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Abstract

This dissertation is an examination of the planning and
management issues involved in the implementation of a
regional health authority decision to close a mental
handicap hospital and reprovide services in seven

districts which had used the hospital.

Several features made this project worthy of attention:
it was among the earliest hospital closures;
it invo1veq a very large number of districts and
therefore was a complex situation which nonetheless was
fairly typical of long-stay hospitals in the London area;
all residents, regardless of degree of disability,
were to be given the chance of living in the community:
TJocal authorities were also 1involved along with
health authorities, and this project could illustrate new

principles of joint planning.

The project further lent itself to a consideration of the
adequady and accuracy of the academic 1literature on

planning and related activities.

The research focussed on three areas. The first set of
issues related to the approaches to planning used by

regional officers who had responsibility for seeing the



project through to completion. The Darenth project tested
the new NHS planning system which was based on a rational
planning model, and found that it could not deliver what
was wanted from it. Regional offiéérs created new types
of working relationships with districts which allowed

progress to be made.

The second set of issues concerned the management of the
rundown of the hospital. Aspects of the rundown discussed
are: retention and redeployment of staff; physical
contraction of the hospita]; impact on residents;

financing the rundown.

The third set of issues related to joint planning. One of
the purposes behind the introduction of joint planning
into the NHS was creation of a mechanism to bring about a
more appropriate balance of social and health care for
people who were currently long-stay patients. But it
was not joint planning with local authorities which got
these residents out into the community. This study
documents some of the reasons why government policy

intentions could not be met.

The main findings of this study point to the inadequacy of
a model of planning which is based solely on rational
process. Policy and implementation interact over time, as

ideas and personalities change, as objectives are-



redefined in 1light of current circumstances, and as
recognition is given to the competition for dominance of
objectives of different participants 1in the planning

process.
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Introduction

This dissertation examines the planning and management
issues involved in the implementation of a regional health
authority decision to close a mental handicap hospital and
reprovide services 1in the seven districts which the
hospital served. The research was supervised by Professor
Glennerster and carried out under a grant from the then
Department of Health and Social Security (DHSS) between
1981 and 1988. The project report has appeared in a

book published by the Open University Press 1in 1990
(Korman and Glennerster, 1990). This dissertation
presents a revised version of those aspects of the project
for which the author was directly responsible under

Professor Glennerster’s supervision.

The research process itself had some unusual features.
First, it began because of local interest in getting
research done on the Darenth project, but it became of
much greater interest as time went on, because of the
increased attention being paid to the hospital closure

movement. Most research has the opposite experience.

Secondly, it is not often that a researcher, especially
one on short-term contracts, has the opportunity of
staying with a research project long enough to see through

a process of change. It is far more usual to work for two



years or so producing a snapshot of a particular part of
the change process. THe experience of working
continuously on a project 1in this case enabled the
research to identify the change process and the .end
results, the impact of personalities, policies and
external events. It made possible the production of a
coherent and comprehensive narfative of events which was
comprehensible to participants and to a wider audience of

practitioners, managers and academics.

The research reported in this dissertation excludes that
section of the report to the DHSS and the book which dealt
with an analysis of the costs of community care, as that

analysis was the work of Professor Glennerster.
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thesis.
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Chapter 1

The Policy Scene

This study concerns the c1osufe of a long-stay hospital
for people with mental handicap, one of the first to be
built specifically for people with mental handicap and one
of the first to close. The closure was made possible by
the development of new services 1in the community.
Hospital closure was thus not a policy objective; it was
expected to occur as a by-product of the development of
community-based services. Hospital closures have come to
assume a significance, however, because of the resources
tied up in hospitals which are essential for the
development of community-based services - capital aé
represented by the buildings and land, revenue as
represented by the running costs and expertise of stéff in

'caring for people with a mental handicap.

Services for people with a mental handicap have been
developed as specialist services largely in this century,
specifically since the 1913 Mental Deficiency Act which
recommended separate and special facilities. The current
service ideology demands that services for this client

group be provided in the community and integrated with

12



generic facilities used by all citizens. This chapter
discusses the policy context 1in which the c¢losure of
Darenth Park hospital took place, with a brief review of

earlier history.

Creating institutions

Institutions were created very much more rapidly than we
are now able to close them. An early landmark in the
history of institutions was the 1845 Lunatics Act which
made the establishment of asylums by county authorities
compulsory, and which had implications for people with
mental handicap as well as those with mental illness, as
the two were often confused and treated similarly. Jones
and Scull provide contrasting interpretations as to why

asylums became a statutory obligation.

Kathleen Jones (1960) gives what might be termed a
conventional interpretation of the history of mental
institutions, emphasizing the humanitarian impulses behind
the reform movement leading to the 1845 Act. She cites
the reports of the work of the Metropolitan Commissioners
between 1828 and 1845 which drew public attention to the
conditions in asylums, the impact of evangelical movements
and societies for the reform of particular abuses,
Parliamentary select committees and scandals as each
contributing to the success of the reform movement.

Thus, in describing the Lunatics Act of 1845, Jones writes

13



that ’'Ashley and his colleagues had roused the conscience
of mid-Victorian society, and had set a new standard of
public morality by which the care of the helpless and
degraded classes. of the community was to be' seen as a

s6cia1 responsibility’ (ibid, p. 149).

An account with a different embhasis is provided by Andrew
Scull (1979) in Museums of Madness. In this book he argues
that the creation of institutions was the outcome of
urbanisation and industrialisation of the economy which
developed during the first half of the nineteenth century.
An economy based on wages required those who could work to
do so, and thus a separation of the able-bodied from those

not capable of wprk for the relief of poverty.

At the same time, ideas about 1lunacy were changing.
Lunacy was now seen as a loss of self-restraint and a
sense or order, but not a loss of one’s humanity. These
changes in the values of society were paralleled by the
rise of the medical profession. At the beginning of the
nineteenth century, the medical profession was involved in
the treatment of mentally i11 people, but were far from
exercising monopolistic control. Gradually doctors
successfully promoted themselves as the sole providers of
treatment, claiming that mental illness was the outcome of
disorders 1in the nervous system; early detection and

treatment would lead to a cure. The treatment proposed,

14



however, was not a particularly mediéa1 one. It was the
'moral treatment’ devised by Tuke which, doctors argued,
would allow them to manage mentally i11 people in 1argé
numbers, whilst avoiding the brutality and horrifying
mechanical restraints which had been the source of public
disquiet. With an optimistic faith in moral treatment, it
was a comparatively short step for the medical profession
to encourage the pubjic to transfer acceptance of
workhouse institutions to separate institutions for

Tunatics.

Thus institutions came to be seen as the acceptable way of
coping with people seen as needing to be controlled or to
have their behaviour modified. 1Institutional care was
extended from controlling the poor to caring for people
with mental illness or mental handicap, physical
disabilities, children without parents and elderly people
unable to look after themselves. Whilst much of the early
literature on institutions was concerned those dealing
with mental 1illness, many of the features of these
institutions were common to institutions providing care
for other groups, énd therefore critiques of mental
illness hospitals apply equally to other types of 1long-

stay hospitals.

Yet this is only part of the story. As Parker states in

his review of institutional care (1988, p.50), "...Jjust

15



as we need to Jjustify why institutions gained or 1lost
support as remedies for social ills we need to identify
the reasons why, once established, some survived in the

face of their objective failure to meet their aims.”

The new institutions intended for people with mental
disorders did in fact fail tb meet their objective of
providing regimes of treatment conducive to curing its
inmates. They were almost immediately overwhelmed by the
numbers of people with chronic illnesses referred to them
and by 1local political preséures to keep costs down.
Institutions were thus unable to fulfil the ideology of
moral care and treatment which had made them acceptable to
the public. They continued, because they met other
objectives. They provided a place of residence for
people who, if contained in workhouses or other types of
institutions, would prove disruptive to the operations of
those 1institutions. They took 1in people for whom there
were no alternatives in the community. Further, they
came to be seen as catering for the pauper mentally i1l
who formed 90% of the asylum population. The increase in
the number of mental asylums occured at the same time as
the number of workhouses was increasing, an indication of
the extent to which institutions were felt to provide
relief to the community without necessarily giving relief

to individuals (Skultans, 1978).

16



People with mental handicaps were incarcerated with people
with mental illnesses; there was little understanding of
the differences in these conditions by the public. An
early attempt' to identify issues particular to the
condition of mental deficiency, as it was then called, was
the setting up of a Royal Commission on the Care and
Control of the Feeb1e—M1ndedv (1904-1908). This was
largely 1in response to public concerns about alleged
promiscuity and delinquency of people with mild mental
handicap, concerns which had been stirred up by several
studies purporting to trace how mental deficiency had been
passed from one generation to another within families,
with each generation having many family members who had
become public burdens through crime, prostitution or
pauperism (Jones, op.cit, p.189). The Commission rejected
this view of people with mental deficiency, and instead
favoured a more stringent system of ascertainment and
supervision which would protect the mentally deficient
person, rejecting a policy of sterilization. This report
laid the foundations for the 1913 Menta1:Def1c1ency Act,
which recommended that each local authority establish a
'colony’ as a basis for specialist custodial care. This
would provide a completely self-contained and segregated
environment where mentally deficient persons of all ages
could live, train, work and relax with villas for resi-
dences, schools, workshops, churches, recreational

facilities and farms. World War One 1intervened to delay

17



the construction of such ’colonies’ until the 1920s and
1930s. Thus,.many of the arguments used to Jjustify the
estabiishment of mental institutions in the mid nineteenth
century were used again to justify the establishment of
separate institutions for people with mental handicaps -
the need for.speciaIist facilities to control and care for

those seen as a danger to themselves and the community.

The period between the two wars saw the rapid expension of
specialised 1institutions for the mentally handicapped.
Starting with 2,040 such people in special institutions in
1914, the numbers role to 46,054 in 1939 (Alaszewski,
1986, pp 14-15). By 1961, there were about 61,000 people
in mental handicap hospitals. The numbers peaked during

the mid 1960s to about 64,600 (Bone, Spain & Fox, 1972).

In 1948, mental handicap hospitals came into the new
National Health Service from management by local
authorities. Under the 1959 Mental Health Act, people were
able to enter mental handicap hospitals as voluntary
patients. Hospital records show that as this new status
became understood, many inmates simply walked through the

gates; self-discharge was not uncommon.
Mental handicap hospitals remained the backwater of the

health service; they did not share in the glamour of

acute services, they received Tittle interest by

18



psychiatrists who were developing new forms of treatment
for mental illnesses (Ramon, 1986). Conditions in several
large hospitals were exposed in the national press to be
of very 1low standards and led to a series of public:
inquiries (e.g. Cmnd.3975, 1969, Martin,. 1984). The
government’s response to this situation was to produce a
policy statement, Better Sérvices for the Mbnfélly

Handicapped (Cmnd 4683, 1971).

