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ABSTRACT

Managed clinical and care networks (MCNs) have emerged in Scotland as a
collaborative form of organising within health and between health and social services.
Bringing together disparate disciplines and professions their aim has been to allow
work across service and sector boundaries to improve care for patients. Whilst MCN
prevalence has increased and policy has moved to centralise this method of
organising, many research questions remain. These include: how can we understand
the form, function and impact of MCNs, and further, what are the underlying

motivations for practitioners and managers to organise in this way?

Focussing in on the work of 3 voluntary MCNs operating in Scotland, the centrality of
practice emerges. Practice is defined broadly to encompass both the interactions
between practitioner-patient and practitioner-population. From this, the MCN
becomes conceptualised as a set of activities focussed around ground-level clinical

MCN service issues and top-level policy direction.

Through considering work the interplay between ethics and scientific evidence
emerges. The inherent uncertainty and suffering of daily practice comes to the fore,
these concepts are brought together within a framework, morals-in-practice. Further,
using the hermeneutic dynamics of alterity, openness and transcendence, MCNs can
be understood as providing a space to foster creative responses to the wicked

problems created by health and social service design and delivery.

The organising opportunities provided by MCNs thus arguably serve several
organisational and social functions, providing a forum to: mutually support and
respond to the intrinsically challenging nature of practice understood; debate morals-
in-practice helping to ensuring collective clinical governance; sharing of
organisational knowledge; planning, delivery and audit of services; and creatively

respond to wicked problems.

By focussing in on the work, the practice particularities of each individual MCN are

resultantly emphasised, whilst still maintaining recognition that much of the NHS

il



operational context is more widely shared. Through this these voluntary MCNs, at
least, can be viewed as an organising form which has emerged in response to the

complexities of modern health and social service, care, design and delivery.
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CHAPTER 1: INTRODUCTION AND OVERVIEW

1.1 MANAGED CLINICAL AND CARE NETWORKS (MCNS)

Managed Clinical and Care Networks were first introduced into Scottish policy in the
Acute Services Review (1998) and implemented in a Management Executive Letter in
1999 (MEL (1999)10). In the intervening 12 years MCNs have spread widely and
now operate for a range of conditions, services and specialities. Defined by the
Scottish Health Department in terms of a set of core principles, MCNs aim to improve
patient care and health service delivery by breaking through problematic boundaries

between professionals, services and sectors.

Embedded within wider policy on whole system planning, integrated service and
partnership working, MCNs have been mobilised as an operational extension of this
holistic narrative. MCNs have enjoyed a high policy profile being viewed as
implementing strategy through localised planning and delivery, whilst simultaneously
providing ‘real world’ representation of joined up services. MCNs have been well
placed to capitalise on changes in strategic direction, being able to rapidly refine their
defining characteristics as policy makers have requested new forms of healthcare

activity in response to changes in context.

An observation of policy salience does not speak, however, to why clinical
practitioners have regularly and voluntarily organised themselves into MCN
groupings. Although there has been a notable increase in networked forms of
operations throughout the health service (noted by Ferlie and Pettigrew in 1996) and
indeed in the wider world of non-public sector organisations (Ouchi, 1980), it does
not appear inevitable that MCNs would have the popularity they appear to have with
health service workers. The existence of networks in the wider organisational
environment does not alone appear sufficient to explain the attraction of collective
forms of cross-boundary working for policymakers, managers or healthcare

practitioners.



When considering cross-boundary organising, it becomes apparent that there are
many barriers and challenges to any form of collective endeavours. Broadly put,
collaborative practice is assumed to need a clear set of shared goals (Poulton and
West, 1993) without which, collaborations can often fall in a state of collaborative
inertia (Huxham and Vangen, 2004). Translated more specifically to MCNs, cross-
boundary working often comes with a cost in terms of time and effort (Guthrie et al,

2003). Thus as collaborative ventures, MCNs are potentially high risk.

However, the potential benefits of this way of organising are claimed to be many.
These include: more equitable service provision for patients; prevention of duplication
of effort and resources; multi-professional and multisite working; agreed care
protocols and pathways across the network area; diversity of professional
contributions; promoting a focus on patient access to and experience of care;
identifying and sharing scarce existing resources, for example, specialist medical and
clinical practitioners; enabling release of, or joint investments in scarce or costly
resources, for example, giving practitioners the opportunity to focus on sub-
specialities; reducing barriers to the coordinated provision of services; providing a
means of accounting for service performance across health care organisation; and so
on (Cropper, Hopper and Spencer, 2002; Brooks and Greenley, 2006). Why though
these numerous benefits should be forthcoming from simply organising in this way is

neither self-evident nor adequately explained.

This suggests that whilst the claimed impact of MCN organising may be considerable,
attaining success from a collaborative venture may be costly. The differential between
what the MCN is argued to potentially achieve and what is actually empirically
achieved thus becomes of interest. Indeed when we consider empirical work on
MCNs this tension appears to be central to how MCNs are experienced. Tangible
(few) and intangible (many) outcomes simultaneously present (Guthrie et al, 2009),
with evaluative work struggling to unpick evidence of hard outcomes solely
attributable to MCNs, embedded as they are within the wider NHS (Hamilton et al,
2005).

The study therefore turns to this question why do practitioners and managers

organise themselves in this way? Focussing on ground-level activity (what people

2



actually do in a MCN), the MCN is considered through the mundane and everyday
(Tsoukas and Knudsen, 2005). The study considers the localised work of MCN
members, to consider whether what practitioners and managers are faced with and
what they do could go some way to explaining why they organise in this way.
Organised around shared clinical subject matters, or sachen (partial understandings
which taken together create the illusion of a unitary whole), the MCN becomes
understood not an organisational form in which activity is merely embedded, but
alternatively emerges as an extension of the work which occurs within the context,
that is, practice. This work or practice is predominantly clinical, managerial or policy
in focus and is understood as referring to both the practitioner-patient and

practitioner-population unit of analysis (HDL (2007) 21).

