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ABSTRACT

The study considers the processes by which a charity hospice reconciles internal,
external and governmental tensions in the provision of public healthcare services. Thus
the focus is on change, decision-making and relationships with public sector partners.
The study is practice-based utilising a grounded theory methodology and a case study
strategy based in two empirical phases. Phase 1 comprises a single organisation case
study at a charitable hospice for the purposes of theory production. Data collection
was primarily via participant observations from a close insider perspective as
recognised by Adler & Adler (1987). Emerging theory from phase 1 was later tested
and developed via Phase 2 empirics, comprising a cluster of four organisational case
studies. Data collection during phase 2 was based in semi-structured interviews and, in
part, critical incident technique. Around thirty interviews were held, evenly spread

across participating organisations and between trustees and managers.

The original contribution is a theoretical model of governance processes that identifies
the ‘individual contribution’ of trustees and the ‘collective will’ of the board of trustees
as key concepts. It is recognised that both are subject to ‘leakage’ from their maximum
potential. Component elements of the three concepts are identified and discussed. A
three-tier model is presented using these key concepts as linkages between
governance, culture and change management. The theory is used to form a framework
for practice, aimed at facilitating improved control and effectiveness of a charity
hospice board of trustees. The theory is placed in a critical realist perspective for
discussion. The study contributes to the debate on issues around public and voluntary
sector commissioning and funding relationships. There is also a methodological
discussion in the context of researching from the perspective of a close-insider
addressing issues of access, ethics and the dual role of researcher/practitioner. There
is a contention that production of emergent grounded theory for testing and
development and the Scapens (1990) differentiation between positive/normative

perspectives may be too simplistic for the purposes of this study.
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CHAPTER 1: INTRODUCTION TO STUDY AND THESIS

1.1 CHAPTER INTRODUCTION

This thesis is submitted in culmination of a PhD programme commenced in September
2003. The research is designed to study non-clinical governance in voluntary sector
healthcare service provision via a grounded theory methodology and a case study
strategy. This introductory chapter provides a brief overview of the study and thesis
and places later chapters in general context. It establishes the aims, objectives and
research questions and identifies the contribution to knowledge. The chapter also
summarises the personal context of experiences prior to the commencement of this
study, explains their relevance and how the proposal developed from these. This thesis
is written in the first person as personal experiences and values are an integral
element of the interpretive nature of methodologies adopted. Thus, this thesis is part
of a self-contained academic programme but is inextricably linked to prior work and

experiences.
1.2 THE PERSONAL CONTEXT

“... all empirical research will be partial, despite any truth claims to the contrary, and
thus it would be better to be clear about the biases and exclusions before launching
into empirical detail.”

(Laughlin, 1995, p.65)

This study represents my lived experiences as a researcher, particularly during the
theory productive initial case study and is thus autoethnographic “where the author
appears in the first person as narrator and actor in the ethnographic account, contrary
to the positivist tradition” (Brady, 2000, p.954). Wide and varied career and voluntary
experiences have implications for the research study and Laughlin (1995) argues the
inevitability of biases introduced by the researcher into interpretive research. Whilst
we may be uncertain as to my own biases and preconceptions it is inevitable that “the
personal ontological and epistemological assumptions of the researcher” exist (Dey,
2002, p. 108). However, from a beneficial perspective, Glaser & Strauss (1968)
recognise the potential value of personal experiences in theory development via

“crucial insights” (p.252). A key element of this study has been extensive and

e — APttt 49O e e eeecceoreeeere}
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documented reflection for the purposes of recognising biases and preconceptions and

to attempt to mitigate or at least to understand their impact on research outcomes.

Strauss & Corbin recognised that an idea for research could be generated from a
number of sources including “personal and professional experiences” and “the research
itself” (1998, p.38). During voluntary work with a national charity ‘Stubbs’ | was
allowed access to the organisation as the subject of a case study in management
control (reported as Croft, 2000; 2001c). One of the issues that arose in relation to
budgeting and sustainability was that the charity was in protracted negotiations with
local authority funders seeking increases in beneficiary-specific fees to match
increased service costs. This gave me an acute awareness of the inequality of
bargaining powers of public sector funders and voluntary sector providers of health
and care services. Later, interim employment with a large local charity ‘Carers’
provided experience of services similarly supplied direct to beneficiaries primarily
funded by local authorities. However, in this case services were provided against large
central ‘call-off’ contracts that enabled the charity to accumulate a significant cash
surplus. An inference from these experiences was that there appear to be
inconsistencies in public sector funding of services contracted out to the voluntary
sector. A further point of observed inconsistency was the understanding and practice
of financial, management and regulatory issues with consequential doubts in my mind
as to whether and how charities could be said to have effective control over their
funds and other resources. This pessimistic view was strengthened by initial
experience at ‘Somers Park’, a charity hospice. Whilst it may be arguable that in some
instances voluntary sector organisations are effectively under the control of
government agencies the argument is stronger that the latter are consuming voluntary
sector resources but at prices reflecting a transaction cost not economic cost. In
principle, the public purse may be either paying too high a price for inefficiency or too
low a price and therefore being subsidised by voluntary donations (see Croft, 2003b;
2004b). My professional opinion was that either extreme was poor practice but
potentially resolvable in good faith. This issue highlights questions regarding decision-
making processes in charity healthcare and the reconciliation of the supply of public

services with charity regulation.

Page 13



1.3 THE RESEARCH PROJECT
1.3.1 The research context

This study addresses governance processes in the context of the Cadbury (1992) report
that produced a definition in terms of an organisation’s directing and controlling
systems. The focus is on internal control, performance measurement and reporting,
funding and organisational culture. A distinctive feature of this sector is the separation
of management control, primarily by salaried managers, and overall control by
voluntary trustees (Cornforth & Edwards, 1998; Hind, 1995; Hudson, 1995 and 1999;
see discussion in chapter 2). In the context of this study, governance processes may be
seen as incorporating internal political dynamics and decision-making processes,
interlinked with issues of tension and change. Figure 1.1 below shows these
relationships in diagrammatic form. There is further discussion of this interrelationship

in section 1.3.5 below, and in Chapter 7, sections 7.1 and 7.2.

| Governance |
Processes

Tensions

Figure 1.1: Interlinking governance processes, tensions and change.

Scapens (1990) differentiated between the normative research perspective of ‘what
should happen’, and the positive perspective of ‘what actually happens’. My position
at ‘Somers Park’ provided a valuable opportunity to consider governance processes

from the perspective of a close insider. This position provided access to elements of
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process not readily accessible to external scrutiny thus fitting within Scapens’ positive
perspective. Provisional aims, objectives and questions were devised at the initial
planning stage of the study but these were modified and developed as the study

progressed.
1.3.2 Study aims and objectives

The aim of this study is to interpret issues of political dynamics and internal decision-
making processes that are a response to external influences and constraints and
directly or indirectly affect the provision of public healthcare services by voluntary

sector organisations, specifically charity hospices. The outcomes of the study are

A. Atheory of non-clinical governance processes at a charity hospice.
B. A framework to enable interpretation and practical application of the theory.
C. A methodological analysis of
a. performing empirical research from the perspective of a close-insider,
and
b. the different empirical experiences of ‘positive’ and ‘normative’

research.

A range of research questions to support these aims and objectives is included at section 1.3.6
below. ’

1.3.3 Strategy, methodology and method

The study adopts a case study strategy and a grounded theory methodology following
the Glaser version rather than the more structured and codified version of
Strauss/Corbin. An initial case study at the ‘Somers Park’ charity hospice was
designated phase 1 empirics and performed for the purposes of theory production.
This case study was influenced by prior contextual experiences, including case studies
at ‘Stubbs’ and ‘Carers’, other contextual inquiries and concurrent contextual
experiences at board level in a housing association and an NHS hospital trust. My
cross-sectoral experience provided an ideal platform from which to research the issue.
Data collection was primarily by participant observations in the opportunistic complete

membership role identified by Adler & Adler (1987). Participation involved full access
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to meetings and documents. The case study was multi methodological to the extent

that it was ethnographié along with the adopted grounded theory.

An outcome of the Somers Park case study was emergent theory that was developed
and tested via phase 2 empirics during a cluster of other organisational case studies
from the perspective of an external researcher. Data collection was by interview,
archival analysis and casual observations. Phase 2 case study interviews employed
Critical Incident Technique as an extremely useful data collection method. Phase 1 was
influenced by concurrent contextual experiences at a housing trust and an NHS trust,
but these were more influential during phase 2. It is important that in the context of
this study, theory production and development refers to a theory that may be
generalised analytically not statistically (Yin, 2003; see the wider discussion of this

issue in Chapter 3, section 3.9).
1.3.4 The starting point

At the preliminary stage of preparation for enrolment for this programme, a range of
factors were identified as being likely areas of inquiry to inform the development of
study aims, objectives, research questions and empirical activities. These were
designated as ‘key and underlying determinants’ of any appraisal of an organisation’s
performance in providing public healthcare. The factors were grouped and presented
as a diagrammatic table reproduced at Appendix A. This proved to be a valuable

reference point during the initial stages of the study.
1.3.5 Underpinning tensions and process of change

Governance processes are underpinned by a wide range of organisational tensions and
the ideal of a proactive approach in resolving these via an ordered process of change.
In practice however the approach is often reactive due to failures of anticipation or
action. At the preparatory stage of this study, it was identified that tensions exist at

and between the levels of:

e Government - specifically policy, regulation and practice in the expectation

that these may be inconsistent. To clarify, policy is what government intends to
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happen; regulation is what legislation dictates should happen; and practice is

what government allows.

e External to the organisation — issues of regulation, funding, performance

measurement and reporting, external influences and constraints on voluntary

sector organisations primarily from a variety of government sources.

e Internal to the organisation — issues of governance, accountability,

performance measurement, resources, culture and communications.

Research objectives focused on governance processes in the provision of healthcare

services by the charity hospice, and specifically on those services that government

might provide under statute or as a community service. This raises the question of

inter-sectoral issues i.e. issues in the relationships between voluntary sector

organisations and public agencies. These relationships include the commissioning or

contracting of services and any payment or funding of them. Further questions focused

on change, and the ability of the voluntary sector to manage that change effectively.

1.3.6 Research questions

The research questions in respect of public healthcare services provide by the charity

hospice are:

1. Tensions and change

a.

b.

f.

What are the main tensions in the efficient supply of services?

How do those tensions impact on effective governance?

What are the political dynamics of these tensions and their resolution?
By what internal decision-making processes do voluntary sector
organisations resolve these tensions?

What are the drivers, resistors and facilitators of change? In other
words, what pressures are created within the organisation to encourage
change, what factors produce resistance to such change and by what
means/process is change initiated.

What is the impact of regulation in this matter?

2. And, from a methodological perspective
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a. To what extent and in what way does a positive view of the
organisation, its governance processes and its economic environment
differ from a normative view?

b. What are the methodological problems of a close involvement of
researcher and researched with regard to

i. Grounded theory?
ii. Issues of ethics, researcher involvement and withdrawal from

the field?

Thus, Figure 1.1 above can be elaborated to present the scope for inquiry into
tensions, change and governance processes at a charity hospice in the context of
adopted methodology, as suggested at Figure 1.2 below. This diagram is represented

in the research questions.

Meth Od ology §Noh§n6fr§iéiive '
o * Close participant

Governance  * Political dynamics
* Internal decision-making

processes processes

S .
* Drivers

Cha nge o Resistors

« Facilitators

Governmental

' 'OnS‘ © e External
Tensions | emal

L o i

Figure 1.2: Elaboration of interlinked governance, change and tensions in the context
of methodology.

1.3.7 Study design

Figure 1.3 below provides an outline structure of the study. In summary, the phase 1
case study at Somers Park was performed for the purposes of theory production. It
lasted for around three years and was informed by prior studies and contextual field

work and experience. The outcome of the case study was emergent theory for testing
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and development during phase 2 empirics at a cluster of case studies. Theory
production and development was also tested via a series of academic challenges
throughout the process. These challenges were both within Sheffield Hallam University
and across the wider field of peer review at regional and national workshops and
conferences including the Management Control Association (MCA), the National
Council for Voluntary Organisations (NCVO) and the Voluntary Sector Studies Network
(VSSN). Issues of design, strategy, methodology and method are covered in more detail

in Chapter 3.

‘Stubbs’ Prfor ‘Carers’
experiences
case study P case study
&) )
(@)
Q o Other

contextual

Phase 1 — Somers Park case fieldwork

study.

Theory production

Emergent theory

Concurrent
contextual
experiences

Phase 2 — cluster of case
studies.

Theory testing & development

Reporting

Thesis, workshop & conference
papers & presentations

Figure 1.3: An outline structure of research
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1.4 WHAT DOES THE RESEARCH ADD TO KNOWLEDGE?

The perceived gap in literature is discussed in more detail in Chapter 3, section 3.2.
Briefly, this study makes an original contribution in several respects. Firstly, in terms of
the contextual tensions between the normative (prescriptive) world of legislation,
regulation and informal but generally accepted standards; and the positive
(explanation and prediction) reality of practice from the perspective of a governing
body. Voluntary sector healthcare organisations are subject to distinctive econoh'\ic
factors but also affected by changes in government policy and legislation; creating a
necessity for their governance to operate and evolve via a managed change process.
However, governance processes that react to and produce change may be informal,
individual to the organisation and not readily accessible to research. These processes
may not in practice follow legislation or regulatory guidance. The level of access and
potential for constructive interventions at Somers Park enabled the production of
theory from a close-participant perspective within the organisation. There are
precedents for this close-proximity approach from Cole (1991), Huse & Zattoni (2008)
and Parker (2007). The first two of these occupied similar roles but in commercial
enterprises, Parker’s role was identical and in nonprofit organisations but focus was
different enough for this study not to have been overtaken. The outcomes of this study
are threefold. Firstly, a theory of governance processes in the charity hospice with
possible application to a wider field, and secondly, a framework for the application of
that theory in a practical context. There is also a methodological issue. The dual
researcher/practitioner role during the Somers Park case study presented potential
data collection and ethical problems for the academic credentials of the study. Croft
(2004a) was a pilot study to inquire into methodological problems in this context and

the issue was reflected on during later empirics.

