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Review cannot provide a foolproof guarantee and canncgcresponsibility for accuracy
and completeness.

Hungarian copyright laws and international copyrigbnventions apply to the articles
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brief excerpts from these articles in other wogk®per attribution to the copyright-holder
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pannon.hu) must be made. Reproduction and dowrtvasther than personal use are not
permitted. Altering article contents is also admte of copyright.

By publishing in Pannon Management Review, the authors will have confirmed
authorship and originality of their work and wilave agreed the following contractual
arrangements: copyrighted material is clearly aekadged; copyright permission had
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GYULA VASTAG

Editorial:
Evidence-based science

The title of this editorial may seem tautologicahke-tterm ‘science’ derives
from the Latin wordscientia meaning knowledge, or the pursuit of knowledgel an
knowledge is based on verified evidence. Nonedisele often come across such
terminology—or one of its many variants (for exammvidence-based medicine,
evidence-based decision making, and even evidem®edb management)—in
academic settings. Is it not obvious that scigadeased on evidence? If it were
not, why would it be called science? After allademic journals are supposed to
publish scientific articles based on sufficientd®rice for the claims they present—
re-enforcing the obvious just seems tautologiddiis editorial attempts to address
this perceived tautology by digging deeper into tfeaning of evidence and the
way science is developed.

Evidence is simply anything that supports a statgérme assertion. In law, the
phrase ‘admissible evidence’' defines the typesviademce that are acceptable in
the proceeding—the quantity and quality of evideneeessary to meet the legal
burden of proof are also specified. In medicinddence-based medicine has
dedicated journals—for example, the ‘Aims and Stafdhe journal Evidence-
Based Medicine for Primary Care and Internal Medicine read as follows (EBM
2013):

Evidence-Based Medicine [(EBM)] systematically searches a wide range of
international medical journals applying strict eria for the validity of research.
Experts critically appraise the validity of the rhadinically relevant articles and
summarize them including commentary on their chhiapplicability. EBM also
publishes articles relevant to the study and predif evidence-based medicine.

In a decade-old article in the same journal, Pdredal. (2003) outlined a six—
step approach to synthesising internal and extezmalence for better health-
related decisions. Internal evidence is the kndgdeaccumulated through formal
education and training as well as through expeeagained in daily practice or in
individual clinician—patient relationships. Extatrevidence consists of research
results of randomised controlled trials—for examplelt is therefore the
combination and explicit contrast between interaatl external evidence that
elevates clinical decisions to evidence-badedisions. Conflicting internal and
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external evidence leads clinicians to revisit omehe other—or to involve the
patient in the decision-making process, as recordat:n

Key to evidence-based medicine is the categorisatimr rating—of evidence,
on account of freedom from bias. The strongestence is derived from multiple
trials that are randomised, triple-blind, placeboicolled with allocation
concealment, and complete follow-up with homogesepatient population and
medical condition. Due to inherent bias, expefhi@m, patient testimonials, and
case reports are inevitably at the bottom of suefralchy.

Perhaps less explicitly, fields other than medicinake similar attempts to
increase the validity of research findings. Theyhgr internal evidence through
literature reviews, observations, case studiesswweys, while meta-analytic
studies tend to summarise available external egilen Unlike medicine or
physical sciences, the mechanisms—or the informadicailable to evaluate the
strength of evidence—are largely missing in managgm There is no
management equivalent for the medical trials wiaichas prime source of external
evidence by serving as exact replications to veaifg validate the findings of the
original study.

In social sciences there are two types of repboati—exact replications
(replications with extensions included) and congabteplications (Thomas and
Rosquist 2003: 11). Exact replications—where thgimal study is repeated in
every detail to verify the original results—arealgrpursued in management. The
most common conceptual replications use differesiasares or conditions—
different data sets, for example—to test the samesimilar hypotheses.
Conceptual replications are predicated on the itedt the effect—if large
enough—uwill reoccur under different conditions. viwer, non-reoccurrence may
be due either to the spurious nature of the effecto the changes in research
design. Consequently, conceptual replications agen Pandora’s box of issues,
including the highly dubious ‘inadequate treatmfaelity’, where the failure to
replicate results is attributed to improper impletagion of research methods
reported in the original paper—an argument thatrealicts the large effect size-
based foundation of conceptual replications.

The idea behind exact replications can be attribtwekarl Pearson, one of the
great statisticians of the Twentieth Century, whsued the following challenge
during a heated academic debate (Thomas and Rb&f@8: 8): [i]f a serious
question has been raised, whether it be in scienseciety, then it is hot enough
to merely assert an answer. Evidence must be gedvand that evidence should
be accompanied by an assessment of its own réhabil Statistics should be
placed on the table for everyone to see, he argaeceommendation not always
followed in management, but without which the ditice has a long way to go to
reach the level of an evidence-based science (Yastal. 2012).
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The current issue d?annon Management Review follows this recommendation
to make management evidence-based (some pun idjendhe first three articles
link management and medicine by investigating mansmt issues related to
healthcare. Thomas Lynch and Roderick Martin examine healthcare systems
from a macro perspective, whilkgnes Lubldy summarises current thought and
reflects on managing the diffusion of pharmaceuticaovations. The last two
articles explore the pursuit of knowledge througke turns and twists of PhD
education. Preceded by an introduction Rgderick Martin, Howell John
Harris gives a thoughtful and enlightening account of theginning of his
illustrious career as a business historian.

‘For-profit Healthcare: A Lesson from Canada’ Bjlomas Lynch provides
interesting bases for comparison with other healtthcsystems—including
Hungarian, where a (largely) not-for-profit systeisn mixed with for-profit
elements—as well as possible lessons. The casesded in this article is in the
Canadian Province of Alberta, where private forfipreervices were introduced
into the public not-for-profit system, mostly orfielency considerations.

Roderick Martin —in ‘Recipe for Permanently Failing Organisatioi&a®ate
Provision in Publicly Funded Healthcare’'—discuses potential impacts of the
2012-13 changes to the English National HealthiSesWNHS). Similarly to the
Canadian case, the idea behind these changeseshimce the role of market
principles. However, because of a number of factibre end result may be just a
‘permanently failing organisation’.

Both these articles are very relevant for the rafof the Hungarian healthcare
system—I hope we shall explore the issues presemted further in the near
future.

Agnes Lubléy—in ‘Managing the Diffusion of Pharmaceutical Inadens:
Conclusions from a Literature Review'—gives an ei@wv of the quantitatively
measurable and qualitatively accessible factorsittilmence new drug uptake in
both primary and secondary care. It is perhapenstatement that the diffusion of
pharmaceutical innovations is a very complex precess her article shows, early
adoption of new drugs is the result of multiplecastand multiple interactions that
include the prescribing behaviours of doctors, rtremcial networks, and the
strategies and actions of pharmaceutical comparaisa-a complex institutional
setting of healthcare policies and regulations.

In the current issue of the journal, ‘Young Schelaf Yesteryears’ replaces our
usual ‘“Young Scholars’ Platform’ to allow a few wderof wisdom from two of
those who have already ‘been there and done thetessfully—Roderick Martin
and Howell John Harris, who found themselves in a supervisor—supervisee
relationship a mere 30-40 years back.

In ‘Introducing Business Historian Howell John Hsir Roderick Martin
discusses three fundamental prerequisites for seftddPhD research: (1) pursue a
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PhD if you have the drive and reason to do it—do pursue a PhD just as a
substitute for other options; (2) have a topic goel seriously interested in; and (3)
pick your supervisor wisely. In my view, they slibbe made explicit in all PhD
programmes and to all PhD applicants.

Howell John Harris recounts the beginning of his famed career in & Hath |
Trod”: A Portrait of the (Business) Historian axaung Idiot’. This is a highly
personal, honest, self-deprecating, and entertpigiccount—with lessons for
everyone in academia independently of the fieldlist+—going back to times
when Detroit could be found ‘aesthetically exciting more ways than one.

Viewed through the lenses of this particular edilpthe articles presented here
may be classified either as replication studiestims same question in not so
dissimilar macro environmentsFhomas Lynch and Roderick Martin are
addressing the same problem of mixing a not-fofiphealthcare system with for-
profit elements in Canada and, respectively, Erdftaor as a source of external
evidence-Agnes Lubldys article provides external evidence from theréitare
on the diffusion of pharmaceutical innovations.

At their core, academics are evidence collectorgy-tuild knowledge through
amassing evidence from various sources. This ‘isade’ with its own rules,
crafts, and even tricks, as well as with its owerdichy—everyone starts at the
bottom as doctoral students, and some rise todfend become professors like
Roderick Martin andHowell John Harris did. By sharing the story of how it all
started, they are enlightening—I hope—many woule¥dence collectors.
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THOMAS LYNCH

For-profit healthcare: a lesson from Cartada

The extent to which health systems rely on foripnmechanisms to deliver public
health services varies and can be a source ofoterfeir managers as well as
politicians. Canada is generally understood toehawnot-for-profit public health
system that is frequently contrasted with thattef US, heavily reliant on market
principles and price mechanisms.

This article examines Canada’s public health system the perspective of a single
province—Alberta. In particular, this article exiales Alberta’s various attempts to
introduce private for-profit services into a seeghnpublic not-for-profit health
system. It focuses on a case study of the denfise mrivate for-profit surgical
facility and examines factors associated withaikife.

Physicians are key actors in health systems. attisle challenges assumptions
held about physicians as policy actors and sugdkatspolicy analysts and policy
makers need to do a better job understanding thieadity of physicians for health
policy outcomes.

The organisation and management of healthcare msgstavhether in
developed, developing, or broken economies—are gormaeoccupation for
politicians, public health managers, physiciansyses, private corporations,
citizens, and academicians. One important manageara policy question for
consideration is the role of for-profit, businessantives in the delivery of public
healthcare. Public policy discussions frequenthveh to resolve conflicting
viewpoints about how to achieve an optimal provisid public health service—
whether clinical or non-clinical—in order to delivealue for money using price
and for-profit mechanisms (Hawkesworth 2010: 10)jhis need for resolution
usually relates to the depth of feeling accompamydebates about the role of
markets and price mechanisms in the delivery ofthegre.

Viewpoints that favour for-profit healthcare usyaltonsider two major
perspectives: management and policy. The manademeespective in favour of
the for-profit approach in public health is that rkiog through competitive
markets builds more efficient service delivery pedlis. It is claimed that having
these pathways contributes to the optimum alignniettveen the demand for
service and available resources (Mahar 2006: 83-%Bhe policy perspective

! Throughout, | have benefited from the expert eglof my wife, Janice Trylinski, a

Canadian health lawyer who has worked in governn@ntoth a legislative draft
person and a health policy analyst.
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usually reflects the moral hazard aspect of pubéalthcare. Politicians on the
right advocate the introduction of market and privechanisms as a way to make
people think twice before a health service is asmgs This perspective assumes
that under a publicly funded not-for-profit modegleople will over-consume
healthcare services, perceived by the public tdréely available. This is the
classic moral hazard perspective (Mahar 2006: 167-4& Alberta, the moral
hazard perspective was probably best epitomisdday 1993 by a Progressive
Conservative government member during a healthadebate (Legislative
Assembly of Alberta 1993: 2593):

The issue of overuse was also recently investigayedr. Howard Platt who published

his findings in theAlberta Doctor’s Digestan Alberta Medical Association publication
which goes out to 4,000 doctors in this provind2:. Platt's findings showed that, in

one particular area of southern Alberta, 44 peroéchildren under the age of 10 were
taken to their doctors for common colds. [. I find some of these facts alarming, but
where do you put the blame, Mr. Speaker? It'sthetfault of the doctors who are
simply treating those people who walk through tleerd Rather, the onus should be
placed on the individuals who use the service; nth&e responsible.

Politicians on the left view the moral hazard pewbldifferently. During the
same debate, a member of the Alberta New Demociasicy rebutted the
government member’'s comments (Legislative AssermbBdberta 1993: 2593):

So let's deal with the problem that the motion rafhés to address: patient abuse. We
know that it's not common; it's estimated to be en8 percent. Just like the abuse of
the social services system, it's hard to pin downvant to ask you: who abuses the
system? Not to put too fine a point on it: people think that they're sick when they
aren’t abuse the system, but they themselves halgease called hypochondria which
needs to be treated. The other people who abusesyistem are healthcare
professionals—physicians, chiropractors, what hay@u—who call you back
unnecessarily.

However, a child’s ‘cold’ can be more than justodde—and, surely, no not-for-
profit public health system could depend on hypochiacal patients for its
survival.

There are also compelling arguments against fdiitdrealthcare from the US.
Assessing the US health system, Relman (2007) mexbehe case against for-
profit healthcare comprehensively and providedmesu assessment of the manner
in which commercialisation and for-profit businéssentives have saturated the
provision of healthcare in America (Relman 2007+-3%—'[w]hen insurers and
providers focus on maximizing their income, healttie expenditures inevitably
rise, equity is neglected, and quality of careexsff(Relman 2007: 3). Physicians
have been central to the process of commerciaisatthrough their own



THOMAS LYNCH 13
FOR-PROFIT HEALTHCARE A LESSON FROMCANADA

investment in creating and owning for-profit healbusinesses, and such
commercial involvement has undermined physiciandudiary duties to their

patients (Relman 2007: 33). The US approach tdthhes probably the most

commercialised in the world, he concluded, and rotimeintries may not embrace
commercialisation to the same extent (Relman 208Y.:

In Canada, the publicly funded health system all@ase room for private
sector involvement in the delivery of a limited asplecific range of healthcare
services. The current breakdown between privatd public financing of
healthcare in Canada is as follows (Rachlis 20Q7: 3

In Canada about 70% of health care is financedigybhnd about 30% privately.
Twenty-five years ago about 76% of funding was fublCanada’s rate of public
finance is just marginally less than the averagetlfie Organization for Economic
Cooperation and Development (OECD) countries f@=26f 72.1%. But almost all of
the countries with comparable standards of livm@anada have a higher proportion of
public spending because the average is brought divamatically by the U.S., Mexico
and Greece, where the public proportion of spenibnigss than 50%. Germany has
77% public proportion of spending, France 80%, Darkrand Norway 84%, Sweden
85% and the UK 87%.

This article reflects on the ‘public—private spiiti publicly funded healthcare
from the author’s perspective as both a medicalokmgist and a practitioner of
many years in a variety of public health policyeoin the Canadian health system.
This article focuses on the ways in which the polpace in the Province of
Alberta accommodated for-profit healthcare delivasyy a specific management
option during the period 1993-2012. In the contdxhis article, the term ‘public
health policy’ means more than just policy desigtedachieve health through
improved sanitation, more comprehensive immunigatfractices, and the
provision of clean water and adequate shelter. li®uealth policy means the
entire range of work and practices by which a varigf actors (governments,
professionals, employers, and citizens) aim toterbaalth as a state of being that
reflects biological, physical, and emotional welltgeand freedom from disease at
individual and collective levels.

This hybrid of public policy and medical sociologlicanalysis is meant to be
illustrative rather than prescriptive. The Pro@nof Alberta was chosen
deliberately, as the jurisdiction where the authas lived, worked, and studied for
about twenty years. Following this introductiohijst article outlines a general
analytical framework and provides a background wigsen on the opportunity for
private for-profit healthcare delivery options irartada. It then focuses on a
specific example of the way in which Alberta all@verivate sector involvement
in the delivery of surgical services and the protdeencountered. The Alberta
example is a specific instance of introducing madampetition for the delivery of
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hip, knee, and other orthopaedic procedures betweerstablished public sector
and a private sector surgical group based in Cglgsberta. It is an example of

private for-profit delivery that ultimately fails.This business failure provides
instructive value for policy makers and public hleamanagers. This article

concludes with an analysis and discussion of thsoles that can be learned from
this Alberta experience.

Analytical perspectives

Based on the authors’ shared and separate empivind, the health policy
framework developed by Klein and Marmor (2012) esses an abstract quality
useful to this present discussion—it deals withvtleelds of politics and policy in a
commonsense fashion that does not mystify the paliaking process. Building
on their health policy perspective, this articlérdduces some basic—but often
ignored—theoretical and empirical content from moatisociology. Medical
sociology considers physicians and physician oggdiains as policy actors crucial
for public health policy design and implementat{&btevens 1998: xiv—xviii). The
sociological content of this article will foregradia discussion about how policy
interactions in the public health policy and mamaget arenas can often go awry
because the interests of a major interest group-siplaps—are often
misunderstood.

Klein and Marmor (2012: 1) defined public policyaform of social action that
is ‘what governments do and neglect to do. Ithsw politics, resolving (or at
least attenuating) conflicts about resources, sigitd values.” Their framework
rests on three key conceptual building blocks (Kkid Marmor 2012: 2—-3):

1. ideas—the mental models (assumptive worlds) bgegolicy actors to provide
both an interpretation of the environment and asqiption about how that
environment should be structured;

2. institutions—the constitutional arrangementsimitwhich governments operate,
the rules of the game, and the administrative nmeekiat their disposal; and

3. interests—specifically those operating in théitigal arena: material (primarily
financial) and non-material (notions of right ancbng, for example); concentrated
versus diffuse; and scale and intensity. The gomition of interests can change
over time, as issues are redefined and new aattes e policy arena.

For Klein and Marmor (2012: 4-5), the principal ipglactors are political
parties striving to gain office and form the goveemt. Once elected in
government, parties advance policies that maintaem in office, even if the
policies of governing are not exactly the samehasd on which they campaigned
for office—such is the way of power. The abilitygovernments to craft policy is
limited not just by the availability of resourcexjuired for policy implementation,
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but also by the absence of perfect knowledge thatres policies will work as
intended and achieve the goals desired (Klein aadndr 2012: 3).

Regardless of the prominence assigned to polipeaties, the public health
policy field is also populated with other signifitaactors. Public health systems
are a complex of professions, multinational corfwractors (such as GE or
Siemens, which provide expensive imaging equipmestd international
pharmaceutical companies), patient interest grqapsh as the various regional
Heart and Stroke Foundations in Canada), healtanghropies, and many others.
These actors are frequently at odds with one anettieir interests clash in ways
that lead to differing stances on policy issue$ie Types of interest at stake when
any particular policy issue arises can be as divassthe autonomy to practice (in
the case of professional associations), healthripei® (whether limited funding
should address prevention or cure), and governgmt® gets to make the
decisions about how services are organised andededl).

However, physicians and their representative bodietin the most important
organised interest group from a public health pgolgerspective—despite the
existence of other powerful public health policyoass, such as private for-profit
hospital corporations, pharmaceutical companies, iasurance companies. |If
public policy is what governments do or neglecdty then the strong corollary
that this article wishes to draw for discussiothat the interests of physicians are
the critical determinants for what governments éwally do or neglect to do when
introducing public health policies.

This does not mean that physicians’ interests ararpount, but that—as a
practical issue—public health policies and pubkalth policy analyses that do not
factor them in are incomplete, even if these irgisreare judged to be minor.
Understanding physicians’ interests is complicdtgdhe differentiated structure
of the medical profession as it interacts withie holitical economy of public
health policy making. Bucher and Strauss (1961) Rreidson (1986 and 1994)
analysed this aspect of differentiation within 1i8 health system and Marsden
(1977) examined it from the Canadian perspective.

Bucher and Strauss (1961: 326) suggested that medis a profession can be
viewed as a ‘loose amalgamation of segments pugsdifierent objectives in
different manners and more or less delicately tedgther under a common name
at a particular point in history'—the unity of page that appears to mark
medicine may be more manufactured than real (BuahdrStrauss 1961: 331-2).
This model of the medical profession accommodaté&tivargence of enterprise
and endeavour’ which marks most professions (Buelmer Strauss 1961: 326).
The appearance of professional unity—exemplifiedcbges of ethics, licensure
rules, and disciplinary procedures—may hide frora thublic very real, very
internal power struggles. This work of professionaification is often
accomplished by key representatives within thegasibn who take on the roles of
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negotiating and presenting its public face—an ewol@asuccessful when people
and policy makers approach the profession of meelias a monolithic bloc.

However, in public health policy debates, inter@asi between physicians and
governments can be difficult to interpret and ma&sag the US, Canada, and
elsewhere, the medical profession is not a monoltitoc (Freidson 1994: 142-3).
Freidson (1994: 196) differentiated three groupitigg do the work of claiming
and defending the professional status of an ocmratgroup: the rank and file,
the administrative elite, and the knowledge elifthe rank and file members of
medicine are physicians involved primarily in atial practice—they spend most
of their time seeing patients. The administratelée covers the executive,
managerial, and supervisory roles in organisatiammg typically exercises some
power and authority over rank and file members—yimesidents of medical
service in hospitals or health systems, for examplae knowledge elite—often
referred to as academic physicians—advances atairsuithe power and privilege
of the profession through education of the nextegation of medical practitioners
and research into the cognitive / skill base thadeulies the group’s claims to
professional status and sustains its claims fooraewmy (Freidson 1994: 142-3).
Most often, the work of the knowledge elite is skated into standards of
practice—although these standards may or may naidbeted universally by the
rank and file (Wennberg 2010).

The introduction of Canada’s national Medicare Pilapacted relationships
between government and physicians in the late 1866searly 1970s. In Ontario
(Marsden 1977: 8), for example, it enhanced the gvoand influence of the
knowledge elite and created a different balancep@iver within the medical
profession (Marsden 1977: 10):

The Ontario Council of Health (OHC) has among itsmbers a number of lay people;
but of the doctors who have served on the main Hody.] at least half have been
doctors from the medical schools in the provin#éhile doctors having any affiliation
with a medical or teaching hospital are only ahfifif the doctors in the province, they
are represented on the OHC in grater proportion thahe population of doctors. In
1971, for example, of the 21 Council members, sewvere medical doctors. Of the
seven, four were medical educators. On the Cdansifrious other working
committees and sub-committees, 53% of the docters wducators.

The practical reason for this representative distibn had to do with the fact
that academic physicians do not rely completely dmical service for
remuneration (Marsden 1977: 10), allowing them tane opportunity to interact
with government, develop policy, and provide adviceimplementation of new
programmes.

From a public health policy perspective, successpfitical parties means
crafting policies and programmes that provide aigrerange of accessible, high-
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quality, and affordable health services—and thad la@ majority of electors to vote
for them. From a political perspective, successtrimightforward—winning health
policy delivers electoral victory and avoids defe@nce elected, the political party
that forms government has to implement its polekile dealing with a collection
of groups that have diverse material and non-nadterierests as stakes in health
system policy and implementation. The medical ggsion typically has a major
voice and role in successful health policy develepmand implementation.
However, because the medical profession is not fithitg a predictable policy
response from physicians to any particular poldBaiis in no way guaranteed. On
the one hand, Freidson’s (1994) framework wouldgssg that the hour-to-hour
operational success of broad health programmes—sagciCanada’s national
Medicare Plan—rests with the rank and file physicg&gment. On the other,
Marsden’s (1977) research would suggest that #gsnent is probably the most
challenging with which to consult on policy devetognt and implementation. Her
research pointed to the administrative and knovdeddjites of the medical
profession as the most commonly involved with theigh and implementation of
public health policy. The administrative and kneede elites share some of the
material interests of the rank and file, but thégoahave other interests—the
promotion of education and research as activitiéhinv health systems, for
example—as well as, perhaps, a stronger attachmoesystem administrative
work. There is no reason to assume that the siteref the rank and file
physicians dovetail with the standards work andokuly interests of the
knowledge elite or the administrative / bureaucr&ihos of the administrative
elite. The Alberta example will be used to draw this policy and management
complexity as it manifested in one case.

Canada’s constitutional framework for public health delivery

Canada is a federal democracy headed by a comstdlitmonarch and
consisting of a federal government, ten provincggdvernments (including
Alberta), and three territorial governments. Tlealefral government retains
primary responsibility for healthcare to aborigmadnd certain public health
services such as quarantine and food safety. Hewveublic healthcare—the
provision of hospital and long-term care and mashmunity public health and
physician services—is largely a constitutional meggibility of the provinces. The
extension of public health as a national publicgpgonme in Canada was an
initiative of the federal Liberal government thrdwutpe Medical Care Aciof 1966
(Government of Canada 1966). In the mid-1980serafixtensive federal—
provincial negotiations, this act and its princgpleere reworked ashe Canada
Health Act(Government of Canada 1985). First in 1966 armah thgain in 1984,
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the federal government and the provinces agreedsbshare the provision of a set
of insured public health services for a provingialelivered and managed health
plan that satisfied five conditions—universalitygngprehensiveness, portability,
public administration, and accessibility.

