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Framingin policy processes: A case study from hospital planning in the National Health Service

in England.

Abstract

This paper reports from an ethnographic study sphal planning in England undertaken between
2006 and 2009. We explored how a policy to cersteatiospital services was espoused in national
policy documents, how this shifted over time andlitowas translated in practice. We found that
policy texts defined hospital planning as a clihisaue and framed decisions to close hospitals or
hospital departments as based on the evidenceemadsary to ensure safety. We interpreted this
framing as a rhetorical strategy for implementingamisational change in the context of community
resistance to service closure and a concomitardypeinphasising the importance of public and
patient involvement in planning. Although the persive power of the framing was limited, a more
insidious form of power was identified in the wée tframing disguised the political nature of the
issue by defining it as a clinical problem. We dade by discussing how the clinical rationale
constrains public participation in decisions alibetdelivery and organisation of healthcare and

restricts the extent to which alternative courdesction can be considered.
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Hospital planning is an enduring and seeminglyaictatble issue on the agenda of local health
services managers. Efforts on the part of regiplaainers to rationalise hospital services have been
place since the publication of the Hospital PlanEogland in 1962 (Ministry of Health, 1962). Since
the 1990s this agenda has coincided with that tidmel professional associations representing
doctors which have sought to centralise acute aes\i.e. concentrate in fewer, larger departments)
in order to facilitate medical staffing and traigi@Joint Working Party of the British Medical
Association, Royal College of Physicians of Londmowl the Royal College of Surgeons of England,
1998; Senate of Surgery, 1997, 2004; Royal Coltdgebstetricians and Gynaecologists 2012;

Academy of Medical Royal Colleges, 2012).

In both managerial and professional narrativescg@rguments are couched in the language of
rational analysis whereby the centralisation ofgitas services is presented as the means to some
desired ends (‘efficiency’ say or ‘effectivenes¥hese claims are highly contested in the research
community. Criticisms have concerned the methodsuwafies investigating the relationship between
volume and outcome, the interpretation of findiagsd, of particular relevance to this patbe,

choice of policy respongdluffield Institute of Health, 1996; Shahian andrband, 2003; Bryne and

Yang, 2008; Shapiro, 2008; Harrison, 2012).

Plans to close hospitals or hospital departmestsfalce significant community resistance. One ef th
best known examples of community resistance toitadsposure in England is that of Kidderminster,
where in 2001 a Member of Parliament lost his Beatgeneral election to a single-issue candidate o
a platform to save the local hospital. At the s&me national policy rhetoric emphasises the
importance of involving the public in decisions abbealthcare delivery (Secretary of State for

Health, 2010, 2006).

We understand politics to involve a conflictrireaningsas well asnterests(Fischer, 2003)Insight
into the differences in meaning ascribed to hesdtivices by different social groups has come from
the field ofcultural geography. Brown (2003), for example, dagied that proponents of hospital
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closure from a rational planning perspective ‘negte locate the hospital, and in particular the

district general hospital, within its broader cotép. 489). He draws on the work of Kearns and
Joseph (1993) and Pred (1983) to show how healtites are important to people’s ideas about
local identity and 'sense of place'. Here ‘sengdaxfe’ refers to the consciousness of a localaynf
the ‘insider perspective’. It is based on the ustderding that a place is more than the sum of its

material characteristics, it is the centre of megsj values, significance and emotional attachment.

Thus the political contest over hospital planniag be understood as a conflict in frameworks of
meaning, between the instrumental rationality imsééed in both management and medicine
(Rhodes, 2013; Good, 1994) and the perspectiverafrinity groups for whom health services are
not just health services but are replete with $@eid emotional attachments. Our concern in this
paper is not with how services should be provideidaith exploring the role of policy in political
contests. Following Shore and Wright (1997) wetask, in this instance, does policy ‘work’ as an

instrument of power?

Drawing from an ethnographic study of hospital piag in England we consider how policy is
espoused in national policy documents, how thiissbver time and how it is articulated and enacted

in practice. Following Wright and Reinhold (2011r@pproach is one of ‘studying through’, that is
following a policy through relations between actanstitutions and discourses across space and time
We found that power operated through policy terts ia the practices of policy implementation in
ways that were often difficult to see. Centraltiese processes were medical knowledge and expertise

which served to frame the debate and underminagulviblvement in decision-making.

Frames and framing in policy processes

Our approach is informed by the anthropology araiosagy of policy (Shore, Wright and Pero 2011,

Wedel and Feldman, 2005; Shore and Wright, 19911; B290; Donnan and McFarlane, 1989). This

3
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approach views policy as a social practice thasgentially linguistic. It presupposes that poigg
site of political contestation and uses discoungety to illuminate the operation of power. A cahtr
concern is with unsettling the ‘certainties andhodoxies that govern the present’ (Shore and Wright

1997, p.17) so as to create room for alternatiieypoptions.

