have
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to be responsible for the overspend, and I think

to manage,

bly thinking

more

what they

are

now

they

are

proba¬

doing, how that impacts, rather than working in

isolation from the finance network

whereby

you are

just working alone running in

parallel rather than coming together and trying to relate the whole (Directorate

Accountant, Hospital Gamma).

The

availability of

a

detailed and accurate data base,

hip fracture audit, is considered extremely useful by the
expertise gets

a

as

the

one

managers as

provided by the

well. The finance

better insight into the management of the patients and the clinical

procedures:
We in

orthopaedics have found it extremely helpful. I

about clinical

input and
then it
some

positive

audit, I think if it's done properly, and if you have the right

resource

you are

can

actually

very

be

am

actually auditing the right things, which is

extremely helpful, and it

clinical issues which

can

then

can

very

important,

inform the decision making about

actually have

an

impact

on

the financial issues

(Directorate Manager, Hospital Gamma).

I think this is the last step

down the line trying to relate activity to costs and then

look behind the costs and
costs

expensive

are more

into it. One of the

and

nurses

or

what patient

see

less expensive and obviously the length of stay

things that I

involved in clinical

am very

working
to

on

example and

we

see

as

comes

well with the clinicians

what information

are

they

want to get some information say on hips

weren't able to get that information but they

we

information which

conscious of,

audit, is trying to

gathering from the audit, because
and knees for

characteristics determined that the

we

could relate to the finance side,

so we are

are

trying

integrate all the information that is available (Directorate Accountant, Hospital

Gamma).

Thus, this hospital is

a very

interesting

and the clinical director work in

audit is

at

case

where the

manager,

the accountant

partnership towards managing their service.

The

accepted and used, not only by clinicians, but also by the decision-makers

directorate level.

The presence

of the different roles in the directorate team has
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allowed them to establish communicative processes

between them which have led to the

integration between the managerial and the clinical culture. Within this context, the
potential expansion of the hip fracture audit data base, in order to incorporate costing
information, is

a

possibility that is welcomed and currently under consideration.

7.3.2

Case

The last

hospital selected is

study four: Hospital Delta

a

general hospital which has been opened in 1988. The

Trust, established in 1995, is centred
serves as a

on

the general hospital. The hospital site also

community hospital for the population of its geographical

expenditure of the trust for the provision of acute
March 2000

care

was:

care

area.

services at the

year

£23,989,000, which is just 1.4% of the total expenditure

acute services of all Scottish trusts.

The total
ending in
on

health

Thus, this trust is the smallest of the four

analysed. The following table 18 shows the composition of the total expenditure.
Table 18 Trust Delta: Provision of Care for Acute Service
Total

Expenditure

Cases/at tendance

Cost per

case/attendance
£

£000

Inpatients

14,862

12,241

1,214

Day

2,869

9,269

310

Outpatients

4,877

80,877

60

A & E

1,233

13,092

94

Day patients

148

667

222

cases

Adaptation from the Scottish Health Service Costs
Tables 28 and 38

at

analyse in

more

detail the hospital running costs by patient type,

provider level. The total expenditure at January 2001

was:

£32,092,000, which is
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1.22% of the total expenditure.
Table 26:

Inpatients

care

profile

Inpatients

Average staffed beds

334

Expenditure

£22,163,000

Cases

15,098

Cost per cases

£1,468

Inpatient weeks

11,956

Cost per
Source:

£1,854

inpatient week

Adaptation from the Scottish Health Service Costs

Table 36: Other

patient

care

activities
Cases

Cost per case

attendance

attendance

2.898

9.599

302

Outpatients- Consultants

4,830

60,034

80

Outpatients PAM

529

28,337

19

A & E

1,233

13,092

94

Day patients

439

1,509

291

Expenditure £000

Day

Source:

cases

Adaptation from the Scottish Health Service Costs

The percentage

of variance from the National Average Expenditure is 2.9, therefore

not too far from the average, even

when taking into account the different case-mix.

Hospital Delta Profile
Hospital Delta is

a

small general hospital, compared with the two teaching hospitals

analysed in the previous sections. It provides 334

average

staffed beds, 3.8% of the total
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number of beds

provided by the hospitals within the

range

of acute inpatients

Table

care as
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same

category. It provides

a

wide

it is shown in the following table 45:

\5: Hospital Delta Specialty Groups

General

General Practice

Ear, Nose k. Throat

Coronary Care Unit

Geriatric Assessment

Surgery

Geriatric

Long Stay

Gynaecology

Haematology

Intensive

Medical

Medical Paediatrics

Obstetrics

Ophthalmology
Rheumatology
Source:

Oral

care

unit

Specialist

Orthopaedics

Surgery k Medicine

Special Care Baby Unit

Young Chronic Sick

Adaptation from the Scottish Health Service Costs

The total

expenditure calculate at the

which represents

year

ending in March 2000 is: £31,561,000,

the 3.38% of the total expenditure. The detailed composition of this

figure is presented in the table 5£ below:
Table 55:

Hospital Delta: running costs by patients types
Expenditure

Cases

Cost per case

£000

Attendance

Cost per attendance

Inpatients

22,163 (3.39%)

15,098 (3.4%)

1,468 (- 0.33%)

Day

2,898 (4.74%)

9,599 (4.43%)

4,299 (3.67%)

44,430 (2.15%)

97

(+70%)

28,337 1.20%)

19

(-9.5%)

cases

Outpatients consultants
Outpatients PAM
A k E

Day patients
Source:

The

529

(1.08%)

1,233 (3.23%)
439

(3.2%)

13,092 (1.58%)

1,509 (1.49%)

302

94

(+7%)

(+104.34%)

291

(+115%)

Adaptation from Scottish Health Service Costs

figures in brackets represent the percentage

on

the total expenditure and

num-
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attendances for each

the percentage
note the

is calculated

the

high variance of the cost

A & E and the
for

on
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patient type. Regarding the cost

case/attendance,

case/attendance. It is interesting to

average cost per

attendance of the outpatients-consultants, of the

per

day patients. These

per

are

much higher than the percentages calculated

hospital Gamma.
The

orthopaedic department

The

orthopaedic department has 36 beds, 2.17% of the total beds provided at

national level.

The

length of stay is slightly above the

its percentage is

average, as

4.44%. When the hospital started to function there were in total 42 beds divided into
two

wards,

an

adult mixed ward with 30 beds, and

12 beds. In 1998 the unit

was

share the facilities with the

beds, then there is
the

one

a

high-dependency

nurse

ward with

reconfigured and the orthopaedic department started to

general

surgery.

So at present, there is

bed available in the general

paediatric unit. In the unit there

are

surgery

four orthopaedic

specialist, five senior house officers, and thirty-four

nurses.

activity performed by the department and its costs

are

one

ward with 33

unit, and two
surgeons

and

more

an

beds in

associate

In the following tables the

presented. The analysis of the

activity is divided according to the three main categories: inpatients, day

cases

and

outpatients consultant clinics. Tables 65, 75, 85, 95 and 105 show the activity and the
costs for

inpatients

care.
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Orthopaedic Specialty Group: Inpatients

Average staffed beds

36

Occupied bed days

9,150

Average

occupancy

70.1

ratio

1,290

Discharges
Length of stay (specialty

average

Theatre hours per case

Source:

7.1

0.8

Adaptation from Scottish Health Service Costs

Table 78:

Source:
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Average staff numbers

Adaptation from Scottish Health Service Costs

Table 88: Direct costs per case

Medical and Dental

care

Laboratory
Source:

(+44.76%)

£164

Pharmacy
Other direct

£304

Nursing
PAM

(+23%)

£20

(-31%)

£48

(-22%)

£69

(-86%)

£106

Theatre

202

(-7%)

(-57%)

Adaptation from Scottish Health Service Costs

The table above

brackets represents
its total average

analyses the direct costs

per case

the percentage calculated

on

for inpatients

care.

The figure in

the difference between each cost and

cost per case. The cost for medical staff is well above the average,

opposite to the nursing cost which is surprisingly low.
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Table 95: Total costs per case
Total direct costs

Total allocated costs

1.178

419

913

325

Expenditure £000
Cost per case
Source:

£

Adaptation from Scottish Health Service Costs

The total direct costs and the total allocated costs
of the total direct and allocated costs of all the
the costs per case are very

direct costs per case,

respectively 1% and 0.8%

orthopaedic departments. Similarly,

low comparing to the national

average,

and -55% for the total allocated costs

Table 108: Total

-39.9% for the total

per case.

costs-Inpatients

Gross

Net

Income

Expenditure £1,598,000
Cost per case

are

£1,238

Income ACT
Income other

£84,000
£3,000

Expenditure £1,510,000
Cost per case

£1,171

Group Index 55
Source:

Adaptation from Scottish Health Service Costs

The total costs

case.

presented in the table above follow the

The total gross

the costs per case are

The

and net expenditure
half of the national

are

same

trend of the costs

per

1% of the national specialty total, and

average

cost (-45%).

following tables 115, 125, 135 and 145 show the analysis of the activity and

costs for the

Day Cases.
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Day

cases

Cases

503

Theatre hours per case

0.3

Average staff numbers:
Medical and Dental

1

Nursing

0

Source:

Adaptation from Scottish Health Service Costs

Table 125: Direct costs per case
Medical and Dental

£113
£41

Pharmacy
Other direct

£7
£1

Source:

£2

(-95%)

PAM

£1

(-91%)

Theatre

£82

(+141%)

care

Laboratory

Nursing

(+28%)

(-55%)

(-88%)

Adaptation from Scottish Health Service Costs

Table 135: Total costs per case
Total direct costs

Total allocated costs

Expenditure

£124,000

£58,000

cost per case

£247

£115

Source:

Table

Adaptation from Scottish Health Service Costs

145: Total costs-Day
Gross

Net

Income

Expenditure: £182,000
Cost per case:

cases

£361

Income ACT

£13,000

Income other: £0

Expenditure £168,000
Cost per case: 335

Group Index 73
Source:

Adaptation from Scottish Health Service Costs
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The direct costs per case
costs per case

low

presented in table 13(5 present the

averages.

The last

group

of tables shows the activity and

Average staff numbers

Total attendance

New

patients

Average attendance

per new

7,146

Medical and dental

4.9

2,970

Nursing

3.1

2.4

patient

Adaptation from Scottish Health Service Costs

Table 165: Direct costs per

attendance

Medical and dental

30

(+100 %)

Nursing

8

Pharmacy

23

(+360%)

PAM

11

Other direct

5

care

(+150%)

(+14.2%)
(+175%)
0

Laboratory

Adaptation from Scottish Health Service Costs

The direct costs per case
the other direct costs

national average costs.
consultants at

shown in the above table present

analysed. They present

a

as

different trend from

high variance in comparison with the

This trend is in line with the high cost

hospital level,

a

per case

of the outpatients

shown in table 55.

Table 175: Total direct costs

Expenditure
Cost per
Source:

are very

Outpatients consultant clinics
Profile

Source:

trend of the direct

outpatients consultant clinics.

Table 158:

Source:

same

for inpatients. The nursing, PAMs, theatre and laboratory costs

compared to the national

costs for the

222

attendance

Total Direct costs

Total allocated costs

£557,000 (3.19%)

£339,000 (3.8%)

78

(+129%)

47

Adaptation from Scottish Health Service Costs

(176%)
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Table 186: Total

costs-Outpatients consultant clinics

Expenditure £896,000
attendance £125

Index

Source:

Income ACT

Income other

£2,000

Cost per

attendance £117

Adaptation from Scottish Health Service Costs

the cost per

outpatients consultant clinics present

attendance and its national

attendance, and 148.9% for the Net cost

average,

per

inpatients and day

activity (the inpatients) suggests

department, whose activity

appears

high variance between
gross

cost per

attendance.

cases care.

a

a

which is 145% for the

higher costs of the outpatients consultant clinics

lower costs of the

care

Expenditure £835,000

£60,000

Group 247

The total costs for the

The

Net

Income

Gross

Cost per

223

are

in contrast with the much

The lower costs for the main acute

problem of underfunding of the orthopaedic

to be more focused on the provision of outpatients

care.

Analysis of the empirical data

Hospital Delta is

one

of the smallest general hospitals in Scotland.

hospital Alpha, it

was

the first general hospital to introduce the Hip Fracture Audit.

In this site four persons were
the Audit

Together with

interviewed: the Head of the Orthopaedic Clinical Service,

Sister, the Clinical Service Manager for Surgical and Orthopaedics and the

Assistant Finance Director.

This

hospital presents

a

different organisational structure from all the other

already looked at. The provision of the clinical
but the

specialties

are

care

ones

is not organised in directorates,

called Clinical Services. Each Clinical Service has

a

consultant
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who is the head of the

service, with clinical and financial responsibilities. The head

of the clinical services share their financial

Managers, who work for
Service
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than

more

one

responsibilities with the Clinical Service

clinical service.

For instance the Clinical

Manager interviewed, is in charge of Surgery, Orthopaedics, the A&E and the

outpatients. Similarly, the Finance unit, looks after all the clinical services.
The
far

analysis of the empirical data will proceed according to the logical structure

so

applied.

The

The

impact of clinical audit

orthopaedic department of hospital Delta started to be involved in the Hip Fracture

Audit in 1993, as it was the
smallest Scottish

hospital selected for the pilot study being

one

of the

opposed to hospital Alpha, which is

one

of the

general hospital

as

biggest teaching hospitals.
As

already described when analysing the data related to hospital Alpha, the involve¬

ment in the

hip fracture audit

mostly promoted by specific personal

programme was

interests:

It started because of my

has been the

personal contact with the consultant geriatrician who

instigator, the motivator and is because of his interest in orthopaedic

geriatric patients of which the hip fracture patients
his

are a very

large component, and

meetings with the Swedish orthopaedics and geriatricians. He

was very

keen to

develop that collaborative study (Head of Clinical Service, Hospital Delta).

The

personal interest in the participation in

fostered

We

a

standardised audit

programme was

by the political climate of that period of time:
were

particularly interested to have

outcomes for

some

hard information about

our

clinical

hip fracture patients, because at that time there had been the first
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of the Scottish Clinical Outcome reports
of outcomes after various

surgical procedures.

input into. So

data that

fairly suspect data, which

rather concerned

we were

second worst in Scotland. So it

of Clinical

league tables

was

data of the late 80's, was

we

In orthopaedic

as

mortality after 30 days after the hip fracture. The data that

used

some

interpreted

one

was

provide

were

the

indicator
was

which
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was

as on

that,

our

fortuitous that the

no

surgery,

clinician had

mortality rate

was

any

the

hip fracture audit could

felt confident about, indeed it has

proven

the

case

(Head

Service, Hospital Delta).

Thus, the choice to participate to the hip fracture audit
to monitor the clinical outcomes with

the data. The way

analysed. There is

a

reliable system

was

driven by the necessity

for collecting and analysing

in which the audit is organised is similar to the other sites already
an

audit programme.

audit

nurse

in charge of collecting and processing the data in the

Then, the data

are

transferred to the audit co-ordinator for their

analysis and the preparation of the annual report.
The

hip fracture audit

only the audit
and

nurses

take part

in this

reasons

haven't had to

process:

the audit has been successful is because

contribute, in time and

collecting the data. They
of the audit, and
within the

parallel to the daily working activity of the unit. It is

who deals with the forms that have to be filled. Neither clinicians

nurse

One of the

runs

that it

are aware

goes on,

wise, they

are

If you

don't work. It has been

depend
a

Clinical Service, Hospital

Thus clinicians and

they receive the annual report
we

have

not collecting the data, that is why I

individual people to collect the data audits

painless activity for the orthopaedic

surgeons

(Head of

Delta).

nurses are

receive the annual report

on

are

surgeons

not involved in

they contribute to the meetings and the discussions that

hospital, but because they

think it worked.

resources

orthopaedic

not

directly involved in the data collection, but they

with the analysis of the data related to their unit and the

comparative results. The report is discussed

among

clinicians with the audit

nurse:
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just had

a

meeting to discuss

large report with the orthopaedic surgeons,

a

the house officers the anaesthetists and the
here

(Geriatric) to

there have been

The

orthopaedic

department of medicine for the elderly

bits of the report to have feedback from them and

go over

meetings like that in the past. If not inter-speciality, within the

orthopaedic department itself
has got a query,

226

we

would

they would leave it

go over

on my

the report, although if somebody

desk (Audit Nurse, Hospital Delta).

of the unit appreciate the information provided by the

surgeons

hip fracture:
Some

tics,

are more

as

interested than

statistics

can

others, depends

be manipulated.

on

what they believe about statis¬

But, they would look at how they

are

performing. When they get the report if there is anything they think they want to
query,

The

then I will take it further (Audit Nurse, Hospital Alpha).

implementation of this audit

I think the

and

programme

has been evaluated positively:

hip fracture audit has been successful in delivering its first class accurate

largely complete data

on

hip fracture patients. And that is because it has been

appropriately investigated, plus, it's the development of an audit which

was

already

working in Sweden (Head of Clinical Service, Hospital Delta).