These funding conditions were defined in the legish, and provinces had to
develop an insurance healthcare model that satishem, when the national
physician and hospital services plan was startetbB6 under théledical Care
Act. The federal government determined compliance,reom-compliance through
violation of the conditions resulted in financi@nalties. However, the definitions
of compliance were not absolute—with regard to sscdor example, Section
12(a) of The Canada Health Aapecified that access to insured services by éasur
persons need only be ‘reasonable’, without definfagher what ‘reasonable’
meant.

Once it was determined that they complied with fhve conditions, the
provinces became eligible for full 50-50 cost-shgrirom the federal government.
The opportunity to deliver a politically popular ggramme with what was
essentially 50-cent dollars was too attractivehat ime to resist—all provinces
agreed to cost-sharing with the federal governméhter time, the original 50-50
funding formula was substantially modified. Toddynding flows from the
federal government to the provincial governmentouph the Canada Health
Transfer—a combination cash—tax point arrangemetwéen the provinces and
the federal government, renegotiated from timeirte tand currently accounting
for about 22 per cent of provincial spending onltheare.

The federal government uses renegotiations to mpkevinces more
accountable for delivering programmes and servicesays consistent with the
original five conditions. However, the provincaegwe that calls from the federal
government for greater accountability may repredederal intrusion—after all,
the constitutional responsibility for public healdne lies within provincial
jurisdiction. Rather than greater accountabilibgir view is that what is required
is greater flexibility from the federal governmeag to how the money is spent
provincially. The federal government’s cash and fint contributions are
inadequate to meet the need of their populatiomguea the provinces—the
decreased federal proportional share of healthftaxding now means that the
federal government is seeking constitutional cdraxer health that outweighs its
financial commitments. The political dynamic cezhtby the accountability—
flexibility tension has resulted in conflict anddagree of diversity. Provinces
attempt to push back the limits of federal autlyaaitd, in so doing, test the federal
government’s resolve to enforce the five conditio®sovinces particularly resent
federal attempts to use spending powers to adjtedib@ administrative propriety
of various mechanisms that provinces might chooseanage healthcare locally—
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for example, service delivery ‘experiments’ thatlie private for-profit models
of healthcare delivery.

Today, Canada’s national health system consist¢enfseparate provincial
health plans knitted together by the five federading criteria and the cost-
sharing formula in place at any one time—each ma@/s approach to public
health delivery reflects its particular politicadocial, and economic context.
Despite such tensions in the Canadian public hesjtstem, innovation is
intrinsically possible within the national plan'egign because the five founding
criteria are actually vague and open to a broadesegf interpretation.

There are several ways in which Canada can betsdhve mixed, public—
private delivery and for-profit—not-for-profit fimging models for public
healthcare. First, according to the ‘Interpretat8ection 2’ ofThe Canada Health
Act, only physician services that are medically reepiirare insured—non-
medically required services (such as cosmetic syrger example) are not.
Second, the public system pays for private and -peiviite hospital room care
only if required for medical reasons In other wgithe Canada Health Aanly
mandates provincial coverage of medically necesgdrysician and hospital
services, resulting nonetheless in about 91 pearafeémspital bills and 99 per cent
of physician bills being paid publicly (Rachlis 2Z08). Patients must pay out-of-
pocket for private and semi-private hospital rooamecfor non-medical reasons
(such as privacy, for example). Patients’ privagalth insurance is often with
insurers (such as the provincial Blue Cross Plfmmsxample) that operate as non-
profit corporations under provincial insurance fdagons—under the public
administration criterionThe Canada Health Actllows provinces to delegate part
of their responsibility for coverage to a third tyathat is a non-profit entity. Third,
the provincial Workers’ Compensation Boards werglieily exempted fronirhe
Canada Health Aetthe ‘Interpretation Section 2’ excluded workers’
compensation health services from the definitionindfured medical services.
These provincial agencies can thereby purchasecaldnecessary services for
injured workers from any healthcare providers—idahg for-profit providers,
where such providers exist. Fourth, public healtacprovision for certain
groups—on-reserve aboriginals, members of the RGgaladian Mounted Police,
and members of the Canadian Armed Forces, for elearrip the responsibility of
the federal government.

For-profit orthopaedic surgery care: the Alberta case
For the last 20 years, the Canadian Province otrdbhas had a consistent

political desire to introduce some degree of pavaéctor involvement into the
delivery of clinical services. Alberta has had rdque political history, having
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been governed for about eighty years by two ceitjig-parties—the Social Credit
Party of Alberta and the Progressive ConservatamtyPof Alberta (herewith, the
PC Party). Under a succession of leaders, the &ty Ras governed Alberta for
the last 42 years, during which time political opgion has been minimal. In a
Westminster first-past-the-post electoral systeéme, PC Party has typically won
resounding majorities—in many constituencies, itgrgm of victory could be
modestly described as a landslide. These eleatmagdrities, particularly over the
last 20 years, frequently occurred against a backyt of electorate concern over
long wait times in emergency departments, long waies for elective surgical
services, and shortages of physicians and othdthhe@fessionals. There have
been strikes and disagreements between the GowernafeAlberta (as the
employer) and health professions and occupatiorss warkers, physicians
included). Election and pre-election opinion pulliof the population often
suggested that healthcare delivery and accessdithbare services were major
public concerns. Nevertheless, the PC Party haa besoundingly victorious at
re-election—the public perception of poor healtkcaelivery and inadequate
access revealed through opinion polls and publitosevorker strife has had no
detectable political impact at the ballot box. &gdAlberta receives significant
funding from the federal government and operatpshdicly funded health system
that is substantially consistent with the principté The Canada Health Act

In 1993, the PC Party government in Alberta inéithé major redesign of public
healthcare delivery and financing, as part of aaler plan to reduce overall
government spending and accumulated debt which dwede about from the
collapse of oil and natural gas royalty revenuethelate 1980s (Flanagan 1998:
20). This initiative centred on the creation ofiomal health authorities—legal
entities established under provincial legislatiom plan, fund, and deliver
comprehensive public health service coverage fer populations of defined
geographical areas within Alberta. Alberta’s regibhealth authorities became
responsible for the governance of hospitals andrgibiblic health services, as well
as the budgets for their operation. For the mast, pphysician billing and
remuneration remained outside the regional heaiftmoaity system.

Under theRegional Health Authorities AdiGovernment of Alberta 2009),
health regions were given broad powers to explafeerdnt mechanisms for
delivering health services, including contractingt evith private for-profit and
private not-for-profit providers. While this redgs of governance and service
delivery was underway, the provincial governmentdenaseveral attempts to
introduce a greater degree of private market foroés healthcare and, in the
spring of 1998, introduced legislation giving thanbMter of Health powers to
approve private hospitals. Although public opgositvas intense and the bill was
withdrawn (Steward 2001: 34), the provincial goveemt did not relent—in 2000,
it passed theHealth Care Protection AcfGovernment of Alberta 2010) which
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remains in force today. Carefully drafted and veakdthis created the legal
framework within which a private for-profit healdoe market could develop in
Alberta around surgical services.

The first part of the for-profit health strategwatved lulling the public—
Section 1 of thédealth Care Protection Agbrohibits any person from operating a
private hospital in Alberta. The second part @& thr-profit health strategy was to
create a legal structure within which a market dowvertheless evolve—Section
2(1) of theHealth Care Protection Adipecifies that no physician can provide an
insured service in Alberta unless in a public hadpdr an ‘approved surgical
facility’, while Section 4 prohibits operators tdllfor ‘facility services’ over and
above the amount agreed in the contract of operatiith the regional health
authority. Moreover, facility services—definedSections 29(g)(i) to 29(g)(xii)—
are restricted to medically necessary service<ttireelated to the provision of a
surgical service at an approved surgical facilijowever, section 29(g)(ix) deftly
places the following qualifying clause within thefidition of a facility service:
‘medical goods or services consistent with gengraticepted medical practice in
the particular case’. The cumulative impact ofstheections is that operators of
surgical facilities can charge patients directly dohanced facility service options,
as long as such facility service options are notlinadly required relative to the
surgery in question—purchasing gourmet meals amel Wines during a surgical
stay, for example, or even better quality hip amekek prostheses than those
consistent with the generally accepted medicaltjmec The College of Physicians
and Surgeons of Alberta (CPSA) was empowered toperthe accreditation of
private clinics. By 2012, 60 independent clinicsozs Alberta were performing
surgeries outside of hospitals—of these, 12 wemopring multiple types of
surgery (Gibson and Clements 2012: 7).

The political appetite to grow private for-profitegicine was most intense
during the 1990s and early 2000s in Calgary. Rally, the city has been a long-
time bastion of conservative politics—two of thedest serving premiers during
the PC Party’'s 42 years in power were elected famgary. In Calgary, the
regional model of health system governance wemutyit three iterations—from
the Calgary Regional Health Authority, through & gary Health Region, to the
provincial amalgamation into a single region knawgnAlberta Health Services.

The Calgary Regional Health Authority developedisidny of contracting out
surgical services to private for-profit clinics lmgng at least as early as 1995
(Steward 2001: 13). These contracts covered allmarzge of surgical services—
including ophthalmology; abortion; ear, nose, anbat; podiatry; dermatology;
oral surgery; and publicly insured dentistry prageds—and the contracting
process had some interesting local features (Stew@0l1: 13-14). First, the
largest contract (for eye surgery) was awarded gavaate for-profit clinic partly-
owned by the Division Chief of Ophthalmology at tBalgary Regional Health
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Authority. Second, a contract for podiatry surgjisarvices was awarded to a
private for-profit clinic partly-owned by the Chief Orthopedics at the Foothills
Medical Centre, the largest acute care hospit&atgary with a major academic
role. Third, in 2000, two contracts for eye suygerere awarded to Surgical
Centres Inc., a company where the Chief Medicalic®ff and Senior Vice
President of the Calgary Regional Health Authoatyd his spouse were part-
owners. The pattern is distinct—physicians who d@n best described as
prominent members of the administrative elite & @algary medical profession
took leading roles in the privatisation of clini¢edalth services.

In 2003, the College of Physicians and SurgeonsAlbierta accredited
Calgary’'s Health Resource Centre (herewith, Centra)eliver surgical care with
overnight stays. The Centre had previously beawrporated as the Health
Resource Group (herewith, Group)—a surgical consurtthat focused the
majority of its business on providing day surgisatvices to third-party payers
such as Workers’ Compensation Boards, private @rsurand out-of-country
patients. The Group had received accreditatiom fifee College of Physicians and
Surgeons of Alberta to offer only day surgery with@vernight stays (CUPE
2000: 8).

How commercial or corporate was the Group as iitsfiamed into the Centre?
In its analysis of private healthcare in Albertae tCanadian Union of Public
Employees (CUPE 2000: 10) noted that the Groupnimaltiple private investors in
1998—the Group was a privately held registered @mpthat paid taxes and
offered dividends to its closed group of investolts. Board of Directors included
locally prominent Calgary business leaders, sudhe@$ormer President and Chief
Executive Officer of the Alberta Children’s Hospjtthe President of the Calgary
1988 Olympic Organizing Committee, an architect s¢hepouse was a Member of
the Legislative Assembly of Alberta (MLA) representa Calgary riding and a
prominent Calgary orthopaedic surgeon who already kb private business
servicing Workers’ Compensation Board patientsothar prominent member was
a physician who had been the founding Dean of theuly of Medicine at the
University of Calgary, and who had since moved th® medical research venture
capital business—his career as a physician clegdnned several professional
segments, but at that particular stage and in thasicular circumstances he was
acting as an investor seeking returns, not as ab@eof the medical profession’s
knowledge elite.

The Centre was owned by its parent company, NetWeadth Inc. (Gibson and
Clements 2012: 6), whose Chief Medical Officer \masorthopaedic surgeon who
had been chief of orthopaedic surgery at the Fitwtdiedical Centre in Calgary as
well as Medical Director of the Group. A physicidrawn from the mid-echelon

2 Electoral district.
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of the administrative elite of the local medicalof@ssion, to use Freidson’s
terminology, his interests would have been momgnald with those of the rank and
file and those of the administrative elite thanhwthe interests of academic
physician colleagues in the knowledge elite. Thewledge elite of the medical
profession in Calgary controlled the Faculty of Né@te, and had succeeded in
achieving administrative control at the Foothilledical Centre.

As regional health system governance evolved, ¢loeganisation of services
away from the hospital model to the regional modlas accompanied by a novel
physician management strategy that substantialliereal the traditional
relationships among different segments of the Gglgaysician population. The
Calgary Health Region and the Faculty of Mediciheha University of Calgary
reached a new accommodation with regard to clirdcel academic activities—
with a few minor exceptions, one person was to cteth clinical and academic
leadership roles, and was to lead both organisatiom so doing, the Calgary
Health Region was recognising the city’s importarnigethe academic health
sciences and was accepting the need for orgamishtiotegration between the
service and scholarly missions of the Faculty ofdMdme at the University of
Calgary, on the one hand, and those of the citgherother.

This innovation is worth bearing in mind, when ddesing the policy and
service developments that occurred on paralleksrat 2003—4.

Soon after its accreditation in 2003, the Centrered into a contract with the
Calgary Health Region to provide hip and knee m@pieent surgery as part of the
plan to reduce wait times for this surgery. Thiaswa sole-source contract,
initially, as there were no other providers of tlgervice that could deliver
overnight stays during recovery (Gibson and Clesm&ttl2: 8). However, the
arrangement proved problematic. Originally, in 208, the Centre had a single
contract for orthopaedic surgical services, valae@AD 2.1 million (Gibson and
Clements 2012: 9). By 2009-10, the Centre had @mntracts—one covering
orthopaedic surgical services, one covering acast-gperative and sub-acute
services, one covering internal medical consultatsgrvices, and one for an
outpatient services agreement—worth CAD 8.3 mill{@ibson and Clements,
2012: 10-11). Over time, as the contracts incrbasesize and became more
diverse, Networc Health decided to expand the @eafrd improve its physical
space in order to accommodate requests for inaesiggeries from the Calgary
Health Region. About this time, the regional moolejovernance changed again,
and all Alberta health regions were amalgamated asingle region known as
Alberta Health Services. When absorbing the Cglddealth Region, Alberta
Health Services took on the previous regional @msrwith the Centre.

In 2004, the Government of Alberta had initiated ewidence-based pilot
project to address wait time challenges in the kaed hip replacement field
(Gibson and Clements 2012: 11). To this end, avipce-wide pilot project
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partnership was developed among the provincial $ttipiof Health, the Alberta

Orthopedic Society, the Alberta Bone and Jointitutgt, and family physicians

from across the province who initiated referralBhis pilot project included the

Centre facility and surgical workloads in the studyA prominent orthopaedic

surgeon—who was a Calgary academic physician anitall and scientific leader

of the Alberta Bone and Joint Institute—champiotieg pilot project and led its

research evaluation. He had been a national gaieleader with the Canadian
Institutes of Health Research, and he had playesigaificant role securing

philanthropic and government financial support tildba large, new surgical wing
for bone and joint surgery at the Foothills Medi€aintre—where he practised—
that would be publicly funded as a public hospiitalility and therefore as a non-
profit venture.

The outcome of the pilot project was a new eviddmsed continuum of care
that was rolled out in major urban centres acrdberta in a major effort to reduce
provincial wait times for hip and knee joint surger The pilot project
demonstrated that—with a realignment of resourceb evidence-based clinical
pathways—it was possible to deliver enhanced cétenithe public not-for-profit
system that reduced wait times and provided benéditpatients cheaper than
private for-profit alternative providers (Gibsondaflements 2012: 11). This
outcome was critical in the Centre’s ultimate siitt® bankruptcy.

A subsequent Alberta Health Services internal egoooanalysis and
comparison based on the pilot project results atdit that the Centre could not
provide surgical services at a price competitivehwthe public not-for-profit
system (Gibson and Clements 2012: 12)—the Cenligiser costs per case were
attributed to factoring into its business modelrergax return on investment of 10
per cent. The management irony was that—througltessive reorganisations
(from Calgary Regional Health Authority, throughl@ay Health Region, to the
province-wide Alberta Health Services single-reffiethe public provider had
acquired the scale required to offer much more-efistient orthopaedic surgical
services. Alberta Health Services decided nohéoeiase the surgical volumes of
the Centre any further.

The Centre’s ending was neither elegant nor gracelflhe space expansion
undertaken by Networc Health to accommodate theiqusly increasing surgical
contracts led to financial difficulties. In 201@he Centre’s landlords, the
Cambrian Group, initiated an unexpected bankruptcger against Networc
Health, alleging amounts owing from unpaid leasethe order of CAD 630,060
(Gibson and Clements 2012: 10).

® For full details from the Centre’s perspectivee SOsler, Koskin & Harcourt LLP

(2010).
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Alberta Health Services intervened in the banknugtoceeding between the
Cambrian Group and Networc Health / the Centreyesting and paying for an
interim receiver and purchasing the Centre’s debtsecurity—this ‘gave Alberta
Health Services status as creditor and the presainae interim receiver enabled
them to delay bankruptcy proceedings’ (Gibson alem@nts 2012: 10). Alberta
Health Services wound down the Centre—which hapgpeénecoincide with the
opening of a large, new hospital wing by Albertaaltte Services at the Foothills
Medical Centre with a major focus on orthopaedinéand joint surgery. Thus
ended this particular experiment with the privatevision of orthopaedic surgical
services in Calgary.

Discussion and conclusions

That a private sector company such as Networc héahe Centre should go
bankrupt is hardly surprising. Bankruptcy is agnomn an occurrence in the
private sector as corporate mergers and takeov@ush is the way of markets—
price competition creates corporate winners anertos

Today, private sector, for-profit involvement inetlinancing and delivery of
healthcare services in Canada is probably bestcteised as moderate. The
principal economic rationale advanced by Canadidvoeates of free market
principles in healthcare is that market incentivaesd structures can bring
efficiencies to the delivery of healthcare (Flamag898: 25). In terms of a day-to-
day management strategy, the private sector, mdrkein approach is most
commonly advocated as a way for Canada to deallasity wait times for service
(Rachlis 2007: 1). Rachlis (2004: 302-5) suggettet—while there may be a
role for the private sector in Canada’s healthcgystem—any such role is
probably limited at best for a variety of technicahsons having to do with the
requirements of private sector, market-driven Inealte delivery:

1. low contestability. Market conditions make iffidult for many firms to enter
healthcare. For instance, not many companies ftarddo buy a hospital, attract
doctors and other staff, and meet all the regufatequirements for health service
delivery.

2. high complexity. Health services may often hatequently multiple and at
times conflicting—policy goals. For instance, vehih major goal of a health
programme may be to increase or improve accesan@gy healthcare, this goal
can be at odds with the goal of providing care initeasonable cost parameters.
3. low measurability. Specifically related to dgtand the inability to
adequately rate the quality of many health servines readily quantifiable way
that is reliable and reproducible. Quality measwet in healthcare frequently
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means an assessment of work practices by profedsiamd quasi-professionals
that can become an enormously contested practice.

4. cream skimming. This is a better-known flawpoivate sector approaches,
whereby the private providers organise in a way #llaws their participation in
healthcare delivery to service the most easilymtiagd and treated patients, while
the public system serves the harder to diagnoset@ad and more complex
patients, who are usually the more costly.

Flanagan (1998: 25) went even further and arguatttie circumstances for an
efficient market solution do not exist at all iretiCanadian healthcare system—
market success requires competition where numesaisnomous producers
survive only by producing efficiently, at the lowessts of production.

From a healthcare management perspective, the GrGaptre experience as a
for-profit option illustrates how the absence ofasl costing methodologies that
ensure ‘apples’ are being compared with ‘apples isajor evaluative obstacle for
determining which approach works better. WilliandeEisenberg (1991: 71-90)
admirably explained how this problem can occur aitipie levels of method and
analysis. First, healthcare costing methodologi&s be hampered by a basic
confusion between efficacy (whether a specific tgpeare works) and efficiency
(what a service costs relative to its benefits).ecdhd, whether evaluating
healthcare issues from efficacy or efficiency pecspes, healthcare costing
methodologies have to assess and compare the, angicect, and intangible costs
of service provision. When evaluating the pilobjpct, the comparisons the
Alberta Health Services made were based on averagts, and should have
accounted for the administrative costs of conterninistration. With Alberta
Health Services being a CAD 12 billion-budget ofigation and the Centre being a
CAD 8.3 million-revenue organisation, the validity the cost comparisons is
unclear—without access to the contract, an indeg@neerification is impossible.
Lastly, third, it is difficult to determine whethéhe prices charged by private or
public providers are fair and reasonable. In theiqular case of the Centre’s
demise, the following particular features needembted:

1. The Centre operated as a sub-contractor to whdéicpsystem and could not
‘carry on its business of publicly funded, privatalelivered surgical services
except as and to the extent’ that the public pravidAlberta Health Services—
agreed (Gibson and Clements 2012: 15).

2. The most recent history of healthcare privatsain Alberta—with its diffusion
of market-oriented approaches to healthcare dglivepincides with
regionalisation as the dominant governance modéthin this governance model,
efforts to increase a market-driven service dejivepproach seem replete with
physicians who were in leadership positions in ehesgions. These physicians
were essentially carving out deals with and fomibelves. This is a poor and
ethically questionable practice.



THOMAS LYNCH 27
FOR-PROFIT HEALTHCARE A LESSON FROMCANADA

3. Gibson and Clements (2012: 13) noted that miyabviders usually only ‘do’
non-complicated cases, leaving the more mixed dallenging caseload to the
public system. This is the ‘cream skimming’' tedahiissue noted earlier by
Rachlis (2004).

In fairness to the Centre, it is not at all cledretiher the decision to cancel its
surgical contracts was made for strictly econoragspns. With a significant new
surgical wing—that could accommodate the surgicdlmes being done at the
Centre—opening at the Foothills Medical Centre,hpps the political need to
ensure that this new surgical capacity was effebtiwtilised weighed into the
Alberta Health Services decision making. A verglrpolitical lesson from this
experience would seem to be that—in making dealk gdvernments and their
agents—constancy of purpose may be elusive. Gments and their agents can
be fickle, and those who expect constancy from thesoften disappointed.

The Centre’s demise also illustrates that non-a/itensions and conflicts in
the medical profession need to be better understadten studying public
healthcare policy issues. The Centre’s focus Wagtovision of surgical services
and not education or research—the Centre was ktyfaedicated to the type and
style of work that would be of most interest to tla@k and file segment of the
medical profession. Orthopaedic surgeons’ and sdhatists’ participation likely
provided them with an additional opportunity to ntain their skills, as limited
operating theatre time in the public system cam liability for a specialty group
that relies on volume to maintain craft. Presumathle physicians who worked at
the Centre did so because it was financially luxeatit allowed them to address
patients’ needs, and probably it allowed them &cpce in a facility other than the
Foothills Medical Centre, which was the major Cajgéeaching and research
hospital controlled by academic physicians. A roabpolitics challenge for the
Centre was that it provided rank and file orthopasdrgeons and anaesthetists an
opportunity to practice away from the academic figes who were in control at
the Foothills Medical Centre. Academic physiciar® educate future physicians
need to ensure that students and postgraduatemégidysicians have access to a
sufficient range and volume of morbiditand pathology to ensure adequate
education experiences. The Centre’s success ggoisinsurgical business over
time was a potential challenge to the continuediliig of the surgeon-in-training
education that could be offered by the knowledge segment in the not-for-profit
public system. These ‘town versus gown’ tensiore rarely mentioned in the
public health policy literature, even though theg aeal and tangible factors
dictating how different physician segments apprqgaaity issues.