The Beginning of Change

Better Services was the government’s attempt to change the
direction of service development for people with a mental
handicap without so undermining existing services that
they would further deteriorate before more appropriate
ones were available. It set a pattern for policy
statéments for other client groups (Cmnd.6233, 1975,
Cmnd.8173, 1981). The purpose of the White Paper was to
begin urging a shift from hospital and health care to
community and social/educational care, and at the same
time, to offer to those authorities involved in bringing
about this shift guidance on the development of new
services. It did this by putting forward a 20 year
projection of services to be available at the end of this
period of time. It forecast a tripling of day places for
training or occupation of adults in the community and a
ninefold increase 1in the amount of accommodation for

adults in the community (including private and voluntary

19



types of provision). Hospital places for adults were to
decrease by half but only by one-seventh for children.
That these targets would be difficult to reach could have
been realised by comparing what local authorities thought
they would be providing in 1972, as forcast in the 1963
Health and welfare plans: 9907 hostel places as compared
with 4300 actual places in 1§69 (including private and
voluntary), and 27,795 ATC places as compared with 24,500

actual places in 1969 (Cmnd 1973, 1963).

Despite the forward look it gave to changes in services,
the White Paper nonetheless disappointed some of its
audience. It gave little justification for retaining the
level of hospital care it recommended, for adults or
chi1dren, and ignored some of the early evidence which
indicated that even those with severe handicaps could
attain higher levels of achievement in environments which
emphasized growth and deve]opmeht rather than those which

were more custodial or passive in style.

Throughout the 1970s, central government continued to

focus attention on service developments for people with

mental handicaps. Some approaches it used were shared
efforts to shift resources to all the "priority" client
groups. So, for example, a system of joint finance was

initiated in 1976 to pump-prime experiments and develop

services in the community provided by local authorities.
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These could be funded on a tapering basis for a maximum
" period of seven years by the NHS (DHSS,1977a). Joint
finance was intended to encourage local authorities to do
more for the priority groups who were also relatively
neglected in terms of community services. Services for
people with mental handicaps also were one of the groups
highlighted in the new planning system of the NHS begun in
1977 (DHSS, 1976b) which within the DHSS itself was based
on a programme budget using client groups as one method of
ordering expenditure. Planning guidance for priority
services was contained within two elaborate planning

documents (DHSS, 1976b, 1977b).

Other measures were specific to the field of mental
handicap. In 1975, the then Secretary of State, Barbara
Castle, announced the formation of the National
Development Group for the Mentally Handicapped (NDG).
This group, chaired by an academic adviser to the
Department of Health, was to assist the DHSS in policy
formation. During the five years of its existence, it
produced annual reports, five pamphlets of guidance, a
checklist of standards for improving the quality of
services, and a report on mentally handicapped people in
hospital (NDG, 1976, 1977, 1980). The pamphlets covered
topics such as joint planning, an action plan for the
development of services for children, school 1leavers,

short term care and day services. After the Group had been
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disbanded, its final publication appeared, entitled
Services for the Mentally Handicapped - Unfinished
Business which was critical both of policy development and
resource allocation as undertaken by central government and
local authorities. The National Development Group was
disbanded because its demands for service development were
beginining to embarrass the néw Conservative government

which had a different set of priorities.

Alongside the NDG, a Development Team for the Mentally
Handicapped (NDT) was established. This team still exists,
although it is now called the National Development Team.
This is a multidisciplinary group of people, both
professionals and general managers, who visit and advise
on the development of services being provided by health
and local authorities. This quasi-inspectorial function
was taken over from the Hospital (now Health) Advisory
Service, a body set up in 1969 by the Secretary of State
to report directly to him on visits to long stay hospitals
for elderly people, people with a mental illness or a
mental handicap, another aspect of the government’s
response the the revelations about conditions at Ely

hospital (Kogan et al, 1989).

A new _ideology
At about the same time as the NDG and NDT were being

established, the Secretary of State also appointed a
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committee of enquiry into mental handicap nursing and care
(Cmnd 7648,-1979). This committee considered in detail thé
skills required to provide residential care services to
people with a mental handicap. The. report began with a
statement of principles: people with mental handicap, even
those with severe mental handicap, should use ordinéry
community services unless thefe was a clear recognition
that general services could not cope with a special need;
the work of professionals should strengthen existing
community networks of support rather than supplant them;
maximum degree of coordination of services should be
provided within and between agencies; people with a mental
handicap had a right for someone to intercede on their
behalf to ensure they received the services required. The
Committee firmly rejected the necessity of hospital care
for the numbers envisaged in Better Services and argued
for ordinary community housing stock as the most
appropriate form of accommodation. Equally
controversially, it urged that all residential staff
regardless of their employing authority, should have a

common training and career structure.

The recommendations of the Jay Committee were not accepted
by the government until 1981 (DHSS, 1981a) but its report
began to give some official recognition to a new
philosophy of care based on the principles of

normalisation (Wolfensberger, 1972). Further recognition
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came in a report produced by DHSS officials and the former
chairman of the NDG, Peter M'ifct1er' (DHSS, 1980). This
report reviewed progress towards the Better Services
targets of service provision by both 1local and health
authorities. It very clearly countered the
recommendations of the White Paper for children’s
residential accommodation, stéting that hospitals did not
provide the correct environment for children to grow up in
and that the targets of residential provisiop for children
by both authorities were too high. For adults, it thought
that the total 1levels of provision proposed was still
appropriate although it urged more consideration to be
given to the balance of provision between hospital and
community, and to a greater range of types. of housing such
as group homes, satellite homes, lodgings and ordinary
housing stock. It strongly supported the 'White Paper
target for ATC places and expressed concern that these

might not be met.

It was particularly concerned about difficulties in
hospital services. The imbalance of provision remained,
insofar as a small number of districts continued to
provide care for a very large number of people with mental
handicap, whilst about 40% of health districts had no
local provision for people with mental handicap. It was
concerned also that in recent years, expenditure increases

for mental handicap hospitals had ceased, so that future
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improvements 1in hospital care would depend on falling
numbers of in-patients. It urged that more attention be
paid to the declining role of the large hospitals and to

ways of getting new services into the community.

The new ideology put forward in the Jay report was given
further impetus by the publication of An Ordiﬁary Life
(King’s Fund Centre, 1980) which drew on the experience of
the experiments 1in the use of community facilities to
provide all services needed by people with mental handicap
in the ENCOR programme, eastern Nebraska. By bringing
together the experience of others and putting forward
principles of service development that could be easily
understood by planners and managers and members of volun-
tary organisations concerned with people with mental
handicap, this publication soon established itself as the
standard text for service development, and its title as

the shorthand expression for the new philosophy of care.

The government responded to these reports in several ways.
First, it issued a circular (DHSS, 1982) offering three
year funding for projects designed to provide
accommodation in the community for children under the age
of 16 in 1long-stay mental handicap hospitals; this has
resulted in a dramatic decrease in the number of under-16s
remaining in hospitals. Secondly, services for people with

mental handicap were affected by the growing recognition
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of the difficulties in developing community care, making
it increasingly difficult for central goVernment to avoid

taking a role in sorting out some of these issues.

Resources

If the policy objective was to develop services in the
community then resources had ﬁo be channeled there. In
the first half of the 1970s the new social services
department maintained very high rates of growth, over 17%
p.a. in current expenditure for 1972/3 and 1973/4, and
Just over 13% in the following year (Webb & Wistow, 1986,
p.32). These real rates of growth were considerably
higher than central government had planned and
demonstrated attempts to develop new services
immediately after the establishment of the Seebohm social
services department. At 1least one previous study has
shown how difficult social services departments found it
to plan and manage growth on this scale (Glennerster et

al, 1983).

Following the o0il crisis of 1973, central government
became increasingly concerned to contain inflation by
imposing limitations, and then severe 1limitations, on
public ( including local government) expenditure.
Social services departments thus faced a slowing in their
rate of growth, although during the remaining years of the

1970s this did not amount to cuts in real expenditure
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levels; that occurred only in the late 1980s (Evandron et
al, 1990). Yet, as Webb and Wistow point out, resourcing
policies of the 1970s undermined community care. The
- reduced rate of revenue growth in the second half of the
decade was insufficient to both meet the revenue
consequences of ear1ier capital schemes and sustain
development of new community sérvices. The allocation of
'a general grant to local government provided no guarantee
that any increase intended to promote community care would
in fact reach social services department; it was left to
each 1local authority to decide 1its own pattern of
expenditure. And, even if extra funds reached the social
services departments, there was no guarantee that it would
be used for community care services or for the client
groups for whom it might be intended (Webb & Wistow, 1986,

p. 33).

At the same time, health authorities were beginning to
move towards a faster rate of development of community
based services. This made social services feel uneasy.
Their own funding was inadequate (and recognised as such
by the DHSS 1in 1its 1980 review of mental handicap
services) to bring about a shift in the balance of
services between hospital and community. The movement of
health-run services into the community was making

additional demands on local services for support to the

NHS residential provision - day care places, social work
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support, use of adu1f education places.  The inability of
the NHS to 1legally transfer funds to 1local authoriﬁies
(other than Jjoint finance funds) was placing a major
limitation on the development of community care and became

a source of complaint to central government.

The government’s response to this was a consultative
document on different means of effecting such transfers
(DHSS,1981b), and two years later a new policy on revenue
transfers (DHSS, 1983). The consultative document began
with two sentences indicating a much greater commitment to
community care than had been exhibited before:
Most people who need long-term care can and should be
looked after in the community. This is what most of
them want for themselves and what those responsible
for their care believe to be best.’(DHSS, 1981b,
para.i.1)
The new policy of funding community care made it possible
for district health authorities to make annual grants to
local authorities or voluntary bodies for as long a period
of time as they provided services for people moving out of
hospital. Payments could now be made for education and
housing services as well as for social services care.
Joint finance arrangements were improved to allow funding
of projects to last for 10 years at 100%¥ funding, with an
additional three year tapering period, for projects

helping to take people out of hospital. A series of pilot

projects were also funded (up to £16m) by the government,
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with evaluation by the Personal Social Services Research
Unit of Kent University, to experiment with ways of
developing new styles of services for people coming out of

hospital (Renshaw et al. 1988).

The new opportunities presented to statutory agencies by
these changes in funding were quickly seized upon. There
was an 1immediate boost given to the use of ordinary
housing as the basis of residential provision for people

coming out of hospital, thus allowing authorities to base
services on the 'principles of normalization’; this alone
gave 1impetus to ’ordinary 1life’ as the dominiant
philosophy of service provision. Many of these homes
became registered care homes, allowing residents to claim
higher DHSS allowances. When joined with the
government’s more generous funding of non-statutory
residential places for elderly persons, there was an
immediate impact on the social security budget; the Audit
Commission estimated that the cost of supporting private
residential care had increased from £200m in 1984 to £500m
in 1986 (Audit Commission, 1986). The new funding
arrangements also made it possible for health authorities
to develop their own discharge plans without consultation
with their local authorities; they could now work directly
with housing associations to set up residential schemes.
Many became involved in consortium arrangements with local

authorities housing associations and voluntary bodies,
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although most of the housing being planned and provided was

for people coming out of hospital.

Emerging Problems

The Care in the Community circular resolved at least one
of the financial problems, how to transfer funds for
people coming out of hospital into the community. But
many other problems remained, and the second half of the
1980s saw several reports outlining the various
difficulties being experienced which made progress in
developing community care much slower than expected or

desired.

