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ARTICLE INFO ABSTRACT

Handling Editor: Medical Sociology Office Previous studies of service reconfiguration in healthcare have explored the influence of power on processes and
outcomes. However, in these accounts the moral agency of managers is often underemphasised. This paper draws
on the theoretical tools provided by the sociology of morality to help deepen understanding of the interaction
between power and moral agency in service reconfiguration in healthcare. It presents results from a qualitative
study of a pan-organisational service reconfiguration in the NHS in England, involving nineteen in-depth in-
terviews with those leading the change and the analysis of twelve programme documents. We combine concepts
of the moral background and epistemic governance to interpret participants’ conviction that the service change was
‘the right thing to do’. The paper shows how epistemic work carried out by service change regulations shaped the
moral background within which participants worked. This, in turn, channelled their moral agency - specifically
their commitment to patient care — in a way that also reflected central priorities. The paper adds to sociological
understandings of service reconfiguration through considering the interaction of structure, agency and power,
while also developing the concept of the moral background to show how power relations can influence moral
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beliefs.

1. Introduction

Despite being a well-established area of scholarship, the research
literature on health system reconfiguration contains surprisingly little
direct exploration of the moral agency of the healthcare managers
involved. From the ‘instrumental evaluative’ perspective pervasive in
research on this topic, managers are assumed to be rational actors
seeking to devise and implement optimal care models in response to new
challenges on services (Fulop et al., 2012; Jones et al., 2019, p.1221).
Much of this literature is concerned with the impediments to introducing
evidence-based programmes of service change, with opposition — for
example from patient and public representatives — characterised as a
‘monolithic obstacle to progress’ (Stewart, 2019, p.1251). Faced with
partisan resistance to change the challenge is portrayed primarily as one
of leadership, that is, how managers deploy leadership skills and tech-
niques to avoid the derailing of unpopular but necessary improvement
(Williams et al., 2021).

There is a growing body of work which questions the assumption that
the actions of managers undertaking service reconfiguration are entirely
evidence based. For example, studies have pointed to the questionable
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empirical foundation of these changes, particularly with respect to the
centralisation of specialist services (Bhattarai et al., 2016; Black et al.,
2022). It is increasingly argued that narratives regarding ‘evidence’ and
‘reform’ should not be taken at face value. Instead, scholars have
critiqued such ‘technicist’ accounts which, they argue, reflect the values
embodied in means-end rationality which can obscure other legitimate
value concerns (Cribb, 2018; Jones et al., 2019).

Sociological perspectives have been crucial in making sense of the
role of this technocratic discourse, and the social and cultural dynamics
involved in service change more generally (Jones et al., 2019). Such
accounts underline the central importance of narrative as a precursor to
reorganisation, showing how managers must engage in collective
reason-giving processes prior to enacting change. They can therefore be
useful in understanding how ideological and moral debates regarding
the imposition of major changes to health services are framed, and how
this can serve to challenge or reinforce existing power structures.
Drawing attention to such attendant meanings, cultural dimensions and
social processes has enabled critical perspectives to come into view,
foregrounding alternative viewpoints and experiences, including those
of patients and the public (Stewart, 2019). A wider analytical lens also
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brings into focus the complex web of interconnections that exist between
healthcare facilities and their geographical communities, and the
important role they can perform as symbolic totems of local life
(Davidson et al., 2019).

These critical accounts serve to problematise the tendency towards
technicism in health policy narratives. However, the subtleties and
contradictions in the motivations of those leading or implementing
reorganisation processes are often overlooked, especially given the
ambiguous roles many occupy, spanning ‘back office’ management and
front-line clinical responsibilities (Hyde et al., 2016). Therefore, many
of these more critical accounts do not specifically seek to understand the
moral agency of those planning and implementing reorganisation pro-
cesses. Instead, the actions of local change leaders are typically por-
trayed as either largely an expression of political ideology and/or social
position, or as active attempts to subvert local interests. For example,
some examine how knowledge and evidence are mobilised as ‘hierar-
chical techniques of power’ (Fraser et al., 2017) or as part of a ‘bio-
political intervention’ to use medical forms of knowledge to legitimize
political upheaval (Fraser et al., 2019). Others show how evidence is
deployed as a ‘rhetorical strategy’ to shift focus from financial to clinical
rationales to thereby mitigate community resistance to change (Jones
and Exworthy, 2015), or how technicist language is used to ‘camouflage
coercive and punitive forms of performance management’ (Jones et al.,
2019, p.1228). Scholars have also examined how professionals actively
pursue their own strategic interests during change, including engaging
in various forms of institutional work to enhance their own status
(Currie et al., 2012).