Thus, the consultant in charge of the unit considers the audit successful because of
the

reliability and completeness of the data. Therefore, it becomes important to try to

understand whether the results of the audit have been used to promote
clinical

changes in the

procedures. With regard to this, he commented:

The main
we

could

reason

for

doing the audit

improve, that

was

was

trying to identify

areas

of clinical

the traditional audit cycle loop, by looking at

care
your

outcomes, find deficiencies the identifying the reasons why was deficient and then
you

would change what

it has

changed. Often I

you
am

did. Then, the audit cycle would start again and

asked what

audit. And it is fair to say our
ways,

for example

we

if

have changed because of the hip fracture

clinical practices have changed. In relatively small

have altered

Service, Hospital Delta).

we

see

some

of our surgical techniques (Head of Clinical
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seems

that the audit is integrated within the clinical activity of the unit.

The audit has been

the

implemented

as an

improvement of the quality of the

demonstrating how well they
I have

particularly

now

well

doing

they

care

or

valuable at

centres in Scotland.

sometimes,

on

the statement that

have theatre time

we are

judged by how

more

important,

robust

a

where

areas

way, as

struggle to get

our

patients into

failed but also those

we

it

compares

with other

ammunition to look for
surgery

because

we

don't

(Head of Clinical Service, Hospital Delta).

Thus, the hip fracture audit has been implemented by clinicians answering to
litical
of the

requirement enforced by law. The

cific clinical
outcomes.

process.

requirements. As

as

an

'normative isomorphism'(DiMaggio and

a

matter of fact, they

instrument for

use

of

resources.

obtaining

core

The audit then has been assimilated

activity, and have been used in the

external

environment, reinforcing

process

even more

measure

answers

to spe¬

clinical procedures and

However, the results of the audit

resources,

instrument' which the Head of the Clinical Service

more resources.

requirements has been imple¬

The data produced by the hip fracture audit

It does not consider the

be used

a

a po¬

change required by the introduction

governance

by the medical professionals through

Powell, 1983)

can

necessary

managerial reforms and the clinical

mented

of

it. I do feel that the hip fracture audit has been

And I think it has also given us
we

as a way

valuable statement and

performing satisfactorily is

we are

performing well, in

we are

providing, bust also

was a very

demonstrating not just the small

where

resources

governance,

whether
light

are

performing:

are

with clinical

and has got a new spot

areas

instrument to be used by clinicians not only for

always felt that actually in itself it

we are
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can

becoming itself
make

use

a

'managerial

of when

asking for

by clinicians and co-opted in the

of maintaining legitimisation from the

the hospital decoupled structure.
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to costing information

With the
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reorganisation of the trust and the establishment of Clinical Services the Heads

of the Clinical Services
their units.

are

responsible for the clinical and financial administration of

Thus, the Head of the Orthopaedic Service has managerial functions and

responsibilities. He works in close collaboration with the Clinical Service Manager. She
is the person
In

responsible for managing all the

non

medical staff within the specialties.

addition, she has business planning functions, which imply planning for services,

managing the budget and managing the organisation of the specialties

on a

day to day

basis.

Thus, the Head of the Clinical Service is responsible for the financial situation of
his

units, but does not

instrument which

manage

provides information

instrument to be used for the

I do receive

a

ally work like

a

are

way

business. There

part of

the allocation of the

the health services actually works, it doesn't

are

parallel financial agendas,

or a

which is the budget which is split and devolved to

mate

or a

on

reasonable estimate of what

been

make

a

re¬

is the traditional

us,

and it is really

an

esti¬

might expect to spend in the forthcoming
a

parallel budget, which normally works

expenditure. However, that is something which has

really developed in the health service, with its ultimate end to try to

profit

or even

trust for the clinical

try to keep a balance. We do receive a nominal income as a

activity, not

those financial statements
the

we

In addition to that there is

the basis of income and

never

one

as a

ultimately

unit. So I do receive financial statements and
are a

share of the allocation of

resources

for

orthopaedic department for staffing for the wards, for casualty for the theatre

activity, for the implants that

ally to give myself

as

we use

and for the drugs. The

head of clinical service and

my

purpose

colleagues,

some

of that is

as an

than

financial plan at the beginning of the business

year,

financial year.

resources more

the orthopaedic department, to the casualty department,

accounting

an

on

management of the service:

budget but the

allocation of money to
which

the budget directly. He considers the budget

re¬

indicators of

an
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budget,

within

or
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allocation if you like (Head of Clinical

our

Service, Hospital Delta).

Thus, the budget is considered
of

being

Consultants and

we

spend

nurses

clinical managers
that

informative instrument, and the importance

of the costs of the treatments and procedures is recognised:

aware

care

as an

a

lot of

money

and

managers

need to be involved,

need to be involved, I think, in knowing the implications of the

give, in terms of financial implications. It would be naive to imagine

that I could do what I wish to my patients

without

any

regard to what it is costing

(Head of Clinical Service, Hospital Delta).

The Head of the Clinical Service

him,

keeps informed the other clinicians working with

the financial situation of the unit:

on

Most clinicians
that it is
the

are

really

not interested in financial

business

we

also have

we

do accept

care.

Within

speciality meeting with just the orthopaedic

a

and the nursing staff and PAMs in which the accountant is also present,

and that is held

monthly. Finance is

is in fact

agenda, it is actually the last thing

because

activity, but

unavoidable aspect of the delivery of clinical

an

orthopaedic unit

surgeons

or

on

we

the

feel this

a very

meeting is really

small part of that agenda, although it
we

discuss, quite deliberately,

clinical issue meeting (Head of Clinical

a

Service, Hospital Delta).

Once more,

despite the recognition that being

financial aspects

of the provision of

importance. The cost implications
patients' treatment
I would say
ations
or

.

are

taken only

care are

influenced by

some

of the

'unavoidable' aspect, but the decisions

are an

clinical grounds:

on

ways

I

can

deliver

finance. That tends to be in

I have lot

more

is way we

develop waiting lists to

of costs is important, the

not considered a clinicians' matter of

that 99% of the decisions that I make

However,

aware

patients referred to

me

see

a

a very

are

based

service

on

are

structural

clinical consider¬

certainly restricted
way.

As

a surgeons

than I have the facilities to treat, which

patients in clinics,

or

to operate on them.

on
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traditionally try to deal with this is to categorise and sort patients

priorities. It is the financial restrains that influence the quality of how

deliver that. It does not influence

decision

our

we can

making (Head of Clinical Service,

Hospital Delta).

The clinical

activity is restricted by financial constrains, and the inpatients costs

showed in the tables
when there is

a

85, 96 and 105 confirm the financial

pressure on

the unit. However,

problem of overspending the budget:

I have

no

in the

sense

remit

personally to stop

that

my

colleagues, they

they have the liberty to

use

are

independent contractors,

whatever treatment. We

can

make

treatments not available for

them, but

So there is

of limiting what people do by simply making it not

a

very

crude

available. When the

somebody tells

way

budget is overspent

me to

provision of

the clinicians is considered to be

We have

on

treating the patients until

care

is

a

matter of concern of the Clinical

it

we

do is that

happened last

at the

director and

we

good:

have quite a

year, we sat

was

and if it

explain that

he

can

we

shouldn't have been
a

Services, and the working relationship with

lot of interaction, if the budget is overspent,

down with the Head of the Orthopaedics looked

budget and discussed it. We discussed why

justified, and if it

have

was a

was

very

was

overspent. Was it clinically

continuing I had to

go

back to the finance

justified overspend. Or if there is something that

do about it he would say:

have

They work in close

got a very good relationship, they listen (the Heads of the clinical services)

and what

we

just keep

Manager and the Assistant of the Director of Finance.

collaboration with the Head of the Clinical

as

we

stop (Head of Clinical Service, Hospital Delta).

The financial side of the

Service

can't stop them in doing something.

we

'Ok right

we

have been doing something that

doing and I'll stop'. So it's

a

combination of both

we

do

good relationship with all the clinicians within the department and

meetings

on

regular basis where

we

discuss the budget (Assistant Finance

Director, Hospital Delta).

Thus, the establishment of good working relationship is considered

a

key aspect
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it promotes

the

necessary

collaboration between the

involved in the financial management
success

of this
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managers

and the accountants

and the heads of the clinics. Despite the apparent

collaboration, clinicians still resist talking about financial issues in too

much detail:

They don't really want to know the sort of finance, they don't want to talk about
money,

they don't really want to know the ins and outs.

background,
we

we

don't

even go

So

we

work in the

to them, if there is something major to be discussed

sort it out between the two of us,

and that it is why it works well, I think

(Clinical Service Manager, Hospital Delta).

The accountant and the clinical manager

deal with the financial issues by them¬

selves, avoiding too much involvement with clinicians:
We

only involve them in things that

about, the rest it something that
We have built
way we

a

we

purely clinical, that they

will deal between ourselves

good working relationship and they know

us

us

tell

things that really really

the

they

Finance Director,

'ok,

say:

you

deal with it and get
are

going to

cause

on

can

or

do something

with the

with

feel the financial pressure

are

doing clinically,

our

things, and just

massive problems (Assistant

and the financial side of the
side. The Clinical Service

appears

again. Clinicians

constraining the activity of the unit,

financial situation. However,

considered

decision-making

process

of costs, they

are aware

are

informed about the

their involvement in financial issues is kept

provision of

care

very

Manager and the Assistant Finance Director work,

an

limited,

is maintained separated from the clinical

said, in the background, involving clinicians only in clinical matters.
are

no

Hospital Delta).

Thus, the decoupling mechanisms

statements

nurses.

they know there is

would do anything that would compromise what they

they trust
me

are

as

they

The financial

informative instrument which do not affect the actual

in the provision of

care

by medical professionals.
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integration of clinical and costing information within the Hip Fracture

Audit

The

possibility of integrating clinical and costing information within the hip fracture

audit data base has not been considered

as a

beneficial improvement

of the information

provided by the audit. The hip fracture audit involves only the medical professionals
and the

opportunity of expanding the information provided by the audit with costing

data is not considered

The

nearer we

care

probably

be my

pertinent:

got to those persons who are involved with the delivery of clinical

you

get less and less interested in these financial figures. That would

first observation. Some orthopaedic

and money

surgeons are more

interested in figures

than others (Head of Clinical Service, Hospital Delta).

Similarly, the Audit Nurse does not consider the introduction and the integration of

costing information in the audit data base
I don't know whether clinicians worry

as a

useful improvement:

about it. Nurses in general just do what the

patients need, without thinking how much it would cost. The costs
involved. I don't have to worry
the

are

not directly

about the finance, I just find out what happens to

patients (Audit Nurse, Hospital Delta).

However, the utility of matching clinical and costing information is not completely
dismissed:

Whether this would be useful would
think this type

of data would be

the Health Board and

The

very

certainly by

of Clinical Service, Hospital

depend who

we were

in the health service. I

much welcomed by the Scottish Office, by

our

chief executive and his accountant (Head

Delta).

suggestion made by the Head of the Clinical Service, that the type of informa¬

tion described in the table of the

prospective Patient Costs Model would

concern more
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funding bodies and the finance department than the medical professionals, is again

evidence of the strong

desire of keeping the administrative and managerial functions

separated from the clinical activities. The integration of costing and clinical data is

suggested to be

useful to the accountant:

very

It would be very

useful for

Those

more resources.

our

accountant, for example when she is looking for

people who plan for funding need to be

things (That patients costs

are very

admit every year goes up

it will cost

of patients

are

to

who

rehabilitate,

fact what you

of Clinical

we

admit

you

more money

need

you

we

to treat them. If the proportion

more

demented

or more

nicely it is going to cost

very

demonstrated is that

of all these

variable). If the number of patients that

frailer, older and

demonstrated

aware

more resources to

challenging

more money.

In

treat them (Head

Service, Hospital Delta).

Thus, the integration of clinical and costing data is considered beneficial for the
negotiation of

more

evidence of the

use

and

resources, as

frail the patients

more

provide this evidence is

as

clinicians,

of

budget overspend:

as

this type of information provides

a

strong

variability of the costs for treating hip fracture patients, and it shows

that, the older and
To

financial

a

are,

the

more

their treatment is going to cost.

matter of concern for the management accountant,

already highlighted in the previous section, treat

This is the evidence
said

we

it is

costing

treat

why it is costing

more money,

the budget is

more

patient regardless

because at the beginning I

hip fracture patients irrespectively of what

more money

any

resources we

have and if

overspent (Head of Clinical Service,

Hospital Delta).

The Clinical Service

Manager and the Assistant Finance Director did find the infor¬

the Patient

Costing Model useful in terms of showing the relationship

between costs and case-mix.

They did not think, however, that they would need to

mation shown

on

have such detailed information

on

the

patients:
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day to day management basis I wouldn't want to know all that detail. I

wouldn't have time to look at that.
be
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useful, but

For

some mercenary person

old person costs

costing

purposes

and planning it would

might look at this and

see

that

a

95

years

£3000 and therefore decide to dispatch him/her somewhere else!

(Assistant Finance Director, Hospital Delta).

The Clinical Service

Manager and the Assistant Finance Director know that the

orthopaedic unit participates in the hip fracture audit, but they do not know which
type of information the audit produces, and do not receive the annual report. They do
not consider it useful for them to

integrate the financial information they have already

with the clinical information collected and

I

get

never

a copy

of that, but the

analysed through the audit:

surgeons

feedback and the results of it at the head
of it. From my point
me,

if there

was

do. They get the report with the

specialty meetings, and I

am

not part

of view I think that the information I have is sufficient for

something, then that

was

fed back to

me

that I want to look at

further, then I would do that, but other than that I think that's enough of
for

me

managers

financial and the clinical information system as

the loose

level

(Clinical Service Manager, Hospital Delta).

Thus, from the point of view of the

financial

a

area

and the clinical

area

there is

the two

no

areas are

need to integrate the
well looked after by the

respectively. The structure remains decoupled, and

coupled relation between finance and clinical activity is considered essential

as:

Finance is

slightly removed and

we can

look at things in

a

sort of rational way

(Clinical Service Manager, Assistant Finance Director, Hospital Delta).

The

hip fracture audit has been running in hospital Delta for

has retained its characteristic of

clinical

activity.

Clinicians

are

seven years,

and yet

being performed separately from the managerial and
interested in the results of the audit, and have used
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aspects of their clinical procedures. Managers know about

it, but remain completely detached from being involved in sharing clinical knowledge.
The medical

meant to

professionals have been successful in developing

an

audit

process

which is

provide meaningful information only to clinicians.

Similarly, clinicians

are aware

they do consider the financial
ment accountants.

of the financial constraints

area as an

exclusive

This view is shared and

zone

upon

their activity, but

for the financial and

supported by the

managers.

manage¬

Thus, in this

context, the opportunity to integrate clinical and costing information in the audit is
not

regarded

knowledge

as

on an

that the medical

beneficial. For

managers

informal basis, relying

and clinicians it is sufficient to share their

upon

their personal contacts and

professionals will look after the clinical activity and the

administrative domain and each of them will not invade the other

area.

upon

trust

managers

the

Chapter 8
The Swedish

8.1

Hospitals

Introduction

The NHS in

ified and

Sweden, similarly to the UK and other European countries, has been mod¬

restructured, establishing

a more

decentralised and 'market oriented model'

(Lindkvist, 1996: Hunter, 1997: Ham, 1997). The provision of health
responsibility of the County Councils. These regional authorities
for

financing and delivering health

resources

is under the

fully responsible

services, which they fund by raising financial

through proportional income taxes imposed

their boundaries

The

care

are

care

on

the population living within

(Paulsson, 1993, 84).

County Councils became fully responsible for the provision of health

lowing the Health Service Act issued in 1982,

though the

even

process

care

of decentralisa¬

tion started earlier with constitutional reforms. Since 1960 in fact three main

towards decentralisation of health service

provision

During the '60s and the '70s the health sector
of

grew

can

phases

be identified (Anell, 1996, 7).

rapidly and

a process

of devolution

responsibility from the national level to the county level began. The reform

sidered to be the most
Medical Service

fol¬

con¬

important in terms of decentralisation is the 1982 Health and

Act, with which

a new

institutional framework
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was

established. The
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County Councils themselves started to decentralise responsibilities to sub-county levels

(health

care

districts), mainly because of problems in controlling the financial situation.

In this second

by objectives

phase of the decentralisation

were

the system were

among
in

for the

realised. The timing and the strategies adopted varied considerably

own

as a

result of the freedom that each County Council has

decisions. At the end of the '80s efficiency became the

new

challenge

County Councils.

Then the search for different

new

global budgets and management

considered the main tools through which planning and controlling

the County Councils,

making its

process

organisational structures and managerial tools

was

the

goal and the theme of this third decentralisation reform. Some County Council

began to implement
tralisation

radical reforms, and at the beginning of the '90s the decen¬

more

implied the adoption of

providers should be

more

a

purchaser-provider division where payments to

related to their performance, using for instance

per-case pay¬

ments, rather than being based on historical costs. Also in this case County Councils

promoted their changes in different directions, therefore several changes and solutions
be found among

can

them.

