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1
Medicine and Management in
English Primary Care: A Shifting
Balance of Power?
Rod Sheaff

Policy re-cycling and organizational power

How power is distributed between managers and care professionals is
a central question in social policy. Since 1990 English NHS primary
care has had three main ‘reforms’ of organizational and governance
structures and many smaller alterations. This chapter explores how
they have altered the balance of power between the two most powerful
occupational groups, managers and doctors, and some implications for
organizational theory.

Weberian organizational sociology asserts that a group’s power in an
organization depends largely on its positional power, i.e. on the topo-
logy of the hierarchies which usually comprise an organizational struc-
ture and what place the group occupies within it. Individuals or groups
occupying ‘high’ positions exercise ‘position power’ over subordinates.
The wider the span of control an agent has over inferior levels and
the more resources and discretion are delegated to him/her from higher
levels in the hierarchy, the greater the superior’s power. Despite disagree-
ments as to the relative importance of different sources of power, most
theories of power assume that power essentially consists in ‘the probab-
ility that an actor in a social relationship will be in a position to carry out
his own will despite resistance, regardless of the basis on which the prob-
ability rests’ (Weber 1947; see also Blau 1964; Dahl 1986; Parsons and
Shils 1951; Tawney 1938). The exercise of power is thus a zero-sum game
whose prizes are the allocation of activities, technologies, economic
rewards, formal position, status and other perquisites, and of the means
of exercising power in future. Usually the main source of power given by
a high ‘vertical’ position in an hierarchy arises from capacity to allocate
the use of physical resources and budgets owned by the organization,
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which above all enables the superiors to appoint, promote or dismiss
subordinates. In short, it derives from the property relations embodied
in formal hierarchical structures. The exercise of power through any
of these sources requires that the superiors monitor their subordinates’
activity and apply these sources of power to reward compliance with the
superiors’ wishes and penalize non-compliance. The foregoing tenets
imply that because of their positional power managers are the most
powerful occupational group in hierarchical organizations.

The early 1990s was a zenith of neo-liberal policies towards the public
sector in much of the Anglophone world. In Britain the NHS in 1990 was
a ‘Beveridge model’ system in which the health ministry (Department
of Health) and its subordinate local organizations directly managed the
providers of NHS hospital services. In 1991 the Thatcher government
began to ‘reform’ this system into a quasi-market one. One arm of the
reform was to reconstitute secondary care providers as semi-autonomous
‘public firms’ which would work under contract to local organizations
(Health Authorities) managed by the Department of Health. Commer-
cial providers could also undertake NHS contracts. These measures were
intended to promote competition between hospitals for patient refer-
rals, thereby making NHS hospitals more responsive to patients’ prefer-
ences (Department of Health 1989). The other arm – a belated addition
to the reform – was to give primary care doctors the budgets and the
responsibility for commissioning a large proportion of secondary care
for their patients. Since in England the primary care doctors were (and
mostly remain) independent general practitioners (GPs) working under
contract to the NHS, this arm of the reform became known in England
as ‘GP fund holding’, although similar reforms were attempted in parts
of Sweden and Russia. This arm of the reform was intended to create
incentives to minimize referrals to secondary, promote the substitution
of primary for secondary care, and so moderate the workload pressures
facing NHS hospitals and strengthen cost control.

Since then, the resulting organizational structures in the English
NHS have undergone an almost circular evolution. Differentiating
itself from the Thatcher government’s health policies, the incoming
1997 ‘new Labour’ government announced that ‘partnerships’ between
public bodies would replace the quasi-market between hospitals
and health authorities. Primary Care Trusts (PCTs), based on local
networks of GPs, would take from individual general practices the ‘fund
holding’ function of commissioning of secondary care. Insofar as they
had a coherent programme theory, these changes in organizational
structures were described as ‘third way’ policies (cp. Giddens 1998).
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Like neo-liberalism, the ‘third way’ had followers in many countries
besides the UK. By 2004, however, the English government appeared to
be losing confidence in third way health policies and began restoring
what are in essence (though not in name) the NHS organizational
structures of the Thatcher period.