To better understand work it was necessary to consider the debates and dilemmas
which were of importance to clinical practitioners and managers. I attempt to provide
some coherence to these themes through an organising frame — morals-in-practice.
Morals-in-practice is used to examine the dynamic relationship between ethics and
scientific evidence, which then becomes action. This organising strategy allows a
comparison of the similar pressures faced by MCN members across the 3 field sites,
MCNs for Addictions, Disorders of Sexual Dysfunction (DSDs) and Dementia, for

example, ensuring clinical governance.

Turning to wicked problems (Rittel and Webber, 1973), 1 consider how the
intractability and unfolding nature of these problems requires particular types of
leadership and authority (Grint, 2005). Further, how the solutions to these problems
require may need particular organising dynamics. I mobilise the hermeneutic concepts
of alterity, openness, logos, and transcendence (Davey, 2006) to suggest that
structural difference, being vulnerable to new ideas and ways of thinking, and the
unstable nature of language may explain the dynamic necessary for creative problem-

solving.

I suggest that MCNs can be understood as a functional organising answer to questions
which are posed by everyday practice (Grondin, 1995). In the MCN practitioners and
managers are coming together in an attempt to tackle those questions which are

beyond the individual to answer, questions which instead require collective

3



consideration and creative answers. These assumptions leads me to construct a
theoretical ideal type, the hermeneutic community, defined as — ‘a forum where
difference is purposefully drawn together, in order, that vulnerability to the unstable nature
of language can disrupt practice to achieve creative ends.” 1 am suggesting that the MCN
understood as a hermeneutic community, is the organising answer to those questions

set by work.

1.2 THESIS OVERVIEW

The thesis is organised in the following chapters.

In chapter two, an historical account of MCN policy development is provided. The
aim is to help contextualise the political background in which the ‘idea’ of the MCN
evolved: tracking it from conceptual inception as an as yet unrefined possibility,
through to its central positioning in mainstream strategic thinking. It argues that the
MCN model has evolved to reflect wider changes in healthcare policy and politics.
The result is an increased remit bringing into question the likelihood of achieving the

stated outputs and outcomes of the MCN.

In chapter three, the central literatures on MCNs specifically and networks more
broadly is presented. Presenting the main concepts which have been used to
understand MCNs, the role of the boundary spanner and the concepts of nodes and
ties are explained. As structurally informed theorising underpins existing research the
strengths and limitations of this position is discussed. I suggest that that structurally
influenced thinking creates modes of engagement and understanding which may be of
limited help for my present purposes. In doing so, I suggest an alternative trajectory of

enquiry.

In chapter four, I present the theoretical backbone of the thesis, considering:
collaboration, context, and work. Taken together these set of literatures prove useful
when considering MCNs from a perspective which centralises the activity of those
that are participant members of MCNs. In particular attention is drawn to the nature of
wicked problems, leadership and authority (Grint, 2005) and the question is raised of

how to account for collaborative advantage (Huxham and Vangen, 2004). Considered



together they draw our attention to the actual work or practice which informs MCN

organising.

In chapter five, I introduce the methodological framing of the research. I describe the
paradigmatic assumptions which were made and informed by hermeneutic theorising.
I explain my decision to use ethnography, aiming to justify my research strategy,

whilst explaining some of the limitations.

In chapter six, I move to describe the actual doing, that is, the method. I discuss how
the study was planned, executed and taken forward. I outline the ethical and
organisational hurdles required to gain access to the sites. I present an overview of
MCN sites, participants, and data sources. I close with a consideration of my analysis

and data presentation.

In chapter seven, I outline my first research iteration. I describe how during this early
stage, inter-related methodological and empirical difficulties emerged. I describe how
I struggled to account for: the different roles that I was ascribed by each MCN; the
sense of the confusion the participants demonstrated in describing what a MCN was
or what it was for; and the difficulty with which they located the impact that their
activity had had on healthcare delivery. In particular, in 2 of the MCNs participants
reported a general frustration over the seeming discrepancy between what the
potential of the group was imagined to be against the actuality of their achievements.

The question emerged, why would this difference exist?

Chapter eight thus moves to consider a function of MCNs. Drawing out the
foundational importance of uncertainty and suffering, the heuristic of morals-in-
practice is introduced: a dialogic relationship between ethics and scientific evidence
which merges in moral action. This organising frame allows me to consider each
MCN’s differing clinical subject matters or conditions, whilst maintaining a view that
similar contextual factors are transferrable, such as the pressure to ensure clinical
governance. Against this backdrop the MCN thus become understood as a forum to

consider the related debates around practice, at the patient and population level.



In chapter nine, I move to consider another function of the MCN to provide a forum
to deal the wicked problems which occur in health and social services. In considering
Grint’s (2005) work which highlights leadership and authority, 1 consider how these
MCNs conform to his suggested model. Further, I move beyond this, to consider what
would be the necessary dynamics to tackle wicked problems. Drawing on the
hermeneutic concepts of alterity and openness, 1 suggest that these capture the
structural and dispositional elements necessary to mobilise the unstable nature of
language or logos, the aim, transcendent or creative responses necessary to tackle

wicked problems.