1.5 THE THESIS: STRUCTURE AND CONTENT

The structure of this thesis broadly follows the chronological order of events. However,
activities were often performed in parallel. Figure 1.4 below is a diagrammatic
representation of the broad chronology of chapter contents and their
interrelationships. Broadly, chapters 4 to 9 document the process from this

introductory paragraph through phase 1 empirics, emergent theory, phase 2 empirics,
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a discussion of tensions and change, a theory of governance processes and final
conclusion. All are informed by prior literature (chapter 2) and issues of methodology

and method (chapter 3).
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The charity hospice: a theory of governance processes

CHAPTER 2: CONTEXT, EMPIRICS AND THEORY

2.1 CHAPTER INTRODUCTION

This chapter presents a critical review of literature concerning the context, prior
empirics and theory. The context is that of empirical, theory producing and
developing, inquiries of governance processes at a charity hospice. Prior empirics in
this context are subdivided into those from a normative perspective and those from
a positive perspective; the latter have a particular affinity with this study. Finally, a
number of prior theories are presented and discussed. A diagram of the structure of

this chapter is at figure 2.1 below.

Figure 2.1: Chapter structure: main sections

Section 1.5 and Figure 1.4 in the previous chapter illustrate the broad chronology of
this thesis. Literature was reviewed throughout the study in accordance with
adopted grounded theory methodology (see chapter 3, section 3.5). Glaser (1998)
argues “do not do a literature review in the substantive area and related areas

where the research is to be done” (p. 67 original emphasis). Initial ‘pre-empirics’
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The charity hospice: a theory of governance processes

reviews therefore followed the Glaser suggestion of avoiding literature close to the
area proposed for study and instead reading as widely as possible around the area.
My pre-emersion in literature around management control and charity regulation
was undeniable and Glaser acknowledges the pressures for pre-research reviews of
literature for grant applications and from “a dissertation committee and PhD formal
requirements” (1998, p.72). Glaser’s solution to this is for the researcher to treat
prior literature review material as ‘data’ to be subject to the same process as any
other data. However, to provide a meaningful context for empirical activities
literature of a normative (what should happen) nature was explored in the areas of
charity regulation and voluntary/public sector relationships (see subsection 2.2.3

below).

2.2 THE CONTEXT: VOLUNTARY SECTOR AND PUBLIC HEALTHCARE

Figure 2.2 below illustrates the layout of subsections in this section.

Figure 2.2: Section 2.2: layout of subsections
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2.2.1 Governance, control and accountability

The concepts of governance, control and accountability are inevitably intertwined.
For example, trawling prior literature failed to produce a clear definition of the
difference between ‘governance’ and ‘control’. However, whilst there is no evident

clear distinction there are enough clues to enable a useful discussion.

The Financial Reporting Council, London Stock Exchange and UK accountancy
profession established the Cadbury Committee in 1991 to consider the complex
issue of corporate governance. The Cadbury Report (1992) incorporating a Code of
Best Practice that defined governance as “the system by which companies are
directed and controlled”. In a later publication Cadbury defines governance as “the
method of governing” (Cadbury, 2002, p.1). A third alternative is “deciding and
monitoring corporate performance and corporate conduct” (Argenti, 1993, p.203).
These are of limited assistance in distinguishing between governance and
organisational/management control. Digging a little deeper, Cadbury (2002) notes
the Committee’s terms of reference as relating to issues of “financial reporting and
accountability and to make recommendations on good practice” (p.10). The issues
included performance reporting to “shareholders and other financially interested
parties” (p.10), and a range of issues around external audit and accountability. The
work of the Cadbury Committee was progressed by the later Greenbury, Hampel and
Turnbull committees in the private sector and the Nolan Committee in the public
sector. These committees extended the concept of governance “to include the
broad-based formulation of policy and the development of strategy as the starting
points of good corporate governance” (Palmer & Randall, 2002, p.28). Thus we may
infer a definition of corporate governance as embracing issues of financial
accountability in respect of stakeholders outside of the organisation. There is a
suggestion of support for the external perspective of governance from Block (1996)
who advocates a philosophy of stewardship at all levels in the workplace. In
differentiating between management and governance Block declares “using a term

like governance recognizes the political nature of our lives and our workplace” (p.5).

]
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Further and stronger support comes from Berry et al (2005b) who, in the context of

defining a domain of organizational control, observe that they would

“sometimes step outside of the organization and address the issue of
corporate governance, or how organizations themselves are controlled by
external interest groups.”

(Berry et al, 2005, p.3).

In the same discussion, Berry et al cite “a simple but widely applied definition” of
management control as “the process of guiding organizations into viable patterns of
activity in a changing environment” (Berry et al, 2005, p.3). For the purposes of this
study we may define governance as being externally driven and organisation control

as internal processes driven by both external and internal constraints.

An important issue is that organisations are structured differently within and
between sectors and therefore the requirements of governance also vary. Whilst the
Cadbury definition of governance (designed for use in publicly quoted commercial
businesses) may have wider application it is also quite legitimate to produce
alternative definitions with more specific application and under these circumstances
a range of specific ‘codes of governance’ have been produced. Essentially
governance is a broad principle to be applied rather than a set of rigidly defined
rules. This point is made by NCVO in the introduction to their code for ‘good

governance’ of the Voluntary and Community Sector (VCS)

“The Code is based on the principle of ‘comply or explain’. This means it
is not a legal or regulatory requirement. Organisations using it should
be able to either ‘comply’ with the main principles of the Code, or
‘explain’ why they don’t apply in the particular circumstances.”

(NCVO, 2005, p.6)
In their consideration of governance in voluntary sector organisations, Cornforth &

Edwards recognise the blurring of boundaries between public, private and voluntary

economic sectors with the observation that
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“.. increasingly it is relevant to ask what the similarities and differences
are between governance in different sectors, and what lessons it is
possible to learn which may have relevance across sectors”

(Cornforth & Edwards, 1998, p.8).

Similarly, Langlands (2004) produced a ‘standard’ that recognised the interests of
stakeholders wider than corporate shareholders in the provision of public services.
The standard “comprises six core principles of good governance; each with its
supporting principles”. The standard is intended for “all organisations and
partnerships that work for the public, using public money” and specifically intended
to be relevant to “non-public sector organisations that spend public money” (p.1). In
addressing the ability of the voluntary sector to provide healthcare services to the
public the extent to which service providers are compliant with public sector

standards is highly relevant.

The concept of accountability is on the face of it relatively easily explained and
understood. The Concise Oxford dictionary (Allen, 1990) defines accountable as “...
responsible; required to account for one’s conduct ...” (p.9). Similarly, but in the more
specific context of accounting concepts, CIMA define the ‘accountability concept’ for

management accounting as

“Management accounting presents information measuring the achievement
of the objectives of an organisation and appraising the conduct of its internal
affairs in that process. In order that further action can be taken, based on this
information, it is necessary at all times to identify the responsibilities and key
results of individuals within the organisation.”

(CIMA, 2000, p.10)

However, these are too narrow for the purposes of my study. Munro & Mouritsen
(1996) usefully use their individually authored chapters to widen the concept to
embrace “forming and reforming social relationships” and see different’
accountabilities emerging (p.xi). In his chapter Roberts {(1996) supports what he
identifies as a central theme of “The shift of attention from accounting to

accountability” and later, “thus a shift from a preoccupation with technique and its
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refinement, to social practices and their consequences” (p.41). Roberts identifies two
forms of accountability. Drawing on the work of Foucault to suggest the
individualising effect of hierarchical structures he then contrasts this with the
alternative socialising form of accountability, drawing on Habermas. He epitomises
the former by “pursuit of self-interest”, the latter by “loyalty and solidarity with
colleagues”. Roberts sees the two forms as potentially in conflict but decides that
they “nevertheless seem to rest upon one another” (p.55). The socialising effect of
accountability was taken up by J6nsson (1996) who drew on his earlier empirical
action research to demonstrate how productive benefit resulted from improved
communications within groups of workers and between those groups and external
contacts. This effect results from what J6nsson refers to as “lateral responsibility,

based on ethos rather than hierarchical power” (p.115).

Carnaghan et al (1996) consider ‘accountability pressures’ from a perspective of
stakeholders and financial disclosure. They provide a useful table of examples to
illustrate associated stakeholders, respective stakes, accountability criteria and
financial disclosure management. A relevant point they make is the inter-
relationship between managers (who are themselves stakeholders) and other
stakeholders. In this context they acknowledge an “information asymmetry” in that
management has “information relevant to the criteria stakeholders use to evaluate
the impact of the company’s performance on their interests ...” (p.166). Carnaghan et
al (1996) discuss conflicts of interest between stakeholders and suggest that this can
lead to managers adopting defensive measures such as ‘managing’ financial
disclosure. They provide an empirical example in support of the contention that
“financial disclosure management is a social process, producing a socially
constructed portrayal of the company ...” (p.176). This example illustrates the issue
of financial disclosure but has equal relevance to any other issue of disclosure.
Laughlin (1996) provides an alternative perspective in addressing issues of ‘rights’
and ‘alternative rights’ in accountability. The issues involve a potential for a conflict

of interests between those with a ‘right’ to make demands and professional values
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of those subject to those demands, ‘principals’ and ‘agents’ in the terminology used.
This is an issue of particular relevance to those Laughlin refers to as “the caring

professions” (citing Gorz, 1989) and including health and social services.

2.2.2 The Voluntary Sector et al

Initially, this study was loosely defined as being placed in a voluntary sector context
but was progressively more tightly focused on the charitable hospice. Voluntary
Sector (VS) is one of a number of different terms in use to position an organisation in
its economic environment. This has potential for confusion unless the audience is
clear as to which term is being used and in what context. However, Morgan (2002,
p.1) provides a succinct clarification that differentiates between three economic
sectors; the commercial sector “(business organisations) where profit is the central
aim”; the public sector “.. part of the work of the state”; and the third sector,
voluntary organisations. Morgan also clearly distinguishes between ‘nonprofit’ and
‘not-for-profit’, making the valid point that businesses with commercial purpose may
be non-profit making at times (see also Anthony & Young, 2003; Hofstede, 1981).
This distinction may be a little pedantic as commercial operations do have a profit
making purpose whereas voluntary organisations do not. However, this potentially
leads to a debate of defining ‘profit/loss’ and ‘surplus/deficit’ — not helpful to this
study. An indication of the difficulty in defining the field for discussion is found in
Palmer & Randall (2002) who include the term “voluntary sector” in the title of their
publication but immediately start referring to charities and charity accounting (p.1);
they also introduce the US originated ‘third sector’ (p.9) and in their Preface identify
aims by use of “not-for-profit organizations” (first bullet point) and “non-profit
organizations” (second bullet point) (p.xiii, un-numbered). | am in no doubt the
authors have a sound understanding of the issues but there is no obvious purpose or
direction in this apparently random use of terminology even though it is followed by
extensive discussion of the issue. Hudson (1995) offers another view differentiating
between charitable, voluntary, NGO, not-for-profit and économie sociale but

deciding that none of these fit his particular purpose. It is relevant that central
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government refer to voluntary or voluntary and community sector in some
publications (HM Treasury, 2002; 2004) charities and the wider not-for-profit sector
(Cabinet Office, 2002) but have more recently adopted the term ‘third sector’ (HM
Treasury, 2005: 2006a). To place this debate in context, a visual illustration is useful

and Cabinet Office (2002) provides the diagram below adapted from earlier work.

.Examples of not-for-profit
organisations:

A Amnesty International
B British Council

C Street UK

D Greenwich Leisure

E The Big Issue

~ F Universities

-+ Public Sgctor

Not-for-profit sector

fou
g—
.

PUBLIC BENEFIT I PRIVATE BENEFIT

Figure 2.3: The Charitable and Wider Not-For-Profit Sector

(Cabinet Office, 2002, p.15: Adapted from a model developed by University College

London and the New Economics Foundation)

Whatever terminology is used, all authors recognise the distinctive nature of the
economic sector reflected in legal and operating characteristics that Anthony &

Young (2003) identify as:
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o”
eae

The absence of a profit measure.
Different tax and legal considerations.
A tendency to be service organizations.
Greater constraints on goals and strategies.
Less dependence on clients for financial support.
The dominance of professionals.
Differences in governance.
Importance of political influences.
A tradition of inadequate management controls.”
(Anthony & Young, 2003, p.53, original emphasis)

WHONDILVAWNR

For the purposes of my study and from previous contextual experience | would add,
arguably, a further three characteristics; the use of volunteer labour, a degree of
altruistic motivation on the part of paid staff, and differences in culture and ethical

standards. Some of these issues are discussed briefly below.

Finally, the charitable sector is of considerable economic relevance. As at September
2007 there were 190,358 charities registered by the Commission with a total annual
income exceeding £43 billion (Charity Commission, 2008). Many smaller charities
are not required to register but the larger ones are significant organisational entities.
For context, all organisations participating in this study were in the top three-and-a-
quarter percent of registered main charities by annual income (over £1 million)
(ibid). HM Treasury (2005) suggests that the past decade had produced “rapid
growth” in sector income with an increased proportion coming from the public

sector

“.. since 1991 there has been a real terms increase in general charities’
income of 32%, while the proportion coming from the public sector has
risen from 27% of the total to 37% of income.

(HM Treasury, 2005, p.19).

The source observes that “Most of this increase is driven by the third sector’s greater
participation in public service delivery” and provides the chart below to illustrate

sources of income during 2001/2.
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Source of income Percentage of total income
Public sector contracts 18%
Grant aid 20%
Donations 21%
Private trading income _ 19%
Other 22%

Table 2.1: Source of Income for General Charities, 2001/2
(Data extracted from HM Treasury, 2005, p.20)

2.2.3 Governance in the VS: A normative perspective

A normative perspective implies a view of what should happen based in legislation,
guidance and best practice. In this context the Charity Commission is a prime source
of material, publishing a wide range of literature that is periodically updated and

reissued.
2.2.3.1 Regulation: The Charities Acts

Regulation is primarily based in the Charities Act 1992, 1993 and 2006 (the Acts).
These establish the legal status of charities and the regulatory body in England and
Wales, the Charity Commission (The Commission). The Acts also lay down rules in
relation to many aspects of organisation, governance and particularly accounting and
reporting requirements for UK charities. Much of the Acts leave considerable scope
for interpretation and discretion on the part of the Commission and Charity Trustees.
However, the Commission also issues a considerable volume of guidance on charity
administration with the expectation that it will be followed unless there are specific

reasons why aspects are inappropriate. However, guidance is not legally binding.
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“Although the Commission will be legally required by subsection (1) of this
section to issue guidance, the guidance will not be legally binding on charity
trustees.

