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IMPROVING HEALTH CARE INSTITUTIONS
An Action Research Approach to Organisation of Complex Systems
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Organisation is a major tool for integrating changes within the health care system.
Organisation may be formulated, but it is sometimes forgotten that it is a dynamic
process which exists in the minds and actions of the members of an imstitution.
Attempts to alter organisation in any significant faghion, must therefore be seen as
attempts to alter people’'s minds. This is not easily achieved by directives to

change which are typically experienced as confusing and coercive. Constructive organ-
isational change can occur through dialogue if members wish to participate. During the
dialogue, the researcher develops and tests explicit conceptualisations and models of
social structures and forms of social regulation; in return the member experiences an

expansion 0f awareness and influence.

INTRODUCTION

Organisation, the social regulation of human
interaction for some social purpose, is the
major problem of the twentieth century. 1Its
effective operation, leading to fulfilment of
the social aim, depends on the commitment and
cooperation of the persons involved. Organising
work in complex systems has revealed the
difficulty of creating social structures which
promote both individual values and collective
goals. This ia due to the increasing scale and
amount of work, the passage of power to men work-
ing in oupa} greater autonomy in the conduct
of work“, and a rapidity of change in the work
and its context3,

These phenomena are immediately recognisable in
health services in which developing professional,
technological and social methods of work abound
and interact within a turbulent economic and
political environment. The increasing scale of,
and expenditure on, health care has led to
governmental involvement in its organisation and
fuelled a desire for system changes aimed at
improving efficiency, effectiveness and equity.
Though the organisational solutions are currently
unavailable, over 40% of WHO member states are in
a process of gome form of unification of more-or-
less independent health services within a
national health care institution.4

It is often forgotten that modern organisation is
a youthful and primitive social experiment, and
that "our brilliant technological skills are
shackled to ghe shambling gait of an institution-
al Caliban", It is perhaps surprising that
health care systems work at all. Criticism of
the malfunction of inatitutions in developed
countries typically sidestep the task of putting
things right or offering acceptable alternatives®
Similarly, in developing countries, there has
been great concern with medical technologies and
health policies but insufficient study of the
organisational mechanisms whereby these may be
implemented.

The research of the Health Services Organisation
Research Unit (HSORU) which is aimed at under-
standing and improving the organisation of
health care within the U.K. National Health
Service (NHS), has provided unique access to
these problems over 18 years, The Unit has
primarily been concerned with changes in the
framework within which health gservice work
(defined by those reaponsible) could be carried
out, rather than with technological, programmatic
or policy changes. The first aim of this paper
is to expose some of the HSORU agsumptions and
methods and place them in the appropriate
scientific context.

It seems reasonable to assume that if a health
care institution is to provide efficient and
humane treatment for its patients, its members
must be awarded a similar dignity. In other
words, the framework and its manner of imple-
mentation must allow staff to be "efficient
humanists”.8 Our observations of the repeated
use of reorganisation of services suggest that
the integration of cultural, social and psycho-
logical considerations with the work to be done
within the health service is still a distant
goal.9 The gsecond aim of this paper, therefore,
is to offer a dynamic psychosocial view of
organisational pathology and suggest that this
enables research to be linked with constructive
change.

¥Work and Some Causes of Institutional Pathology

Work is the crucial link between the members and
an institution like the NHS., We define work as
“human activity in which people exercise dis-
cretion, make decisions, and act so as to trans-
form the external physical and social world in
accord with gome predetermined goal in order to
fulfil some need,"10 Institutions are set up to
do large scale work, and individuals are employed
within them and assigned fractions of that work.
Carrying out assigned work can provide profound
personal satisfaction, and it seems likely that
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doing work of an nrpropriato kind is fundamental
to mental health.ll The ideal? that the patho-
logy of complex organisations can be put right if
pembers display an inhuman conformity, eliminate
personal relationships and deny emotional exper-
iences was never true and is morally objection-
able 13 Management science now emphasises the
need to recognige and take account of psycho-
sccial needs of staff,l4

We may differentiate between work at the organ-
isational level and at the individual level: the
former is based on official, preferably explic-
itly stated, goalsl5 and the latter on the
experience of purpose, Institutions do not have
experiences or intentions distinct from those of
the people within then.1® 1t officiel goals are
to be achieved, the pursuit of individual pur-
poses will require organigation. Confusion, or
absence, of purpose on the part of individuals
is therefore a potent source of institutional
pathology which i3 sometimes ignored when deal-
ing with the more cbvious problems of arranging
coordination and cooperation among people for
specific tasks.