4 The rate of incidence of a disease.

®  The manifestations of a disease.
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Similarly, tensions regarding the way different reegts are remunerated are
rarely factored into public health policy discussioof for-profit care. How
physicians are paid in Canada and what constitoesfees have an impact on the
general context within which for-profit healthcdrecomes an option, as well as on
how the different segments relate to one anoth€anadian physicians are
normally remunerated for their clinical servicesafee-for-service basis. In each
province, these fees are set following negotiatidrdween a physicians’
association and the provincial government. Becausssicians are viewed as
small businesses, the fees negotiated include paoamt to cover office overhead
expenses such as the employment of a secretatg| ofra clinic space, and other
such expenses usually incurred by small businddsis portion of the fee may
represent on average 40 per cent of the chargehnially, the extent to which
physicians can manage their practice with less thBnper cent overhead
constitutes a profit for the practice. In Albertd, is not unusual for all
physicians—rank and file, administrative elite, ambwledge elite segments—to
be incorporated as businesses for their clinicaéti The reasons are simple—tax
advantage and the ability to be more creative withtirement savings strategy. In
the case of the knowledge elite, academic physiajgmerally incorporate for their
clinical time, while being employees for their ugigity appointment time. It can
be reasonably concluded that—on a formal basis—mi€anada’s public health
system is delivered by private sector businesse®dwind operated by physicians.
It may be a reasonable assertion that a businéss é pervasive throughout
Canada’s public healthcare system—although, iratlieor’'s experience, critics of
for-profit healthcare delivery rarely, if ever, @@de this point. It may even be
worth considering whether this business ethosmajpr component of most public
healthcare systems sanctioned by governments angwhée world.

The Alberta case study discussed in this articiggests that the interests of
physicians are not monolithic when it comes to pladitical economy of health
system policy making and management. It may beudgnt for policy makers to
assume that physician participation in policy mgkaimd management processes is
guided solely by the needs of—and demand for—higglity, reasonably priced,
and accessible clinical services. Health systdsts support significant scholarly
enterprises of intense interest to the knowledde ségment. The integration of
the scholarly and clinical service missions thaigemed in Calgary is not common
across Canada and may not be common in other ahtiealth systems. It may be
a feature too unique to this case study to be fBpaity useful elsewhere.
However, it does highlight the need for policy makand public sector managers
to give some degree of thought to how very diffex@rtputs and outcomes can be
at stake in public health policy and managementditferent individuals in the
same professional group.
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Going forward, it may be timely to re-examine ttaerand possibility for
private for-profit providers as players in publi¢lynded health systems. Engaging
for-profit providers may be possible, if governngeanhd other public funders give
care and attention to the outputs around qualéfetg, and access in such a way
that both not-for-profit and for-profit providerslay within a shared and
transparent set of rules. Whether as for-profilypts who generate revenues for
shareholders or not-for-profit players who genefaudget surpluses, as long as
they are tied to requirements for safe, high-qualind timely care provision, the
public will be the major beneficiary. This is ahafor the regulator that in most
instances is a government—ultimately, clear expiects and rules around safety
and quality may be even more important for provdderhether they are for-profit
or not-for-profit operators.

Approaching the question of the public—private tspith these considerations
in mind raises a fundamental theoretical questig—rot-for-profit public
healthcare in Canada or elsewhere at all possibl&®dr example, major
equipment—such as magnetic resonance imaging (MRbhines—is purchased
with public dollars from large multinational manafarers such as GE or Siemens.
Even though the public tendering and bidding preeean be rigorous, the health
businesses of GE and Siemens continue to be figfitand some of their profit
gets reinvested into research and developmentgoowe technologies. Should the
profit amassed by a large international corporasoch as GE or Siemens be
considered as different from profit amassed byrmsses owned and operated by
incorporated physicians? This is an important goeso consider, but not here.
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Recipe for permanently failing organisations?
Private provision in publicly funded healthcare

This article outlines the radical management charigieoduced byrhe Health and
Social Care Act 2012HSCA) in the English National Health Service (NHI$2013
and discusses their possible effects on NHS agganisation. This article argues
that the HSCA reforms—designed to enhance markéaticiptes—represent a
political solution to management problems, driven fimancial and ideological
priorities. Because of conflicting objectives, lear distribution of authority,
organisational complexity, and lack of sensitiilythe NHS’ historical culture and
structure, the outcome may be a ‘permanently faiirganisation’.

Healthcare is a major preoccupation for governmexgdor individual citizens.
In 2010, expenditures on healthcare representedl Jet. cent of GDP in France,
11.6 per cent in Germany, 9.6 per cent in the Ui, @1 per cent in Austria. For
the US, the figure was 17.6 per cent—for Hungar§ pér cent (OECD 2012). For
England (not the whole UK), the GBP 20 billion betlin the financial year 2012—
13 dwarfed expenditure on education and defencéicmd—the National Health
Service (NHS) employed over a million people. Tat of increase in healthcare
expenditures is greater than the rate of increasxpenditures in other areas, due
to ageing populations with greater healthcare needsincreasingly sophisticated
and expensive medical technologies, and with iioftain pharmaceutical costs
rising more rapidly than general inflation. In Bpe, life expectancy is rising, but
the experience of old age is increasingly charesedrby ill health. Against this
background, the management of healthcare has bezanagor issue. Drawing on
the English experience, this article argues thatagpplication of market principles
to healthcare provision is unlikely to improve hkehre management
performance—and may even damade it.

With the extension of market principles to NHS, ®etish government has
launched a massive experiment in managing heaethcakHS is unusual in
providing publicly funded healthcare, free at th@np of need. The system—
established in 1947 by the Labour government ofttlme—was not copied by

! This article stems fromhe Future Organisation of the NH& memorandum submitted

to the Public Bill Committee on the Health and &b&iare Bill (Martin 2011).

2 NHS England, NHS Northern Ireland, NHS Scotlaadgd NHS Wales are managed
differently—the analysis in this article refersN®1S England.
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other advanced economies, which instituted varifmusns of insurance—based
systems, with some public funding, as in Francen@aay, and Scandinavia. The
NHS model was similar to socialist healthcare syste Historically, NHS has
been the major means of providing healthcare, nethag a single public sector
organisation through regional strategic health anities (SHAS) and local primary
care trusts (PCTs) (with different names at diffieremes). In addition to public
provision, private care has always been availdim#) for general medical services
(medical examinations for life insurance, for exéef@nd for specialised medical
purposes (in vitro fertilisation, for example, #time). Private patients were able
to arrange medical appointments at their convemlienct at times specified by the
doctor, and a small number of procedures were vaitadble through NHS. Such
private treatments were normally covered by insteanthrough Bupa (the British
United Provident Association (BUPA), originallyprfexample, sometimes funded
by employers.

The NHS management structures and procedures wensfdrmed by the
implementation offhe Health and Social Care Act 20@t#ereafter, HSCA), which
came into operation on 1 April 2013 (HM Governm2@i2). Although the basic
principle governing healthcare—free of cost for ffaient at the point of need—
remained unchanged, the management means to implehie principle changed
dramatically. The managed market became the mexhamderlying the new
system for healthcare provision, with separationtwben purchasers and
suppliers—and competition among suppliers on thasbaf quality and price—
replacing a national, largely bureaucratic struetuGGeneral practitioners (GPs)—
acting for the patients registered on their gengmalctice lists—remain the
purchasers, using NHS funds and operating througbhasing consortia, but the
suppliers are no longer necessarily NHS organisstio HSCA abolished the
previous structure of regional and local officelnstead, the new structure (see
Figure 1, p. 36) comprises local GP commissionimgsortia (GPCC), consisting
primarily of GPs supported by professional finahcimanagers. GP
commissioning consortia are responsible for progdiprimary care and for
purchasing clinical treatment from providers—oftbat not invariably, from NHS
hospitals, themselves reorganised into independensts (DH 2011b).
Coordination is achieved through four NHS regiac@hmissioning offices and 27
local area teams (LATs). A central NHS CommissignBoard (NHS CB) is
responsible for managing the system, together avitentral Monitor—responsible
for overseeing quality, innovation, and competitieend a central Care Quality
Commission (CQC).

The reorganisation seeks to achieve three stafjedtes, according to HSCA.
The first objective is to increase freedom of chdior patients, with GPs required
to inform patients of the availability of differesuppliers for the medical services
they—on GP advice—require. This follows commoncfice under the pre-2013



RODERICK MARTIN 35
RECIPE FOR PERMANENTLY FAILING ORGANISATION® PRIVATE PROVISION IN PUBLICLY FUNDED HEALTHCARE

system. The second objective is to improve thditguaf patient care—and to
accelerate innovation—through increasing competjtemd through expanding the
financial resources available to the industry frdme private sector. The third
objective is to improve cost effectiveness, wittiie context of a large, annually
set, nominally protected budget—GBP 20 billion, rapgmately, in 2012-13. The
objectives are to be achieved through increasingpetition, both within NHS
itself and between public and private sector sepph—Any Qualified Provider’
(AQP) approved as meeting the performance critegeblished by the NHS
Commissioning Board. HSCA sought to provide thetiiational means for
effective, transparent market operations and coethi detailed provisions
concerning procurement arrangements—including higldi processes—and
shortlisting procedures, and for monitoring tramepay in the allocation of
contracts.

Private sector involvement in British healthcarentd new—NHS has always
been a mixed economy, not a fully state-plannedsh@ty. GPs are independent
professionals, responsible for maintaining theimosurgeries and support staff,
operating in effect as small businesses, with foggirimarily from fees from the
state. Hospital consultants engage in privatetigectreating both domestic and
international patients, alongside NHS patients—uattast contracts are based
upon undertaking an agreed number of NHS sessalfeying mainly senior
consultants to treat patients privately at otheres, often using NHS facilities.
Large numbers of dentists, pharmacists, and opscj@ovide both private and
publicly funded services, the latter according tdahle of fees and charges
established by NHS. HSCA provides for a massiymggion in the private sector,
with increase in existing privately financed seedcas well as entrance of new
private firms into service provision—Circle has mded Hinchingbrooke Health
Care NHS Trust in Huntingdonshire under franchisaragements on behalf of
NHS since early 2012 (the first to do so in Eng)anilajor international medical
corporations—including HCA International (the intational arm of Health
Corporation of America (HCA)) and BMI HealthcareMued by the South African
company Netcare through the General Healthcare l5(@HG)) (NHS Support
Federation 2012: 7-16)—undertake routine operaténts specialised treatments.
In future, hospitals will be permitted to use up4® per cent of their beds and
operating theatre time for private patients, coragawith fewer than 5 per cent
under the former system. HSCA provisions regardiogipetition encourage the
large-scale growth of private providers, purchaseeing prohibited from
excluding private Any Qualified Providers from §sbf suppliers, except under a
very limited number of specified circumstances.e Bxpansion of private sector
provision raises possible issues of competitioricgahnd market regulation (see
pp. 42-3). Opponents of the new management sysgierneive creeping
privatisation.
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Figure 1: New funding arrangements
Source: Based on The Nuffield Trust (2013).
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This article has two purposes. The first is tonex& recent changes in
healthcare management structures from the pergpeatiorganisational analysis.
The second—addressed in the concluding section—eis compare the
organisational logic of the new structures with tirgtorical organisational logic of
NHS. As the new management system has only beeratognal since 1 April
2013, the conclusions are based on examinationeoDepartment of Health (DH)
proposals, analysed in the light of research imgaisational transformations in
other sectors—a procedure also used to developlthproposals. This article is
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concerned with the NHS management structures asgkgses, not with its overall
performance. Research on smaller scale transfumsathan the radical NHS
restructuring showed the difficulty of achievingceass, especially in the absence
of coherent strategic leadership (Burnes 2p0®ubstantively, this article argues
that the HSCA provisions for the future organisatid NHS are likely to produce
the structures and practices characteristic ofnagently failing organisations’—
organisations which survive long-term, but neveimise performance—a concept
introduced by the US sociologists Meyer and Zudgké89), albeit in a different
sense. The foremost feature of permanently faiirganisations is the pursuit of
contradictory objectives, where the achievemerdne is necessarily at the cost of
another—objectives oppose rather than reinforceammther. Another feature is
the lack of fit between the organisation’s systeand its institutional ecology—
permanently failing organisations seek to operaiatrary to the culture and
structures of existing organisations in the sectand run counter to the
expectations of the sector's personnel and cliefiisere are four major grounds
for suggesting that the current restructuring ef Emnglish healthcare management
system will result in permanently failing organieas. First, the HSCA provisions
and the structures it establishes seek to achiegemipatible objectives, with
incompatibility reflected in the complex allocat®wof roles and responsibilities.
Second, the roles and responsibilities are notrlgletefined, resulting from the
political compromises necessary to secure the peassd the legislation—
organisational arrangements reflect political rathe¢han management
considerations.  Third, the structures are highlymplex, with multiple,
overlapping responsibilities. Finally, fourth, teeuctures do not articulate clearly
with professional alignments within NHS, in partauthe role of clinical priorities
in management.

This article is divided into five sections. Follimg this initial introduction, the
second section discusses the extent to which tjeetdles of the new system may
be reconciled with one another. The third sectimecusses the clarity of the roles
and responsibilities allocated by HSCA, and theiertap. The fourth section
identifies the problems of complexity arising fralre new structures. The fifth,
concluding section returns to the broader quesifoorganisational logic, and the
respective roles of the state, markets, indepena@i¢ssionals, medical and state
bureaucrats, and patients in the management afetwehealthcare system.

® The overview includes a small-scale NHS caseystBdrnes 2000: 346-53).
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I ncompatible objectives

The passage of HSCA was highly contentious polificaThe Conservative /
Liberal Democrat coalition government claimed tH®CA was a continuation and
extension of the previous Labour government's polizvhich had included
contracting out some routine clinical proceduresp—+eiplacement, for example—
to the private sector. However, HSCA was strorapposed by Labour, and by
many Liberal Democrats, especially in the Housd.afds, Parliament’'s second
chamber. The professional medical associationdu@dng the British Medical
Association (BMA), the Royal College of General @itioners (RCGP), and the
Royal College of Nursing (RCN)), the Patients Agatian, and campaigning
organisations like 38 Degrees all lobbied activalyainst HSCA. Even the
Institute of Healthcare Management (IHM) had reagons. Opposition in the
House of Lords—spearheaded by Liberal Democratspefarced the coalition
government to suspend the passage of HSCA throadrament in 2012. Even
after HSCA was passed, the HSCA regulations laidrbeéParliament in 2013 were
challenged in the Lords, forcing further revisionln view of the political
compromises that the government was forced to male hardly surprising that
HSCA contained conflicting provisions—and paid ‘ap perhaps little regard to
the administrative and financial burden arisingrfrthe [new] regime’ (Chatterton
2011). HSCA reflected the parliamentary politicahtext more than the practical
difficulties of effectively managing a publicly fded NHS.

The HSCA's five objectives discussed below were fdising quality, (2)
ensuring patient choice, (3) facilitating innovatig¢4) increasing competition, and
(5) securing value for money.

(1) Comparative assessments of quality of healéhpapvision are difficult to
make—and highly controversial, especially for noofgessionals. Comparative
assessment of hospital performance based on cdsadpasted death rates—taking
account of social, demographic, and economic comdit—provides useful overall
measures of quality, but not the fine-grained imfation required for individual
management decisions. National political contreyes easily generated—as over
the quality of child heart surgery provided by LeeGeneral Infirmary and
Newcastle General Hospital, for example, even wHata on caseload-adjusted
death rates became available (Jones 2013). Otidlywused measures of
quality—such as patient satisfaction surveys—ingolsubjective judgements
reflecting environmental conditions as much asiadincompetence. Overall,
comparative data on death rates from specific deseandicate that—pre-2013, and
without being outstanding—NHS matched internatideakls of performance, at
relatively low cost (OECD 2012). Decisions desigjte raise quality—by raising
ward nurse staffing levels and reducing reliancenumursing assistants, for
example—may increase costs, threatening ‘value rfaney’ performance.
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Moreover, medical judgements of quality might catflvith patient choice, when
specialist treatment involves patients in extensiaeelling, for example.

(2) Patient choice was given prominence by govemmpokesmen, although
little evidence was provided for its significana® patients. GPs are obliged to
provide patients with choice of alternative servizeviders—but prevented from
making recommendations on grounds of ownership.wéver, patients are ill-
placed to make informed judgements, at best relyipgn Internet-derived
evidence on comparative performance—which doeschide the performance of
individual consultants—or word of mouth. GPs aatunally reluctant to criticise
the performance of their local hospitals—or to tha danger of incurring legal
responsibility for advice which subsequently tuoas to be wrong. In the absence
of relevant knowledge and understanding, meaningbaltient choice is
impossible—self-diagnosis via the Internet is higik. Patients consult medical
professionals for the kind of professional knowkedgnd understanding they
themselves do not have. Moreover, the objectigatient choice inevitably raises
practical difficulties in planning, and is likely tresult in increasing costs. The
quality of clinical performance is heavily influestt by the level of experience, and
the number of operations performed. Improving icih performance by
concentrating operations in a limited number oftiesi—and thus building up
professional experience and skills—is difficultrézoncile with patient choice.

(3) Encouraging innovation was given less promieeti@an improving quality
or enhancing patient choice. Innovation was sobghlh as a means of reducing
costs, through process innovations, and as a meanmproving healthcare
performance, through developing new products and iservices. Market
mechanisms are unlikely to result in process intioman clinical practice, since
such innovation often involves cross-functional ma@tion, both within and
among teams. Such cooperation is easier to achvébeintegrated teams in a
common organisation than in combinations involvififferent types of service
providers. The DH (2011djnpact Assessments for the Health and Social Care
Bill 2011—which accompanied the initial publication of therlmmentary bill—
argued that competition would lead to innovatiomd,athus, to quality
improvement. This may be so in the production loygical products, especially
where consumers are able to compare quality effdgtias in motor vehicles or
consumer electronics. However, innovation depemas collaboration as well as
competition—and upon high levels of trust amonghbsppliers and consumers,
especially when inputs are difficult to define aodtputs difficult to measure.
HSCA and the attendant procurement rules may assigroduct and service
innovation, for example in the introduction of nelmgs or new methods of
organising, especially to reduce costs.

(4) Increasing competition was a major objectiveh®# management reforms.
DH (2011a) stressed the role of competition in echy quality of services and
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reducing costs, regulation being necessary only revheompetition failed.
Competition was regarded as clearly superior taletgpn—'competition where
appropriate, regulation where necessary’. The iteriogy reflected the
government’s comparison between healthcare andyalated industry such as
telecommunications—where, indeed, competition betwesuppliers drove
technological innovation (Vickers and Yarrow 1988)ccording to DH (2011a:
34), ‘[tlhere is very clear evidence from acrossvises and countries that
competition produces superior outcomes to ceng@dlimanagement and monopoly
provision. Competition is more effective where kads are highly contestable and
contestability requires that organisations are ablexpand / enter the market and
contract / exit particular markets in responseadasamer preferences.” In support,
DH referred to the positive impact of competitiameconomic performance in the
Central and Eastern European post-socialist tiansit Purchasing bodies—such
as the clinical commissioning groups (CCGs)—cowdte&d without competition
when ‘satisfied’ that the services could be progitsg one supplier only—a higher
threshold than ‘the best provider’. Reflecting ghwitical conflicts, The National
Health Service (Procurement, Patient Choice and @stition) Regulations 2013
underlined that providers must be treated ‘equati¢ in a non-discriminatory way,
including by not treating a provider, or type obyider, more favourably than any
other provider, in particular on the basis of ovehgr’ (HM Government 2013: 2).
Discrimination in favour of NHS providers would ap#he clinical commissioning
groups to legal challenge from unsuccessful prigategtor bidders, and expensive
and time-consuming litigation. A specific servibeing integrated with other
services—with other healthcare services, for exampk with social welfare
services—was the major exception.

Legal opinion differed on the implications of th@l3 Regulationgor the NHS
subjection to EU competition law. Neither the Bht government nor NHS
wished NHS to become subject to EU competition laWowever, the 2013
Regulationswere derived fromThe Public Contracts Regulations 20@6M
Government 2006), derived in turn from EU legigati In particular, competitive
tendering was required for any contract above GB®442, with heavy penalties
for breaches. Moreover, the EU competition lawirgs under scrutiny any
collaborative and collective arrangements and tkerotsse of dominant local
purchasing or providing power (Cragg 2011: 2), gsely the form of
arrangements which had existed within NHS pre-20T8e costs and confusion
resulting from any challenge under the EU compatitlaw would be deeply
damaging.

For many NHS professionals, the introduction of kearprinciples and
competition conflicted with fundamental NHS pririeip (NHS Support Federation
2012). Differences of principle were reinforced kijfferences of interest.
Controversy over the significance of competitionprocurement was partially
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driven by the NHS professionals’ concerns over mree privatisation,
undermining the financial viability of the serviesmd thus its basic foundations.
Private providers could ‘cherry-pick’ services thetre easy to provide, leaving
NHS hospitals with only difficult and expensive\sees, such as acute or accident
and emergency, inevitably leading to financial ifabae, or even bankruptcy.
Moreover, suppliers competing on price were onljea secure contracts by
reducing the costs of labour through lower wagesplavious threat to the terms
and conditions of existing, highly unionised NHSpdoyees.

There is also tension between competition and tyyalhd between competition
and innovation. Assessment of contracts will itely focus substantially on
price—value for money—a criterion easy to measangl, easy to justify publicly.
This may often be at the expense of quality, egfigajuality of nursing provision,
difficult to measure or monitor, as shown by théitmal controversy over nursing
‘compassion’ which followed the report into prematudeaths at the Mid
Staffordshire NHS Foundation Trust (Francis 2013Jhere is also potential
conflict between competition and innovation, wharmeovation rests upon cross-
functional integration and cooperation, difficidtdchieve among different types of
service providers. Competition also creates diffies for ensuring continuity in
service provision, where private providers haves lescentive—and fewer
resources—to provide long-term follow-up care. Wmg) continuity in healthcare
is more difficult—and more important—than comparay after-sale service, for
example. Release from hospital raises practidéicdlities (over arrangements
with social services, for example), whilst post@iee relapses may raise issues of
financial responsibility. HSCA proposed measuceatilitate entry into and exit
from contracts, for firms facing financial diffidigs, for example. However, it is
difficult to see how exit could be eased withowrdpting continuity of service
provision, with serious medical as well as finahciansequences. (The financial
difficulties of private firms providing social caror the elderly had already
resulted in serious financial problems, requiringjon financial support from local
authorities (Bingham 2013).)

(5) Underlying other objectives, HSCA was concerrtedsecure value for
money, usually interpreted as reducing costs—aenirgbjective, in view of the
critical state of public finances. The introduatiof market principles and the new
commissioning arrangements were intended to fatglicontrol of costs in the
medium and long term. Overall expenditure on lhealte increased from GBP 51
billion in 1999-2000 to GBP 102 billion in 2009-18nd GBP 104 billion in
2012-13, and was expected to rise further with ewgrg—and ageing—
population (OECD 2012). Competition between pevptoviders and NHS—and
among private providers—would be an obvious me&meducing costs, at least in
the short run.
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One of the fundamental messages of corporate gyrasethe importance of
establishing priorities amongst competing strategfifectives, despite the usual
difficulty in doing so. Neither HSCA (HM GovernmeR012) nor the supporting
Regulations(HM Government 2013) indicated priority among tbempeting
objectives. However, the explanatory note whictoatpanied thé&kegulations—
but which was explicitly excluded from legislatiopresumably for political
reasons—stated that their purpose was to ensugs ‘goactice’ in procurement,
and to protect ‘patients’ rights to make choicagarding their NHS treatment and
to prevent anti-competitive behaviour by commiseisnwith regard to such
services’” (HM Government 2013: 8-9). Choice andnpetition were the
priorities—a view shared neither by political oppats, nor by the majority of
NHS professionals. Both priorities were underpthiiy concern with value for
money—thelmpact Assessmeniminted to the overriding purpose of the new
management system as aligning clinical and findrreisponsibility, ‘to [create]
incentives to ensure commissioning decisions powealue for money and
improved quality of care through efficient presori and referral patterns’ (DH
2011a: 7). The alignment was to be achieved thr@si§s combining clinical with
financial responsibility. The means for linkingtigat quality of care with patient
preference—and efficient prescribing and referraltggns—were not specified.
Given the overall financial context—and the supgng role of Monitor—the
incentives for GPs to prioritise value for moneg difficult to resist.