(The Stationery Office, 2006, p.6)

The Commission has formal complaints and investigations procedures but their
policy is to provide advice and assistance to trustees in resolving problems and only
where serious financial irregularities are found will more formal action be initiated.
The regime appears to be one of tight regulation but with relaxed enforcement.
Charities are also subject to many other aspects of normal commercial regulation of
activities in areas such as health and safety, employment legislation etc. but it is
apparent that other regulatory bodies will defer to the Commission in the event of
perceived problems or default. The key regulatory force therefore emanates from

the Commission.

There is recognition in literature of the impact of tighter regulation of accounting in
the charitable sector; Connolly & Hyndman (2000) analysed the financial statements
of large fundraising charities concluding that there has been significant improvement
in charity accounting and that this is likely to continue. An earlier study, Williams &
Palmer (1998), had also found progress but observed considerable variation in
practice and a degree of resistance among charities. Perhaps crucially they raised
the question of “... how deep is the resolve of the new Charity Commission regime to
enforce its diktat” (p.278). This question is still relevant today as no amount of
regulation will be effective if not supported by competent monitoring and

enforcement regimes.

A particularly interesting and relevant point for this study is that NHS hospital trusts
have a parallel charity that administers funds donated to the trust for charitable
purposes and therefore outside of the scope of normal NHS expenditure. In these
circumstances the hospital trust board is the corporate trustee of the charity. It is
also possible that a hospital has other fundraising activities that fall to be considered

as charitable and possibly separate from both the hospital trust and the main
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hospital charity. The role of charitable funds in the NHS was the subject of an
empirical study via case studies at ten organisational units that provided a
comprehensive report on issues at that time (Lattimer & Holly, 1992). A point of note
is that the Audit Commission has traditionally audited NHS trust charities along with
the accounts of the associated NHS trust. In a move towards greater separation of
NHS trust and associated charity, from 2006 an NHS trust charity is now required to

appoint its own auditor.
2.2.3.2 The board of trustees: individual and collective responsibilities

The law is only able to be definitive in some respects, in other matters it can do little
beyond setting boundaries and establishing broad principles. Supplementary
guidance from regulators carries the expectation that it should be followed unless
there is good reason for another view to be taken (a concept consistent with the
Langlands’ principles discussed above). This issue is illustrated in Charity Commission
(2005b, Duties of trustees) that has been produced to present legal and technical
issues in everyday language. The leaflet provides a useful interpretation of the use of
‘must’ as representing legal or regulatory requirements and ‘should’ as representing
issues of “minimum good practice, but for which there is no specific legal
requirement” (p.4). Charity Commission (2001b, Internal Financial Controls) confirms
use of ‘must’ and adds ‘recommend’ and ‘advise’ as alternative suggestions of best
practice. From a general governance perspective, the Commission express their
expectations of the factors necessary to foster public confidence in a well-run charity
(Charity Commission, 2002b, Hallmarks). The ‘Hallmarks’ leaflet CC60 covers issues
of documentation, trustees, the importance of independence, governance and
purpose. Commission guidance is extensive and the range is far beyond the scope of
this review, however, some publications are important to an understanding of key

issues and are included as appropriate in the following paragraphs.
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A very important point for this study is the collective nature of trusteeship. This
point is made from the perspective of trust law by McLoughlin & Rendell (1992) who

observe

“Since trustees are jointly responsible for the management of the trust
they are also jointly liable for any wrongdoing or neglect in the
execution of the trust in which they are involved, whether actively or
passively.”

(McLoughlin & Rendell, 1992, p.182)

The Charity Commission makes a similar point in the more specific charity trustee
context (Charity Commission, 2002b, Hallmarks of a Well-run Charity; 2005b, The

Essential Trustee).

Charity Commission (2005b, Duties of Trustees) provides a useful summary of the

principles of trusteeship and main duties of charity trustees.

“Trustees have and must accept ultimate responsibility for directing the
affairs of a charity, and ensuring that it is solvent, well-run, and
delivering the charitable outcomes for which it has been set up”

(Charity Commission, 2005, p.6)

This publication also lists several issues of compliance and identifies duties of
prudence and care that trustees have. Compliance issues include those in relation to
the law, regulation and accounting and reporting; the charity’s governing documents
and purpose; and a requirement to act with integrity in respect of conflicts of
interest and use of funds and assets. Trustees’ duty of prudence involves issues
around ensuring solvency; proper use of funds and assets; risk; and investment and
borrowing. The issue of risk is particularly relevant as a wide concept covering all
aspects of a charity’s activities. The note on this issue extends risk management
beyond funds and assets to also include reputation. The duty of care is in regard to
trustees’ use of “reasonable care and skill” and to “consider getting external

professional advice” in issues of “material risk” or trustees’ “breach of duties” (Ibid,

p.6).
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Trustees’ duty of prudence requires that they “ensure prudent financial
management and compliance with the law” (Charity Commission, 20003, p.17,
Managing Financial Difficulties and Insolvency) and may under some circumstances

be held personally accountable for losses and liabilities. The Commission emphasises

“Controls are a necessary feature of any well-run organisation. Because
of the special characteristics of the charitable sector, they play an
essential part in helping to show potential donors and beneficiaries that
a charity’s property is safequarded, and that its management is
efficient.”

(Charity Commission, 2001b, p.3)

In a dedicated publication of guidance on financial controls Charity Commission
(2001b, Internal Financial Controls) recognises the necessity that control systems
should reflect the charity’s structures of responsibility, authority and reporting. The
guidance covers a wide range of issues commencing with that of delegation which is
an option available to trustees but subject to legislation and the charity’s own
governing documents. The Commission recommend that where delegation is
authorised it should be fully documented and regularly reviewed but ultimate
responsibility remains with trustees. Charity Commission (2001b) identifies several
areas where basic internal controls are essential, including segregation of duties,
planning and budgeting and funds and assets. Issues of control and solvency are also
addressed by Charity Commission (2000a) that makes recommendations regarding
trustee skills and the periodicity of formal meetings. On financial issues, Charity
Commission (2000a) makes recommendations on budgetary procedures and the

diversification of income sources as a hedge against risk.

Inevitably the activities of trustees and their involvement in the charity will be
dependent on their individual and combined skills. There is general recognition and
concern of a demographic imbalance and shortage of particular skills within charity
boards that consequently may not always be fully effective in their governance
duties (Gambling & Jones, 1996; Hudson, 1995; Cornforth, 2001; Charity

Commission, 2000a; 2001b). This issue is clearly of concern to the Commission and
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the essence of guidance is to encourage the appointment of trustees that have
personal integrity and skills necessary for the role. The Commission have published
the results of studies into trustee recruitment, appointment and induction
processes. Charity Commission (2002a) concluded “improvement is needed” (p.1).
Charity Commission (2005c) identified similar weaknesses with diversity between
larger more complex, and smaller charities. The latter did however welcome
observed improvement and urged other charities to adopt examples of good

practice.

As trustees are appointed on a voluntary basis, it is inevitable that many have
interests outside of the charity; this can often result in conflicts of interest. The

Charity Commission define a conflict of interest as

“.. any situation in which a trustee’s personal interests, or interests
which they owe to another body, and those of the charity arise
simultaneously or appear to clash.”

(Charity Commission, 2004, Section 2, p.2)

They discuss a number of examples of common situations with relevant guidance for
their handling. They also acknowledge that conflicts of interest are “inevitable” and
that the issue is not one of individual integrity but that the situation should be
carefully and transparently managed. This process should include a policy for dealing
with conflicts of interest as they arise and a regularly updated ‘register of interests’.
A further recommendation from the Commission is that at every meeting charity
trustees should declare any potential conflict and take no part in discussion or
decision-making on that issue (Ibid, section 7, p.5). This principle is also stated in

Charity Commission (2005).
2.2.3.3 Accounting, reporting and taxation

Accounting and reporting by charities is dictated by legislation, primarily the
Charities Acts although incorporated charities must also comply with the Companies

Act 1985. More detailed guidance is provided under a succession of Statements of
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Recommended Practice issue by the Accounting Standards Board in conjunction with
the Commission with the objective of setting out “... recommendations on the way in
which a charity should report annually on the resources entrusted to it and the
activities it undertakes” (Charity Commission, 2000b, p.1). The current SORP is the
2005 revision Charity Commission (2005d). There had been an earlier SORP in 1988
followed by revisions in 1995 and 2000. The Commission publish a series of guidance
notices on charity accounting targeted at the requirements of different sizes of
charity. The detailed requirements are beyond the scope of this review but a
distinctive feature of charity accounting is the necessity to segregate funds held for
different purposes. This requirement is written into the SORPs but comes from
obligations under trust law. Essentially charities must account for and report on
funds acquired and held for specific purposes (in trust) and group them as
‘restricted’ or ‘unrestricted’; the former category might require to be further
analysed as income or ‘endowment’ (capital) funds. One side effect is that many
commercial accounting packages designed for smaller businesses were historically

unable to handle this requirement thus limiting the choice available to charities.

One further aspect of charity accounting that must be mentioned is that relating to
the scrutiny of accounts. To simplify, very small charities may have their accounts
approved by the trustees, large charities (and all incorporated charities) must be
subject to a formal audit but for charities of intermediate size the option may be
available to commission and ‘independent examination’; a scrutiny along the lines of
a formal audit but with less stringent requirements. As all organisations participating
in my study are subject to audit detailed discussion of this issue is beyond the scope
of this review. However, the Act is definitive on this matter; see Morgan (2002) for a

more informal guide.

Charitable status has other potential benefits. Anthony & Young (2003) provide a
brief non-technical explanation from a US perspective but similar principles apply in
the UK. Issues of operational tax and law are not central to this study and | have

performed only a very limited review for context. From a UK perspective, a few
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elements require comment. Firstly, under VAT legislation sales of donated goods are
zero-rated with the implication that the charity can reclaim VAT incurred as a
consequence of making these sales. An additional tax issue is that income and
corporation taxes are not levied on charity shop ‘profits’ so long as they are used
purely for charitable purpose; for this reason most charities operate their shops
under a wholly owned corporate subsidiary that donates all profits to the parent
charity. A final point in the context of my study is that healthcare services are
exempt under VAT legislation with the consequence that VAT incurred in the course
of making these supplies cannot be reclaimed (in voluntary sector terminology, is
‘irrecoverable’) and ‘sticks’ with the charity, in effect an additional expense. A
comprehensive debate on these issues is beyond the scope of this study and review

but Palmer & Randall (2002) provide a useful summary analysis.
2.2.3.4 Partnerships and commercial contracts

Relationships with the public sector are considered in section 2.3 below, but a
charity may enter into contracts with commercial partners. Charity Commission
(2002d) provides detailed guidance on the issue from the perspective of Commission
experiences and case files. The Commission recognise potential benefits to the
charity but stress the need for a full understanding of the relationship and
prospective partners and implement appropriate monitoring and review processes.
The report goes far beyond ensuring the legality, propriety, integrity and fairness of

financial arrangements and makes the important point

“Charities should recognise that their name is a valuable asset and that,
in a commercial partnership, association with a charity can generate
substantial benefits for the company.”

Charity Commission (2002d, p.3)

This point is an important constraint that does have implications in a commercial

context but is particularly relevant in a charitable healthcare environment.
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2.2.3.5 Use of volunteers

The use of volunteers is an important feature of the voluntary sector. The issue is not
unique to the VS in the context of this study as most if not all NHS hospitals have a
loyal community-based volunteer force that support paid staff by providing a range
of ancillary services such as on-site shops and library facilities etc. The opportunity
for a charity to have a free resource might be seen as pure benefit but studies have
shown that this ‘free’ resource does not come entirely without cost and can at times
be a mixed blessing. To understand why there might be a problem it is first
necessary to consider why people volunteer to work for charities. There is no clear
answer to this; people volunteer their time to support charities for many reasons
personal to the individual. Madrell (2000) found that “the predominant motivation
... was a wish to support the particular charity ...” although a few followed a personal
association. Other reasons included “general altruism”; occupation of spare time
and a desire to keep active; enjoying the work; social reasons such as meeting
people; and for a few, the opportunity to gain work experience. Whithear (1999)
found no evidence of the motivation to obtain work experience but did recognise the
phenomena of a club culture at some locations that was thought to aid the retention
of volunteers. In this discussion it is important to note that trustees are also
volunteers. Only under specific circumstances can trustees receive payment for their
services and there are rules covering trustees who are also beneficiaries of the
charity. This can pose problems for charities in ensuring the representation of

essential skills on the board of trustees.

With such a mix of motivation among volunteers it is no surprise that there can be
problems for the organisation in managing the operation. This can be particularly
true of situations involving both paid and unpaid staff. Madrell (2000) and Whithear
(1999) considered this factor in recognition that volunteers present very different
managerial problems; the latter observed differences in volunteers managed by

volunteer managers compared to those managed by paid managers. Both also

addressed the impact of volunteers in meeting performance targets when volunteers
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might resist what they see as inappropriate pressure. There is also a necessity to
ensure that all staff received appropriate training and again volunteers might prove
reluctant. In many charities volunteers work mainly in support and fundraising
functions such as charity shops and Whithear (1999) noted a tendency to ‘detach’
management of the volunteer force from central control. An important aspect from
the point of view of trustees and governance is the legal ambiguity of ‘employing’
volunteers. Morris (1999) discusses several borderline cases of volunteers and their
position under employment law; particularly where there is payment, even
supposedly as reimbursement of expenses, there can be unforeseen consequences

for the charity.
2.2.4 Governance in the VS: positive perspectives

A factor underlying the choice of subject for this study was recognition from
personal experience that what happens in the governance of a charity may not fully
reflect best practice or the legitimate expectations of legislators and regulators. This
is a perspective of ‘positive’ (as opposed to ‘normative’} research (Scapens, 1990).
There have been a number of research studies that explore issues of governance
from a practical perspective and these were useful in the formative stages of
planning my own empirics. One such study with many parallels to my own, albeit
around ten years earlier, is reported by Gambling & Jones who used structured and
semi-structured interviews to explore the administrative systems of eighteen

charities.