Parallel to the introduction of

organisational and managerial reforms, there

was a

growing interest towards the development of quality management systems within health
care

organisations (Axelsson, 2000: Anell, 1996: Berleen et al., 1993). At the local level

several

measures

ent models of

that

of

quality assessment and improvement have been established. Differ¬

quality management have been adopted, but all share the underlying idea

quality assessment and improvement have to be considered

by health
Some

care managers

a

major responsibility

at any level of care.

County Councils have set

up

specific quality committees, which provide

sup-
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port to the hospitals for developing quality assurance programmes and continuous

quality improvement
nancing these

programmes.

programmes.

Some have also devolved

Many hospitals

run as

a

special budget for fi¬

part of their routine quality circles

(Medicinsk fakdatabase MARS at http://www.sos.se), where health
their

own

20). Some hospitals

are

assess

hospitals

use

patient questionnaires (Berleen et ah, 1993,

experimenting with different managerial structures, for instance

management, within pilot studies looking at specific processes (e.g. the teach¬

ing hospital Kappa selected
on

staff

performance. Besides, there is growing attention to patient satisfaction eval¬

uation. Almost all Swedish

process

care

process

study setting is currently running

as a case

management for hip

a

pilot study

fractures) in order to integrate the activities performed

by different departments.
Within the
and clinical

are

but

called

hospitals, clinicians and

audit, mostly

have performed

a

are more

national in

scope.

a

registry

The Swedish

a

are

developed locally,

manager

is responsible for

quality registry,

the members of the medical specialty,

at, and most of all, which

are

Representatives of the medical profession,

variety of hospital departments, where

to be reached among

projects of medical

parts of quality improvement programmes. These projects

running the project, start them. In order to establish

on

consensus

the issues to be looked

Hip Fracture Audit (Rikshoft) started within this context. The

professionals,

as

is the

case

programmes

has not been legally imposed

in the UK. In the Swedish context,

explained (Chapter 6: The Hip Fracture Clinical Audit,

plementing quality

has

the most appropriate indicators to be calculated.

quirement of implementing audit
ical

many

'quality registries' and their activities in the beginning

usually they

involving

as

nurses

assurance programmes

para.

as

upon

re¬

med¬

previously

6.2.1) the need for im¬

within hospitals originated from increasing
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expectations within society. Within this context, the Hip Fracture Audit

originated from clinicians themselves answering to

a process

programme

of normative

pressure

(DiMaggio and Powell, 1983) exercised within the medical professionals' community.
As

already stated in the introduction to this thesis (Chapter 1), both Sweden and

the UK present

similarities in the path followed by policymakers in implementing

man¬

agerial reforms of the NHS. However, differences have been highlighted at the level of ac¬
ceptance of these reforms by the Swedish medical professionals, who have adopted a less
confrontational attitude towards their involvement in

1987). In addition, the tension between clinicians and
less intense in the Swedish context than in the UK

The

managerial functions (Coombs,
managers

has been portrayed

as

(Ballantine et ah, 1998).

following sections of this chapter analyse the empirical evidence collected in

the two Swedish

hospitals selected

as

case-study settings. The hospitals in which the

key issues of the research have been investigated
is referred to

as

hospital Kappa, and

a

are a

major teaching hospital, which

district general hospital, identified

as

hospital

Lambda.

8.2

Teaching Hospital: Kappa

Hospital Kappa is located in

fact,

on

a

County Council that has been created

January 1, 1999 two County Councils and

single County Council. The health

care

one

very

recently. In

municipality merged to form

a

system within this County Council is organised

according to geographically related Health Care districts, each in charge of providing
county and primary care. Hospital Kappa is part of a health care district which serves
ten

municipalities with 280,000 inhabitants. In this health

care

district there is also

a
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district

hospital, where planned basic health

district

hospital function

i.e. planned

areas,

The district

offers

care

centres and various

care

is provided. The university and the
common

clinics), and certain

specialised and performed only at the district hospital.

also through

'specialisthuset' (Specialists' house), which

a

at clinics in different

areas.

Primary

care

is organised in 22

care

clinics1.

With the creation of the

Each

care

twin hospitals, (thus having

surgery, are

provides

specialised

as
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hospital has its

own

County Council the hospital structure has been changed.

administrative organisation, and the twin-organisation model

existing between the regional and the district hospitals has been changed, but the
co-operation between them continues.
the creation of the
1993:

County Council, is the adoption of the Buy-Sell model (Paulsson,

Charpentier and Samuelson, 1996: Lindkvist, 1996). Within this model, which

is very

similar to the British internal market, politically appointed district committees

(purchasers) have been created, who
from

Another important change, introduced with

are

responsible for the acquisition of health

hospitals (providers) and other public

The

provision of health

care

or

private

care

care

providers.

at the district level is highly decentralised, with a

strong emphasis on considering the patient as the main focus of attention, therefore

placing

more

responsibility at the clinical level. Within the health

care

district, the

hospital director has the responsibility of signing contracts with the political district
committee. The director of the

of the

head

a

hospital is supported by

management team composed

hospital director, the assistant hospital director, the chief medical officer, the

nurse

and the divisional managers.

divisional manager

There

are

nine divisions, each of which has

in charge of the operations, finance, personnel and environment.

^or example, district medical centres, child health
clinics.

a

care,

district

nurse

centres and maternity
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are

further divided into

is responsible for each.

other teams who deal with
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approximately 35 clinics, and

an

operational

In addition, the hospital director is supported by

strategic issues, information and communication, and by

a

specific administrative unit, which is organised into departments in charge of finance,
IT, office, and personnel development.

Hospital Kappa is
beds, and which
it is in

serves a

the

regional and

university hospital, with approximately 1,100

a

population of 1.6 million inhabitants. As

charge of all activities related to research: somatic

certain activities

care

a

provided by primary

and basic and emergency care.

population of its health region,

from all

over

the country.

Table Ik shows the

Table Ik

As

care; as

a

care,

a

medical service, and

well, it is responsible for county health

regional hospital it offers specialised

even

though

Established in 1768, is

some

one

departments2

accept patients

Specialty Groups

Musculoskeletal Diseases

Obstetrics

Gynaecology

Paediatrics

Urology

Medicine

Ophtalmology

Surgery

orthopaedic department in which the interviews

Musculoskeletal Diseases

The

for

specialties provided.

Clinical Neurosciences

The

care

of the oldest Swedish hospitals.

Cardio-Pulmonary and Renal Science

The

university hospital

specialty

were

conducted is part of the

group.

orthopaedic department

orthopaedic department of hospital Kappa has

a very

long history and

2For example, paediatric rheumatology and paediatric heart surgery.

a

tra-
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high standard of achievements in academic teaching and research.

department

was

which at present
is

of
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formed at the beginning of the twentieth century, with 140 beds,
have been reduced to 100.

organised into four wards and into sections

so

At the present time, the department
that patients

can

be referred to

orthopaedic consultants with well-established special interests, such

arthritis, hand

The

surgery,

as

groups

rheumatoid

children's orthopaedics, back problems, hip fractures, the lower

extremity fractures and tumors.
The

following tables 2k and 3k show

by the department in the
Accountant of the

to

year

information about the activity performed

2000, and financial data obtained from the Management

department.

For the Swedish hospitals it has not been possible

reproduce costing information similar to that reported for the Scottish hospitals,

because in Sweden there is

is

some

a

no

equivalent publication of the Scottish Cost Book, which

specific project undertaken by the Scottish Office. The figures presented in table

2k have been

reproduced adapting and translating

one

of the financial reports prepared

by the Management Accountant for the Clinical Director. The figures
Swedish Crowns. The
the year

are

expressed in

equivalent figure in British Pounds for the income forecasted for

2000 is £16,594,998 and the equivalent total costs

are

£16,689,683 3.

3The exchange rate has been calculated using an exchange rate of 0.063933 valid at September
2001, through the Currency Converter at www.expedia.com
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Orthopaedic Department Activity

Number of beds available
Patients

discharged

Clinicians'

Number of beds used

100

4,300

activity

Outpatients treatments

Total number of

days of

87

26,000

care

26,000

Outpatients operations

1,577

6,000

Day Cases treatments

1,211

Table 3k Financial Data
Financial

(1) Expend.

(2) Budget

(3) Forecast

Var

Var

Results

1999

2000

2000

(2-3)

(1-3)

Income

241,394

255,690

259,567

3,877

18,173

Staff

97,153

101,118

101,000

118

-3,847

Supplies and services

137,493

159,692

158,870

822

-10,894

Depreciation

1,343

1,178

1,178

0

165

Total Costs

235,989

261,988

261,048

940

-14,576

Net Result

5,405

-6,298

-1,481

4,817

3,597

Costs:

Source

There

Adaptation from: Universitetssjukhuset, Resultrapport 2000.
are

around three hundred

clinicians, 180

nurses,

The person

people working in the orthopaedic department: 40

and 80 clerical staff.

responsible for the department, for both clinical and financial aspects

is the Head of the

Department,

a

clinician who started to work in the department in

1983, and has been Head of Department for two
structure of the

does not

years.

Scottish hospitals, the Head of the

delegate financial responsibility to

accountant based in the

any

In contrast to the organisational

Department of

other

person.

a

Swedish hospital

There is

a

management

department, who works in collaboration with the head of the
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any
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managerial responsibility.

Analysis of the empirical data

In order to collect the necessary

Head of the

Fracture

the

empirical data, five people

interviewed: the

Orthopaedic Department, the Orthopaedic Surgeon responsible for the Hip

Audit, the Audit Nurse Coordinator, the Management Accountant based at

orthopaedic department and the Management Accountant who works

in collaboration with the Director of the

through the interviews

uses

the

same

the data collected in the Scottish

The

as a

controller

Hospital. The analysis of the data collected

conceptual framework adopted for the analysis of

hospitals.

impact of clinical audit

This is the
in

were

hospital in which the Hip Fracture Audit

Chapter 6 (The Hip Fracture Audit). There

in this

area

in the

already

one

already mentioned

longstanding tradition

were

programmes

were

used to this type of

implementation of the hip fracture audit did not encounter

from the medical and

over

a

as

for the arthroplasty of the knee)

Therefore, the clinicians working in the department

audit and the

All

was

invented,

Orthopaedic specialty; during the seventies, two audit

(one for the arthroplasty of the hip, and
started.

was

any

resistance

nursing staff:

Sweden, it differed (sic). [...] from the start at least 1/3 maybe up to

40% of the hospitals joined in, during the 1st year. Then, there has been gradually
an

increase for every year,

and it is

now

about 3/4 of the Swedish hospitals that

participate (Orthopaedic Surgeon, responsible for Audit, Hospital Kappa).

The audit

of

nurse

coordinator of the programme

for Sweden and Europe is in charge

collecting the data from the wards and processing it using the

programme.

She
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hospitals,

it and sends back

processes

a

yearly report, which contains the calculations for the specific hospital and also data
related to all of Sweden. The reports are

prepared according to different categories of

hospitals (district hospitals, regional hospitals, university
each

hospital

The

can

make comparisons within its

hip fracture audit has been considered

own

very

or

general hospitals)

so

that

category.

useful

as

the following comments

illustrate:

the

hospital, the doctors, the head of the departments, become

results, in

a way

they usually

are not

aware

of their

before (sic). Because many factors, like the

pattern of rehabilitation and the outcome of all patients are usually not known, or
known

never

(Orthopaedic Surgeon, responsible for Audit, Hospital Kappa).

Thus, the audit is considered

as a way

of obtaining information

on

the output of clinical

procedures. Hospital Kappa is the hospital in which the hip fracture audit has been
running for the longest period (twelve years). It is interesting to analyse the level of
integration of the audit within the department and its ability to promote changes in
clinical

procedures, for instance modifications in the types of operations using different

prostheses, rescheduling of the
care

pathway of patients

once

use

of the operating theatres, and modifications in the

admitted to the department.

The standardised forms used for

the

nurses

collecting the relevant information

are

filled in by

working in the wards:

When Rikshoft started in 1988 it
nurses

hadn't received any

tired to fill in the forms

registered, they didn't
projects, and

nurses are

since I started to go

was

OK. But at the

information,

on

why they

beginning of 1993, 1994 the
were

doing this,

so

they got

(sic). I don't think all patients with hip fracture

care

for it.

Now, at the university hospital there

were
are

7

bored and they don't have the time to fill in forms. But

around all wards and take the responsibility for all forms they
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thinks it is OK.

Especially

project has given, and how
clinician

now

when I have been out two days talking
We have done quite

we can compare.

a

what the

on

lot actually, the

responsible for the audit and I spoke about the hip fracture two

times last autumn and what

So I think

Thus, it
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we

could do with the

audit, how

or

we measure

three

figures.

they think it is OK (Audit Nurse Coordinator, Hospital Kappa).

that when the registry started there

appears

was a

lack of communication

highlighting the potential utility of collecting the data:
They didn't know why they should do this and what this
they know, since I started to work with the other audit
every

we

increases

send these to them. The number of

so we

must

highlight the

with them and not just

There has been

a

rikshoft didn't
were

me

pressure so

we

elderly increases and the

maps

have

to

new

pressure

the staff thinks it is [...]nice to work

problem with the clinicians

they think they haven't got

as

any

well:

information before, that

give anything back. They didn't receive the information back, that
But today they

expecting.

me now

have asked
is

and I made

boring (Audit Nurse Coordinator, Hospital Kappa).

similar

When I talk to them

asked

nurses

back. But today

ward with all the information about the hip fracture. And when

articles

they

gave

can use

to look at the programme,

the

figures of last

responsible and takes

care

year.

it

more

[...] Actually, they have

they want to look at the forms, and they

I think they think it is good that

someone

for the project. But they don't want to participate

(Audit Nurse Coordinator, Hospital Kappa).

Thus, the orthopaedic

surgeons

working in the unit do appreciate the information

provided by the audit, but do not take part in the data collection. This activity
parallel to the daily activity of the wards,
icians

as

runs

it is performed by the Audit Nurse. Clin¬

might find that participation in the audit data collection is too time consuming:
We have had in Sweden the

knee and the spine.

people felt it like

registry for the hip fracture and

we

have it for the

I think in the beginning when these registries started most

more paper

work and

so.

But within

a

few

years

when

we were

CHAPTER 8.

THE SWEDISH HOSPITALS

getting information back, then
it works

well, and

information of value

understood that this is important. So

everyone

have in the long time

we
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seen

that

we

now

have been given much

(Head of the Orthopaedic Department, Hospital Kappa).

Thus, the project needed time to disclose its potential and to actually be used by
the other

areas

orthopaedic

which needed to be

It is easy to

improved, and to introduce the

explain with

partments in the countries
5 years
if you

there

the other

using

are

are

sorted out. If

departments

are

you

some

or

we see

kind of prosthesis and
anymore,

changes:
that

you see

then

some

see your own cases,

you

with others

you can

check

are not

and don't know what

don't know. You think

you see

that maybe

you are

doing

not.

And

you are

departments that don't have good results they try to get better, because

wants to be in the lower

part

de¬

that after

another and those prostheses that

only

doing, then

you compare

necessary

knee prosthesis. When

or

prostheses that don't work

are more

well, but when

one

hip

a

have that sort of prosthesis

working well

those

The information produced has been used to highlight

surgeons.

no

(Head of the Orthopaedic Department, Hospital

Kappa).

Therefore, within the orthopaedic department of hospital Kappa, the hip fracture
audit

can

be considered to be

the audit is

integrated into its clinical setting. The data provided by

successfully used by the medical and nursing staff, not only for monitoring

their outcomes but also for

making decisions about managing the service. The audit

information has not been used
cedures and outcomes,

changes in

surgery

or

reduction and internal

pain relief.

a

symbolic ritual of evaluation of the clinical

pro¬

but has promoted changes in clinicians' activity, for instance:

techniques (for femoral neck fracture the choice is between reduction

and internal fixation

and

as

arthroplasty, and for trochanteric fracture the choice is between

fixation); timing of the

surgery;

management of pressure sores
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picture of the audit outside the department is slightly different. The clinicians

at the other sites involved in the audit did not

received in the annual report, as
nurse

coordinator would have

That is not
or

as

much

as

a

to go

lot of calculations

feedback

on

the information

expected. I had expected that they should phone
more

in detail.

and still they

printed

on a

are,

others, because if they want they

can

In the first years

it

partly

was

to a certain extent, rather compact.

sheet. So

through them. [...]But I think that

certain purpose.

any

the clinician responsible for the audit and the audit

write and discuss their data

It's

provide

expected:

I had

because the reports were

a

248

some

some

education might be needed

of them

are more

interested than

contact us and get special calculations for

Usually they want, rather urgently, to have

a

certain time

period calculated. Because they need the figures in discussions with the hospital
administrators about resources,
times

and similar things.

That has happened several

(Orthopaedic Surgeon, responsible for audit, Hospital Kappa).