If formal organizational structures alone determined the balance of
power between doctors and managers, one would predict that the
circular evolution of NHS organizational structures would temporarily
perturb the balance but in the end produce little net change in it.

Although some researchers argue that in England some elements of
the medical profession gained and others lost power through such
changes (e.g. McNulty and Ferlie 2002), others (e.g. Harrison 2002)
argue that the net general tendency was to increase NHS non-medical
management power over the medical profession and its clinical prac-
tice. If so, the explanation for any shifts in the balance of power lies
not in the topography of formal organizational structures and who
occupies what places in them, but in the processes by which power
is exercised within and through those structures. To hypothesize what
changes in the non-positional factors might alter the relative power of
two occupational groups (managers, doctors) involves summarizing an
extensive literature. Leaving aside physical coercion (relevant to power
relationships in mental hospitals, prisons and schools but not those
between managers and doctors), the analysis of Sheaff et al. (2004a)
suggests that the factors most relevant to the present topic appear to be
changes in

1. Environmental factors: law and regulation; and the medical labour
market

2. A structural factor common to all health care organizations: the techno-
logical centrality of medicine to health care

3. Specific organizational processes: the negotiated order between
managers and doctors, and medical resistance to management;
professional ‘discipline’; and ideological control.

To assess the balance of power between doctors and managers empiric-
ally, one must therefore examine what changes (if any) have occurred
in the above media by which power is exercised in NHS primary care.
That is, one must assess what changes have been wrought, in NHS
primary care, by changes since 1990 in the negotiated order between
managers and doctors; professional ‘discipline’ and ideological control;
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the medical Labour market; the ‘technologies’ of primary health care;
and English law.

The foregoing outlines how occupational managers exercise power
within a single organization. However, most health systems are not
so much a single organization as a single governance structure within
which are nested subordinate governance structures which include
hierarchies, networks and quasi-markets through which the health
ministry exercises governance, to varying degrees, over the actual
providers of health services. The subordinate governance structures
include contracts, often but not always special forms of contract peculiar
to public sector quasi-markets, and ‘arm’s-length’ governance through
what might be called ‘boundary-spanning hierarchies’. In England, for
example, PCTs are managerially accountable to health authorities (HAs)
through essentially the same hierarchical relations as obtained within
a single organizational hierarchy, although the two organizations are
structurally and legally separate. How far would the foregoing account
of position power have to be supplemented or modified to apply to
a health system comprised of diverse governance structures, such as
English NHS primary care which is a particularly diverse system of small
organizations (general practices) and larger ones (PCTs)?

Many of the factors mentioned above (and explained more fully
below) operate as much at national level in a health system across
all its constituent organizations as within each organization. Indeed,
national-level events constrain the latter. For example, the market power
conferred by scarcity of labour may be greater at whole-system level
because whilst a single organization may recruit more than its propor-
tionate share of scarce labour, such imbalances cancel out system-wide.
Medical technological changes, or at least the knowledge they involve,
are increasingly disseminated world-wide, let alone nationally. Conceiv-
ably an occupational group might be technologically central to a few
providers (e.g. acupuncturists, in providers of traditional Chinese medi-
cine), but these providers are atypical health system-wide. Government-
ality through professional discipline is adapted to operate across as
well as within formal organizational structures, and so are ideological
legitimations of power. Thus the foregoing definitions of power and
the accounts of the structures and processes through which power is
exercised to all translate ‘upwards’ in generality from organizational to
health system level. They apply, however, only in health systems like
the NHS which contain a set of governance structures through which
someone (government) attempts to exercise governance. (They would
not apply in, say, a market.)
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This chapter therefore enquires

1. In what ways has the balance of power between English NHS
managers and doctors shifted since 1991?

2. How far can these changes be attributed to changed organizational
structures and to what extent must other explanations be invoked?

