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New public management and the Thatcher
healthcare legacy: enough of the theory,

what about the implementation?

PAUL CAIRNEY

Abstract

Initial evaluations of Thatcherism suggest that it represented a policy formulation success

but implementation failure (Marsh and Rhodes 1992), with healthcare reforms particularly

unsuccessful because they did not challenge the autonomy of the medical profession (Wistow

1992a and 1992b). More extensive analyses of the implementation of new public manage-

ment (NPM) within health care take this challenge more seriously. According to Ferlie et al.

(1996), doctors were gainers and losers, since the rise of the management function coin-

cided with a rise in medical involvement in management decisions. However, this article

argues that the rise of the purchasing function of health authorities undermined this ‘gain’

to the medical profession. Further, the significance of the case study—AIDS policy in 

Scotland—is that profound change has occurred in a policy area in which one would least

expect this to happen.

A thorough examination of policy change requires analysis of ‘a decade or

more’ (Sabatier 1993), so it is only now that we can begin to gauge the long-

term effects of Thatcherism and new public management (NPM) in policy

areas subject to change in the late 1980s. In particular, the most significant

healthcare reforms of the Thatcher period did not reach the implementation

stage until the early 1990s. It was therefore too soon for Gerald Wistow
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(1992b) and Rudolph Klein (1995) to conclude that these failed because, at

that time, they did not challenge the autonomy of the medical profession.

More recent evaluations of the implementation of NPM within health

care (Ferlie et al. 1996; Fitzgerald and Ferlie 2000; Ham 1999; Harrison

1999) take this challenge more seriously, but also point to a lack of 

geographical uniformity, as well as a serious ‘paucity of empirical data’ 

on the subject of healthcare reform and its effect on clinical autonomy

(Fitzgerald and Ferlie 2000, 714). Further, the majority of the studies that

do exist focus on mainstream English services, ignoring the importance of

administrative devolution and the service-delivery effects of differing policy

structures in Scotland and Northern Ireland. So, scope exists for the long-

term exploration of the Scottish effect in the implementation of Working
For Patients (WFP: see DH 1989).

Ferlie et al. (1996) identify the increasing importance, over time, of the

implementation of NPM within health care, but point to the uncertain and

uneven nature of implementation and the gains, as well as losses, associ-

ated with medical decision-making. Doctors are gainers as well as losers,

since they ‘now have control and influence over key budgetary decisions,

which enhances their political autonomy’, and have senior-level influence

within hospital trusts and health authorities following the introduction 

of clinical directors and directors of public health (ibid., 192). Indeed, 

Steven Harrison (1999) suggests that the discussion of a challenge to clini-

cal autonomy may be misguided because most reform measures attempted

to gain medical co-operation by including senior doctors within the 

decision-making process.

However, this article is less equivocal. I argue that it is only recently that

the full extent of the power shift within the NHS has become manifest.

Further, this shift is best demonstrated during periods of crisis. To demon-

strate this I use a ‘best case’ qualification to top-down reforms. I argue

that the effects of WFP and the introduction of the internal market are

profound in areas one would least expect them to be. The detailed case

study—the implementation of AIDS policy in Lothian—may not be typical

of the policy process as a whole. However, its advantage is that it presents

a scenario in which one would least expect top-down reforms to be imple-

mented successfully.

In addition to the factors which inevitably undermine the successful

implementation of any policy, this case study presents four additional 

difficulties. First, obstacles to the implementation process are most likely

to apply to policy areas such as health care which are traditionally 

dominated by one profession, often to the exclusion of other professional
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and even user interests (see Wistow’s (1992b) discussion of ‘profession-

alised networks’). Secondly, this is demonstrated particularly well within

specialist, ‘subsectoral’, networks (such as AIDS policy), which have

proved to be relatively insulated from central government influence.

Thirdly, the implementation of policy is more difficult to supervise at 

district and unit levels. The proliferation of authorities and organisa-

tions undermines the possibility of close, centralised, co-ordination of

policy and governments rely more on policy frameworks and legal regu-

lations which are supervised by devolved authorities. Finally, the Scottish

dimension further undermines the possibility of straightforward imple-

mentation, since the distinct nature of healthcare delivery structures in

Scotland allows greater leeway in the timing and content of implementa-

tion strategies.1

Given this context, the significance of the longer-term case study is that

there is increasing evidence of a Thatcher government healthcare legacy in

policy areas which are least likely to be subject to such change. Indeed,

the profound significance of this case may be in the indirect and general

effects of the implementation of WFP, which, as Steven Harrison (1999)

argues, is a good example of policy made ‘on the hoof’.

To demonstrate these points, the structure of this article is as follows.

First, I discuss the basis of the apparent policy failures within health care.

The ‘internalisation’ of policy undermines both its formulation and its

implementation, since governments rely on civil servants, who in turn rely

on interest groups. Therefore, any attempt to circumvent the normal policy

process undermines the government’s ability to gain full knowledge of the

policy area or to ensure the co-operation of groups and officials at the

implementation stage. Secondly, I discuss the case of health care, in which

the review team associated with WFP lost its momentum when it was

unable to collect the necessary information to implement policy. Even with

civil-service help the subsequent policy lacked the sufficient detail to be

directly implemented. As Gerald Wistow (1992a and 1992b) argues, this

allowed the medical profession to reassert its dominance because medical

expertise and co-operation was required before the policies associated with

WFP could be implemented.