This scholarship therefore provides a divergent view on service
change to that of technicist accounts, focusing on power relations and
interests rather than the effectiveness and proficiency of managers.
Waring et al. (2023, p.241) characterise such strains in the literature as
providing either a ‘behavioural view of leaders’ political competencies
and skills’ or a ‘critical and structural view that explains micro-politics
in terms of macro-political interest’. They plot a route through these
by examining ‘the types of behaviours and skills used by leaders when
confronting local manifestations of macro-political tension in meaning,
rewards and power’. Their synthesis helps to ward against both naivety
and over-determinism. However, the specifically normative or moral
content of these meaning-making processes is not central to their sub-
sequent analysis. Further exploration and explication of these elements
is therefore required, especially given that moral claims over what is
good in reconfiguration — e.g. pooling expertise and resources, empow-
ering patients, protecting communities — often lie at the heart of conflicts
over plans and processes.

This paper draws on the sociology of morality, in conjunction with a
qualitative study of a pan-organisational service reconfiguration in the
NHS in England, to provide a deeper understanding of the interaction
between power and the moral agency of management actors. Specif-
ically, we show how the concept of the moral background — when used in
concert with epistemic governance — can elucidate how the moral mo-
tivations of managers are channelled, rather than determined or over-
ridden, by the power relations they work within. In so doing, we provide
a sociologically informed account that gives due consideration to both
power and moral agency in analysing how service reconfiguration pro-
cesses unfold.

2. Theoretical framework: the sociology of morality

The sociology of morality can be defined as ‘the sociological inves-
tigation of the nature, causes, and consequences of people’s ideas about
the good and the right’ (Abend, 2008, p.87). It investigates the historical
and cultural variations in what is seen as moral, and explores the pro-
cesses that create and sustain morality (Hitlin and Vaisey, 2013, p.54).
As such, sociological perspectives foreground the role of social context as
a key explanatory factor for understanding variations and conflicts in
moral positions. This can encompass a range of issues, connecting norms
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and values to identities, narratives, symbolic boundaries, cognitive
schemas and institutions (p.54).

A key contributor to the new sociology of morality is Gabriel Abend.
Abend’s work has a number of elements, including thick moral concepts;
the sociology of decision making; and a sociological critique of the
neuroscientific understanding of morality (Abend, 2018a, 2018b, 2019).
Associated with each of these is the conceptual framework developed by
Abend (2014) of the moral background. Abend argues that the academic
study of morality can involve distinct objects of inquiry including the
readily observable ‘first-order’ morality, and the more implicit, rela-
tively underexplored second order ‘moral background’. First order mo-
rality is ‘the level of people’s moral judgements and beliefs’ (p.16), and
can include understandings regarding what specific actions, practices
and beliefs are right, good, obligatory, appropriate, and admirable
(p.32). Examples include beliefs regarding whether a service reconfi-
guration is right or wrong.

Underpinning every first order moral belief is a moral background, i.
e., a set of tacit assumptions regarding the nature of morality in a
particular social context (Abend, 2014, pp.29-31). These ‘para-moral’
phenomena include the ideas, tools, and theories that enable and
constrain first order beliefs and judgements. They are often uncon-
sciously held by social actors and not immediately visible, but can be
inferred through empirical data (p.53). The moral background therefore
provides a conceptual tool to account for the cultural and institutional
conditions which make specific moral norms, values and judgements
possible (Abend, 2022). Such an understanding of morality draws
attention to the role of social and historical context in moral judgement,
‘as what counts as a possible moral explanation, moral action, or moral
object vary over time and across groups’ (Hirschman, 2018, p.643).