Thus, the clinician responsible for the audit would have expected the other col¬

leagues to
However,

engage

some

in

more

detailed discussion of the data analysed in the annual report.

clinicians have made the audit information instrumental to their

agerial function, using the data in the

budgets. In this
pletion of

a

way,

process

the original and main

of discussion and negotiation of the

purpose

of the audit, which is the

com¬

cycle that starts from the evaluation of clinical procedures and patients

outcomes, identifies

areas

to be improved and should finish with the implementation of

changes in clinical activity, has been shifted towards
mation

man¬

an

instrumental

use

of the infor¬

by clinicians fulfilling managerial responsibilities. The analysis of the empirical

data collected in

Hospital Lambda support this finding,

as

will be further explored in

the next sections.

The
of the

rapid expansion of the hip fracture audit has been considered

success

of the programme.

a

parameter

As already described in Chapter 6, expansion of

CHAPTER 8.

THE SWEDISH HOSPITALS

249

the audit

firstly at the national level and then at the international level, has been

explained

as a

mimicry

external pressure to

process

enacted by the orthopaedic departments in

response

to

introduce systems of control and evaluation of clinical procedures

and outcomes:

It is not

an

obligation, and it is not the hospitals that have done it. It is

specialty organisations. The Swedish Orthopaedic Society, they
It is also

a

sort of group pressure

are

more

promoting this.

most orthopaedic departments are doing this and

those

departments who do not join this Rikshoft and the audits, I think they have

to do

it, because it is strange if

you

don't do it (Head of Orthopaedic Department,

Hospital Kappa).

As
not

already analysed in Chapter 6, the implementation of the audit in Sweden

imposed by law, but

gio and Powell, 1983):
chasers of

care

on

was

due

on one

their

more

was

to a combination of isomorphic pressure (DiMag-

hand 'informal coercive pressure' exercised by the

providers, and

on

pur¬

the other 'normative pressure' exercised

by the medical professionals (the members of the Swedish Orthopaedic Association).
Hospitals

as

providers of health

care were

asked to

prove

that they had implemented

systems for monitoring the quality of care and clinical accountability. This pressure

mostly originated from the rise of expectations within society. Within this context,
participation in the hip fracture audit is utilized
as

the

one

proof of being involved in

of its necessary

programmes

as a way

of obtaining legitimisation,

assessing the quality of

care

has become

requirements.

Thus, the hip fracture audit has proved to be integrated within the orthopaedic
department of Hospital Kappa, and to be effective in terms of contributing to the
management of the provision care. However, there is evidence that at the national level
the

hip fracture audit has been implemented in order to satisfy

an

externally imposed
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requirement. The hip fracture audit is considered by the political administrators to be
a

successful programme

assess

their

quality of

whose implementation

care

that hospitals monitor and

(Lawrence and Synnerman, 2000). In this context, there

is evidence that the function of the audit

clinical

can ensure

as

a means

for

fostering the evaluation of

procedures and promoting and enacting changes of clinical activity has not been

fully achieved suggesting that hospitals symbolically implemented the audit
in order to

medical

provide

in

towards policymakers and the other members of the

profession (Power, 1996, 310).

The response to

The

reassurance

programme

costing information

accounting system of hospital Kappa is considered to be

one

of the most advanced

Sweden, according to both the management accountant working in the orthopaedic

department and the management accountant who works with the Director of the Hos¬
pital. The costing system
as

was

developed ten

years ago.

It calculates costs

per

patients

part of its routine function. This accounting system was principally developed for

billing
nance

purposes,

not so much for managing services. The hospital's department of fi¬

imports basic information

on

patients (e.g.

age, sex,

length of stay) from the

patient information system and information from the various local systems based in
each

department (service departments, laboratory, anaesthetic, intensive

The information recorded

care

by the department consists mostly of clinical data,

unit).

some

de¬

partments have also costing information attached, which is produced for determining

price lists. The detail reached in tracing clinical activities performed
is considered to be

with the

on

the patients

quite good by both the Management Accountant who collaborates

Hospital Director and by the management accountant based within the

or-
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thopaedic department, but it needs to be improved
are

calculated

as

Up until last

average costs

year,

the services that each

of the health

care

as

the nursing and clinicians' costs

for the wards.

departments

were

given

a

fixed budget covering the amount for

department had agreed to provide to the health board purchaser

activity. The Head of the Department holds the responsibility for

meeting the budget, and he has to provide explanations when the budget is overspent.
The Head of the

the

a

Department and the management accountant, who is based within

orthopaedic department, work in collaboration. They have formal meetings twice

month, but informally they might meet several times
We have
I have

an

open

a

day:

relationship. I meet him (The Head of the Department) whenever

something to report and I need to discuss it (Orthopaedic Management

Accountant, Hospital Kappa).

The Head of the

of clinical

Department considers it important to look at the financial aspects

activity:

When you are

following what

but it is also when you
nurses

and doctors and

have had is

we are

doing

you can

follow the number of operations,

follow the accounting aspect
so

on,

the costs for the

you

also

see

it is another figure telling

you

if the work that

you

efficient, I think (Head of Orthopaedic Department, Hospital Kappa).

Thus, costing information is not perceived by the Head of the Department
instrument that clashes with clinical

activity, but rather it is considered

tary information that he needs for fulfilling his managerial role.
that the Head of the

Department is the only

financially. He has not delegated
He

any

person

as

as an

complemen¬

It should be noted

responsible both clinically and

of these responsibilities to

anyone

else.

keeps the other clinicians working in the department informed about the financial

situation:
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report three or four times a year on the economic situation. Most of the doctors

are

specially interested in it, but I do it because

not

think it is

someone

is interested and I

important for them to know (Head of Orthopaedic Department, Hospital

Kappa).

Thus, the other clinicians

are not

interested in the financial situation of the de¬

partment, even if the Head of the Department has developed a communication process

through which he keeps them informed and updated
as

well

as

the financial situation. In

he also writes

a

a

on

the activity of the department

fact, in addition to meetings with the clinicians,

report:

sort of newspaper,

that is spread to all

This is the number of visits,
the number of

day-time

out costs to show to

for

surgery,

our

every

this

our

personnel. This is not the budget.

month, this is the last

year

and last

year

and

year,

so on,

and that's

and

we

print

people working here (Head of Orthopaedic Department,

Hospital Kappa).

The management accountant
of the Head of the

based at the department confirms the point of view

Department:

I do not meet with the other clinicians for
that when I

differently,

was

so

discussing the financial issues. I did

working at the X-Ray department, because that

the doctors

were more

interested.

was

organised

But it is not like that in the

orthopaedic (Orthopaedic Management Accountant, Hospital Kappa).

Thus, the mechanism of decoupling the clinical activity from the financial adminis¬
tration

applies to this context

Head of the

only
are

one

Department does

as

well. It is less strong than in the British context,

assume

as

responsibility for both of his tasks. In this

the

way,

medical professional deals with financial issues and the rest of the clinicians

concerned

this process

only with clinical activity. The Head of the Department closes down in

the possibility of greater involvement because of his centralist approach.
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'decoupling mechanism' does not fully explain why the Head of the Department

adopts such

a

thopaedic unit

managerial behaviour, and why the other clinicians working in the

or¬

not interested in costing issues. Some explanation may be provided

are

by the organisation of the unit. The Orthopaedic Management Accountant pointed
out that she did discuss

costing issues with clinicians when she worked in the X-Ray

department, because that department
interest of clinicians towards

organised differently. It is possible that the

was

costing issues might be driven by the style of management

adopted by the Head of the Department. The different style of management might
result in

a

centralised

decentralised

versus more

of financial information within the

use

clinical units.

However, not all clinicians who work in the department

are

adverse to costs. On this

respect, the Orthopaedic Surgeon responsible for the Hip Fracture Audit comments:
We have

always, I would

say,

been

aware

about the cost aspect in

particularly in the department of Orthopaedics. Maybe it
professor, head of the department, who
Swedish health

care

department has
every year.

a

was

comes

our

from

hospital,

our

former

interested in cost aspects. Also the

system in a way makes us aware of costs in the sense that each

fixed budget, and the department has to negotiate the budget

Within that budget

you

have to take

care

of

an

increasing amount of

patients (Orthopaedic Surgeon, responsible for audit, Hospital Kappa).

Thus, the necessity of becoming

aware

of costing issues

was

raised by the

neces¬

sity of meeting the budget, trying to compromise between the increasing demand for
health
the

care

and available financial

implementation of a prospective

of services. The

1996)
The

as one

use

of the

of this system

causes

resources.

pay

Hospital Kappa is experimenting with

system, using DRGs for determining the price

has been mentioned (Charpentier and Samuelson,

of the increased

awareness

of costing issues

problem of meeting the budget has been discussed

a

lot and the

among

clinicians.

awareness

of costs
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budgets has been put into focus:
The choice between different ways

much
of

more

course

of operating is important of

expensive that the other. We

should choose the

are

cheaper method,

nowadays

very

much

hesitate of

so we

if

course,
aware

course

one

that

is
we

to do very

costly things (Orthopaedic Surgeon, responsible for audit, Hospital Kappa).

This

an

case can

instrument for

the

be considered

as a case

of

'accounting success'

the

the budget is used

as

managing the department. The Head of the Department has accepted

managerial role and the financial responsibility in

with his Scottish

as

a

less conflicting

way

compared

colleagues. This aspect has not altered the decoupled structure of

department. The clinicians working in the department (apart from the clinician

responsible for audit)
interested in

are aware

becoming

more

of the financial aspects of the activity, but

not

involved in exploring the financial implications of their

activity. The Head of the Department is the
Whenever he has to

are

one

in charge of looking at both sides.

change something in the clinical procedures because of

resource

constrains:

It is not

so

much

ment, Hospital

In this context,
still

discussion, it is

more

explanation (Head of Orthopaedic Depart¬

Kappa).

the

core

activity, the clinical work performed by the doctors is

loosely-coupled with the accounting aspects, which

structure. The accountant works with the Head of the

the two of them is there

have any
in the

a

strong collaboration.

interaction with the other clinicians,

same

location. The Head of the

are

part of the administrative

Department, and only between

In fact, the accountant does not

even

though they all physically work

Department has accepted the role of being in

charge of the financial aspect, and appreciates the collaboration with the management
accountant, but the interaction between financial and clinical domains does not apply
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operational level. This analysis depicts

remains

an

interesting story of accounting that

sidelined, it does not penetrate into the 'core activity' of the clinical setting,

and has not been

The
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really absorbed within the clinical structure of the unit.

integration of clinical and costing information within the Hip Fracture

Audit

In

January 2000

following

a

procedures based

up care

The

project started which aims to develop

theory is that

in the

way,

in terms of the process

provision of

The process
for two

care

process

of

care

rather than

on

departments:

every

system

in that direction. We look at everything in the process,

and not in the

sense

of what department is connected to

(Management Accountant, Hospital Kappa).

of care selected for this experiment is Hip Fracture. It has been chosen

firstly, because the

reasons:

which the

the

system for managing and

should reorganise the accounting system and

we

hospital in that

on

a

patient is admitted to the

discharged. And the second

reason

care

path is well defined from the moment in
or

she is

is provided by the fact that there is already

a very

emergency

department until when he

detailed

description of the

clinician

responsible for the Hip Fracture Audit would be the responsible for all the hip

fracture processes
fracture process,
the idea of

process

of

care

of hip fractures provided by Rikshoft. The

in the hospital. He would have devolved

a

budget to

manage

the hip

and for which he would be held responsible. Because of this project,

introducing cost information in the hip fracture audit data base has been

already considered to be the next step to take:
Costs

are

where

we

going to be linked to the Rikshoft registration system,
have

already

a

good information system

think. Because in the Rikshoft software

so

in this hospital,
good analysis I

we can

do

very

registration system

we

collect

a

lot of things
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can

only

we

256

know the price of them. For example

when the patients go to

rehabilitation centres the day cost to be there is something

certain. When

certain type

than

we use a

only parallel hook pins,

for audit,

we

of implant, that might be much more expensive

know the cost (Orthopaedic Surgeon, responsible

Hospital Kappa).

The aim is to link costs to the last two

costs for the

would be

years-patient data for the calculation of total

procedures, and then to calculate

more

detailed information. The data

grouped into different categories, according to the following characteristics:

•

Type of fracture

•

Operation Method

•

Place from which the

•

Sex

•

Age

patients

were

admitted

Thus, the research instrument showing the model in which costs
the

are

matched with

patients' characteristics and the outcomes (presented in Chapter 3) has been looked

at with

interest,

as

well

as

curiosity with regard to the procedure used for its

prepara¬

tion:

I think that series of selected

typical

cases

for the administrators and also to the
a

sort of

background to do it, that

that know

a

like these here could be interesting both

politicians, who make the decisions and need

can

be important. But is also for the clinicians

lot about these sort of story.

The selective

cases

exemplify what

can

happen, and what is hidden behind the figures, the reality (Orthopaedic Surgeon,
responsible for audit, Hospital Kappa).

The

mation

orthopaedic
as a

surgeon

responsible for the audit does not perceive costing infor¬

threat to the clinicians' domain. On the contrary,

he has

a very

clear idea
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and make this information instrumental for

use

He thinks cost information

of clinicians.

can

become

Similarly, the Audit Nurse

data and the information collected
the

synergy

through the hip fracture audit,
can

the costs and the

example how much cost to treat

and

instrument to be used

as

on

the side

between costing

she suggests that

provide the department with

a

tool for

more resources:

Because if you can see

for

an

improving the provision of

the potential of

sees

integration of costs and clinical data

obtaining
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maybe

you can

a

groups

of patients related to that costs,

trochanteric fracture,

or a

cervical fracture,

get more staff for the department (Audit Nurse Coordinator,

Hospital Kappa).

The Head of the

Department welcomes

as

well the possibility of

an

information

system that can integrate costs and clinical data:
It is very

have,

informative when

and I think that if you
you, you see

if you

for

a

it, in this way. Maybe it would be interesting to

have the operation here, maybe

you

would be

you see

what happened

someone

so

many

no one

you see

I think this is useful, it is

people working here to

here what is the cost for

spinal operation,

could add the costs for the operation,

read it like this in column,

interesting for

ask

you

knows. But if

would be interested in. I think it's

a

an

see

a

the patient in front of
good idea. I think that

what costs

arthroscopy,

you see

or

are.

Because

what is the cost

it like this then I think they

good idea (Head of Orthopaedic Department,

Hospital Kappa).

When asked to comment
sible and

the

table, the Head of the Department made

very sen¬

pragmatic comments, suggesting to add the cost of the operation. This

once more

the

on

that his

approach towards costing information is not

as

confrontational

approach of his Scottish colleagues. The Head of the Department

orthopaedic

surgeon

proves

as

well

as

as

the

responsible for the hip fracture audit do not consider the integra¬

tion of the audit data base

as an

invasion of the clinicians' domain. In his view, costs
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through which

patients with their needs. In this

of technical work

cause

it is
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look at clinical activity, and still

you can

way

costing practices would become

a

see

'mirror

processes' (Meyer, 1986), where the cost data acquires meaning be¬

closely related to clinical treatments and patients outcomes,

as

suggested by

Kilpatrick et al. (1998).
The

integration of costs and clinical information is welcomed by the management

accountants

very

as

well. This link between costs and

patients' characteristics is considered

useful:
This information would be useful to
this is
an

one

of the points

interest among

know what is

do

things in

and you

patient but
on

which needs to be reorganised in the

all the people involved. Not just the

happening around the
our ways

don't

see

what happens after

for

the wall and then you

to steer with these

age, or

you

but also, if

you

you

could also take the initiative and
part

your

leave the patients. Perhaps not for each

the fracture. I think this table could be set

could have red figures and

figures then

To create

process.

manager,

Because

green

figures. If

you

want

have to have fresh figures and fast figures to

change them each week something like this (sic). Otherwise is just

historical interest, it
need

process you

process.

if it is appropriate to do this. And not just do

some average,

the wall and

everybody involved in the

has nothing to do with what

figures not older than

week,

a

a

we are

doing today. And then

you

month sometime is too much (Management

Accountant, Hospital Kappa).

Thus, in hospital Kappa, the possibility of integrating costs and clinical data in the
Hip Fracture Audit is

a

concrete project:

That has to be tested
almost
have

a

bit because many

of the decisions

as we

said before

are

fully if not fully made by the medical needs for the patients, and if we could

an

accounting system where maybe

costs and details for a certain

of the patient.
be based

on

But

on

you

could daily know the accumulated

patient that could to

some

the other hand the decision

on

extent guide the treatment

the treatment will always

medical needs. It will, still within reasonable limits, be the

patients'
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well-being that is governing (Orthopaedic Surgeon, responsible for audit, Hospital

Kappa).

As noted
ceived

above, the introduction and utilisation of costing information is not

threat,

as a

needs and the
sanction

a

as

the decision

on

the treatment would still be based

on

per¬

the medical

patients' situation. The combination of costing and clinical data would

collaboration between managers

We appreciate that very

much (the

and clinicians that already exists:

presence

within the department of the

man¬

agement accountant) actually because she can give us feedback on different things,
apart from collecting in the right way all the necessary data for the running
service

of the

(Orthopaedic Surgeon, responsible for audit, Hospital Kappa).