From this stance, one way to view policy textssisteetorical strategies intended to convince other
actors of the legitimacy of a course of action bing language to connect it to broader social wlue
(Suddabury and Greenwood, 2005). Beyond the oftiée gbvious attempts at persuasion, there are
the less visible discursive acts of ‘naming andniry’ that have the effect of making a certain seur
of action appear inevitable whilst marginalisingeatatives (Shore and Wright, 1997). Much of the
literature on naming and framing draws on Foucay(lt979, 1980) insights on the exercise of power
in modern societies. Specifically, his observationghe way that language constructs the social
world, the immanence of knowledge and power and th@xoperation of power becomes hidden from
view. So, for example, Edelman (1988) acknowledgdsbt to Foucault in his analysis of how policy
problems are constructed in discourse. In conteeiste rational approach to policy, which sees
governments responding to policy problems thattesig there’, Edelman argues that policy
problems are created in the policy proposals treabHered as solutions. Similarly Stone (1988)
argues that policy texts are a political processstdblishing definitions. The classifications and
categories used in policy not only reflect a paitc view of the world, they have consequences for
people’s lives. They ‘confer advantages and disaidwges, rewards and penalties, permissions and

restrictions, or power and powerlessness’ (p.309).

Ball (1990) has described policies as ‘power/knalgkeconfigurations par excellence’. Policies,
according to Ball ‘embody claims to speak with awitly, they legitimate and initiate practices ieth
world, and they privilege certain visions and iests’ (p.22). Similarly, Shore and Wright draw on

Foucault when they argue that:
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Policies are most obviously political phenomena,ityis a feature of policies that their political
nature is disguised by the objective, neutral, llegigonal idioms in which they are portrayed.
In this guise policies appear to be mere instrusétpromoting efficiency and effectiveness

(1997, p.8).

Scholars differ on the extent to which they seediieration of power in policy texts as intentional.
Some focus on thasesof discourse, emphasising the intentional moMiliraof discourses for
political purposes. Bacchi (2000), for examplegmpts to capture this in her notion of ‘category
politics’. Others focus more on tleéfectsof discourse, emphasising the way underlying astiomg
and presuppositions of policies constrain whatlmasaid or done. Ball, for example, sees the
constraints imposed by discourse as arising fratitirtional practices and power relations and tasis
that the effects of discourse ‘cannot simply beiced to the intentions and ambitions of a few key
actors’ (1990, p.155). Similarly, Shapiro (1992¢aks of the operation of discourseeaseedinghe
intentions of individuals. According to Shapiro, @vhpeople speak they participate, often
unreflectingly, in an existing discursive practtbat ‘constructs worlds of submission and
domination’ (1981, p.38). So for example, doctarsdhate patients not so much through the
strategic use of language but through the factdisaursive practices construct ‘doctors’ and

‘patients’.

To explore the operation of power in policy proessae employed, as a point of departure, Rein and
Schon’s (1993) concepts of ‘frames’ and ‘framinithe concept of interpretive frames stems from the
work of Goffman (1974) who defined frames as orgiag principles that govern the meaning we
assign to social events (p.10). Rein and Schoa hpplied the notion of frames to the study of
public policy, using the term to refer to ‘a persipee from which an amorphous, ill-defined,
problematic situation can be made sense of and actg1993, p.146). Rein and Schoén argue that
policy actors have different frames that lead thersee things differently and support different

courses of action concerning ‘what is to be dogevbom, and how to do it' (1993, p.147).
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Hospital planning exemplifies what Schén and Railh‘mtractable policy controversies’. Intractable
policy controversies are ‘marked by contention, enmr less acrimonious, more or less enduring’
(1994, p.3). A feature of policy controversieshat they are resistant to resolution by appeals to
evidence or reasoned argument. This is becausssimgpparties hold different frames which lead
them to differ in their view of what facts are inmfant or to give the same facts different

interpretations.

Schon and Rein distinguish between action framdglagtorical frames. Action frames are those
implicit in the content of policies while rhetorldeames are those that underlie the persuasivefuse
argument. Sometimes the same frame serves bothidosdut more often they are different. A

rhetorical frame may obscure the underlying actiame:

Frames are about action, and the desire to do bgaisually leads to a commitment to make
the action we seek realizable. We often do so lighimg on’ to a dominant frame and its
conventional metaphors, hoping to purchase legyniar a course of action actually inspired

by different intentions (Rein and Schon 1993, p)151

The concepts of ‘frames’ and ‘framing’ allow foreticonsideration of the operation of power both
with and without intention. Rein and Schon desctitzenes’ as ‘part of the natural, taken-for-grahte
world’ so that ‘we are often unaware of their risl@rganizing our perceptions, thoughts and actions
(1993, p.151). Elsewhere they speak of the sti@tey of ‘framing’. We apply these concepts to the
case of hospital planning in England, looking awteopolicy to centralise hospital services is frdme

in policy texts and in the processes of policy iempéntation.