Finally, however, I argue that this conclusion is undermined by the 

successful, long-term, implementation of the purchaser/provider split

within the NHS. The increasing use of the purchasing function, to 

minimise individual clinical autonomy, demonstrates the power shift from

clinical provision to financial demand. As a result, the implementation

process no longer guarantees the return of medical dominance.
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Limits to the Thatcher effect

Qualifications to internalisation

As David Marsh and Rod Rhodes (1992, 8) argue, the Conservative gov-

ernment of the 1980s adopted a ‘top-down’ approach to policy-making. The

government operated within a model of policy-making in which they sought

to: set the policy agenda and formulate policy quickly, unencumbered by

interest groups; pass legislation in parliament without amendment; and

control the implementation process. Thatcher was ‘determined not to waste

time on internal arguments over policy’ and so, rather than consult, the aim

was to force through policy, irrespective of the levels of opposition.

However, this may exaggerate the importance of the Thatcher style, since

most existing public programmes were introduced by previous govern-

ments and are routinely delivered by existing organisations. The principal

concern of elite policy-makers is with the ‘non-routine and exceptional’

(Rose 1986, 304). Therefore, the rejection of consultation at ministerial

level may not cause a significant decrease in general levels of consultation

since ministers never have enough time for the bulk of consultation that

takes place within government. As Wyn Grant (1995) argues, most 

representations by interest-group members are directed at a relatively low

level within the civil-service hierarchy, given the specialised and time-

consuming nature of the process. Therefore, busy permanent secretaries

will not usually contradict advice given to them by lower-level civil serv-

ants who ‘know much more about the issue under consideration’. So the

Thatcher effect on consultation may be overstated. Grant Jordan and

Jeremy Richardson (1987, 30) were ‘impressed with the sheer weight of

consultation’ in their own interviews with civil servants, whilst Maloney

et al. (1994, 23) argue that ‘the practice of consultation has been growing
in importance over the last decade’.

More equivocally, Rob Baggot’s research (1995, 489) suggests that,

whilst half of those groups surveyed perceived ‘no change in the frequency

or effectiveness of contacts with ministers and civil servants during the

1980s’, others complained that consultative documents were mere state-

ments of intent. However, even in cases where the minister may attempt

to ‘internalise’ policy-making, s/he will still depend on advice from civil

servants, based on information obtained from consultation. So, if the min-

ister consults various grades within the service, s/he may find particular

civil servants defending the interests of their clients. Thus, influence will

still be exerted by groups in this process.
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This is demonstrated by the review that led to the formulation of WFP.

As Martin Burch and Ian Holliday (1996, 233) argue, Thatcher took per-

sonal charge of a small review team, which was a ‘close knit group meeting

largely in secret on a regular basis’. However, by the summer of 1988 the

review had suffered from a loss of momentum because of the DHSS’s dif-

ficulty in collating the necessary data: ‘The reason for this is just as likely

to have been genuine problems in amassing detailed statistics as deliber-

ate sabotage’ (ibid., 234). This implies both a reliance on the DHSS for

information and that consultation was taking place at lower levels within

the service to at least gather that information. Moreover, following

Kenneth Clarke’s appointment as head of the newly formed Department

of Health, the reforms were ‘more clearly driven from the DH’ (ibid., 235).

Clarke, ‘an able minister heading a well-resourced team, usually managed

to maintain his department’s line’ when faced with a relatively poorly

resourced think tank (ibid., 236). Thus, the formulation of NHS policy

reverted back to the old system. Thatcher and her staff had initiated the

review, set the terms of debate and developed ideas for discussion.

However, because they lacked the resources and the information to for-

mulate policy effectively, and because the ideas from outside bodies were

not feasible or practical, Thatcher eventually passed the mantle on to

Clarke and the reform process then ‘conformed more closely to normal

British government procedures’ (ibid., 236–237).

This highlights the extent of network activity despite attempts to inter-

nalise policy. There is a consistent and pressing logic to consultation.

Groups seek access to the decision-making process in order to influence

that process. Ministers and civil servants rely on groups for detailed infor-

mation and advice. The process allows governments to secure wider par-

ticipation within, and commitment to, the process, as well as to gather the

specialist knowledge required to make detailed and workable policies prior

to their implementation (see Jordan and Maloney 1997).

By extension, any break from this process is likely to lead to problems

with implementation. The results of internalised decision-making processes

are likely to lack the sufficient detail to be implemented immediately and

there is scope for the influence of such policies prior to, and during, their

implementation. Thus, consultation and negotiation at top levels within

the department is merely displaced rather than rejected, with implementa-

tion networks replacing their formulation predecessors. Of course, the

importance of consultation may vary across time and policy area, but these

conditions are particularly significant in an area like health care, which

requires a high degree of specialist knowledge and is subject to a high
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degree of clinical discretion and hence control over the implementation

process.

The coherency of new public management

Metcalfe (1993) argues that the application of NPM was an ‘integral part’

of Thatcher’s ‘brand of conviction politics’, situating health reform within

education, local government and the civil service within a broader ‘mana-

gerial revolution’. Yet, like Thatcherism, the coherency of NPM is ques-

tionable. As the literature suggests (e.g. Ferlie et al. 1996; Lowndes 1999;

Rhodes 1998), there is no accepted definition of what NPM must entail,

except some notion of the application of private business methods to public

institutions. Therefore, the term is vague and unhelpful when conducting

detailed studies of implementation.

Nevertheless, it is legitimate to focus on the particular aspects of NPM

which are relevant to this discussion, namely those highlighted within WFP:

(1) quasi-markets as a mechanism for allocating health resources—the

introduction of the purchaser/provider split, with newly formed hos-

pital trusts as providers and health authorities and GP fundholders

as purchasers; and

(2) management by hierarchy combined with a shift in power from pro-

fessionals to management (see Ferlie et al. 1996, 11–12).