The presence

of the management accountant has not challenged the clinical freedom of

the clinicians:

I

am more

interested in how

long the waiting list is, the number of operations we

are

doing comparing with last

on.

That's in

it

some

way

is

year

more

and

so on,

the number of complications and

so

interesting. But the accounting aspect is a part of

(Head of Orthopaedic Department, Hospital Kappa).

The process

of compromising between the needs of the medical professionals and the

needs of the managers

Usually there
the

are

is still in its infancy, and there
tensions of

leading part. So

much,

so you

you

course.

are

Physicians...they

have to match them,

must hold them back a little bit

some

still tensions to be

are...

it is

very easy to

overcome:

take

of the physicians they talk too

(Management Accountant, Hospital

Kappa).

In this context,
audit

as an

to be

a

real

the suggested potential (Kilpatrick et al., 1998) of considering the

appropriate

area

where meeting clinicians' and managers' interests appears

possibility. The information obtained through the audit itself is integrated
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orthopaedic unit, gaining

cess,

a
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functional role in managing the

in contrast with Power's (1997) portrait of

programmes.

a

symbolic implementation of audit

Moreover, costing information is not perceived

which the clinical
considered

a

activity would suffer

a

care pro¬

as an

managerial colonization;

instrument through

on

the contrary, it is

complementary aspect for the representation of the departmental clinical

activity, showing

a

different attitude from the

depicted by Jones (1997). With this

one

context, the integration of clinical and costing data within the hip fracture audit is not

only possible, but is welcomed by
work, the accounting figures
without

8.3

challenging

General

The Swedish

or

can assume an

and clinicians. Within the audit frame¬

operational meaning for hospital doctors,

interfering in their clinical decision making

process.

Hospital: Lambda

general hospital chosen, which will be called hospital Lambda, is

general hospital located in
Council in which

hospitals.

managers

a

a

small

different County Council from hospital Kappa. The County

hospital Lambda is based has

Hospital Lambda

serves a

regional hospital, and three general

a

community of five municipalities with 90,000

inhabitants.

ft has 240 beds and it

employs around 1,300

registered at the hospital, for the
hospital Lambda

are

year

2000,

persons.

was

The total number of patients

10,975. The specialties provided by

listed in table 1A4.

4The anaesthesiology also includes the intensive
operating theatres.

care

unit, the post-operative ward, and the

CHAPTER 8.

Table IX

in

Specialty Groups
Orthopaedics

Medicine

Pulmonary

Gynaecology

Psychiatry

Anaesthesiology

Radiology

Rehabilitation

Orthopaedic Department

orthopaedic department of hospital Lambda provides inpatient and outpatient

one

ward.

There

of interests

areas

are

eight orthopaedic

of treatment.
shows

some

who

surgeons

are

care

responsible for different

(hips and knees, low back pain, shoulders and trauma), which is not

applied when actually working with the patients,

been
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The

as

each

surgeon

department usually treats 300 hip fractures

detail of the

performs all types

per year.

Table 2A

activity, and table 3A presents financial information that has

provided by the Orthopaedic Management Accountant and here translated and

adapted5.
Table 2X

Orthopaedic Department Activity

Number of beds
Total

days of

Number of

operations

Minutes per
Number of

care

operation

employees

23

Patients treated

1,354

8,110

Average length of stay

5.99

1,726
79,794

Minutes per

patient

Clinicians' visits

174,840
13,056

52

5The equivalent amount of income expressed in British Pounds is: £4,168,648; the equiva¬
£4,462,703. The exchange rate used for the
calculation is: 0.063933 valid in September 2001 at www.expedia.com.
lent amount of total costs in British Pounds is:
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Table 3\ Financial Data
Financial

(1) Expend.

(2) Budget

(3) Forecast

Var.

Results

1999

2000

2000

(2-3))

Income

56,550

65,203

65,631

428

Staff

17,076

17,816

17,745

71

Supplies and services

39,316

47,294

48,850

-1,556

Total Costs

56,392

65,110

66,595

-1,485

Depreciation

35

93

18

75

Net Result

123

0

-982

-982

Costs:

The

analysis of the empirical data

In this

department four people

were

interviewed: the Clinical Director, the Orthopaedic

Surgeon responsible for the audit, the Chief Executive of the hospital and the Or¬
thopaedic Management Accountant. The analysis of the empirical data will proceed

according to the

same

conceptual framework adopted for the analysis of the data of the

previous hospitals.

The

The

impact of clinical audit

orthopaedic department of hospital Lambda became involved in the hip fracture

audit at the
the

beginning of the 90's. The Clinical Director

appears

to be 'sceptical' about

utility of taking part in the Hip Fracture Audit:
Yes, the Orthopaedic
programme

surgeon

who started the registry is

and everybody is in it, but what has

(Clinical Director, Hospital Lambda).

come

very

famous

on

this

out of it that is the question!
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already analysed in Chapter 6 (The Hip Fracture Clinical Audit), and in the

analysis of the impact of the hip fracture audit
doubt whether the
than

in hospital Kappa, there is

implementation of the hip fracture audit in Swedish hospitals other

hospital Kappa has been mostly determined by the necessity to adapt the hospi¬

tals to the external pressure

exercised

on

them to participate in specific

quality improvement. Participation in these
ronment

programmes

would

assure

(i.e. political decision makers and citizens) that the hospital
for the quality improvement of health

programmes

Clinical Director of the orthopaedic
can

programme

be the

The

case.

care

programmes

of

the social envi¬
runs

services. The

systematic

answer

of the

department of hospital Lambda suggests that this

hip fracture audit is highly regarded and everybody takes part in

it.

In

trying to understand why the Clinical Director questions the results of the hip

fracture

audit, he

expresses

his

concern over

the lack of feedback from the national

centre, to which the data collected by hospital Lambda are sent:
We

in this Rikshoft audit and

are

years

later, when

collect

we

data, but it is

of it, so

far

we

we

fill in the forms and

have often changed
a very

care programmes.

old data base and it is

very

get the figures 3 or 4

we

So it's

a

good thing to

hard to get information out

haven't managed to get the data back (Clinical Director, Hospital

Lambda).

The Clinical Director of the

department complains about the delay in receiving feedback

from the central coordinator of the
him

as

registry. He considers the information fed back to

historical:

This criticism has

come

good thing to do but
have the
historical

from many

you

my

can't get data back fast, it takes 2

aggregated data and
data, because 2

contributors to this, in

or

3

you must
years

take it

as

it

comes.

old data is nothing that

or

opinion it is

3

years

a very

before

I think they give
a

head of

a

you

more

clinic from
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to year can rely

problem is
have also

you must

such

must have your own data. And I think that the

on so you

fill in forms, send them to this national centre and

you

must

something for yourselves (Clinical Director, Hospital Lambda).

The Clinical Director does not

fracture
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question the value of collecting information

on

hip

procedures and outcomes. On the contrary, he appreciates the availability of

information, which would be useful for the management of the

care

procedures

provided by the unit. However, the delay in receiving the report from the national
coordinators

a

(which

few years, as

a reason

was a

problem at the beginning of the

for not

making

national coordinator

use

are

as

of the information collected through the hip fracture audit.
collecting the information to be transmitted to the

partly filled out by the secretary of the department, who fills

patients' personal information, and the rest is filled in by the

the

but solved after

confirmed by the Audit Coordinators in hospital Kappa) is adduced

The standardised forms used for

in

programme,

surgeon

who performed

operation:
You fill out these forms and you
see

give it to the secretary and after that

we

don't

anything of that (Orthopaedic Surgeon, Hospital Lambda).

Thus, the clinicians working in the ward fill in part of the forms, but do not receive
any

feedback after the data have been transmitted to the national centre, processed and

analysed. The clinicians working in the department do not receive the audit report:
Not from

Rikshoft, 1 haven't

There

reports at national meetings, where we get some data back, but we don't

are

seen any

get any specific data as far as I know for

personally, maybe they

our

come

to

my

boss.

clinic (Orthopaedic Surgeon, Hospital

Lambda).

Thus, the type of feedback received by the clinicians in the ward is
than direct

more

indirect

feedback, through presentation of the results at national meetings and
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through publications in journals. Despite the fact that the hip fracture audit is not at
all

integrated within the departmental clinical activity, the validity of the participation

in the audit is

appreciated:

I think audit

from

a

projects

are

valuable because there is

large number of patients, and

you can,

a

lot of knowledge to be gained

if you gather data from

many

find out what is useful and what is not useful, and I think it's a valid

places,

knowledge

(Orthopaedic Surgeon, Hospital Lambda).

The audit is

best way

appreciated because it allows clinicians to evaluate and to choose the

of treating patients from the available alternatives.

fracture audit does not appear to

Nonetheless, the hip

be integrated within the clinical activity of this

department. The audit information is received by the Clinical Director but it is not
circulated much among
It

seems

his

that the Clinical Director has

unit, showing

through

the clinicians and

a

adopted

a very

the

managers

of the hospital.

centralised style of management of

policy of retaining sensitive information.

implement within the quality

purchases the
the

among

attitude of unwillingness to share information with his colleagues,

an

Participation in the audit is required
to

less

even

care

as

part of the activity that each department has

The Federation of the County Council

programmes.

on

the basis of the prices set by

care

that each hospital is able to

provided by the hospitals not only

hospitals but also

on

the basis of the quality of

provide:
When

we

do the

about money, we

budget

have

a

special scheme to follow. It is not just talking

also talk about leadership,

staff development, how
So it is not just

we

the

Hospital Lambda).

they

are

doing and

money, money

it's just

we

we
a

talk about quality,

we

talk about

look at the customs, the patients.

part of it

(Hospital Chief Executive,
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already noted in the introduction of this chapter, in the last decade the attention

towards issues of

of health

cares

quality of care has

not

only

on

grown.

the basis of the number of treatments negotiated but also

according to the ability of the providers to
proof that

programmes

The County Councils finance the providers

ensure a

certain level of quality, and the

for systematic assessment of the quality of care

are

in place. The

Swedish

policymakers have placed strong emphasis

levels of

quality, similarly to the British situation after the introduction of the latest

White

Paper (1997). This emphasis

on

recognition by the policymakers that
introduction of the

an

quality

the need to guarantee certain

on

assurance

a

as

the

increase in economic thinking, through the

purchaser-provider system and the

hospital budgets, might have led to

might be explained

use

of DRGs for quantifying

'general dysfunctional effect of overshadowing

quality' (Charpentier and Samuelson, 1996, 163).
The

County Councils make

sure

that all the hospitals have implemented systematic

procedures for the assessment of the quality of
programmes

that

are

We follow the

care.

The hip fracture audit is

one

part of this systematic assessment:
want them to give us a report of what happens.

In

orthopaedics, for example, they shall be with in all national registries and

we

control that

clinics,

they

the

are

we

within all these registers, but

we

don't follow it in the results

(Hospital Chief Executive, Hospital Lambda).

Thus, the implementation and participation in the hip fracture audit becomes
ritualized form of control of the clinical

sis

(1997).

such also

Participation in

a

a

activity, in accordance with Power's analy¬

national audit

programme,

successfully recognised

internationally, corresponds to the logic of isomorphic change,

as

as

discussed in

Chapters 4 (Medical Audit) and 6 (The Hip Fracture Clinical Audit), which is enacted
by organisations and individuals for obtaining the

necessary

legitimisation by the polit-
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by the medical professional associations. Being part of the audit

is the only matter of importance; the

whether the information collected

The response to

managers

do not question further

through the audit is used to implement

any

changes.

costing information

Both

County Council in which hospital Lambda is located and the County Council

where

hospital Kappa is, have chosen the Buy-Sell model; therefore the Federation of

the

County Councils and the County Council

the

providers of care. The decision

is determined

through

Directors of all the

Hospital

on

on

the other.

the

one

hand and the Chief Executive

During this

priorities for their clinics which

political actors, the purchasers of

care.

are

of negotiation,

negotiated with the

Each clinical director is responsible

managing the budget for the specialty of which they

Director of the

This

are

in charge. The Clinical

orthopaedic department does not believe that the introduction of the

Buy-Sell model has actually changed the

way

in which hospitals

are

funded:

County Council has this provider-purchaser division in theory, in practice is

mostly the old story,
war

process

of the hospital. Then, the Director of the Hospital negotiates the budget

managers

for

are

the amount of care that the hospital will provide

departments of the hospital

the Clinical Directors set the

the purchasers and the hospitals

of negotiation. Firstly, this is between the Clinical

a process

and the Director of the

with the

on

are

every year

you

get the money from historical reasons, and you have a

about getting

more money

describing the needs they get the

money,

and those who

are more

fortunate in

the old fashioned war...(Clinical Director,

Hospital Lambda).

He has

has

accepted his managerial role, and in fulfilling his financial responsibilities he

adapted his behaviour to the

new

system:
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My technique is: I
whole patients
money

should

for

a

for the orthopaedic department,

manager

I want to make better

care

project too of course, but I let the

use

the

that I

care

money go

into

my

can

you can never

get

for them, and that
can

get

big budget
up

x

millions

so

that's the

to new nice projects

a way

of manipulating the system. He
a way

for increasing the

financing the activity of the unit, influencing the

determination and

receives support

for the

get some money (Clinical Director, Hospital Lambda).

budget for managing his unit and he has found

that he needs for

so

for good reasons! I try

money

I manipulate the system, I have to be clever, looking

Thus, the Clinical Director has found
the

for them. Because

change something to get better quality. I know that I

project, then I start the project and I

to do

so

the

for everything, I try to describe how to do better

we

way

am
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uses

resources

of budget

process

negotiation through creative accounting. For his managerial role he

from the management accountant. She is in charge of the technical

work, preparing the budgets, determinating the costs for the procedures and writing the
financial reports
every

for closing balances, for all of the operating clinics. They formally meet

month, where they review the financial situation and

any

differences between the

budget and the actual spending:
I have to advise the Clinical Directors when the costs

they have to hold them down. We have
when

they need

me

and it is

very

a

big meeting

are

getting too high and

once a

month, but

we

meet

often! (Orthopaedic Management Accountant,

Hospital Lambda).

The collaboration between the Clinical Director and the

seems

Management Accountant

to be successful:

It is not difficult to convince him to

He is

a

very

active

person,

change something when the figures

are

who takes this to himself and he does things at

(Orthopaedic Management Accountant, Hospital Lambda).

red.
once
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The Clinical Director values the collaboration with the management accountant as
a

crucial factor that

helps him in fulfilling his managerial role:

I have the support

thopaedic
could I be

surgeon
a

of

my

management accountant, because I am an ordinary or¬

and I had not

manager

[...]I try to get

a

so

much ideas of financial issues,

so

I thought I

for the clinic without knowing anything about management

information and

have the Chief Executive who is her

use

her in this for

boss, but I

and I try to

work with her according to

Executive in

a

am

my purposes.

her boss too,

my way, so

that

so

we can

Because

it is

a

we

dualism

foul the Chief

way! (Clinical Director, Hospital Lambda).

Thus, the Clinical Director has found his

way

of 'manipulating' the system using

budgeting and costing information in order to achieve his goals. This clinician has not
distanced himself from

an

accounting information, but

'ordinary orthopaedic surgeon' with

contrast to the

no

typical UK circumstances

uses

it, despite his claim of being

knowledge of management accounting, in

as

described by Jones et al. (1997). He

preciates the support of the management accountant, without perceiving the
of managers

and accountants

as a

presence

threat to his position. However, the involvement

of the Clinical Director in the management
out

ap¬

of the department has been realised with¬

challenging the decoupled structure of the hospital. The Clinical Director is the

only clinician who deals with accounting issues. The other clinicians working in the
orthopaedic department
My boss has
who is

a very

are

not involved in any managerial issue:

great influence on the clinic, and in principle he is the one

deciding (sic) and

everyone

else, like the financial department, is below him

(Orthopaedic Surgeon, Hospital Lambda).

The Clinical Director does not consider the discussion of

other clinicians to be necessary or

managerial issues with the

useful:

They should work with the patients. My work is to interact with the politicians and
the managers

of the hospital. Of

course

I try to inform, but I think

as

few people
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possible should deal with these things. If they trust

as

don't trust
I realise

me

I do it my way.

someone

I

me

I do

job, if they

my

most fond of doing orthopaedic surgery, but

am

must interact and deal with

politicians and

managers

(Clinical

Director, Hospital Lambda).

Besides, clinicians do not show

they do not share
There is
that in

a

any

so

I

can

a

mailbox and

interest it's not
say

we can

really something

I haven't looked at it

Clinicians

was

look it
you

Of

through. But if

you

would dive into and I

very

don't have

am not so

a

special

interested in

much! If I wanted to get that information it

and get

our

budget and

our

financial reports

interested in (Orthopaedic Surgeon, Hospital Lambda).

are aware

of the financial pressures

do not consider themselves

response

as

sort of a financial report each year for our clinic, we get

wouldn't be hard because I could go

easily if I

interest in financial and costing information,

managerial responsibility within the unit:

budget and

our

any

as

actors who

can

that impinge

exercise any

upon

change

hospitals, but they
or

modification in

to financial concerns:
course

you

ments you

have to be

aware

of the costs, but if the patient needs certain treat¬

should do that regardless of the costs (Orthopaedic Surgeon, Hospital

Lambda).