3. What are the implications for theories of managerial and professional
power in organizations?

In doing so the chapter focuses mainly but not exclusively on general
practice, drawing upon published research, especially for the 1990–97
period, upon primary data from six post-1997 studies in which the
author participated in from 1997, and upon the main policy and guid-
ance documents for the whole period.

Negotiated order and resistance

Weber’s definition of power mentions the possibility of resistance. If
neither agent can dispense completely with the other’s role in an organ-
ization or in society, the balance of power in organizations must be
continuously re-negotiated, creating a ‘negotiated order’ (Strauss et al.
1963). In the NHS this negotiation occurs through two occupational
sub-groups: doctors sufficiently senior to manage other doctors and
negotiate with non-medical managers; and the latter group of managers.
Indeed, some doctors (also) occupy managerial positions. The outcome,
as in any negotiation, appears to depend partly upon how confident of
success each party feels in the light of past attempts to apply sanctions;
how far they regard it as legitimate to do so; how great they feel the
threats to, or the opportunity to advance, their interests to be; and how
they anticipate any powerful third party might respond.

Much of the English medical profession opposed the introduction
of the NHS internal market and fund holding in 1991. Indeed the
British Medical Association (BMA) ran a public campaign of advert-
isements, press conferences, lobbying of MPs and releasing research
study findings supporting their standpoint shortly before the main
parliamentary debates. Nevertheless, the reforms were implemented,
including a revision of the GP contract to include the first measures
of clinical activity and indicative prescribing budgets. The introduc-
tion of universal medical audit proceeded under the tacit threat that if
the medical profession did not cooperate voluntarily, the government
would find regulatory or legislative ways to compel them (NHS chief
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executive; personal communication). At national level, where it has
long existed, the stratum of doctors mediating between other doctors
and NHS management was thereafter on the defensive. Subsequently
the English medical profession lacked confidence to take on the state
(Armstrong 2002), conceding the stronger, more collective forms of
disciplinary control described below.

On the management side, New Labour displayed less confidence than
its predecessor. As the political price for participating in PCG/Ts, GPs
were given a majority on PCG boards and PCT professional executives
and guaranteed representation on PCT boards. The government
preferred to ‘buy out’ GP objections to the closer monitoring of GP
clinical work introduced under the 2004 GP contract and the Quality and
Outcomes Framework (QOF) appended to it. Local medical committees
(of the BMA) were generally passive or accommodating to PCG/T form-
ation, clinical governance and successive forms of GP contract; at local
level, sustained opposition has been rare. There is some evidence that a
stratum of about 10–20% of GPs in most localities have consistently been
early adopters of the new disciplines and organizational innovations (GP
fund holding, PMS contracts, PCG committee membership). Successive
widely publicized medical scandals (e.g. the Shipman, Ledward and
Bristol cases) created a perception among GPs (Sheaff et al. 2004b) that
if the profession did not adopt more rigorous and transparent forms
of quality and safety control, national-level medical organizations,
in particular the GMC, would be reformed, with the tacit threat of a
stronger non-medical voice in them (Klein 1998). Soft coercion (Cour-
passon 2000) was also applied to the hospital half of the English medical
profession. At local level there has emerged a stratum of doctors who
mediate between the profession and NHS management (Sheaff et al.
2002) and who have acquired an interest in reforms which enhance their
status, influence over other doctors and voice in NHS management.

Legitimation: ideology and ‘discipline’