In chapter ten, I return to the central question: ‘why would practitioners voluntarily
choose to organise themselves in this way?’ Returning to hermeneutic theorising, I
begin by assuming that MCNs are an answer to a set of social questions or dilemmas
(Grondin, 1995). Through my consideration of morals-in-practice and wicked
problems inherent in the work undertaken by MCN members, I attempted to partially
capture these questions. In this chapter, I go further in an attempt to understand how
the MCN could possibly be understood as an organising answer to these questions.
Constructed around a shared yet differently understood clinical subject matters or
Sachen, 1 suggest that the MCN can be understood with reference to an ideal type —
the hermeneutic community. Finally, I return to consider the implications of this

move, for our understanding of the form, function and impact of MCNss.



CHAPTER 2: THE POLITICAL AND POLICY CONTEXT

2.1 INTRODUCTION

Managed Clinical Networks (MCNs) were introduced into Scottish NHS policy in
1998 (Acute Services Review). MCNs were heralded as an organisational means with
which to tackle institutional difficulties as varied as: difficulties in patient movement
within and between sectors; inter-professional cross-boundary rivalry; human
resource shortages and legal constraints on working practice. MCNs were suggested
as an organisational model with the potential to ameliorate many of the functional and

service issues faced by a modern health service.

In the intervening decade, MCNs moved from a peripheral organisational concept to
central Scottish NHS strategy. MCNs have therefore been an attractive concept for
policy-makers, who have raised the MCN organisational profile and MCNs now exist
for clinical conditions (e.g. diabetes); service specialities (e.g. neurosurgery); clinical
specialities (e.g. endocrinology); and across sectors, in the form of Managed Care
Networks (e.g. dementia). The push towards breaking down the boundaries between
professions, services and sectors harmonized with the wider political agenda has
allowed a relatively rapid rise in the profile and establishment of MCN forms of

organising.

In this chapter the MCN model will be placed within the relevant political and policy
context. The aim is to provide an insight into how the MCN model was initially
conceived and has since developed. Placed within these broader healthcare concerns
the MCN model is argued to be responding and evolving to wider changes in health

service development.

2.2 WHAT IS AN MCN?

MCNs are broadly networks of healthcare professionals, who come together to do
work. Such work can be centred on clinical conditions, service specialities, clinical
speciality, and across service sectors. Defined in policy as: ‘linked groups of health
professionals and organisations from primary, secondary and tertiary care, working

in a co-ordinated manner, unconstrained by existing professional and Health Board



boundaries, to ensure equitable provision of high quality clinically effective services
throughout Scotland’ (MEL (1999) 10). The MCN model aimed to loosen structural
boundaries enabling services and planning to occur between professions (for example
different medical specialities on different sites), services (e.g. between hospital and
community care providers) and more recently, sectors (e.g. between Health, Social

Services or Education) through Managed Care Networks.

The underlying purpose of the MCN model was to make services more flexible,
responsive and effective. Taking as its central tenets flexibility and patient—centred
planning, policy provided the necessary political approval and governance
mechanisms to establish MCNs bridging traditional geographic areas, healthcare
providers and professional groups. Whereas prior to MCN policy practitioners may
have informally organised themselves into clinical networks, the introduction of the
policy now provided a base for formal, organisational recognition. This created
networks which would have previously struggled to gain financial or managerial
permissions to operate. Thus, MCNs were intended to enable the construction of
structures and operations which were designed around the patient as they moved
along their healthcare journey. MCNs were based on pre-existing health networks and
informal professional relationships, thereby harnessing the creative positive ethos of
collegial working, whilst providing the managerial structures to legitimise and
formalise network forms of working: MCNs were to make more informally

constituted groups into ‘real’ organisations.

MCNs did not however, develop in an historical vacuum and to understand how they

evolved in policy I briefly the context from which they emerged.

2.3 SCOTTISH NHS CONTEXT

In 1998 The Scotland Act devolved certain powers to the recently convened Scottish
Parliament based in Edinburgh. The Act outlined those powers ‘reserved’ by the UK
Parliament and by a process of elimination those that were not specified were taken
over by the newly named Scottish Executive. One of these responsibilities was for the
running of the Scottish National Health Service. Until 1998, decisions regarding

healthcare had been largely centralised in Westminster, with resultant healthcare



policy being relatively uniform across Great Britain and Northern Ireland. However,
with devolution, a fragmentation of policy directions became possible and the duly
appointed Labour Executive initiated a new policy trajectory for Scottish healthcare

(Greer, 2004).

Beginning with a piece of pre-devolution health policy, the 1997 Designed to Care,
the new UK Labour Government laid out their intention for Scottish healthcare. Their
stated aim was to de-layer healthcare bureaucracy, increase collaboration and use
planning which was more patient centred. Openly declaring the intention to move
away from the Conservative internal market model, where commissioning was
competitively and contractually managed, the policy document emphasised a health
service founded on efficiency and quality, underlined with a belief in fairness and
partnership. As a result Acute Trusts (the operational arm of hospital service
provision) were reduced in number and Primary Care was given a higher profile and
encouraged to increase linkages across sectors (Social Service and Education) via the
newly formed GP-led Local Health Care Co-operatives (LHCCs). The aim was to

underline the shift towards a new cultural attitude of collaboration and partnership.

After devolution, Our National Health: A plan for action, a plan for change released
in 2000, argued even more strongly for movement away from the fragmentation of
commissioning rounds. The plan was to synthesise many of the previous health plans
and was described as a ‘signpost on the way to a healthier Scotland’. The emphasis
was to be towards quality of care and services wrapped around patient journeys in a
whole system approach. As part of this, the claim was that bureaucracy would be
reduced, by creating 15 unified HBs to form a single, local and accountable health
system in each area. The Trusts were still to have operational control of service
delivery but their Chief Executives and Chairs were now to sit on the NHS Board as

opposed to separately.