Thus, the Clinical Director has found
of

a way

of coping with the external

pressure

meeting the budget and becoming directly involved in managing the department,

succeeding at the

same

of administrative issues.

showing

an

time, in preserving the 'core activity' from the interference
The Clinical Director makes

attitude that is

'aggressive' in the

process

more

use

of

accounting information

intense than 'manipulative behaviour', it is almost

of interaction with the hospital

managers

and the policy¬

makers.

Thus, accounting information becomes

even more

powerful than

(Lapsley, 2001), in the view of the Clinical Director, it is almost

a

a

'defensive shield'

'weapon' which allows
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him to maintain

medical

a

control system

of the 'core activity', the clinical activity, under the

professionals' domain:

The Clinical Directors do what
do what

they want to do, and

effects of what

they

are

The financial managers

they want to do, then it is

we come

really doing (Chief Executive, Hospital Lambda).

of the hospitals do not have the

of their clinical activity.

selves have assumed

a

non-medical managers

problem. They

our

afterwards trying to repair the economic

directors reduce any

in the decision making

means

to make the clinical

However, the clinical directors them¬

managerial role, preventing in this

attributes and the needs of clinical

The

271

process,

way

interference from the

which remains driven by the

activity.

integration of clinical and costing information within the Hip Fracture

Audit

In this

orthopaedic department, the possibility of integrating clinical and costing in¬

formation in the

hip fracture audit has not been appreciated

addition to the audit data

base, either by clinicians

The Chief Executive of the

by

valuable and useful

managers.

hospital and the Orthopaedic Management Accountant

have shown interest in the research instruments
for

or

as a

showing Costs and Clinical Outcomes

Hip Fracture Patients (Chapter 3), not because of the link between costs and pa¬

tients'

characteristics, but because of the nature of the cost calculations, which

cost per

measure

patient:

This is cost per

that

we are

not now,

patient,

we

haven't it today, but tomorrow perhaps...it is

starting, after this

because

we

year

the hospital shall have cost

per

a

project

patient, but

can't get all this information in the actual system (Chief

Executive, Hospital Lambda).
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The Chief Executive considers the introduction of
the calculation of cost per

patient

an

accounting system allowing

important managerial tool for coping with the

as an

competitive system:
For

surviving

certain

we

quality,

must have the budget in balance, and provide a service with a

so

that patients want to

We also must compare costs

care.

does it

cost to

have

a

are

with the University hospital,

important for

at

lower cost that would be the positive

us, to see

if

we can

do it with

a

compare

modest price. The

how much

same

service

(Chief Executive, Hospital Lambda).

Thus, the implementation of accounting instruments helps the
of

satisfied with the

patient there and how much does it cost to have it here, it is

very
a

here and they

come

in the

managers

process

guaranteeing the survival of the hospital:
This is

a

small

of this

County, and it is much

hospital comparing to other hospitals based in the two biggest cities

have low costs and

hospital
to the

away,

more

good quality, because they

but in small hospitals

as

well

I should

of

you can

are

us, we

safe,

have to show that

you

can't take

a

we

regional

take the acute medicine and take it

big hospitals (Chief Executive, Hospital Lambda).

The Clinical Director welcomes the

fractures,

dangerous for

as

possibility of obtaining aggregated costs

on

hip

the Chief Executive looking only at the cost aspect:

try to be honest with

you.

I think aggregated data for the population

hip fractures, how much it costs, is

it is worthwhile to go

into details

on

a

useful information, but I don't know if

how much

a

patient costs, because it is too

complicated (Clinical Director, Hospital Lambda).

He considers it to be

the

more

important to obtain

County Council, which would help him

knows

a

standardised costing system from

manage

his department.

This clinician

exactly which types of cost information he would like to receive and

The data I
be done

am

use:

asking is to separate the costs for what must be done, what must

immediately and then how much of the elective

care can

be done with the
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more you

have to provide for not delaying the

waiting list. So instead of going into details and discuss the top of the iceberg,
take these

bigger

and

groups

compare

them. It's the

way

I

see

it and what I ask

for, but I haven't got these figures (sic) (Clinical Director, Hospital Lambda).

The clinical director advocates the need to receive

tion to be

and

a

certain type

of costing informa¬

operationalised for managing the department. The combination of clinical

costing data is not considered useful:
To my

we

don't need that data. We know already everything about the

come

here with hips fractured (Clinical Director, Hospital Lambda).

opinion

patients that

It is difficult to

provide

an

explanation for the

reason

behind this compelling

re¬

jection of the potential integration of costs and clinical information. Lindkvist (1996)
suggested that although the introduction of

a

purchaser-provider system stimulates

competition between hospitals for allocation of financial
tition still fulfills

an

a

clinic

develop their clinic in

as a

a

professional

means

sense.

By working harder they

that could be invested at their

own

discretion

get better (medical) results and develop a professionally competitive

(Lindkvist, 1996, 92).

Thus, clinicians
clinic

compe¬

Buy-Sell system with the expectation to:

should be able to raise financial
in order to

professional

important role. The author provides evidence that clinicians have

perceived the introduction of
be able to

resources,

engage

in

a process

of professional competition for establishing their

successful knowledge based unit (Lindkvist, 1996, 102). The decisive resis¬

tance of the Clinical Director of the

utilisation of the information

orthopaedic unit of Hospital Lambda towards the

provided by Rikshoft might be explained

by this 'professional competition'.

as

being enacted
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The Clinical Director has
He wants accurate

a

very

costing data

on
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clear idea of the type of cost information he needs.
the

resources

needed for the staff employed in the

operating theatres, in the orthopaedic wards and in the
That would

the money
very

to have pedagogical dialogue with those on the other side,

me

providers, because the latest 10

these last

10/15

years

work in care?' And

perhaps it could

side

we

have

care

come out

learnt, but

bit, to apply it

the

so

negotiation

process

confused: 'why doesn't

ability of the

reversed process

we

care

try to switch a

it becomes useful (Clinical Director, Hospital Lambda).

use

costing information

reason

use

as an

costing information,

instrument for the

as

investigated in the

he does not need to receive cost information integrated

managers

would need it either. In fact he does not recognise

managers to manage

health

care

and the effectiveness of the

relationship between
have very
small

systems. In a way there has been a

of 'managerial colonization' (Power, 1997a) enacted by the clinicians.

They have learnt how to comply with the political

a

lesson,

the

activity. He already has sufficient knowledge for his needs, in his view.

And, he does not think

is

as a

we on

people,

with the funding institutions, similarly to the Scottish Clinical

previous chapter. For this

we

a

theories

our

have learnt from the economic

we

haven't just learnt it

we

Directors who wanted to receive and

with clinical

side

more

something good out of it, because

The Clinical Director wants to

the

belief,

an over

world, would have fixed it. They haven't done it and

they have been

we on

and

little

there has been

years

strong belief, that economic managers as the head of the county council, they

all from the economic

are

on

help

department:

emergency

provision of

managers

care

and becoming

of increasing the efficiency
managers

and clinicians has been described

good relations with the doctors,

hospital and when

and the climate is

pressure

you go

we are

as

sitting in the

down in the clinics

you

themselves. The

positive:
same

boat. It

know all the people

good here between the staff and the doctors. So it is not

them, it is us! (Chief Executive, Hospital Lambda).

we

and
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hospital Lambda has found

way,

agenda. The

managers

directors to administer the

their clinical work
this context,

in

a

balance between the

managers

and the

professionals. They all work for the survival of the hospital, but each following

own

mains
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an

deal with administrative issues, leaving the clinical

activity of the departments. The other clinicians keep doing

answering to the clinical directors and only for clinical issues. In

clinical audit, and specifically the Hip Fracture Audit

area

which is

programme, re¬

decoupled from the clinical activity of the orthopaedic unit,

correspondence with Power's analysis of the strategies adopted by the medical

fessionals in

reaffirming their autonomy and self-control

on

1997a, 105). The Hip Fracture Audit Programme remains
with clinical

activity. It has been implemented

as one

pro¬

quality assessment (Power,
an area

strictly concerned

of the overall

programmes

of

quality assessment, decoupled from both the clinical daily work and the managerial in¬
formation system.
as a

Therefore, in this context, the hip fracture audit is not appreciated

potential managerial tool. On the contrary, costing information is considered by

the clinical managers to

achieving their

own

be

a

managerial instrument, which they have learnt to

use

for

agenda. According to the Clinical Director, the improvement of the

costing information available should explore

more

the link between the

resource con¬

sumption of the activity to be provided and the organisational demands for coping with
this
his

activity. This type of information would increase his knowledge for accomplishing

managerial role. There is not

anyone

else;

on

any

desire to delegate the financial responsibility to

the contrary, the evidence suggests that the Clinical Director has fully

acknowledged the potential of accounting information for strengthening his financial
control of the unit.

Chapter 9
Conclusions

Introduction

9.1

This research has been focused

on

the

investigation of the potential interaction of

accounting practices and medicine. The decision to undertake
this issue has been made in

answer

practices within organisations and

to the call to

among

an

empirical research of

explore in depth the role of accounting

organisational participants (Hopwood, 1983:

Scapens, 1994).
In

particular, the research has investigated the potential interaction of costing in¬

formation within medical audit. The need to conduct

empirical research which explores

this

integration has been advocated by Kilpatrick et al. (1998). In order to investigate

this

topic of research, it has been

the

necessary

firstly to explore and define the nature of

key dimensions of the context of this study and subsequently investigate the main

questions of the research within the empirical settings. For this
the

the origins and

developments of medical audit have been investigated and analysed in Chapter 4.
This

nated

in

purpose

on

analysis addressed specifically the contested nature of medical audit, origi¬
the

one

hand

by the intentions and

concerns

implementing medical audit procedures, and
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on

motivating medical professionals

the other by the aims and logic
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by political actors. The analysis of the origins of medical

long debate

on

its introduction and

which developed

consequences,

amongst the medical professionals, has highlighted that the implementation of audit
programmes

of

in NHS hospitals

competing hierarchical

can

processes

be regarded

as

the result of

a

negotiation

process

between different bodies of expertise (Power, 1997a,

81).
The government
means

for

considered the introduction of medical audit

introducing managerial instruments for assessing the quality of

evaluating the efficient

use

monitoring the quality of

the NHS

1983)

as

hospitals adopted

care

of enhancing their educational

within specific clinical

a process

areas.

processes,

of 'coercive isomorphism' (DiMaggio and Powell,
programmes.

However, medical professionals introduced medical audit in line with their
over

the nature and the control of these audit programme,

tive

isomorphism'. In this
as a

and

Within this context,

they complied with governmental regulation and introduced audit

has been described

care

of resources. In contrast, the medical professionals regarded

the introduction of audit programmes as a way
and

programmes as a

process,

ritual

through

a process

the implementation of medical audit

own

rules

of 'norma¬

programmes

of inspection (Power, 1996), whose effectiveness has been

questioned (Leading Article BMJ, 1976: Harman and Martin, 1992: Packwood et al.,
1994:

als

Packwood, 1996). In introducing medical audit

medical profession¬

complied with the governmental agenda. However, they adopted

behaviour

the

programmes,

(Oliver, 1991)

quality of

had to be

had to be

care

over

the nature of these

programmes, as

a

'manipulative'

the assessment of

through the scrutiny of clinical procedures and patients' outcomes

organised and implemented according to medical professionals rules. These
clinician-led, separated from other initiatives dealing with quality of

care
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The

been

were

any
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interference from

managers.

Medical audit

programmes

'decoupled' from the 'core clinical activity'.

conflicting nature of medical audit and the effects of its implementation have

investigated in

a

practical setting. The empirical analysis conducted

on

Hip Frac¬

ture Clinical

Audit, has provided insight into the nature of audit

mechanisms

generated by their implementation within specific clinical settings. The

programmes

and the

empirical investigation has highlighted how the implementation of the Hip Fracture Au¬
dit has

and

responded to mechanisms of 'mimetic and normative isomorphisms' (DiMaggio

Powell, 1983). The Hip Fracture Audit

the need for

implementing

programmes

patients' treatment outcomes
within the Swedish

a

was

was

originally developed in Sweden, where

for the monitoring of clinical procedures and

addressed, firstly at local level and then promoted

Orthopaedic Surgeons Association. Hip Fracture Audit started

localised programme at

Hospital Kappa and rapidly

was

as

adopted by 75% of Swedish

hospitals.

Subsequently the Swedish model has been adopted by the Scottish hospitals, with
major changes in the structure
mimic process
with the

In both

on

the methodologies for the analysis of the data. This

has been fostered by the necessity for the Scottish hospitals to comply

legislation, which required hospitals to implement medical audit
countries,

as

Fracture Audit has

nor any

succeeded in

programmes.

the analysis of the publicly available documentation

shown, the nature of the audit

issues oriented. There is not any

treatments,

no

evaluation of the

programme

resource

on

the Hip

is strongly clinical-

consumption of hip fracture

costing calculation. This has proved that medical professionals have

establishing their mechanisms and rules of control

The second dimension which has been

over

clinical activity.

explored is the paradoxical phenomenon of
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costing information in clinical

consists of the fact

ated attempts

that,

made by the British government in the past two decades, which, with

a

a

of accounting instru¬

use

contrasting story emerging from the

professional domain, where clinicians themselves address the need to calculate

and make

The

explored in Chapter 5. The paradox

hand the medical professionals resisted the reiter¬

on one

by clinicians. On the other hand, there is

medical

use

of

costing information in the design of clinical treatments.

investigation of the relentless modifications and innovations of hospital budget¬

ing and costing practices disclosed
in

care,

of similar managerial reforms, sought to enforce the

sequence

ments
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a

scenario in which these reforms

never

succeeded

involving clinicians in managerial activities (Bourn and Ezzamel, 1986a: Lapsley,

1994c: Jones and

not

cease

Dewing, 1997: Jones, 1999). Nevertheless, the British government did

in the quest to

implement

a

continuing

wave

of reforms which tend to be self-

referential (Lapsley, 1994c). The medical professionals answered to this 'institutional
pressure' maintaining their professional structure, unchallenged by the administrative
structure, through the adoption of the 'decoupling'mechanism of the hospital 'core ac¬

tivity'
1978:

as

explained by the institutional theorists (Meyer and Rowan, 1977: Scott et ah,

Scott, 1982, 1983: Covaleski et al., 1993).

The

implementation of accounting practices in hospitals became

of control (Bourn and Ezzamel, 1986b: Lapsley, 1994c),
sented

by hospitals outside the British context,

(1995). Accounting practices

were

as

a

a

ritualistic

means

feature which is also

pre¬

disclosed for instance by Pettersen

not considered by clinicians as a 'neutral instrument

for

providing objective accounts' (Miller, 1994). These practices

the

policymakers for conveying emphasis

on

the efficient

use

of

1990), and the logic of control of clinical outcome evaluation

were

introduced by

resources

were

(Hopwood,

supposed to be

CHAPTER 9.

CONCLUSIONS

280

adapted accordingly. Clinicians did not recognise the validity of this 'means-end logic'

(Carruthers, 1995) for the control and evaluation of their professional activity, and
consequently they did not acknowledge the value of the practices which
to this

are

connected

logic.

However, while the reiterated attempts at involving clinicians in the management
of the

hospitals did not achieve their

shown

by clinicians. It has been shown that clinicians do have

a

series of studies

on

purposes, a

the calculation of the cost of

parallel interest in costing issues is
an

interest in costs,

as

hip fractures have been published in

specialised medical journals (Jensen et ah, 1980: Engesaeter and Spreide, 1985: Holm-

berg and Thorngren, 1988: Borgquist et ah, 1991: Stromberg et ah, 1997: Hollingworth
et

ah, 1993: French et ah, 1995: Hollingworth et ah, 1995). As highlighted in Chapter

5, these studies addressed the need for calculating reliable costs which represent the
actual

that

resource

consumption of hospital

hospital provision of

tion has been considered

for

care

needs

resources

more

financial

In

resources.