In both negotiating and managing an organizational ‘order’, power can
also be exercised by an ‘institutionalization of authority’ legitimating
the interests of (in the present case) one particular occupational group
and defining the behaviour which they desire as ‘binding obligations’
(Parsons 1951). Lukes (1974) and Habermas (1976) argue that persuading
others to do by means of rational argument is the exercise of authority
or influence rather than of power. Conversely, persuading others to do
what they would not do if they were fully informed prevents them
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from pursuing their own interests, with much the same effect as if sanc-
tions were successfully applied, and is therefore an exercise of power.
Many studies (e.g. Fairclough 2005) describe discursive, ideological and
rhetorical devices used for these purposes, which include control of
policy agendas (Bachrach and Baratz 1970) and insistence on discourse
or ideology which does not even allow the formulation of certain topics
(Lukes 1974) whilst insisting on others being ‘problematized’ in a way
crafted to legitimate certain preferred ‘solutions’. Insofar as an occu-
pational group’s working practices can be made transparent to other
group members or outsiders or both, that knowledge also functions as
‘power-knowledge’, for it enables those who scrutinize the occupational
group members’ activities to apply whatever sanctions (moral, economic
or physical) are at their disposal to promote practical compliance with
that body of knowledge (Foucault 2004). It functions as a ‘discipline’
(Flynn 2002).

During the 1990s both managers and doctors have developed new
‘disciplines’. Most influential were, respectively, the new public manage-
ment (Ferlie et al. 2002; Flynn 1992) and evidence-based medicine (EBM)
(Harrison 2002).

During the 1990s, and especially after 1997, NHS primary care
management experienced a disciplinary shift towards the ‘new public
management’ practices that NHS hospitals began using a decade earlier.
PCTs were new organizations intended, unlike their predecessors, to
manage rather than just reimburse GP activity. From 1999 PCTs
were expected to implement national standards for services. Access
targets were now applied to general practices, although ‘advanced
access’ methods of appointment management were usually imple-
mented through a national network of primary care ‘collaboratives’
rather than by PCTs alone. Above all, PCTs became responsible for
ensuring that National Service Frameworks (NSFs) were implemented.
To varying degrees NSF standards derived from EBM and the national
bodies (above all, NICE) through which the NHS implemented it.

Apart from exceptional events such as gross malpractice or crimin-
ality, the topic of how doctors exercised their clinical autonomy
was closed to NHS managers until the late 1980s. Since then, new
management information and costing systems have gradually increased
the transparency of medical practice. This trend began with incentives
under GP funding for practices to install management information
system (though to the practice’s choice and specification). GPs came to
record increasing amounts of data for NHS managers’ use (Harrison and
Dowswell 2002), a trend which QOF dramatically extended. The current
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NHS informatics programme aims at comprehensive networking of
patient and some administrative date by 2009. Regular independent
surveys of patients and public views of NHS services began to be
published, besides (according to anecdotal evidence) others which the
Department of Health does not publish. Arrangements were introduced
in 2002 for identifying and ‘helping’ doctors whose ‘performance
gives cause for concern’ (Department of Health 2000). These systems
were managerially instituted but still professionally operated and
predominantly educational.

Within medicine EBM was the central medium for broader and closer
disciplinary control over GPs’ clinical work, a control that shifted from
exception management towards governmentality over mainstream clin-
ical practice and from an individual to a collective form of professional
self-regulation and professional autonomy. The universal, but relatively
weak, predominantly educational form of medical audit introduced in
1991 was from 1998 supplanted by two forms of disciplinary control
based on EBM. Medical audit and local professional networks were
reconstituted as clinical governance networks, of which GP membership
was compulsory. Nevertheless clinical governance was often initiated by
a core of ‘early adopter’ doctors, gradually involving other GPs through
peer influence later. Other clinical professions, especially nursing, either
had their own, more fragmentary clinical governance networks or parti-
cipated ad hoc as semi-detached members of the medical networks on
an issue-by-issue basis. QOF (see above) greatly extended the range of
clinical quality standards to be implemented. Despite the contractual
sanctions (financial rewards and penalties) attached to them, its stand-
ards were also largely evidence-based. These disciplinary changes also
tended to re-medicalize general practice. EBM was more readily applied
to, and legitimated, the biologically oriented aspects of clinical practice.
Nevertheless EBM increasingly became a disciplinary tool common to
both managers and doctors.