“The primary purpose of the research on which this report is based was to
understand how charities are actually governed. Our emphasis was on
financial governance, including budgetary control; however, because of the
obvious difficulties in demonstrating the efficiency and effectiveness of
charitable expenditures, we also examined the control exercised by trustees
over the charitable operations.”

(Gambling & Jones (1996, p.15)
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Among the many issues addressed by this relatively short but comprehensive report
are procedures for Annual General Meetings (AGM); committees structure and
servicing; trustee titles, recruitment and roles; policy formulation and performance;
information requirements and provision; and training, skills and knowledge of
regulation. Gambling & Jones conclude by noting the “apparent excessive regulation”
of the VS and “excessive complications in the tax regime”. They state their view that

legislative changes should be made in the areas of corporate structure and tax,

driven by “specific social policy towards such organisations” (pp.13-14).

Cornforth and Edwards {(1998) presented the findings of a study to obtain a greater
understanding of how public and voluntary boards worked and to examine the
relationship between senior managers and their boards. Towards these aims they
identified three models of governance that are relevant to an understanding of the

process:

e A stewardship model — separation of board members from staff and
managers, close links to trust law in that board members are entrusted to
ensure that organisational objectives are achieved.

e A partnership model — board members operate at the “apex of a
management hierarchy” (p.12) with a consequential necessity for board
members to have appropriate skills.

e A political model — board members are seen as representing particular

stakeholder interests.

The three models suggested by Cornforth and Edwards (1998) each have a relevance
to charitable organisations but each is probably more appropriate to different
contexts. For example, the political model may be relevant to a housing trust where
board members are elected to represent tenants or the local authority, albeit with a
balance of ‘independents’ to ensure equity between the two interests. A partnership
model frequently occurs in smaller or newly formed charities where trustees are

more actively involved in day-to-day operations. However, a stewardship model
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might be seen as more appropriate for mainstream charities and their trustees. This
model clearly suggests a distinction between the roles of trustee and manager.
Hudson (1995) agrees with this idea, seeing the role of the board as being concerned
with governance of the organisation, accountability for the organisation and
resolving tensions within tﬁe organisation. However, in a later edition Hudson

recognises the lack of a clear boundary between governance and management

“Unfortunately, the roles of the board and paid management cannot be
neatly separated. But neither do they need to overlap entirely. They need to
be distinct but complementary.”

(Hudson, 1999, p.42)

It should be noted that Hudson (1999) appears to adopt a definition not entirely
consistent with Cadbury in that he differentiates between governance and
management (but see the discussion of issues of ‘governance’ and ‘control’ in
subsection 2.2.1 above). Notwithstanding his recognition of the lack of a clear
boundary he declares that governance is the board’s responsibility whilst
management is a staff responsibility (p.42). Cornforth (2001) took a similar approach
in defining governance as “all the functions performed in orgdnisations by the
members of their governing bodies” (p.ii). Hind (1995) addresses the respective roles
of trustee and management but raises a specific “common misconception ... that the
success or failure of trustee/management relationship revolves around only two
players: the chair of trustees and the chief executive” (p.309). Hind discusses
trustee/management relationships at several functional levels and recognises the
potential damage caused by imbalances of power. Hudson (1995) and Cornforth and
Edwards (1998) also discuss a variety of possibilities in the balance of activities and
power. The potential dangers of inappropriately exercised power is very real from
even limited familiarity with charity boards. Gambling & Jones recognise the

possibility
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“... that forceful and morally indifferent people are able to seize control

of organisations and operate them as their private fiefdoms - and

ensure that the accounting record does not disclose this fact.”
(Gambling & Jones, 1996, p.16).

Issues around the board of trustees at charities throughout the UK have been
addressed by two national surveys sponsored by the NCVO, Kirkland & Sargent
(1995) and Cornforth (2001). The latter incorporated comparative data from the
former in order to assess changes over the intervening years. The key findings of
Cornforth (2001) were that “Many board characteristics and changes vary with size”
(p.iii) including board size and structure as well as available support. In comparison
with the earlier Kirkland & Sargent (1995) study, Cornforth found that average board
size had increased and there had been demographic changes. Trustee recruitment
had become more difficult for smaller charities although “Most organisations still
rely heavily on word of mouth” (p.iii). Finally, there was evidence of improvement in
governance, particularly in terms of trustee training and support although “there
may be a growing gap between the boards of small and large charities” (Cornforth,

2001, p.ii).

The Charity Commission has also used survey technigues in conjunction with data in
their own files to explore issues of trustee recruitment, selection and induction in
two reports (Charity Commission, 2002a; 2005c). The first of these reports was
designed to investigate difficulties encountered by the Commission including failures
by trustees to ensure they are fully aware of their responsibilities in respect of
charity and corporate legislation; to take specialist advice when required; to put in
place appropriate accountability and control measures; to ensure separation of
personal interests from those of the charity; and to operate the charity in the
collective interest. The findings related to the value of skills audit and greater
diversity for trustee boards. The study confirmed earlier findings in trustee
recruitment “reliance on personal recommendation and word-of-mouth are
surprisingly high” (2002a, p.4). However, the survey did not support the suggestion
that ‘suitable trustees’ were difficult to find. It is worthy of note that Charity
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Commission (2002a) made particular note of issues around conflicts of interest,
confirming guidance discussed at subsection 2.2.3.2 above. The later survey was
designed to develop the issue, building on the earlier work rather than replacing it.
Relying on casework experience the Commission stress the importance of: openness
and transparency in recruitment; an effective induction programme for new

trustees; and diversity in skills, age, gender, race and background.

“Our case work shows that failure to give enough attention to certain
key areas in the recruitment process can and does lead to problems.
Where such problems arise, we find that their root is frequently the
governance provided by trustees. Often, difficulties result from trustees
not knowing or understanding their responsibilities; or not having
access to basic information about the charity’s structure and remit.”

(Charity Commission, 2005c, p.2)

Interestingly Charity Commission (2005c, Trustee Recruitment and Induction)
differed from their earlier report and found some support for Cornforth (2001) in

respect of potential recruitment difficulties for trustees at larger charities.

One further empirically based report of note concerns the levels of reserves held by
charities. Charity Commission (2003b; 2003c, Charity Reserves) were compiled from
Commission records and case files supplemented by verbal and survey inquiries.

Findings suggested a wide diversity of reserve levels between charities but

“.. £26 billion held collectively in reserves by charities in 2001 was
roughly equivalent to the collective total income for that year. 90% of
these reserves and income was accounted for by 10% of charities”.

(Charity Commission, 2003b, p.1)

Recommendations from the report focused around charities and funders (donors
and grant-making bodies) having a good understanding of the need for charity

reserves backed up by effective policies for their level, control and disclosure.
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2.2.5 Public healthcare provision in the UK: past, present and future?

The provision of public healthcare has varied considerable in terms of availability,
source and funding over the centuries. The issue of public or voluntary funded
healthcare is integral to this study and this section provides an insight into how the

current situation has evolved.

2.2.5.1 Public healthcare before the National Health Service (NHS)

Prior to the foundation of the NHS in 1948 healthcare was free only to the lowest
paid workers but this generally did not include families. NHS (2006a) notes “poor
people often went without medical treatment, relying instead on dubious — and
sometimes dangerous — home remedies or on the charity of doctors ...”. Attempts at
mitigating the social consequences of this were made by charitable and voluntary
hospitals and individually by philanthropists and social reformers. An example is that
of William Marsden who opened a hospital free on request to the destitute or sick
that later became the Royal Free Hospital. Nevertheless the poor, elderly and
mentally ill often suffered considerable hardship. Early public healthcare services
were provided under poor law but standards were considered by some to be
unacceptably low (Pater, 1981). This point is graphically made by lliffe who opens his

first chapter with the comment that

“In 1917 it was safer to be a soldier on the Western Front than to be
born in England. For every nine soldiers killed in France twelve babies
died within their first year of life, in Britain. The infant casualty rate
was 1,000 per week.”

(Niffe, 1983, p.11)

Several publications have recognised that the availability of healthcare was variable,
for example, Pater acknowledged that by the early years of the Second World War

services had been extended

“considerably ... often in partnership with some local voluntary body.
But the salient features were still unevenness of quality, gaps in
provision and almost complete lack of co-ordination ...”
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(Pater, 1981, p.22)

Gorsky et al (1999) addresses regional variations in healthcare services in an analysis
of the history of voluntary hospital between 1871 and 1938. For those unable to
afford private healthcare these were the only option available. Gorsky et al
acknowledge the likelihood that “uneven distribution of voluntary provision
mattered” (p.476) and this is likely to have had consequences for individual health.
The impact of inequalities in healthcare services was a key factor in the eventual

development of the NHS.

Voluntary hospitals were a vital element of pre 1948 public healthcare but were also
the cause of considerable concern and debate regarding their part in any co-
ordinated system. Whilst a hospital may be differentiated from a hospice in terms of
its purpose, objectives and services there are parallels to be drawn with respect to
their voluntary nature, organisation and governance. Gorsky et al (1999) define

voluntary hospitals as

“institutions with voluntary governing bodies, whose income was drawn
from philanthropy or contributory insurance and in which doctors were
for the most part honorary and unpaid”.

(Gorsky et al, 1999, p.463)

The Gorsky et al paper is a detailed and comprehensive analysis of British voluntary
hospitals with considerable historic content. Throughout the debate and process of
founding the NHS, voluntary hospitals were seen as a contentious issue. Pater (1981)
refers to voluntary hospitals in the context of Dawson (1920) who had concluded
that such facilities should continue with the interesting suggestion that they “should
receive grants for their contribution to the services” (Pater, 1981, p.9). At that time
voluntary hospitals were the main sources of acute care in the UK and had suffered
badly from the economic consequences of the First World War; increased costs had
far outstripped increases in income with the result that most had large financial
deficits. The Cave committee (Cave, 1921) was established to consider this issue and

recommended limited and temporary public funding to assist but without
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undermining the voluntary system. The later Onslow Commission (Onslow, 1925)
considered issues of hospital capacity and co-ordination but without success (Pater,
1981). However, the issue of co-ordination between voluntary hospitals and public
authorities remained one of strong debate in which the then Minister of Health
Neville Chamberlain took an active part. Chamberlain argued for consultations
towards an agreed area plan although stressed that he was not seeking to challenge
the independence of voluntary hospitals (Pater, 1981). Chamberlain was
instrumental in the passing of the Local Government Act 1928 that included a
requirement that local authorities must consult voluntary hospitals and over the next
few years this did result in a few locally based co-ordinating committees but
relationships between voluntary and public sectors was to say the least somewhat

strained (Pater, 1981).

The Second World War had an even greater impact on the voluntary sector than had
the first but a quickly established Reconstruction Problems Committee had been
considering the issue of post-war health services including the possibility of a
regional body incorporating voluntary hospitals. This debate continued throughout
the war years and was characterised by some disagreement between ministers and
the medical profession in terms of eligibility although they agreed that management
arrangements need not change. It is interesting that ministers favoured paying
voluntary hospitals for services provided in addition to situational specific grants.
Ministerial proposals did not receive unqualified support from the voluntary sector

that considered these
“did not ... constitute the ‘partnership’ with the local authorities they

were expecting, but rather domination of the voluntary hospitals by the
local authority, ...”

(Pater, 1981, p.58)

It is clear from the detail of Pater (1981) that the founding of the NHS was very much
and evolutionary process, a factor also recognised by lliffe (1983) and in a more

recent television documentary “The birth of the NHS was not a bolt from the blue. Its
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roots lay deep in British history” (ITV, 2008). Pater acknowledges Elizabethan Poor
Law as “the first evidence of an organised health service” (p.2) but argues that many
factors contributed to creation of a public environment enabling the later founding
and development of the NHS. These factors included such diverse issues as mains
water and drainages, public housing and the provision of isolation hospitals for
infectious diseases. The Royal Commission on National Health Insurance of 1926
produced little action but raised a number of issues, not least the support for the
National Health Insurance Bill of 1911 by the British Medical Association (BMI) that
had been opposed to many earlier proposals but now adopted a much more positive
line on many issues including that of a co-ordinated service for many health
problems. This idea of a co-ordinated health service, albeit not necessarily free, had
received some attention by the earlier Haldane machinery of government committee
report (Haldane, 1918) and had resulted in the establishment of a Ministry of Health
for England and Wales in 1919. An early action by the new Minister of Health was
the appointment of a consultative committee who produced an interim report

(Dawson, 1920) that Pater refers to as

“... nothing less than the outline of a national health service; and in doing so
they laid down the main principles and raised many issues which governed
the pattern of discussion for nearly thirty years.”

(Pater, 1981, p.7)

2.2.5.2 The NHS

The NHS was established on 5% July 1948 for the purpose of providing healthcare for
UK citizens purely on the basis of need, not ability to pay. The service is funded from
taxation under the auspices of the Department of Health who retain overall
responsibility for policy and management. The Department of Health Business Plan
(DH, 2007b) defines the Department’s aim as “to improve the health and well-being
of the people of England” (p.3, recognising the more recent impact of devolution).
The Business Plan also identifies three roles, firstly as headquarters of the NHS,

secondly as a Department of State and thirdly in setting policy.

S —
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At launch the NHS operated via 14 regional hospital boards and was sub-divided
into; hospital services; family doctors, dentists, opticians and pharmacists; and local
authority services. However, NHS (2006a) acknowledges that establishment of the
NHS did not immediately result in new hospitals or more doctors and services
remained largely as before. The issue is multi-faceted, comprising problems of
administration, resources and demand. Bevan maintained that expectations would
always exceed capacity necessitating constant change, growth and improvement,

establishing the important point that

“Then as now, the family doctor acted as gatekeeper to the rest of the
NHS, referring patients where appropriate to hospitals or specialist
treatment ...”