The implementation of WFP

As Marsh and Rhodes (1992, 181–185) argue, the government’s ‘expressed

desire to centralise power and ... reduce the role of interest groups’ exac-

erbated the implementation gap, since groups not consulted ‘failed to co-

operate, or comply, with the administration of policy’. This is especially

the case with the medical profession, given WFP’s content. That is, the

stated aim of WFP was to strengthen the role of the Department of Health,

regions and district health authorities in the purchasing (and hence plan-

ning and control) of medical services, make hospitals compete for busi-

ness and increase the emphasis on managerial accountability, and increase

the restrictions on prescribing and the monitoring of consultants. Such 

proposals sparked off massive conflict and the BMA’s biggest ever press,

television and parliamentary campaign against any government plans (The
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Independent, 28 September 1989), with 11 million ‘SOS for the NHS’

leaflets distributed through GP surgeries (The Independent, 1 April 1989)

and extensive lobbying of MPs. The proposals were rejected by the Royal

College of General Practitioners by 50 to 1 (The Independent, 17 April

1989), as well as the Association of the British Pharmaceutical Industry

(The Independent, 12 June 1989).

Whilst these reforms were successfully pushed through despite medical

opposition, the emphasis changed when Clarke devolved responsibility for

implementation to the NHS Policy Board and subsequently left the Depart-

ment of Health. Prior to implementation, the department could not consult

enough on the details of the reforms: ‘the extent of joint working between

the NHS and the centre ... is of a greater order than it has ever been’

(deputy chief executive of NHS Management Executive, HC 148-I (1990)).

This was further underlined by a change of type of minister—from a policy

innovator or agenda setter (Headey 1975; Richards and Smith 1997) to

an ambassador (Waldegrave) and then a legitimator (Bottomley).

GP fundholding is a good example of the changing emphasis under

Waldegrave. After rejection by the profession of the new GP contracts,

Clarke announced that the contracts would be imposed. Waldegrave, in

contrast, whilst emphasising that the principles of the new contract were

non-negotiable, admitted that the details were not (Day and Klein 1992,

475). The issue of fundholding was similarly dealt with by setting up a

joint NHS review committee with the General Medical Services Commit-

tee of the BMA (HC 614-I (1991), xxiii), and this emphasis continued

under Bottomley, who outlined the government’s approach of setting up

broad frameworks whilst leaving the important details to implementation

groups (HC 902 (1993), 19).

Thus, departmental-level implementation networks replaced their for-

mulation counterparts. As Martin Smith (1993, 183) argues, ‘Doctors are

still important to the process of making and implementing policy, and the

structures of institutionalised access still exist.’ Similarly, Patricia Day and

Rudolph Klein (1992, 475–476) argue that things returned to ‘business as

usual’ after the initial conflict. Whilst negotiation and access may have

been rejected at the formulation stage, ‘it was in the self-interest of gov-

ernment to be conciliatory and to revert to administering policy through

the medical profession’.

This is reflected in the number of sub-sectoral networks which were set

up as a consequence of the proposals contained in WFP, with approxi-

mately one network developing around each working paper published. For

instance, the Information Management Group’s working paper, derived
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from WFP, was sent out on January 1990 and sent to all RHAs, DHAs,

FPCs, as well as a large number of professional associations, colleges,

information-systems suppliers and other branches of the DH. Two months

were reserved for consultation, in which the IMG undertook a ‘roadshow

to Regions’ (1990). As a result, over 200 written responses were received,

which were examined and incorporated into the decision-making proce-

dure prior to the detailed formulation of an implementation strategy.

Similar processes are apparent at the district and unit levels of govern-

ment, and early developments were to a great extent being ‘driven from 

the bottom up not from the top down’ (Ham 1994, 352). As Chris Ham

argues, continuing uncertainty about the evolution of the NHS reforms

existed, because WFP was only ‘sketched in broad outline ... with many of

the most important details missing’ (ibid., 351). Due to the tight timetable

and the partial formulation of policy from the outset, ‘there has therefore

been no overall plan guiding the implementation of the reforms and little

sense of where they will ultimately lead’ (ibid., 351). This has led to a period

of ‘learning by doing’ on the part of managers and doctors, in which ‘the

importance of GP fundholding, NHS Trusts, and similar initiatives have

been discovered in the process of making the reforms work’ (ibid., 351).

As both Wistow (1992a and 1992b) and Klein (1995) suggest, this type

of uncertainty points to a reassertion of medical dominance at the imple-

mentation stage. The Thatcher government may have succeeded in pushing

the reforms through at the formulation stage, but these lacked the detail

and the necessary compliance to be directly implemented. Thus, the imple-

mentation of policy could not be similarly pushed through. As the policy

passed down to district and unit levels, the policy became more difficult

to monitor and control and so the challenge to clinical autonomy which

epitomised the formulation strategy was ‘not particularly successful’

(Wistow 1992b, 107). Legislation alone was an inadequate measure, ‘in a

context where street level providers possess significant discretion over

resources’ and where obvious opposition to government plans exist (ibid.,

114).

Subsequent analyses (e.g. Ferlie et al. 1996; Fitzgerald and Ferlie 2000)

take a similar line, arguing that the reforms have not been implemented

uniformly. Further, Ferlie et al. (1996) argue that, whilst the management

role within decision-making structures has undoubtedly increased, this is

coupled with the increased employment of doctors within senior manage-

ment positions. The introduction of clinical directors within hospital trusts,

as well as directors of public health within health authorities, ensures

medical involvement in decision-making at senior levels. Indeed, this con-
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firms Harrison’s (1999) argument that much of the WFP proposals were

aimed at achieving medical co-operation.