Local authorities’ concern about being by-passed has
already been mentioned. A further problem was that once
clients moved into an area, they could made demands for
additional services but 1local authorities (health or
social services, education or housing) were not funded for
any extra provision. This was becoming quite an .issue in
particular localities of;England, such as the south coast,
which was attracting many private residential homes. The
provision of day services was another issue which received
considerable attention in these areas, with newspaper
stories about clients being locked out of their homes
during the day, wandering the streets because they had

nothing to do.
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A further voice of disquiet about the way community caré
was being developed came from the Select Committee on
Social Services of the House of Commons in its report on
community care (House of Commons, 1985). The Select
Committee supported community care but not ’on the cheap’.
It also argued that community care could not be provided
overnight - there was a need‘for a slow and thoughtful
development of a wide range of facilities and services and
considerable preparation of the public to accept people

with differing degrees of disabilities in their midst.

The committee expressed concern about the emphasis
("obsessive concentration”, para. 24) being placed by
government on the discharge of patients from hospitals.
It argued that no hospital should be closed before all
necessary community facilities were in place for those
being discharged and for those who would otherwise have
sought hospital admission.. A further recommendation was
that no patient should be discharged without an individual
care programme covering all the needs that individual had.

ment on mental health services (DHSS, 1989).

The committee also had comments about the balance of care
provided by health and local authorities. Although it did
not wish to see people stay in hospital unnecessarily and
therefore accepted that in the immediate future, health

authorities would have a significant role in residential
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services, in the long-term, it thought 1local authorities
should take on responsibility for all community
residential care. Joint finance was ’'played out’ as a
means of transferring funds from health to 1local au-
thorities; mental handicab services were seen in general

as underfunded and understaffed.

An exception to these difficulties occuréd in Wales, with
the publication of the all-Wales strategy for mental
handicap services (Welsh Office, 1982). The intention
behind this document was to ensure that all 1local
authorities in Wales eventually had comprehensive services
for people with mental handicap. The Welsh Office took a
direct hand 1in bringing together 1local and health
authorities to produce community based service plans and
to provide transitional funding to allow new services to
develop locally. No other part of Great Britain had such
a he1bing and guiding hand from central government in this

policy area.

A major review of the «current problems found in
implementing community care was produced by the Audit
Commission in 1986. It reviewed services for people with
mental or physical handicaps, mental illness and elderly
people, in particular arrangements for 1long term care.
The report gave legitimacy to some of the current concerns

about the failure to develop community care; it showed

32



that problems lay at structural and financial allocative
levels rather than 1local political and administrative
functions. In particular it cited the peculiarities of
the ways funds were distributed to the NHS and 1local
authorities; the restraints placed on 1local authority
expenditure which penalised authorities for expanding
community services; the lack bf bridging finance to allow
services to be built up; and the perverse effects of a
social security system which allows benefits on the basis
of location and type of service rather than needs of

clients.

The Commission recommended administrative changes designed
to remove some of the impediments to developing community
.care for the three principle client groups. For people
with mental and physical handicaps, 1local authorities
should be made responsible for long term care, except for
those whose handicaps were so severe as to require medical
supervision. For people with mental illness, the NHS
would retain the lead responsibility, but would either
purchase appropriate social care from other agencies or
would be joint budget holders with social services. Long
term care of elderly persons would be provided by a
manager who controlled a single budget to which both
health and social services would contribute. In these
ways, the structural problems in providing community care

and overcoming the obstacles of past service traditions
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could be overcome.

The Commission’s final recommendation was that a further
'high level’ review of these issues be:- undertaken to
consider these and other possible options and to consider
ways in which community care could be delivered to
individual clients. The Cohmission produced another
report exclusively on services for people with mental
handicap, which more or less looked to a more integrated

service approach (Audit Commission, 1987).

Clarifying responsibilities
The high level review of community care was undertaken by
Sir Roy Griffiths, a special adviser to the DHSS (DHSS,
1988). He took seriously the Audit Commission’s warning
that it was no 1longer tenable to ignore the present
difficulties lest the emerging emphasis on residential as
opposed to community care become entrenched as the new
model of care. His terms of reference were:
"To review the way in which public funds are used to
support community care policy and to advise
[Secretary of State] on the options for action that
would improve the use of those funds as a
contribution to more efficient community care."”
(para.2)
The Griffith recommendations at last provided the_radica]
rethink of service responsibilities and funding pointed to

as needed. Griffiths’ analysis of the problems involved

were summarised in paragraph 9:
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“At the centre, community care has been talked of for
30 years and in few areas can the gap between
political rhetoric and policy on the one hand, or
between policy and reality in the field on the other
hand bheen so great. To talk of policy in matters of
care except in the context of available resources and
timescales for action owes more to theology than to
the purposeful delivery of a caring service. This is
not an argument in itself for more resources. The
intention 1is that policy and resources should come
into reasonable relationship, so that we are clear
about what community care services are trying to
achieve and so that leadership and direction to those
providing services can be given."
Major changes were proposed for local authorities. They
were to become strategic planners of community care
services and the assessors of need for social care of its
residents. Provision of services was to be encouraged to
be undertaken by voluntary and private bodies rather than
local authorities. Funds were to be transferred from the
social security budget currently funding residential care
to local authorities who could use those funds to provide
domiciliary and community based'care, and residential care
if apropriate. All clients would receive the same housing
and income support benefits so there would no longer be a
financial incentive to use residential care. Local
authorities were to produce and publish annual community
care plans so its residents could have a clearer idea of
what was available. The role of health authorities was
lTimited to providing appropriate community health

services. A new role of community carer was to be
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developed, so that one person would provide the basic range
of personal and practical care needed to maintain someone

at home.

This report received mixed reactions. It obviously
addressed what had been seen as thé.main difficulties in
developing community care | in the past - split
responsibilities, funding from different sources - but it
clearly upset health authorities in that it focussed very
much on social care in the community but not on the
difficulties of providing community health services or of
coordinating these with social care. Nonetheless, with
some modification 1in the mental health area, these
recommendations were accepted by the government in a White
Paper Caring for People which was published in November

1989 (Cm 849).

Conclusion

This brief review of the national policy environment in
which the closure of Darenth Park hospital took place
illustrates many of the themes to be discussed in

succeeding chapters.

It began with the publication of Better Services for the
Mentally Handicapped in 1971, the first attempt to give
official support for the development of community-based

services on a much larger scale than before. This theme

36



was carried through by critical reports by the HAS and NDT
on hospital services and by the increasing acceptance
given to principles of normalisation as the basis of
service provision, which eventually led to local author-
ities being given the prime responsibility for services
for people with learning disabilities in Caring for People
in 1989. The heme of deinstiﬁutiona]isation is taken up

principally in chapter two.

A second theme relates to ideas about planning. Better
Services gave central government a strategic role of
identifying a model of service and issuing guidance in the
form of normative levels of provision for local health and
social services authorities to follow. Coordination
between services provided by these bodies was to be
achieved by Jjoint p1anning‘mechanisms. The history of
this period shows théé’ neither of these approaches
achieved the shift in the balance of care desired by
government. In the end, the DHSS began to gain some of its
objectives by providing incentives to the statutory
authorities to take up its priorities whilst accepting that
the model of care it had identified was no longer the one]
wanted by field authorities. The theme of planning

approaches is taken up in chapters 5, 6 and 8.

Even changes in the approach to planning were insufficient

to achieve the government’s objective of community-based
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care. Caring for People had to unscramble some of the
complex arrangements of Tresponsibilities and funding
which had grown up in the past, preventing cooperation
when the will to cooperate was present. Chapter 12
discusses how Caring for People might affect theAissue of

hospital closures.
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Chapter 2
Arguments against institutions

During the second half of the 19th century, Victorian
Britain created a series of institutions to provide care
for people suffering from mental illness and mental
handicap. The quality of care found in these institutions
may have been poor, but they did represent an improvement
over the arbitrary and cruel treatment of individuals in
private unregistered madhouses which preceded the public

institutions.

Now, in the second half of the 20th century, all this is
to be reversed. Institutions are seen to be bad places,
which harm rather than help their inmates.
Deinstitutionalisation 1is being taken up with the same
fervour, rhetorical conviction and lack of evidence that

one imagines institutionalisation received in its time.

The past forty years have seen many criticisms against
mental institutions - those treating mental illness and
those treating mental handicap. There are differences 1in
the problems found in these two types of institutions, but
there are also many similarities, particularly at the
organisation 1level. The attacks on institutions, by
academics, professionals and the media, have all
contributed to the development of an ideology that all in-

stituions are wrong. Indeed, in the 1970s and 1980s there
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were many examples of different types of institutions
closing; even the prison service began to develop non-
custodial services. This chapter considers some of the
arguments .against mental instituﬁions and the backlash
against these arguments. The Darenth project exhibited

both these trends.

Legal criticism

Direct assaults on institutions, and mental hospitals in
particular, began in the early 1950s. One of the earliest
was based on a legal argument: 50,000 Outside the Law
(NCCL) rekindled fears about wrongful detention which had
in the previous century led to a 1legal process of

certification for people with mental illness.

This pamphlet now argued that mentally subnormal peopie
lacked some of the 1legal safeguards against wrongful
detention available to people with mental illness, and
that the methods of testing young people for mental
deficiency failed to distinguish temporary backwardness
from permanent deficiency. Conditions in mental deficiency
institutions created a ’vested interest’ 1in retaining
people rather than releasing them; patients often did
work which would otherwise require additional paid staff
and hospitals took on commercial work without adequately
paying patients. The pamphliet demanded a revision to
existing law to prevent such conditions from continuing,
and contributed towards the setting up of the Royal

Commission on Mental Health in 1954.
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Sociological studies of mental hospitals

Academic researchers began to pay attention to the state
mental 1illness hospitals from a sociological stance,
starting with several studies carried out 1in America
(Stanton & Schwarz, 1954; Belknap, 1956; Dunham &
Weinberg, 1960). These stﬁdies focussed on the
interpersonal relationships among the various staff groups
employed at the hospitals and between staff and patients,
and the ways in which these affected the prime objective
of the hospitals - the care or rehabilitation of patients.
What they found was an organisational structure within the
hospital geared towards custodial care rather than cure or

rehabilitation:

considerable shortage of professional staff of all
types within hospitals to carry out treatment
programmes, which led to cynicism about their jobs
and their roles within hospitals;

because of these shortages of staff, the treatment
and management of patients was determined by the ward
attendants, the least well-trained of all staff;

the extreme shortage of trained social workers
resulted in poor 1links being maintained between the
patient and his family, and among the family, the
community and the hospital, so that patients who
might have been able to be discharged were left in
hospital;

the social class differences between professional
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staff, especially doctors and attendants, led to
attitudes of suspicion, avoidance and hostility,
resulting in considerable barriers to communication;

the differences between the formal and informal
structures and objectives of hospitals were displayed
most clearly at the ward level. The official duties
of ward attendants, for éxamp]e in Southern State
Hospital (Belknap), were to clean the ward and attend
to the physical needs of the patients; what the
research revealed was that due to understaffing (the
hospital had 4800 patients and 600 staff) the ward
attendants spent their time supervising the work
done by patients who did the cleaning of the ward,
washing and feeding of other patients and other tasks
officially belonging to the ward attendants. For
this reason, what seemed to be a confused mixture of
patients on the wards was seen to relate to the need
to have an adequate number of ’'mild’ mental patients
to help on wards. The prime needs of the attendants
were for order and control, and these tended to

override the needs of patients.