The Trusts however, did not have long to exist and 3 years later in the white paper
Partnership for Care they were abolished, removing the last remnant of the
purchaser-provider split which had been the dominant health policy of Conservative
Government from the early 1990s. In line with the emphasis on localised community

service provision, LHCCs were reconfigured to become Community Health
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Partnerships (CHPs) with enhanced levels of responsibility for local service redesign
and service integration. Together these moves were suggestive of a policy desire for a
more integrative structural model for the Scottish NHS. Policy was emphasising a
move away from centralised control towards a more localised focus. This trajectory
was also underlined in Delivering for Health (2005) which once again stressed the
need for locally provided, high quality, integrated care especially in light of the
changes needed to mirror the requirements of a healthier, yet ageing population, rapid
changes in health technologies, and the greater emphasis on public health and

personal health responsibilities.

In May 2007, the Scottish National Party won the Scottish Parliamentary Election and
took over as a minority government. Their first major piece of health policy was
Better Health, Better Care: Action Plan published in 2007. Strongly emphasising the
commitment to moving even further away from market oriented models, housing the
NHS firmly within the public sector, the document opens with an emphasis on the
relationship between services and patients: [the] ‘vision is based on a shift from the
current position where we see people as “patients” or “service users”, to a new ethos
for health in Scotland that sees the Scottish people and the staff of the NHS as
partners, or co owners, in the NHS. I want us to move to a more mutual NHS where
partners have real involvement, representation and a voice that is heard’ [2007:iv].
This is referred to as mutuality and places patient-practitioner collaboration central to

policy thinking.

From the above, we see a policy emphasis of patient-centeredness, collaboration and
localisation. Services are to be provided consistently across Scotland, evolve and
develop around patient needs as opposed to structures, are to be delivered close to the
patients’ locality, and will be provided by teams of professionals and practitioners
who will work harmoniously together. Behind this there is also the hint of a structural
metaphor, whereby the macro health system is conceptualised as comprising of
multiple micro inter-linking systems. Further, this structural thinking suggests that
these inter-related systems are potentially mappable and can be therefore be made,
through re-design, to integrate, enabling less restricted patient flow (McNulty, 2002;
Woods, 2002).
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Moving on from broad considerations of Scottish health policy, attention now turns to
more specific MCN policy: tracking the evolution of the organisational concept from

tentatively considered solution to strategic policy centrality.

23 SCOTTISH MCN POLICY
Calman-Hine Report (1995)

‘Clinical networks’ initially appeared in the Department of Health (DoH) Calman-
Hine report on English cancer services (1995). The report recommended a new
structural arrangement for cancer services ‘based on a network of expertise in cancer
care reaching from primary care through Cancer Units in district hospitals to Cancer
Centres...this network of care is intended to deliver a uniform standard of high quality
care to all patients.” (p.7). The report goes on to state that ‘the network is one of
proficiency and not of buildings’ (p.8). This suggests that it will be medical expertise

and not location that is the focus of design.

This report argued for cancer services as being speciality focussed, linkages spanning
from localised, generic provision through to specialised tertiary services. Using
networks as a way of describing the pathway mapping of providers along the patient’s
(potential) journey, this was seen as central to redesign which enabled equitable
access to high quality care. It was an explicit strategic piece of service design, which

viewed services as being inter-linked.

Acute Service Review Report (1998)

In Scotland the first mention of the MCN as a concept was the Acute Services Review
(1998) chaired by Sir David Carter, the Chief Medical Officer. The Review was set
up in the aftermath of a winter flu epidemic in 1995-1996, which created significant
disruption in NHS service delivery. The Review’s remit was to examine Acute
Services to consider preparatory strategic and operational planning which could be
put in place to mitigate any similar future scenarios and was related to the recently
published policy document ‘Designed to Care: renewing the NHS in Scotland’. The
Review intended to ‘encourage, develop and harness thinking about the services it

provides, catalyse the process of beneficial change, and facilitate the continuing
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development of a climate of professional and public opinion in which change can
take place’(p.7). Equity, access and clinical effectiveness were seen as the crucial
factors in driving the development of high quality, sustainable patient services within

a coherent and integrated national NHS.

The Review was guided by two principles ‘service organisation should be led by
patient need, and that while standards of service provision may be determined and
audited nationally, how best to meet these standards should be decided locally’ (p.7).
The Review strove to tackle differences in equity, access, quality and sustainability
and whilst cautioning that structural change did not guarantee equity and quality of
care, identified two forms of organisational intervention or ‘models of service

delivery’ which might of potential benefit.

The first was the hub and spoke model: a hierarchically aligned specialist hub, usually
based at a tertiary hospital centre, linked to District General Hospital (DGH) spokes.
This term was used to conceptualise the ties which exists between members of a
clinical speciality over multiple hospital sites, as differentiated from cross-speciality
relationships within one site. It was noted that the hierarchical nature of this model
was potentially problematic, as it implied a super-ordinate (hub) and subordinate
(spoke) relationship between the sites. However, the example of neuroscience was
shown to successfully partner the 4 specialist centres with non-specialist hospitals to
provide local, general neurological and specialist outpatient services at these local
DGH sites. There was also noted to be a lack of primary care involvement in existing
networks since the model was predominantly concerned with operations at the tertiary
level, although it was noted that this model could be cascaded down to refer to a hub
DGH with community based spokes. For those working in the DGH a concern was
raised as to whether centralisation (‘rationalisation’ into ‘super hospitals’ p.23) at the
hub would result in a reduction in specialist provision at the spokes. The Review

assured that centralisation was not the premise on which they were operating.