However, a longer-term analysis of the practical effects of these reforms

undermines such arguments. First, as the following case study suggests, the

demonstrable presence of general professional autonomy (embodied in the

decision-making process) does not guarantee similar levels of individual

clinical autonomy. Indeed, in this case the most significant measures taken

to curb the abilities of doctors to prescribe treatments were taken by other

doctors in more senior positions. Secondly, a study of a period of crisis

demonstrates the primary importance of the purchasing role of health

authorities and a consequent shift of decision-making power from

providers. In particular, this suggests that the identification of doctors

within senior management positions of hospital trusts may be moot, since

doctors may be increasingly in charge of the wrong ship.

Further, the cause of these power shifts is directly linked to the propo-

sals contained in WFP, however vague and ‘on the hoof’. As the case study

below suggests, these conclusions are particularly significant given their

circumstances. Within a hitherto insulated and ‘bottom-up’ subsector of a

previously professionalised network, at district and unit levels and within

an NHS region with administrative devolution, there are clear signs of the

successful implementation of policy.2

The implementation of HIV policy in Scotland

By the time that HIV/AIDS came to dominate public and governmental

attention in Britain, a ‘harm reduction’ approach had already been devel-

oped by groups, specialist doctors and the chief medical officer within the

DH(SS). Total government expenditure on AIDS rose from less than £2

million in 1986 to over £200 million in 1991 and the services this money

bought were developed according to the stated policy objectives of the

initial network (Berridge 1996, 167). Similarly, in Scotland a new drugs

policy3 developed from the ‘bottom up’ as a small number of doctors in

Lothian reacted to the dramatic discovery of the spread of HIV through

infected needle equipment.4 As Alison Richardson and Richard Gaskell

(1989, 100) argue:

The issues surrounding harm reduction are difficult, but in Lothian

they have generally been faced by individual professionals much

earlier and tackled more effectively than by those in higher manage-

ment. Initiatives, such as those at the City Hospital, in Muirhouse and
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in the establishment of the Community Drugs Problem Service, have

been driven by specific individuals, rather than by government,

regional, Health Board or social service policy.

Initially, a small number of civil servants within the Scottish Office (SO)

helped specialist doctors develop a harm-reduction approach to the treat-

ment of drug-related HIV and apply this policy Scotland-wide. Whilst the

SO was heavily involved in the identification of, and response to, HIV, its

main role was to legitimise policies developed by practitioners reacting to

HIV at the ‘street’ level. As a former civil servant argues (interview, 22

June 1997), in 1983/1984 not much was known about HIV and such was

the level of urgency and anticipation that it readily gave out ‘fairly soft

money’ to street-level practitioners who would not normally engage in

research.

By 1986 the SO published the McClelland Report, which stated that the

prevention of HIV spread should take precedence over the perceived risk

of increased drug use. It thus recommended, immediately following its first

meeting, that medical practitioners should be allowed to give out clean

needles and syringes to their patients on a one-for-one basis provided that

this was complemented by counselling and advice on drug use and HIV.

Subsequently, it recommended substitute prescribing to reduce or stop

injecting and to establish contact with injecting drug users to further the

role of counselling. Additionally, the institutionalisation of AIDS policy

was furthered in 1987 by the Taylor Report and SO sanctioning of three

specialist ‘AIDS centres’ in Dundee, Glasgow and Edinburgh.

However, the reports merely served to legitimate policies already prac-

tised in Lothian. As Richardson and Gaskell (1989, 73) note, Dr Ray

Brettle had already initiated substitute prescribing for drug users attend-

ing the City Hospital’s Infectious Diseases Unit, as well as supplying

needles ‘on the side’, influenced by evidence that their used and possibly

infected supplies were frequently stolen (see Garfield 1994, 93–95).

Further, Dr Roy Robertson (a GP in Muirhouse) was already giving out

needles and syringes and prescribing alternatives to heroin even before the

identification of HIV in injecting drug users (Brettle 1996, 6). Both were

acting relatively independently because in many respects they were ‘ahead

of the game’, or acting before the new regulations were in force. As such,

bottom-up policy consisted of reinterpreting current policy in the light of

new evidence and circumstances. Indeed, Brettle (1996, 7) notes that his

early prescribing practices showed ‘that NHS Consultants are quite pow-

erful individuals’. In the face of significant opposition, Brettle was confi-
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dent that if he ‘simply followed the regulations for prescribing very closely

no one was able to fault what I was doing’.

In addition, Brettle, Robertson (and Dr George Bath, consultant of

public health and eventual head of Lothian’s AIDS team) were all members

of the committee that produced the McClelland Report, whilst the Taylor

Report’s recommendation of a new AIDS centre in Edinburgh was imple-

mented by refurbishing the ward accommodation in the infectious diseases

department at the City Hospital. So, ‘although it was an “AIDS” unit it

was an extension of the existing ID department with the same clinicians

covering’, and Brettle as the clinical director (interview, Operational

Manager HIV/AIDS and Drugs Services, LH, April 1997). Therefore, much

of the initial SO involvement was to provide new money quickly without

any detailed direction about how it should be spent.

Of course, there were existing restrictions on general clinical practice

and these affected the development of the service. Both Brettle and Robert-

son worked within regulatory and budgetary constraints that prevented

them treating as many patients as required. For example, Robertson (in

correspondence 1997) intimates that he thought his early HIV-infected

patients had every right to sue him as a health provider since he knew how

and why to treat them, but was unable to do so. Similarly, Brettle (1996,

7) complains that the City Hospital prescribed a lot of methadone between

1986 and 1987, but since the funding was not there he was ‘told very

forcibly to limit my prescribing to people who only had HIV’. This was

an inconsistency heavily criticised by the Advisory Committee on the

Misuse of Drugs, as well as patients, some of whom ‘always felt that they

were infected with HIV as a result of that silly restriction on methadone

prescribing’ (ibid., 7).