Another study by Greenblatt, York and Brown (1955)
described how several hospitals had changed their regimes
to produce therapeutic environments, underlining the
importance of social rehabilitation as a key factor in the
discharge process of mental illness hospitals. Mental
hospiéa]s came to be seen as preventing rather than

providing treatment. This study and those mentioned
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previously pointed to the importance of gaining the
cooperation of the patient in achieving his own recovery
and of modifying the hospital environment so that it was
more responsive to client needs than to organisational
demands. These studies attempted to find ways of making
hospital care more effective; only one author, Belknap,
challenged the ideology of hbspita1s: “the failure of
reform was to ask whether a large-scale, centralised and
partly self-sufficient institution 1is in fact able to
function effectively in the treatment of the mentally i11"

(op. cit., p.205).

Clinical critiques

Similar 1issues came to be raised in England by Barton
(1959) who was among the first to see ’institutiional
neurosis’ as an illness, brought about by a lengthy stay
in a hospital. The main symptoms of this illness were an
unwillingness to take responsibility for oneself and to
leave hospital at all. This concept was later taken up by

Wing & Brown in their study of institutionalism (1970).

Raising institutionalism to the status of a disease gave
the condition it denoted a higher status than would its
recognition on sociological grounds alone. It was
important that clinicians themselves began to recognise
that a person with a mental illness or mental handicap
could be made worse, not better, by hospital care. It
helped to begin to draw a line around the original mental

illness or handicap so that a person could be seen as more
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than the illness; their personality and human needs

remained and demanded respect.

By the end of the 1950s and early 1960s "progressive"
thought 1in psychiatric services was rapidly moving away
from the hospital base towards the community. Trends in
the Mental Health Services (Freeman & Ferndale, 1963)
brought together many of the leading exponents of
community mental health services and reproduced some of
the more influential articles. In their introduction, the
editors noted that "“there is at present a period of
tremendous upheaval, in which a system of care which has
grown up over more than a century is being 1largely

discarded” (ibid, p.x).

Other clinical studies were undertaken at the MRC Social
Psychiatry Research Unit, focussing on services for people
with a mental handicap but following the same trend of
community orientation found in contemporary thought about
mental illness services. These studies tended to be
critical of hospitals for what they did and for what they

could do but didn’t.

O’Connor and Tizard (1956) reviewed studies relating to
the ability of low dependency patients in hospital to work
in ordinary employment situations. They described a
series of experiments with hospital patients (some of
which were carried out at Darenth Park) showing how

rehabilitation services could be considerably better than
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those currently provided. Their comments on training
opportuniﬁies in hospitals highlighted how poor
rehabilitation services were:

“most patients were given occupational activity father
than emh]oyed on work of value to the community;

“the work undertaken in hospitals had almost no relation
to the kinds of jobs done on licence outside the hospital;
~equipment used in workshops was obsolete;

“1ittle contact with commercial firms, so it was hard to
place trained patients;

“training situations were devoid of incentives;

“too little attention was paid to selection and training
of superviéors and training staff;

“inadequate supervision of patients on licence or in daily

service.

The conclusion of this study argued that a far more
effective service could be provided for the group of
mentally handicapped people which would enable them to

lead productive rather than dependent lives.

Further studies by Tizard (1961, 1964) looked at the
service needs of children with a mental handicap and their
families, and how services in the community could be
ofganised to meet these needs. Tizard noted in particular
the ways in which attitudes towards residential care had
changed after the Second World War and how the
disadvantages of institutions had become increasingly

apparent - their geographic remoteness; their intellectual
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remoteness from advances in medicine, education and
psychology; the difficulties for families in keeping in
touch with the child in hospital, and other arguments. In
particular, Tizard stressed the importance of size and its

relation to the quality of service provided.

Studies of institutions by sociologists/social
administration
The frontal assault on the  underlying " ideology of

institutions was made by Goffman (1961). Goffman’s work,
an analysis of the social structure of institutions and
relations between inhabitants and staff, created a

prototype of a total institution. This was defined as ’a
place of residence and work where a large number of 1like
situated individuals, cut off from the wider society for
an appreciable period of time, together lead an enclosed,
formally administered round of 1ife’ (p.11). The central
feature of a total institution was said to be ’a breakdown
of the barriers’ found 1in ordinary 1ife normally
separating the place to live, the place to work and the
place for recreation. Further, four characteristics of the
operation of a total institutions was cited:

all aspects of l1ife for the inmates carried on in the

same place and under the same single authority;

’each phase of the member’s daily activity is carried
on in the 1immediate company of a 1large batch of
others, all of whom are treated alike and are

‘required to do the same thing together’;
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'all phases of the day’s activity are tightly

scheduled’;

’the various enforced activities are brought together
into a single rational plan purportedly designed to
fulfill the official aims of the institution’ (ibid,

p.17).

Academic social administrators began also to take an
interest in conditions in a wide variety of institutions
and their effects on the inhabitants. These studies
concluded that these institutions failed to achieve the
objectives established for them and in the process of this

failure dehumanised their inhabitants.

First was Townsend’s surveys of local authority, private
and voluntary institutions for elderly people in England
and Wales (1962). His purpose was to describe the
conditions found in institutions, and how elderly people
Tived in them. Townsend did not argue that no elderly
person needed institutional care; he did claim that a
significant proportion of e1der19 people then in
institutionsal care had been admitted because of social
factors rather than physica]i needs: homelessness,
unavailability of domiciliary support services, financial
insecurity, general lack of social resources, of friends
or family networks. Over half of new admissions, he said,
were physically and mentally fit to 1lead independent

lives.
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What was so striking about his study were the descriptions
of conditions in the homes - the management regimes, the
social isolation of the inmates, their loss of occupation,
the physical poverty of the environment, the 1loss of
decision making by the elderly person about his or her
present 1life or future. Although not all institutions
were rated as poor, the overall portrait presented was

grim.

At the end of the 1960s, an influential piece of social
research was published, which followed Townsend’s in
method and substance but was concerned with institutions
for people with a mental handicap. Put Away (Morris,
1969) presented a depressing picture of meagre and
inappropriate conditions. Two thirds of the hospitals
studied were housed in pre-1900 buildings. Only a
minority of patients seemed to need hospital care: 64.6%
of the patients had no physical handicap, 65% were able to
dress and feed themselves, only 12% were severely
incontinent. The isolation of these hospitals affected
staff as well as patients, and the shortage and lack of
recognition of the value of specialist staff in education,
occupational therapy and psychology, meant that only a
small number of patients received any benefit from being
in what was supposed to be a specialist service provided
by hospitals. The stark contrast between the 1life led by
patients in hospitals and that led by the majority of

adults in the community was due to the 1loss of family
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contact, the lack of activity for so many of the patients,
the crowded 1living conditions, the treatment of residents
by staff as if they were children. Even in voluntary
hbmes, which were rated more highly than hospitals on
standards of physical environment, the author claimed to

have found few examples of rehabilitation or training.

A later study was concerned with the care offered to
mentally handicapped children in institutions (King,
Raynes and Tizard, 1971). The researchers set out “to
examine how different environments found in residential
care influenced the way in which children were brought up,
by comparing in detail the organisation, staffing
structures and patterns of daily activities in two local
authority children’s homes, a large paediatric hospital
with long-stay wards and a mental subnormality hospital.
Their conclusions supported many of the types of
criticisms made of 1long-stay institutions, based on the
extent to which environmental factors hindered the
approach to child-oriented management practices. They
claimed that they were not arguing against size of
institution as such, but against the ways in which size
tended to be associated with other factors which worked
against the interests of children, such as separation from
the community because residents were drawn from a large
area, separation from family for the same reason, problems
in recruiting and retaining staff, a greater tendency for
centralisation of organisational procedures within large

instituions, and the ways in which development of skills
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in childhood was hampered by institutional practices and

attitudes.

Similar criticisms were made by Oswin (1974) in her study
of weekend activities offered to- handicapped children
living in three different types of institutions. These
research reports were demonstrating that it was possib]e.
to raise severely mentally handicapped children 1in ways
similar to those for non-handicapped children of the same
mental age, and that handicapped children benefitted from

opportunities to do 'normal’ activities.

A more recent study of Booth (1985) examined the extent to
which 'dependency of residents in 1local authority old
people’s homes was induced by the regime of management of
the home. He attempted to look at whether regimes induced
dependency because of poor practice or whether an
institutional setting was necessarily harmful to people no
matter what type of management style was used. The study
he directed examined 175 homes in four local authorities
over a two-year period of time. Despite finding
differences 1in the ’ethos of regimes’ (liberal to
restrictive), the outcomes for residents seemed not to
vary according to regime; he concluded that
“sociologically, the differences between regimes must, in
light of this study, be seen as a veneer that decorates
the massive uniformity of institutional 1life.

underneath lies the same crushing panoply of controls over

lives and doings of residents” (ibid., p.206). Even
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’liberal’ regimes do not avoid the negative effects of
institut{onalism. "This study obliges us to face up to
the fact that the only sure way of 1limiting 1its
[residential care]l] harmful effects is to stop admitting
people who, given the chance, could manage with other
kinds of support" (ibid., p.209). Similar conclusions

were drawn by Willcocks et al (1987).

Scandals

Scandals have played a key role in the development of
social policy in many fields and care provided in
institutions 1is an area which has had considerable
attention. An early report by Barbara Robb (1967)
repeating various accounts of what went on in geriatric
units based on what shé was told by nurses, relatives éf
patients, and others. Callous indifference to patients,
. exploitation, rough handling, removal of glasses, hearing
- aids, dentures and other indignities, were portrayed as

customary practice.

Sans Everything preceded what became a series of reports
of 1inquiries set up to investigate allegations of i1l
treatment or poor treatment in a variety of long-stay
institutions. Starting with the revelations about Ely
Hospital in 1969 (DHSS, 1969) and continuing to the report
on Normansfield in 1978 (DHSS, 1978), a catalogue of
failures at all levels of service provision and service
management were revealed to the public (Martin, 1984). 1In

his analysis of reports by Committees of Inquiry into
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nineteen hospitals, Martin cites common features of the
conditions found in those hospitals which more or 1less

mirrored the sociological studies of hospitals in the

1950s: geographic and professional isolation;
abandonment of patients by their communities; lack of
support towards staff by managements; failure of
leadership among all professional groups; poor
interaction and cooperation among professions; shortage
of resources; ’'corruption of care’ - subversion of prime

objectives of the hospital to preservation or order, quiet
and cleanliness. In the author’s view, the failures of
care were embedded 1in the context of the conditions in
which the hospitals were run, rather than the sole
résponsibi1ity of individuals. Martin himself did not
qguestion whether so many or even any people should be in
hospital; his recommendations were aimed at 1improving
conditions within hospitals. But the series of hospital
scandals which formed the background to his book
publicised the negative features of hospital life the way
no academic study could, and significantly contributed to

the poor public image of hospitals.

The economic _argument .