Lack of clarity in rolesand responsibilities

One source of uncertainty and lack of clarity ie tielationship between the
central government DH and the new NHS CommissioBioard, at the apex of the
new management system. The relationship is drititareflects the fundamental
balance between political and commercial considerat and the extent to which
the NHS Commissioning Board could be insulated fiotitical influence. The
initial bill envisaged the transfer of the majordfy commissioning responsibilities
from DH to the NHS Commissioning Board, funded byvary large) annual
budget allocation. The NHS Commissioning Board wagected to operate on
business principles, insulated from political ifdeence. However, this was very
strongly opposed by the Labour Party—and by NHSessionals—who argued
that it would practically remove commissioning ressgibilities from public
scrutiny. It is difficult to see how DH could hatransferred such a large element
of its overall responsibilities to an independeotdya The bill envisaged the
Secretary of State for Health being accountabléNid§, but not responsible for its
day-to-day management. In effect, the bill imposeself-denying ordinance on
the Secretary of State for Health, despite theifaibf previous attempts to avoid
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political ‘interference’ in NHS matters. Ministetsad not been very good at
adhering to self-denying ordinances, especiallytlie face of constituency
pressures, and with possible justifications forcacprovided by ‘accountability’,
exceptional circumstances, and budgetary respditisski Under the original
proposals, the Secretary of State for Health wdwdde presented a mandate to
Parliament for the forthcoming year, with authotibyrevise the mandate only in
‘exceptional circumstances’. There would have bé#ile possibility for the
opposition to question the minister on the perforoea of the commissioning
process. The original proposals would have ‘mutidiee waters’, resulting in
marked lack of clarity in the respective roles etfetary of State for Health and
NHS Commissioning Board Chair, and the relationdd@pveen them. Following
the government’s suspension of proceedings onithever the summer of 2012,
to allow further consultation, the proposal fortdixing the Secretary of State for
Health from the commissioning process was droppée—Secretary of State for
Health was to remain responsible for the commiss@mprocess and unable to
disclaim knowledge. The attempt to reinforce markeinciples through
legislation—by restricting the role of the Secrgtaf State for Health—was
dropped. The issue remains to be resolved inipeact

The issue of institutional arrangements for momigpiquality is confused, with
responsibility diffused over several entities (Begure 2, p. 38, where NICE stands
for National Institute for Health and Care Excetliep Overall responsibility for
quality rests with the Care Quality Commission, lehiresponsibility for
stimulating competition—including the role of comifien as a means for
improving quality—rests with Monitor. The concermg the Care Quality
Commission differ from Monitor's, and are highhkdly to result in conflict.
HSCA simply provides that the two should coopereith each other—there is no
mechanism suggested for resolving conflict.

Organisational complexity

The new organisational and funding arrangementshagkly complex (see
Figure 3, p. 39, where NICE stands for Nationalitate for Health and Care
Excellence), involving both medical and managesialff in substantial learning
processes—the arrangements for public oversighteapecially complex. The
information technology (IT) systems required to @ such structures are also
complex—and currently untested.

The relationship between general practices and @Rmissioning consortia
will be critical to the success of the managemefiirm. General practices will
continue to receive direct funding for their patiésts, and for specific services—
in connection with public health campaigns, for rapée, via a special funding
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stream. For the purchase of clinical serviceseg@mractices will be tied to GP
commissioning consortium decisions. GP commisagrionsortium performance
will be monitored by the Care Quality Commissioor, §uality, and by Monitor,
for competition and value for money. The relatlipsbetween general practices
and clinical commissioning groups—the extent toclihgieneral practices will be
bound to follow the clinical commissioning groupcons if patients request an
off-list service provider, for example—is unclearMoreover, not all general
practices are represented on their clinical comomgsg group. Clinical
commissioning groups contain professional managedsaccountants, as well as
clinically trained personnel. What is the relasibip between the two groups? In
particular, what influence—formal or informal—doopessional managers and
accountants exert?  Post-2013 clinical commissgngroups may reflect
traditional, pre-2013 tensions between clinical arahagerial approaches. Finally,
where GPs have financial interests in organisatimding for contracts from their
GP commissioning consortia, the new structures ginag rise to acute conflicts of
interest. Traditional methods of resolving conflicof interest—by declaring
interests and withdrawing from discussions, fornepie—may be difficult where
clinical commissioning groups require inputs fropesialised professionals. How
effective are the means to control potential cotdliof interest, where medical
professionals are involved in organisations conmgefor contracts?

The number and variety of clinical commissioningugy modi operandi raise
questions regarding the survival of a natiohahlth service. NHS is a national
system designed—in principle—to ensure equal quadit healthcare for all
citizens. There were already major disparitieshe@althcare outcomes among
regions, before 2013, reflecting regional differesidn the lifestyles, economic
circumstances, and cultures of patients, as welldifferences in quality of
provision (ONS 2013). The new structure of 217ichl commissioning groups—
a larger number than initially envisaged—is desibtweallow variations according
to differences in local need, with budgetary alt@m#s continuing to reflect DH
assessments of such local needs. However, attegnfireflect differences in
local need—uwithin budgetary constraints—uwill in@aty lead to what critics have
termed ‘postcode lotteries’, with treatments andrises available in some—but
not all—localities. Operating quality control pemtures centrally via the Care
Quality Commission (see Figure 4, p. 40, where IC#&nds for Independent
Complaints Advocacy Service and PALS for Patienviée and Liaison Service)
will inevitably cut across the localism agenda éidiko the clinical commissioning
group structures.

The variety of opportunities for patients and thedex public to exercise
influence within the new structure suggests thatSNiIl be subject to extensive
oversight. The Healthwatch England committeesuthelhealthcare professionals
as well as representatives of local authoritiegjascservice organisations, and
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patients. However, the extensive array of chantielsugh which influence may
be exerted may result in confusion and contradygomessures—it is unlikely that
assessments of quality, made at different levekh@fstructure, will agree. What
pressure the Healthwatch England committees willabé&e to exert—beyond
publicity—is unclear. Moreover, increasing privasector involvement will

inevitably result in increasing claims for commaitcconfidentiality, restricting

public access to meaningful data on funding arrareygs, the allocation of
contracts, and the quality of the services providddhe difficulties in oversight

will naturally be greatest over patient complaints.

Monitor is the main mechanism through which DH seék implement its
commitment to increasing competition. InitiallyHOproposed that Monitor should
have the responsibility for increasing competitianan end in itself. As a result of
very strong opposition, including from healthcareofpssionals, Monitor's
responsibility was reformulated, to expanding cotitipa as a means of improving
quality, enhancing innovation, and reducing costst as an end in itself.
However, the relation between Monitor and othetspaf the management system
will prove contentious, in view of the continuingrag NHS opposition to
Monitor’s role in stimulating competition.

The mechanisms for assessing the quality of camee tAus complex.
Responsibility for quality rests ultimately withetfSecretary of State for Health—
The Right Honourable Jeremy Hunt, since 4 Septer@@&?. His responsibility is
discharged via the independent NHS Commissionirgr@®&dHealthwatch England,
regional bodies, and local committees that conpawmfessional representatives,
local government representatives, as well as gatiepresentatives. Medical
professionals—both hospital consultants and GPsw#etlsas non-medical staff are
thus subject to a broad range of institutional nwing and assessment
procedures, as well as direct patient satisfadiomeys.

Conclusion: management in a per manently failing or ganisation

Managing healthcare raises in an acute form tredioal between politics and
public sector management. In the UK, NHS is a reérfeature of national
consciousness, reflected in its prominent rolehaltondon 2012 Olympic Games
Opening Ceremony. Policies on NHS were centrahéoelection manifestoes of
all political parties in the 2010 General Electiomith the Conservative Party
promising to protect the NHS budget in real termgeeptionally, alongside
overseas aid and schools—and also to avoid top-deasrganisation. However,
the public sector funding crisis that followed tB@08 banking crisis created a
funding gap that made reducing public expenditupeierity. The financial crisis
provided an opportunity for the Conservative Paotyextend marketisation in the
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public sector (especially NHS), expand the rolgrofate sector finance, introduce
private sector market disciplines, and reduce ttieerched power of professional
interest groups. The model was the successful sfoamation of
telecommunications in the early 1980s, which resulin massively enhanced
technological innovation and performance, funded pvate investment.
Transforming NHS along similar lines would compléte Thatcherite revolution.

Such radical government policies for restructurithge English healthcare
management system were strongly opposed by opmogitirties, public opinion,
and medical and non-medical groups within NHS. KS€duces the basic NHS
structure to a system of market relations, whergepicare is bought by GP
commissioning consortia—acting on behalf of genprattices—and sold by Any
Qualified Providers, within a competitive markegkovernment policy is designed
to create a level playing field for market opemasipwith improvements in quality,
innovation, patient choice, and financial disciplirsecured through market
competition and—ultimately—fear of bankruptcy. Bumompetition would also
drive costs down. In this model, there are strggssures against inter-
organisational collaboration and integration ofvesss, and no role for cross-
subsidisation—historically, two prominent featuadsNHS management. Where
private sector providers win contracts, issuesavhmercial confidentiality arise,
inhibiting transparency and accountability. Swsioigly, for a market-driven
model, government statements make little mentioorofit.

DH's consideration of the HSCA impact focused onliraited range of
economic analyses, with little consideration of amigational and operational
consequences, except as transitional inconvenienogerational issues—such as
IT system integration—received little consideratiofEven in economic terms,
there was no consideration of Leibenstein’s (198&fficiency’. The costs of
organisational upheaval associated with the inwodn of the new system were
recognised as substantial, but regarded as tramaiti However, evidence from
research on private sector mergers and acquisiioowed that such costs are long
term, especially where reconfiguration of IT systesiinvolved (Burnes 2000)—
in the banking sector, for example, where the @noisl faced by the Co-operative
Bank in absorbing the Britannia Building Societyeged the merger. Moreover,
the costs of personnel recruitment and trainingn@w management systems are
substantial. The redeployment or redundancy ofsteg staff—and the
recruitment and training of new staff—involve heawposts, whilst the
organisational restructuring renders the intellakcteapital acquired through
previous organisational learning often irrelevani.he supporters of the new
healthcare system recognised that market failucesreed—due to externalities,
natural monopolies, and imperfect information andceartainty—but their
significance for competition in healthcare prowsioas neglected, for example in
thelmpact Assessments for the Health and Social Ceir¢[E-H 2011a).
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Permanently failing organisations are characterisgdonflicting objectives,
where high performance on one criterion generatesgerformance on another.
This is exacerbated where there is no explicitriisation amongst objectives. In
Meyer and Zucher’s study (1989), the emphasis wasthe conflicts among
countervailing interests which develop within saehanisations, which succeed in
perpetuating themselves despite low performancech $ressures exist within
NHS, with strong, well-organised interest groupsalhievels—amongst medical
and nursing staff, as well as manual workers. Hamethe source of continuing
failure is more fundamental, and lies in the camnfloetween professional
commitment—reflected in the priority of clinical msiderations, personal qualities
such as nursing compassion, and quality of care—aratket principles.
Professional socialisation for medical staff—witklroag orientation towards
science and service—is very different from profesal socialisation for corporate
employees. For example, clinical leaders’ reluctgato involve themselves in
management concerns was experienced by the antd@dussions with NHS staff
about developing MBA-type programmes for NHS empks; Moreover, the
relation between healthcare employees and patiffisrs from that between
sellers and buyers—under the Hippocratic Oath,atedtsellers’) are supposed to
prioritise the interests of patients (‘buyers’)t tlose of the organisation. Finally,
the patient as consumer is not the purchaser, wigictains the state—the links
between service provision and the patient’s finanmontribution are indirect.

Governments and commercial organisations haverliatty had overlapping
but distinct roles in healthcare provision in thi€.UGovernments have historically
assumed responsibility for the provision of healtie¢ with private sector provision
as a peripheral contributor. The continuing rdi@ealthcare as an aspect of social
welfare is reflected in the HSCA title—and in theewall attempt to link healthcare
with social welfare provision, especially needfoit the elderly. However, HSCA
shifted the boundaries between the roles of the stad those of private providers
in practice, whilst seeking to maintain an elemaintontinuity in rhetoric. The
impetus for the shift derived partly from the inzsed cost of the state-provided
service and partly from an ideological view that tble of the state—including its
role in welfare provision—should be reduced, witldividuals assuming greater
responsibility for their own welfare. The Consdiverled coalition government
introduced market principles into the provision fedalthcare in the belief that
markets were the most efficient means of allocatiagources. The parallel
between providing healthcare and providing consugmds was explicit—the
business practices of the private sector were asnefincreasing efficiencies and
controlling costs, in the provision of healthcarg ia the provision of other
services, such as telecommunications and transptotwever, consumer attitudes
towards healthcare differ from consumer attitudegards other goods—and even
transport—healthcare is more important. Moreoyatients as consumers are
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heavily dependent upon the professional judgemeshiaavice of those whom they
consult, since they have difficulties in assesdimg quality of the service they
receive. Since 1948, patient trust has rested tipoabsence of a direct financial
relationship between patients and GPs, directlgataned by the new system
which allocates both medical and financial resguitisi to GPs.

Organisations providing healthcare have historgchid different cultures and
structures from conventional commercial organiseioln particular, healthcare is
characterised by the central role of professiomalisamongst medical, nursing,
and ancillary staff—institutionalised in the diwsi of labour and reinforced by
strong professional and occupational groupingd) @#sociated status differences.
Clinical considerations outweigh financial consat@ns, and clinical status
managerial status. The characteristic form of oiggion is not the
entrepreneurial firm, but Mintzberg’s (1979) prafiemal bureaucracy, combining
professional commitment with a strong emphasisutesr

Providing healthcare involves a wide range of dtalders—the state,
commercial enterprises, qualified professionalstitsalaried and independent),
medical and non-medical managers and bureaucratsyedl as the patients
themselves. Managing such a complex system reqrémmgnising the interests of
all stakeholders, within an overarching framewoflpatient needs. The interests
of a national health service facing acute finanpralssures are not best served by
the model of aggressive market competitiveness ¢hatacterised financialised
capitalism before the financial crisis of 2008. eBvmajor private sector
manufacturing organisations—especially in Europeveheejected the forms of
competitive market thinking enshrined in HSCA, asirsadequate basis for long-
term competitive advantage (Streeck 2009). Suictkitig is even less relevant to
publicly funded service organisations, such as NH@arket competition may
stimulate innovation and controlling costs. Butniay also lead to lack of
investment, lack of long-term perspective, insiitoél instability, and inadequate
learning. It is tragic that such a limited modebsld be reflected in the new NHS
management system, even in a pale form. The HSGangsational arrangements
are a rehash of a market model popular in busisessols in the 1990s, applied in
a wholly inappropriate context.
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Managing the diffusion of pharmaceutical innovasion
conclusions from a literature review

The diffusion of pharmaceutical innovations is anptex process. Its success is
crucial for both pharmaceutical companies and ptti@nd is determined by the
marketing efforts of pharmaceutical companies, dchgracteristics, government
policies, and the behaviour of both medical pratesss and patients. This article
explores the literature on prescribing behaviowrsfactors influencing new drug
uptake in both primary and secondary care. Fouantiiatively measurable
categories of variables are analysed in terms efliption of early adoption—
prescriber, patient, practice, and drug charadiesis Four major qualitatively
accessible categories of variables are also arhlyiee perceived attributes of new
drugs, the role of professional information souraed evidence, the influence of
commercial information sources, and the role ofgbeial system. Although early
adoption of new drugs is not a personal trait iraelent of drug type, early adopters
do have some characteristics in common. Understgride socio-demographic and
professional characteristics of early adopters @fv drugs—and the interactions
among them—might speed up the diffusion proces@mmpte cost-efficient
prescribing habits, forecast utilisation, and depdhrgeted intervention strategies.

In most industrialised countries, drug expenditagea percentage of the overall
healthcare cost is increasing rapidly. Changinpatgaphics—ageing population
with increased morbidify—and a rise in the number of drugs per patientrimrie
obviously to growing prescription costs. Howewile key factor in rising drug
expenditure is the greater variety and availabiitynew, expensive drugs and the
higher relative cost of pharmaceuticals. The dsgew drugs might explain up to
40 per cent of annual increases in expenditureaima@a, while displacement of old
drugs with new drugs at higher costs accountsyer 60 per cent of the rise in the
UK (Tamblyn et al. 2003; Walley, Mrazek, and Mo#s$a2005).

Pharmaceuticals are a research and development YiR&Enhsive industrial
sector. Innovation and the successful diffusiomedv drugs are critical for the
financial performance of pharmaceutical companies—well as the health of
patients. In the UK, the pharmaceutical indust&DCRrepresented 36 per cent of
sales in 2009, a level approached by only a smatiber of defence contractors

! This article is based on Lubldy (2012), and theghar wishes to thank the AXA
Research Fund for the post-doctoral research ¢nahhas enabled the research.

2 The rate of incidence of a disease.
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(ONS 2009). Governments are also major influeniget) through regulatory and
approval agencies—such as the Food and Drug AdmaEtien (FDA) in the US
and the National Institute for Clinical Excellen@dCE) in the UK—and through
budgetary allocations. The diffusion of innovatie thus determined by the
strategies of pharmaceutical companies, by govemhnpelicies, and by the
behaviour of medical professionals. This artidaaentrates on the last, through a
detailed review of the literature on doctors’ présng patterns. Doctors have to
strike a balance between using new drugs—and pallgnéxposing patients to
side effects—and delaying the use of new drugs—demtiving patients of their
possible benefits (Jones, Greenfield, and Bradl@y1p The ensuing diffusion
process is a complex interaction that reflectsbattes of the new drugs as well as
characteristics of the potential prescribers artiepts. This article analyses the
socio-demographic and professional characteristiosarly prescribers and users
of newly marketed drugs—as compared to majority latel users. It focuses on
four quantitatively measurable categories of vadeisb-doctor, patient, practice,
and drug characteristics—and differentiates betwa@miables consistently
predicting new drug uptake and those producingnambent results. This article
also analyses the role various information soueres the social network play in
the adoption process.

Understanding the mechanisms leading to prescrilearty adoption of new
drugs is of major importance for several reasons.

First, it speeds up diffusion Although companies are increasingly innovative
and efficient in producing new drugs, the implemagion of pharmaceutical
innovations is often delayed (Berwick 2003). Wheamew drugs expand
therapeutics in areas of yet unmet clinical needelerated adoption benefits both
medicine and society—innovative new drugs should dftered fast and
homogeneously to the population in need.

Second, ipromotes cost-efficiencyln many cases, newly marketed drugs only
bring a marginal or insignificant contribution tbet conventional therapeutic
arsenal, often at a substantial cost increase. eMery healthcare systems
worldwide operate with limited financial resourcesGiven such budgetary
constraints, inappropriate use adversely affecadahility of use. When the same
pharmacological therapy is available as differerands at different prices, the
prescriber selects the new, more expensive brandosioeconomic constructs
rather than medical grounds (Ohlsson, Chaix, anddviZ009; also, see pp. 60—
75).

Third, it forecasts utilisation Accurate prediction is not only important for
pharmaceutical companies, but also for healthcaofegsionals and policy makers
in charge of healthcare budget planning.

Fourth, itdevelops targeted detailing and continuing medechication Where
the adoption of new prescription drugs varies acmsctors, there is significant
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potential for targeted intervention. Distinguishibetween doctors who prescribe
new drugs early and those who prescribe them lateeger enables targeted
intervention through relevant, tailored informatieas well as economies of both
time and money (Strickland-Hodge and Jepson 1982hves et al. (2010) argued
that healthcare policy makers should focus on kiglame early prescribers. By
virtue of their characteristics—and, possibly, fapion—high-volume early
prescribers may have the greatest likelihood ofegaing peer influence.
Detailing and education should promote approprigte of new drugs, through
prescription of the most efficient / least expensi¥ available alternatives.

This article is structured into five sections. IBaling this introduction, the
second section disputes the doctors’ early adotiorew drugs as a personal trait,
independent of drug type. The third section presthe research strategy adopted
to identify relevant literature. Where early adoptof newly marketed drugs is
concerned, research shows considerable variatioms@@rescriber, patient, and
practice characteristics. This article differet@tabetween variables consistently
predicting early adoption and those producing is@sient results. The fourth
section analyses characteristics of early adopterd users with the aid of
population-based quantitative studies of presaiptiata and registers. Although
they capture the complex realities of prescribingcisions, without survey
guestionnaires and in-depth interviews, such stufdig to encapsulate the aspects
of prescribing decisions comprehensively. To camspée, the fifth section
summarises the key findings of the qualitative igsil Finally, the sixth section
concludes this article by summarising the resedindings and suggesting
unexplored questions.

Doctors’ early adoption of new drugs—personal chareteristic independent of
drug type?

Some doctors adopt new drugs early—others adopt faée or never. The
implicit assumption is that—irrespective of the gitype—some doctors are more
predisposed to adopt new drugs than others. Eadlgption behaviour is
associated with factors such as the doctor's age gender, the doctor’s
personality, and the characteristics of the prac{icoleman, Menzel, and Katz
1959; Williamson 1975b; Strickland-Hodge and Jep$682; Weiss et al. 1990;

® The qualitative studies referred to in this detiare based on data collected through in-
depth interviews, focus groups, or survey questies, regardless of data analysis
technique, while the quantitative studies refertedin this article are based on
prescription data or registers.
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Prosser and Walley 2003). Early adopters are\msli¢o influence other doctors’
adoption of new drugs significantly.

To identify patterns of early adoption, severalergcstudies used prescription
data in lieu of in-depth interviews, focus groupms, survey questionnaires.
Prescription data has the advantage of reflectimg realities of a doctor’s
practice—including the influences associated witltemal environments,
marketing and regulatory activities, and the nuarafendividual patients—as well
as the personality and behavioural traits of thetats (Groves, Flanagan, and
MacKinnon 2002).

A rigorous review of the prescription-based literatsuggests that ‘pure’ early
prescribers and users do not generally exist—napgof doctors or patients
emerge as prescribers or users of all potentialgvant, newly introduced drugs.
Steffensen, Sorensen, and Olesen’s (1999) was itsie quantitative study to
explicitly question the assumption that doctors dan grouped into adopter
categories that are likely to share specific charetics—early adoption was not
consistent across drug groups, and the shape ape of the diffusion curve were
dependent on both doctor and drug characteris8asilarly, Dybdahl et al. (2004)
found that general practitioners’ adoption of onmeug of drugs was poorly
associated with adoption of others—doctors’ eadigpdion of new drugs was not a
personal trait independent of drug type. Two ydatey, Florentinus et al. (2006)
examined the adoption of five drugs by a samplepgroximately one hundred
general practitioners and identified a small groop innovative general
practitioners responsible for a large part of eagigscriptions for new drugs.
However, the early prescriptions were very much gdmependent—heavy
prescribers of one drug were not heavy prescribéthe other four drugs—and
varied strongly across general practitioners. Kslkyj, Raymond, and Racher
(2007) came to similar conclusions.

In contrast, Bourke and Roper (2012) found sigaificand consistently signed
effects with relation to portfolio width across tsig drugs under examination—the
wider the doctor’s prescription portfolio, the steorthe doctor’s adoption time.
Moreover, where doctors had already adopted otieeo$ix new drugs early, early
adoption of one of the other five was significarfgter. However, the argument
that doctors with a track record of early adoptgenerally tend to be early
adopters of any new drug was disproved by the sampuder scrutiny—none of the
doctors adopted all six drugs within six monthghafir introduction. Besides, out
of more than ten, portfolio width was the only adle that consistently predicted
early adoption across the six study drugs. Wltistauthors clearly favoured the
image of early adopters, their findings rather sufgd the idea that doctors’ early
adoption is heavily dependent on the new drugsiastion.

To conclude, prescribing data shows inconsistenciethe uptake of study
drugs—heavy early prescribers of one new drug neyjate prescribers or even
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non-prescribers of another. Doctors seem to censghch new drug on its
individual merits, and adoption may also be inflcesh by personal and patient-
related characteristics.

The search strategies behind the literature review

The review at the core of this article focuses dardture assessing the
prescription of new medicines in both primary aedandary care, with time and
geography of no specific interest. In January 2@&®eral search strategies were
run on Google Scholar—each search strategy incladéelast one keyword from
each of the four major categories summarised inelhb

Table 1: Summary of keywords for the search streseg
Category Keywords

object new drug / new medicine

process adoption / diffusion / uptake

actor doctor / general practitioner / physiciapédalist
population-based / prescribing data / prescriptiata / registry

method o
guantitative

Since prescription data has the advantage of taftpcthe realities of
prescribing decisions, only quantitative studiesengeemed relevant. Prescription
data necessarily includes the influences of sadggesentatives, advertisement
activities of pharmaceutical companies, peer-regwjournals, scientific
meetings, peer pressures, and regulatory envirotsmeRrescription data also
reflects individual patient characteristics as vaalthe personal and behavioural
characteristics of the prescribing doctor.