Similar restrictions were also apparent in the case of needle exchanges

and medical concern with the implementation of the new substitute pre-

scribing policy. In parliament both the safety and the logic of exchanges

was questioned (Hansard, 6 March 1986, cols 561–564), whilst both sec-

retary of state and minister of the DHSS, Norman Fowler (1991, 261) and

Edwina Currie (1989) expressed reservations about introducing exchanges

without compulsory counselling and education. So, when the exchanges

were eventually introduced in 1987, they were restricted (in Scotland) 

to issuing three syringes at a time, subject to approval from the Lord 

Advocate and the recipient agreeing to complete tracking questionnaires

and counselling sessions (ACMD 1988, 57; Brettle 1996, 6). Further, 

Edinburgh’s official pilot scheme operated in an old annex to Leith 

Hospital:
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... and we’re talking about me sitting at reception, George Bath going

down with some needles and some rubber gloves and [a psychiatric

nurse] doing some counselling and that was it. (Interview, operational

manager HIV/AIDS and Drugs Services, LH, April 1997)

Dr Judy Greenwood (interview, October 1997) recalls that, while the gov-

ernment had taken on board the need to substitute prescribe and provide

clean needles, the exchanges themselves were not enough: ‘we weren’t

really doing any work with their drug problems at all’. In addition, there

was the serious anomaly at the City Hospital that, if drug users were HIV

negative, they could only receive needles and syringes, but that, if they

were positive, they could also receive methadone, leading to some ‘trying

to get positive to try to get methadone—which was a public health 

disaster’.

By the end of 1987, Greenwood had written a proposal with Bath to

the SO to develop the Community Drug Problem Service (CDPS). Quickly,

the chair of Lothian Health Board (LH) (also the chair of the Taylor

Report) was supportive and the manager of the Royal Infirmary of 

Edinburgh ‘backed it as part of the mental health service’, providing half

of Greenwood’s salary, as well as that of two nurses. Further, the urgency

of the era is revealed by the fact that the plans were accepted within four

weeks of their inception, ‘set up really on the back of an envelope’ and

based on the trust held in one consultant, ACMD backing and the gov-

ernment’s acceptance of exchanges:

Because HIV was so new and because the government was so nervous

about it, that Tory government was surprisingly quite with it with

HIV ... and they put this money very early in a separate top-sliced

budget for HIV and it was very easy because of our big problems ...

to actually persuade them that we needed to set up the service very

quickly. (Interview, October 1997)

The CDPS developed a ‘shared care’ approach involving the fostering of

collaboration between CDPS staff and GPs, whereby:

... general practitioners were encouraged to offer physical care and

substitute prescribing of oral opiates or benzodiazepines, or both, 

in doses negotiated by the CDPS which would support the GP and

offer the drug user regular counselling, and random urinanalysis.

(Greenwood 1996b, 8)
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At that time, a drug service set up through GPs was unusual and fraught

with difficulty since there was significant medical ambivalence about the

suggested model of treatment, ‘much of which stemmed from the GPs’

emotional and attitudinal situation ... and such emotions can interfere with

their professional skills’ (Greenwood 1996a, 20).

Indeed, a survey of GPs in 1988 suggested that 47 per cent of those

polled would not prescribe substitute drugs for drug users (Greenwood

1996a, 21), especially since it was not certain if the prescribing of oral

drugs would promote behavioural change through constant contact

between medical services and drug users (Greenwood 1996b, 8). However,

most GPs were persuaded by two CDPS measures. First, following GP

referral of a patient to the CDPS, a community psychiatric nurse would

arrange a local assessment of the patient as a precursor to a management

meeting to discuss the appropriate treatment, which would then be relayed

to the GP, with a full explanatory letter advising on the patient’s manage-

ment, followed by some encouragement for the GP to take part in the treat-

ment programme. Secondly, following GP agreement, the CDPS would

decide whether or not the patient required to be put through the CDPS

Methadone Clinic for three days:

... with methadone administered on site followed by 3 weeks central

prescribing before the GP is asked to take over the now stabilised drug

user ... with the CDPS key worker ... continuing to offer counselling

to the drug user ... and support to the GP. (Greenwood 1996a, 20)

Stabilising the prospective patient obviously helped, and the offer of con-

tinuous support after releasing them had the desired effect:

Most GPs welcomed the weekly support, supervision and monitoring

of the patient’s drug taking behaviour that the team offered in

exchange for the burden of weekly prescribing, and they recognised

the value of shared care. (Greenwood 1990, 588)

Subsequently, the CDPS became a cause célèbre. By 1993, the number of

GPs who would prescribe rose to 73 per cent (36 per cent in 1988), with

15 per cent willing if asked (17 per cent), and only 12 per cent unwilling

to prescribe (47 per cent). Similarly, 88 per cent had referred patients to

the CDPS and 69 per cent felt positive or very positive about the CDPS

(see Greenwood 1996a, 21). This allowed a rapid increase in CDPS staff

with new HIV money (Greenwood 1997, 1). Finally, on the basis of evi-
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dence of the reductions of HIV transmission, injecting and death rates, the

SO encouraged the Greater Glasgow Health Board to adopt the same

model (interview, Greenwood, October 1997).