Almost 30 years of research and polemic worked towards the
creation of an enviornment in which institutions were seen
as harmful to the interests and needs of their
inhabitants. These arguments were early on taken up by
politicians who could see other advantages: comnmunity

care would save money because it was cheaper than
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institutional care (Scull, 1984, Walker, 1982). For a
start, many of the hospitals, both in the UK and in the
USA, were rapidly approaching a century in age; if
continued in use, they would require major renovation or
rebuilding. Closing them, or at least some of them, and
selling the sites would raise capital. Next, those
concerned with budgets could see that bringing people out
to the community could save revenue 1in several ways.
Demands for improved standards in hospital would require
additional revenue; decreasing the number of hospital
patients would 1imit the ngmbers for whom services would
need to be improved, and thus 1imit the costs of
improvements. There were people in hospitals who did not
require the 24-hour care provided; these people could
live more independently and more inexpensively in the
community. It would also be possible to shift the costs
of care 1in the community to other authorities or to
families/relatives; this too would lower the cost to the
hospital budget. In Britain, this shift would be from

central taxation to local rates.

In the USA, similar financial considerations played a
large role in developing programmes discharging patients
particularly from mental illness hospitals. In the case
of services invCalifornia, the interplay was among the
state government which supported the hospitals, 1local
communities which supported 1local health and welfare
services, and the federal government which was willling to

fund certain tyupes of programmes but not others. (Segal
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and Aviram, 1978, Cameron, 1978).

The case against de-institutionalisation

Ideology, professional practice, social research and
economics thus combined to make deinstitutionalisation a
favoured option, an ironic twist to mental health policy
as these were the same kinds of arguments used to develop
institutions a century ago. And now, as then, the new
policy had its critics. Some argued, such as Brown et al
(1966), that the disabilities attributed to long stays in
institutions were in fact for some_peop]e, the symptoms of
their illness; discharge to the community would not
change their characteristics and might make their
condition worse by placing them in too demanding an
environment. Jones et al (1975) made a similar point with
regard to people with a mental handicap; no theory about
deinstitutionaisation, normalisation, 1labelling or any
other theory could deny the existence of severe handicaps,
and the need for special services. These critics
challenged the assumption that institutions were always
wrong for all people, and that the only types of
disabilities were those acquired by 1living in an

institution.

A second line of criticism was based on more pragmatic
considerations; community care may be a viable
alternative but the facilities in the community at present
were inadequate and thus deinstitutionalisation as a

policy was wrong because it encouraged discharge without
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adequate backup. Thus Sedgwick wrote that:

"in Britain as in the USA, the reduction in the register
of patients resident in mental hospitals (from a peak of
154,000 in 1954 to around 2/3 of this total in recent
years) has been achieved through the creation of a
rhetoric of ’community care facilities’, whose influence
over policy in hospital admission and discharge has been
particularly remarkable when on considers that they do
not, in the actual world, exist” (1982, p. 192).

This too was not a new argument. Titmuss (1963) had
criticised the government for being too optimistic about
the rundown of hospital beds. He argued that 1local
authority expenditure on mental health services per head
of population was less in 1959 than it was 1in 1951, He
showed how various government policies conflicted with
rehabilitation aims and warned that "to scatter the
mentally 111 1in the community before we have made

provision for them is not a solution” (ibid, p.223).

The more detailed documentation of the non-development of
community services comes from the United States and deals
largely with mental illness services. Much of this
documentation underlines the dependency of state
hospitals on the growth of the new custodial private
sector to provide the alternative care to discharged
patients - often unmonitored and by wunqualified staff.
Some states have programmes funded exclusively for ex-
hospital patients, thereby excluding younger persons
needing care but having no record of previous
hospitalisation. Increases in homelessness are 1linked
with the growing number of ex-patients in what Brown calls

"the new marginality" - the way the public lumps together
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facilities for drug addicts, people with mental illness,
convicts and other deviant groups (Brown, 1975a). Brown,
along with Chu & Trotter (1974), also points to the way
that mental health programmes in the community are not
necessarily linked with the mental health care needs of
discharged patients; community mental health services,
for example, are based on a ﬁmdica] model of care énd
provide a range of medical/psychological services, but
they at the same time ignore the most basic needs of

accommodation, meals, clothing, income.

The American experience, especially of people with mental
illness problems, 1largely publicised through television
and newspapers, has been the basis for doubts in Britain
about deinstitutionalisation for any group of people. The
policy of successive British governments has been to argue
for the development of facilities in the community which
would result 1in hospitals no Tlonger being needed;
hospital closure has not figured overtﬁy as a policy
objective. Yet it has often been hospitals rather than
community services which have received attention, because
of their higher costs and the difficulties in managing
them. Whilst it is in theory possible (and desirable) for
new services to exist before old ones are dismantled, the
reality of limited resources and ideological commitment to
types of service provision usually have the two occuring
simultaneously or even one contingent upon the other
(Bradley, 1976). The growing number of homeless people, a

proportion of whom have a mental illness, has underlined
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the difficulty of providing new services before running

down the old ones.

Conclusion

The Darenth project was caught up 1in these types of
arguments about deinstitutionalisation. The hospital
itself shared many of the féatures identified by early
sociological studies of large institutions and of large
institutions for people with mental handicap (Morris,
1969; Martin, 1984): overcrowding of wards, inadequate
staffing levels, poor clinical and environmental
management. As will be shown in chapter 5, early attempts
to bring about improvements resuited 1in 1little change
within the hospital. When an opportunity arose to sell
the hospital land, it became feasible to plan for its

total closure.

The Darenth project attempted to avoid some of the
pitfalls of the American experience of
deinstitutionalisation by ensuring that every resident was
discharged to a known address. Each person was to have
day activities arranged. But doubts remained which could
only be settled by the experience of 1living 1in the
community. Would the community accept in its midst people
with severe mental handicap, including unsocial behaviour?
Would the residents benefit from being in the community?
These were the kinds of issues against which the closure

of institutions would be measured.
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Chapter 3

Bringing Change into the System

‘This study of Darenth project-is concerned with planning
activities used to bring about the hospital closure and
develop new services 1in the community. Chapter 1
identified some of the ways planning had changed over the
time of the Darenth project. Before the 1974 NHS
reorgaﬁisation, planning meant in effect capital planning,
basically new district general hospitals to replace small
and dated acute wunits (Brown, 1979). The 1974
reorganisation had as one of its key features the
initiation of a planning system on a rational basis,
looking at the best use of resources across all services
and client groups (DHSS, 1972). Further, it was to be
extended from capital planning to service planning, so
that models of service provision, manpower plans,
financial plans and coordination with other agencies
became important componants of plans. Rational-
comprehensive plans of this type lasted a little less than
a decade, to be replaced by a planning system 1less
detailed, more focussed on major change issues only and
more closely aligned with a system of accountability

reviews.
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In this chapter, some of the ideas about the nature of
planning and implementation will be explored and related

to changes which have taken place in the NHS.

Rational Comprehensive Planning

The essence of rational decision-making is: a clearly
stated objective; identification of alternatives;
analysis of consequences of these alternatives; choice
among them (Carley, 1980). Rational decision-making is
therefore a technique for solving problems. Its origins
lay in part in the work of F.W.Taylor (Tillet et al.,1970)
and others of the "scientific management” movement who
were concerned to achieve maximum efficiency. Taylor’s
objective was to promote efficiency in industrial firms
through specialisation and rigourous control of tasks,
resulting in optimum output and profit maximization.
Finding the most efficient way of carrying out work was a
matter of analysing a task into its component parts,
including time studies. This was his approach to problem-
solving: a detailed set of procedures based on an analysis
of a]ternaﬁives and viewed very clearly from the

perspective of a manager.

Something of Taylor's approach was found in studies of

efficiency in government activity during the 1950s and
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1960s, 1initially by economists at RAND involved in US
Defence Dept work and by others engaged in analysis of
government functions for other departments (Glennerster,
1975). - -That approach became the basis of cost-benefit
analysis and lay behind in part at least of other attempts
in Britain to systematically and comprehensively quantify
decision-making - programme analysis review in particular.
Such concern was for the efficient allocation of
resources, growing out of the increased social and
economic interventions by government to provide goods and
services for its citizens; “value for money” is the most

recent expression of this concern.

A technique for allocating resources 1in relation to
programme objectives, the starting point of sub-
optimization, was the development of programme budgetting
during the 1960s. Novick (1965) described programme
budgetting as:
S

which the initial emphasis in on the identifiable

outputs - major objectives of government processes.

It then attempts to order the inputs - government

activities produced by manpower, material, real

estate - so that comparisons among wider ranges of

alternatives are feasible and meaningful.” (p.vi)
Such a system was introduced in Britain in the early 1970s
under a more limited version of Programme Analysis and
Review; it covered a selection of programmes for review

rather than attempting to cover the entire range of

activities of government departments each year (Banks,
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1979). Within the Department of Health and Social
Security, a programme budget approach was established in
the early 1970s which focussed on principle policy areas,
such as services for elderly people or physically
handicapped. Within each of these areas, programmes were
broken down further into in-patient services, day care,
residential care, and so on, showing how the policies for
a client group could be sub-optimized for for analytic
purposes, 1in the hope that the programme budget would
assist in the assessment of priorities across all the main

service areas funded by the DHSS.

These various approaches to rational-comprehensive
planning clearly placed considerable demands on analytic
functions. Arguments against this mode of rational
decision-making have been put forward on theoretical and

pragmatic grounds.

A: Clear objectives: Some policies may have clearly
stated aims but what is more Eypica1 of policy is that it
will be ambiguously phrased to generate a high level of
support from a wide range of groups. Issues are complex
so that highly specified statements are neither possible

nor desirable (Barratt and Hill, 1984).

A rigid distinction between ends and means fails to

recognise the way 1in reality problems and solutions
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interact and goals are compromised throughout the policy
mak{ng process (Hall et al, 1975, Lindblom, 1959, 1965).
This is not to say that policy makers do not have goals;
only that their goals get thrown into the ring with those
of others involved in policy making who have their own

perspectives on issues.

B: Information: Many commentators have argued that the
information requirements of rational planning are so
Tengthy and costly that they become unattainable. The
most common objections relate to assumptions about the
time and cost of identifying and analysing all possible
alternative courses of action and their consequences (e.g.

Downs, 1965; Smith and May, 1980).

Information requirements include predictions about future
events or conditions in relation to assumed costs and.
benefits (Abell, 1975) and to the certainty with which
these predictions can be made (Banfield, 1959). There is
little evidence that the ability to predict in complex
situations is at all reliable and that the further into
the future predictions relate, the 1less reliable they
become. Conseguences can be predicted only imperfectly, as
they 1lie in the future. Given the multiple interests
involved 1in deciding which option to pursue, it is
evident that different participants will attach different

estimates to costs and benefits, dispute the relevance of
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information and offer differing interpretations of what
constitutes a “problem” or a "solution”" (e.g.Allison,

1971).

A final limitation is the capaciﬁy of an individual or of
a planning agency %?\éq%gg11y'H§L59d;\to handle the amount
of information a EationaT method of ' planning would
generate: the limitations of memory; the limitations on

dealing with more than a small number of items at one time

apply to individuals and teams (Faludi, 1973).