M ethods
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The topic of this study emerged during ethnografibldwork conducted for a larger project

(Eworthy et al, 2010). Whilst attending board nregsi of a variety of local healthcare organisations
we noticed repeated appeals to the ‘clinical casetiange’ when managers presented plans to close
hospital departments. This rationale contradictatier planning documents that contained a findncia
rationale. We were struck by the rhetorical fortéhese appeals which felt, to us, to have theceffe

of shutting down debate. This seemed significavemgihe stated policy objective of involving
patients and the public in decision-making. Theseixand implications of this observation then

became the focus of data collection and analysis.

In attempting to produce an account that made safribes initial observation we tested our ideas
against data collected from a range of sourcesidiioy) documents, observations of meetings (n=12),
formal interviews (n=52) and informal conversatiovith national policy makers, local National
Health Service (NHS) managers and senior hospitetods (known in the NHS as ‘consultants’). In
this study we have sought to capture the dynanfipslacy framing through time and across national
and local domains. Fieldwork thus consisted oktspent in a local health economy (an English
county) as well as studying developments in natipoBcy over the same period (November 2006 —
March 2009). Ethical approval was obtained fromltical research ethics committee. Participants in
formal interviews provided written consent. Intews were recorded, transcribed and imported into

NVIVO to aid analysis.

In line with our use of discourse theory, our as&\ypresupposed that text and talk are social
practices and focused on the resources (interpregpertoires, identities and category systems)
drawn on by actors in those practices (Potter, 198 rview transcripts, fieldnotes and planning
documents were examined for regularities in thenfof assumptions, categories, logics, claims and
modes of articulation (Miller, 1997). We drew ofistlata to construct an account of the way a policy
of centralising hospital services was framed inamall policy texts and how this was translated in
practice. Our analysis is based on the entire datBseudonyms are used for individuals and

organisations.
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In the following section we present our findingse \describe first how a policy to centralise hodpita
services became reframed in national policy docusn&de then show how this same framing was
deployed by local health services managers seégiimgplement the policy in one locality in

England.

Framing in national policy

When we began fieldwork national policy on the ritisttion of hospital services was contained in the
White Pape©Our health, our care, our sayécretary of State for Health, 2008 his document set

out as a key objective the relocation of servicemfhospital to non-hospital settings. This policas
called ‘Care closer to home’ and throughout theudwent reference was made to providing care
‘closer to home’, ‘in the community’ and ‘in moredal settings’. The White Paper presented the
policy as a rational response to technological bgreents that enable health care to be delivered in
more local settings, an increase in long-term diop and patient expectations for health careithat
convenient. In this technological and social contegconfiguration’ of health services was present
as a means of improving patient access and resoesis. The emphasis was on providing hospital
services ‘in more local settings’. Significantlyeattention was given to the corollary, closing, o
downgrading district general hospitals. This ismtraned directly only once, in a section of the
document where the findings from a public consigdiaare being used to indicate public support for

the policy:

Participants in the “Your health, your care, yoay’sonsultation said they wanted more care
provided in community settings. The majority favediincreased investment in the lat®ren
if this meant changing the type and scale of sesvarovided by their local hospité2006, p.

140, emphasis added).
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The White Paper signalled an intention to con$dtrhedical profession on how to provide services:

To ensure a stronger evidence base and a realatleigagement, the Department of Health is
working with the specialty associations and thed&@polleges to define clinically safe
pathways that provide the right care in the rightisg, with the right equipment, performed by

the appropriate skilled persons (2006, p.132).

In the above excerpt medical experts are identdethe appropriate party to be defining how and
where services are provided. The aim of consuttiegRoyal Colleges is to ‘define appropriate
models of care that can be used nationwide’ (2p6&2). Over time the emphasis of national
policy discourse shifted to the clinical necessitgentralising some acute care. Using Rein and
Schon’s concept, there was a shift in the ‘framioigthe issue. The new framing emphasised the
‘clinical case for change’. In this framing the théon to close hospitals or hospital departments

was said to be based on the evidence and necéssangure safety.

The Department of Health followed the publicatidrire White Paper with a series of policy
papers written by the national clinical directdrbe national clinical directors were doctors who
were appointed by the Department of Health to dgvploposals for how services should be
delivered for each specialty. Thus a paper authbyea doctor and outlining ‘the clinical case for
change’ was published for heart disease and s{id@e, 2006), emergency care (Alberti, 2006),
mental health (Appleby, 2007), primary care (Cdlieme, 2007), surgery (Darzi, 2007a),
geriatrics (Philp, 2007), cancer (Richards, 20@i@betes (Roberts, 2007), maternity and
paediatrics (Shribman, 2007a; 2007b). The recuttiegie of these documents was that while
some services can be provided locally, other caegisito be centralised to ensure the best health

outcomes.
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One way of understanding the appearance of ‘timgceli case for change’ in national policy
documents is as a rhetorical strategy deploye@tsuade other stakeholders of the need for
change. This rationale draws on the cultural aitthof the medical profession and its association
with truth (Zola 1999). It presents the plans afimécal and thus politically neutral and gives a
sense of importance, urgency and necessity. Theealirationale was reinforced by the
involvement of doctors in policy development. Thdsetors were medico-politicians or in
management roles in the Department of Health, Weing (2014) terms political elites. For
example, Professor Sir George Alberti, the natialialcal director for emergency care, was
previously the President of the Royal College ofditians, whilst Professor David Colin-Thomé,
the national clinical director for primary care,syareviously Director of Public Health for the

London Strategic Health Authority, a regional offiof the Department of Health.