The second structural suggestion was to build on pre-existing informal clinical
networks. This was hoped to help accommodate the rise in medical sub-specialisation,
allowing co-operation across sites when patient populations proved too small to

sustain adequate expertise on every site. The emphasis was to be on ‘connection and
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partnership rather than isolation and self sufficiency, on distribution of resources
rather than centralisation, and on maximising the benefits for all patients rather than
a fortunate few’ (p. 23). The Review highlighted that much of the power and
influence would lie at the interstices of the ‘net’, in the form of knowledge or
resource, that is, where one network connects with a new network through
interpersonal interactions. Doctors were seen as the key collegiate resource, albeit
allied health professionals and nursing were seen as important. Characterised as a
“virtual service organisation’ (p. 24), the implication was that the clinical network
would provide a seamless chain of care across interconnected professionals and/or
services, which may not be coterminous with existing Health Board (HB) or
institutional boundaries. The model was to be dynamic and responsive, changing as
relationships and medicine advances, however, this was not to imply a ‘non-
organisation’, ‘loose woolly’ construct or ‘free for all’ without authority,
responsibilities or ability to exert control but was to adhere to standards of clinical
practice, governance and ethics. It was to be managed. To underline this move to

organisational formalisation the model was named the ‘Managed Clinical Network’

(MCN).

In stark contrast to its previously cautionary tone regarding structural change and
outcome, the Review Board goes on to declare: ‘The Review sees the development of
managed clinical networks as the most important strategic issue for acute services in
the NHS in Scotland’ (p.24). Further, it goes on to state that this form of networking
allows ‘the best basis for equitable, rational and sustainable acute services, are
flexible and capable of evolution and allow greater emphasis to be placed on service

performance and effectiveness’ (p.24).

The Review goes on to describe two examples, the Scottish Cancer Network and
Integrated Regional Vascular Services (IRVS). Similar to the model proposed in the
English Calman-Hine report, the Cancer Network was structurally formed as a hybrid
of a hub and spoke model (5 central sites and related units) and a clinical network.
Highlighted for its ability to consider strategic resource issues, the network as a
collective was seen to be driving forward funding priorities, unlike the orthodox
model of decisions and planning taken by one hospital site. The IRVS on the other

hand, was formed in response to what was perceived as a background of unacceptable
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variations of availability and quality of care, duplication of equipment and failure to
meet standards. Carrying out a population audit, a ‘critical mass’ of 500,000 patients
was calculated as being needed to sustain an IRVS, this equated to 6 IRVSs across
Scotland, with the configuration of those regions below the necessary clinical
population yet to be decided. The MCN aim was: ‘not about creating additional
structures or committees, but [is] about working differently and getting things done’
(p-24). It can therefore be understood both as a bureaucratic organisational form and

also an active organising entity.

Although the Review did recognise that introducing this new model would present
new challenges to cultures and attitudes, on the whole these issues appeared to be
downplayed. Of the issues it did raise, these included: a requirement for a degree of
flexibility and developmental change amongst the senior workforce, as they would be
expected to become more mobile as they worked across different sites; the need for
new electronic information systems to back-up remote consultations; staff would be
allied not only to an MCN (potentially more than one) but also their employer NHS
governance system (such as the HB or Trust), the mechanics of how this would work
would need to be resolved; new protocols would need to be developed for service
delivery by whom and where; and strategic planners need to define and manage
regional and national networks for some specialist services. But once again the
Review ends with a predictive policy positioning of the MCN as key to HB planning

and Trust implementation.
MEL (1999) 10

As a result of the Acute Services Review recommendations, a formal Management
Executive Letter (MEL) was issued titled ‘Introduction of Managed Clinical
Networks within the NHS in Scotland’ outlining in detail the concept of the MCN.
Whilst re-iterating much of the Acute Services Review report, the MEL moved
extended the initial reports scope by tackling the particular organisational problems
which would emerge as a result of cross-boundary working and further outlining the

core principles to be adhered to by any MCN.

The main organisational issues identified were concerned with clinical governance,

accountability and employment performance standards. To ensure a line of
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accountability, MCNs were to be formally approved by any relevant HBs and Trusts
through the local Health Improvement Plans; members of the MCNs were to remain
under the clinical governance auspices of their respective Boards and Trusts; and

performance standards would continue to be managed through normal employment
contracts. In essence the MCN was to be an organisation that was to be ‘virtual’,

allowing cross boundary working without the need for major structural re-design.

The MCN concept was further formed around certain key principles, aligned to the
policy ethos of Designed to Care and the Acute Services Review outlined in Table 2.1.
The MEL therefore outlined an organisation that had no clear governance
responsibility or accountability power over its members and yet was also, tasked with
creating standards, encouraging and devising evidence based practice, and educating
and training those in the network. The activities to be undertaken by a MCN were left
vague, allowing localised and professional responsiveness to the object of focus
(whether this is a clinical condition, service or speciality). However, there was also a
clear bureaucratic element with requirement for annual reports, audits of activity,
information policies, and evidence of value for money. It seemed from the outset the
policy was asking for the MCN to undertake more traditionally understood
organisational functions, whilst at the same time tackling more clinically based
service issues. This focus on both practice and managerial activity is central to the

day-to-day functioning of MCNss.