(NHS, 2006a).

Despite successive re-organisations and central initiatives there are still perceived
problems with the NHS. Service inequalities have been discussed from a historic
perspective but are still an issue of public debate (BBC, 2006). The current structure
of NHS organisation and services is well described in NHS (2006c) and the diagram
below provides an excellent visual image of relationships between individual
elements. Thus DoH provides the funding, Primary Care Trusts (PCTs) commission
services from a wide range of service providers, monitored by Strategic Health
Authorities (SHAs). It should be noted that this structure only applies in England;
Scotland and Wales have their own devolved arrangements; the Isle of Man and the

Channel Islands have independent structures.

Page 50



The charity hospice: a theory of governance processes

Departrnent of
Health (DH)
“funding,
directing and
supporting the
NHS”

zapt:{ﬁ?]g Primmary Care

Trusts (PCTs)
“assessing local
needs and
commissioning
care”

Strategic Health
Authorities
(SHAS) ‘
*managing, |
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Figure 2.4: The NHS Structure in England
(Extracted from NHS, 2006c, p.1)

Medical advances continue but limited resources necessitate tighter controls
improved administration and funding allocation systems. There has long been a
history of professional administration separate from clinical professionals and the
power of such a group and individuals should not be underestimated. Harrison
(1988) designates NHS managers as ‘diplomats’ and their role in its early years as

being to act

“as agents for physicians in a passive alliance, facilitating their practice by
solving problems, smoothing conflicts and generally maintaining the
organisation”

(Harrison, 1988, p.55).

Perhaps a significant step forward for the NHS was the Sir Ernest Roy Griffiths review
NHS administration in 1983. This resulted in the introduction of General Managers, a
step designed to encourage a more ‘business-like’ approach and therefore improve

decision-making (Levitt et al, 1995; Jones & Mellett, 2007). The medical profession
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(particularly Consultants) were gradually drawn into accepting managerial
responsibility and nursing professionals have moved into managerial roles as Chief
Executives at NHS trusts. The considerable influence of the medical profession
remains; an NHS Chief Executive once remarked during a presentation | attended “if
you lose the confidence of your Consultants, you Wal ” (Institute of Management,
2002). The relevance is that the roles of senior administrators in the NHS are
undergoing considerable change in the light of central initiatives such as Foundation
Trust status for hospital trusts meeting strict criteria. Unsurprisingly many charity

hospice administrators have been recruited from the NHS.

Of particular influence in modern public healthcare is the internal market. Outlined
in the 1989 White Paper ‘Working for Patients’ and implemented as the NHS and
Community Care Act 1990 the objectives of the internal market were to balance

resource constraints and growing demand.

“There was an overriding imperative to keep public expenditure down;
unacceptably large variations in performance in different areas were
apparent; there was a marked lack of information and choice for consumers;
the service was insufficiently managed; and there was almost no reason for
the medical profession to consider the cost of treatment even though the NHS
operated within a cash-limited budget. Furthermore, perennial problems such
as long waiting list and times, ward closures, staff shortages and difficulties in
admitting emergency cases remained stubbornly difficult to solve.”

(Dixon, 1998, p.3)

The internal market developed a divide between ‘providers’ and ‘purchasers’.
Initially, providers were NHS Trusts, ostensibly independent and in mutual
competition; purchasers were GPs who had elected to join the GP fund holding
scheme and had budgets from which to purchase healthcare services. NHS (2006a)
makes the claim that “By 1995, all healthcare was provided by NHS trusts”, a
potentially misleading claim that appears to ignore the independent contribution of
private and voluntary sectors. This internal market was subject to considerable

dissent, both internal and external. Critics accused the market of failing to comply
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with NHS founding principles and resulting in a two-tier system of healthcare
provision. In a parallel with pre-NHS times Dixon (1998) notes “ensuring equity in
health services was not a prime objective at the time” (p.8). There was also criticism
of the duplication of services by competing providers. The lack of contemporaneous
research into the performance of the internal market is stressed quite strongly by
Dixon who identifies a wide range of reasons for a highly biased political picture of
the time. Dixon notes “the opportunity was missed to set up rigorous studies which
allowed before-and-after comparisons to be made” and that researchers were
confused “They were not just unsure of what to evaluate but of how ...” (emphasis
original, 1998, p.10). Bull provides a degree of support for the Dixon (1998, p.3)
quotation above by confirming that the internal market “accelerated (albeit
painfully) the medical profession’s acceptance of the links between clinical practice
and health care costs” (1996, p.5). Although written from a self-confessed
commercial perspective the Bull paper does provide a valuable insight into issues of
the time in the context of a changing healthcare economic environment. Inter alia
Bull argues that then current initiatives follow recognisable principles for purchaser-
provider relationships including long-term partnership, alignment of incentives and
equal opportunity; this is perhaps debatable in the context of voluntary sector
organisations. The change of government consequent to the 1997 general election
led to a new White Paper (Secretary of State for Health, 1997). Whilst not entirely
doing away with the internal market it did propose considerable change to the way it
operated. Dixon (1998) judged that “the high degree of consensus between the old |
government and new about the merits of keeping the essential features of the 1991

reforms was obvious” and concluded “The main differences were of emphasis”

(p.13).

A new system of internal funding for the NHS was introduced in 2004. The basis of
Payment by Results (PbR) is that commissioners (PCTs etc) purchase health services
from providers (hospital trusts etc) at a national tariff rate. The tariff differentiates

between medical intervention categories (HRGs) and a price is set for each. Pricing is
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based on a national average cost (Reference Costs) from data provided annually by
NHS service providers. Unsurprisingly there is wide variation in cost between
providers. Northcott & Llewellyn (2003) dealt with the specific issue of reference
costs as a mechanism for performance measurement concluding inter alia that the
initiative “had failed to identify either a benchmark for excellence or a standard of
acceptable cost efficiency” (p.63). Thus reference costs are simply an arithmetical
average of reported costs without direct links to quality or efficiency. Whilst the
initiative requires NHS trusts to “report their costs, on a consistent basis” (Northcott
& Llewellyn, 2003, p.53) concurrent contextual experience suggest that consistency
is sought but not totally achieved. Reference costs, and therefore PbR, have been
criticised as being too imprecise and failing to take account of clinical complexity.
There is undoubted potential benefit to PbR in applying cost pressures and in
distributing limited funds to competing priorities, and the system is still undergoing
year-on-year development. However, in practice PbR is essentially a resource
allocation system rather than a true cost based payment system (conference paper

Croft, 2006d included a brief discussion of this point).

2.2.5.3 The hospice movement

The modern hospice movement is widely acknowledged as emerging from the
founding of St Christopher’s in Landon in 1967 but hospices have existed in various
forms for centuries. Help the Hospices (2006a) provides the information that in 2005
there were 253 hospices in the UK with 3,411 in-patient beds of which 255 were for
children. The reference acknowledges that the NHS and some larger charities
provide hospice care but states that most hospices are independent local charities

and also provides a useful working definition of hospice care that is

“for the whole person, aiming to meet all needs - physical, emotional,
social and spiritual. At home, in day care and in the hospice, they care
for the person who is facing the end of life and for those who love them.”

(Help the Hospices, 200643, p.1)

Page 54



The charity hospice: a theory of governance processes

This definition is summarised as “a holistic approach” (St Christopher’s, 2006). Help
the Hospices also present the statistic that nearly half of hospice patients return
home after a short stay and state that services are provided by multi-professional

teams without charge. Hospice services are said to include

“... pain control, symptom relief, skilled nursing care, counselling,
complementary therapies, spiritual care, art, music, physiotherapy,
reminiscence, beauty treatments and bereavement support.”

(Help the Hospices, 2006a, p.1)

This section will firstly consider the hospice from a historical perspective and then

the founding of the modern hospice movement.

Manning (1984) refers to “the spirit of hospice care” as being traceable to the word
‘pilgrim’ and since the fourth century the ‘hospice’ has been a shelter or place for
healing, care or rest (p.33). Manning observes that early hospices did not specialise

particularly in the care of the dying,

“... the idea being to give pilgrims shelter and help them on their way. Helping
them towards the shrine had nothing to do with helping them towards
heaven.”

(Manning, 1984, p.35, citing Charles Talbot).

The altruistic purity of early hospices is illustrated by a disregard of wealth, religion
and age. Later, care of the dying became a more important feature of hospice care
and Manning provides considerable historical detail of issues around the time of the
Crusades, acknowledging the increasing attention given to “the transition between '
the physical and spiritual worlds” (pp.35/36). The Crusades was a peak time for
hospices, and Manning estimates that there were over 750 charitable hospitals in
medieval England at a time when the total population was smaller than modern
London. Through the late 13" to 15" Centuries pilgrimage became less common but
vagrancy became a social issue. This led to a change in hospice services that
attempted to differentiate between genuine distress and those misusing the facility.
This period and the next hundred years or so were a time of great turbulence for
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hospices but by the 19" Century hospices with a purpose similar to the modern
hospice were spread across Europe. It is notable that around this time the hospice
was clearly recognised as a resting place for those approaching death. One of the
earliest ‘modern’ hospices was St Luke’s in London and the early days were well
documented by the founder. The founding of St Luke’s was to provide for the
‘respectable poor’, to be differentiated from those protected by the Poor Laws.
Three conditions were established for admission to St Luke’s, firstly to be of the
‘respectable poor’, secondly to come from London and thirdly to be dying (Manning,
1984). Manning observes that St Luke’s difficulties in differentiating between eligible

admissions and others are similarly reflected in modern practices.

Dame Cicely Saunders is widely acknowledged as being the founder of the modern
hospice movement in establishing St Christopher’s Hospice in London in 1967.
Saunders was also a key figure in the development of palliative medicine (Ford,
1998; Manning, 1984; Hutchinson, 2003). Saunders acknowledges her part in this in
an informative publication on the evolution of palliative care (Saunders, 2000). In
this she identifies the initiative for her interest and actions as being a particular (and
named) cancer patient who died in 1948. From this initiative came a personal aim
“to make hospice care available to dying patients around the world” (Hutchinson,
2003, p.968). Qualified as a social worker and nurse before commencing medical
training Saunders researched then current pain relief practices for terminal patients.
Ford makes the point that Saunders did not plan subsequent events but that she
“simply set out to demonstrate what might be done, just by doing it” (1998, p.51).

The World Health Organisation published a guiding definition of palliative care as

“Palliative care is the active total care of patients whose disease is not
responsive to curative treatment. Control of pain, of other symptoms,
and of psychological, social and spiritual problems is paramount. The
goal of palliative care is achievement of the best possible quality of life
for patients and their families.”

(WHO, 1990)
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This definition was clearly influential in later production of a Statement of Definitions
by the new National Council for Hospice and Palliative Care Services (1995, see Ford,
1998, pp.52/53). These definitions identify the principle that patients with incurable
conditions and a short life expectancy have medical needs different from those
normally obtainable via general care. In the early days of the modern hospice
movement the special needs of palliative care was perhaps recognised but did not sit
easily within a hospital system focused around curative treatment. Ford provides an
example from the United States but with the assertion that such a situation no

longer applies in the UK.

“A common complaint from American hospice workers is that, underfunded
and poorly regarded, they are left to cope with the wreckage when terminally
ill patients no longer offer a professional challenge or the higher funding from
state and insurance sources that is available earlier in their illness.”

(Ford, 1998, p.50)
Saunders was instrumental in defining priorities for palliative care and Manning

(1984) provides a comprehensive chapter on these, identifying

Alleviation of distressing symptoms,

e Seeing the patient as a human being,

e Establishment and maintenance of a multi-disciplinary healthcare team,
e A ‘homely’ hospice environment,

e Specialist training for clinical staff, and

e Effective bereavement care.

Saunders (2000) includes the above but also adds the possibility of providing for the
spiritual needs of some patients and briefly touches on ways in which these
principles are being met worldwide, for example via home care and peripatetic
teams. She also notes that whilst hospices provide palliative care predominantly for
cancer, patients with many other terminal illnesses have similar needs. This note has

implications for the future of the hospice movement and this issue is discussed

below.
S —
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Care of the dying and post-mortem care are key issues for hospice governance and
skill-set. These are largely clinical and beyond the scope of this study and thesis but
include euthanasia, assisted dying, informed consent and ‘do-not-resuscitate’ orders
etc. Blum (2006) provides a useful analysis of associated social and religious
considerations from a nursing perspective and Dubois (2005) approaches these same
issues from the perspective of medical ethics. It is interesting and arguably relevant
that the founders of the grounded theory methodology (Glaser & Strauss) were
informed by their earlier research work in the context of dying patients. This point is
often made by Glaser & Strauss themselves in later works but also by Manning

(1984).

An assumption could be made that hospices have arisen throughout history to meet
needs that are not adequately met by other service providers. This may have been
true in the past but hospices are now an integral element of public healthcare
provision although their incidence may be largely a matter of local voluntary action
strategy. Alternatively, observers may detect the presence of a national strategy
albeit not necessarily governmental. Certainly individuals and small groups have
shown evidence of a strategic approach to meeting identified needs. For example it
could certainly be argued that The Sisters of Charity and Kaiserworth models of the
18" Century demonstrated a strategic approach, as did Cecily Saunders in founding
St Christopher’s (see historical material in Manning, 1984). From a collective
perspective the future of the hospice movement has been an issue of discussion
probably since the founding of the modern movement. For example, Manning (1984)
provides a chapter on the future of the hospice movement that is now clearly
outdated but nevertheless raises several issues still relevant today. Firstly Manning
suggests that hospice services should be focussed on those factors that can best be
provided within a hospice setting and seek to facilitate the transfer of those that can
be to other ‘settings’. Secondly, the “hospice context of care” should be extended to
other illnesses. Thirdly, hospices must “define their priorities more clearly and

honestly” (p.165). In summary, Manning suggests the need for a more critical
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approach to VS hospice care that is not justified simply by weaknesses “in other
settings” (p.166) and proposes that instead of more hospice units the requirement is

for “more refinement and penetration within the existing structure ...” (p.167).