C: Ranking of criteria: The multiplicity of interests
involved will bring with them a multiplicity of values in
identifying and ordering preferences among alternative
courses of action. Similar issues are thus raised in
ranking alternatives as were raised concerning
information, namely whose values are to be ranked and by
whom. The extent to which "public interest” might form
the basis of a ranking of values is therefore open to
question (Carley, 1980; Wildavsky, 1966). Rein argues
that in democratic societies “"there are only conflicting
interests, each seeking to maximise its influence through

the political process"” (Rein, 1976, p.98).

Rational Planning Modified

Despite the inherent difficulties in the complete rational

mode, writers have been reluctant to surrender the idea of
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decision-making as a rat{onal activity: "It is .
fundamental to our culture that rational choice is better
than irrational choice" (Novick, 1965, p.26). There have
been different attempts to preserve the basic rational
model by trying to limit its demand for Qomprehensive

analysis.

A. Satisficing: Taylor’s work concentrated on workshop
production; cfitics argued that he had ignored issues
concerned with the organisation as a whole. These ideas
were taken forward by Simon (1945) who attempted to match
a theoretical understandihg of rational decision-making

with the then current knowledge of behavioral sciences.

Simon. based his thinking of decision-making .on the
rational model but developed the idea of bounded
rationality: a recognition that our knowledge of a
problem and its environment is limited, as is time and
money to be spent on resolving that problem. Together with
a colleague, Simon set‘ out to produce a theory about
organisations which "recognises that members of organisa-
tions have wants, motives and drives, and are limited in
their knowledge and in their capacities to learn and to

solve problems” (Simon & March, 1958, p.136).

B: Normative-Optimal. A second model of modified rational

decision making was presented by Dror as the normative-
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optimal model (Dror, 1964). This model entailed a search
for alternative courses of action or policies within a
definite cut-off point; recognition that extra-rational
processes, especially experience, played a role 1in
understanding and evaluating complex issues; and that
these processes could be consciously improved. Dror
accepted that most policy-making followed precedent, and
was slow to advance change even when problems or
situations changed more rapidly. He stressed that the
model he proposed not merely fit the experience of policy
making but also had the potential to improve it, by

showing how significant change could be brought about.

C: Mixed Scanning. A third attempt to combine what were
seen as positive features of rational planning with the
more realistic acceptance of human 1limitations was
produced by Etzioni as a "mixed scanning” approach
(Etzioni, 1967). This approach was related to the strategy
of decision-making which he thought society needed:
fundamental decisions which gave broad direction to policy
areas; and incremental decisions which worked out the
details of policy within the framework set by fundamental
policy making. Fundamental decisions were related to
fairly radical change seen to be needed; incremental

decisions related more to “stable"” situations.

Mixed scanning consisted of a broad brush sweep adopted at
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a more detailed examination of some selected areas,
revealed as "“requiring” detailed examination. Scanning
was therefore both rational in a l1imited number of areas
and “"truncated" for the major portion of a field of study.
The overview included exploring the main alternative
courses of action, but without going into detail about any
of tHem; that would come later when only a few had been

identified for in-depth study.

Each of these models shareé, to varying degrees, the
weaknesses of the rational model. They all assume that
given a set of data, the same choice of alternative will
be reached by all - a one best solution approach.
Secondly, these decision-making models are centralist;
they imply a hierarchy of values and objectives which
guide and inform work done at lower levels of an organisa-
tion. No recognition of the possibility of diffefences in
perception of problems or 1in the merit of different
solutions is given. Thirdly, information is treated as a

cost-free commodity.

These three models of decision making represent attempts
to preserve a rational approach whilst recognising the
impracticality of the rational-comprehensive model. The
recent history of government initiatives 1in planning
follows a simiiar pattern. During the 1960s and early

1970s, government machinery in Britain was reorganised on
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what were said to be more rational lines, so that central
government departments became larger, bringing together
interdependent policy areas. New planning systems were
established to achieve é higher degree of coordination
between policy areas, to give a longer term -perspective to
plans and to introduce more rational considerations into

the policy making process.

In this pattern, the Department of Health and Social
Security was created in 1970 and the NHS reorganised in
1974. A national management structure was prescribed for
the main management tiers of region, area and district,
specifying the functions of the tiers, working
relationships between them, and the roles of the senior
staff of each tier (DHSS, 1972). 1In 1976 a comprehensive
planning system was introduced into the NHS (DHSS, 1976b)
and in the next year, Jjoint planning arrangements with
local authorities were announced (DHSS, 1977a) (see
chapter 5). The DHSS issued guidance on the priorities
for development across all the main service areas, with
norms of provision which authorities should work towards,
and differential rates of anticipated growth over the
coming years (DHSS, 1976a, 1977b). The role of the DHSS
was to make policy decisions and of the field authorities

to implement these.

The NHS planning system soon ran into difficulty: managers
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found it too cumbersome to operate comprehensively on an
annual basis; they lacked much of the information needed
for more rational decision making; the declining economic
circumstances made shifting resources much more difficult;
the power of consultants was'undiminiéhed by the planning
system, and'power politics continued to influence p1an§.
During the 1980s, the NHS planning system was reduced in
operational complexity, but the centre became increasingly
concerned with the failure to achieve better use of
resources, so that new measures were created to try and
hold the field authorities to particular targets:
financial targets such as cost improvement programmes or

policy targets such as reduction in waiting lists.

Disjointed incrementalism

The rational model displayed a centralist outlook which,
in order to control the whole of a process needed to
achieve an objective, emphasized the importance of
centrally 1located strategic coordination. This was
challenged politically and ethically by writers such as
Hayek (1944) and Popper (1957), and from a public
administrative viewpoint by those who saw decision making

as a process of bargaining and negotiation.

The most radical challenge to rational decision making has
come from Lindblom and colleagues (Lindblom, 1959,

Braybrooke & Lindblom, 1963). In pa.t, Lindblom’s
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arguments were based on a recognition of the limitations
on rational decision-makin, similar to those advocating a
modified rational model. He, however, drew a totally
different conclu..ion from those limitations and adding to
this a distrust of centralised power, saw attempts at
rationa. comprehensive decision-making as wrong and

perhaps dangerous.

Lindblom’s first attempt to sketch a model was successive
limited comparisons. The key features of this model were
an acceptance of the interaction of values and possible
courses of action; Timited means-ends analysis;
acceptability of policy as the key test of its
'correctness’. The overall intention was to describe how
people actually made decisions, showing a model stripped
of complex demands on resources, capacity to handle a
multiplicity of factors and carry out complicated
calculations. The essence of this model was that
decisions involve incremental change from existing policy
and that therefore only those options which represented
incremental change needed to be considered. Further,
comprehensiveness was achieved insofar as every interest
in society had a watchdog to look after its interests so
that the consequences of policy proposals became the
subject of concern to those affected by them, not merely

the subject of a central analysis.
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This model was further elaborated in A Strategy of
Decision (Braybrooke & Lindblom, 1963). Successive
limited comparisons now became disjointed incrementalism.
The authors added to exposition already given, elaborating
further their contentions regarding the interaction of
facts and values, means and ends, emphasizing that the
strategy, far from being conservative, was actually
adapted to continuous change as positions, knowledge,
experience and values shift. The model was also said to
be characterised by its remedial nature - it formulated
policies by moving away from didentified 1inadequacies
rather than towards known goals. Finally, it was
fragmented; analysis of policy proposals took place in
many different centres and by many different groups, all
of whom could be affected by proposals in a variety of
ways, and most of whom were 1in 1imperfect communication
with each other. This latter point might be the authors’
retort to those who argued for the construction of a
social welfare function; in their view, each person (or
group) decided for themselves whether and to what extent

they benefitted from policy proposals.

Further modification to incrementalism was suggested by
Lindblom in 1979. He introduced the idea of ’strategic
analysis’ which included "analysis 1limited to any
calculated or thoughtful chosen set of strategems to

simplify complex policy problems.” He was now willing to
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consider longer term decision making based not on
incrementalism but on “broad ranging often highly
speculative and sometimes utopian thinking about possible

futures....” (1979, p.522).

Various critiques have been made of Lindblom’s writings -
that it encouraged conservatism in policy-making, that it
favored powerful and establishment groups or interests
rather than recognising the needs of unrepresented
interests; that disjointed incrementalism could not cope
with technically complex 1issues or rapid change more
frequently found in modern societies; that it represented
a descriptive account of American pluralist politics but
might have poor prescriptive relevance for other political
systems. The significance of his work lies not 1in the
detail but in his attack on an ideal of rationality as the
form of problem solving:
The strength of Lindblom’s work lies in the way in
which, both directly and indirectly, it illuminates
the nature of a rationality of collective, i.e.,
political action, the crucial feature of which is its
very collectivity. In the Lindblomian paradigm of
public policy making, no one individual or group has
a monopoly on truth, information or analysis. And the
power to determine the ends and means of public
policy 1is widely, though of course not equally,
shared.” (Gregory, 1989, p. 147).
At a time when expertise was highly valued in society,

Lindblom reasserted the much older economic value of each

person (or group) deciding what constituted maximum
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satisfactibn by striking agreements for themselves with
others. Lindblom’s work is therefore‘ particularly
pertinent to an understanding of interagency collaboration
needed to implement community care policies (see
Glennerster et al, 1983). The understanding upon which
disjointed incrementalism was based essentially
underpinned the Audit Commissibn and Griffiths reports,
and was enacted in the NHS and community care reforms
brought in at the end of the 1980s.
L

The new approach to planning had the same objective, of
achjeving a better balance between use of resources and
needs, and or more efficient servicve delivery. The
rational-comprehensive planning system went out and in
its place came more limited attempts to match needs and
services through a health services market (Cm 555, 1989).
Services would now be provided through contractual
arrangements, and competition and financial incentives
would ensure efficiency. Central government no longer
needs to issue detailed policy advice on how services
should be developed and at what rate; it is now the
responsibility of the “purchaser” to assess local health
needs and to contract for services to meet these. What
remains to be tested are the consequences of a health
services market, and whether some form of social planning

will again be seen as necessary.
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Other approaches to decision—-making

The range of difficulties that organisations have had in
attempting to act “rationally” in their decision-making
structure has led to a recognition of other models of
decision-making. March, for example, argued that theories
of choice have ignored that decision-making may servcge
other functions than selecting the best alternative.
(March, 1982). Conflict 1in decision making is often
ignored or "managed” in a trade-off situation in rational
décision—making; but there are models of decision-making
which allow decisions to be made without resolving
conflicts, such as in the political process, or in market
situations or exchange or alliance formation;
accommodation rﬁther than efficiency 1is the key factor.
Similarly, rather than seeking to identify alternatives
for choice, the “correct” rule might be 1looked for, so
that appropriateness becomes the criterion of decision-

making..

March further considered the confusion and complexity
surrounding decision-making. Any decision-situation was
likely to be embedded in a web of changing circumstances,
so that the idea of a h{erarchy of control and a Tlinear
process of sequential activity was seen as singularly
inappropriate. The decision—-makers were themselves

involved in many other activities than one decision-making
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situation; March argued that it was important to under-
stand how one decision situation fitted into the
requirements and demands of other facets of individuals’
and groups’ work. In these types of situations, problems
and solutions may be related through temporal proximity,
rather than hierarchical or consequential 1logic. March
also notes that decisions are not always connected to
outcomes but to other factors: to Jjustify action; to

distribute praise or blame.