With decreasing lags the ideological climate in NHS management
tended to follow that of the current government. Despite the change
of party in government, the deepest policy difference between them
(whether to contain or greatly expand the level of NHS spending)
was not strongly reflected in the managerial ideologies of the period.
Indeed the ideological continuities are more striking than the discon-
tinuities, in particular the rhetoric of ‘reform’ (‘change’, ‘modernization’,
‘new’ policies) even though many of these changes (e.g. introduction
of commercial and charitable providers) revert to pre-NHS policy. New
Labour initially emphasized its ideology of ‘no ideology’ (the ‘third way’)
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and the slogan ‘what matters is what works’, which abstracts from the
contentious question of precisely what the reformed working practices
are meant to achieve, as though that point was already well defined
and generally agreed. Its positive focus, though, is on day-to-day mana-
gerial and clinical work and innovations in both, with the implication of
normalizing ‘what works’. New Labour also accepts, indeed often states,
the idea that health professionals, especially doctors, represent patients’
interests. One rationale for each successive reform has been that it will
allow clinicians to practice more freely and to influence the details of
service management.

As for medical ideologies, the gradual GP uptake of salaried employ-
ment appears to suggest that GPs’ hitherto powerful, near-universal aver-
sion to it is weakening. English GPs have remained sensitive that new
working methods be adopted voluntarily, not imposed by non-doctors.
The emerging stratum of GP medical managers (see above), however,
‘turns’ this belief so as to legitimate their own new roles in terms of
buffering general practices against the demands of (lay) NHS manage-
ment. Closer regulation by fellow GPs remains a lesser evil for GPs than
managerial control. Although a steady trickle of individual jeremiads
have appeared in the professional press and researchers report certain
GPs’ passive resistance and scepticism towards the ‘reforms’, there have
been few ideological challenges to the new disciplinary controls in
medicine. The most coherent counter-argument contrasts the ‘art’ and
‘holism’ of general medical practice with EBM (Armstrong 2002). Yet it
is also reported (Sheaff et al. 2003) that the argument that (say) NSFs
are ‘national policy’ helps legitimate them to GPs, who reconcile this
view with their preference for professional autonomy by saying that the
policy coincides with local health needs. The tacit ideological outcome
is that it is legitimate for national policy, represented by NHS manage-
ment, to influence general practice provided this influence is mediated
and buffered by local GP leaderships.

The labour market

An occupational group’s market strength depends above all on how
vulnerable managers are to that group disrupting production of the
organization’s main output. The greater the demand for its outputs
and the more alternative providers exist, the more an organization
stands to lose financially if an occupational group disrupts produc-
tion, so the greater that group’s power. The smaller the excess supply
of labour in that occupation is, the harder it is for managers to
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replace non-compliant members and the weaker a sanction the threat
of dismissal is. The limiting case is an organized monopoly in labour
supply which managers cannot get individual members to defect from.
The non-substitutability of members of an occupational group maxim-
izes its power.

Demand for GPs’ services increased, due to not only the expanding
and ageing English population but also (from 1997) tightening targets
for hospital waiting times, which increased demand for primary to
replace secondary care at either end of the hospital episode. There were
a few experiments with placing GPs in accident and emergency (A&E)
departments, not widely copied. After 1997, GPs’ increasing role in PCT
management placed another demand on their time. Under the 1990
GP contract, GP cooperatives instead of commercial deputizing firms
increasingly provided out-of-hours services, until the 2004 contract
allowed GPs to relinquish responsibility for OOH services altogether,
which many did. PCTs took over that responsibility.

Throughout the study period there was an intensifying shortage of
GPs, especially in poor urban areas. No national data are collected on
‘vacant’ (doctor-less) general practice lists but the author has found
the problem repeatedly discussed by NHS managers, reported in the
professional and managerial press and in research (e.g. Gosden et al.
2000; Williams et al. 2001) evaluating possible solutions. The new
medical schools opened too late to affect the shortage during the study
period.