Manning approached the debate largely from a social and spiritual perspective.
More recently, Ford (1998) adopted a clinical perspective and raised a “repertoire of

problems” (p.54) for the next twenty years. In opening her discussion of these Ford

commented

“There are, for instance, those that arise from the disproportionate part that
the voluntary sector has hitherto played in the provision of palliative care,
how this affects government attitudes and a whole matrix of financing
procedures from Treasury votes to health authority contracts. Many people
working in the hospice field would suggest that this has been, and remains,
the outstanding question in planning ahead.”

(Ford, 1998, p.54)

Other issues addressed by Ford included euthanasia or assisted suicide with serious
ethical consequences as well as potential impact on hospice reputation, extension of
cancer care standards to other life-threatening diseases, and teaching and training.
In this latter respect Ford stresses the importance of a multi-disciplinary approach

with issues of collaboration and nurse led services. Ford concludes

“I do not see the next 30 years of hospice development being much the same
as a projection of the past. | am not even sure how long the marvellous
support that the public has given to small locally-based hospices will continue,
or whether those that do continue will preserve the same independent form
that has been so helpful so far in the establishment of a justly popular
national network of hospice care.”

(Ibid)

Ford’s view of the future is based around a discussion document (NCHSPCS, 1997)
that provided a number of models for the future. The first model involves little
change from the current position with community-based palliative care, including

non-cancer patients, voluntary sector beds in association with the NHS and joint
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appointments. The second model of hospice care would place cancer patients at a
specialist centre but at an early stage after diagnosis. Model three relies on hospital
palliative care teams involving a network of voluntary sector hospices and NHS
community services. All three of these models require day-care and home-care
services provided by a multi-disciplinary team. Ford also raises the possibility a
fourth model, that of single disease speciality units along the lines of those currently

serving AIDS and HIV patients.

Whatever the future of the hospice movement it is likely to remain outside of the
public sector even if ties and relationships get ever closer. The next section will
address voluntary sector issues commencing with a discussion of problems in

defining the sector and identifying elements of its distinctive nature.

2.3 COLLABORATION IN THE PROVISION OF PUBLIC HEALTHCARE

Figure 2.5 below illustrates the layout of subsections in this section.

Figure 2.5: Section 2.3: layout of subsections.

Page 60



The charity hospice: a theory of governance processes

The issue of collaboration between organisations is a common feature of modern
economic life. The Concise Oxford Dictionary provides two alternatives for
‘collaborate’, firstly “work jointly, esp. in a literary or artistic production”; secondly
“cooperate traitorously with the enemy” (Allen, 1990, p.221). Neither of these fits
the purpose of this section although there is a grain of relevance in both. In a
business context collaboration does involve ‘working jointly’ for common objectives
but also ‘with the enemy’ in the sense that business collaborators are usually also to
a degree in mutual competition. The alternative ‘cooperation’ is defined in terms of
“working together to the same end” (Allen, 1990, p.253) but Faulkner & Rond (2001)
use the term ‘alliances’ as “an ‘umbrella’ label for a host of cooperative

relationships” (p.3).
2.3.1 Reasons for and forms of collaboration

There are many forms of collaborative relationships. These may be relatively distant
and ‘arms-length’ as for example with the contracting-out of support services but
equally may involve much closer relationships at strategic as well as operational
levels. The former practice has been around for many years (see Holcomb & Hitt,
2006) for a ‘model of strategic outsourcing’), the latter is epitomised by the more
recent concept of supply chains. Currall & Inkpen (2001) focus particularly on ‘joint
ventures’ but in their introduction make a distinction between equity alliances and
non-equity alliances and the question of whether the arrangement involves the
creation of a new organisation as the vehicle of collaboration/cooperation. The
reason behind the establishment of collaborative arrangements is as varied as the
types in practice, Faulkner & Rond (2001) cite as general examples issues relating to
global markets and demand for capital. They provide a useful discussion of ‘the
rationale for cooperation’ using a wide range of theoretical perspectives. Tallman
(2001) focuses on two theoretical perspectives as explaining the purpose of
collaborative alliances. The first is resource-based theory that “views the firm as a
bundle of resources, capabilities, and competencies” in which “the primary benefit is

sustainable competitive advantage” (p.97). The second is transaction cost economics
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that seeks to maximise cost efficiency. A more comprehensive consideration of
collaboration in the context of supply and value chains is included in section 2.4.3

below.

2.3.2 Public and voluntary sector collaboration

This subsection considers collaboration as a working technique between the public
and voluntary sectors. Eden & Huxham (2001) acknowledge that collaborative or co-
ordinated approaches are common in social issues. Indeed, many aspects of
palliative care are (arguably) in practice ‘outsourced’ by the NHS to charitable
hospices. The issue of collaboration is important in the context of this study that
inter alia explores perceptions from practice of the impact of Central Government
expressed policies (HM Treasury, 2002; 2004; 2005; 2006a; 2006b; DH, 2004a;
2005b; 2006a; 2007a).

Eden & Huxham (2001) tackled problems of negotiation of purpose in collaborative
working, from an action research perspective (citing Eden & Huxham, 1996) and
produce emergent (grounded) theory (citing Glaser, 1992; Glaser & Strauss, 1967;
Strauss & Corbin, 1990). Their method was to participate in and recorded a series of
‘episodes’ in an exploration of issues of tension in collaborative arrangements in
addressing child poverty in Scotland. Their conclusions from the purpose-setting
negotiation process are included at subsection 3.5.4.1 below. Raak et al (2005)
tackled the issue of cooperation between health and social care providers in a
comparative study of theoretical perspectives and inter alia noted issues of rules
(issued by government) and power (contrql over financial resources). Other papers
of potential relevance in healthcare provision include Aptel & Pourjalali (2001) cost
of supply logistics in US and French hospitals; Nicholson et al (2004) outsourcing
inventory; Zheng et al (2006) e-business in supply; and Grant et al (2006) shared

services.
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Historic issues of the relationship between government and voluntary healthcare
sectors (inter-sectoral issues) featured in the discussions in section 2.2 above.
However, inter-sectoral relationships have developed considerably over the past ten
years with the consequence that at least in healthcare provision they have become
very close and the subject of considerable Government discussion. The following
discussion is not intended to be exhaustive but to provide a flavour of issues, events

and initiatives that have impact on VS healthcare services.
2.3.3 Government initiatives: A brief recent history

A seminal initiative was the development of a framework to inform the government
and VCS relationship known as ‘The Compact’ (Cm 4100, 1998). The potentially wide
coverage of the Compact is acknowledged within the document reflecting the
diversity of the VCS and its activities but there is also a clear statement that “/t is not
a legally binding document” (Cm 4100, 1). The Compact was developed by
government and the VCS in consultation and is organised to include a statement of
‘shared principles’ and agreed ‘undertakings’ by both sectors. There is also a
statement that the Compact “.. is a starting point not a conclusion. The Government
and the voluntary and community sector are committed to working together to
develop its application and effectiveness” (Cm 4100, 15). Accordingly, the Compact
has since been developed via an annual review process also reported to Parliament
(see COI, 2006 for the report of the sixth annual meeting). Cm 4100 also anticipated
the preparation of a number of codes of good practice and the adoption of the
framework across other public bodies including local government. Currently, codes

of practice have been produced for

e Funding and Procurement

e Consultation and Policy Appraisal

e Black and Minority (BME) Voluntary and Community Sector Organisations
e Volunteering

e Community Groups.

Page 63



The charity hospice: a theory of governance processes

The next major advance in PS and VS relationships was the publication of three
government policy reviews (HM Treasury, 2002; Cabinet Office, 2002; DTI, 2002).
The first was based in the Compact and commenced as part of the 2002 Spending
Review. It addressed the role of the VCS in service delivery but also made
considerable contribution to the discussion of funding issues. The second addressed
issues of law and regulatory structures and from this emerged the new Charities Bill.
The third announced a strategy and three-year programme to foster the role of
social enterprises in the delivery of Government policy objectives. The Cross Cutting
Review of HM Treasury (2002) led to a second review (the Voluntary and Community
Sector Review 2004) to explore ways of implementing of the first, particularly in the
development of partnerships (HM Treasury, 2004). Around the same time an
agreement was signed towards partnership working between the DoH, NHS and VCS
(DoH, 2004). This agreement was a strategic document with aims related to planning
and integrated service delivery and again based in the principles of the Compact. HM
Treasury (2005) was a discussion document building on the Cross Cutting Review and
itself initiated under the 2004 Spending Review. This initiative was designed to
“inform the debate on how and where the [third] sector could make the most
valuable contribution to public service improvement ...” (p.5) and the document
provides a relatively comprehensive analysis of VS involvement in service delivery. A
further step along this same evolutionary path was the brief ODPM (2004) that was
also sourced in the Voluntary and Community Sector Review 2004 and provided a
checklist for practitioners towards making local partnerships more effective. Finally,
there have been two further recent developments. In 2006 HM Treasury, the Cabinet
Office and other central government agencies issued guidance with the objective of
improving inter-sectoral financial relationships (HM Treasury, 2006a) and the
partnership issue has again been addressed in announcement of a further review
(HM Treasury, 2006b). Key issues from the above references are considered below

under specific subject headings.
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2.3.4 Voluntary sector involvement in public healthcare: Benefits and

barriers

Section 2.2 above illustrates the existence of a relationship, albeit tenuous, between
voluntary sector organisations and government throughout the history of public
healthcare provision. In some instances this was informal and on the basis of the VS
filling a gap in public services. More recently, and certainly in the development and
current practices of the NHS, there has been necessity for a more formal
relationship. This relationship has progressed to the extent that VS healthcare is now
an integral part of public healthcare provision and increasingly being drawn into a
close coalition with the NHS. The importance of this relationship between public and

voluntary sectors is explicit in NHS (2006c) that states the VCS is

“.. avaluable partner in expanding NHS and social care services and
improving the overall care patients receive. These organisations play a
vital role in helping the NHS meet national standards in some highest
priority areas such as care for cancer patients and older people; as well
as shaping services round the individual needs of patients. A recent
formal agreement between the Department of Health, the NHS and the
VCS will help ensure voluntary organisations play an even bigger role in
delivering and improving local services in the future.”

(NHS, 2006¢, p.9)

The source does not attempt any explanation of the nature of this relationship or the

basis of any payment.

The DoH has responsibility for public healthcare in England and Wales and thus
imposes clinical regulation on all organisations involved in service provision within
defined parameters. Regulation is based in the Care Standards Act 2000 and the
Secretary of State has published standards and regulations for Independent Health
Care under Section 23(1) (see DoH, 2002). These standards and regulations (SI 2001
No. 3968 Public Health, England: The Private and Voluntary Health Care (England)
Regulations 2001) are specific to the care provided regardless of the economic sector
of the organisation and include acute and maternity hospitals, hospices, clinics and
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places where specified treatments are provided. Standards are used “to determine
whether providers of independent health care have in place appropriate safeguards
and quality assurance arrangements for their patients” (DoH, 2002, p.vii). A more
recent development in the regulation of health care is DoH (2004b) that establishes
a framework of ‘core’ and ‘developmental’ standards that “apply with immediate
effect to services provided under the NHS, whether within NHS bodies or within the
independent or voluntary sector” (p.8). The note continues, stating that the
standards will be phased in to cover other independent sector services following
consultation. Thus all healthcare establishments included in this study are subject to
periodic inspection under Care Standards Act and Standards for Better Health and
DoH (2004c) states “The Healthcare Commission will inspect all providers, whether in
the NHS or in the independent sector, to ensure high-quality care for patients
wherever it is delivered” (p.3). However, it is noteworthy that Standards for Better
Health are not limited to clinical issues but also include issues of corporate
governance, risk management, financial management and a wide range of human

resource issues; for example, Third Domain, Governance, Domain Outcome

Managerial and clinical leadership and accountability, as well as the
organisation’s culture, systems and working practices ensure that probity,
quality assurance, quality improvement and patient safety are central
components of all the activities of the health care organisation.”

(DoH, 2004b, p.12).

There appears to be wide acceptance within government that VSOs have particular
advantages in public healthcare provision. For example, in a speech (ACIE, 2006),
Lord Hodgson acknowledged “charities can adapt to changing needs far quicker than
government ever can”. HM Treasury (2002) devotes a chapter to the potential added

value of the VCS in service delivery with the conclusion that

“VCOs may therefore be able to deliver services more effectively to

certain groups because their particular structures enable them to

operate in environments which the state and its agents have found
difficult or impossible.”
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(HM Treasury, 2002, p.16).

With due recognition that potential benefits are dependent on VCOs being “at their

best” the report identifies five “crucial features” that VCOs may demonstrate:

I. “Specialist knowledge, experience and/or skills.” — Via direct experience ex-
addicts or ex-offenders.

II. “Particular ways of involving people in service delivery ...” — Viia close working
with users.

Ill. “Independence from existing and past structures/models of service.” — Via
innovation in service delivery practices.

IV. “Access to the wider community without institutional baggage.” - Via
perceptions of independence from state authorities.

V. “Freedom and flexibility from institutional pressures.” - Via greater
responsiveness to user needs and independence of public sector targets.

(HM Treasury, 2002. pp.16-17)

The later HM Treasury (2005) adopted a different approach to suggest that those
responsible for public sector service delivery should “consider fully the option of
using the third sector as a means to delivering better public services ...” (p.23). The
discussion document identifies a number of “generic and typical benefits” including a
user focus; knowledge, expertise and experience of personal and community issues;
flexibility towards joined-up service delivery; trust and accessibility; and innovation.
The document also discusses wider benefits of VS delivery of public services. These
are identified as in building community ownership through participation, skills and
experience through volunteering and social capital. The latter is defined as “the
positive impact of strong social networks and relationships of trust within a
community” (p.42) and the Office of National Statistics are referred to as showing
social capital as making a contribution to effective government, health, welfare and
other areas. However, HM Treasury (2005) also addresses ‘barriers’ facing VS
involvement in the delivery of public services. The document designates these as

either ‘external’ to the VS and responsibility for their removal lies within the public
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sector; or ‘internal’ to the VS but acknowledges a public sector interest in their
resolution. Many of the external barriers are related to funding issues and discussed
in sub-section 2.3.5 below. In the context of external barriers, the Head of the Home
Civil Service and Cabinet Secretary Gus O’Donnell (Cabinet Office, 2005) identified
several areas of challenge for the public sector in improving relationships including
increasing awareness, red tape, procurement and investment towards higher
standards and accountability. Some internal barriers also relate to financial factors,
often due to legal structures, but HM Treasury (2005) also identifies issues of
capacity in terms of evidence of a “significant skills gap among some third sector
organisations” (p.55) in leadership, management of volunteers, business systems

and information technology.