Rosenhead takes up the idea of the complexity of decision-
making situations in relation to the inadequacies of
rational-comprehensive planning to cope with that range of
complexity of what he calls "messy” situations (Rosenhead,
1989). These are often situations requiring strategic
decisions, having gehera] rather than specific objectives
and high levels of uncertainty relating to unknown or
unknowable factors, or situations in which conflict is
prevalent, or in which problems are 1interdependent, so
that ‘a solution to one must interact with solutions to

others.

These types of decision—-making situations are the
antithesis of the ideal context for rational-comprehensive
decision-making; Rosenhead’s book is concerned to show
that logical and systematic techniques are available to

help participants manage the process of decision-making
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rather than solve problems. What is important here are
techniques that help ‘shape perceptions of issues or the
identification of <threats and opportunities, remain
sensitive to the organisational environment, and promote
participation as a means of building a consensus. All
these factors indicate that the objective of decision-
making has chanéed from é best-solution situation to one
in which change comes about through commitment to shared
perceptions of issues and opportunities, taking into
account the many differences in values and interests which
may exist. As Rbsenhead points out, this type of process
is helpful within organisations, but even more significant

for inter-organisational decision-making.

Implementation

Planning in only part of managing change, and is of little
value if activity stops with the production of a plan or
policy statement. The next 1issue for consideration is

therefore implementation.

Compliance and control

The traditional assumption is that organisations exist to
carry out the functions assigned to them, in whatever way

such functions are legitimately assigned. The superior-
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subordinate relationship of hierarchical organisations is
the cornerstone of implementation: the function of the
subordiniate is to carry out the commands of his superior.
This view would certainly accord with Weber’s
understanding of the nature of a bureaucracy. Weber would
perhaps stress the legitimacy of issuing commands, and the
acceptance of that 1legitimacy through a recognition of
rules circumscribing the exercise of that authority. But
in essence orders are given and officers act according to
their roles. Obedience is owed because the command is
legitimate. Implementation is acting in one’'s assigned

role (Weber, 1947).

This view would also to some extent be shared by Dunsire.
He maintained that implementation was a construct, not a

process of work:

"From their own viewpoint, the workers in the
Ministry are just doing their job. It is the result
of the way their jobs have been specified and of the
procedures that have been 1laid down 1inking those
jobs, that decisions of any particular kind can be
implemented - whether as a ’'one-off’ or as a regular
routine” (1978, p.151)
In writing about “"perfect 1implementation™ Dunsire thus
assumed that a decision had been taken at an appropriate
level, that it was transmitted unambigously to the 1level
of operations where it was acted upon. But even in
studying implementation as an abstracted process, Dunsire

recognised that ’imperfections’ were inevitable - lack of
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information, the need to monitor to ensure adherence to
instructions, and unforeseen circumstances. Secondly, in
public bodies 1in particular, there was a need to ensure
that procedures were being correctly adhered to and this
entailed organisations having multiple goals, bringing
“with it the potential for conflict of goals. Dunsire
therefore introduced the idea of control as a corollary to

that of implementation.

Yet the controls which Dunsire identified were
surprisingly weak, depending largely on the willingness of
subordinates to accept rules. Dunsiré was left with the
importance of subordinates becoming ’self-regulating’ -
that is, to monitor and modify their behaviour themselves
to achieve the organisation’s objectives, as the means of

controlling people.

A slightly different approach by another organisational
théorist was aimed at ididentifying the difficulties
inherent in the structure of bureaucracies which lead to
policy failures. Hood started with a definition of
“perfect administration” as a condition in which
“administration proper would have no limiting effects on
policy outcomes” (1980, p.6) and suggested five structural
and procedural features which would comprise a system of

perfect administration:
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1. unitary line of authority - no conflicts;
2. uniform and clearly ascertainable objectives for all
components of the bureaucracy;

3. perfect obedience or perfect administrative control
to ensure objectives were implemented;
4. perfect coordination between sub-units, perfect

information about current operations and capacity to issue
unambiguous orders;
5. the absence of time pressure.

Hood then lwent on to identffy three types of 1limits:
external conditions (such as 1inadequate resources or
political wunacceptability of implementation); quasi-
administrative limits (the deliberate creation of
difficulties ofimplementation); and administrative limits
(problems 1in execution). His particular perspective on
how administration of the imperfect variety, that is, that
which was 1likely to occur in the real world, might
contribute to policy failure was the degree of hostility
to be found in the environment:
"...recalcitrance is the raison d’etre of administration,
as we have already pointed out: one ’administers’ because
there is or may be resistence in the system. But recalci-
trance is also a 1limiting factor, indeed the 1limiting
factor in many cases.” (p.192)
Control was a major theme of Hood’s writing, as the means
of dealing with recalcitrance. However, as this theme was
explored, it became evident how difficult it actually was
to exercise control. Like Dunsire, the available means of
control which Hood identified were far from guaranteeing
their effectiveness in achieving compliance. Most means

of control became vulnerable in a hostile environment - to

attempts to subvert or to be counter-productive or to
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produce inefficiency, undesirable outcomes,
incompatibilities in levels of control, loss of
flexibility. His general conclusion was that the various
means of control often had high costs attaéhed to them and

were difficult to apply with- out increasing opposition.

Similar conclusions were reached by two other authors
approaching organisations from an economic-model
perspective. Both Downs and Tullock assumed that self-
interest was the prime motivating factor of people in
bureaucracies as elsewhere. Bureaucratic processes and
objectives were thus subject to distortions of different
kinds as officers sought to interpret commands and
communications in ways which reflected best upon their own
interests and positions, and furthered their own personal
goals. If this was the basic assumption about people in
bureaucracies, the problem was easy to define: how could
those at the top ensure their commands were obeyed and

work carried out that was in their_interests, and not that

of their subordinates.

Tullock had practically no answer to this préb]em; he
saw distortion at all levels of hierarchy. Downs had a
more structured approach. He too accepted that officers
in bureaucracies acted out of self-interest and that it

was self-interest which resulted in biased behaviour by

- officers to the extent that they responded favorably or
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officers to the extent that they responded favorably or
disproportionately to actions which reflected positively on
themselves and negatively to those which showed up
shortcomings or deficiencies. Biased behavior distorted
the transmission of information 1in any direction, in
advice-giving or evaluative situations, compliance with
commands from superiors and in the willingness of officers
to perform their roles to the fullest possible extent.
Such biases became manifested 1in bureaucratic activity
through the exercise of discretion which each official
used in fulfilling his functions within the hierarchy:

At every level there is a certain discretionary gap

between the orders an official receives from above

and those he issues downwards, and every official is

found to exercise discretion 1in interpreting his

superior’s orders” (p.134)
The potential for deviation was therefore built into the
very nature of bureaucratic processes. To counteract the
effect of the interjection of personal goals into official
goals, Downs identified three principles of organisational
control:

“"Law of Imperfect Control - no one can fully control

the behavior of a large organisation.”

“Law of Diminishing Control - the 1larger any

organisation becomes the weaker is control over its

activities exercised by those at the top."

“Law of Decreasing Coordination - the larger any

organisation becomes, the poorer is the coordination
among its actions.”

The actual process of controlling the actions of
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subordinates was that of monitéring their performance,
with several techniques being identified to generate
information unbiased by the personal interest distortion.
But Downs also pointed to the Law of Counter Control:
“The greater the effort made by a sovereign or top-
level official to control the behavior of subordinate
officials, the greater the efforts made by those
subordinates to evade or counteract such control.”
(p.147)
There are many examples of other writers who have treated
implementation 1in this way and offered advice for
improving implementation processes. Sabatier and
Mazmanian (1979) produced five conditions for policy
implementation to occur successfully, such as a sound
theoretical relationship between objectives and outcomes,
unambiguous directions, adequate managerial and political
skills by main implementers, and so on. Solesbury (1981)
wrote about strategic p1annin§, based on an understanding
of the methods of military strategy, including guidance on
communication, target setting, intelligence gathering,
resource allocation. Whilst recognising the poor
performance of strategic planning, he was convinced that
it could be improved so that it would connect better with
day to day decision-making. Van Meter and Van Horn

described a model of implementation based on features of

six variables affecting its outcome (1975).

A similar approach to implementation but in relation to

policy carried out in an inter-organisational setting was
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used by Pressman & Wildavsky studying the implementation
of federal support to employment programmes in Oakland,
California (Pressman & Wilda.vsky, 1973). For them, the
basis of the “implementation gap" was twofold: the
failure to create 1inks in a causal chain of initial
conditions, actions and outcomes; secondly, the failure to
create édequa;e reciprocal relationships between
organisations required to work together to achieve the
desired outcome. Through their study they came to see
failure inherent in a political situation which spread
policy formulation and implementation among different

agencies each with their own agenda.

So, having started with an ideal model of bureaucracy in
which commands of superiors became the work of
subordinates with no specialised intervening processes,
further analysis has shown that ’implementation’ for a
variety of reasons, is far from automatic. Despite the
formal roles, expertise and authority of superiors, the
exercise of control over subordinates and their work has
been shown to be far 1less effective than is commonly
assumed. What Elmore called "the noble 1lie of
conventional public administration®, that the policy maker
controls an organisation’s political and technical
processes, in fact masked a range of real world problems

(1980).
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The above writers discuss policy implementation as an
abstract activity, giving no recognition to the complex
set of relationships existing within or between large
bureaucracies and the conflicting demands made upon them,
through which policies will be “implemented”. Rather than
seeking to impose <control over what is largely
uncontrollable, other writers have proposed that the task
of a policy-maker/manager wishing to see policies imple-
mented should be concerned to create an environment in
which subordinates (or equally other organisations) were
encodraged to act in ways which would  support

implementation.

The task of management, according to Lynn, is 1largely
centered around integrating the personal interests of
individuals or groups with the objectives of the policy-
maker; Lynn wrote about the “structure of purpose”
created by individual executives (Lynn, 1989). To achieve
this, the public service manager should use a variety of
techniques: incentives and discentives and other reward
systems created through using organisational processes,
rules and structure; symbols and shared meanings; politi-
cal skills in negotiating or promoting cooperative
behaviour; skillful spotting of opportunities for
change. Control should be exercised not directly over
people but indirectly through manipulation of the

environment and organisational processes to encourage
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certain types of actions and discourage others. This
argument is supported by Peters & ﬁaterman (1982) who see
innovation and efficiéncy coming from a management
structure that has a clear underlying and tightly adhered
to value system, along with maximum autonomy allowed to
individual product units:

“Organizations that live by the loose-tight principle

are on the one hand rigidly controlled, yet at the

same time allow (indeed insist on) autonomy,

entrepreneurship, and innovation from the rank and
file"” (ibid, p.318).