While these background phenomena circumscribe first order mo-
rality, they do not ‘fully prescribe the concrete moral stances that people
adopt’ (Livne, 2018, p.640). Abend (2014) argues:

... if you take one society or group, there will very likely be differ-
ences regarding the kinds of moral arguments made, the methods
used, the reasons given, and the objectivity assumptions held ... On
the other hand, given a society or group, not any grounds, method, or
reason are possible. (p.68)

The moral background is therefore not deterministic. Instead
Abend’s approach foregrounds the way individuals actively make
judgements and form beliefs, while also examining how these are
enabled and constrained by a wider social context. This allows for an
active moral agency — wherein individuals hold moral dispositions and
commitments that enable them to actively make judgements (Sayer,
2011) — while also providing a sociological understanding of how this
agency is channelled through the social structures they operate within.
This makes it particularly well suited for the study of organisations
involved in service reconfiguration, where individual managers and
senior clinicians are actively required to make decisions but within
notable constraints.

2.1. Dimensions of the moral background

Abend (2014) identifies six background elements, but the three that
are most salient in this study are groundings, metaphysics, and objects of
evaluation. For a discussion of the remaining elements and their appli-
cation to reorganisation see Smith (2020). The three elements covered in
this paper are:

e Groundings - Moral stances are typically anchored in a justification
which individuals and organisations use to legitimize their position
(Abend, 2014; Livne, 2018). Abend refers to these explanations as
groundings: the socially acceptable reasons people invoke when they
need to justify a first order moral belief or judgement as moral or
immoral. The idea of groundings has similarities with Boltanski and
Thévenot’'s (1999) idea of regimes of justification (Livne, 2018).
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However, while their account details a finite number of justifications
people can use, Abend sees infinite possibilities for how moral
backgrounds could be configured (Livne, 2018). Therefore, while
each social setting will only have a limited number of groundings
that can be used, there are ‘no a priori substantive constraints’ on
what groundings can be (Abend, 2014, p.35).
e Metaphysics - First order morality is also informed by shared un-
derstandings regarding the nature of reality. Abend refers to this as
metaphysics: the ‘metaphysical pictures or assumptions that ordi-
nary people and social practices, institutions, and understandings
manifest’ (Abend, 2014, p.50). These can include assumptions about
time, reality, space, being and human nature upon which first order
moral beliefs are predicated (pp.50-1).
Objects of evaluation - This refers to underlying understandings about
what objects are open to moral evaluation (Abend, 2014). It draws
attention to how societies and groups differ regarding the ‘objects
that are capable of being morally evaluated’ (p.40). These might
include: people, states of affairs, groups, organisations, motives, and
the results of actions (pp.40-2). This concept therefore introduces the
idea that individuals will often take cues, either knowingly or un-
knowingly, from their social context regarding what issues require
moral judgement.

This framework provides a sociological toolkit for an in-depth
exploration of moral beliefs and how they relate to the social context
in which they are formed. As such, it offers a valuable resource for
providing a more sophisticated view of the moral agency of managers
involved in service reconfigurations. However, its ability to do this is
constrained by the relative absence in the framework of power re-
lationships as a factor in shaping the various levels of moral belief. For
example, Abend does not explore how the moral background interacts
with economic relations or other structural phenomena (Somers, 2018).
This is problematic for the study of service change as no theory can
suffice if it does not account for the unequal power relationships iden-
tified in the empirical literature. In apparent recognition of this, Abend
has stated that power could play an important role in explaining ‘how
moral background elements come into being; how they rise, fall, coexist,
compete, and change’ (Abend, 2014, p.371). Given the centrality of
power in shaping service change processes, these provide an ideal
setting in which to explore how social power might come to influence
the moral background. This will therefore help incorporate valuable
elements of critical perspectives on service reconfiguration discussed in
the introduction, while also allowing conceptual space to consider the
moral agency of managers involved.