Technological centrality

There is also a technical sense in which a whole occupational group,
rather than just its individual members, may or may not be substitut-
able. The Aston school argued that besides its place in the ‘vertical’
and ‘horizontal’ topography of an organizational structure, an occupa-
tional group’s power depends on the group’s relationship to the tech-
nology (physical equipment and processes) used for conducting the
organization’s core activity (Abell 1975). (Here the concept of ‘techno-
logy’ is taken widely to include, for instance, ‘technologies of repres-
sion’; (Foucault 1977).) A group operating the technology possesses the
potential sanction of disrupting the organization’s capacity to pursue its
objectives, that is, the power to determine whether those who formally
control an organization actually can use its resources to pursue their
particular objectives. This type of power depends on how far substitutes
exist for
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1. The occupational group which operates a given technology. The
fewer are the alternative occupational groups that can do so, the more
powerful is the occupational group who can.

2. The technology itself. The fewer the technologies which can replace
it, the more powerful the occupational groups who can operate that
technology.

Since this power derives from the productive process, it is not neces-
sarily (indeed, typically not) reflected in the hierarchical position of
the relevant occupational group. When it is collectively exercised, that
typically happens through informal organization (trades union, unof-
ficial action) or semi-detached (above all, professional) organizations.
So, pace some claims (Fairclough 2005), not all social practices, and not
even all technologies, are equally important in terms of power.

NHS management therefore explored whether other occupational
groups were competent to substitute, at least partly, for GPs as points of
first clinical contact for non-emergency patients. The main jurisdictional
changes in occupational groups were introduction of nurse practitioners
(Chambers 1998; Venning et al. 2000); nurse principals; Evercare nurses
and their equivalents (EPIC nurses, community matrons etc.; Boaden
et al. 2005); physician assistants; retail pharmacists (Hassell et al. 2001);
and nurse triagers (Hanlon et al. 2005). The extent to which these could
replace GPs varied but generally these new occupational groups’ profes-
sionals took over the less complex elements of GP work and worked
under medical (usually GP) clinical supervision and mentorship. The net
effect was to make GPs’ work more medical, reducing GP centrality for
the less complex aspects of primary care ‘technology’ and maintaining
it for the more complex.

These skill-mix changes were also partly a concomitant of substitute
primary care technologies, developing for the same reasons. The main
innovations were walk-in centres; NHS Direct (Hanlon et al. 2005); case
management (e.g. Evercare, EPIC and similar projects, now promul-
gated nationally as the ‘Community Matron’ programme; and, more
rarely, dedicated primary care clinics within or near hospital A&E depart-
ments. NHS Plus, established in 2000, provides OH services to non-NHS
employers. Still relatively small, it nevertheless provides a service which
by default general practice mostly provided. To provide for vacant lists
and, after 2004, to provide out-of-hours services, PCTs gradually began
directly employing salaried doctors and to a limited extent nurse practi-
tioners. To a limited extent these new ‘technologies’ offered a substitute
for independent GPs as providers of primary care, eroding the inde-
pendent GPs’ centrality.
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Law and regulation

Whilst the everyday rule of law depends heavily on ideological legit-
imation, legal power is distinct in resting ultimately upon the state’s
greater capacity for physical coercion than any other organization or
social group. What effect law, regulation, legally binding contracts and
judicial interpretation have upon the balance of power between doctors
and managers depends upon the normative content of the law and how
it is enforced. The former can simply be ‘read off’ from the relevant
documents, in the present case those which establish, define and enforce
any limits to the roles, rights or substitutability of occupational groups.
The sanctions can be discovered partly in the same way, but also by
examining how law and regulation are in practice enforced, and to
whose benefit.