The first 30 records of each search strategy weventbaded and screened for
eligibility—thus, of a total of 720 records, 16 dies were included in the review.
Their citations were also screened through Googleholar—and their
bibliographies were rigorously checked—to idenfifyther relevant quantitative
studies. This process resulted in an additionat &tudies. The key features of
these 20 studies—Ilocation and size of sample pbpalaype and number of study
drugs, factors that might influence new drug uptaked methodology—may be
summarised as follows. The studies were conduatedeveloped countries,
mostly Northern American and Northern Europeane $ample populations varied
greatly—from 32 healthcare centres to 28,402 gérmeetitioners, for example.
The study drugs also covered a wide range—cardioNas drugs, coxibs,
antihypertensives, and antidepressants, for examyille several studies focusing
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on more than ten new drugs. The variables undesideration also varied greatly,
with some studies focusing only on doctor charéties, while others also
assessed patient, practice, and drug charactesstieir most popular method of
analysis was logistic regressions.

There are several possible limitations to thiseevbf the literature. First, it
was undertaken by a single reviewer, heightenimgpbtential for errors in the
coverage and synthesis of the literature. Sectral,search strategies through
Google Scholar may have failed to identify quatitita studies where new drug
uptake was considered, but not as key focus. Tlhjuhntitative studies have
advantages as well as disadvantages. They astassnships based on huge data
sets—however, without specific research questionzomes of interest might be
completely disregarded, as the structure and coofehe data collected by health
insurance funds for health insurance purposes nwdyaliow it. Fourth, the
interview and questionnaire-based studies revievazd may have been subject to
self-reporting bias—missing independent validatithe, quality of their evidence
might be suboptimal. Fifth, whether quantitative qualitative, the studies
reviewed here cover a range of drugs, prescribgesgraphic regions, and
nations—variance in results may simply stem fronifedénces in drugs,
prescribers, or locations. In some cases, for gi@nihe lack of concordance
among study findings was evidently a straightfodveonsequence of the different
attitudes of general practitioners and specialistsothers, findings were assumed
generalisable across prescribers, drugs, pati@mdspractices.

Factors influencing new drug uptake

In both primary and secondary care, diffusion cérpiaceutical innovations is
subject to interacting influences. The idea thatyeprescribers do not generally
exist does not necessarily mean that adoption of adreigs is random. Rather,
adoption varies across prescribers, with the pilgscrpatient, practice, and drug
characteristics summarised in Table 2 (p. 61) andd significant in the adoption
process in at least one of the studies. Their murhighlights the complexity of
pharmaceutical innovation diffusion.

The studies identified several—mostly overlapping@eis-demographic and
professional characteristics that prove cruciaktha adoption process, and that
predict—seemingly consistently—new drug uptake. isTarticle will clearly
indicate the characteristics constant across drpgst However, in a number of
cases, there is contradiction within the literatuk&hilst some studies found one
particular variable significant, others found nadewce for the predictive power of
that variable. Also, reported correlation betweee particular variable and new
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drug uptake was not always consistent in termdrettion. These anomalies will
also be clearly indicated in this article.

Table 2: Summary of characteristics influencing thdiffusion of
pharmaceutical innovations

Prescriber Characteristics Patient Characteristics

- gender - age
- age - gender
- training location - socioeconomic characteristigs
- board certification - income
- clinical and therapeutic area - education
- hospital affiliation - health insurance
- clinical trial participation - race / ethnicity
- prescribing characteristics - marital status

- total prescribing volume - health

- portfolio width

- prescribing volume of drugs by the same

pharmaceutical company as the new drug

- prescribing volume in the therapeutic clag
of the new drug

n

Practice Characteristics Drug Characteristics

- solo / group - medical characteristics
- location (urban / rural) - unmet clinical need
- size - suboptimal response to

- number of patients existing therapies

- prescribing volume - improvement over existing
- number of diagnostic and therapeutic activities therapies
- composition of employees - relative therapeutic /
- private / public economic advantage

- safety versus perceived risk
- perceived efficacy

- cost

- marketing budget of the
pharmaceutical company

To explain the mechanisms leading to associatietaden variables and new
drug uptake, the findings from the quantitativeerbiture are discussed in
conjunction with the most important observatior@rfrthe qualitative literature—
without any claims to comprehensiveness. Howenmthodological drawbacks
render heavy reliance on the qualitative studieblpmatic. A retrospective study
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based on self-report is at risk of recall bias—eatthan what actually occurs in
practice, surveys and interviews may simply captuoemative responses and
expressed attitudes. Decision making may involugenscious factors or factors
which prescribers—for whatever reason—choose notlisglose (Prosser and
Walley 2006).

Prescriber characteristics

Gender Gender seems to play an influential role indhedy adoption of new
drugs—male prescribers are much more likely to adhew drugs than female
prescribers—and the finding seems to be consisteniss drug types. In a large-
scale quantitative study of British doctors, Innzard Pearce (1993) observed that
male doctors had much higher rates of new drugsatibn than female doctors. In
the group that prescribed new drugs most heavitynpan accounted for only 9 per
cent. Later studies came to similar conclusioneff&sen, Sérensen, and Olesen
1999; Tamblyn et al. 2003; Helin-Salmivaara et 2005; Groves et al. 2010).
Other studies found that the most likely explamaties in the difference between
the levels of confidence of male and female prbscsi with regard to the initiation
of new medical treatments to achieve desired healtbomes (Bensing, van den
Brink-Muinen, and de Bakker 1993; Tamblyn et al020

Age Age also seems to be associated with new drugkep Qualitative
research suggested unambiguously that early pbessriare younger than the
majority (Coleman, Katz, and Menzel 1966; Weisale1990; M. Y. Peay and E.
R. Peay 1994). The quantitative research camanitas conclusions (Tamblyn et
al. 2003; Glass and Rosenthal 2004; Groves et0dl0)2 Recently, Bourke and
Roper (2012) also reported that the age of thergépeactitioners had a small—
but statistically significant—positive effect ommié to adoption in four of the six
study drugs. Other studies found that the moslilexplanation lies with the
young doctors’ propensity for more aggressive irgption and the older doctors’
more established prescribing practices—as well dh wargeted marketing
practices (Lurie, Rich, and Simpson 1990; Tambly@ale2003). These findings
contrast with other studies, some of which fourat trarly prescribers were likely
to be older (Kozyrskyj, Raymond, and Racher 2000vEs et al. 2010) and some
of which found no correlation between prescribee agd early adoption of new
drugs. However, in general, younger prescribeemst® favour early adoption of
new drugs more than older prescribers.

Training location So far, due to data constraints, only four gizinte studies
have assessed the impact of training location om deug uptake. With the
exception of Groves et al. (2010), these studiemdothat the training location
plays an influential role in early adoption of nevwgs. From British (Inman and
Pearce 1993) and Northern American (Kozyrskyj, Raydy and Racher 2007)
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perspectives, more new drugs are prescribed by odoctvith overseas

qualifications. At the same time, Tamblyn et @0(3) found that the generalists
and specialists who had graduated from the mosntcformed medical school

had higher relative rates of new drug use. Mokelyi than not, unmeasured
aspects of the training environment influence neugdise in all three studies—
basic pharmacological training, policies relatedlitog detailing, relative financial

contribution by the pharmaceutical industry in irag and research, or the
educationally influential practices of attendingcttws during the formative

training years (Tamblyn et al. 2003). All in ale training location does exert a
significant influence on new drug uptake.

Board certification Board certification was found consistently assted with
adoption in some qualitative (Weiss et al. 1990) ajuantitative (Glass and
Rosenthal 2004) studies, but not in others (Majunedaal. 2001; Corrigan and
Glass 2005).

Clinical and therapeutic area A number of qualitative studies found that
doctors are more likely to prescribe new drugslinical and therapeutic areas
where they feel familiar or have a special interf@bleman, Katz, and Menzel
1966; Jacoby, Smith, and Eccles 2003; Prosser aalieyV2003; Tobin et al.
2008). In line with these findings, Fendrick, Hirand Chernew (1996) reported
faster adoption among specialists in secondary ttzma among generalists in
primary care. In contrast, Dybdahl et al. (20d)rfd no clear association between
the general practitioners’ self-rated clinical net&®t and their prescribing of new
drugs. Such mixed results were reflected in sévepsmntitative studies.
Majumdar et al. (2001), Ruof et al. (2002), Glasd Rosenthal (2004), and Helin-
Salmivaara et al. (2005) found that specialistsewnore likely to adopt new drugs
than generalists, while Kozyrskyj, Raymond, and Heac(2007) found mixed
evidence. In contrast, Groves et al. (2010) fotlvad generalists were more likely
to adopt new drugs than specialists. However, hen whole, the clinical and
therapeutic area seems to play a role in the amloptiocess, with specialists more
likely to adopt special-purpose new drugs early gewkralists more likely to adopt
new drugs used for a spectrum of therapies early.

Hospital affiliation Hospital affiliation is the subject of many qittive
studies (Strickland-Hodge and Jepson 1988; Fee#}. et999; Jones, Greenfield,
and Bradley 2001; Jones et al. 2001; McGettigaal.2001; Prosser, Almond, and
Walley 2003; Tobin et al. 2008). Hospital-affikat doctors are restricted by
hospital formularies (Glass and Rosenthal 2004)thenone hand, but exposed to
specialist influence, on the other, with speciahfiuence seemingly outweighing
hospital formulary restrictions (Kozyrskyj, Raymgrashd Racher 2007).

Clinical trial participation. Clinical trial participation increases early atlon
of new drugs according to both qualitative (Denigak 1991) and quantitative
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(Corrigan and Glass 2005) studies, due to proximaitsesearch and understanding
of the evidence base (Chauhan and Mason 2008).

Prescribing characteristics Prescribing characteristics seem to exert a
significant influence on the adoption process. abidress the unfulfilled medical
needs of some of their patients, doctors with & kpgtient flow seem particularly
alert to new drugs, irrespective of therapeutic eftyv (Glass and Rosenthal
2004)—the higher th&otal prescribing volumand the higher thportfolio width,
the higher the likelihood of early adoption of ndmgs. Bourke and Roper (2012)
found that such doctors are more aware of altammatptions and adopt new drugs
early. For First-in-Cladsgdrugs, Glass and Rosenthal (2004) found that idfieeh
the prescribing volume of drugs by the same pharmacalutompany as the new
drug, the higher the doctor’s likelihood of early adoptof other drugs from that
pharmaceutical company—either due to increasedlidgtay that pharmaceutical
company to the doctor, or to the doctor’s configeaad trust in that company /
company’s sales representatives. For all other daws, Glass and Rosenthal
(2004) found that the higher tipeescribing volume in the therapeutic class of the
new drug the higher the likelihood of early adoption oatmew drug—new but
non-novel drug prescription may be due to pre-gdstirugs’ failure to fulfil the
medical needs of the patients. Non-prescribesstimerapeutic class may not have
patients suitable for that therapeutic class, oy mat be convinced of that
therapeutic class’ medical value.

Patient characteristics

Patient characteristics such as age, gender, sociomic status, and the
presence of comorbiditieseem to influence new drug uptake. On the oné,han
the empirical evidence is vast—on the other, chiaretics of early receivers vary
from drug to drug, with the therapeutic goal and thrget audience of the drug.
An exhaustive review of the relevant literaturéhisrefore impossible.

Age Doctors’ likelihood of continuing to prescribe particular medication
seems to be influenced by patients’ age—since lglgatients are more likely to
experience side effects, doctors are less likelyprescribe new drugs to older
patients (Tamblyn et al. 2003; Alvarez and Hernan2@05) and more likely to
prescribe new drugs to younger patients (Mark eR@02; Hansen et al. 2004;
Greving et al. 2006; Ohlsson, Chaix, and Merlo 200Brugs generally designed
for the elderly—to treat Alzheimer's disease orhadtis, for example—are of
course an exception (Florentinus et al. 2005a, B0PG06; Helin-Salmivaara et al.
2005).

4 Pioneering drugs in their respective treatmetegary.

®  The presence—or effect—of diseases other thaprthery disease of a patient.
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Gender While patient gender might influence the likelitd of starting new
medications, new drug characteristics and therapgotls usually determine the
main gender target group (Mark et al. 2002; Florest et al. 2005a, 2005b, 2006;
Roer at al. 2010).

Socioeconomic characteristi¢ggacome education andhealth insurance By
definition, the socioeconomic status of patienffects their economic and social
position in relation to others, based on incomecupation, and education
(Winkleby et al. 1992). An increasing body of sgy-based literature suggests
that the socioeconomic status of the patient infbes doctors’ prescribing
behaviour irrespective of medical considerationsufMani et al. 2002; Roer et al.
2010). High-income patients seem more likely taeree new drugs early
(Kozyrskyj, Raymond, and Racher 2007; Ohlsson, x;haind Merlo 2009), not
least because of their ability to pay for out-othet treatments. Privately insured
patients also seem more likely to receive new dregdy (Florentinus et al.
2005a). In addition, elderly patients with a highel of formal education have a
higher probability of being dispensed new drugsthi@ose with a low level of
formal education, irrespective of gender, age, jpeesidential area, comorbidity,
and number of drugs used (Haider et al. 2008). |&\hie literature is generally
homogenous in that patients with high socioeconastatus seem more likely to
receive new drugs early, some studies found nacedsm (Hansen et al. 2004).

Race/ ethnicity Correlation between race / ethnicity and so@oemic status
suggests correlation between race / ethnicity awd drug uptake. For example,
non-African-Americans are more likely to be treateith new medications than
African-Americans and Hispanics (Mark et al. 2002umit et al. 2003; Van Dorn
et al. 2006; Wang et al. 2006).

Marital status Marital status might influence new drug uptatet the pattern
varies from drug to drug. Prescription of new-gatien antidepressant drugs is
more likely among single patients than among mdrioe cohabiting patients
(Hansen et al. 2004), for example, whilst presmipof new drugs against high
cholesterol is more probable among married or ctingbpatients than among
single patients (Ohlsson, Chaix, and Merlo 2009).

Health A patient's health status—self-reported healtloor response to
existing therapies, previous use of certain meninat and presence of
comorbidities—evidently plays an influential role mew drug uptake (Florentinus
et al. 2005a, 2005b; Greving et al. 2006; KozyrsRgymond, and Racher 2007).
Doctors seem to consider individual contexts safiguand patient convenience
seems to influence new drug uptake and promotéeeadoption among patients
in desperate stages.
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Practice characteristics

Solo / group In group / partnership practices, continuousfgasional
stimulation and other social factors seem to acatdethe early adoption of new
drugs. Joint responsibility for patients promaties circulation of medical notes
and allows for cross-fertilisation of therapeutidormation (Williamson 1975b),
while daily personal contact with colleagues presgidan efficient channel for
information transfer and evaluatibn.As a result of working closely together,
doctors may even become conformist in their prbsayi habits (Williamson
1975b).

The empirical literature is ambiguous on the impattgroup / partnership
practices on new drug uptake. In their classidystColeman, Menzel, and Katz
(1959) reported that doctors who practice in pastmes introduce new drugs on
average 2.3 months earlier than doctors who pedric their own. Williamson
(1975b) came to a similar conclusion and demoredrdhat the difference in
adoption times is a direct consequence of the réifiee in speed of information
evaluation, partially accounted for by contact tin#h peers. Weiss et al.’s
(1990) questionnaire study also concluded that neesfilip in a group practice is a
powerful variable in discriminating between doctatso innovate and doctors who
do not. One registry-based study supported thesengs (Steffensen, Sérensen,
and Olesen 1990), while another found the diffeeeticappeared after adjustment
for practice size (Dybdahl et al. 2004). The highlee number of patients a
practice has, argued Dybdahl et al. (2004), thédrighe probability to consult a
patient who might be a candidate for a new drug-eaclision Steffensen,
Sorensen, and Olesen (1990) may have drawn toothlegdadjusted for practice
size. M. Y. Peay and E. R. Peay (1988, 1994) didsapport the contention that
doctors practising in partnership differ from thealo counterparts. Furthermore,
Florentinus et al. (2006) found that doctors whactise on their own prescribe
more new drugs than those in group practices, lplgsfiecause such doctors
interact with specialists much more than with otlyemeralists, and because
hospital consultants have much more influence tveradoption process (M. Y.
Peay and E. R. Peay 1994; Prosser, Almond, andewal03). Adjusting for
practice size is essential in determining whetlaglyeadoption of new drugs stems
from high number of patients or from continuous fessional stimulation.
Previous empirical research rather suggests tmeefiocontention—group practices
adopt new drugs early because they are (much Hikeg) to meet patients in need
of the new drugs.

®  For a discussion of the role of social networkshie early adoption of new drugs, see

pp. 74-5.
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Location (urban / rural) Urban practice locations might result in eargwn
drug adoption, while late new drug adoption in raeeas might be due to the
personal characteristics of doctors who elect tactize in rural communities.
Besides, in contrast with their urban colleaguagalr doctors have fewer
opportunities for professional interactions withepge an important factor in the
decision to initiate new treatments (Coleman, Méremed Katz 1959; Williamson
1975b; M. Y. Peay and E. R. Peay 1994; Jones, Getstnand Bradley 2001;
McGettigan et al. 2001). The lower utilisationemmight also be explained by the
differential intensity of visits by pharmaceutiéatlustry representatives related to
geographic inaccessibility (Tamblyn et al. 2003)ccording to a questionnaire
study, rural doctors are less likely to prescribewvndrugs than their urban
colleagues (Cutts and Tett 2003)—the prescribinta daflected doctors’ self-
reported behaviour (Tamblyn et al. 2003; Bourke Roger 2012). Groves et al.
(2010) also found that the upper quartile of higlative doctors might be best
classified as doctors with urban practices. Intie@t, the mail survey of Buban,
Link, and Doucette (2001) found no apparent infagenf location on oncologists’
adoption of a new agent, suggesting a reassurifigieeicy of information
dissemination. Four other quantitative studies &sind no support for the early
new drug adoption of urban areas (Majumdar et@012 Alvarez and Hernandez
2005; Behan, Cutts, and Tett 2005; Ohlsson, Clzaig, Merlo 2009). Moreover,
at the other extreme, Groves et al. (2010) fouatl dloctors classified as high-total
new drug prescribers were more likely operatinguinal areas, possibly due to high
patient and elderly patient loads.

In sum, the majority of the studies indicated dffex methods of information
dissemination across geographical boundaries (Magurat al. 2001; Alvarez and
Hernandez 2005; Behan, Cutts, and Tett 2005; Om/sSbhaix, and Merlo 2009;
Groves et al. 2010). Modern communication techgylmost probably enables
rural doctors to be as up-to-date as urban doctaii-abundant possibilities for
continuing education and exchanges with colleagaesl with full access to
information from pharmaceutical companies.

Size(number of patientsind prescribing volume Number of patients is one
potential measure of the size of the practice, @inthe likelihood to adopt new
drugs early—the higher the number of patients, thgher the likelihood
(Strickland-Hodge and Jepson 1982; Weiss et al0}1980ome quantitative studies
supported these observations (Steffensen, SéreasdnQlesen 1999), others did
not (Alvarez and Hernandez 2005). Strickland-Hodgd Jepson (1982) offered
three explanations for the association betweenrematist size and new drug
uptake. First, the higher the number of patiettis, higher the probability of
patients with conditions targeted by the new drug§econd, the more innovative a
doctor is perceived, the higher the doctor’s likebd to attract patients. Third,
doctors busy with patient management do not hawe for critical evaluation of
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advertisements and take favourable drug informdtoigranted At practice level,
no association was found between high prescriboigme and early adoption of
new drugs (Glass and Rosenthal 2004; Ohlsson, Cleaid Merlo 2009).
Similarly, Dybdahl et al. (2005) found few, wealgdainconsistent associations
between early adoption of new drugs and previoesquibing of drugs belonging
to the same therapeutic class. Whether measuredumber of patients or
prescribing volume, the size of the practice dastsptay an influential role in the
early adoption of new drugs. This conclusion isaxdy counterintuitive, but also
at odds with individual doctor's prescribing chdeaistics (see pp. 62-4).
However, the innovative and conservative behaviairshe individual doctors
may only cancel one another out, when summed ppaatice level

Number of diagnostic and therapeutic activitieSteffensen, Sérensen, and
Olesen (1999) and Alvarez and Hernandez (2005)dfahat a high volume of
diagnostic and therapeutic activity is associatesitiyely with early adoption of
new drugs—at least for generalists, if not for gplests (Tamblyn et al. 2003). A
high volume of diagnostic and therapeutic activitgry be indicative of the severity
of the patients’ health, and of the need for eadgption of new drugs

Composition of employees Ohlsson, Chaix, and Merlo (2009) found that
healthcare practices employing specialists as agelieneralists are more likely to
adopt new drugs early than practices employing igdises only. Bourke and
Roper (2012) found similar results for practicepkaying the assistance of a nurse
or secretary.

Private / public Ohlsson, Chaix, and Merlo (2009) found that g
healthcare practices are more likely to adopt nevgglearly than public healthcare
practices.

Drug characteristics

The majority of drug characteristics—the suboptimedponse of patients to
existing therapies and the safety and perceiveccaelf of new drugs, for
example—can be measured only qualitatively. The @vug characteristics
measurable quantitatively are the cost of a new dnd the marketing budget of
the pharmaceutical company introducing it.

Medical characteristics Unmet clinical needsuboptimal response to existing
therapy (Jones, Greenfield and Bradley 2001; Prosser aralleW 2003),
improvement over existing therapig®nes, Greenfield and Bradley 2001; Prosser
and Walley 2003), andelative advantage—therapeutior economie—over
existing therapies all influence the early adoptbnew drugs.

Safety versus perceived risk Safety—including adverse side effects and
interactions with other drugs prescribed to theegpat—is the primary concern in
early adoption of new drugs (Ruof et al. 2002; Mag008; Tobin et al. 2008),
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while Williamson (1975a), Jones et al. (2000), dodes, Greenfield, and Bradley
(2001) stressed the impact of the perceived rislgeneral, the higher the risk, the
longer the average early adoption time. However,YMPeay and E. R. Peay
(1994) found that highest-risk drugs are adoptestefd, suggesting that the
doctors’ tolerance of risk depends on the sevefitye illness.

Perceived efficacy The higher the perceived efficacy, the highex darly
adoption of new drugs (M. Y. Peay and E. R. Pe#8819ones et al. 2000; Buban,
Link, and Doucette 2001; Jones, Greenfield, andiiBsa2001; Groves, Flanagan,
and MacKinnon 2002; Ruof et al. 2002; Jacoby, Spdtid Eccles 2003; Prosser
and Walley 2003; Greving et al. 2006; Tobin e28i08).

Cost Although cost is a quantitatively measurableialde, no study has
analysed systematically the influence of the redaprice on the early adoption of
new drugs. In general, cost is less important thath safety and perceived
efficacy (Chauhan and Mason 2008), and does no¢sept a significant barrier in
the early adoption of new drugs (Mason 2008). Dctry to balance efficacy and
cost, but they are not reluctant to prescribe higtwst, more effective drugs
(Jones, Greenfield, and Bradley 2001; Prosser aateW2003; Tobin et al. 2008).
Jacoby, Smith, and Eccles (2003) found that thet fieguent early adopters of
new drugs are the least cost conscious. Howavegeneral, doctors feel high-cost
new drugs constrain their routine prescribing tcsesa where the cheaper
alternatives were either not tolerated or ineffext{Booth-Clibborn, Packer, and
Stevens 2000; Ruof et al. 2002; Prosser and Wa0eg).

Marketing budget of the pharmaceutical compaiijne marketing budget of the
pharmaceutical company put behind the new drugenites early adoption (Glass
and Rosenthal 2004; Booth-Clibborn, Packer, andse®te 2000). However,
neither the qualitative study of Jones, Greenfigidl Bradley (1999) nor the
guantitative study of Tamblyn et al. (2003) ideetif a relation between
advertising intensity and early adoption of newgdru Thus, per se, the marketing
budget does not influence early adoption of newgslruHowever, the marketing
budget specifically assigned to a new drug doest exasignificant, consistently
signed influence (Glass and Rosenthal 2004).