In June 2007 a new health minister was appoin&dAra Darzi was a consultant surgeon and
previously a national clinical director and autbdfThe clinical case for change’ for surgical
services. Darzi published a series of reportsZDa007b, 2007c, Secretary of State for Health,
2008) in which he positions himself as ‘a doctor agolitician’ (Darzi 2007c) despite the fact that

the reports had the status of government policyveere published by the Department of Health. The

reports concluded that for a number of acute sesvilse quality of care is improved when provided in

specialist centres. However they maintained theisa®s on service design and location should be
taken by local health service managers in consutatith stakeholders (Secretary of State for

Health, 2008).

The Darzi reports presented government policytes product of the work of more than 2000
clinicians’ (Secretary of State for Health 2008, 4. At the same time the policy was described as
‘developed in discussion with patients, carersaethbers of the public’ (p.8). In this way,
government policy is depicted as reflecting a cosae between national policy makers and local

actors on one hand and between clinical staff haghtblic on the other. As will be shown below,

10
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this picture is contradicted by our account frolmelgraphic fieldwork in which local plans for

hospital services were highly contested.

The proposals contained in the above policy doctsrame described as ‘evidence-based’. For
example, the proposals in the first Darzi repogt@escribed as ‘rooted in the evidence’ and ‘from
reviews of the literature and data’ (Darzi, 2007l4,). In some cases there were references to studie

of the relationship between hospital volume andautes. In other cases references were to standards
published by the Royal Colleges. These specifyhragmt populations, staffing patterns, workload

and inter-professional linkages. When these wergeved as part of analysis they were found to be
predominantly based on expert opinion. In someirsts the basis of recommendations were

surprisingly arbitrary. This is illustrated in tfalowing recommendation from the first Darzi repo

Obstetric units should have a consultant presesrcatfleast 98 hours a we&kThis will
require fewer obstetric units than now in ordeemsure there is an adequate workforce, that

staff gain sufficient experience and that the uaitsaffordable.(Darzi, 2007b, p)46

The superscript notation is in the original docuténs standard scientific notation to indicate a
citation. We assumed that the citation would beesearch-based evidence in support of this

recommendation. Instead we found a footnote theat ees follows:

The Royal College of Obstetricians and Gynaecotsdiave suggested that units should be
moving towards having consultant presence 24/7awenot convinced that this is essential for
a high quality service, so we have set a more ceasee requirement of a consultant presence

of 98 hours a week, which would be a significast@ase in some units. (Darzi, 2007b, p.83

In appealing to ‘the evidence’ this discourse assiam unproblematic progression from research
findings to decisions about a course of action. elmv research findings are contested and decisions
about ‘what should be done’ are complicated bynised to balance competing objectives, such as

11
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effectiveness and access (Russell et al, 2008 elpolicy discourse for hospital planning the
evidence for clinical effectiveness is emphasigetth¢ exclusion of other considerations. This,
together with the sometimes tenuous links to emalifiesearch, suggests that these appeals were in
large part rhetorical. Here the use of scientificabulary serves to establish plans for changing ho

services are provided as based on objective kn@&ladd independent of political interests.

The other recurring motif was an appeal to ‘safelyie following is an excerpt from field notesidit

a quote from a national politician speaking atiakhank seminar:

In Manchester they were facing resistance to chatweaternity services, but once we could
make the argument that the way we are doing thiggiling you and killing your babies it

was easier to make these decisions. (Field naiesady 2008)

An appeal to ‘safety’ is among the most powerfdtdnical motifs because it is seemingly
unanswerable - who would argue against safety?ppea to the safety of babies is the ‘trump card’

(Green, 2000).

That this is an instance of strategic reframingl$® suggested by national guidance issued tonmabio
offices. At this time it was the role of regiomdfices to ensure that national policy was incogbed
into local plans. The guidance, sent out in Felyr@@07, consisted of recommendations for how
local plans to close services should be implemerithd guidance recommended ‘involving clinical
staff at every stage of the process, from devefppmoposals and the case for change to

implementation’ (Carruthers, 2007, p.6):

Where clinical leaders genuinely develop and suppaposals, they play a vital role in

building public and patient confidence. In the simples, medical directors have written

forewords to consultation documents, cliniciansenswpported proposals at public meetings,

12
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articles have been written by the heads of relegfimital disciplines and letters to correct local

media stories have been sent from GPs [GeneralitiRaers]. (p.6)