HDL (2002) 69

In September 2002, a new Health Department Letter (HDL) was issued under the title
‘Promoting the Development of Managed Clinical Networks in NHSScotland’. The
document’s aim was to reiterate the Executive’s commitment to the MCN as a
concept, viewed as it was as a flexible and adaptable organisational form; arguably
evidenced in the array of clinical policy documents which had utilised the model as a
strategic way forward'. As if to underline the model’s increased policy profile, MCNs
for Diabetes and Coronary Heart Disease (CHD)/Stroke were made mandatory for
each HB area and were in the process of being established for these health priorities,
cancer services having already gone some way to re-organising itself in this way.

However, the HDL noted that although there was an increased activity in this form of
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Table 2.1: Core Principles adapted from MEL (1999) 10

Core Principle

Action/Requirement

Network Identified person with overall network responsibility, potentially

Management a Clinical Lead, Clinical Manager and other. Production of a
freely, available annual report for HB and public

Structure Identifying the points at which the service is to be delivered and

the connections between them

Clinical and
service

improvements

Clear statement outlining what patients can expect

Evidence Base

Documented use of available evidence-base (e.g. SIGN) and

commitment to evidence-base expansion through R&D

Membership Multi-disciplinary, multi-professional and patient representation

Information Clear policy on information dissemination to patients and nature
of that information. Highlighting special role of primary care in
leading patient through system

Collective Professionals must indicate willingness to practice in

agreement accordance to evidence base and principles governing Network

Quality Assurance

Programme acceptable to the Clinical Standards Board for
ensuring consistency of standards and quality of treatment

across all MCNs

Education/training  To facilitate exchanges between those working in different
sectors. Develop affiliations with universities, Colleges and the
Scottish Council for Postgraduate Medical and Dental Education
(SCPMDE)

Audit All members produce audit data to required standards and
participate in open review

Continuous Include arrangements to circulate staff which could improve

Professional patient access and enable maintenance of professional skills. A

Development programme of CPD for every member and a mechanism to

(CPD) ensure the programme is followed,

Value for Money Evidence that the Network if generating better value for money
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organising and there was much information, generic lessons were difficult to capture

so the document went on to try and collate some of these findings.

Starting internally at the core the HDL stressed the importance of a small key team of
people who would be initially involved in driving the MCN forward: the Network
Manager and Clinical Lead. The Clinical Lead needed to have a range of skills:
clinical background, managerial experience and project management skills. However,
funding available for the time intensive start-up stage was limited and was to mainly
fund the post of Network Manager. The HDL stressed that over time the Network
Manager was likely to become a generic resource shared over multiple MCNs. For
non-core team members, workforce planning had to be considered. It would be
necessary to consider the implications of cross-boundary working in terms of training
needs, skills mix and changes to contracts, whilst being mindful of the imminent
European Working Time regulations (maximum hours that an employee can work)
and the New Deal for Junior Doctors. Cross boundary working would not only require
new ways of contractually managing employment but more fundamentally would also

require new ways of thinking about work.

MCNs were typologically distinguished by geographic coverage: local, within one
HB area; regional, across HB areas; and national, where the service or disease was so
rare or specialised the clinical population justified a nationally provided service.
Responding to the differing population and clinical needs of patient groups was seen
as central to deciding the structural-geographic design of the MCN. However, the
policy also suggested that what had begun as a health oriented model, might have
utility beyond the bounds of the NHS, especially when considering meeting the
holistic needs of patient populations with chronic conditions (e.g. learning disability,
dementia, mental health). The cross-boundary, integrated working ethos was
suggested as potentially having a place across not only profession and service but also

sector.

In the period since the publication of the policy document MEL (1999) 10, other
concepts were identified as in need of specific consideration and inclusion in MCN

thinking. They included: greater recruitment and involvement of patients within

17



MCNs; introduction of MCN quality assurance programmes; design and agreement of
clinical governance; greater linkage and consideration of wider service planning;
greater inclusion of social care partners; a heightened focus on information and
technology evolution and provision; agreement on workforce arrangements and

evaluation; and consideration and location of funding sources.

Public and patient involvement in healthcare planning and delivery was increasingly
salient as the agenda of self-care gained political prominence. Patient-centeredness
(the notion that health services would design themselves around the needs and system
journey of the patient) was a key concept in local and national strategy. Patients
became highlighted as central to the development and monitoring process of the
MCN, involved in all stages of MCN creation and maintenance. Their involvement
required specific mechanisms to be created within each MCN to enable patients to

fully participate in MCN activity.

The over-arching metaphorical view was of a holistic healthcare system working in
harmony with all of its constituent parts. The MCN become an integral part of the
local health plan. MCNs were not to become disconnected or isolated in their
development and had to provide opportunities for strategic link-up with the HB. It
was imagined that the MCN would be centrally involved in the development and
oversight of any local planning dealing with their particular condition or service.
Defined as a group of clinical experts, the MCN was embedded within the umbrella of
pre-existing managerial and accountability structures. Funding arrangements were
related to MCNs geographic coverage. For local networks, the local organisation (i.e.
the HB or Trust) would retain responsibility for funding, accounting and support cost.
Regionally, financial operations would be in line with that proposed in the regional
planning policy. Nationally, a small amount of funding had been made available via
the National Services Division (NSD) for the additional administrative co-ordination
costs. In creating these financial and managerial linkages, a move was made towards

creating MCNss as systems with externally monitored governance frameworks.

This desire for accountability was further extended by the Clinical Standards Board
for Scotland (CSBS), an organisation tasked with ensuring quality in services. They

had devised a Quality Assurance protocol which each MCN would use to devise its
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own set of standards against which they had to measure their performance, reviewed
on a 3 year cycle. Drawing on experience in the pilot Dumfries and Galloway CHD,
any clinically untoward event occurring in services provided by the MCN was to be
recorded as a critical incident by the Clinical Lead and forwarded to the Clinical

Governance Committees of any relevant bodies (e.g. professional, institutional).