Thus, costing informa¬

by the clinicians who published these studies

proving the inadequacy of clinical financial

negotiating additional

with the intention of demonstrating

resources

resources,

and

instrumental

as

as a necessary

tool for

with the funding institutions.

addition, clinicians themselves have addressed the potential for calculating costs

within the framework of data collection and

analysis provided by medical audit. A

series of different studies advocated that medical audit

can

provide

an

appropriate

setting for implementing clinical costing (Wickings et ah, 1983: Ellis, 1991: Cuckow,

1992a,b). The calculation of costs in the audit setting would produce
figures which
medical audit

express

the actual

resource

more

reliable

consumption of clinical activity. Within the

framework, the combination of financial and quality assessment would
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opposed by medical professionals. On the contrary, audit systems would play

an

important function in managing clinical activity. The information produced through
audit programmes,

which

are

clinician-led, would be used for planning budgets, moni¬

toring efficiency and costing alternative treatments.
This

empirical research has investigated, in practical settings, the extent of

tential convergence

a po¬

of these parallel fields of interests. In addition, the analysis of the

empirical evidence has sought to investigate whether there might be significant differ¬
ences

in

promoting and achieving this

convergence

in different settings, i.e. teaching

hospitals and general hospitals, and through the international comparison of Scottish
and Swedish

9.2

A

hospitals. This analysis is illustrated in the following section.

comparative analysis of the evidence of the empir¬

ical research

The results of the

analysis of the origin and development of the Hip Fracture Audit

(Chapter 6) and the investigations conducted in the six
two

previous chapters,

are

case

studies, presented in the

drawn together and analysed comparing the evidence at two

different levels:

1. An

analysis of the similarities and differences between teaching and general hos¬

pitals;

2. An international

comparison between the Scottish and the Swedish hospitals.

For each of the two levels identified

around the dominant themes used to

above, the comparison of the results is organised

analyse the empirical data of each

case

study.
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Similarities and differences between

9.2.1

teaching and general

hospitals

The

comparison of the evidence investigated in the

basis of the three main
the evidence of each

case

•

The

•

The response to

•

The

The

The

areas

of

enquiry which

were

case

used

as a

on

the

basis for the analysis of

study in the two previous chapters:

impact of clinical audit

costing information

integration of clinical and costing information within Hip Fracture Audit

impact of clinical audit

analysis of the empirical evidence collected in the four Scottish hospitals demon¬

strates that in all the four sites the information obtained

of

studies is structured

Hip Fracture Audit has been considered

an

through the implementation

important instrument for measuring and

evaluating the outcomes of the clinical activity performed by each orthopaedic unit. In
all the four sites clinicians

mation has been to

obtained

recognised how valuable the availability of this type of infor¬

them, because of the completeness and reliability of the information

through clinical audit. In all the sites the hip fracture audit has maintained

the characteristic of

of medical

care

being focused only

and its outputs,

on

clinical activities investigating the

confirming the evidence presented by Packwood et

al.(1994). Clinicians have succeeded in obtaining control
and the

a

professional figures involved in it,

way as to

as

over

the objects of the audit

it has been designed and it worked in such

involve medical and nursing professionals only. For this

has been successful in

process

reaffirming the

supremacy

reason,

the audit

of medical professionals in managing
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activities, excluding the participation of non-clinical

possibility of

managers

managers

in it and the

controlling the audit procedures. Medical professionals have

successfully adapted the legal requirements of implementing systematic methodologies
for the evaluation of medical

care

to their

own

objectives and

purposes.

Interesting differences between the teaching and the general hospitals have been
identified while

investigating the effectiveness of the implementation of the hip fracture

audit programme.

In both of the teaching hospitals, the information provided by hip

fracture audit has not been used for

implemented but

no

closing the cycle of the audit. The audit has been

action has been taken by medical professionals in terms of adopting

changes in the clinical procedures following the disclosure of the audit data. In this
respect, hip fracture audit

can

be considered

a

rationalized ritual of inspection (Power,

1997a, 96). In accordance with the critical approach adopted by Power (1997a), hip
fracture audit has been
British government.

implemented

as a response

to the legislation enacted by the

Thus, its introduction has ensured compliance with policy makers'

requirements.
The introduction of

hip fracture audit, in fulfilling the legal requirements had

specific objective: guaranteeing the

necessary

a

legitimation of the hospitals. This has

supported them in 'maintaining institutionalised images of assurance' (Power, 1996,

310). The medical professionals of both teaching hospitals have shown resistance to
the

implementation of changes to established clinical practices. They adduced different

explanations for this. One
lack of the necessary
of

reason

financial

suggested by these clinicians has been linked to the

resources.

Resource constraints have halted the adoption

changes of clinical procedures, because the introduction of these changes has been

associated with the

necessity of obtaining

more

financial

resources

for the hospitals.
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implementing changes in clinical activity has been the

inadequate diffusion of the results of the hip fracture audit. As already discussed in
chapter 7, these

are causes

of audit programmes

external to clinicians' sphere of influence. The introduction

for monitoring and evaluating clinical outcomes implies that the

'logic of confidence and good faith' (Meyer and Rowan, 1977) is challenged:
Evaluation and
the
and

inspection

assumption that

are

everyone

public assertions of societal control which violate

is acting with competence and in good faith (Meyer

Rowan, 1977, 357).

The enforcement for

mentation of

introducing audit

changes to clinical procedures

programmes

can

and the consequential imple¬

be interpreted

as a

violation of medical

professionals' domain, which has challenged the trust in medical professionals' mech¬
anisms for

constructing their 'role-specific knowledge' (Berger and Luckmann, 1966).

Therefore, the need to

preserve

reinforced the ritualistic

implementation of the audit.

A different

this logic of trust

among

medical professionals has

picture is offered by the investigation of the impact of the hip fracture

audit in the Scottish

general hospitals. In these hospitals the information produced

by the hip fracture audit has been used by clinicians for promoting changes in their
clinical

audit

activity. In contrast with Power's (1997a) view of the implementation of the

as

a

'rationalized ritual of

the information

as

a

have

valuable

inspection',

'managerial instrument' by clinicians and

information not

and clinicians have acted

on

provided by the hip fracture audit. The audit has been appreciated

experienced the introduction and the

also for

managers

use

only for obtaining reliable data

analysing in

more

on

managers.

of the audit

as a

In fact, clinicians
valuable

source

of

the outputs of clinical procedures but

detail the impact of the different patients' conditions

on

the
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orthopaedic units. As

as an

a consequence,

instrument for building

up a

clinicians have started

'defensive shield' (Lapsley,

2001) against the systematic policy of rationing the financial

resources

destined for the

hospitals.
In this process,

they do not feel threatened by sharing the information

on

clinical

activity obtained through the audit with other professionals external to the medical
activity. The
the

managers

of the departments have appreciated the possibility provided by

hip fracture audit database to investigate the complexity of

availability of more details

on

processes

non-clinical

background to understand better the patterns of

of the unit for which

reasons

the

of

care.

The

the characteristics of the patients treated in the unit, the

procedures adopted and the outcomes of these treatments allows the
a

core

managers

resource

consumption

they have to calculate and negotiate the budgets.

implementation of the hip fracture audit

programme

with

For these

in the two general

hospitals investigated has been considered successful in making the audit functional to
the

managerial teams and strengthening the importance of clinician-led mechanisms

for the

monitoring and evaluation of clinical activity

The response to

All the

although there

In all the units the

clinician is in

all of the

or

costing information

orthopaedic units analysed in this research present similar managerial organisa¬

tional structures,

a

.

are a

few interesting differences in their composition.

managerial activity is accomplished by

a

directorate team, of which

charge, holding clinical and financial responsibilities. Then, also in

units, the financial responsibility is delegated to another person, a clinical

operational

manager,

who deals amongst other competences specifically with the
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financial administration of the unit.

The

changes in the structures of the managerial teams, following the reorganisation

required by the latest reforms of the NHS, have increased the
about the costs of the treatment which

the units

being

aware

more

A

common

of clinicians

characteristic of

investigated resides in the fact that all the clinicians interviewed agreed that

of the costs of treatments is important. This

knowing whether there
the

they perform.

awareness

expensive

of costs is not

costs in their

are

one.

alternative treatments that

However, the agreement

accompanied by

decision-making

a more

processes

on

awareness

are

is correlated with

cheaper but

as

effective

the importance of being

as

aware

active participation of clinicians in including

and in being

more

involved with the financial

aspects of their clinical activity. On these aspects there are interesting similarities and
differences between the

A

common

work in the

teaching and general hospitals.

phenomenon highlighted by the interviews is that the clinicians who

wards, (the

volved in any

ones

who do not

costing issues. They

the financial situation of the

may

occupy a

managerial position),

unit, but this information is added to the clinical agenda
process

exclusively by the clinical assessment of the patients' need, without
of the

not in¬

be informed during clinical meetings about

only when considered strictly important. Their decision-making

financial aspects

are

resources

inforce the characterization of

needed for the procedures of

hospitals

as

care.

any

is informed

link to the

These findings

re¬

'institutionalised organisations' (Meyer and

Rowan, 1977: Scott et ah, 1978: Scott, 1983) where the medical professionals maintain
the control of the

and

core

activity avoiding to incorporate external logics for monitoring

evaluating clinical activity. The 'decoupling mechanism',

cited

above, is well established and preserved.

as

defined by the authors
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interesting findings, and differences between teaching and general

hospitals, when looking at the reaction towards costing issues of the clinicians who
occupy a

of

The Clinical Director in charge of the orthopaedic unit

managerial role.

Hospital Alpha has totally delegated his financial responsibility to the Operational

The Operational Manager is the

Manager.

accounting issues of the unit. She is the
the

person

person

responsible for dealing with the

who works with the budgets and with

analysis of the variance between budgets and actual costs, in collaboration with the

management accountant in charge of the unit. The Clinical Director of hospital Alpha
has

never

met the

management accountant. He has distanced himself completely from

the financial issues related to the clinical

with Jones's et al.

medical

(1997) analysis of clinicians attitude towards the resistance of

professionals in assuming

Accounting instruments such
as

instruments which

holds

introduction and the

use

the unit is associated with

answer

be

can

'ritualistic function'

a

activity, and this behaviour is in accordance

to the means-end

of

a

as

an

active role when dealing with accounting issues.

budgets and costing information

are

not considered

functionally used for managing the unit.
as

it is

The budget

totally ignored by the Clinical Director.

The

costing information in determining the clinical activity of
policy of rationing the provision of care. These instruments

logic (Carruthers, 1995) attributed to them by the political

regulators. Accounting practices have been used by the institutional political actors
as a means

care

for

conveying

an

emphasis

on

the efficiency (Hopwood, 1990) of the health

provision, trying to change the logic for legitimating clinicians' actions. Clinicians

have not

processes

complied with this shifting of the basis for legitimating their decision-making
and the related forms of control of clinical activity.

A similar attitude is held

by the Clinical Leader of the orthopaedic unit of Hospital
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However, in this unit the Clinical Leader participates to

financial administration of the unit.
to deal with the

The Clinical Leader

a

certain extent to the

helps the Clinical Manager

budget. Although the clinical and the accounting activity

are

kept

separated, the Clinical Leader and the Clinical Manager work together, matching their

specific expertise within

an

environment of 'healthy tension'. They acknowledge the

importance of combining their different perspectives, (the financial and the clinical

ones), in order to administrate the unit.

The accounting instruments such

as

the

budget have been instrumentalised by the Clinical Leader. It does not inform his clinical
decision

making

process,

but it is manipulated

the funding institutions,

pressure over

as

the

instrument to address financial

as an

resources

used in the unit overspend the

funding stated in the budget.
The Clinical Directors of the

ent

general hospitals investigated have assumed

differ¬

position towards their involvement in costing issues. The Clinical Director of the

orthopaedic unit of Hospital Gamma has established
torate

a

a

close interaction with the Direc¬

Manager and the Directorate Account. Indeed, the

accountant in the

ing

a

managerial team of the unit,

link which bridges the

The Clinical
established

gap

can

presence

be interpreted

of the management
as a way

of creat¬

between the clinical and the administrative domains.

Director, the Clinical Management and the Directorate Accountant have

a

communicative mechanism

through which

a

closer integration between

planning and action systems has been achieved. This finding supports Pettersen's
gestion (1995) of the need to
activities in

a

process

engage

sug¬

the actors involved in clinical and managerial

of active communication in order to share the different cultural

backgrounds.

Similarly, the Head of the clinical service of the orthopaedic unit of Hospital Delta
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is involved in the financial administration of the unit.
know the costs of the

care

do have

the financial implications of the

an

impact

on

directorate team of the

service has established

the unit

provides

as

he is

He considers it

aware

care

important to

that consultants' decisions
provided. As well

as

in the

orthopaedic unit of hospital Gamma, the Head of the clinical
a

process

of integration between his clinical expertise and the

managerial competences of the Clinical service Manager and the Assistant Finance
Director.

an

The clinicians in

charge of the orthopaedic units of the general hospitals have shown

attitude towards

being involved in the financial management of their unit which is

less confrontational than their

colleagues based in the teaching hospitals. The

behind this difference in attitude
of the

might be explained by

general hospitals compared with the teaching

teaching and general hospitals develop
needs further

The

ones.

different cultural environment
The investigation of whether

different cultural environment is

enquiry. This study has highlighted that there

in the attitude of the medical

further

a

a

investigations of the

are

issue which

an

important differences

professionals interviewed, and in doing

reasons

reasons

so

it promotes

behind these different approaches.

integration of clinical and costing information within the Hip Fracture

Audit

The

findings related to the opportunity to integrate costing and clinical activity within

hip fracture audit show similar attitudes
pitals investigated apart from
of clinical information with

by clinicians

as

one

among

the clinicians and

managers

of the hos¬

of the two general hospitals. Overall, the integration

costing data within hip fracture audit has been considered

potentially useful. This utility has been defined by the clinical directors

CHAPTER 9.

the

as

CONCLUSIONS

290

ability to demonstrate the impact of patents' case-mix composition

source

on

the

re¬

consumption of the units. However, almost all the clinicians interviewed claimed

that the medical

There is

be used

by

professionals would not be interested in the costing figures.

suspicion of the
managers.

way

in which the combined clinical and costing data

may

The Clinical Director of hospital Alpha commented that this

type of information 'needs to be handled intelligently', as figures can be easily produced
but most of the time

they

in

suspicious about the combination of costs and clinical informa¬

hospital Beta

tion

as

was

he associated the

are

meaningless. Similarly, the Clinical Leader interviewed

integration of the clinical data with costing information to

benchmarking exercise and its potential distorted utilisation by

non

a

clinical members

of the management.

The Clinical Director based in

mation useful for clinicians

the data.

the

as

they would not be interested in the costing element of

Thus, clinicians do try to distance themselves from

accounting domain,

mation is still

as

interpreted

a

closer involvement in

Jones et al. (1997) demonstrated elsewhere. Costing infor¬
as a means

by either using figures which
or

Hospital Delta did not consider this type of infor¬

are

for non-clinical

managers

to relate to clinicians

not related to actual needs for the clinical activity,

using these figures for benchmarking clinical activity only to justify the political

decision of

constraining the financial

All the clinicians interviewed

resources

case

As already highlighted in the analysis of the

studies, clinicians considered dealing with financial aspects to be the

agers' responsibility. This type of information would provide

claiming

care.

agreed that the integration of costing and clinical in¬

formation would be useful for managers.

single

for the provision of health

more resources.

managers

man¬

with evidence for

These findings reinforce the argument that hospitals present
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well-supported 'decoupled structure'

The medical

and

as

described above in the theoretical framework.

professionals do not consider it appropriate to produce integrated clinical

costing data within hip fracture audit. As clinicians

are more

interested in the

analysis of clinical procedures and outcomes, the audit itself has to be concerned only
with clinical activities.

They do consider it appropriate for the

information, but not for control
more

financial

This

resources

in the

purposes,

negotiation

point of view is shared by the

and Clinical Nurse

only

managers

to receive such

evidence of the need for obtaining

as

process.

managers

themselves. The Clinical Managers

Managers all agreed that the integration of clinical and costing

information would be

extremely useful in the

process

of planning and budgeting the

activity of the unit. The Operational Manager based in Hospital Alpha and the Clinical

Manager based in Hospital Beta agreed
it would

help them in gaining

conditions and the treatments
information collected

the importance of such integration because

better insight into the complexity of the patients'

required. They

were aware

Hospital Delta,

even

to

a

of the

though they knew about the audit, did not

by the hip fracture audit

extension of the information which they already

necessary

use

the Clinical Service Manager and the Assistance Finance

consider the additional clinical information collected

essary

of the potential

though the hip fracture audit and the possibility of integrating

it in their work. In contrast,
Director based in

a

on

use.

as a nec¬

They strongly considered it

for them to look at the activity performed by the department only according

financial

perspective. In this

way

they reinforced the clinicians' point of view of

keeping financial administration separate from clinical activity.
A

completely different situation has emerged at hospital Gamma. The consultant

interviewed welcomes the

opportunity of integrating costing and clinical information in
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Hip Fracture Audit data base. Costing information in this

more

reliable and

meaningful for clinicians,

as

way

would be considered

it would be correlated to the outputs of

the treatments

performed. This integration would produce cost information considered

functional to

clinically-led decision making

a

process.