In the next section we consider how the framingliofical necessity travelled from the national leve
of government policy to the level of practice. Hagl{1996) has described local health service
managers as essentially ‘rhetoricians’. He argoiaslocal managers must act in a political contdéxt
competing interest groups and that this procesdeamderstood as an interplay of rhetorics, rather
than the more familiar conception of negotiatiod &dargaining. The tendency since the 1980s to
devolve responsibility for hard decisions downwards made it necessary for local managers to
explain and to justify. They must persuade othayeis that one course of action is better tharrsthe
This is not to say that the use of rhetoric is Beagly about manipulation or deception, as Hughes
demonstrates, it may be a way by which local actwke sense of changes in policy over which they
have no control. In the context of our study, wasider how local managers introduced changes to
hospital services. We look at how managers sougbétsuade other stakeholders of the nature of the

problem and enrol them in the process of implentemta

Framingin local policy implementation

‘The Shire’ is an English county. It has five acaéee providers. Two of these (Forest hospital and
Shire General hospital) consist of a single hokpitae remaining three (South Shire, Wildbridge and
Smithton, and Warton and Judford) have servicessaanultiple sites, a legacy of earlier mergers
between organisations. At the time we startedeltt (November 2006) organisations in the Shire,
as in other areas of England, were involved inplarcentralise hospital services. These plansahad
long and complicated history whereby the ratioafechange, the organisations involved and the

details of the plans had all changed over timeamdinued to change whilst we were in the field.

The plans were being led by the local commissiocatathis time the ‘Primary Care Trust’ (PCT). ‘Fit
for the future’, as the plans were known, had hestigated by regional planners (the Strategic

13
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Health Authority) on the recommendation of managensensultants who had been brought in to

advise on responding to a financial deficit. Thigioal plan was to close one of the District Gehera
Hospitals in the Shire. This plan had faced comalole public resistance and, as a result, by spring
2007 the plans had changed to a proposal to clogeeident and Emergency department in one of
the hospitals. Subsequent iterations included gdlaeentralise a range of acute services across the

region and various proposals to merge organisations

On the first day in the field it was immediatelypapent that the plans were facing community
resistance. At the entrance of Shire General Halspdr example, hung a large banner which read
‘Save our Shire General'. The ‘Save the Shire Gareampaign’ involved local politicians from all
parties, the local newspaper, local charities,eSBieneral staff and members of the public. A nation
leader of a political party also lent support te tampaign. The campaign had arranged a petition
against the closure of the hospital and had orgdrasnumber of public meetings and rallies,
including a candle-lit vigil at Westminster. Theuation in the Shire was very different to thetpre

of consensus presented in national policy. Whilerinews revealed that some local clinicians
supported some form of change in some service dtese was considerable disagreement over who
should provide what, where and how. Some doctes r@jected what they saw to be the imposition

of a national ‘blueprint’ for hospital servicesdspective of local circumstances.

Over the period of fieldwork we observed a refregni the issue, from a financial to a clinical
rationale for change. The clinical rationale mie@the framing which we have described above as
emerging in national policy documents at this tifflee features and impact of this framing will be

illustrated with two events: a ‘co-design’ workghand a provider Board meeting.

The co-design workshop

Echoing the enrolment of political elites in therfwlation of national policy, the commissioner had

contracted a firm of management consultants tartwo-day ‘clinical workshop’ with local doctors.

14
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That this workshop constituted teFategicuse of medical expertise to secure legitimacyHer
commissioner’s plans becomes apparent when ‘fitagestalk is compared to ‘back stage’ talk.
Whilst talk on the front stage can be expecteddpldy deference to values such as rationality,
objectivity, and public involvement, talk on theckatage gives more recognition to the political
dimensions of planning (Degeling, 1996). An exangfléront stage talk’ can be found in the report

of the workshop published by the firm of managenwemsultants and which describes the process as

follows:

[The workshop] enabled clinical leaders from actbesthree Trusts and from primary care to
come together and use their experience and judgeméslp guide the future investment and
disinvestment decisions being faced by [the Shieg]lth economy. The clinical leaders worked
in three groups — one for each clinical area. Twese asked to use their expert opinion and
judgement to develop sustainable service modetsstitaved the levels of care and appropriate
settings for them. They then considered thesecelimhodels and discussed them with regard to

options for service reconfiguration.

In contrast, in subsequent interviews with a rasigecal actors, the purpose of the workshop was
referred to in terms of ‘presentation’ and ‘markgtiof the commissioner’s plans. Local doctors who
had participated in the workshop expressed resenitatevhat they saw to be the superficial and

strategic nature of their involvement:

We were all very, very cross about that becausastonly a short workshop, when you think
of the scale of what's discussed, to achieve som@tmeaningful outcome after two half
days is pretty ambitious. It was one afternoonthlechext morning and the first session was
supposedly fairly broad discussion without any fffiscand then the next was more focussed
on what would happen if you reduced sites or sesvét sites. But, the participants from here
felt that our input was effectively ignored andtaarly we said quite a lot of things and almost
none of it were recorded. You felt that whoeverteriv had decided it all beforehand and the
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consultation was not really intended to accurateflect what the consultants felt. (Senior

doctor, Shire General Hospital)