In NHS primary care the most important legal and regulatory develop-
ment was to make GP contracts more ‘complete’ and more contestable.
The 1967 GP contract was little more than a reimbursement mechanism
but from 1990 each revision introduced closer specifications of the
clinical work expected from GPs. The 1990 contract introduced vaccin-
ation and immunization targets and delegated ‘indicative’ budgets for
pharmaceutical spending. GP fund holding added responsibility for
budgets for much of secondary and some primary care, though not
for primary medical care itself except prescribing. From 1998 GPs had
the option of taking a locally negotiated PMS contract rather than the
standard national (‘GMS’) contract. PMS contracts set practice-specific
targets, though usually broadly defined and weakly monitored (Sheaff
and Lloyd-Kendall 2000). The QOF and 2004 GMS contract made
general practice incomes depend on the degree of compliance with
around 130 evidence-based indicators of clinical processes and, in a
few cases, outcomes. PMS and the 2004 GMS contracts both defined
the contract agent as the general practice (organization) instead of the
general practitioner (named doctor) as before. Such a contract therefore
survives changes in medical personnel including, in theory, the ousting
of individual GPs for disciplinary or other reasons.

GP contracts have also been made more contestable through the
introduction of organizational substitutes for the professional partner-
ship model of general practice as small businesses. GP co-operatives
providing out-of-hours services were first permitted under the 1990
GMS contract, gradually becoming more widespread (Hallam 1997)
and, after 1997, wider in the range of services they provided although
the 2004 GP contract precipitously reduced their number. The 1997
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NHS Act also relaxed the conditions under which PCTs and general
practices were permitted to employ salaried GPs. The Innovations in
Primary Care Contracting policy creates a framework by which PCTs
can contract other organizations to substitute for general practices in
providing primary medical care. This policy is still at an early stage
of implementation, but one attempt has already (2006) been made to
replace a general practice (N. Derbyshire) with provision by a US for-
profit HMO and then, when that failed due to local opposition, a British
private provider. At the time of writing ten pilot site PCTs have been
seeking and evaluating bids from providers other than existing general
practices to provide primary health care.

What shifts in power between medicine and management
in English primary care?

On the evidence of payment alone GPs would appear more powerful
in 2006 than in 1991. They are highly paid by European standards and
the 2004 contract considerably increased their incomes. The actual data
are secret but GP remarks in the professional and national press point
towards GPs’ income typically being about 20–30% higher than before,
and this for a workload reduced, in most cases, by ceasing out-of-hours
work. GPs have a privileged role in PCT management compared with
other clinical professions and, still, higher occupational status. With
NHS managers, GPs are partners in a dominant coalition over NHS
primary care.

However, the price for these gains has been that through the medium
of professional discipline, the locus of control has clearly shifted (albeit
from a low starting point) towards NHS management, who now exercise
greater regulation and surveillance over GPs’ work and are starting to
normalize it on terms decided predominantly by management. Discip-
linary changes in both medicine and management have led unidirec-
tionally towards the greater regulation and surveillance of GPs’ clinical
practice. Ideological rationales for health reform and closer disciplinary
control have largely won the day among GPs, in the absence of coherent
alternatives.

As for labour market power, demand for services which GPs supply
continues to increase. Yet this very trend has provoked skill-mix
changes, the introduction of new forms of service (e.g. community
matrons) and admitting new providers to NHS primary care. These
changes create partial substitutes for general medical practice and atten-
uate its scarcity. A greater division of labour is slowly limiting GPs’
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technological centrality to a narrower range of more specialized work.
Organizational substitutes for the self-employed partnership model of
general practice have also begun to appear, eroding the bedrock of
GP’s financial and organizational autonomy. At critical junctures in
NHS reform (1992, 2000–02) the English medical profession was on the
defensive and made concessions to government, despite New Labour
also buying GP support for their reforms with income and managerial
influence. A layer of medical managers has emerged with an interest
in disciplinary, and by proxy managerial, control over other doctors.
Together these trends suggest a net strengthening of NHS managerial
control and a reduction in GPs’ professional autonomy, both individual
and collective. Gradually power has been draining from medicine to
management in NHS primary care. This effect, and the organizational
processes which have brought it about, partly belie the similarities
between the present-day NHS organizational structures and those of the
1990s.

Similar organizational structures, different power-relations

Fifteen years of successive organizational ‘reform’ have ended up leaving
English NHS organizational structures essentially as they were in 1991,
except for the addition of a minority of salaried GPs. Yet although the
organizational structures have essentially returned to those adopted by
the Thatcher government, the balance of power between doctors and
managers has not.