With boundary crossing integral to the aims of MCNs, Information Technology (IT)
was seen as of central concern. Integrated clinical information systems were perceived
as providing: accurate and timely information; connecting patients with their carers;
promoting professional education and clinical guideline implementation; and
facilitating patient tracking for audit purposes. As the patient moved through the
system, so should all relevant information regarding their clinical presentation.

Governance issues over sharing and storage of information would need to be tackled.

From this, the MCN policy is seen to have moved on from stating its core principles
into evaluating lessons learnt. Accountability, governance and integration with
existing managerial and financial structures are now central concerns as the MCN as
an organisational form is encouraged to embed within mainstream health, creating

increasingly formalised external linkages.

HDL (2007) 21

In Delivering for Health there was a note that the MCN model would have to be
reviewed in light of the increasing policy emphasis on locally provided, integrated
care serving a changing demographic (i.e. an ageing population), with the ‘balance of
care’ being moved from acute settings to community based care. The HDL (2007) 21
document thus strongly focuses on stakeholders’ inclusion, relationships and the

external connections made across service settings.

Considering the core principles some notable amendments were made. The over-
arching discourse of whole systems was now transferred into the structuring of service
delivery. Services were based on mapping the journey of care, the tracking and
subsequent re-engineering (McNulty, 2002) of patients’ pathways. MCNs were now
expected to be involved in this core activity and to specify how they linked into

planning bodies’ attempts in achieving this form of structural account. This more
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active engagement with strategy and planning was to be outlined within an annual
work plan, setting out the responsibilities for service delivery, service improvement
and where possible quantified benefits for service users and their families. MCNs
were now tasked with different knowledge concerns, instead of being committed to
extending the evidence base in a broad sense, a move towards improving services
through locally relevant audit and research was linked to the development of planning
and change activity. MCNs were to be central to providing an action-oriented
expertise for their localised populations, practice became therefore, more broadly
defined. Practice no longer just referred to the traditional micro practitioner-patient
interactions, but instead widened to include macro level inter-service linkages and

service planning (practitioner-population).

However, along with this strong emphasis on service planning and delivery, there was
still an expectation of managerial activities to be undertaken by the MCN, such as
annual reports, governance structures, accountability chains and the creation of
processes to meaningfully recruit and involve service users. These organisational and
managerial elements formally required the MCN to interact with governing bodies,
created an array of responsibilities and activities to be undertaken by MCN members.
There was a tension in focus, between practice and managerial activity. This increase
in responsibilities and roles will later be shown to have real resource implications for
MCN members. The HDL goes on to introduce another layer of organisational

complexity: the ‘Managed Care Network’.

Following on from the idea of cross-sector working in HDL (2002) 69 and in line
with the general policy emphasis on partnership working, the new term Managed Care
Network was introduced. Reflecting the move away from a purely clinical focus to
include the aims and objectives of other sectors, such as Local Authorities, Education
and the Voluntary Sector, the name allowed an acknowledgement of not only strictly
medical concerns but social implications as well. To enable joint working, new tools
would be required to bridge differences in systems, governance and organisational
culture: performance measurement focussing on key outcomes and improvement
targets via Joint Performance Information and Assessment Framework (JPIAF);
Single Shared Assessments for incorporating common data standards and information-

sharing; National Training Framework for Care Management, ensuring professionals
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understood their roles and responsibilities, providing service users/patients with ‘the
right inputs from the right professionals at the right time’ (p.2). Performance and
shared governance requiring an ever increasing tool-kit of managerial products with
which MCN members were to familiarise themselves enabling a ‘whole systems’

approach.

Closer working relationships with bodies external to the MCN were also required.
Firstly the Community Health Partnerships (CHPs), accountable for the planning and
delivery of all primary and community based services and for the integration of
primary and secondary services in their area. Secondly, the Health Board (HB) with
overall responsibility for the health and health service of its geographic population.
Considering CHPs first, it was noted, whereas MCNs may focus on condition specific
provision within a community, for the CHP the focus is on the community as a whole.
Within any HB area, the MCN may have to engage and manage relationships with

more than one CHP, each with localised priorities and strategies of operation.

With regard to the HB, the possibility of MCNs negotiating responsibility for specific
service delivery and quality improvement was proposed. In order to focus on
delineated pieces of work, such as referral pathways, treatment protocols, clinical
audit and provision of information for service users and carers MCNs may have to
become increasingly embedded within existing HB structures. This would involve
tighter structural and reporting ties to ensure accountability and governance checks,
with MCN being aligned, for example, being managed by a HB Division. It is worth
highlighting, that these types of structural change have the potential of creating a
reversion to traditional lines of managerial accountability, as HB requested activities

are likely to be associated with greater monitoring of MCN work flow.

Internally, an emphasis on the roles and responsibilities of key MCN figures was
developing. The Lead Clinician was seen as the key figure. They would span
boundaries (professional, service and sectorial) and have specific skills and
managerial style which would facilitate this type of working. Although it was stated
that this individual was not necessarily a doctor, clinical authority and collegial
respect was a necessity; the collective had to follow a leader who had little formal

power to lead. Demeanour was fundamentally important, with a democratic,
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consensual leadership style required. The individual needed to be able to negotiate in
an unbiased way all views. The ethos of impartiality and being independent of sides
was seen as fundamental to promoting a collective atmosphere of trust and
collaboration.  Alternatively, the ‘Network Manager’ was to ensure functional
effectiveness and that tangible progress was made in ‘developing equitable, high
quality, clinically effective services’ p.5. Their role was viewed as especially
important once the MCN had moved past the developmental bedding-in stage. As a
resource they could be shared across MCNs, for example updating websites and
further developing the MCN’s Patient Focus and Public Involvement (PFPI),
enhancing a cross-MCN view and information flow. Together this core team were to
manage the bureaucratic requirements of a formal organisation whilst also
encouraging the membership to undertake clinical and care activities without any

structural power to do so.