2.2. The moral background and epistemic governance

The concept of epistemic governance (Alasuutari and Qadir, 2014,
2019) introduces a mechanism through which power relations can be
seen to condition the moral background, and therefore also people’s
moral beliefs and judgements. This describes how social power often
operates in policy making through epistemic work, wherein the tools of
governance influence people’s basic understandings about reality, the
world and their immediate circumstances. Alasuutari and Qadir define
governance as ‘efforts to bring about change (or maintain status quo) in
a given social system’ (2019, p.3). They argue there are three
ever-present objects of epistemic work, each with a ‘paradigmatic’ and
‘practical’ dimension:

e Ontology of the social environment — epistemic governance works on
‘the shared view of what is a truthful and accurate picture of the
situation at hand’ (2019, p.7). The paradigmatic dimension refers to
the tacit, culturally ingrained, foundational understandings of re-
ality, such as the nature of progress or what counts as valid knowl-
edge. The practical dimension is the knowledge produced based on
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these established understandings, such as the utilisation of particular
facts or evidence that have currency in a social setting (pp.24-5).

e Norms and ideals - this includes the extent to which general ideals and
principles can convince others about the right thing to do, and what
this obliges people to do in a particular situation (2014, p.76). The
paradigmatic dimension involves ‘a broader sense of what “good”
and “desirable” mean and a sense that actions can be classed as such’
(2019, p.28). The practical dimension refers to the arguments and
reasons actually mobilised for or against a particular action (p.28).

e Actors and identifications — epistemic governance also works on
‘people’s understandings of themselves and others as actors: who
they are, what community they belong to, and what other actors
there are in the social world’ (2014, p.75; 2019, p.7). The paradig-
matic dimension refers to baseline conceptions of the nature of actors
and agency, such as models of human motivation (e.g. homo eco-
nomicus) and understandings of the categories that people can
belong to (e.g. gender, nationality, class etc.). The practical dimen-
sion involves arguments built on such tacit assumptions (2019,
p.26).

Those engaged in and subject to epistemic work may not be aware
that any process of control is taking place as such tools of governance
tend to be utilised as part of routine decision making (Alasuutari and
Qadir, 2014, pp.78-9). This moves away from the notion, present in
many existing accounts, that there is an actor who ‘pulls the strings
behind the scenes’ (p.69).

There are a number of ways in which such epistemic work on the
ontology of the social environment, norms and ideals, and actors and
identifications could also influence the moral background (see Fig. 1).
Indeed, while not themselves primarily focused on theorising morality,
Alasuutari and Qadir’s work has relevance to the sociology of morality,
and they briefly mention the moral background in reference to Taylor’s
(2004) writing on the issue (Alasuutari and Qadir, 2014, p.77, 2019,
p-28). The three elements of the moral background discussed in this
article could connect to objects of epistemic governance in the following
ways:

e Metaphysics — Metaphysics can include specific assumptions about
reality and human beings (Abend, 2014, pp.50-1). Therefore, work
on both the paradigmatic ontology of environment and actors and
identifications (particularly with respect to assumptions about
human nature, such as whether they are rational or irrational) might
also influence first order moral beliefs through metaphysical
assumptions.

Objects of evaluation — Underlying assumptions about what objects
are open to moral evaluation (Abend, 2014, p.40) might be influ-
enced by two forms of epistemic work. First, work on paradigmatic
understandings of norms and ideals includes questions of what can
be classified as good and desirable (e.g. individuals, organisations
etc.), and therefore also what objects are open to moral evaluation.
Work on paradigmatic understandings of actors and identifications
also includes beliefs regarding what groups (e.g. organisations)
people belong to, which will often form the objects people evaluate.
Groundings - The reasons people and organisations use to legitimize
their positions will be influenced by epistemic work on both para-
digmatic and practical dimensions of norms and ideals. Paradigmatic
work will influence the socially acceptable justifications available to
individuals and their persuasive potential. Practical work will relate
to how these reasons are used to justify particular courses of action.

The day to day processes of governance on objects of epistemic work
will therefore also influence the moral background. As such, combining
the moral background and epistemic governance can provide an
analytical framework to show how individual moral judgements are
subtly channelled through a social context which is influenced by power
relations.
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First order moral beliefs (Abend 2014)
People’s moral views and understandings within an institutional setting. This includes
understandings regarding what specific actions, practices, beliefs are right, good, obligatory,
appropriate, and admirable (p.32).