From an alternative perspective, a non-governmental source Gorsky et al (1999)
cited earlier work by Salamon (1995 et al) and briefly discussed the benefits of
voluntary healthcare organisations in that they can “identify new areas of need,
focus on particular client groups, and develop fresh strategies towards them” but

recognises an inherent weakness in

“The inability to provide a comprehensive and universal service. This might
arise because voluntary institutions are independent and lack joint planning
structures. Or it might be due to the patchiness of funding, perhaps arising
from the free-rider problem, or the wealth base of a given region, or simply
the unpredictability of philanthropic income”.

(Gorsky et al, 1999, p.465)
Finally, the very recent Department of Health (2007) makes a strong case for public

and voluntary sector partnerships, identifying a wide range of potential benefits in

service provision and linking these to the 2006 White Paper Our health, our care, our

say but remains silent on funding issues.
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2.3.5 Funding issues

Funding of voluntary sector services by the public sector has been contentious in the
history of inter-sectoral relationships. Indeed, these are the issues that led to the

development of this programme and study (see Croft, 2000; 2001c; 2001d; 2004).

An early contribution to this debate was an efficiency scrutiny by the Home Office of
Government funding of the VS (Home Office, 1990). Findings have largely been
overtaken by more recent initiatives but it is interesting that the main findings
demonstrate a lack of consistency between Departments and apparent failure to
adopt a rational strategic approach to funding VSOs. A later empirical study (Unwin
& Westland, 1996) was asked to look at the then current issues of VS resourcing at
three Metropolitan Boroughs. Their starting point was driven largely by changes in
the operating environment of local VSOs and in this context Unwin and Westland
identified three key elements of change. Firstly changes in terms of funding, closer
ties between funding and performance with increased use of contracts and service
level agreements rather than grants. Secondly, changes in the role of the local
authority; increased separation of purchasing and providing functions and a move to
a more strategic role. Thirdly, changes in relationships; increasingly local statutory
bodies were co-operating with each other and VSOs with the consequence that
funding was no longer single sourced. Unwin & Westland produced a nhumber of key

findings but the crucial comment appears to be the introductory paragraph

“The first and perhaps most crucial finding has been that it is almost
impossible to generalise. The three localities surveyed showed such a
range of differences, with such a diversity of approach and motivation,
that any generalisation is dangerous and open to challenge.”

(Unwin & Westland, 1996, p.9).
Despite this, Unwin & Westland then proceeded to propose eight findings but with

the contradictory rider that “these findings are inevitably generalisations” (emphasis

original) but concluded that success in funding issues was a direct consequence of
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personal characteristics, the influence of key individuals and inter-sectoral working

relationships.

The debate on these issues led to negotiation of the Compact Code of Good Practice
in Funding and Procurement, first produced in 2000 but later revised (undated) in
the light of the Cross Cutting Review (HM Treasury, 2002). The revised Code
recognises that the then current financial relationship may not always facilitate best
possible outcomes. The Code seeks to remedy this by suggestions regarding the
design and delivery of public programmes. This work has moved on since the Code
with the publication of more specific guidance HM Treasury (2006a). This Guidance
to Funders and Purchasers (the Guidance) references earlier publications to identify
four key concerns in third sector funding; stability; timing of payment and balance of
risk; full cost recovery; and excessive bureaucracy. The Guidance addresses issues of
Government Accounting (GA), Value for Money (VfM), and Government
procurement policy and EU rules all of which have a potential impact on VS funding.
More recent contributions to the debate suggest there has been little change. For
example, NAO (2007a) adopts a local perspective in a review of local area
agreements (LAA, contracts between central and local government designed to
devolve power) with a conclusion that “.. there are as yet no visible changes in local
patterns of service provision or in local public bodies’ funding practices towards the

third sector” (p.2).

A key issue in the funding debate is the requirement in charity accounting to
differentiate between grant and contract income. Essentially it is a matter of law
whether a particular income stream is grant or contract, regardless of the
terminology used in supporting documentation. Charity Commission provide
guidance on this issue via their leaflet CC37 — Charities and Contracts (see Charity
Commission, 2003a) with the statement that “it is the intention of the parties to the
arrangement which is important. If both parties to an arrangement intend the
arrangement to be legally binding it is a contract ...” (p.3) but see also NAO (2007c).
A further important point is that CC37 considers the situation of a charity using its
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resources to provide or subsidise services that are required by law to be provided at
public expense with the opinion that trustees may not normally do this. Charity
Commission have reviewed their opinion in the light of more recent legal
developments and concluded that the law does not prevent this (press statement
Charity Commission, 2005a). However, the press statement stressed the importance
of independence of charities from the State. The earlier HM Treasury (2002) support
that point in the context of ‘added value’ by use of volunteers, donations and the

reinvestment of surpluses but qualify it with

“Neither volunteers nor donations should be used to fund statutory services —
Charity Commission guidance underlines this — but charities may nonetheless
choose to fund from their own resources services that are above and beyond
those contracted for by the State.”

(HM Treasury, 2002, p.17).

This does raise the difficult point of how to define, evaluate and quantify services
“above and beyond” statutory requirements? Limited assistance in this is provided in
a working definition of ‘public services’ as “those services that public authorities
normally provide, often (but not always) under a legal duty” (Charity Commission,

2007a, p.24).

A further issue of debate is full-cost funding. HM Treasury (2002; 2006a) recognise
the legitimacy of VS service providers seeking to recover the full cost of their services
by the inclusion of a share of indirect costs or overheads. However, both publications
also recognise the reluctance of some PS funders to allow this. NAO (2005) notes this
problem, and their later review highlights difficulties in a recognition that a full cost
regime cannot be operated mechanistically and although there is little dispute
regarding the fairness of full-cost funding, the problem “... appears to be in turning
the principle into specific practice which is meaningful across a variety of funding
relationships” NAO (2007b, p.2). The issue is also addressed by Audit Commission
(2007). Acknowledging difficulties in appropriately apportioning overhead costs, and

in ensuring that these are “recovered only once” (p.62), the report concentrates on
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public sector budgetary constraints. Public sector informants defend failure to apply
a full cost regime on the grounds that “Councils face the choice of funding fewer
services, or fewer organisations fully” (p.62). The report suggested anecdotal
evidence of some local VS support for this view. There are several weaknesses in the
Audit Commission (2007) evidence and underlying opinions. Firstly, there is a
presumption by some public sector informants that VS organisations may not have
the data or skills to satisfactorily perform cost apportionment (ACEVO, 2002; ACEVO
and New Philanthropy Capital, 2004 provide apprdpriate guidance for those without
in-house resources). Secondly, there is the budgetary constraint argument. The first
is equally relevant to any contract entered into; potential audit and monitoring
techniques are available and any differences between private, voluntary or other
public sector contractors is irrelevant in this matter. The second is a valid point but
on what grounds might charitable donors be expected to support public funding
deficiencies? Interestingly, NAO (2007b) specifically recognises “perceived subsidy”
by VSO’s use of charitable funds in support of public service provision with the
perhaps telling observation “There is no systematic evidence base to demonstrate
success or failure, or the nature and causes of any problems that exist (P.3). There is
also a relevant national perspective in identifying “the true costs of delivering those
services” (Bhutta, 2005, p.40) reflected in HM Treasury (2006a) where the point is

made that

“A clearer understanding of the full costs associated with the activities
required to deliver a particular objective can enable a better understanding
within Government of the cost of delivering a particular policy outcome. The
implementation of the principle of full cost recovery will therefore lead to a
clearer understanding of the impact of public spending and allow more
evidence-based policy decisions ...”

(HM Treasury 2006a, p.37).

From wide reading of literature from both public and voluntary sector sources it is
difficult to avoid the conclusion that inter-sectoral funding relationships are

unsatisfactory. This may result from the unbalanced nature of the relationship and
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the fact that government publications and agreements on this issue are all ‘guidance’
and not legally binding. Bhutta (2005) reports an interview respondent as saying “/
notice a change in Government’s policy and rhetoric. | am yet to see it pull through
into fact and reality” (p.16). The relatively recent review of public funding at a dozen
named large charities, NAO (2007c), may have limited direct relevance to the charity
hospices although the larger Marie Curie Cancer Care participated. A broad finding of
the study is that funding of these large charities is fragmented. Particularly, NAO
(2007c) observes

“Generally speaking, each individual grant or contract between a charity and
a public body has been set up independently of the charity’s other public
grants or contracts, even where the service to be provided is very similar to
other, existing ones.”

(NAO, 2007c, p.8)

Whilst charitable hospices do not have the extensive cross-border coverage of a
large national charity, this point goes some way to explaining inconsistencies in
public funding of hospices located in different geographical areas, a perceived
“disconnect ... between central government commitments ... and the reality of their
local funding relationships” (p.9). In the light of their findings the NAO identify
several ‘themes’ that they believe should be addressed by government. Among
those are greater consistency in funding processes, costing models, contract
documentation, funding principles (based in Compacts and other guidance),
outcome-based performance measurement and a right of appeal for the VS service
provider via an independent adjudicator. Crucially, NAO (2007c) recognises that
necessary changes are only possible in response to clear central government

direction

“It is clear from our research for this report, as well as our other work on third
sector issues, that central government’s ‘soft sell’ of improved public funding
practices towards the third sector has had limited impact, particularly with
local authorities and other local public bodies.”

(NAO, 2007c, p.20)
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2.4 FRAMEWORKS, MODELS AND THEORIES

Figure 2.7 below illustrates the layout of subsections in this section.

I * 2.4.1.1 Terminology
t * 2.4.1.2 Anthony: a framework for control
2 b 4 b 1 CO n ro : ¢ 2.4.1.3 Alternative frameworks
R * 2.4.1.4 A cybernetic perspective
t h e O r : * 2.4.1.5 Simons; levers of control
b * 2.4.1.6Informal controls

* 2.4,2.1Tsoukas metatheory of management
H  2.4.2.2 Morgan: The metaphor

2 . 4 . 2 T h e O r' e S * 2.4.2.3Scott & Meyer: Societal sectors
* 2.4.2.4 DiMaggio & Powell: Institutiona! isomorphism

f H t H ® 2.4.2.5Power
of organisation |

: . ‘ ) ® 2.4.2.7 Leadership

2 4 3 S u p p Iy * 2.4.3.1 Defining supply & value chains

. L]

© 2.4.3.2 Organisation & control perspectives
* 2.4.3.3 Key issues for success

Chains - .. |*2.4.3.4The flagship model

.
-

N

Figure 2.6: Section 2.4: layout of subsections

2.4.1 Control theory

Aspects of control are wide and varied and thus susceptible to a variety of
terminology and interpretation. Anthony (1988} is critical of, specifically, behavioural
scientists and agency theorists for what he sees as a propensity to present already
known concepts as new, under the guise of a new label. However, he does
acknowledge that this may occasionally be justified “if a new term is more
descriptive” (p.173). That factor and the fact that most ‘issues of control’ are inter-
related have made this section, and indeed the whole chapter, difficult to structure
definitively. For example, Simons (1995) observes “Control in organizations is
achieved in many ways, ranging from direct surveillance to feedback systems to
social and cultural controls” (p.5). Thus, theories of organisation, theories of control,
cultural, social and behavioural issues all have mutual dependence in the context of

this study.
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2.4.1.1 Control: Terminology

Organisations have a variety of ownership arrangements, internal structures and are
subject to different issues of accountability. For example, in the case of a corporate
business organisation, managers ‘manage’ the business and are accountable to the
owners (shareholders). The subject organisations of this study are all charitable
hospices, there are no owners, and managers are accountable to a board of trustees
who are unpaid volunteers. Whilst there is clear demarcation of responsibility
between managers and trustees in principle the practical situation may be far more
complicated. For example, some charity trustees may participate in management
activities, particularly in small or new charities; indeed, there may be no paid
managers. This issue was discussed in section 2.2.4 above in the context of Cornforth
& Edwards’ (1998) models of governance but despite different structures the entity
of a charitable hospice still requires control processes. Many publications appear not
to differentiate between management and organisation control possibly seeing them
as synonymous. A good example is the influential Otley & Berry (1980) that deals
with organisational control but has been included in a volume dedicated to
management control (Berry et al, 1998). An additional factor is that collaborations
also require to be controlled even if they do not form a legal entity or definable
organisation. See subsection 2.4.3.3 below for control in the context of collaborative
operations. Therefore, the line | have adopted in this section is that elements of
control theories will have potential application in the context of my study whether

the author(s) refer to management or organisational control.

2.4.1.2 A framework for control: Anthony (1965) and (1988)

Otley & Berry (1980) acknowledge control as “a term with more different shades and
nuances of meaning than almost any other in the English language” (p.231). Many
authors attribute the roots of management control theory to Anthony (1965) and

this seems a good place to start.
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The objective of Anthony (1965) was to provide a framework of planning and control
systems for the use of researchers, designers, users and students. This framework
was further developed in Anthony (1988). The (1965) framework comprised three
main ‘topics’, strategic planning, management control, and operational control.
Anthony also suggests information handling and financial accounting as two other
‘topics’, related but to be distinguished. In his opening chapter Anthony provides a
context for his framework differentiating between ‘systems’ and ‘processes’ with the
opinion that “a system facilitates a process” (p.5). Important limitations
acknowledged by Anthony include a caveat that the framework is “believed to be
broadly applicable, it probably is not universally applicable” (1965, p.9). Specifically
he observes that the differences between small and large organisations may
invalidate generalisations and also questions the possibility of a cultural impact on
the validity of generalisation. Table 2.2 below provides the original framework

definitions from 1965 along with the later 1988 developments.
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Anthony (1965)

Anthony (1988)

Strategic planning:

“... the process of deciding on objectives
of the organization, on changes in these
objectives, on the resources used to
attain these objectives, and on the
policies that are to govern the
acquisition, use, and disposition of these
resources.” (p.16).