Closing a hospital in this kind of area is not gpio be easy, that's why they tried to sort of
shift it towards us clinicians having all these th&gs, so we would show that we could do it
without affecting clinical services so trying to keait look like the clinicians were suggesting it
which was quite a crafty move and caused a loesgémtment among- a lot of my colleagues
were saying 'no, no don't take part in the probesause otherwise you'll be blamed when it

happens’. (Senior doctor, Forest Hospital)

The co-design workshop was one of a number of Waysommissioner had involved doctors in the
process of implementation. It had also enrolledalsco defend the plans during public consultation

As one PCT manager explained:

I think in terms of the medical directors who dre key ones and especially (the medical
director) at Forest Hospital who was very helpfull decause he can stand up and — and that's
what [the public] want — they don’t want to heaople like me or even our Chief Executive,
what they want to see is an actual consultant gditiis only makes sense — why wouldn't we

want to do it?’ and so that’s why it was alwayseesisl that we had their engagement.

In this way the commissioner can be seen to beviitlg the guidance issued by the Department of
Health on how local plans to close services shbaldnplemented. Thus local managers were not just
implementing national policy but adopting the recamded strategy to ‘sell’ the plans to the public.
The doctors enrolled in implementation were withexteption doctors occupying management roles.
The findings of our study accord with similar seglthat have interpreted these practices as the co-
optation of local managerial elites to effect seevthange in ‘hard to reach’ areas (Waring 2014,

Martin and Learmonth 2012, Coburn, Rappolt and Beault 1997).
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The provider Board meeting

The following is an account of a Board meeting afdidfidge and Smithton NHS Trust. It illustrates
the mobilisation of the framing of clinical necegdd ‘sell’ plans to close the maternity unit at
Wildbridge hospital to the public and resistancéhtt framing. The Board meeting was held in the
summer of 2007. The Trust had brought its plartkedBoard in order to secure agreement from the
Board prior to commencing public consultation. Tineeting was attended by what we estimated to
be about 200 members of the public, many mothetfs vabies in pushchairs. The members of the

public who attended the meeting opposed the ptankse the maternity unit.

The plans for closing the maternity unit were s€tin a meeting paper, again with the title ‘The
clinical case for change’. A verbal presentatiors waven by the clinical lead (a medical manager).
Although she was speaking in her capacity as a geanahe began her presentation by listing her
clinical credentials (‘a consultant paediatrician,elected member of the Royal College of
Paediatrics’). The reason for closing the matgmvird she said was ‘clinical viability’. This was
based on Royal College standards for consultafiingtaas well as the European Working Time

Directive (legislation that limits doctors’ workirgpurs).

During the meeting vocal opposition to the plansedrom the local MP, medical staff, a trade union
leader and members of the public. For the mosttpartationale for closing the maternity unit was
challenged ‘on its own terms’. For example, thealddP argued that Wildbridge hospital met the
Royal College standards for consultant staffingyds Smithton hospital (where maternity services
were to be centralised) that failed to meet thedsied, and even so, the standard only appliedgio hi
risk populations, while Wildbridge had a low risggulation. Similarly, a senior hospital doctor
contested the Trusts’ claims that the changes mexessary to improve safety. The doctor presented
mortality statistics to show that the outcomeswibidbridge hospital were better than for Smithton,
and lower than the national average. Submissiams members of the public drew on personal
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experience and an assessment of local needs (suhather hospital in reasonable distance and a
growing population of families who will require neaihity services) to argue that the plans reduced

local access to services.

The Board then voted with the majority of the Boanting in favour so that the plans to close
maternity services at the hospital were agreesla$t clear that the members of the public who
attended the meeting were dissatisfied, espeaiallywhat they saw to be the weakness of the

rationale and that a decision had been nmaite to public consultation.

Policy elites have argued that, among the pulliere is a lack of understanding of the ‘technical
patient safety arguments’ for closing hospitalgiifgton-Douglas and Brooks 2007). However it is
apparent from this board meeting that it was nat the public did not understand the technical
arguments, it was that they did rmatceptthem. Similar findings have been reported elseeher
(Haycock et al, 1999). Stakeholders were confideatrguing against the plans, both ‘on their own
terms’ with regard to the weakness of the evidéacemprovements in safety, and in drawing
attention to other considerations, such as actésy. also mobilised alternative measures of ‘safety
In this case a particular and concrete understgrafisafety was set against the universal and

abstract.

Thus, as rhetorical strategy, the clinical ratienahs not successful in that other stakeholders wer
unconvinced of the need for change. Public opmmsiincluding organised rallies and
demonstrations, continued throughout the summewafa the end of fieldwork, in September 2008,
the commissioner decided to continue to commissiaternity services from this hospital. Beyond
the Shire there were a number of other high prefiges of plans to close services being abandoned
in response to public opposition or rejected byltitkependent Reconfiguration Panel (Torjesen,
2008; Moore, 2008). For example, in rejecting ttaag of one NHS trust to close a maternity
department, the panel questioned the safety oftt@mgfer times, emphasised the importance of
accessibility and choice and said that alternatieglels of staffing could provide better consultant
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cover (Moore, 2008). As one national policy masaid during an informal conversation, ‘the public

aren't buying it’ (Fieldnotes, March 2008).