Moral
Background
(Abend 2014)

Epistemic
Governance
(Alasuutari and

Groundings
The understandings
people can invoke if
they need to give
reasons for what makes
something moral or
immoral.

Objects of evaluation
Underlying
understandings about
what objects are open
to moral evaluation.

Metaphysics
Basic assumptions
about social reality,
including time, reality,
space, being and
human nature.

Norms and ideals
The extent to which
general ideals and
principles can convince
others about the right

Actors and
identifications
Shared beliefs relating
to people’s view of
themselves and others
as actors. This includes

Ontology of the
environment
The collective view
regarding the truthful

Qadir 2014, 2019) thing to do, and their

obligationsin a
particular situation.

membership, and what

who they are,
community

picture of a particular
situation.

other actors exist.

Fig. 1. Conceptual parallels between epistemic governance and moral background.

We will now explore how this conceptual combination can be utilised
to understand the moral beliefs held by those involved in planning a
specific case study of service change in the NHS: The Moving Up
programme.

3. Methodology
3.1. Background to selected case

The Moving Up programme was a service reconfiguration in the NHS
in England, centred around the reorganisation of the emergency and
planned services of one acute trust. It was designed to make decisions on
behalf of three areas: Bloughton, Whitdon and Grenham. Prior to the
reconfiguration, services were spread across two sites: one in Whitdon
and one in Bloughton, both of which had their own planned and
emergency provision. The reconfiguration of acute services was stated
by the programme as being driven by three factors: workforce, infra-
structure and financial sustainability (Moving Up, 2019). Establishing
safe levels of staffing was a concern as the Acute Trust had recently been
inspected and adjudged to be ‘inadequate’, with particular safety con-
cerns (Care Quality Commission, 2018). The finances of the Acute Trust
were also in decline, with deficits of approximately £30 million at the
time of data collection (Acute Trust, 2019).

By the time fieldwork began in 2018, the programme had been
running for approximately five years and had gone through a number of
stages, including the development of a new model of care; a lengthy
options appraisal process to reduce a long list of possibilities to two
options; and a subsequent public consultation. The two options taken
out to consultation were:

e Option 1 - bulk of planned services in Bloughton and emergency
services in Whitdon.

e Option 2 — bulk of planned services in Whitdon and emergency ser-
vices in Bloughton.

At the time of data collection, the programme was in the process of
moving from planning to implementation, having concluded the public
consultation and gained approval to pursue Option 1. During the plan-
ning phase, the change was led by two local service planning bodies
(‘Clinical Commissioning Groups’ (CCGs)): one representing Whitdon
and one representing Bloughton. There were also three other core
members of the programme: two NHS provider trusts (one community
trust and one acute) and an additional commissioner. Like many
reconfigurations involving the moving of emergency services, Moving
Up had attracted substantial controversy.

3.2. Research aims

Data collection was carried out as part of a broader project exam-
ining the application of a range of sociological concepts — all related to
moral phenomena, including the moral background - to understanding
service change in the NHS. The research aimed to use the concepts to
enhance understanding of the empirical setting, while also using the
empirical work to develop and refine said concepts. The research was
therefore a qualifying case study (Vincent and Wapshott, 2014). These
begin with a theory, which is then qualified in relation to a social
context. This process helps both to develop the theory and to better
understand the causal properties operating in the case being studied.
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3.3. Recruitment and sampling

Sampling focused on gaining a range of perspectives from those most
closely involved in the programme. As part of this approach, interviews
are expected to offer some insights into the underlying context and
mechanisms behind social processes. However, the accounts of indi-
vidual interviewees are unlikely to be systematic and the researcher
must work to develop a more comprehensive analysis of the powers and
entities at play (Smith and Elger, 2014, pp.120-1). Participants were
drawn from the two main decision-making committees within Moving
Up: the Programme Board (PB), responsible for planning the service
change, and the Joint Governing Body (JGB), made up of the two lead
CCGs (Whitdon and Bloughton). Within this, participants were recruited
through a mixture of non-probability, purposive sampling — specifically
theoretical sampling — and convenience sampling. Recruitment ceased
once data saturation was reached, when new data no longer helped to
identify novel insights (Flick, 2014, p.172).