Dysfunction may present at any level of NHS
oparation and usually manifests in different ways
in different places. Overt problems, such as
waiting times of hours in out-patients, inedible
dinners served in mid-aftermoon, or inordinate
delays in getting supplies or some wanted repair
attended to, are gometimes rapidly and easily
dealt with. When they are not, and our observa-
tion suggests this to be frequent, the most
common explanations are resource shortage or
personality problems and incompetence. When it
appears, also frequently, that policies and
plans are not being implemented, a further
common explanation is the political machinations
of some group. Organisation provides the context
for work activity, and therefore succession or
persistence of large and small scale dysfunction
calls for an assesament of organisation. This
must proceed via a detailed analysis of individ-
ual intentions and expectations in relation to
the work to be done.

Organisational pathology occurs in health sexrvices
despite able and sensitive members being aware
that their values are violated, that decisioms
are not being made on outstanding issues, and
that needs of staff, patients and the public are
not being gerved.1® Brownl® has described the
discrepancy in mental hospitals between inhuman
attitudes and handling of patients, and the staff's
inner awareness of humane alternatives. In our
experience too, persons working im an institution
usually know whether organisation is obstructing
or facilitating their work. When discussing
these matters in confidence, they can often pro-
vide suggestions about both the root of the
problems and necessary components of a workable
solution.

Such staff integrity and awareness is a resource
which can be overlooked or suppressed and so
wvagsted in an atmosphere dominated by 1aau85 of
prestige and money. Documented research®’ and

increasing informal claima2l suggest that the
potentialities of individuals are greater than
is currently accepted. These abilities are
mainly unconscicus but can be expressed explici-
tly as intuitions or a sense of the situation,
and can be developed if social support is
provided.

HSCRU researchers have taken advantage of
intuitive awarenegs in discussion with thousands
of members at all levels of the NHS.22 This has
revealed that, by and large, members of the NHS
do not fully appreciate the relation of their
own work to organisational structure. They find
it difficult to recognise organisational arrange-
zents and sometimes believe that because an
arrangement is a constraint, it is always uncom-
fortable and unnatural. Most seriously, staff
are often only dimly aware of their own purposes
or the purposes of those about them and how these
relate. The HSORU research task is therefore the
elicitation of the important elements of the work
and then precise formulation of roles and
relations which might facilitate work. Co-
operation betwsen people for productive purposes
requires that they share a common definition of
their joint situation, particularsy the frame-
work within which they must act.2®> 8o, much
HSORU research effort has gone into providing a
comion language for the field. This has been
referred to po‘orntively by some as Brunel
jargon,24 and many others doubt whether there is
any point in specifying a formal structure of
organisation with an elaborate logically devel-
oped, semi-private language. MacKenzie in an
unusually well-balanced review of the U.K.health
services, is appalled at the thought.zs We
therefore turn briefly to the nature of formal
structure.

Understanding Organisational Structure

Organisation is often thought of statically as a
“thing”, rather than dynamically as a "process".
Rigidity and stability is imputed because the
usual method of science is to manipulate and
measure things which persist through time and
which, if and when they do change, do so reason-
ably obviously into other thinga. Formulations
of organisation have this quality, but what is
gignified by them does not!

Organisation exists in the participants’' minds
and actions. It is subject to explicit formu-
lation but often with difficulty, and then only
as it suits the participants' own purposes.
Conversely, the implementation of some formula-
tion potentially requires the alteration of an
individual in a profound fashion. This is a
repeated "discovery" by governmental inquiries
into the failure of organisation.