Overall, the MCN was conceptualised as being central to public service reform,
reform which took a holistic view of health. Bound up with principles of
personalised/user focus, quality and innovation, efficiency and productivity,
integration, and accountability, the MCN was seen as reflecting an increasing
emphasis on multi-agency collaborations to deliver complex needs and raising public
expectations. The HDL stated that ‘whole system’ change (across service and sector)
was unlikely to be achieved by tweaking at the traditional institutional hierarchies but
alternatively MCNs could be used as ‘planning fora’ for their relevant disease or topic
by fully integrating them into local, regional and national planning structures.
However, the increasing level of system complexity which the MCN model had to
tackle was not without implication. The MCN concept was increasingly mirroring
those health service policies and strategies articulated in the wider Scottish health

service policy arena in a micro-arena.

2.5 CLINICAL NETWORKS BEYOND SCOTLAND

Whilst MCNs are specifically a Scottish policy construction, clinical networks based
on similar principles and purposes have emerged in NHS England, for example the
Calman-Hine Report (1995). However, more specifically the MCN definition as

outlined in the Scottish MEL and HDLs have made their way across the border
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reported via professional journals (Edwards, 2003; Thomas, 2005) being re-defined
by practitioners to take account of their national healthcare policy context (Addicott
and Ferlie, 2007; Spencer and Cropper, 2004). Later, I will introduce some research
undertaken in English MCNs, therefore at this point, it is worth noting some of the
differences in healthcare context which may go some way to illuminating why MCN5s

have remained relatively undefined in English policy.

The English policy agenda is centred round competition and performance targets. This
is based on the assumption that quality, effectiveness and efficiency will be improved
within a pseudo-market context and that there should be measurable targets, such as
waiting times which can be used as a proxy for service quality measurement. For
example, this can be illustrated in a simple example based around the policy emphasis
on patient choice, the idea that patients should be able to choose between different
healthcare providers. The stated aim is to improve access to services and to improve
quality by providing competition. This aim has been made operational through the
utilisation of a Choose and Book system, whereby the patient uses a drop-down menu
to choose when, where and by whom they will be seen, that is which hospital they
will be referred to. Choose and Book is an example of policy which has been designed
to create direct competition between alternative providers (i.e. hospitals) to attract

patients to their services.

From this observation a fundamental difference can be seen between the Scottish and
English systems. In Scotland the policy move has been towards co-operation, shared
resource and softening of organisational and professional silos. Amidst this policy
agenda the conceptualisation of the MCN stressing inter-linkages would appear to fit
well. However, in England where the main policy emphasis is to encourage provider
competition for access and flow of resources, it would seem unlikely that MCNs

would be as readily adoptable.

So, although clinical networks have emerged they have not achieved the same level of
policy prominence that MCNs have in Scotland. Whilst Scottish policy definitions
have been mobilised by practitioners to justify their local networking activities, the
motivating factors for inception and the context (financial, organisational and

political) in which clinical networks operate have significant differences.
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2.6 CONCLUSION

MCNs were viewed as an organisational form which could tackle many of the
institutional blockages created around place of medical care delivery (for example,
around hospital or HB boundaries); transfer of patients (for example, between
community and hospital or between HBs) and professional silos (that is, little
evidence of cross discipline or speciality work). Within Scotland, MCNs were viewed
as a formalised method of combating some of the typical organisational problems
associated with the traditional healthcare structures (e.g. referrals being lost between
services and sectors; duplication of effort; multiple practitioners involved in one
patient with little cross communication; fragmentation of care and confusion for the

patient).

As policy articulation and focus has evolved so too has the expectation and demand
on this organisational form. The MCN has evolved from the rather simple idea of
formalising pre-existing clinical relationships, into a sophisticated worked-up vision
of an organisational body with clear lines of accountability, governance and outcome.
As Scottish healthcare policy moved from models of competition to collaboration the
MCN emphasis on collegiate working fitted well with this ethos. Policy thus
encouraged the use of the MCN model as part of the strategic move towards flattened

hierarchies, reduced bureaucratic layers, and services built around the patient.

The MCN model was an attempt to create formal networks around clinical conditions,
service specialities, clinical specialities and across service sectors as opposed to
traditional organisational structures (e.g. primary/secondary/tertiary, professional and
disciplinary, and buildings). MCNs became an organisational answer with which to
deal with service fragmentation as the language of whole systems took hold, MCNs
were hoped to be developed as a vehicle to establish the necessary multi-

organisational linkages.

The MCN model has developed within a changing healthcare policy context, being
shaped by and helping to shape many of the Scottish healthcare debates. For
example, the increased emphasis on personal healthcare responsibility has been

stressed through MCN patient and public involvement, focus on longer-term
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conditions and patient demography change has been represented by local and regional
MCNs operating for these issues (e.g. dementia, learning disability, mental health,
CHD/Stroke), and the emphasis on primary care is reflected in the MCNs mandate to

develop CHP linkages.

What the MCN model has been required to undertake by policy, has meant that in
many ways there has been an overly high expectation of what one organisational form
can achieve. The list of tasks to be undertaken by MCNs includes both bureaucratic
and practice activities: the first, to justify and establish wider managerial
accreditation; the second, related to t