Other factors
Early adoption of new drugs occurs in complex amuinents, subject to

numerous influences. A substantial amount of tatale research has addressed
the channels of information concerning new drugd @re factors that influence
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individual doctors’ early adoption. The list of factors reviewed herewith is
comprehensive, even if the review itself is famiroomprehensive. Doctors may
become aware of new drugs from commercial sourgkie the ultimate sanction
to prescribe may stem from professional sourcesh sa€ medical journals
(Strickland-Hodge and Jepson 1980). This sectmeudes on the role these
various sources of information play and discuskestle of the social network by
highlighting the influence of interpersonal comnuation on early adoption.

General practitioners and specialists differ in théent to which they use
various information sources (Jones, Greenfield, Bratlley 2001; McGettigan et
al. 2001). Objective sources of information—jouraeticles and evidence-based
information from independent organisations, forragle—seem underutilised by
general practitioners (M. Y. Peay and E. R. Pea&3819994; Jones, Greenfield,
and Bradley 2001; McGettigan et al. 2001; Tobiralet2008). Instead, general
practitioners rely on the commercial informationoygded by pharmaceutical
companies through sales representatives. Pro&kegnd, and Walley (2003)
described general practitioners as largely readive opportunistic recipients of
new drug information, rarely undertaking an actiiermation search. In contrast,
specialists are close to new drug development ikaty lto be aware of new drugs
before their official approval (M. Y. Peay and E. Reay 1994). For them,
colleagues—from their own speciality or from othsecialities—and clinical
meetings are of greatest practical importance. kbthdifferences in the working
environments of the two groups of prescribers maplain these behavioural
differences (McGettigan et al. 2001). General {tianers work often alone—or
with just a few colleagues—for them, sales repreg®es and consultants may
represent the main channel to exchange professideas. In contrast, specialists
work in hospital settings—for them, regular inteiaas with peers facilitate the
diffusion of ideas and innovations.

Professional information and evidence

A drug launch is accompanied by a large volume mfbrmation, both
commercial and professional. Doctors for whom dsadety and efficacy are
paramount rely on established, scientific, non-camuial evidence—in general,
specialists represent the subgroup of doctors wteindependent research as the
key source of empirical validation for new drug®nds et al. 2000; Jones,
Greenfield, and Bradley 2001; Prosser and Wall&620

" Interviews and questionnaire surveys rely on tEtors’ subjective recalls of

prescribing events, possibly prejudiced by socesimhbility bias. This is a caveat
worth remembering in interpreting the results, esgly since sources considered
important in theory are not of greatest practic#ityi(McGettigan et al. 2001).
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Many research studies highlighted the rplkeer-reviewed journalgplay as
sources of information on new drugs (Coleman, Meremed Katz 1959; M. Y.
Peay and E. R. Peay 1990; Jones, Greenfield, aadieBr 2001; McGettigan et al.
2001; Jacoby, Smith, and Eccles 2003). Sometisiescialists even ask sales
representatives to provide information from theestfic literature (Jones,
Greenfield, and Bradley 2001), journal articlesrandomised clinical trisd and
meta-analysideing judged the best (Prosser and Walley 2006)both primary
and secondary care, sound research evidence warsekpo be very influential in
reaching prescribing decisions (Coleman, Menzetl Katz 1959; Jones et al.
2000; Jacoby, Smith, and Eccles 2003). Howeveneseesearchers contested the
value of peer-reviewed journals, considered exegelsitime consuming, out of
date, and overly complex by some doctors (Prosstialley 2003).

Several studies indicated thdiug bulletinsrepresent an important channel of
information about new drugs (McGettigan et al. 20Gtoves, Flanagan, and
MacKinnon 2002)—in theory, general practitioners sinérequently rate drug
bulletins together with medical journals as impott@McGettigan et al. 2001).

Specialist meetingpresentationsconferencesandsymposigprovide a highly
valued source of information, facilitate interacti@among doctors, and may
influence the early adoption of new drugs (Colemisienzel, and Katz 1959;
Buban, Link, and Doucette 2001; Jones, Greenfiait§ Bradley 2001)—early
information might act as a catalyst for early awass and positive evaluation,
through interactions with professionals at naticad international events (M. Y.
Peay and E. R. Peay 1994). . Most probably, deataore sensitive to new
developments attend more such forums, althougimdsdteee may be expensive
(Groves, Flanagan, and MacKinnon 2002).

Some degree ofssociation with an academic centrthrough teaching,
publishing, or holding an academic appointmentei@ample—shows a heightened
professional orientation and results in early aidopbf new drugs (Weiss et al.
1990).

Guidelines hospital formularies and protocols might also exert influence on
new drug uptake. In theory, specialists consither national formulary as the
second most important source of information on rdnwgs, senior colleagues
being the first (McGettigan et al. 2001). In preet Wathen and Dean (2004)
found that best practice guidelines have little aetpon new drug uptake in the
UK. Nevertheless, technological guidelines accamgzh by other sources of
information or personal experience trigger an iasesin prescribing new drugs.
Of course, new drug uptake might be constrainedwel as facilitated by
guidelines, hospital formularies, and protocols oB8er and Walley 2006).
Similarly to government policy(Griffin 1995), guidelines might promote
therapeutically innovative, cost-effective new drughilst prohibiting expensive
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new drugs (Jones et al. 2000). (However, spetdatian overcome formulary
restrictions by recommending new drugs to geneetjtioners.)

Prescribing decision support systepravide evidence-based recommendations
and help doctors identify patients who might bendfom pharmaceutical
innovations. They may increase the early adoptibtherapeutically advanced,
cost-efficient new drugs—general practitioners wise them are less inclined to
prescribe cost-inefficient new drugs (Greving e28I06).

Finally, personal experiencehas a high impact on doctors’ prescribing
behaviour (Buban, Link, and Doucette 2001; Jonesefield, and Bradley 2001,
Prosser, Almond, and Walley 2003). Individual ltimg might be urged by
exhaustion of other possibilities, by the doctgrstsonal curiosity, or by patients.
Trialling is essentially a reflective process tha#lows doctors to test therapeutic
outcomes and interpret evidence in the light ofeeigmce (Prosser and Walley
2006)—positive experiences with a new drug indub@nges in prescribing
behaviour, while negative experiences most likeldl to the rejection of the new
drug.

Commercial information

Although they place more emphasis on professionf@riation, specialists
might rely on commercial information for drugs ades their speciality. In
contrast, general practitioners indicate greateefgpence for commercial
information—time constraints and the broader ramfgeonditions they treat do not
allow general practitioners to review satisfactoréll relevant professional
information. However, for both specialists and gralfists, information from sales
representatives is often the first source of infation.

The commercial information is provided by pharmaoal companies.
Pharmaceutical companies aim to boost profits bgriporating new drugs early in
their lifecycle, by raising awareness among togfgesionals, and by maintaining
the new drugs’ first-choice statuses within thesspective therapeutic groups
(Groves, Flanagan, and MacKinnon 2002). Pharmaadunarketing not only
raises awareness—it evidently influences decisiaking too.

The prominence ofommercial informationn early adoption of new drugs was
shown—for example—by Avorn, Chen, and Hartley ()982. Y. Peay and E. R.
Peay (1988), and Prosser, Almond, and Walley (200B}eractions withsales
representativefave a particularly strong impact (M. Y. Peay &ndR. Peay 1988,
1994; McGettigan et al. 2001; Jones, Greenfield, Bwradley 2001; Jacoby, Smith,
and Eccles 2003; Prosser, Almond, and Walley 20@&jin et al. 2008)—early
prescribers use sales representative informatimmsively (Jones, Greenfield, and
Bradley 2001; Prosser, Almond, and Walley 2003;iffait al. 2008). Three-
quarters of US doctors consider pharmaceutical etiandx information useful



AGNESLUBLOY 73
MANAGING THE DIFFUSION OF PHARMACEUTICAL INNOVATIONS CONCLUSIONS FROM A LITERATURE REVIEW

(Kaiser Family Foundation 2002). In general, satggesentatives are viewed as
an expedient means of keeping up-to-date and aeguand processing drug
information—even when doctors intend to minimise timportance of sales
representatives, to avoid distorted, selective, amdrly positive information
(Prosser, Almond, and Walley 2003; Chauhan and Mas@8).

Pharmaceutical companies facilitate new drug avesm®mn many other ways,
including throughdirect mail conferencesandjournal advertisementsin peer-
reviewed medical journals, controlled-circulationuinals, or pharmaceutical
prescribing reference guides (Strickland-Hodge deoson 1982; M. Y. Peay and
E. R. Peay 1994)—or througiponsoring of continuing educati@ndfunding of
clinical trials.

If allowed, direct-to-consumer advertisinigg the mass media influences early
adoption of new drugs through patient requestoomBting the potential benefits
of new medications may stimulate unmet demandett tertain conditions or may
raise expectations of better relief than availapteducts—empirical evidence
showed that the percentage of patients who hadesteg a treatment for which
they had sought outside information was positiadgociated with early adoption
of new drugs (Buban, Link, and Doucette 2001). Tble of patients should
therefore not be underestimated, especially simrergl practitioners report that
patients often request new medications—time coimssraand the desire to avoid
conflict and increase patient role in decision mgkbeing quoted as reasons for
granting them (Prosser, Almond, and Walley 2003Jowever, Chauhan and
Mason (2008) reported little evidence of patientiencing prescribing decisions,
but forecasted increasing patient impact on newg drptake, as self-care and
patient-choice agendas gain increasing prominentiaether direct-to-consumer
advertising is actually effective in getting dostdp write prescriptions is still a
matter for debate in the literature (Glass and Ribsg 2004).

Finally, pharmaceuticadamplesinfluence new drug uptake, since doctors who
receive new drug samples are more likely to adogtain the others (M. Y. Peay
and E. R. Peay 1988).

In sum, pharmaceutical companies provide knowledgerease product
awareness, and direct further information acqoisit-they have a direct impact on
prescribing. In an environment of growing emphasisvidence-based medicine,
does professional information counterbalance cormalenformation? Greving et
al. (2006) found that general practitioners whg @ commercial information are
more likely to prescribe new drugs in preferenceotioer drugs from the same
therapeutic class.  Promotional information—theynatoded—continues to
determine the early adoption of a new therapeldissc
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Communication among professionals

A wide variety of research showed thiatterpersonal communicatiobetween
opinion-leading doctors and their peers is a @itfactor in the rapid, wide-scale
acceptance of innovative drugs (Coleman, Menzdl, ldatz 1959; Williamson
1975b; M. Y. Peay and E. R. Peay 1994; Jones, Getstnand Bradley 2001;
McGettigan et al. 2001). Personal contacts prowddeeal stimulus, since key
opinion leaders present reliable, easy-to-diges¢smsnents of new drugs. While
other sources of information provide the nurturiggppundwork of necessary
knowledge, behavioural change requires the legstimgi power of personal advice
from informed and respected colleagues (Weiss 419810).

Coleman, Menzel, and Katz (1959) argued that mie¢work of informal
relations among doctors is highly effective in transferrimgformation and
influencing the diffusion of pharmaceutical inndeas—socially integrated
doctors introduce new drugs quicker than their miemated colleagues. The
finding was found valid for all three social stuiets of the medical community
studied (advisor, discussion, and friend networksiiy one caveat—the channels
of influence among doctors operate most powerfdilying the first few months
after the release of a new drug.

A significant amount of literature addressed itffeience of specialists on their
specialist colleagueBNeiss et al. 1990; M. Y. Peay and E. R. Peay 18&ban,
Link, and Doucette 2001; Jones, Greenfield, andilBsa2001; McGettigan et al.
2001). Consultants rely heavily on the advicealleagues regarding the utility of
new medications (Weiss et al. 1990; Jones, Grddnfad Bradley 2001)—they
rate their senior colleagues most frequently asonamt for new drug uptake
(McGettigan et al. 2001). In both theory and gragtthe number of contacts with
other doctors is the most consistent predictorasfyeawareness and prescription
(M. Y. Peay and E. R. Peay 1994). However, althodgctors who serve as
information sources for colleagues (whether ascasupf advice or recipients of
referrals) learn about a new drug earlier, theyhdoprescribe the drug earlier. In
contrast, doctors defined as information seekeretiner as seekers of drug advice,
sources of referrals, or conference attendeeshatreonly aware of a new drug
earlier, but also prescribe it earlier (M. Y. Peayl E. R. Peay 1994).

Compositiormatters too, not just the number of contacts. idgethe number of
specialist colleagues inside the main practicanggtinteractions with specialist
colleagues outside are also significantly assatiatith new drug uptake (Weiss et
al. 1990; Buban, Link, and Doucette 2001)—inforrcaimmunication channels
outside the main practice setting raise the likaldh of learning about therapeutic
advances.
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Local opinion leaderglay a particularly influential role in the diffiem of
pharmaceutical innovations (Greer 1988; Soumeral.€t998). Their evaluations
form the basis for consensus among their groupsrer@quisite for diffusion.

A vast amount of literature emphasised itifeuence of specialists on new drug
uptake in general practicethrough advice or example (Strickland-Hodge and
Jepson 1988; Feely et al. 1999; Jones, Greenfeld,Bradley 2001; Jones et al.
2001; McGettigan et al. 2001; Prosser, Almond, &alley 2003; Tobin et al.
2008). A significant amount of general practiceguribing is hospital-initiated or
hospital-led (Jones et al. 2000; Jacoby, Smith,Eeaes 2003). New drugs seem
to diffuse into general practice through a two-stefocess, with hospital
consultants as innovators and general practitionsr$ollowers, with perceived
uncertainty of new drug prescription thus signifita reduced (Prosser and
Walley 2003). However, Florentinus et al. (2008)irid no supporting evidence
for this model—general practitioners are respomsibt a considerable amount of
early prescription of new drugs.

Consistency of evidenaeduces uncertainty and promotes new drug uptake
(Prosser and Walley 2006). Perceiviedal consensusand conformismwith
consultants—or other respected professionals—dr atiher group norms is also
likely to shape prescribing behaviour (Jacoby, Bmdnd Eccles 2003). In
contrast, lack of consensus over best use slowsnddtwe diffusion of
pharmaceutical innovations (Chauhan and Mason 2008)

Finally, doctors who sit on decision-making bodiesuch as the drug and
therapeutic committees (DTCs) in the UK, for examplhich evaluate drugs for
introduction in formularies—appear to have a sgecfluence, due to proximity to
research and understanding of evidence base (ChamigaMason 2008).

Summary and discussion

For patients to receive the best possible cargptobave to consider the risks
and benefits of new drugs in conjunction with patieharacteristics. However,
healthcare budget limitations cannot be ignoredtaiting treatment for one
patient adversely affects therapy availability fother patients. Efficient
prescribing is a complex exercise, and early adoptif new drugs is the outcome
of interactions among prescriber, patient, drugl #oe interpretation of evidence.
The determinants of the decision to prescribe mi®réonnected in many—often
conflicting—ways. However, a rigorous review oétliterature revealed a number
of variables that produce consistent predictionarfy adopters.

At prescriber level, male general practitionersidgifly prescribe new drugs
earlier than female general practitioners. Foreigalifications and graduation
from most recently formed medical schools are agociated with higher rates of
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new drug use. Similarly, interest in particulainidal or therapeutic areas also
exerts influence on new drug uptake. Early adoptib special-purpose drugs is
more likely among specialists than among genesalighile drugs used for a wide
spectrum of therapies diffuse faster among geneedadtitioners. Partly related to
clinical interest, clinical trial participation ialso a powerful predictor of early
adoption. Finally, prescribing habits exert a gigant influence on the adoption
process. Not surprisingly, the greater the nunabeotal prescriptions written for

all types of drugs and the wider the prescribingfplio, the greater the chances of
writing prescriptions for new drugs.

At patient level, consistent predictors of new dupgake include young age and
high socioeconomic status—high income, high levielfasmal education, and
being member of the majority race / ethnicity of gtountry. Furthermore, poor
health status—either self-reported or due to comdibs or unsatisfactory
response to existing therapies—also promotes nawy wjstake.

At practice level, the volume of diagnostic and réapeutic activity is
consistently associated with new drug utilisatiohe-thigher the number of
healthcare services delivered, the more severdehéth status of the patients is
likely to be, urging adoption of new drugs.

Most drug characteristics can only be measuredtgtiaély, through in-depth
interviews and survey questionnaires. One excepothe marketing budget a
pharmaceutical company puts behind a new druglinénwith expectations, the
higher the marketing budget, the faster the adoptio

However, categorising early and late prescriberafoumber of other variables
is not possible, due to inconsistent results.

At prescriber level, the age of the doctor is aateth characteristic—in the
majority of cases, no association was found. Whsesciation was found, young
age favoured early adoption, in line with intuitioAt the same time, neither board
certification nor hospital affiliation associatemesistently with new drug uptake.

At patient level, characteristics of early recesreary from drug to drug, mostly
depending on the therapeutic goal and the targéeace of the drug. In line with
this, neither the gender nor the marital statushef patient produces consistent
prediction. However, of course, old age favoursptidn of drugs designed
specifically for the elderly.

At practice level, several variables yielded ingstesit results in quantifying
the likelihood of new drug uptake. Group practiassociate with new drug uptake
in some studies—most probably due to high humb&gatents in need of such
therapies rather than professional stimulation frooleagues—but not in all.
Practice location (rural or urban) also does nadjmt consistently new drug
uptake. Drug-related information and marketingvitgt have good reach across
geographic areas—the immediate demand for new dsugfimulated to a similar
extent in both urban and rural areas. Practie-simeasured either by number of
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patients or prescribing volume—also does not aagmcionsistently with new drug
utilisation.  Presumably, the innovative and cowatve behaviours of the
individual doctors can only cancel one another aditen summed up at practice
level.

Prescribing decisions cannot be captured withoudeioth interviews and
survey questionnaires—the list of factors identifie the previous section was
comprehensive, even if the review itself was nof new drug launch is
accompanied by a large volume of information. émeral, to judge drug safety
and efficacy, specialists place emphasis on estali professional information,
while general practitioners rely more upon comnarciinformation.
Pharmaceutical companies disseminate commerciarnmation and provide
knowledge, increase product awareness, and dirgbef information acquisition.

Integration—professional and social—appears to mengortant influencing
factor, with information relayed through direct, r@enal contacts proving
particularly powerful in new drug uptake (Colemitenzel, and Katz 1959; Greer
1988; M. Y. Peay and E. R. Peay 1994; Weiss €t1280; Jones, Greenfield, and
Bradley 2001; McGettigan et al. 2001; Tobin et2fl08). Specialist peers are the
most powerful contacts among hospital consultantghile both sales
representatives and hospital consultants drive devg uptake among general
practitioners. This possibly richest medium of oaummication—and of influence
over new drug uptake—has important implications fmth pharmaceutical
companies and healthcare strategists. Pharmagkoatimpanies should continue
to devote significant proportions of their markgtinbudgets to sales
representatives, and should target customised acidntigically valuable
information at key opinion leaders. At the sameeti healthcare strategists should
be very careful with projects that rely on electcodatabases—efforts to utilise
objective information to improve prescribing hadlégoous outcomes (Chauhan
and Mason 2008), and healthcare strategists slpoefdrably rely on specialists to
systematically disseminate new drug information piregcribing guidelines.

This article has shown that early adoption of nemugd is an extremely
complex process. The diffusion of pharmaceutinabiation is the outcome of
interactions among doctors’ prescribing behaviodogtors’ social networks, and
pharmaceutical companies’ product strategies, withealthcare institutional
settings—outside the US—established largely by gowents. Due to data
constraints, only Glass and Rosenthal (2004) chetrofor the impact of
pharmaceutical marketing on early adoption of newgs. However, their product
strategy variable was an aggregate reflecting iteeaf the marketing budgetot
a prescriber demographic ompeactice characteristic—an issue for examination
by future research.
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Doctors’ individual characteristics and social rattions are of particular
importance in their prescribing behaviour, prindpaamong specialists.
Predicting doctors’ prescribing behaviour is a cemmnd multifactoral exercise
in itself—just as much a challenge for researckthfuture as it has been in the
past. So far, researchers have failed to makeraecand consistent predictions
regarding doctors’ early adoption of new drugs. nééforth, research into early
adoption of new drugs should most probably be thdamot only towards the
specific characteristics of doctors, patients, pfereutical companies, and the
drugs themselves, but also towards the interacteomeng characteristics and
social networks. To this end, lyengar, Van dent@&udnd Valente (2011) carried
out pioneering research by combining individuallemew drug adoption data,
demographic data, social network data on discusaimh patient referral ties
among doctors, and individual-level sales call datavided by a pharmaceutical
company. The authors found evidence of socialagpah in new drug adoption
(after controlling for doctor-level marketing effsy and argued that targeting
heavy users (a practice common in the industrg)geod pharmaceutical company
strategy—doctors not only have a higher custonfietirie value, through exerting
more social contagion, but also a higher netwotieza

The recent availability of administrative data fromealth insurance funds
(Pham et al. 2009; Barnett et al. 2011; Landonle®2@12) might also enable
researchers to construct and combine social netwdata with the socio-
demographic and professional characteristics oftadsec Such data allows
researchers to construct patient-sharing netwoherava link between two doctors
represents caring for the same patient—due to red¢fepatient self-selection,
administrative rule, or even chance (Barnett e2@l1). In general, to coordinate
patient care, doctors have to communicate reguiarty effectively with the other
doctors who share responsibility for the same p&tié€Pham et al. 2009), enabling
them to influence the early adoption of new drugs.

The model for understanding the diffusion of pharewdical innovations is not
pharmaceutical company—doctor—patient, but a moidisle doctor as the node of a
network involving pharmaceutical companies, othertdrs, especially specialists,
patients, and features of the drugs themselvesscHbing is a form of social
action, which involves understanding the networkhimi which the individual
doctor is embedded.
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Introducing business historian Howell John Harris

It is both pleasant and curiously unsettling taddid by my peers that nothing I've done
since | was in my 20s has quite matched up tottiféthat | wrote before | knew how.

Howell John Harris (2012)

Business historian Howell John Harris is Professgh the Department of
History at Durham University in England. His filsbok, The Right to Manage:
Industrial Relations Policies of American Business in the 1940s, was published in
1982. The book was based on his doctoral th€gising Everybody Back on the
Same Team: An Interpretation of the Industrial Relations Policies of American
Business in the 1940s, defended in 1979. Highly unusual for a youngosatis
first publication, the book was awarded the Philgft Labor History Prize. Thirty
years later, in 2012, thkabor History journal confirmed the book’s enduring
legacy with a symposium entitled ‘Assessing Howlglhn Harris,The Right to
Manage, after 30 Years’. However, Howell's rather unpisimg doctoral
beginnings would have never predicted his successfdemic career, let alone
the professional accolades that were to be bestowéidever since 1982. In 1974,
for example, a tutor was concluding his commentsHomvell's course paper as
follows (Neufeld 1974):

Apart from these lapses, which made your papemiblgea conventional term report,
there is the obstacle of your prose style! Yowagland your ability to develop them
are first-rate. However, you conceal them undehsurgid and undisciplined prose
that | had to read every sentence several timesdar to garner the full substance of
your thought. Since your prose style is unfaithi® reader, | picket you.

Howell's autobiographical essay published here uat® his experiences as a
young business historian embarking upon a PhDe@dlPhil, at the University of
Oxford). Howell’'s account is very honest, showthg uncertainties, and the trials
and tribulations, that even committed research estigd face—it is far from a
triumphant pilgrim’s progress.

The institutional circumstances in which Howell endok his research at the
University of Oxford and at Cornell University wevery different from current
conditions. Oxford, particularly in the social esoces in the 1970s, and Cornell
were very different from each other, and both wexey different from the current
institutional context in Hungary. In the 1970serdh was no business school in
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Oxford and no management faculty. There were, Rewan emergent sociology
faculty and a strong, research-oriented, industekgtions group. As for business
historians, they were thrown on their own resourcés contrast, Cornell had a
business school, a large sociology faculty, andnaernationally distinguished

New York State School of Industrial and Labor Relad, which is where Howell

came to be based. Few institutions now have thential resources available to
Oxford and Cornell in the 1970s—Iless time, and leslsllgence, is allowed to

graduate students. Formal graduate programmels, ooiirsework requirements,
structure research student time and provide guieg]i sometimes even
instructions, on how to carry out research. Despifferences in time and in
circumstances, Howell's autobiographical essay dimds at least three

everlasting messages for all PhD students—as wdieng entertaining in its own
right.