The CDPS and WFP

Yet the subsequent development of the CDPS provides a striking example

of the general effects of health-policy reform on the structure of the 

operations of medical professionals. The CDPS was affected by the pur-

chaser/provider split and GP reforms which caused a:

... change in management and administrative style with a new empha-

sis on clinical directorates, clinical managers, business plans, produc-

tivity targets, efficiency savings, quality standards, and the need for

throughput to meet and service the referral demands from GPs within

a certain time frame. (Greenwood 1997, 4)

The ‘shared care’ ethos of the service was undermined since GPs became

relatively powerful purchasers of services, rather than partners, and the

running of the service itself changed, with Greenwood making way for a

new manager, since it was felt that:

... the qualities needed for pioneering the service model and persuad-

ing GPs to work in shared care with drug users were not necessarily

those needed to manage a large and flourishing drug service ... the art

of shared care was being modified by the science of the market place.

(Ibid., 5)

The NHS reforms affected not only the type of manager required, but also

their role and, hence, the ethos of the service, with more time taken up on

audit, budget and administrative meetings and less time to exchange 

ideas within weekly team meetings, which were considered ‘time consum-

ing and unnecessarily democratic’ (ibid., 5). In other words, more time was

spent on scrutinising parts of the service to comply with audit demands,

rather than more holistic issues such as the changing CDPS/GP relation-

ship and changes in drug use in the community (ibid., 5). These factors

furthered a changing CDPS focus from keeping patient contact with CDPS

workers for as long as possible to discharging them back to the GP as soon

as possible: ‘i.e. once they appeared to be stabilised on a substitute 
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prescription and showing less signs of emotional or behavioural distur-

bance’ (ibid., 5).

The changing status of doctors

Discussion of the CDPS may confirm the emergence of a power shift to

purchasers within the medical profession (see Harrison 1999). However,

a discussion of Lothian as a whole suggests that this power shift is more

significant at health-authority level. As Elston (1991) argues, the reduced

status of doctors within government was predictable and began even before

Thatcherite reforms. Further, the process surrounding WFP demonstrates

the relative power of governments to push through unpopular legislation.

Our framework suggests that this is a formulation level effect—subsequent

policies are vague and require consultation to fill in the gaps and ensure

co-operation. Consultation is displaced rather than rejected. Yet this case

study demonstrates that the ‘Thatcher’ style is apparent at lower levels of

government and that doctors struggled to reassert their autonomy at any

stage of the implementation process.

As discussed above, early LH and SO policy merely legitimised existing

‘bottom-up’ practices within Lothian, not only because funding was given

without detailed direction, but also because the same doctors were

members of the advisory groups that produced the main reports. Subse-

quently, the consultative positions of many of these doctors has been insti-

tutionalised, with Brettle, Richardson, Robertson, Greenwood and others

playing a regular part in LH advisory committees.

Yet the purchaser/provider split, as well as subsequent financial restric-

tions, changed the nature of consultation. Policy advice no longer equated

with policy, since it was now one step removed from the final decision.

Initially, the main contact within LH was George Bath, the main consul-

tant of public health and subsequent head of the AIDS team, who reported

directly to the director of public health. Bath was both the central figure

concerned with AIDS within LH, as well as a direct contact for all the key

players, and both he and another senior member of the AIDS team, Roger

Lewis, ‘advised the second-tier senior manager who made the decisions

then reported to the general manager’ (interview, Roger Lewis, October

1997).

However, after the health service was restructured (and George Bath

died), AIDS policy moved down a rung within LH. The AIDS co-

ordinator post became half-time in 1997, with the director of public health
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subsuming ultimate responsibility within the full range of responsibilities

at this level. Further, following the new emphasis, as well as the dwindling

salience of AIDS as a policy issue, the people brought in under the direc-

tor of public health and commissioning had health-service planning, rather

than HIV or drugs specialist, backgrounds. So, specialist HIV/AIDS influ-

ence was one step removed, since Lewis and colleagues reported to the

assistants to the director of planning, who in turn consulted with the direc-

tors of public health and/or commissioning, depending on the nature of

the policy at hand. Similar links still existed between practising doctors

and like-minded specialists within LH, but this was like being a core insider

to the wrong network, since any conclusions reached in discussions

required the approval of Commissioning, which had its own, generalist,

agenda:

With the way that funds are allocated and the way it’s all managed

now, it’s very difficult to do something that the Health Board doesn’t

want you to do, if it costs money. (Interview, consultant clinical psy-

chologist, June 1997)

So, for example, it seems that Brettle was arguably more powerful as a rel-

atively junior doctor, working to advise LH and the SO about what to

fund and to what extent, at a time when the issue was urgent and high on

the agenda and new money relatively widely available, than when he was

the established clinical director of the service that he was instrumental in

setting up. As Brettle (interview, October 1997) argues, while he was not

initially in charge of managing funds, his advice, along with that of Bath,

was so relied upon in the early days that he was, in effect, ‘managing it

by remote control’. Brettle and Bath were given so much responsibility and

funding discretion because they were responsible for the patients and

‘delivering the service ... and we were effectively getting the health board

off the hook’. However, by 1998, while Brettle was more senior and osten-

sibly more in charge as consultant and clinical director, he argued that the

process was more convoluted and that it was ‘very difficult to believe that

you’re ever in control of anything ... in one sense I have more control over

the money, but there’s less money, so actually most of the money I’m in

control of is all tied up’. The need for formal approval for funding marked

a shift of authority and one that demoted the involvement of specialists

from negotiation to consultation, even in extreme cases of senior medical

opposition. This is apparent in the case of the funding of combination ther-

apies to treat HIV, which demonstrates that, whilst doctors may still enjoy

Paul Cairney

© Political Studies Association 2002.390



relatively privileged access to the decision-making process, this may not

affect policy outcomes.