For example; A report in 1972 og the organ-
isation of doctors in the U.K.2° reflected on
the ineffoctiveness of earlier proposals and
suggested that "attitude of mind" was as
important as "formal structure". Similarly, a
regearch report of th§7recent Royal Commission
investigating the NHS argued that "changes
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in structure do not necessarily affect behav-
iour 12 there is no motivated inducement". In
both cases, the authors appear to have glossed
over the equivalence of mind/behaviour and
structure. If there really is no change in
behaviour or attitude of mind, then the so-
called "changes in structure" are not change
at all, only different words and diagrams on
official documents. In such situations there
ugsually are changes in behaviour of some sort,
often undesirable, but nobody knows precisely
what they are or how the "formal structure"
related to them.

The basic unit of organisational analysis there-~
fore is a purposeful personal process as express-
ed in thought and action; and organisational
structure is a cluster of such interlinked
processes which result in repetitive patterns of
interaction. This gtructure can be modelled in
its most relevant aspects by explicit formula-
tions. When new proposals for structure are made
it is hoped that they will enable the pursuit of
official goals such as policies and plans, which
are subject to social sanction. However this
will only be successful if the structure helps
people do the work agsigned to them. It follows
from this that organisational structure must be
built around en underatandingaot the nature of
people and the work they do. The crucial
question is: whose understanding? It must be the
understanding of those responsible for doing the
work., If the formulated organisation does not
meet their (intuitive) understanding, either they

will not work well, or they will commence distort-

ing or bypassing regulations. Institutional
pathology i8 produced as a side effect of doing
their work as they deem fit, or working in a
gtate of frustrated apathy.

It i3 a research tagk to make contact with the
intuitive understanding which NHS members have of
the work they are responsible for. This leads,
in HSORU hands, to the development of organisa-
tional concepts and theories which are usable
and widely acceptable. A common language within
the system enables its members to recognise and
participate in genuine institutional change when
this is necessary. We are concerned, using
Argyris and Schon's terams, to ensure that the
espoused theory is identical to the theory-in-
use.29

Winchso used the example of voting to demonstrate

the central place of language and understanding
in the social sciences. A person cannot be said
to be "voting" unless he has an idea of the
purpose, method and consequence of marking his
ballot paper. An external observer noting a
person marking a ballot paper cannot know whether
or not he is voting unless the observer discusses
what he sees with the person. An election is
rmeaningless and will not serve its democratic
purposes if the people mark the ballot papers

but do not understand what they are doing.

The organisation of the NHS resembles such an
invalid election. There i8 a general assumption
that the relevant people know, for example, what

a manager is, what participation means, what
monitoring involves, what a committee can do, or
what holding a budget implies. As indicated
above, we have found that there is widespread
disagreement or ignorince about even the most
commonly used terms.d’ Many terms are used as
names or labels rather than as articulated
concepts or ideas. Most often the result is
uncertainty, confusion and people pulling in
different directions or simply giving up. At
best, staff assume they are doing what the label
appears to indicate; at worst, labels are used
uscrupulously for individual or group advantage.

For example: In the current reorganisation,
the Department of Health and Social Security
has recommended that there should be maximum
delegation of responsibility to units of
managexent whose officers should be directly
accountable to district officers.33 The Depart-
ment gives no direct help or indication as to
how this organisation directive is to be inter-
preted; and our research conferences and
discusaions reveal that there is no consensus
and few clear ideas as to what the italicized
terms night imply. The confusion could pro-
bably be recognised by perusal of the health
service and medico-political press.3¢ As a
result, it can be predicted that in many
districts the old sectors will be relabelled
as the new units; in others, local politics
will determine what parts of the district
achieve unit status; in very few will there
be an explicit coherent rationale to eanable
evaluation and subsequent modification of
arrangements.

Although this ambiguity and confusion is some~-
times said to allow democracy and creativity,
case studies of reorganisation suggest that the
result is impotence and loas of the sense of
purpose. 35

Poor understandine of oraanisation is not simply
a Y.k, problem. Mechanic38 surveying the
future of health services in the U.S.A.,
repeatedly emphasised the present deficiencies
in organisational conceptualisation and modell-
ing, and the inevitable difficulties, often
avoidance, of implementing and evaluating
health policies. Werf#37 confirmed this in his
extensive investigation of the organisation of
health care systems in western, socialist, and
developing countries. The problem therefore
transcends the common scapegoats for poor per-
formance of the health care system: resource
availability, political stance, and cultural
pattern.