Discursive power, however, goes beyond rhetorimald. It takes the form of the power to define the
nature of a problem and who should be involvedecision-making. The new framing defined the
nature of the problem as ‘clinical’ and thus thegar business of the medical profession. One of the
more tangible consequences of this framing in thieeSvas that it enabled NHS organisations to
avoid public consultation. In the following excetmtis talking to a PCT manager. This time it is

December 2007, and the manager is talking abowtdhenissioner’s plans:

So we went through a whole load of hoops reallgedbto where we are which is basically that
there are a number of Royal College clinical beatiice requirements that have gone out as
commissioning intentions to the providers and theyxxome back with proposals, some of
which are about greater networking, or indeed nmpg@rvices to one hospital site, rather than
having them spread across all three and it waseddrg the [health overview and scrutiny
committee] that we could effectively go out...thghtengagement rather than formal
consultation. So we were all set to do formal ctiaion and then at the end it looked like we
could say effectively well this is just about ggm@ctice and why would anyone disagree with

us following Royal College guidance?

The assumption, in this excerpt, is that planniegltn services is a technical exercise, a rational
process of applying scientific evidence. Howevsrl.asswell (1936) observed, questions of who gets
what, where and how are political. In Foucauldienmis, the new framing is a political technology
that takes what is essentially a political probkemd recasts it in the neutral language of science

(Dreyfus and Rabinow, 1982, p.196).

Discussion
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We have looked at how a policy of centralising hia¢gervices was presented in national policy
documents, how this shifted over time and how i asdiculated and enacted in practice. At the
national level we identified a shift in the framiafithe issue, from a rationale of improving access
and responsiveness to one of clinical necessityhsve interpreted this shift in framing as a
rhetorical strategy, deployed at both national lacdl levels, with the aim of realising changehie t
face of community resistance to closing local hiadpiand a concomitant policy rhetoric emphasising

the need to involve the public in decisions abawt lservices are provided.

A key dimension of this strategy was the co-optatibpolitical and managerial elites from the
medical profession (Waring 2014). At the natiomaddl this involved appointing medico-politicians

to produce Department of Health policy documentsilithe 1980s the influence of the profession on
national policy was such that Dunleavy describexiain example of ‘the professionalised state’
(Dunleavy, 1981). However since then the influeofcéhe profession on national policy has declined
as that of management has increased (Salter, P@@Ason and Ahmad, 2000). We argue that the
involvement of political elites in the formulatiar national policy on hospital planning can best be
understood as co-optation in the interests of pohekers, rather than a resurgence of professional
influence. While political elites were invited tanticipate in the seemingly intractable issue of
hospital planning, the profession continued toagusled from decisions in other areas of healthcare
policy, such as when the New Labour governmenoéhiced a raft of policies designed to increase
choice and competition in the NHS. A similar assgent has been made by Coburn et al (1997) in

the case of state-profession relations in Ontario.

The strategic use of medical knowledge and exgebysmanagers as part of the micropolitics of
local planning is not new. Milewa et al (1999), éotample, describe how local managers made
appeals to ‘clinical effectiveness' when introdgoifnanges to services. Learmonth and Harding
(2006) consider the way that a discourse of ‘ewtgdpased’ practice serves elite interests, although
they note that this is not necessarily intentiamathe part of individual managers:
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Given the taken-for-grantedness of dominant beliefsut evidence in health services, most
managers no doubt understand the incorporatiomidérce into their practices as a politically

innocent way to deal with effectiveness problentO@ p. 254).

Nor was the clinical rationale the only framingpilay. We found that appeals to clinical leadership
were often coupled with an appeal to public invateat. We interpret this as reflecting the fact that
policy makers and local managers must attend teadheomitant policy imperative of public
involvement in decisions about service deliveryriitaand Learmonth (2012) go further,

highlighting how health service staff and membédrthe public ‘are increasingly represented not just
as the objects of policy interventions, but as scisjimplicated in policy design’ (p.282). Theywa#g
that claims about engaging clinicians and the guhlpolicy formulation can best be understood as a

co-optive means of ‘governing at a distance’ (Rarse Miller 1992).

We found that the clinical rationale did not pedmiather stakeholders of the need for change.tBut i
is not simply that the rhetoric is unconvincingg tactics themselves, in so far as they are resedni
by other actors, engender distrust. This is likelproduce the opposite of what is intended, for as
Hajer (1995) has shown in relation to environmepgdicy, it is trust, rather than simply empirical

evidence, that is key to the acceptance of changeractable controversies.