Strategic planning:

“... the process of deciding on the goals of
the organization and the strategies for
attaining these goals.” (p.10).

Management control:

“.. the process by which managers
assure that resources are obtained
and used effectively and efficiently in
the accomplishment of the
organization’s objectives.” (p.17).

Management control:

“... the process by which managers
influence other members of the
organization to implement the
organization’s strategies.” (p.10).

Operational control:
“... the process of assuring that specific
tasks are carried out effectively and

efficiently.” (p18).

Task control:

“... the process of ensuring that specific
tasks are carried out effectively and
efficiently.” (p.12).

Information handling:

“... the process of collecting,
manipulating, and transmitting
information, whatever its use is to be.”

(p.21).

Financial reporting:

“... the process of reporting financial
information about the organization to
the outside world.” (p.21).

Table 2.2: Framework Definitions Anthony (1965 and 1988)
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The Anthony (1988) development is clearly a refinement rather than a total rethink.
For example, it features a revised definition of strategic planning in terms of
organisational goals and strategies. Anthony stresses that strategic planning is
“unsystematic”, reactive and irregular, and the province of “top management”
(1988, p.11). He also differentiates his use of the term strategy from what he
believes to be the more limited understanding of a reaction to competition.
Similarly, the definition of management control does not differ fundamentally but
refers to managers ‘influencing’ other members and replaces ‘objectives’ with
‘strategies’. He observes that the management control process will vary in efficiency
and effectiveness between organisations but the purpose of his framework is to
establish its purpose. A further point is that management control is systematic,
regular, involves every member of the organisation and requires greater personal
interaction but less judgemental. Anthony makes only a minor change in his
definition of operational control, replacing ‘assuring’ with ‘ensuring’ in his 1988
development but does re-title the topic as ‘task control’. Task control is identified in
terms of tasks, performance and comparison with ‘standards’ without necessarily a
direct link to strategies. A relevant comment is that Anthony (1965) was published
long before the development of information technology with its potential increase in
availability of performance data and enhanced processing capability. Consequently
whilst the principles of information handling in the context of his framework remain

valid more recent publications may be more specifically relevant to current issues.

2.4.1.3 A need for alternative frameworks?

Otley (1994) is critical of the Anthony (1965) framework in a number of ways and
suggests a need for empirical research to learn from practice. Principally Otley
suggests that the business and social environment has changed producing a relative
decline in large hierarchical structured organizations in which context the framework
was based. Otley believes that the definition of management control encouraged an

emphasis on accounting-based controls. Further, Otley maintains that these are no
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longer relevant and new types of control systems need to be developed. In his

conclusion Otley suggests

“The context and operation of contemporary organizations requires
flexibility, adaptation and continuous learning to occur, but such
characteristics are not encouraged by traditional control systems.”

(Otley, 1994, p.298)

Contextual changes identified by Otley include increased uncertainty as a
consequence of technological, political and social change; smaller business units;
increased levels of collaborative operations; and a decline in manufacturing. Otley
observes a blurring of demarcation between strategic planning, management control
and operational or task control as defined by Anthony and supports a wider
definition of management control from Lowe (1971) although with recognition that

even this does not fully cater for rapidly changing organisational environments.

“A system of organizational information seeking and gathering,
accountability and feedback designed to ensure that the enterprise adapts to
changes in its substantive environment and that the work behaviour of its
employees is measured by reference to a set of operational sub-goals (which
conform with overall objectives) so that the discrepancy between the two can
be reconciled and corrected for.”

(Lowe, 1971, p.5; also cited in Berry et al, 1998, p.xvi)

Marginson (1999) presented a further critical evaluation of the Anthony framework
from an empirical perspective. The study employed a case study method of control

from several perspectives. Concluding inter alia

“... traditional models of control were found to be too restrictive and
unable to adequately reflect the process of management control as
effected at Telco.”

(Marginson, 1999, p.226)
The issue and incidence of social controls and the lack of reliance on accounting

controls was a major factor leading to the above conclusion and this is considered in

more detail in subsection 3.5.6 below. Nixon & Burns (2005) provide further support
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to the suggestion that the traditional (Anthony) framework may no longer be
relevant in that “the control needs of the current environment are significantly
different from those developed in an earlier period” with a suggestion that
“improvements are urgently needed” (p.260). Nixon & Burns (2005) highlight a
number of issues underlying their suggestion including the pace of change in the
control environment related to issues of deregulation, information technology, and
international factors and product life cycles. They identify gaps between
management control literature and (1) management practice, and (2) broader

control literature.

2.4.1.4 A cybernetic perspective.

Many models of control employ a basic system analysis of inputs, a process, outputs
and a regulator. The simplest is a comparison with a home-heating thermostat. This
model works on the basis that the pre-set thermostat regulates room temperature
by correcting the process (the boiler) and increasing or decreasing heat output.
Anthony (1988) suggests that this analogy is flawed where the baseline comparator

is taken to be ‘budgets’ but has more credibility where it is organisation strategies.

Otley & Berry (1980) used earlier work by Tocher (1970; 1976) from a cybernetic
perspective and applied it to the control of organisations. They deduced that without
a number of conditions being satisfied there may be control activities but there is
not a control system. The conditions are given in the following quotation and their

diagram is reproduced below as Figure 2.7.

“.. at least four necessary conditions must be satisfied before a process can be
said to be controlled. These state that there must exist:

(1) an objective for the system being controlled

(2) a means of measuring results along the dimensions defined by the
objective

(3) a predictive model of the system being controlled

(4) a choice of relevant alternative actions available to the controller”
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(Otley & Berry, 1980, p.236)

Proecess
=] i.e. comblnation of input factors || ===l Outputs
Into_organisctionat outputs

T j I TN

Inputs

(1) Change inputs

UfIrst~order control) Predictive mode! of process|
> Amend medel
3 of proce'ss Intarrogation of modet Reality judgement
tinternal ‘learntng) | treality judgements)
Generation and evaluation Mis match ’
[mplementation | |
of chasen cction : of giternative. courses of signa) 2
Value judgement
L+ 14) Change process (systemic learning)

Objectives
of process

L~ (2) Amend objectives (second-order controi)

Figure 2.7: Necessary conditions for a controlled process.

[Reproduced from Otley & Berry, 1980, Fig. 2, p.236]

A perceived weakness of the Otley & Berry model is in respect of the predictive
model. Anthony makes the point that control in organisations is complicated
“because the process involves the reaction of human beings, whose behavior is much
more difficult to predict” (1988, p.10). He made this point in the context of the
thermostat analogy but it is a relevant issue in any control system. Otley & Berry
clearly recognise the problem and provide a comprehensive discussion from a
practical perspective. They acknowledge the influence of the individual with his own
“models, insights and understandings” and that “within organisations there are
usually multiple and partly conflicting predictive models rather than a single holistic
model” (1980, p.239). The particular difficulty in achieving control is the
interdependency of the various models, Otley & Berry see a solution as being in
accounting and information systems to collect “a far wider range of variables than
has traditionally been the case” with consequences for the skills necessary from ‘the

accountant’ (1980, p.240). Note: Any reference to ‘accountant’ in this thesis does

Page 81



The charity hospice: a theory of governance processes

not refer to a specific job title or suggest the necessity for a professional
qualification. The term ‘accountant’ is used in the context of someone who provides
an account or measurement of a performance factor. In an organisation there may
be a person or people who perform this function with commensurate titles but there
may equally be others who supply valuable performance information from their

management units as an incidental but integral element of their role.

2.4.1.5 Simons’ levers of control

Simons (1995) attempted to provide a new theoretical framework “for controlling
business strategy” (p.3) in a situation of increasingly competitive environments.
Obviously targeted at commercial organisations, Simons (1995, p.4) highlighted
differences between old and new “basic philosophies of control and management”

as in table 2.3 below

old New
Top-down Strategy Customer/Market-Driven Strategy
Standardization Customization
According to Plan Continuous Innovation
Keeping Things on Track Meeting Customer Needs
No Surprises Empowerment

Table 2.3: Old and new philosophies of control and management.

[Table copied from Simons, 1995, p.4]

Page 82




The charity hospice: a theory of governance processes

Simons’ (1995) solution to modern strategic control needs incorporates a core of
business strategy, four key ‘constructs’ necessary for successful implementation and

a ‘lever’ for the control of each construct.

Belief systems Boundary systems
Search for new Limits opportunity- -
opportunities. seeking behaviour.

VC?re : | Risks to
values ~ be avoided
Business
Strategy
; Strateglc ; r(f:ritical )
- uncertainties pertormance.
e variables
Interactive control Diagnostic control
systems systems
Organisational learning, Motivation, monitoring and
new ideas and strategies. reward.

Figure 2.8: Simons’ levers of control, interrelationships.
[Derived from Simons, 1995, p.7]

Simons considers each of these at some length but for the purposes of this chapter a
short definition is a useful starting point that is followed by a brief discussion of

each.
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Lever of
control

Definition: Simons (1995)

Beliefs systems

“The primary use of a beliefs system is to inspire and guide
organizational search and discovery” (p.36).

Boundary “Boundary systems are like brakes on a car: without them, cars (or
systems organizations) cannot operate at high speeds” (p.41).

Diagnostic “Diagnostic control systems are the formal information systems
control that managers use to monitor organizational outcomes and correct
systems deviations from preset standards of performance” (p.59).
Interactive “Interactive control systems are formal information systems
control managers use to involve themselves regularly and personally in the
systems decision activities of subordinates” (p.95).

Table 2.4: Simons’ (1995) levers of control, definitions.

As Figure 2.8 above indicates, a beliefs system controls core values. Simons explains

that senior managers communicate “basic values, purpose, and direction for the

organization” (p.34), requiring their adoption by subordinates. Communication is

typically via documents such as mission statements etc. The principal objectives of

core values and their control via beliefs systems are to produce “cohesive

organizational outputs” (p.37), in modern parlance ‘to ensure everyone is singing

from the same hymn sheet’ and to seek efficiency and effectiveness. Scheytt & Soin

(2005) recognise a link between the belief system and organisation culture and view

the former

“as a powerful measure to control the behaviour of the members of the
organization, rather than just as a simple technical mechanism for
management control.”

(Scheytt & Soin, 2005, p.196)
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Unsurprisingly, boundary systems set the limits of acceptable activity and are risk
based. Simons (1995) comments on the inherently negative and proscriptive nature
of boundary systems and uses as an example, the Ten Commandments from the Old
Testament. He identifies potential conflict between beliefs and boundary systems
that is resolved by formatting boundary systems as minimum standards for
behaviour and activity. Simons identifies three distinguishing features of diagnostic
control systems as relating to measurement of output, comparison with preset
standards and corrective action where there is deviation. There are clear similarities
in this to the cybernetic school of management control, indeed, Simons suggests
“Virtually all writing on management control systems refers to diagnostic control
systems” (1995, p.60). In a search for alternatives to diagnostic controls, Simons
eschews input controls and standardisation of processes and focuses his attention
on ‘critical performance variables’ “those factors that must be achieved or
implemented successfully for the intended strategy of the business to succeed” (ibid,
p.63). As examples, Simons cites Brown's Return-on-Investment Form (ibid, pp.64-
65) and Kaplan & Norton’s Balanced Scorecard (ibid, pp.68-69). In common with
Anthony (1965; 1988), Simons (1995) adopts the household thermostat analogy to
illustrate issues of control, in one instance in support of the technique of
management-by-exception. In this context Simons recognises that managers have
little direct involvement with diagnostic control systems but involve themselves in
three areas, goal setting, receiving reports and exploring significant exceptions.
Simons (1995) relates interactive control systems to the search for fresh ideas,
learning from the outcomes of these and the “bottom-up emergence of strategy”
(p.98). He maintains that an organisation will have many control systems, planning,
costing human resources, project monitoring etc, but that only one of these will be
used interactively — this appears a dubiously sweeping conclusion. However, Simons
insists that one system will be used interactively and all other control systems
diagnostically. This serves to focus “the attention of the entire organization on the
area where the senior manager is focusing ...” with a consequential affect on
“managerial behavior” (1995, p.97).
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Simons (1995) presents his ‘levers of control’ from an empirical perspective, drawing
heavily on extensive casework. In this he recognises that control systems “evolve to
meet the information and control needs of individual managers and their
organizations” (p.127). To illustrate this Simons places the levers in the context of
the life cycle of the firm from start-up through growth to mature and concludes that
“levers are neither static nor deterministic” (p.152) but that “.. without these
systems, modern organizations could not function (p.175). A criticism of Simons
(1995) model comes from Scheytt & Soin’s (2005) consideration of Culture and
control. They suggest three factors that are ignored by Simons “as a consequence of
his conceptualisation of culture” (Scheytt & Soin, 2005, p. 197). These factors are
firstly, failure to consider diversity of organisational form, culture and belief systems.
Secondly, a suggestion that control measures “tend to scratch the surface” and do
not make fundamental changes to organisation culture. Thirdly, that control systems
can be used to exert power and influence towards “... the — mostly concealed —

interests of powerful individuals or groups in the organization” (p.197).

2.4.1.6 Informal controls: culture et al

Anthony (1965) differentiates between formal and informal controls identifying the
former as “those whose structure is visible and whose operation has explicit
authorization” (p.8). He does however acknowledge the impact of informal systems,
a point made more explicitly by other authors. A key factor in informal control is that
of culture but this is a broad concept and has attracted a number of different
definitions from various perspectives. For example, Boland (1996) declares Giddens’
structuration theory as being in opposition to the earlier view of Parsons (1964) that
“social order as based upon the shared values and meanings of a common culture”
(Boland, 1996, p.693). Haralambos & Holborn (2000) similarly approach the concept
of culture from a sociological perspective and acknowledge the complexity of

definition but suggest that all usage differentiates between culture and nature.
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