Werff found that "effecting organisational
change...(was)... impo 5ible, or at least
difficult to achieve"; legislated arrangements
could not be enforced, and the use of planning
was disappointing except in socialist countries.
He noted, in words reminiscent of U.K. govern-
ment enquiries, that formulated plans and
organisation did not soem to influence members’
behaviour. His explanation echoes our own:
insufficient attention 4s given to the details
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of organisation and so the planned change is dig-
croedited in the minds of those affected.

It is possible to pay attention to detail, to
diminish confusion and suspicion, to promote
desired purposeful processes, and to influence
behaviour if the researcher collaborates with
those who require to be socially regulated. In
the next sections we consider the principles
underlying this approach to organisational
change.

learning Through Dialogue and Experience
39

A person’s world, his theory-in-use or "image" ,
i structured through ideas in relation, though
much of it, especilally areas of inconsistency
and confusion, 13 kept unconscious. Important
parts of this image, such as work organisation,
do not alter easily or substantially through
methods of instructicn, exhortation, coercion,
pleading, rules, incentives or persuasion.
Recommendations or evidence may make an impact
provided there is a readiness to perceive,
however both systems and 1nd1v1d2813 often lack
or suppress this vital function.

For example: Psychiatric services within a
particular health district were poorly inte-
grated and insufficiently funded. This was due,
at least partly, to inadequate organisation
mechanisms. Among key medical staff, only one
or two appea{od to have noted a recent Govern-
ment report = which concerned itself with a
gsolution to just the problems they were exper-
iencing. There had been no discussion of the
report within the district.

The ideas that underly actions and attitudes only
alter significantly through a relevant personal
experience. Such change and experience can be
facilitated if a staff member chooses to enter
into a dialogue where he can focus on his own
work problems and needs, emphasising any details
he considers significant, and in which his
intuition can be freed and valued, Together with
a researcher, the individual can clarify, object-
ify and manipulate old ideas and develop new
ideas. Exploring the dissonance between what

the member thinks/does and what he finds that he
knows can generate an urge to find and implement
a new solution.

Jaques and Rowbottom have each described in
detail and justified the procedures involved in
studying organisation in this way aag their work
is the basis of the HSORU approach. Powley

and Evans?3 came to similar conclusions when
conaidering methods of action reszzrch as

applied to programmes, and Ackoff described the
same principles in the operations research
approach to planning. In fact, the ideas pre-
sented here lie in the mainstream of problem-
oriented research which emphasises full collabor-
ation and genuine participation of the sub:]ecta5
to be affected by the results of the research.
This approach and hence its evaluation, is
qualitatively different to that used in surveys,
controlled trials and sociological analyses in
which the subject is kept passive, left unaware,

or labelled as in a state of falgse consciousness,
during the research process.

When theory is developed during action research,
and often it is not, it tends to be usable and
appears relevant to other members of the systen.
By contrast, the theory and the evidence on
which it is based may not fit in with or appear
compelling to dscipline-based academics, .qr
researchers working in other traditions. Evsg
more seriously, it may be 3§d3°d unscientific
or found incomprehensible.

Research Tactics

The research task is that of problem definition
and exploration leading to comceptualisation,
modelling and analysis of options. This phase
can be distinguished from subsequent political
lobbying which attempts to influence the sele-
ction of one or other of the options and the
final phase of decision-making. The researcher,
concerned with the scientific analysis of organ-
isation, will lose credibility if he participates
in either political or executive activities.
Similarly, the participants in the problem-
exploration phase must have opportunities to
discuss matters in confidence to minimise com-
promise of their gglitical and executive
responsibilities.