Beyond the more obvious use of rhetoric, the poliayrked’ through the discursive act of framing.
Frames present an interpretation of the way thimgsof what should be done and who should do it.
Through the use of framing, policy texts channgikimg in a particular direction and make a
particular course of action appear self-evidentthls case centralisation is framed as a means of
improving clinical effectiveness. However, if thead is improving health outcomes, there are
alternative courses of action. In maternity caoe gikample, outcomes may be improved by action to
reduce obesity and diabetes in the populationpipraving uptake of antenatal care, improving
identification of ‘at risk’ women in the third triester and so forth. Even taking a more narrow
concern with medical staffing and training, for agiyen objective, such as training doctors,
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maintaining practitioner skills or ensuring suféiot input from a senior doctor, there are alteveati
courses of action. These might include, for exarmgeploying additional staff, improving teamwork,
using clinical networks or exploiting burgeoningavations in telehealth. The framing of one course

of action as a ‘clinical necessity’ restricts thdesmt to which alternative responses can be coreside

The way an issue is framed can also make some eterappear fixed and proper while others are
open to change (Fischer 2003, p.85). Why, for exengre Royal College standards assumed to be
fixed and not open to debate? Given the limitedente for these standards why not organise
staffing and training of doctors around other otiyes, such as patient access? Lewis (2007) has
emphasised the need for creativity in finding sohs to difficult healthcare issues. The plannifg o
health services is just such an issue, involviegraplex interrelation of service and training. Hieal
services are also not just health services butipigprtant instrumental and symbolic roles in
communities. Framing the problem as an issue ofital viability’ elides this complexity and

hinders the development of effective policy.

The recasting of political decisions as clinicatidens has significant implications for the natibn
policy objective of involving the public in decisis about healthcare delivery. The government has
introduced a number of mechanisms aimed at strengtf public and patient participation in
decisions about how health services are provided.pbwer of the clinical rationale is that it does
matter how effective the democratic mechanismsfdne definition of hospital planning as a clinica

decision means that it is kept off the agenda.

Fieldwork for this study was undertaken betweenc2®@d 2009. Our intention was to use
hospital planning during this period as a caseystaxplore the use and effects of framing in
policy and practice. We therefore sought to mak®ee general contribution to the understanding
of the role of policy in political contests. Moraayin the current economic climate the issue of
hospital planning has become more acute as locahgeas are facing pressure to reduce costs.
Hence, our findings remain relevant to the predagt Since this study was undertaken policy
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framings have continued to shift and in recent yélaere has been more emphasis in policy texts
on the need to close facilities in the face of aist and to move spending from acute to
community services. There has also been an inaigasnphasis on ‘co-producing’ plans for
service change with the public, suggesting a camreliance on a form of governmentality as
described by Martin and Learmonth (2012). Nones®lthe framing that we have explicated in
this paper remains in play (Academy of Medical R&@yalleges, National Voices and NHS
Confederation 2013; NHS Northwest London 2012).ds@mple, in justifying his decision to
downgrade the Accident and Emergency departmdrawisham Hospital (a decision taken in
response to the financial failure of a neighboupnovider) the Secretary of State for Health
claimed the decision ‘would save 100 lives a yé@BC News 31 January 2013). Indeed what
can be seen in current policy is a ‘layering’ datiurses -financial, clinical and public-that
reflects the layering of forms of governance inteamporary healthcare policy (Jones, Exworthy

and Frosini 2012 and Greener 2004).

Since fieldwork was completed the co-optation otlioel elites to facilitate service change can be
seen to have continued and extended in continuaetiyrof hybrid clinical-managers and models
of distributed leadership in organisational charg®.example, Primary Care Trusts, staffed
largely by managers, have been replaced by ‘climi@amissioning groups’, staffed by clinicians.
According to central guidance distributed to theganisations, the value of having clinicians as

commissioners includes:

Better involvement and engagement of local peapkedbpt improved services and move from
familiar but out-dated services based on the facuguality and outcomes and the trusted

positions held in communities. (NHS CommissionirgaRBl Authority 2012, p8).

As Perkins et al (2014) observe, this suggestshigatationale for establishing clinical
commissioning groups was in part the ability of & Practitioners to persuade local community
groups to accept proposals to close hospital sesvic
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Conclusion

In this study we explored how a policy to centmalmspital services was presented in national ypolic
documents and implemented in one locality in Engjlaie identified a shift in the framing of the
policy, from one that presented the policy as amaed improving access and making services more
responsive to patients, to one of clinical necgssitthe latter framing plans to close hospital
departments or entire hospitals were presentetinasat decisions that were based on the evidence
and necessary to ensure safety. We have interpgiegefitaming as a rhetorical strategy employed to
convince other stakeholders of the need for chaidough the persuasive power of a rationale of
clinical necessity is limited, a more insidiousrfoof power operates in the way it shapes how the
problem is understood, which solutions are considi¢and which are not) and who is included in

decision-making.
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Highlights

Explores the dynamics of framing in policy texts, over time and space

Shows how professional dites are co-opted to support service change

Findsthat aframing of clinical necessity undermines democratic participation