Working For Patients and the introduction of combination therapy

Historically, the drugs budget for people with HIV was changeable since

no one was certain how much would be required. Doctors were allocated

£0.5 million per year for drugs and treatment, but in the early days this

was rarely spent because of the unsuitability of the AZT regime for IV

drug users. Subsequently, LH decided that, instead of giving a block fund,

they would reimburse prescribers as they prescribed, using the money

saved to spend on other AIDS projects (interview, clinical director, October

1997).

When the SO was informed of such an understanding, it decided to

maintain control of the budget itself, with LH applying for the money at

the end of the year. Hence, LH ‘ran with a deficit ... until March 31st and

then suddenly all this money would arrive for the drugs and the deficit

would be wiped out’ (interview, clinical director, October 1997). However,

things changed in 1996, both in terms of the scale of prescribing and the

funding arrangements, and uncertainty—or at least a number of conflict-

ing accounts—surrounds the identification of responsibility for the funding

of drugs budgets.

First, Brettle, Richardson and others had been warning LH, through

HADSAC (a quarterly meeting between doctors and LH officials as

members of the HIV/AIDS and Drugs Advisory Committee) at least since

1995 that there would be an increase in costs for drugs in the years to

come, since (a) AIDS treatments are arguably the most thoroughly

researched for clinical effectiveness and (b) it was becoming increasingly

clear that dual and triple therapies (i.e. the combination of drugs such as

AZT) were effective in the clinical treatment of HIV (interview, clinical

director, October 1997). Indeed, by 1996 the licence and protocol to pre-

scribe dual therapies was granted, and both the City Hospital and the

Royal Infirmary of Edinburgh were soon running up a substantial over-

spend which they expected to be refunded.

Secondly, however, the funding arrangements between the SO and LH

had themselves changed, with the Care and Treatment budget ‘normalised’

or devolved and subsumed within LH’s overall budget, and, according to

one civil servant (interview, November 1997), LH members knew the ‘rules

of the game’. The SO was keen not to foster the approach that there was
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always fallback money to bail out health boards. So, when LH was

informed of the overspend within Trusts responsible for the City Hospital

and the Royal Infirmary of Edinburgh (RIE), they originally refused to

meet the shortfall and, hence, no doctor was able to prescribe for new

patients: ‘we had to ask them to stop prescribing until Lothian Health came

up with the money for these drugs’ (interview, medical director, October

1997). Further, it was important that the doctors and LH agreed a proto-

col, so that the doctors ‘were clear about what they were doing’ and LH,

as a purchaser, ‘was clear that the protocol was a sound evidence-based

model and there would be active support’, especially since this issue would

arise again when there were calls for triple therapy to be introduced: ‘you

can’t make a change like that without telling Lothian Health and getting

their support for a change of policy because that has to be paid for’ (inter-

view, October 1997).

This account is also supported by the director of public health, Dr Helen

Zealley, (interview, April 1997). Just before Christmas, the RIE reported

that they were running up a ‘huge overspend’ on dual therapies:

... and since no one is actually meant to introduce new treatments

without authorisation the medical director of the Royal phoned me

and said that they can’t sustain this growing increase in overspend,

and since they shouldn’t have started prescribing it anyway we had

no difficulty agreeing that the clinicians concerned be asked to freeze

what they were doing at that time until we sorted things out.

Further, ‘the Trust was willing to go to the stage of denying doctors pre-

scribing privileges’ by ordering the pharmacy to refuse any requests for

prescriptions (interview, clinical director, October 1997) and this adds to

increasing evidence that the notion of individual clinical autonomy is under

threat even at the ‘street’ level:

Yes, it was an infringement on clinical autonomy in that we were told

that we could not exercise our clinical judgement. We felt that

someone should be on treatment, we were not allowed to give them

the treatment that we thought they should get ... It was a joint deci-

sion taken between people higher up in the Trust and Lothian Health.

(Interview, GUM consultant, October 1997)

It is a partnership. They are employees of the NHS, they can’t just

operate outside the rules ... autonomy does not equate with 100 per cent
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freedom to do as you like because you are working in an NHS which is

government funded and therefore government directed ... It is a cash

limited service ... so clinical autonomy can only be given effect within

that overall constraint. (Interview, medical director, October 1997)

Subsequently, Zealley and others ‘guesstimated’ a requirement of £1.2

million for the therapies and decided that they could find this from their

£8 million (which had not risen in line with inflation) and that, therefore,

they could recommend lifting the freeze in January. However, this did not

spell the end of a temporary relationship. The consequent round of deci-

sions on the service cuts required to pay for the new drugs also demon-

strates well the new purchasing powers of LH.

Prior to these cuts, and before formulating its proposals to the Board,

the director of commissioning (Lothian Health 1997, 3–4) argued that

extensive consultation took place, with: (a) a preliminary meeting with

‘representation from the relevant Trusts, professional bodies, local author-

ity and voluntary sector’; (b) a report noted from HADSAC; (c) a meeting

with senior members of Social Work, ‘our major purchasing partner’; (d)

individual meetings with the specialist HIV/AIDS service providers within

the Trusts and voluntary organisations; culminating in (e) a public meeting

with HIV service users. Further, from these meetings, the report concluded

that there were clearly a number of ‘widely acknowledged’ areas that could

be immediately targeted for cuts.