The exploration always requires a formulation of
the work to be done from the lowest to the high-
est level, and then focuses on the varieties of
social role and enactable regulation (aims,
authority, role relations, perquisites, proced-
dures) which °881d pogsibly be used by those
doing the work: These structures must permit
the individuals who operate within them to do so
with a sense of freedom, floxibility and foirmess.
The person who must work within such a structure
will try to assess in imagination whether this
is so.

Following conceptualigation and formulation, it
is necessary that organisation be implemented
and monitored by participants, preferably in
conjunctigg with the researcher. Pressman and
Wildavsky™~ have distinguished between "weak”
implementation which is central and concerns
policy, and "strong" implementation which is
local and concerns practice. For significant
organisational change to occur, both weak and
strong implementation may be necessary. Werff
found that appropriate aspects of the organisa-
tional solutions had not penetrated deeply
enough to all levels of the health care system
and suggested that the need for continuous
organisational mggitoring, action and change was
not appreciated.

The principles of the requisite organisational
research tactic outlined above may now be
summarised: a) it is participative bacause of
the definition of organisation used (p. 634);

b) it is analytic because of the emphasis on
precise formulation (p. 633); c) it is collabor-
ative because of the social science tradition
adopted (p. 636); d) it is continuous because of
the disengagement from decision-making (p. 636);
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e) it is encompassing because of the need for
whole system implementation (p. 636); finally,

£) it is creative because "it requires consid-
erable ingenuity to devise solutions that work
and that also (result in) minimal conflicts among
1ntorestgg persons and in relation to dominant
values."

Four features suggested by Frankols4 and
emphasigsed by others as useful for converting
theory into practice have been incorporated imto
the HSORU method. First, Platonism: the method
recognises ultimate objectives, and values what
the inastitution is all about by using the 55
notions such as Ackoff's “idog%iaed design"

of Jaques' "requisite model", Second,
congervatism: the method starts with where
people are and have been as this is usually 7
the main determinant of where they will go.
Third, historicism: the method recognises the
inportance of social context, exiagﬁng con-
straints and likely possibilities. Fourth,
plece-meal social engineering: the method uses
an 'gslectic' starting point as suggested by
Blum™ and dialogue commences where the problem
is most noticeable and distressing to partici-
pants.

It i8 to be emphasised that the regearch task
focuges on organisational arrangements and not

on the way such arrangements are handled or
implemented, as would be emphasised in the

human relations school or witgbn the organisa-
tional development tradition. The research
method described above explicitly leaves the
judgement of the wish for, need for, desirability
and feagibility as well as managoment of change
in the hands of the participants.

System Iggrovenanf: Externally Imposed or Self-
Adninistered

Throughout this paper there has been a bias
towards the enhancement of the capacities for
self-management and an emphasis on the failure

of imposed regulations. ("Self" refors here to

an element of the system, eg. a person, a ward,

a profession, a service). What is required how-
ever is first an optimal mix of self-administered
and externally-imposed regulation and second a
method of imposed regulation which deeply engages
the individuals concerned. This imposition may
come from the next level up in the system or from
outside the health care system.

External imposition of organisation may be pro-
duced by society as a reaction to crisis which
often stems from an unrealistic desire by those
generating the crisis to escape regulation. The
complex tangle of controls overeTedical practice
in the U.,S. is a case in point. If the need
for social regulation is accepted by those
involved, then they have the chance to create
useful forms of regulation and self-impose them,
or to contribute to the form of external regula-
tion. In both cases they will have a vested
interest in maintaining the structure. Extern-
ally imposed regulations are lianble to be gub-
verted, perverted or ignored if not adopted

voluntarily becauso no matter how socially nec-
egdary, such constraints tend to be experienced
as a violation of personal or professional
rights. The advantages of self-management are
80 great that the first task of external
regulation should be to promote it wherever
feasible. Societal as well as system needs and
demands will be best served if this principle
i3 adhered to.

The belief in imposed organisation probably
derives from the wish !ogztotal mechanical
control of human action. In this state of mind,
the use of externally imposed constraints or
incentives seems more appealing than engaging
the creativity and personal abi%%ty of those
involved. For example, Maynard™ ", considering
the regulation of expenditure by doctors in the
U.K., dismissed the exercise of personal ethical
responsibility and advocated bribery (“f£ill
their mouths with gold"), He did not even
mention the possibility of social regulation
developed- and maintained by the doctors them-
selves. Perhaps this was because so little is
imown about the implementation of organisation
from within a group.