First, there are many reasons for doing a PhD—sityiamabout a subject in
general or about a particular issue, for examplethe desire to follow a
distinguished academic career or a career as dyhigid consultant. But one of
the worst reasons for doing a PhD is doing a PhBalge of the lack of an
alternative—it inevitably leads to drift and lack direction. Doing a PhD is a
difficult, arduous, and often lonely journey, remg high levels of personal drive
and commitment—even in well-organised graduate ashowith careful and
knowledgeable supervision. The second messagesela the importance of
defining a topic—and, even more significantly, tihgportance of identifying a
guestion which you are seriously interested in amgwy. Defining the research
question, even more than finding a research ta@termines the scope of the PhD
thesis—and the probability of successful completiormhird, relations with
supervisors are critical. In some cases, PhD stadare junior members of
existing research groups. As such, the researektiqn is defined by the PhD
supervisor, the research methods are specifiechdygtoup, and the role of the
PhD student is to apply these methods correctiyother circumstances, students
are left on their own. Universities, and facultghin universities, differ in
approach. As Howell's account shows, in the 19T®dprd was at the extreme
end of allowing students to define their own quaestiand methods of research—
this laissez faire approach suited well very determined studentswiast potentially
disastrous for wavering students. Whatever thecgah, however, relations with
supervisors—as both mentors and first ports of-eatk critical.

Management is a very diverse discipline, where rimss history is very
different from, say, operations management—souafedata, ways of securing
access, modes of analysis, and the structure oframgtation all differ. They differ
to such an extent, in effect, that, despite thedueing relevance, management
journals rarely venture as far as publishing bissrigstory articles. Therefore, it
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is very much to the credit of both author and jaliro publish such a candid,
reflective account on becoming a business hister@mmanagement article truly
‘unusual in more ways than one’.
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HowELL JOHN HARRIS

“The path | trod*
a portrait of the (business) historian as a youingyi

The most obvious place to start is with my undedgede ‘Modern’ (that is,
post-Roman) History degree at Oxford in 1969—7hatTwas where | made my
first proper acquaintance with American history, @m optional course in the
summer term of 1971 called ‘Industrial America d@he Growth of Governmental
Power’, which was a state-and-society survey ofpgéeod from Reconstruction
through the Progressive Bra

Why did | choose to specialise in modern Americadstolny, once | had
completed most of my required courded?found modern British—or, as it was
then more accurately described, ‘English’, whicbhably explains some of my
problems with it—history tedious, apart from thelustrial Revolution, and my
only foreign language was French, so modern Europésdory did not seem like a
good option either. My Latin was good, and | foumdkdieval history
fascinating—but, again, no German, so that wasrastarter too. And finally, |
knew the course would be well taught by an inspitiutor, John Walsh, and that
was really enough to clinch the argument. ‘Indekt#merica’ was where | first
read American statutes, court decisions, politib&toric, and social theory and
encountered the work of the ‘greatest generatidnAmerican historians (John
Hope Franklin, Samuel Hays, John Higham, Richardstddter, Comer Vann
Woodward, Robert Wiebe, and others). Two of theags | wrote on the course
turned out to be particularly important for me. eé0Omas about the organisational
problems of the American labour movement in thed@&ll Age and Progressive

! With apologies to Terence Vincent Powderly (184824), Grand Master Workman of

the Noble and Holy Order of the Knights of Labo8712-93), who used this title for his
autobiography, published posthumously (Powderly 094t seems not entirely
inappropriate here. | first came across Terenaec&fit Powderly on the Industrial
America course in 1971, and then again on ILR TOR974.

The first version of this article was published2012 at http://www.dur.ac.uk/h.j.harris/
TRTM/TRTM-The_Path_| Trod.doc.
® Circa 1865-1916.

David H. Burton gave a good picture of the stateUS history in British higher
education when | first experienced it as a studdnbne of our most conservative
institutions (Burton 1973).
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Era and seems to have had an influence on much ofessteof my professional
life.° The other was on the consolidation of businesgepan the late Nineteenth
and early Twentieth Centuries, and was my firsttmgewith the work of Alfred
D. Chandler, Jr. But | didn’t read much of it hettime, and remained ignorant of
most of it for years afterwards. Some reviewersngf first book, The Right to
Manage: Industrial Relations Policies of AmericansBiess in the 194Q4#1arris
1982), would fit it into the then-dominant, poaésible Hand ‘Chandlerite’
framework for business history, but, in fact, hd ktlle impact upon me, then and
since. Most of my understanding of the ‘strategwl &tructure’ of the large
corporation in the Twentieth Century US would coimeen other sources, notably
the works of Richard Averitt (1968) on structurelarhomas Cochran (1972) on
strategy. In terms of my approach to the histdrpusiness, probably the most
important thing that | read forty years ago wagttéelbook that | would still
recommend to anybody, Edward Chase Kirkland’'s (1¥@@am and Thought in
the Business CommunityKirkland instructed me never to approach théonysof
businessmen without paying serious attention tar theliefs and their fears,
whether rational or otherwise. This was a lesba ltwas happy to learn, because
it fitted in with what | thought (business) histoshould always do anyway—
enable the reader to understand the past from itwepweint of the protagonists.
That is not the only thing to ask of an analyticatrative, but it is surely essential.
Britain in the early 1970s was a good time andelacrun across the history of
‘the labor problem’ in late Nineteenth Century Ainar because we certainly had
our very own version of the same phenomenon. Mgnangs of student life are
full of power cuts caused by coal miners’ and eleat workers’ strikes, months
without mail from home because of postal strikedi¢lw then affected the
nationalised telephone monopoly too, producing wewkfree calls after students
discovered the phone engineers’ access code, wi@ohunchanged until after the
strike was over), and other instances where urgdnigorkers and labour relations
impinged on everyday life in a way that seems atrnogmaginable nowadays. |
was not a very politically aware student, thoughd read the papers. | attended
one pointless sit-in about nothing very much at afild went to the occasional

® Circa 1870-1916.

® My memory tells me that the focus of my work was employers’ opposition to

unionisation, but, unfortunately, the old essaglittnforms me that | have rearranged
the past too neatly, and that this was just thedaey four explanatory themes. | also
‘remembered’ that this was where | had first en¢ered my future mentor and friend
David Brody’s (1960) classiSteelworkers in America: The Nonunion Ebait it turns
out that this is wrong too, and my reading at theetwas more limited than | later
imagined. Another proof, if any were needed, of superiority of documentary
evidence over unassisted and unverifiable recidiect
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demonstration, but, even then, | thought studefitigeoto be little more than a
game. We knew that more important things weregyoimin other places, and we
wanted some pale reflection of them in our Ilttba‘@d lives too.

The great thing about the strikes ¢
the early 1970s was that, even if yc
were not very political, you couldn’t
ignore them. But what did they mea.. .
to me? Not a lot. It's conventionais
among career biographies of labo
historians of my generation to spee
about formative political experience
and commitments—‘How | Discovere@®
the Working Class’, etc.—but | don’
really think | had any, and | didn't
really need to discover the workin
class because they (or at least a few;
them, in a small ex-quarrying village it
North Wales that was rapidly losing itw
Welsh  Nonconformist culture of
poverty in the 1950s and replacing
with nothing much at all, as it beca
increasingly well integrated in the
1960s into a modern, secular, ar
Anglophone culture of consumptio
were the people among whom | he
grown up. .

. o il a 3 e i
My own family background was lllustration 1 The author in very early

stuck somewhere between (1) the training to be an
skilled and respectable working class American business
(most of our friends and neighbours— historian (circa 1954).

building tradesmen, garage mechanics,

and truck drivers, for example); (2) the lowestguwi the lower-middle class (my
father progressed from being a farmworker, slaugtaea, and butcher, by way of
wartime service with the Royal Engineers that ghwve experience in store and
office work, and eventually got a poorly paid bwlasied job as clerk and
bookkeeper in a small firm of livestock auctioneerghen | got my first job in
1975, at the very bottom of the university lectyvay scale, my starting salary of
GBP 3,174 (GBP 20,800 to GBP 32,600 in 2010 valdepending on which
conversion method one uses) at age 23 was already timan my father, then 56,
had ever earned); and (3) the more secure lowedienitlass status of other close
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family members who owned their own homes and daad, TVs and telephones,
went on holidays, occasionally even ‘Abroad’, haomsetimes received an
education beyond high school, and held semi-prafeakjobs in education and
other public services (librarianship, tax collenio Yet other, older family
members and friends included small farmers, buildinontractors, and
shopkeepers, who were really just self-employelerathan small businessmen in
any real sense, and, from a previous generatiah,ergrepreneurs—my maternal
grandfather and his brothers, for example, whorsada marine salvage business
from the 1900s until the 1940s. | spent part ofahiydhood among the memories
of that risky business, when | went to visit myrgtparents for the school holidays,
and the rest of it living in a small rented houséihd the village butcher’s shop of
my great uncle John, our landlord. | never kneavwlorld of the urban, industrial
working clas§ and never really wanted to—and | never rejectedtrof the values
of my family and community (apart from their rebgis beliefs and practices),
including their aversion to alcohol (I took the ddje in a Band of Hope meeting as
a child, but started backsliding once | got to egp—however, | remained a firm
adherent of the religion of ‘Anti-Tobacco’). Wonlg hard, getting a decent job,
not hoping for too much, not taking risks, not sgiag money | didn't have, saving
for the future, caring about respectability beforany other things, and aiming to
get along with people, but not being too open wligim—the village values have
been good enough for me; or, at least, if they haebeen, if in some respects
they have limited my ambition and imaginationsitdo late to change ndiv.

" Oxford in the late 1960s and early 1970s stitl hasignificant manufacturing base, but

the closest | came to its working class was gettinvgry good kicking from a bunch of
Morris Motors apprentices out for their traditioralening’s entertainment after their
Thursday payday: going into the middle of town &b drunk and beat up students. This
happened during my first week away from home, aad guite memorable. Apart from
that, | had the usual contact with college seryamikich always made me feel
uncomfortable—my mother extended our inadequateilfaincome by cleaning
middle-class ladies’ homes in winter and workingismall hotel in summer, so | had a
hard time dealing with the deferential manner & tollege ‘scouts’ and waiters paid
not very much to look after me, thinking that | eafrom the servant classes myself,
not those born to be served like so many of myge&ome of the most characterful of
the college servants made it much easier and nmiegesting to deal with them,
because they were so insolently insincere, andpthfsl, and very sloppy—as if they
had taken hints on appropriate deportment from sofnthe early works of Evelyn
Waugh or Tom Sharpe.

These values are close to those of the Englislarumdustrial working class of a
previous generation—so memorably evoked in ‘Paof Richard Hoggart's (1957he
Uses of Literacy-and not far from those of some of their Americamtemporaries
described in John Bodnar’'s (1980) ‘Immigration, $tip, and the Rise of Working-
Class Realism in Industrial America’. So, | almambk it as a compliment when my
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If the personal is political, then my persona wiesady petit bourgeoiseven if
our household income didn’t match up to that stashdand | followed a classic life
course from village to town, grammar school to emsity, and eventually into the
kind of secure and fairly undemanding, low-riskoivireward, unexciting-yet-
respectable career that suited my character. Way this admission be semi-
relevant here? Because it's clear that, tempertaitgn was never cut out to be a
labour historian, particularly one coming of agehe early 1970s, when some of
my middle- to upper-class Trotskyite acquaintanaexford still dreamed of
revolution—a fantasy or nightmare that | never sbarand romanticised the
lower classes—something | could not agree witheeittBeing poor and powerless
never struck me as intrinsically admirable, andaely not enviable—more a
matter of bad luck, principally resulting from cleirig the wrong parents. | had
my own utopian tendencies, but | kept—and keep—tfaerprivate reveries, never
confusing them with anything practical or attaireabl

How did my
essentially small-c
conservative characte
(never, yet, resulting in
voting Conservative—
everybody has his
limits) translate into an
outlook that I
expressed through my
work, through the
choice of subjects to
study and ways to

interpret them?

Ideologically, | was

almost always

comfortable with a |llustration2:  The author in very early training t
very centrist and become a historian of technology (circa
merely reformist 1954).

old friend and collaborator Nelson Lichtenstein§19309) bracketed me with Bodnar
and other scholars | respected—Mel Dubofsky, Darnstfe and Bob Zieger—as

‘laborite realists’—though he might not quite haweant it as such. If history is not

‘realist’, true to the pastyie es eigentlich gewesewhat's the point? Interestingly,

another old acquaintance, Christopher L. Tomlir#9@), included Lichtenstein himself

as someone working alongside me in the pessimadisterein in his review of the essay
collection we edited togetheindustrial Democracy in America: The Ambiguous
Promise(Lichtenstein and Harris 1993).
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politics, moderately social democratic, at bestbelieved, probably with more
conviction in the 1970s than now, that some forribafral capitalism was the only
worthwhile game in town, and that the importantsjios was therefore whether it
would be well or badly managed, either by an irgationist state or by those in
control of its most important organisations, thesibass firms. In early 1970s’
Britain, it did not seem that either of oélites was especially competent, though
neither was actively malevolent in the modern fashi One of the attractions of
the study of US business history came to be a gbasé¢was reading about people
who knew what they wanted and knew how to get itrelle of practical ability and
self-confidence in short supply in Britain at tivae’

The study of the history of business and incredginfj technology has also
been a way of satisfying my fascination for stdéft discovering how people
produced the material ingredients of everydaytlii@ my chosen profession does
nothing else to meet (see lllustrations 1 and 2,98and respectively 95). Of
course, historical study only does so at secondl lzendl almost entirely through
reading—nbut this has always been a very adequbstitue for real experience for
an introverted swot like me, who spends most oftinie living inside his own
thoughts. And it's actually not a bad substituter—dxample, it was years after |
had started reading about metal-casting techndbedyre | actually saw the inside
of a foundry (a small jobbing enterprise in Royerdf Pennsylvania, introduced to
me by an old friend, Bill Adam, who was a lifelo@@mmunist as well as a skilled
patternmaker and small businessman), but | fouad Itknew exactly what | was
looking at and how it worked. Words didn't fullyeskcribe the dust, smell, and
heat, but they were pretty good for everything .else

After that biographical excursus, back to the labpwwblem in Britain in the
early 1970s. Among the unsuccessful remedies pteghwas our own version of
Taft-Hartley®, in the shape of the Conservative Heath goverrimidndustrial
Relations Act of 1971, so questions to do with weosk power, management’s
resulting problems, and the state’s response wertaicly on my agenda. |
followed ‘Industrial America’ with a final-year cose—a fifth of my entire
degree—on ‘Franklin D. Roosevelt and the New De@lhoosing it was easy—the

° | formed this perception of the American businessimunity at a very particular time,

near the end of a period during which, accordingMark S. Mizruchi (2007), a
perceptive analyst, it had indeed behaved as eligant ruling class.

19 The Taft-Hartley Act was the major achievementhef 8¢f' Congress (1947-9), the first
that the Republican Party had controlled since 198@mended the Wagner (National
Labor Relations) Act of 1935, the foundation on eththe American labour movement
had grown in power through the intervening yeans, assisted employers in recovering
the upper hand.
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line of least resistance, or of natural progressadter ‘Industrial America’, with
the added attraction that it would be taught byl Leuchtenburg, who was
visiting Oxford at the time. More statutes, masdigial opinions, more social and
economic thought, and, of course, a lot more lalnatory. | lapped it all up, and
also recall reading Howard Fast's (1962) nofawer, a lightly fictionalised
account of the career of John L. Letvimhich gave me a sense of the trajectory of
the new American labour movement of the 1930s @%#D4, from excitement to
disappointment and finally containment. Or maylenltidying things up here too,
and the novel came first, borrowed from Colwyn Bayblic Library when | was
still at school, with the interest in American lalbdistory latent thereafter, and
just waiting for some intellectual stimulus to dpat into life, which my
coursework provided and everyday life under thethlgavernment encouraged.

The other course | did at university that helpedatly with the development of
knowledge and skills that would be useful to méhm years that followed (though
they all did, in a sense, because they got me taseshding quickly and carefully)
was the capstone of my degree programme, an ‘lattazh to Political Thought’
with another fine tutor, Richard Grassby—then acilist in early-modern
business history (Grassby 1999), now also a reaitddaryland. ‘Pol. Thought’
was a compulsory part of a Modern History BA, anangnpeople hated it, but |
didn’t. The classical authors whose texts | readistétle, Machiavelli, Hobbes,
Locke, Rousseau, and, | think, Montesquieu—were pethaps, the ones most
obviously relevant to somebody who was going toemakareer from the study of
US industrial relations. But ‘Pol. Thought’ didath me to take political ideas
seriously and to read texts closely, and, whemalliy got around to absorbing
American businessmen’s ideological statements aactises in political analysis,
as a graduate student and afterwards, | alwaytettéhem as if they deserved as
much attention as the work of my past mastersthif seems a bit highfalutin,
maybe | should rephrase it and simply say that. ‘Plebught’ did for me one of the
things that it was supposed to: it taught me td geadlitical rhetoric.

When my first degree was drawing to an end, thecafsvquestion arose: what
next? | never really knew what | wanted to do &oliving—the only job that |
applied for was as a journalism trainee on\Western Mail which was then a part
of the Thomson Organization. But even after | tanh it | had no idea what the
job would amount to, apart from writing, which btight | was good at. (Wrongly,
as a cursory reading of any of my juvenilia wilhaenstrate—and in any case, the
(bad) academic writing of which | thought that |smeapable would have offered

1 John L. Lewis was the leader of the United Minerkérs of America who set up the
Committee for (later Congress of) Industrial Orgations in 1935, to take advantage of
the Wagner Act and the uniquely favourable envirentmfor union building that it
created.
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no guarantee that | could have made a success ehtely different style of
work.) So, | was easily persuaded to stay andueuesdoctorate instead, which
would involve doing a lot more of something | thbtighat | enjoyed and was good
at, in a place that | loved—the architecture of @dfis very seductive. In
comparison, the idea of becoming, perhaps, ‘Our Mavierthyr Tydfil’, reporting
on local folk customs (such as rugby games andngidisasters), having to drink
far more than | was comfortable with and, probality,take up smoking too
(occupational requirements of the mid-1970s joustlalwhile waiting for the call
from The Timeghat might never come, was insufficiently reakttractive. Once
again, | followed the line of least resistanceglstig with the familiar through not
having any strong inclinations to do anything eldehad no idea what graduate
study would be like, but | threw together a ‘resbaproposal’ out of a few ideas
left over from a ‘New Deal essay, then won a sehsiiip on the strength of
rewritten versions of a couple of ‘Industrial Aneai and ‘New Deal’ essays, good
references, and an ability to interview well.

Americans who have gone through even the leasindisshed graduate
programme can have no idea of how unstructuredyichdalistic, and amateur the
‘training’ of a graduate student in History was abhforty years ago, in what
liked—and still likes—to think of itself, with a ilameasure of justice, as one of the
finest universities in the world. The assumptieerss to have been that, as | could
write good, short essays when a tutor gave meittheand a reading list, and had
managed to scribble lots of even shorter essaysesponse to tricky and
unpredictable questions in thirty hours of finakexnations crammed into five
days (my coursework through three years counteahdtining in determining my
degree class), | was obviously a smart chap andftire ready to be let loose on a
PhD—or, as we termed it, DPhil—without further adbcould sound plausible
enough about my misbegotten ‘research proposadinirinterview, but |1 had no
theoretical or methodological grounding in the antal crafts of historiography,
had never had to construct a bibliography of my olad never seen the inside of
an archive, never written a footnote, couldn’t typed had not the haziest notion
of what | was really supposed to be doing as augitedstudent, or why.

My first ‘research proposal'—an extremely unimagive plan to explore the
connections, whether of influence or interest oranincidence, | wasn’t sure,
between ‘Britain’, whatever that was, and ‘the NBeal’, whatever that meant—
collapsed very quickly when | attempted to pursiseworthless ideas into the
university’s libraries? That only took a few weeks, and afterwards thess no

12 The ideas weren't completely worthless, and weisiof transatlantic comparative
history, something that comes naturally to a bussinigistorian of the US working in
Britain, have continued to interest me—see esggdiddrris (2007), the very belated
product of a research project | began aftke Right to Managbad been published in
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structure of required readings or lectures or sarsior training courses to keep me
busy, leave alone provide me with some directiorhere were, however, my
fellow students at Nuffield College—a small, vergnmpetitive, and privileged
enclave of eminent social scientists and abouwt §faduate students who were, by
the standards of the early 1970s, an impressivasynopolitan bunch, more mixed
in age, nationality, gender, sexuality, and, te&nt, race than any | have known
since, and probably smarter too. If | learned limg in my two postgraduate
years at Oxford, | learned most of it from them.ithAtheir guidance, | read some
political science, a bit of sociology, and somerggoics. | came across Harry
Braverman, when he was nEwand Antonio Gramsci, when he was long dead but
experiencing a comebaék though | never made it as far as Karl Marx, whom
most of my friends still took very seriously. latted with colleagues about their
industrial relations projects, and envied them pinespect of doing fieldwork,
getting data, and knowing what to do with°itAs for me, | was completely lost,
failing to establish a working relationship withigufriendly and available but not
particularly suitable supervisors (it would havdplked if | could have pretended to
be interested in cricket, the preferred convergatiotopic of one of the
distinguished scholars through whose rooms | passkidting and drinking for
months. Oxford University's pedagogical theory Wasically ‘sink or swim’, and

| sank.

1982, and put to one side after | had become istietlein the Philadelphia Metal
Manufacturers’ Association, only to pick it up agalmost 20 years later, having
continued to gather material all the while.

Braverman (1974) impressed lots of people, irialgieny supervisor, when it was first
published, though its account of the history ofusigial labour has not stood up to
careful scrutiny.

| cannot recall which particular bits of Grambkecgad at the time, probably just parts of
the recently translateBrison NotebookgGramsci 1971), but what | took from them
was absolutely conventional—the language, if netgy sophisticated understanding,
of his hegemony theory.

| don't recall learning anything, or even havingich to do, with any of Nuffield's
distinguished fellowship apart from my college tuteho always regretted that | wasn't
doing proper political-science history, but stiietl to take an interest and help out.
One of the fellows, the economic historian Max Mett, whom | should probably have
made more of an effort to talk to, described thkkege to a bunch of us disgruntled
graduate students as a first-class waiting roorh.wds comfortable, the food and
company were good, and it didn't really matter tach what we did or didn’t do while
we were there—we were more or less guaranteed gjocdreers merely on the strength
of having attended. Hartwell turns out to haverbe®re or less right. Few of us ended
up unemployed, and some of my contemporaries hagady picked up knighthoods or
even bigger gongs.

13

14

15
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However, | did not want to be thrown out, particlyldecause | was embarking
on my first proper adult relationship, which | amres was my most important
reason for wanting to stick around Oxford a whiender. So, | had to do
something to justify my presence, or at least tintaa a convincing pretence that
| was employing my time usefully, even though | was | liked the life, the
comfort and good food, the company, and my schiofaréncome from the
government and my college, and | still had no idéat other career | might wish
to pursue if | dropped out. Nuffield was an idpkce to do nothing much—it was
easy to while away the days, and the relativelgfiritervals between breakfast,
lunch, and dinner in hall were usefully punctudbgdtoffeetime and teatime in the
Common Room. In summer, croquet or punting colilldup some of the
remaining free hours; in winter, | even tried sduashich, given my poor eyesight
without glasses, and bad coordination, was quitesping, and indicative of how
desperate | must have been for something to dojratite evening, at all seasons,
there was always talking and drinking, and, for muwf 1973-4, the nightly
entertainment of the ‘Watergate’ show on TV.

But, in order to hang on, | needed to give theegsl some better evidence of
what else | had been up to, in order to persuasia to renew my scholarship. So,
as a survival strategy, in the spring of 1973, blded together a quite interesting
paper on ‘The American Keynesians’, mostly fromapsr of knowledge left over
from my ‘Special Subject’ the previous year. Mytmation to do this was purely
instrumental, but | discovered that | actually Isfiked reading new and
complicated stuff (notably about the theories @cldar stagnation’ and ‘mature
economy’ and their policy implications) and seenede quite good at making
sense of it. So, having persuaded Nuffield’s fedonot to terminate me (I am
sure, in fact, that there was little risk, but &assgood that | was afraid), with the aid
of something that was a bit of a con trick, | deddhat | might as well make
another, more serious attempt to find a reseaiuib that had legs.

