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Background to presentation 

……I spoke publicly about what would be 

needed if, in our 70th year, we wanted to 

sustain a well-functioning National Health 

Service. I explained that the compound effect of 

funding and staffing constraints since the 2008 

economic crash meant that GPs, community 

and mental health services, hospitals and social 

care were under increasing strain. While NHS 

productivity has been rising far faster than the 

rest of the economy, over the past five years 

cumulatively the NHS has operated with £27 

billion less than had it been funded at its long 

term trend funding growth. We are now 

spending a third less per person on our health 

services than Germany, on a like-for-like basis



Overview of presentation 

Governance (politics, structures and finance) 

Clinical workforce, clinical practice and 

innovation

Patient and public expectations and 

involvement 

Outcomes and equity

Pondering the future 

Based on my 40 years experience of the NHS in UK  

concentrating on the last 20 years. A personal (political 

science) perspective based on a series of case studies.
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Clinical workforce, clinical practice and innovation
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Pondering the future

Based on my 40 years experience of the NHS in UK  concentrating on the last 

20 years. A personal (political science) perspective based on a series of case 

studies.







NHS is facing a severe financial crisis





Bigger proportion of public spending 

goes on health





The NHS response to a £1.6b boost in Budget 

“The extra money would go only 

some way towards filling the 

accepted funding gap…… but the 

country could no longer avoid the 

difficult debate about what the 

health service could deliver for 

patients”.

NHS England chairman Sir Malcolm 

Grant 2017



The NHS response to a £1.6b boost in Budget 

"tough choices and trade 

offs would now need to be 

made…..It is difficult to 

see how the NHS can 

deliver everything," 

Chris Hopson, chief executive of NHS 

Providers, which represents health 

service managers 2017



But it is not just a question of amount of money spent on 

health…… how it is spent……but also public health.



A key reason for the deficit

(plus innovation)



Public Expenditure in England 

( Wales, Scotland and Northern Ireland separate)



Allocation of Health Budget



Funds allocated to Clinical Commissioning Groups



People encouraged to identify this own Clinical 

Commissioning Group



Allocated according to formula based on need 



Allocated according to formula based on need 
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A major change in1998



A new national way to set standards and monitor 

improvement 



A new national way to set standards and monitor 

improvement



Over the next 15 years there were to be 

significant improvements in quality eg waiting 

times but also a series of high profile failures  



Report results were similar…….





Politicians quick to respond



Why did this occur ? Was it really about values ?

• I undertook a research study to understand the 

contributions of political and organisational influences in 

enabling the NHS to deliver high quality care through 

exploring the experiences of two of the major new 

organisations established to set standards and monitor 

NHS quality.

• I undertook a two phase study using mixed methods

• Interview and content analysis

• Principal Agent Analysis



Principle Agent Modeling

• The principal and agent theory emerged in the 1970s from the combined 

disciplines of economics and institutional theory.  The theory has come 

to extend well beyond economics or institutional studies to all contexts of 

information asymmetry, uncertainty and risk.

• The principal–agent problem arises where one party (the principal) 

commissions another (agent) to act on its behalf. The two parties goals 

may differ and there are  asymmetric information capabilities (usually the 

agent having more information). The principal may not be able to ensure 

that the agent is always acting in its (the principal's) best interests.

• In the UK  Health System Quangos  are a manifestation of  Agents and 

Government the Principal



The Waterman and Meier  Approach
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Figure 1: The Waterman and Meier expanded Principal-Agent 
model (i) Goal Conflict
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Figure 2: The Waterman and Meier expanded Principal-Agent 
model (i) Goal Consensus

Challenges the assumption of normal 
Principal-Agent modeling that goal 
conflicts and information asymmetry 
are constants.

Using these as variables (instead of 
constants) creates 8 states of principal 
agent interactions.

In our study using the themes 
identified by the interviews it was 
possible to  locate the organizations  
within the Waterman and Meier  
framework and track their changing  
position in the 8 possible states over 
time.  



NHS Quality Organisations Evolution 

• The Commission for Healthcare Improvement (CHI) was 

established in 1999.  Five years after its establishment CHI was 

subsumed by the Healthcare Commission (officially the 

Commission for Healthcare Audit and Inspection (CHAI).  CHAI 

was in existence for another five years until its responsibilities were 

taken over by the Care Quality Commission (CQC) in 2009.

• The National Institute for Clinical Excellence (NICE) was 

established in 1999. In 2005 it became the National Institute for 

Health and Clinical Excellence, having taken over the public 

health functions after the Health Development Agency was 

disbanded.  In 2014 as part of the legislation enacting the NHS 

reforms, having been given new responsibility to produce guidance 

in social care, NICE was reconstituted as a non-departmental public 

body called the National Institute for Health and Care  

Excellence.