It appears that the development of socially-
based self-regulatory activity requires mobilis-
ation of the gxthuaiasm and commitment of the
participants. This viewegs consistent with
the claim by Katz and Kahn = that development,
modification or elimination of organisational
structure requires a systemic perspective
infused with charisma. Charisma may be tied either
to a person or around a programme that is
responsive to basic psycho-social needs. This
not only emables wobilisation, it also promotes
the difficult and sengitive task of making
implicit organisational forms explicit and of
the extensive task of ditfusing the intelligence
for general innovation.

For example: The need to deal with changes in
the physiotherapy profession and provide
adequate arrangements for patients led to a
great deal of interest in the newly created
role of District Physiotherapist. When this
role came under threat in the curreat re-
organisation of the NHS, it became a focus

for intensive study within our ongaéng
collaboration with the profession. Because
their jobs and careers were at stake, the
majority of District Physiotherapists in the
country actively participated, often at their
own cost. They spoke with passion and clarity,
It turned out that the conventional justifica-
tions for the role did not stand up to scrutiny.
The role is crucial but in a way different from
what was gonerally believed. This awareness,
and especially the implications, will not be
easily assimilated by the profeasion as a whole.

A research unit such as HSORU will inevitably
become the focus of intense ambivalence. The
introduction of awareness, generation of complex-
ity, explication of value conflicts and evocation
of uncertainty may stimulate threat and crisis
respongses, and lead to attack on the research
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from within and without the system under study?7
Intense dotailed work with one group can generate
hostility from others and so this research must
be more sensitive to the political winds than is
usual and requires some protection and steering
from within the system.

Although this form of research can foster values
appropriate to health services, organisation
depends in the end on the values current in
society. For example, senior managers and pro-
fessionals could adopt aspects of this partici-
pative approach with their colleagues or
subordinates to promote needed organisational
change but, by and large, they do not choose to
do so. Similarly, the patient as consumer of
care tends to be exploited or ignored by pro-
fessional providers and HSORU is rarely directly
requested to focus on the patient role.

CONCLUSION

Health care institutions have become increasingly
complex and demand appropriate, but as yet only
rudimentarily developegg integrating and co-
ordinating mechanigms. Requisite health
services organisation cannot be satisfactorily
created and implemented from above by reaction
to crisia; it is an on-going psycho-social
problem for those involved. These problems,
combined wityothe modern impulse towards
rationality, provide a research opportunity to
improve health care organisation practically and
simultaneously to develop usable social theory.
The basic assumption is that organisation is a
get of ideas-in-relation manifested in the
purposeful interaction of the relevant social
actors and can be described by them if they
choose. Regulation and changes in regulation
will only work if expressed in unequivocal and
veridical formulations which have the consent of
the actors involved and only be upheld in spirit
if based on their values, understcod by them and
moeting their primary work task. As these are
continually changing, so will organisation,

The method of improving institutions depends on
the alteration of homeostatic patterns of think-
ing and unnecessary confusion in the minds of its
mezbers. This can be carried out through "dia-
logue" which promotes an expansion of awareness
and influence of members, by helping them see
which current arrangements work against their
own purposes. The dialogue provides an opport-
unity to test and change concepts and theory, but
implementation of change is the key requirement
both scientifically and practically.

This work is rooted in the view that embodied
ideas dofininf purpose really matter in any
1nat1tution.7 The method of investigation, by
treating its objecta of study as subjects
responsible in large measure for the research
outecome and validation, geems as far from the
model of the natural sciences as it is possible
to go. The research might be termed "education"’?
“gystems development"73 "social analysis",74
"gystems psychiatry"7® “clinical sociology".6 or
"experimental anthropology"?7 Whatever it is
called, its purpose is to contribute to the

larger and urgent general problem of social
regulation, the creation of social structures
within which human beings can thrive and
through which social values can be sustained.
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