This evidence supports the

sug¬

gestions of Ferguson and Lapsley (1989) and Kilpatrick et al. (1998) of the potential for
clinical audit to be linked with

costing information. Through this link clinicians might

perceive costing information less
actors for

as a

instrument enforced

obtain

them by the political

upon

emphasising only the efficiency means-end logic (Hopwood, 1990), but rather

functional instrument in the decision

The

and

as an

making

hip fracture audit is already used by the

more

resource

detailed information for

process

and budget negotiations.

managers,

clinical and financial, to

investigating the link between patients' conditions

consumption. The Directorate Management Accountant has already used

the audit information
ations formed in the

as a means

of

improving his understanding of the costing vari¬

hip fracture patients, and he has the intention of establishing

a

systematic link between the hip fracture audit data base and the financial data base.
These

findings challenge the representation of the audit

inspection' (Power, 1997a),
of the directorate team,

non

clinical managers

clinical managers, as
of their

are

space

'rationalised ritual of

in the managerial activity

taken according to the results of the audit. The

appreciate the opportunity to share clinical information with the

they achieve

a

better insight into clinical activity. This sharing

specific knowledge has helped to involve the Clinical Director in the financial

process

terms of

the audit has found its

and actions

administration of the unit.

a

as

as a

Thus,

as

suggested by Pettersen (1995) the activation of

of communication between the different roles has made

a

positive impact in

making accounting information instrumental in the decision-making

processes.
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comparison between Scottish and Swedish Hospitals

The

comparison of the results of the investigation of the Swedish teaching and

eral

hospitals with the Scottish

ones

gen¬

presents interesting contrasts. The results of the

investigation of the Swedish hospitals and the comparison between them and the Scot¬
tish

ones

is

presented following the

between the Scottish

same

teaching and general hospitals. Therefore, the analysis will be

presented according the three main

The

framework used for the comparative analysis

areas

of enquiry listed in the section above.

impact of clinical audit

The first

point to be analysed relates to the impact of the introduction of clinical audit

in the Swedish

hospitals, and in particular how this differ from the Scottish hospitals.

In both countries'

proved to be

an

hospitals hip fracture audit has been considered beneficial because it

appropriate

means

for obtaining information

procedures. The Swedish clinicians,
introduction of the audit

as

well

as

the Scottish

on

ones,

the outputs of clinical
have appreciated the

projects because of the completeness of the data they make

available to them.

However, the level of integration of the audit with clinicians' activity differs sig¬

nificantly between the teaching and general hospital. In the teaching hospital the hip
fracture audit is very
mation is used

process

been

much integrated into the daily clinical activity. The audit infor¬

by the Clinical Director of the orthopaedic unit for the decision-making

and changes to the

implemented in

dures. Once more,

areas

ways

in which the procedures of

care are

performed have

where the audit showed the need for modifying these

proce¬

this finding challenges the ritualised image attributed to the audit
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by Packwood et al. (1994) and Power (1997a).
In this

hospital the hip fracture audit has provided clinicians with

information which

a source

of

improves their knowledge of the procedures and the outcomes of the

treatments, as they vary according to the composition of the patients' mix treated.
The information made available

by the hip fracture audit has not only been considered

valuable but also it has been used for
this respect,

influencing and shaping clinicians' decisions. In

the Swedish teaching hospital differs from the Scottish

evidenced in the

through which the audit has become

a

a process

of 'normative isomorphism'

'ritualised' mechanisms of clinical activity review,

to them for maintaining the legitimisation of the political environment, and

which has not been transformed into

making

As already

previous section, the Hip Fracture Audit in the Scottish teaching

hospitals has been implemented according to

necessary

ones.

a

mechanism instrumental in clinicians' decision¬

processes.

However, the ritualistic implementation of hip fracture audit characterised by the
Scottish

teaching hospitals, is also exhibited by the Swedish general hospital.

The

analysis of the empirical data collected in hospital Lambda, demonstrated that the
orthopaedic unit of this hospital became part of the Swedish Hip Fracture Registry

answering to the

pressure

of health care, over

grammes

exercised by the political institutions funding the provision

the hospitals. The hospitals had to

prove

they

part of pro¬

for the systematic review of the quality of care they provide, and the Swedish

Hip Fracture Registry
and manager, a

was

successful

considered, by the political actors and the hospital director
programme

for monitoring the quality of care. In fact, in the

orthopaedic unit of hospital Lambda the Clinical Director does not
obtained

were

use

the information

through the hip fracture audit for managing its unit, and the other clinicians
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working in the unit do not receive
a

any

feedback from it. Thus, these findings reveal

picture of the implementation and the integration of the Hip Fracture Audit in the

Swedish

general

general hospital which is antithetical to the image depicted for the Scottish
ones.

In fact,

as

fracture audit has been
decision

making

process

The response to

The

already discussed, in the Scottish general hospitals, the hip

operationalised within the clinical activity and the managerial

of the clinical directors.

costing information

analysis of the empirical data of the Swedish hospitals has revealed

difference between the Swedish and the Scottish
the Clinical Directors have not

person,

an

settings. In both Swedish hospitals,

delegated their financial responsibilities to

in fulfilling their managerial role.

important

any

other

On the contrary, they have accepted the

responsibility to look after the financial dimension of their units. In accomplishing this
important role. In fact, both hospital clinicians

duty, accounting information plays

an

do consider

important and complementary aspect

costing information

an

necessary

for

the importance of understanding and using

ac¬

managing the clinical activity of the unit.
Clinical Directors also

counting instruments such
of the

agreed
as

on

budgets and costing information. The Clinical Director

orthopaedic unit of the general hospital strongly affirmed that costing information

is necessary

for him in order to achieve

of its unit and to
with the

use

a

better insight into the

resource

consumption

appropriately accounting figures in the negotiation of the budgets

funding organisations. In both

cases,

oration with the management accountant.
accountant works within the

the Clinical Directors work in collab¬

In the teaching hospital, the management

orthopaedic unit. In the general hospital the

manage-
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ment accountant looks after several

consider the support
them in

specialties. In both hospitals, the clinical directors

of the management accountant of crucial importance for helping

understanding the financial figures and managing the budget.

Thus, these clinicians have not distanced themselves from their financial responsi¬
bilities and from

using accounting instruments,

teaching hospitals. They do not perceive the
as

a

as

has been the

presence

threat to the exercise of their 'clinical freedom'.

is welcomed

by the Clinical Directors,

as

case

in the Scottish

of the management accountant
On the contrary

this

presence

the sharing of competences and knowledge

between the Clinical Directors and the accountants is considered essential in order to

manage

In

the orthopaedic units.

common

towards the

with the Scottish

hospitals, the positive attitude of the Clinical Directors

necessity and the utility of accounting information has not modified the

'decoupled' structure of the units. In fact, the clinicians who do not
position

are

occupy a

managerial

not involved and do not take into consideration accounting issues in their

daily clinical activity. However, there is evidence from the findings analysed in the
previous chapter, that in the orthopaedic unit of the Swedish teaching hospital, there
are

clinicians interested in

costing information. For this

of the unit discusses financial issues

unit, and publishes

an

reason,

during meetings with the clinicians working in the

internal journal in which cost information is provided along with

other clinical issues. This

mechanism' is less strong

finding

can

be interpreted

than in the

case

as a case

In contrast,

are

in which the 'decoupling

of the Scottish teaching hospitals.

Clinical Director does discuss financial issues with his clinical
not all of them

the Clinical Director

colleagues,

even

The

though

interested in this aspect.

the Clinical Director of the Swedish general hospital does not share

any
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financial information with the other clinicians
choice not to do so, as
other clinicians.

working in the unit. It is

he does not consider financial issues

a

a

deliberate

matter of concern for the

Dealing with the financial aspects of the unit's activity is

an

exclusive

responsibility of the Clinical Directors and the other clinicians have to deal only with
the clinical issues.

Thus, the most important difference between the Scottish and the Swedish hospi¬
tals resides in the less conflictual

their involvement in

position adopted by the Clinical Directors towards

managing the financial administration of the units. As suggested

by Coombs (1987) the Swedish clinical directors
because of the 'dualistic

in

as

'doctor-managers'

approach adopted to their role' (Coombs, 1987, 403). In fact,

accomplishing their managerial role they have integrated financial issues within their

clinical wisdom. The

cians appears to

Scottish

meaning attributed to accounting systems by the Swedish clini¬

be different from the meaning attached to accounting systems by the

colleagues. They do not regard accounting information

constraining their clinical activity,
it

be defined

can

as a

'defensive shield'

This

on

(Lapsley, 2001) in the

ferent attitude. It would be worthwhile to

process

government modified the provision of acute

reasons

leading towards this dif¬

investigate whether this difference between

tigation, might reside in
Sweden.

care

in which the Swedish

through the NHS, and the

perceived these reforms and have answered them. Or another

justify the different behaviour
a

among

use

of budget negotiation.

Scottish and Swedish clinicians finds its roots in the different ways

could

instrument for

the contrary they value the opportunity to

finding calls for further investigation of the

clinicians

as an

way

in which

reason

which

clinicians, and which calls for further inves¬

different educational systems for medicine in Scotland and
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integration of clinical and costing information within the Hip Fracture

Audit

The

findings related to the investigation of the potential integration of clinical and

costing information within the hip fracture audit present interesting similarities and
differences between the Scottish and Swedish
clinicians and managers

hospitals. The attitude of the Swedish

of the general hospital towards

a

potential integration of cost¬

ing and clinical data within the hip fracture audit data base, is
attitude shown

by clinicians and

managers

in

one

very

similar to the

of the Scottish general hospitals and

by clinicians in the Scottish teaching hospitals. As pointed out previously, the Swedish
Clinical Director of the
information
is

a

orthopaedic unit of hospital Lambda does not consider costing

clinicians' matter of

important for clinicians who

clinical

concern.

occupy a

knowledge. What he needs is

an

In his

point of view, costing information

managerial position, and they already have
accurate costing system which highlights the

consumption for the different types of activity that the unit has to provide.

resource

This accurate

strating the

costing information is needed by clinicians

resource

as

strong evidence for demon¬

needs of the unit in the negotiation of budgets with the hospital

chief executive.

The

integration of the audit data base with costing information would not provide

the Clinical Director with

hip fracture audit

as a

a

functional

managerial instrument, since he does not regard

valid practice for managing the provision of care. This contrasts

with the

suggestions of Kilpatrick et al. (1998), but it might be justified by the fact

that the

participation of the orthopaedic unit of hospital Lambda to the Hip Fracture

Audit is necessary

for complying to the 'normative pressure' exercised by the medical
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professionals and the policymakers,
managers

did not

with clinical data.

agers

as

express

as

analysed previously. Interestingly, the financial

interest in the possibility of integrating the costing figures

Thus, the attitudes demonstrated by the clinical leader and the

of the general hospital reinforce the 'decoupled' nature of hospital organisations

discussed in the theoretical framework. The non-clinical managers

in the clinicians'

not

participate in

gues

sphere, and clinicians who do not
any way

occupy a

in managerial activities. The Clinical Director strongly

for the need for accurate and useful costing information

The

as

a

dif¬

findings of the Scottish teaching hospitals and the

interviewed welcomed the opportunity to link costs to the

audit information. Both managers

and clinicians appreciated the possibility of linking

specific patients' characteristics in order to

use

this information for planning

managing the service.

The

integration of clinical information with costing data is not viewed

leading to

a

managerial colonization of clinicians' domain. The

data does not pose a

fact, costs

are

as a process

presence

of the cost

threat to clinicians' freedom in their decision-making

regarded

however substitute for
for

the unit.

already been taken into consideration by clinicians and accountants.

All clinicians and managers

In

over

general hospital, the integration of the hip fracture audit data base with cost

information has

costs to

ar¬

this knowledge would

analysis of the findings related to the Swedish teaching hospital portrays

ferent scenario. In contrast with the
Swedish

did not interfere

managerial position do

strengthen his competence for exercising clinical and financial control

and

man¬

as

additional information

on

clinical activity.

process.

It cannot

patients' medical needs and does not therefore provide

governing clinicians' decisions

on

a

basis

treatments.

In this context clinical audit appears to

be

an

appropriate

area

in which the inte-
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gration of clinical and cost data would meet the interests of clinicians and

managers,

supporting the suggestion made by Kilpatrick et al.(1998). The integration of the audit
data base is not considered

as a

process

which would weaken clinicians' control

over

hospital 'core activity'. On the contrary, the availability of costing information to

the

medical

professionals is perceived

ernance.

and

The

as a way

of strengthening clinicians' sphere of

integration of cost data within the clinical audit framework of collecting

analysing clinical activity provides clinicians with

which

they

gov¬

can

an

information system through

choose between treatments with alternative

allows them to 'make choices

more

use

of

resources

and which

explicit, without compromising their medical ethos'

(Coombs, 1987, 401).
9.3

This

on

Concluding comments
study has responded to the call for further research made by Kilpatrick et al.(1998)

the

potential integration of costing information within the

objectives of the present research have been focused

•

Whether clinical audit
clinical and

become

To what extent clinicians

•

Whether clinicians' interest in costs

as

exploring the following issues:

appropriate setting for the integration of

are

interested in

can

costing information

be

interpreted

instrumentality in their decision-making

In order to

addressed

an

of clinical audit. The

costing information and clinicians' and managers' domains

•

versus

in

can

on

area

as an

issue of legitimacy

process.

investigate these issues, medical audit and costing information have been

key dimensions of the present research and it has been necessary to explore

depth the empirical nature of medical audit and the extent to which cost information
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informs clinicians in their activities.
within

The

empirical investigation of these dimensions

specific medical audit project (The Hip Fracture Audit) conducted in hospital

a

organisations which differ in terms of nature (Teaching

versus

geographical location (Scotland and Sweden) has provided
medical audit and the different mechanisms

an

General Hospitals) and

insight into the nature of

through which audit

programmes

have been

developed within different hospitals by the medical professionals. Similarly, through
empirical enquiry into the meaning attributed to the implementation and

use

of costing

systems by the medical professionals it has been possible to investigate whether cost
information

The

can assume a

functional role in clinicians'

activity.

analysis of the objectives of the research and of the empirical evidence has

been informed

by institutional theory

as

developed within the organisational sociology

approach. As highlighted in the comparative analysis of the empirical data, in the
vious sections

presented above, the findings disclose

a

pre¬

scenario in which the extent of the

application of the 'decoupling' mechanism by medical professionals within the chosen

hospital settings affects in different

ways

the nature of the medical audit

programmes

investigated within the hospitals. Amongst the Scottish hospitals the teaching
present a stronger 'decoupling' mechanism than the general hospitals.
context

ones

The Swedish

presents a situation in which the teaching hospital has integrated the audit

programme

within the clinical activity and the general hospital has shown

coupled structure. These findings highlight that investigation of the
different clinicians' behaviour cannot be

might be

an area

a

reasons

strong de¬

behind the

fully explained by institutional theory. This

for future research, looking at whether these differences might be

generated by different procedures adopted by the Swedish and British governments in

implementing NHS reforms, which

were

enacted through different

process

of interaction
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might be

a

different educational system for medicine in Sweden and Scotland.

a

fertile

area

for future research.

Moreover, the finding related to the enquiry of the interests shown by clinicians
towards the function of

of

ence

a

costing information in their activity, while reaffirming the

strong separation between clinicians' and managers' sphere of action also

proved that there

are cases

doctor-managers

as

audit could become

a

find

managers

situation in which

some

a

point of

conver¬

clinicians have become

hypothesised by Coombs (1987).

Within these contexts,

arena

in which clinicians and

The Swedish hospitals present

gence.

pres¬

a

the suggestion made by Kilpatrick et al. (1998) that medical

framework for

in which clinicians' and

tion has received different

integrating clinical and cost information, and

managers' domain

answers.

can

find

a common

as an

ground for interac¬

Among all the hospitals investigated, the potential

integration of costing and clinical data within the hip fracture framework has been
welcomed in the Swedish

finding

proves

teaching hospital and in

that clinical audit

can

be

a

feasible setting for reaching the integration of

costing and clinical information, and for providing
and clinicians

have

can

share their

Scottish general hospital. This

one

a common

respective knowledge. The

ground in which

reason

managers

why these two hospitals

recognised the importance and the usefulness of this integration between cost and

hip fracture audit information might reside in the desire of clinicians for establishing
their clinics

The

'successful

knowledge based units',

implications related to the

a means

an

as

for

use

area

for future

suggested by Lindkvist (1996).

of systematised financial and clinical information

strengthening professional competition

additional

as

enquiry.

among

medical professionals

as

opens
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investigation of the research issues, this study has highlighted

significant differences between teaching and general hospitals, and be¬

tween the Scottish and the Swedish

for further

hospitals. A future object of enquiry which calls

investigation is the determination of the

explanation

may

general hospitals

reasons

for these differences. One

lie in the different organisational cultures developed by teaching and
as a consequence

of their different functions and responsibilities. Al¬

ternatively, these differences might be the result of the views held and presented by
individual

personalities who have the ability and

fluence the attitude and the responses
these differences

a

positions through which in¬

of the organisation. Another possibility is that

might be attributed to

a

tion and its work due to the nature of the

have

occupy

different level of complexity of the organisa¬

activity performed. Teaching hospitals would

higher level of complexity than general hospitals. Thus,

tions have been disclosed which

reality of hospital settings.

more

challenging

ques¬

expand the possibilities of investigating the complex
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