• National Service Frameworks

• Modernisation Agency

• Clinical Governance

• NHS University 

• NHS Institute for Learning Skills and Innovation

• NHS Institute for Innovation and Improvement

• Skills for Health Organisation

• National Patient Safety Agency

• National Clinical Assessment Service

• National Confidential Enquiries x 4 

• Quality Outcomes Frameworks

• National Clinical Audits

• Special  Incident Reports

• General Medical Council

• Royal Colleges

• DH Performance and outcome indicators

Other Quality Organisations

(many now gone.. with important exceptions) 



Professor Sir Michael Rawlins (Chairman of NICE, 1999-2012)

Sir Andrew Dillon (Chief executive of NICE, 1999-present)

Professor  Sir David Haslam (Chairman of NICE, 2013-present; Healthcare Commission: 

National Clinical Adviser : 2005-9; Care Quality Commission: National Professional 

Adviser: 2009-13)

Professor Sir Ian Kennedy (Chairman of the Healthcare Commission, 2004-2009)

Andy McKeon (Director General of Policy and Planning, Department of Health, 2002; 

Managing Director, Health, Audit Commission, 2003-2012; Non-executive Director of NICE, 

2009-present)

Dr. Linda Patterson (Medical Director of Commission for Health Improvement, 1999-2004)

Dr. Peter Homa (Chief Executive of Commission for Health Improvement, 1999-2004)

Andrea Sutcliffe (Deputy Chief Executive of NICE, 2001-2007; Chief Care Inspector for 

Social Care, Care Quality Commission, 2013 – present)

Professor Albert Weale (Professor of Political Theory and Public Policy at University 

College London; Chair of the Nuffield Council for Bioethics 2007-12; Author of “Democratic 

Justice and the Social Contract”.

Professor Sir Michael Richards (Chief Inspector of Hospitals Care Quality Commission 

2013- present )

Cynthia Bower (Chief Executive of Care Quality Commission, 2009-2012)

People Interviewed 



Three disinterested  judges undertook conventional 

qualitative content analysis to identify patterns of 

responses (categories) within and across interviews

• The analysis comprised of three main stages.

• First independent coding schemes were developed by each data 
judge.  

• Second, the three independent coding schemes were combined 
into a single composite coding scheme that captured all of the 
insights from the individual coding schemes.  These were then  
assessed by the auditor who recommended alterations to the 
coding scheme  The audited coding scheme was checked against 
the interview data independently by each of the judges, who met 
again to discuss whether the categories were appropriate, and 
comprehensive. This process continued for 6 iterations until a final 
coding scheme was developed that was endorsed by each of the 
data judges and the auditor. 

• Third, the three data judges independently applied the final coding 
scheme to the interview transcripts. 



Ten themes were identified as influencing the 

functioning of the NHS regulatory institutions

1.  Socio-political environment

2.  Governance and accountability 

3.  External relationships

4.  Clarity of purpose

5.  Organizational reputation

6.  Leadership and management 

7.  Organizational stability

8.  Resources 

9.  Organizational methods 

10. Organizational performance 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5484322/

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5484322/


Conclusions of content analysis of interviews 

We concluded -

that differing policy objectives for NHS quality-

monitoring resulted in central involvement and 

organizational change that had a disruptive effect 

on the ability of the NHS to monitor quality. 

Constant professional leadership, both clinical and 

managerial and basing decisions on best evidence, 

both technical and organizational, helped one 

institution to deliver on its remit, even within a 

changing political/policy environment. 



Application of expanded Principal-Agent models to 

standing setting and monitoring in the NHS
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Figure 1: The Waterman and Meier expanded Principal-
Agent model (i) Goal Conflict
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Figure 2: The Waterman and Meier expanded Principal-
Agent model (i) Goal Consensus

Commmission for Health 

Improvement (CHI)

starts at 1 as there is goal 

conflict and neither Principal or 

Agent had a clear 

understanding on methods. 
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Figure 2: The Waterman and Meier expanded Principal-
Agent model (i) Goal Consensus

CHI

CHI moves to 2 as Agent knowledge

improves
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CHI

But then moves to 3 as the Principal’s

perceived knowledge improves.

Rather than agree on a new

methodology the DOH creates a new

organisation
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Figure 2: The Waterman and Meier expanded Principal-
Agent model (i) Goal Consensus

Health Commission

The Health Commission starts

at 7 as there is goal consensus

and agreement on methodology
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Health Commission

The Health Commission moves 

to 3 because of multiple 

Principals and conflict of aims 

(DOH, Treasury) and new 

Agent’s (Monitor).

Rather than reconcile the 

differences the DOH creates 

another  a new organisation
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Figure 2: The Waterman and Meier expanded Principal-
Agent model (i) Goal Consensus

Health Commission

The Health Commission moves to 3 because
of multiple Principal’s and conflict of aims
(NHS Central Office, Treasury) and new
Agent’s (Monitor).

Rather than reconcile the differences the
DOH create another new organisation
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Agent model (i) Goal Consensus

Care Quality Commission 
(CQC)

CQC starts at 7  as there is 
consensus on aims and 
common understanding of 
methodology 
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Figure 2: The Waterman and Meier expanded Principal-
Agent model (i) Goal Consensus

Care Quality Commission 
(CQC)

CQC moves to 8 as 
methodology is challenged by 
DOH and resources are limited. 