This history provides further evidence that an occupational group’s
positional power is not defined purely by occupancy of a privileged or
a ‘high’ position in an hierarchical organizational structure. Rather, the
ability of an occupant of such a position ‘to carry out his own will
despite resistance’ is exercised through the whole complex of organi-
zational processes and technical conditions outlined above. Organiza-
tional, policy or technical changes generally involve some combination of
re-negotiation of practical, everyday working activities; re-interpretation
of laws and regulations; decision-making, to that extent legitimating
managers’ positional role as decision-makers; new activities to which
technical and professional ‘disciplines’ are applied; redefining divisions
of labour within and between occupational groups; and opportunities
to introduce new production techniques (‘technologies’). Such events
present each occupational group with the question of whether it would
be legitimate and feasible for them to resist or to exploit the changes
under way. Reallocations of budgets, staff and physical resources are
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made through these processes in combination, making these processes
the media through which positional power is reproduced, i.e. simultan-
eously both exercised and modified. Repeated changes to formal organ-
izational structures are no exception to this pattern, so that at the end
of them all the balance of power between managers and doctors is likely
to have shifted even though in terms of formal organizational structures
and roles the parties are almost back where they started. To that extent,
Courpasson (1998) is right to say that ‘change is a political tool’.

Exactly the same considerations apply, however, to the effects of
such changes on the power of the non-managerial occupations. Further-
more, organizational change is sometimes not so much an occupa-
tional group’s ‘tool’ as an accident which befalls them. Depending on
the circumstances, unplanned changes in the development of natural
sciences can alter the balance of power between (in this case) managers
and doctors. So can unforeseen events which expose any half-truths,
fallacies or inconsistencies in occupational and political ideologies. Since
power is essentially contested, the outcomes of the processes through
which it is exercised are liable to be uncertain. The interaction of these
planned and unplanned changes is what defines and redefines the
content and scope of ‘positional’ power in most organizations.

Such findings remind organizational researchers of the futility of
attempting to understand organizational structures and organizational
processes in isolation from each other when analysing power in organ-
izations. It is through the organizational processes noted above that the
property rights attached to a specific position in an organizational struc-
ture are exercised and in doing so the positional power which they give
is reproduced, strengthen or weakened. Conversely, each occupational
group’s role in the organizational structure determines what resources
the group brings to its participation in these organizational processes
and what interests each group pursues in doing so. An organizational
structure thus constrains the range of organizational processes that
occur within it. For example, in England, attempts at monitoring policy
implementation, disciplinary control and non-medical managerial
control in general practice have long been constrained by the structural
independence of general practices. This raises the research question
of how far, and in what ways, the new organizational structures and
property-relations recently created by the salaried employment of GPs
by NHS PCTs and by the emergence of further organizational varieties
of primary health care provider will accommodate or even produce
changed organizational processes (e.g. for decision-making, resource
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allocation, management of clinical quality) within English primary
care. This question is currently being empirically researched.

A policy lesson from English NHS primary care reform is that even
without changes to health system organizational structures, changes
in managerial – that is, disciplinary, ideological, negotiative and re-
allocative – processes can produce at least modest shifts in the balance
of power between independent-contractor doctors and managers. Yet in
the minority of cases where the structural position of GPs has changed
to that of salaried employee of the NHS, the balance of power, in the
sense of degree of managerial control, appears little different to that
where GPs remain independent contractors. One possible explanation
is that the salaried GPs tend to hold hard-to-fill posts, making PCTs
hesitate to exercise the power which this hierarchical relationship might
in theory provide. However, there is also evidence that at least one of the
newly contracted private providers of primary care, which also employs
salaried GPs in similar settings, has no such reluctance. In England at
least, a more thoroughgoing privatization of NHS primary care might
constrain medical power more narrowly than incorporation into a public
bureaucracy does.
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