What has been discussed so far is often referred to as the
"top-down" mode1 of implementation (.e.g.Hunter, 1980, Ham
and Hill, 1984, Gill and Thrasher, 1985). It is
characterised by an assumption that policy is “fixed";
once agreed, it stays static during implementation.
Secondly, it is characterised by an assumption that policy
is 1implemented by managers issuing instructions to
subordinates; implementation is a problem of achieving
compliance through operating the right controls or
incentives. If implementation fails to occur, it is due
to poor management - ambiguously phrased instructions,
poor communications (e.g. Nixon, 1980) etc. Thirdly, it
is characterised by an assembly-line view of policy -
implementation-change (action), each following in a

logical sequence (Barrett and Fudge, 1981).

84



Dealing with conflicting objectives/interests

Arguments against a “"top-down” model of implementation run
parallel to arguments against rational comprehensive
planning; both require a degree of centralist control
unlikely to be achievable (or desirable). Other writers

have challenged these views from different stances.

Lipsky, for example, wrote about policy-making at the
service delivery 1level of public service organisations
(Lipsky, 1980). His study of street-level bureaucrats,
“public service workers who interact directly with
citizens 1in the course of their jobs, and who have
substantial discretion in the execution of their work"”
(p.3) showed such workers as caught between the demands of
managerial efficiency and effectiveness, and the impact of
their clients’ reactions to the allocation of benefits
they made. The nature of the tésks they have to perform
required that they be allowed considerable areas of
discretion; it was largely this discretion which enabled
them to evolve their own “policies”: “the decisions of
street-level bureaucrats, the routines they establish, and
the devices they invent.to cope with uncertainties and
work pressures, effectively become the public policies
they carry out” (p.xii). In this tpe of situation,
'policy’ is used descriptively rather than in a normative
sense; the reality 1is that there may well be an

’implementation gap’ with respect to the policies of the
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organisation.

A more explicit model of implementation needs determining
the policy process is Elmore’s idea of ’backward
mapping’ (Elmore, 1980). This model draws attention to
the reciprocity between informal (deriving from skills,
expertise and proximity to the performance of essential
tasks) and formal authority within an organisation, and
thus to the ways in which complex organisations go about
solving problems. Backward mapping starts with the point
at which behaviour must be modified to create a new policy
intervention and then 1looks to the kinds of stances,
operations and necessary resources at each higher 1level
of organisation needed to bring about such changes.
Instead of success relating to hierarchical control, it
is related to the capacity of organisations to maximize
discretion at the point at which a problem occurs and is
identified as the ability of people at one 1level to
influence the behaviour of people at other levels of the

organisation.

Both Elmore and Lipsky remind us of the importance of
considering the personal interests and objectives of
workers furthest from the point of official policy making
but closest to the point of policy delivery, providing an
important perspective on implementation. -In the same

article, EImore went on the discuss bargaining, the 1link
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between that and the problem—solving capacity of
organisations being the amount of discretioﬁ allowed to
workers. For bargaining fo be effective, he argued, real
stakes are required, with the terms of bargains being left .
fluid; there must be a real and valuable payoff. "To
acknowledge that bargaining is essential to the process
of implementation is to accebt the consequence that policy
outcomes will never be discrete, determinate end points

that can be measured and objectified” (ibid. p.611).

Bargaining may take different forms. Bardach, for
example, saw implementation as the "strategic interaction
among numerous special interests all pursuing their own
goals, which might or might not be compatible with the
goals of the policy mandate” (Bardach, 1978, p.9). Most
participants to this interaction would be independent of
each other and could be 1lured into contributing to the
process only through persuasion and bargaining (ibid,
p.37). He proposed the concept of ’games’ as a means of
understanding the implementation process in terms of
interactions:
"It directs us to look at the players, what they
regard as the stakes, their strategies and tactics,
their resources for playing, the rules of play (which
stipulate the conditions for winning), the rules of
“fair” play (which stipulate the boundaries beyond -
which lie fraud or illegitimacy), the nature of the
communications (or lack of them) among the players,
and the degree of uncertainty surrounding the
possible outcomes. The game metaphor also directs
our attention to who is not willing to play and for

what reasons, and to who insists on changes in some
of the game’s parameters as a condition for playing.”

87



(ibid., p.56)

Baraach too saw ’control’ at the <centre of the
implementation process, but for him, control is exercised
through bargaining strategies. The games which Bardach
identified, such as easy money, pork barrel, the budget
game, .piling on, up for grabs, all 1indicated that
organisations use games not as give—and-take but a winner-
take—-all exercise, an attempt to maintain the autonomy of
an organisation rather than to interact cooperatively with

others.

This view of organisations is not fgr from Benson’s
analysis of interaction as a political economy (1975).
Benson saw organisational interaction as a quest for both
resources and adthority, which would essentially be
hostile and competitive until an equilibrium which
realistically reflected the balance of strengths among
organisations was reached. Benson saw the interaction of
organisations occuring at two levels, the substructure
concerned with the environhental forces affecting the
pursuit of money and authority, and the superstructure
concerned with interagency sentiments, such as agreement
on the role of different organisations and agreement on

appropriate approaches to common tasks.

Lindblom also described agency interactions in a similar

way, under the name of partisan mutual adjustment (1965).
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His concern was to show that coordination is possible
without a central coordinator or a policy for coordination
or even a common purpose. Lindblom deliberately ruled out
a "cooperative and deliberate search"” for common criteria
to govern interactions; partisans act only when it is in
their own interests to do so, and they act by adjusting
their actions to their assessment of the actions or
intentions of other organisations. Furthermore, the
decision-making process is the interaction, as is the
implementation process. There 1is no requirement of a
separate control system to ensure implementation; each
body will ’implement’ its decision because that decisioﬁ

was made based on its own self-identified interests.

Conclusion

wWwhat the succeeding chapters will show is the extent to
which the Darenth project reflected these different views
about planning and implementation. We have already
mentioned the attempts of central government to introduce
rational-comprehensive planning to the NHS in the early
1970s. In the first phase of the Darenth project, up to
the time of the 1982 NHS restructuring, regional officers
faithfully followed the planning guidance given by the
DHSS and acted as a strategic coordinator for the Darenth

project. They proposed a model of service, consulted
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diétricts, and then produced a compromise model in 1light
of comments received; on this basis they expected
districté to plan local-services. During the next three
years, regfona1 officers reminded diétricts of their
obligations to p]an'éervices on this model, but were able
to convince no more than half the number of districts to

comply.

The second half of the project reflected the planning and
managément literature which emphasized the “tight-loose”
principle. (Peters & Waterman, 1982). Regional officers,
‘and diétriéts officers as well, used the Darenth project
as a 1earningw process to understand why so 1little was
accomplished in the first half of the project, and how
they cou]d‘kork together to achieve thg common objectiQe
of closing the hospital whilst ensuring local diversity in
service provision was respected. Regional officers in.
particulaf were flexible and realistic enough to adopt a
different approach to inmlementatidn andApIanhing which
was based on a shared vision of service provision with
disﬁricts and informed bargaining. This change to the.
planning 'ﬁnd implementation approach adopted by tﬁe
Darenth project will now be traced in the succeeding

chapters.
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Chapter 4
Research Methodology

The research on the Darenth Park hospital closure was
originally commissioned by the DHSS at the request of fhe
Darenth Park Steering Group. | The DHSS at that time
(1978/9) was in the process of developing research
relationships with field authorities and welcomed an
opportunity to be responsive to a request from an RHA,
particularly as the topic would be of interest to other
authorities. The research was requested because regional
officers saw the uniqueness of the closure situation as
one worthy of study - other authorities could Tlearn
something from Darenth when facing similar types of
situations. Several topics were identified for research,

but in the event, only two resulted in research projects.

The first Darenth research project, focussing on client
assessments, had already begun, and DHSS research
management wished to fund a second one on the planning
activities involved 1in the hospital closure. In
particular, the Darenth project was preéented as a Jjoint
planning exercise between the area health authorities and
social service departments, with the region as an

interested but neutral coordinator.

A project implementation study

The Darenth project was an attempt to implement a new
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policy. The objective of the research was to learn from
this experience: what worked and what didn’t; what
succeeded and how could other authorities benefit from
that knowledge. As such, it followed a tradition of
social policy research concerned with the detailed study
of local policy implementation (e.g. Donnison, 1965, Dear-
love, 1973, Barreﬁt and Fudge, 1981, Glennerster et al,

1983).

The nature of the activity to be investigated to a large
extent determined the type of research - a mainly
qualitative in-depth study of a particular situation, to
include an account of events and an analysis of successful
and unsuccessful strategies. This approach to the research

task seemed appropriate for several reasons.

First, the novelty of the situation made it difficult to
predict what the research would reveal. No one had tried
to close this type of hospital before, nor was the
coordination of so many districts on a tight timetable a

common occurrance in the NHS.

Secondly, the research extended over a 10 year period of
time, and that emphasized what would have been equally
true of a much shorter project, namely that in building up
an understanding of a particular situation and how it
developed over time, it is important for the research to
stay fluid, able to respond to the range of

unpredictable events and interventions 1likely to océur
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within the project and within the environment in which
the project took place. The research project had no
control over the Darenth project - that belonged to the
field authorities who decided (in part at 1least) what
would happen. The desired outcome - closure of the
hospital - was by no means inevitable and the research had
to be able to pick up on sucdesses, failures, burposefu]
activity and diversions. Given all these features, it was
important not to decide 1in advance what was worth
studying, concentrating strictly on those features and

missing reality.

.Both these factors 1led to the importance of an
opportunistic approach to research activity (Buchanan et
al., 1988), to respond to the diversity and -
unpredictability of activity over time, whilst coming out
at the end with an account of events and the underlying
logic of events which made sense to both the participants
in the .project and to the wider éudience of health and
social services préctitioners and mangers. This approach
is also supported by Silverman, who _ notes that
~ sociological research 1is 1largely generated by chance
circumstance, and that the published version of research
"reflects a reconstructed 1logic with a problematic
relation to how the research was carried out, and more
certainly, to how it was conceived. . ." (1985, p.4). In

an exploratory study, flexibility is all-important.

A third factor supporting a minimally-structured approach
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was the need to.ensure that the multiple perspectives this
project was expected to generate could be allowed to
express their own points of view in their own terms. The
participants in this project came from different
professional groups, held different managerial or advisory
positions and in many cases, worked for different types of
organisations. It" seemed important to capture how these
differences were manifested in different viewpoints about
the Darenth project - its values, how it was managed, how
success would be judged, where conflicts or tensions lay

(Bresnen, 1988).

If this approach enabled the uniqueness of the Darenth
project (at least at that time) to be displayed, it also
brought with it weaknesses, namely, doubts about the
representativeness and reliability of the ’'study’. It was
clear that the research was not intended to produce a
model or blueprint of how to close a hospital. But from
the responée of officers of other health and social
services authorities, and of other researchers engaged in
similar types of studies , the issues raised 1in this
research have been similar to those found in other
projects.' Even if events differ in many or all respects,
the consideration of issues - the factors needed to be
understood, and the reaction of people to these issues -
point to an wunderlying similarity of structures and
processes. It is the understanding of these which has

made this research project of use to other authorities.
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As will be described below, accounts of interviews and
reports on particular events or issues were fed back to
participants 'for them to comment on accuracy. That the
research reported represents an agreed version of events,
and largely an agreed interpretation of events by the
actors in that study should count