The way | did this was quite simple. | asked pedgnew a bit, and respected,
if they could suggest any leads to follow. Maldwjones, professor of American
History in London, who had been my older brothén®r at Manchester when he
did an MA in American Studies there in 1971-2, stdid domestic history of
World War Il was an open and interesting field, ,aasl | had read about the New
Deal, | would understand it well enough—he sent offeto read Jim F. Heath
(1971), which set me on the right path. Williamuchtenburg agreed. Lloyd
Ulman, also passing through Oxford as a visitingp¥e told me that the history of
wartime labour relations hadn’t really been doBe, | might as well do it.

The college library was full of stuff for me to tgaand, as it was open stack and
rationally organised according to the Library ofnf@eess classification system, it
didn’t matter that | still had no idea how to const a bibliography—I could
simply wander along the shelves in more or lessriflet place and pull out
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anything that looked interesting. My college tutBhilip Williams, an enthusiast
for the study of the American political systemcafelped me dig myself out of my
hole by enabling me to switch from the Faculty addérn History, where | could
still find no useful supervision, to Sociology. @k, | hitched up with Roderick
Martin, a historian by training who was reinventihgnself as a political and
industrial sociologisten routeto a final destination as a professor of managémen
Rod did not know much about US labour relationbezit but he was prepared to
read and comment, gently but critically, on whatewbbish | wrote, which was
probably more useful to me than anything else ctalde been at the time. He
also, | think (or it could have been Peter Faireot a Nuffield friend doing an
industrial sociology doctorate under Rod’'s supéovis or Mike Terry, an
institutional industrial relations specialist), imluced me to the work of the
intellectual star of the ‘Oxford School' of industr relations, Alan Fox, whose
masterpieceBeyond Contract: Work, Power and Trust Relatidresl just been
published (Fox 1974). Fox provided me with my efisé understanding of
managerial ideologies, and | found that many ofcai®gories suited US historical
realities very well—my later definition of ‘unitargorporatism’ (Harris 1993) was
almost pure Fox.

Of all the things | read at Nuffield in 1973—4, pably the most useful were the
topically organised clippings files of wartime U&wspaper coverage of labour
relations issues—that had been compiled at the tbye British political-
intelligence operatives, and that had ended upsdyie happy accident, in my
college library—and the long runs of two AmericaagazinesfFortune andUS
News and World Reporboth of which provided extensive coverage of l&iur
beat. After reading my way through them all, | kney way around the people
and the organisations involved in the political mmmy of wartime and post-war
labour. Fortung in particular, also got me hooked on businestofyis-I1 was
seduced by the quality of the rich, heavy papes, wonderful typography and
artwork, and the cleverness of the reporting—andckmled thatFortunés
intended readership was evidently a group of peapi¢h studying.

My doctoral study through the rest of 1973 and oy 1974 continued to be
a messy and inefficient process, but, by the enl, afdid have the outline of a
research topic that | could, perhaps, believe irhad acquired a good level of
knowledge and understanding about labour relatiortse wartime US, and | was
following the ‘responsible’ union movement down ttead toward Taft-Hartley,
along the path pointed out to me by Howard Fastaad by a new discovery |
made as a guide to the recent American past, digairks to my fellow students—
C. Wright Mills, whoseThe New Men of Powé¢Mills 1948) became my bible.

And then | ran into a problem: | was exhausting ginmted sources in the
Oxford libraries, or at least | thought that | wai$§+had known how to use them
properly, | would not have been so worried, anaduld always have taken a 50-
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mile train ride to London and used the British Museand LSE® libraries to
extend my range. In any case, | knew that, justyasndustrial sociologist friends
had to do their fieldwork in strange old placedezhlfactories’ (which were still
quite common in Britain forty years ago, though nger readers will probably not
have the foggiest idea what they were like, unthey have seen pictures of them
in TV documentaries), at some point | had to usetwvere to me equally
unknown places called ‘archives’, and they wera@nalhe US.

So, | had to leave Oxford—a decision made easiethbycollapse of what
seemed at the time to have been a long affaieast la year (a year is a long time
when you're 21 or 22), whose beginning the previgpisng had been the major
reason why | didn't want to depart from Oxford imetfirst place. Now, after
almost five years in town, | was finally ready fochange of scene. | applied for a
Fulbright Scholarship and got it, but, in those sjay only covered travel and
medical insurance, so | liquidated all the savihged accumulated as a student,
about GBP 1,500 (USD 3,500), which would be wottleast GBP 12,000 (USD
15,500) nowadays (or, by a different conversionhoeét allowing for the growth
in average real earnings in nearly forty yearsoalntwice as much). Those were
times of no tuition fees and generous grants fangdi expenses, and | had also
done some well-paid teaching while | was a gradubtmrrowed the rest of what |
needed from a couple of very supportive maidensaand also from my college,
whose only condition was that | should take outf@ ihsurance policy naming
them as the beneficiary, to make sure that theyldvget paid back even if
America proved fatal for me—I think they also threwa grant of several hundred
pounds.

Philip Williams, who was instrumental in gettingeticollege to back me, and
Rod Martin had both spent time at Cornell, so thleyught it would suit an
untravelled provincial hick like me who could natagine living somewhere too
far from a hill, lake, river, or woodland and wasch too young and naive to be let
loose in a big city. It had a fine research ligrand an excellent history
department—I| would work with one of William Leuchtrurg’'s old students,
Richard Polenberg—and would be a good base fromatwihcould make forays to
the mysterious ‘archives’, when | could figure athtich ones | needed to visit, and
why.

These plans changed before | ever reached Ithacaube, on the Greyhound
bus from Syracuse, | overheard the English acceahattractive blonde woman
in the seat in front of me, and we got talkifiglt turned out that she had been to

6 London School of Economics.

" Her nickname, | later found out, was ‘Crash'—aomic but literally true comment on
her skills as a light-aircraft pilot. | only flewith her once, on what was supposed to be
a short trip to Rochester Airport to pick up afidearriving by scheduled service. She
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university just 20 miles from my home in North Wglend had even married a
man from my old grammar school, before immigratiogcanada. She was now a
qualified accountant, single again, and pursuingoatorate in Organizational
Behavior at the New York State School of Industaatl Labor Relations (Cornell
University ILR School nowadays or, simply, ILR).h&explained to me that, as
the ILR was a state school, the fees were peamwsn for a foreigner, in
comparison to the Ivy League rates charged in Histnd you still had access to
the same facilities. As | was paying most of mynaests it seemed to me that the
argument for ditching History in favour of ILR wasmanswerable, a no-brainer,
and | did it as quickly as | could after getting tife bus and finding my room in
Cascadilla Hall, next to one of Ithaca’s famous badutiful gorges, favourite sites
for the many student suicides (‘gorging out’, ie tbcal vernacular) that seemed to
litter the semester. | did get to meet RicharceRloérg at least once, but, though |
was able to pay off most of my debt to Nuffield iedately, had a lot more free
cash as an ILR student than | otherwise would hand,ended up with much less
to repay once | started earning, | found myselfkbtc square one in terms of
latching onto a supervisor.

Of all the labour historians on the ILR facultythe time, | fetched up with
Maurice F. Neufeld as my mentor, for no reason thedn recall. Perhaps his
faculty colleagues thought that, as his name almlogted with Nuffield, he
would help me to feel at home; or maybe they jektthat he needed more work.
He was probably the least appropriate for the rebehat | was doing, apart from
the fact that his memory of the 1940s was very goatk established some sort of
working relationship, but it was not close—symptaicsly, | spelled his name
wrongly in my book’s ‘Acknowledgements’ (Harris 188viii). He was generous
with lunches and drinks in the faculty club nexbdto the ILR, run by students
from the excellent hotel school, and helped me witouple of useful contacts, but
was not otherwise very engaged. (And why shouldhdnee been? | didn't have
much to offer.) | started one course with himeayvconventional-wisdom canter
through American labour history that would not hdeen out of place in Selig

was trying to keep up her flying hours, and wasitarusty. After a first attempt at
landing on the wrong runway, we made it down safely, on the way back, her friend,
completely unqualified and an utter berk, insistedhaving a go. We ended up lost
over Upstate New York, as winter’s darkness fail] he needle on the fuel gauge fell
with it, unable to tell one Finger Lake from anathieut unwilling to radio air traffic
control as she didn’t want two incidents on her bagk in one day. Eventually, we
worked out which lake was Cayuga, and found TongKiounty airport again, landing
safely on the icy tarmac, but with quite a bumphoidgh | did not know it at the time,
our route took us right over Palmyra, NY, the hptdte not simply of Mormonism in
the 1820s, but also—and of much greater intereshée—the large-oven, wood-fired
cooking stove a decade later.
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Perlman’s Wisconsin decades eatflewhich was probably where it came from,
but fairly rapidly concluded that it was not a veyyod use of a third-year DPhil
student’s time—and ‘the Neuf' certainly did notrtkithat | had risen to the
challenge of the opportunities he provided either.

| had very little to do with the other labour hisams, any of whom would
probably have been much more stimulating—Cletusié®aRoger Keeran, Gerd
Korman, or James A. Gross, the first volume of vehgeeat work on the National
Labor Relations Board had just been published (§1854), or the labour law and
collective bargaining scholars—notably George Wodls and Alice Cook, or the
sociologists and organisational behaviourists—palidrly William F. Whyte. |
was in the same building as all of these excelpgaple, but they might just as
well have been on Mars for all the contact | hathwihem; which was of course
my fault, not theirs. Instead, | did pretty muble same as | had at Oxford—I read
tonnes, only with an almost infinitely better libydo play around in, thought about
it a lot, but didn't spend enough time talking toybody about it, which has always
been one of my weaknesses.

My most important regular contact was with RichaS$sberg, archivist in the
Labor and Management Documentation Center on tbangr floor of the ILR
Library, where | spent much of my time, ploughitgaugh the ‘Vertical Files®
and ‘Company Files’ full of ‘grey literaturé’ from the 1940s produced by labour
unions, business corporations, and pressure gneupsan interest in the labour
problem. The rest of the time | was upstairs, soguthe shelves for hardback
publications on labour management and employmeatioas, and going through
serial publications (business and management maggzihat were relevant. The
highpoint of the day was coffeetime, when | wandeaeross to meet the other
graduate students and ate enough cheap doughrkegpome going until dinner.
Occasionally | had to visit the great Olin Libraai/the centre of the campus, but
generally the ILR had what | wanted. My focus waswhat businessmen thought
and feared, as evidenced by what they said, wratel did. My book’s
bibliography is full of some of the results of #ils effort (Harris 1982: 205—-79)—

'8 Research that has not been published or thabées published in a non-commercial

form.

19 Collections of resource materials—such as panmphaad newspaper clippings, for

example—stored upright for ready reference.

Maurice F. Neufeld did his bachelor’'s, masteaisgd doctoral degrees at the University
of Wisconsin in Madison in the early 1930s, wheohnJ R. Commons and Selig
Perlman were still developing the ‘Wisconsin Schadllabour history that remained
dominant into the 1960s. By the 1970s, it had bdsplaced by the ‘New Labor
History’ of David Brody, Melvyn Dubofsky, Herbertu@man, David Montgomery, and
others, but Neufeld’s teaching made no noticeabteessions to modern ideas.

20
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hundreds of happy hours spent doing what | do b#st-rest sits in my card index
of references and several boxes packed with netigish are only not yellowing

because they were typed on yellow-pad paper tonbsgh, so it's impossible to

tell.

Midway through my first semester, | finally tookf dér ‘the archives’. By this
time, much of my research focused on the automahteistry—so, a trip to
Detroit was unavoidable. It was affordable, beeaubad persuaded the British
Department of Education and Science that it wasntisd for my work, and it was
also an attractive prospect because it meant teanpdeliverance from Cascadilla
Hall. | had never had to share a bedroom, sincelahgr brother left for college,
and, through five years at Oxford, one of the eimgupleasures had been a room
of my own (the last one, at Nuffield, quite palBtigit gave me a lifetime taste for
large, light, fairly empty spaces to live and wark But, in Ithaca, | found myself
thrown into my own private Animal House with an Amecan student supposedly
pursuing a professional master's degree, but demgn a very self-destructive
way. He was morbidly obese in a way which was tstiihquite rare, especially
among members of the educated white middle clasd, ai pretty revolting
personal habits—a sad character who seemed to gpest of his life in bed,
watching TV, smoking, and guzzling huge bottledofirbon and cardboard tubes
of Pringle’s chips that he picked up on weekengsttiome to watch the Buffalo
Bills. The resulting disgusting sounds and smellsictuated our short life
together. Sometimes he got out of bed long endoghook horrible, greasy
hamburgers in an electric frying pan, stinking thé room (whose windows did
not open, and which was already intolerably ho&lbse the ancient central heating
seemed to have been turned up to boiling poinbas as the season began to turn
deliciously cool outside). It was an awful liviagd working environment, and the
sound of his nocturnal fantasies as he humped ddsltthes—unrequited sexual
longing blending with dreams of making touchdowmsthe Bills into a very noisy
mashup—was the last str&W.

2L | have found a ‘Hello Mother, Hello Father’ lattthat | wrote home at the time,
describing conditions in our shared ‘pigsty’ andyoleaving out a few of the juicier
details—'He’s just beyond redemption. Dirty socksd keks [underpants] strewn
around the floor . . . constant smoking, and aghtreever emptied . . . cooking fatty
food in the room, and leaving dirty, smelly platebicken bones, etc., around . . . an
aversion to draught and fresh air, which meanad k& guerrilla campaign to drive away
some of the sour odours . . . the TV till 12-301ca.m. . . . the guzzling of beer and
crunching of crisps . . . the snoring, snortingjnging, and sleep-talking which follow.
Altogether, it's too much. He's not a bad guy,shiist an absolute slob.” He has gone
on to a successful career in the hospitality trade, according to Trip Advisor his hotel
is not the worst in his city.
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Looking back, it's clear that he must have beerpljeeoubled at the time, but,
immature and self-absorbed prig that | was, | hadympathy for him as | chewed
my muesli, fruit, and yoghurt or ate my wholemeatdn, cheese, and spinach
salads in the windowless rear half of the room,r@hdived. The Bills didn’t play
enough games to suit me—each one brought a few deggite and solitary
possession of our shared space—so, | had to govdlmene, and the prospect of
spending a few weeks in Detroit in early winterrmsed positively delightful in
comparison to staying in my graduate dorm a mortenger. So, my roommate
was, | suppose, an inadvertent benefactor, a ti#oiti of my development as a
researcher—the lack of anywhere comfortable to fhveant that | spent all the
hours | could away from Cascadilla, working verychand socialising a lot, but by
mid-semester | had had enough and wanted out.

Detroit was a revelation for me—the first largeyart which | had ever spent
any considerable amount of time. | found cheap@oeodation (USD 14 a week)
with a couple of guys in a rundown duplex a few ués’ walk away from the
Wayne State campus, just across the Edsel Fordveyeeand south of the old
Burroughs Adding Machine factory. Once upon a tithbad been a nice middle-
class home, with beautiful woodwork and maple fp@nd an old hot-air furnace
down in the basement to keep us warm with its hdaeath, but, by the mid-
1970s, it was a very low-rent place, with holegha ceiling—miraculously, the
4th Street residential enclave still survives, mmit wrecked, cleared, nor
redeveloped. My new roomies were doing master'grats in archive
management and working at the Reuther Library {jpae-to pay their way. |
found them by writing to the Library before | léfihaca and asking for my letter to
be fixed to a student noticeboard, requesting aeptm somebody’s couch—they
went one better, and gave me a bed in a room obwry Their friendliness and
normality made me forget Cascadilla Hall and my mldmmate, and we had a
great time. We shared the cooking and the shoppimgdj | was very impressed by
the security at the checkouts in our local storebigafat guard with a loaded
shotgun across his knees, sitting behind a bulledfpplexiglass screen on a
balcony above. They also introduced me to locas,ljaarticularly the Circa, and
student parties. Detroit seemed to be a real pavim. One of those parties, just
south of campus, | remember particularly well, hseaa heavily armed local
police SWAT? team stormed the house looking for a drug dealehe run—they
were actually surprisingly polite, came in throughk front door, went out the back,
made no trouble or mess, broke no heads, and dideon to notice or mind the
distinctive 1970s smell of the student fug whileythwere passing through.

In other words, Detroit was rough and dangerowmntextent with which | was
completely unfamiliar, but (or perhaps ‘so’) | lavé. The city was going through

22 gpecial Weapons and Tactics.
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hard times in the winter of 1974, shortly after fimst great oil crisis—I think this
was when the great Chrysler plant on the East 8ldedge Main’) closed its
doors, or maybe I'm a few years too early and i yust a period of exceptionally
heavy layoffs. Unemployment and poverty were ewégre, and crime too. The
local TV news seemed to start with a fresh listrafrders every night, some of
them very gruesome—nbodies only discovered dowmdnahen the sewers backed
up, etc. (I returned in the summer of 1975, justtime for one of the most
celebrated Detroit murders in quite a while, theagpearance of Jimmy Hoffa
whose enormous banana-bunch hand | had shaken,temtatively, and whose
perma-tan complexion | had marvelled at—orange skimid-winter was rare in
the 1970s, especially on middle-aged ex-conviats timat | had ever encountered
any before—when | met him after a lecture he gav€anell earlier that year.)
The city still bore the scars of the 1967 racesriot borrowed a bicycle to get
around, and, when | rode across to Windsor in Camacut to Dearborn to visit
the Ford River Rouge plant and work at the comparthives, | went through
neighbourhoods that had been burned out, traslaedted, and never even cleaned
up properly—the broken glass in otherwise emptgetsr was a real hazard, but |
never picked up a puncture, still less a bulleamlusually cautious and even quite
fearful in American cities that are new to me, jgatarly after my cousin was
gunned down by a couple of adolescent bag-snatehdrent of his partner and
their son while they were visiting Baltimore on idaly from Somerset in 1981,
but, in Detroit seven years earlier, it wasn't thavas fearless—it's that | was
completely without imagination, and nothing wasmngpito happen to stop me
enjoying myself.

| found Detroit aesthetically exciting, too. | hadtered the US from Canada,
and took the Greyhound to Ithaca from the top drichke Champlain, around the
north-west edge of the Adirondacks. So, | had neeen industrial America
before my bus ride across the bleak Ohio Turnpikeé #hrough Cleveland and
Toledo, where there were still plenty of belchingokestack$? After that fine

2 Jimmy Hoffa was leader of the International Bestiood of Teamsters, one of the

strongest and most corrupt US unions, with claskeslio organised crime. He had been
imprisoned in 1967, and released by Richard Nixfvar gust four years of a 13-year
sentence. When | met him, early in 1975, he wasngiting to rehabilitate his
reputation and regain power in the union—the prédbabuse of his murder in Detroit
that July.

| always was an architecture buff, and it's cldsat | was a naturally born sucker for
what John R. Stilgoe (1982) termed the ‘industzimhe aesthetic’. As Detroit was my
first proper experience of urban-industrial Ameyigaimprinted itself upon me, and,
afterwards, | added to it with knowledge of othacls zones—the trackside wreckage
along the railroad corridor from New York to Phidphia, the devastated area of
Philadelphia between Germantown and Center Citg,, eir, from much briefer

24
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introduction, | was ready for Detroit, which struoke as magnificent—the Art
Deco buildings, the Art Institute with its Diegov@ra murals, the huge modernist
auto and other factories by the great Albert Kahd his imitators, the immense
and brutal concrete freeways, not to mention thededul pollution-dyed sunsets
seen across miles of dereliction and squalor, #@aylng low-rise housing not
blocking the huge sky view. And, in among the apieg ruins, there was still
plenty of wealth—the Indian Village enclave, whérmet an old GM executive
who had worked with the company’s chief labourtietss strategist and ideologue
in the 1930s and 1940s, or Grosse Pointe, or €filing) attempts at inner-city
regeneration through building fancy modern apartmeomplexes to attract
creative types back to the downtown, where | foamgself drinking with some
very odd people. | saw other parts of Detroit tilve, suburbs to which the white
working and lower-middle classes had flown, andaolwhiwhen | returned in the
early 1980s, were already being deserted in thair t

And, by day, there was plenty of work—in the Reuthirary, in the Burton
Historical Collection at the wonderful Public Lilbya(since, sadly decayed), out at
Ford’s in Dearborn, and even on one of the uppard of the old GM Building,
where the friendly Industrial Relations staff game some contemporary printed
stuff to read, after telling me, with a smile, thlére was a goldmine of material
for me in their archives next door, and they wezeen going to let me or anybody
else see any of it, not even a single page.

Altogether, my few weeks in Detroit stand out in mMmgmory as an almost
perfectly happy time, and also the most creativéeoden all of the years that | was
working on what becamé&he Right to ManageWhen | left Oxford, in August of
1974, | still didn't really know what | was doing avhere | was going with it.
September and early October in Cornell had begusetane on the right track,
with plenty of reading and some useful conversatiaith my fellow students—it
is always helpful to have to try to find an answeeithe friendly questions ‘What
are you doing here? What is your work about?’ eL@ttober and November in
Detroit really helped me make my mind up. Wheetumed to Ithaca, just in time
for Thanksgiving, | finally knew what | wanted t@.d Everything seemed to fit
into place, including the things that (I later aigered) | did not understand at the
time, and most of what | didn’t know by Decembe743vould turn out to fit in
too. After that, it was all plain sailing—a lot neoto read, but | knew what sort of
thing | needed to read, and why; a lot more thigkiand, of course, all of the
writing and rewriting. But, in essence, by earlgd@mber of 1974, shortly after
my 23° birthday, | had the germ of a book in my head, aihdl needed to do was
let it grow, feed and water it, prune it, shapaiitd in due course harvest the fruits.

acquaintance, central Pittsburgh and South Chicaggothat | developed a sense of the
physical environment in which the history | readabhad taken place.
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There were, of course, plenty of hurdles to ovewom couple of them
immediate. The first was to sort out my relatidpshith the Cornell University
authorities. In my absence, they had discoveredaosnmate’s gross violations of
the safety code, which was supposed to be vewtlgtanforced in Cascadilla Hall,
an old firetrap before its reconstruction in theyed980s. Refrigerators, toasters,
and electric frying pans in rooms were absolut#gal, especially if powered
from long and dangerous extension leads snakingntwthe corridor or plugged
into sockets they weren't designed for. When llgatk to Ithaca, | found that my
roommate had disappeared, but that, in the eyeCahell, | was jointly
responsible for his sins, and, as he had fled,sl sugpposed to carry the whole can
by myself. So they wanted to get rid of me toojolhwould not have impressed
the Immigration and Naturalization Service or thdbFight Scholarship people at
all, and would have put a nasty crimp in my plamsd doctorate. Fortunately, |
managed to write and talk my way out of difficultjaking Cornell’s Judicial
Administrator laugh at my account of the few wekhkad spent in my roommate’s
company, and take pity on me for my university-irsgw ordeal. Instead of getting
expelled, I did not even have to pay a fine, am&¢$ moved to a small room of my
own, with a beautiful view down across Ithaca toy@m Lake and the hills
beyond.

The second hurdle was that, having absented miysatifmany of the classes in
ILR 702, | still didn't want a failing grade on thepurse, in case | decided to
change my degree registration from Oxford to Cdrral plan | had been
considering for weeks, though with decreasing esitaum, as | came to understand
that an American PhD would probably take longenttiee jail time (allowing for
good-behaviour remission) in a ‘life sentence’dorordinary murder at home. So,
| had to throw something together to—I will not ssatisfy Maurice, but—at least
persuade that wise old bird not to plough me. fBEsalt was a long and incoherent
paper, quickly bashed out, and not deserving angthéetter than the very generous
B- it obtained. But it had at least one redeenfegajure—the title,The Right to
Manage which | had probably cribbed from Eric L. Wigha(1973) work on the
(British) Engineering Employers’ Federatiorbhe Power to Manage |
remembered it five years later when John Jolliffesdi®y’s Librarian, a fellow of
my old college, and its Dean of Degrees—told me atluffield party when |
finally collected my doctorate that the title | halosen for my thesisGetting
Everybody Back on the Same Team: An Interpretaifame Industrial Relations
Policies of American Business in the 194@suld never do for a book. A book
needed something short and snappy to go on the,sfwor words at most, but
three words would be better. Economy with words waver my strong point, but
| had a four-word title available for recycling,catwo of them were very small—
so, The Right to Managit was. And the rest is (business) history.. . .
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