However, different conclusions were reached by those ‘consulted’. First,

there were concerns amongst groups that doctors enjoyed privileged access,

since, by the time groups were consulted, LH had set a rigid agenda—that

(unlike Greater Glasgow Health Board) LH would not find the money from

within its general health budget. Since (a) HIV was already relatively well

funded, (b) the therapies would reduce the demand on services and (c) LH

knew what the reaction would be (interviews, LH commissioning, October

97; director of public health, April 1997), it consulted on the basis of what,

and not whether, to cut:

The consultation over this year’s funding cuts was that they sat all the

organisations down round the table and said this is how we’re going

to cut you ... what do you think? (Interview, Body Positive worker,

September 1997)

However, whilst doctors were consulted prior to this exercise, they were

asked two questions which undermined any notion of their importance:
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should the therapies be provided and, if so, which medical budgets should

be cut? HADSAC merely established that the therapies were effective and

necessary. Further, since most of the AIDS budget concerned goes to

medical services, doctors were first consulted since they were most affected.

Yet to treat this as early insider negotiations and decision-making would

be wrong, since medical protests seemed to have little effect:

Many people thought we were making the decisions and deciding

which services were funded. That’s certainly not my impression. For

example, they were saying shall we close the ward down and I was

saying no, but in fact ... that’s exactly what we did do ... it wasn’t that

we were making decisions, it was: ‘Well, what do you think about this

service?’—‘Well, it does this that and the other’—‘Well, how would

you manage without it?’—‘Badly.’ But they said, ‘Well we think you

can do without it.’ (Interview, clinical director, October 1997)

At one point we were just all going to march off into the sunset and

say do it yourselves. We’re not going to give you any advice because

you’re not heeding it. Would that be enough? No, it wouldn’t make

a lot of difference. (Interview, consultant clinical psychologist, June

1997)

Indeed, the consultations made so little difference that one SO civil servant

maintains they only took place to legitimise LH’s request to remove the

‘ring fence’ (or funding restriction to specific projects) from its HIV pre-

vention budget (interview, November 1997).

Conclusion

The framework laid out in this article suggests that the rejection of nego-

tiation at the formulation stage causes a displacement effect. The power

for professions to negotiate the details of policy is reasserted at the imple-

mentation stage and this is increasingly manifest at each devolved level of

government, since the powers of central government co-ordination are

diluted—from personal contact to representative contact to the reliance on

regulations—as authorities proliferate. Further, as Wistow (1992b) argues,

the maintenance of clinical autonomy acts as the yardstick for the evalu-

ation of top-down policies, and a short-term analysis of the implementa-
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tion of WFP bears out these arguments. The reforms failed and clinical

autonomy was reasserted at the implementation stage.

Ferlie et al. (1996), in their study of the application of NPM, come to

similar conclusions. Whilst they take the challenge to medical power more

seriously, they argue that doctors are gainers as well as losers, since the

extension of management function was coupled with the appointment of

doctors to senior management positions, both within hospitals (clinical

directors) and health authorities (directors of public health). Indeed, this

confirms Harrison’s (1999) argument that the discussion of a challenge to

clinical autonomy may be misleading since many of the measures aimed

to achieve medical co-operation, a common tactic of governments com-

mitted to implementing controversial policies.

However, this case study questions these conclusions. First, the discus-

sion of the CDPS and the City Hospital suggests that the increased medical

control of provider authorities coincided with a power shift from those

providers to purchasers of medical services. The CDPS’s shared-care

approach was undermined by the new requirements of WFP, as well as the

power of GPs to control the purchase of services. Similarly, Brettle’s clin-

ical directorship coincided with a period of financial stringency which

severely restricted his abilities to prescribe. Secondly, the rise of medical

involvement in senior decision-making may demonstrate the importance

of professional clinical autonomy, but the irony in this case is that doctors

contributed most to the challenge to individual clinical autonomy by

curbing the abilities of consultants and clinical directors to prescribe com-

bination therapies. Thirdly, the example of HADSAC and the combina-

tion-therapy consultation process suggests that whilst specialist doctors

may be involved within policy discussions at senior levels, this is often

restricted to technical issues surrounding the effectiveness of treatments

and whether or not to prescribe. The evidence suggests that specialist

medical involvement did not extend to the decision-making process sur-

rounding the effects on service provision and resource allocation. There-

fore, a longer-term analysis suggests that the purchasing function of health

authorities (and GPs to some extent) undermines the ‘gains’ associated

with increasing medical involvement in healthcare decision-making.

This discussion undermines the idea that medical dominance is neces-

sarily reasserted at the implementation stage. The displacement effect

cannot be taken for granted. Indeed, this point is particularly significant

given the focus of study. The effects of policy were often general and indi-

rect, and even based on policy made ‘on the hoof’. Further, the case study
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of AIDS policy in Scotland at a devolved level may not be typical, but it

both supplements English studies and focuses on a devolved policy area

which was previously professionalised, insulated and subject to little direct

central control. In other words, it is a policy area in which we would least

expect to see policy change directly caused by WFP. Therefore, the identi-

fication of profound policy change in this area suggests that further studies

of a similar nature are required to discern a similar and more general

public-policy effect.

Notes

1. As well as ‘general management [associated with the Griffiths reforms] and related

reforms being viewed with greater suspicion in Scotland’ (Harrison et al. 1992, 114).

2. In terms of power rather than health outcomes.

3. Given that drugs policy at the time was punitive in nature, with the confiscation of 

relatively clean injecting equipment by the police often blamed for the spread of HIV

(Brettle 1996; Richardson and Gaskell 1989; McClelland Report 1986).

4. The concentration of HIV incidence in Lothian was unparalleled in Britain, with 111

cases per 100,000 (0.11 per cent, and 1 per cent of men aged 15–44 in Edinburgh) by

June 1988, compared to 62 in NW Thames and 27 in Scotland as a whole (Lothian

Health Board 1988, 10).
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