Ethical approval was received from the University of Birmingham
and the NHS Health Research Authority. All individuals, organisations,
job titles, and the name of the service change itself have been anony-
mised using pseudonyms.

3.4. Rapport and researcher positionality

Facilitating open responses was particularly important for this
research given the focus on understanding the moral commitments of
participants. The principles of confidentiality and neutrality are estab-
lished means of encouraging open responses when interviewing elite
participants (Solarino and Aguinis, 2021), and these principles were put
into practice for this research. Confidentiality was explicitly established
as part of the informed consent process and also stated prior to each
interview. Organisational permission was also received from a senior
manager in each core organisation involved in Moving Up. Neutrality —
referring to creating a sense of understanding to encourage interviewees
to ‘open up’ (Solarino and Aguinis, 2021, pp.661-2) — was established
primarily through the lead researcher’s own positionality as a former
NHS employee. This helped facilitate a level of shared identity and
therefore also understanding and rapport building (Collins and McNulty,
2020), including through the use of a shared knowledge and language
relating to healthcare structures and cultures. While such strategies do
not guarantee complete candour, they do make openness more likely by
reaffirming confidentiality and neutrality for participants.

3.5. Data collection

The lead author conducted all fieldwork for the study between
December 2018 and June 2019. This used a mixture of qualitative face-
to-face and telephone interviews as the primary form of data collection.
These were in-depth, semi structured interviews with one person at a
time used to understand people’s feelings, views on past events, and
interpretation of the world around them (Merriam and Tisdell, 2016).
This facilitated the analysis of ‘the social contexts, constraints, and re-
sources within which ... informants act’ (Smith and Elger, 2014, p.111).
This method was appropriate for applying the moral background: first, it
encompasses an examination of surface level (i.e. first order) moral
views of individuals; second, it enables a deeper exploration of how
individual beliefs related to the context level ‘background’ moral phe-
nomena. Nineteen interviews were carried out with members of the two
main decision-making committees for the programme, lasting an
average of 58 min. All interviews were digitally recorded and manually
transcribed by the lead author. All participants gave informed consent to
take part in the research.

Official programme documents were also included as a secondary
form of data. This allows interview data to be subjected to further crit-
ical scrutiny in relation to other sources (Smith and Elger, 2014, p.119).
The high volume of programme documents generated during Moving Up
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therefore provided a useful secondary data source to complement in-
terviews. All documents analysed were publicly available, with
approximately 380 available on the Moving Up website at the time of
data collection. For practical reasons, we focused on a subset of the
many written documents generated by the change process, although
future studies into healthcare service reconfiguration might find it
fruitful to analyse documents as the main data source. Therefore, twelve
documents were selected for analysis based on their significance in the
accounts of research participants. These documents included: the main
consultation documents (including the initial case for change, the
Pre-Consultation Business Case, the public consultation document itself
and a prominent response), terms of reference for the programme, stated
principles of joint working, the final report on models of care, the pro-
gramme execution plan, the options appraisal, the Decision-Making
Business Case, and two clinical senate reviews.

3.6. Analysis

Data analysis was carried out in line with Fletcher’s (2017) flexible
deductive approach to qualitative data analysis. This involves initially
searching for rough trends (‘demi-regularities’) in the data during cod-
ing, before then using the inferential strategies of abduction and retro-
duction. Codes were derived from relevant conceptual frameworks and
refined and added to during the early coding process. The final coding
framework was then discussed and agreed by the authors before the
majority of transcripts were coded. The final framework included
first-order moral phenomena - such as duties, obligations and ideals —
and more empirically observable background phenomena, particularly
groundings. All coding was carried out using the qualitative data anal-
ysis package Nvivo 12.

Once coding was complete, analysis moved onto abduction and
retroduction. Abduction is the process by which a researcher re-
describes empirical observations in line with a new frame of interpre-
tation or theoretical framework (Danermark et al., 2002, pp.91-2).
Retroduction involves an exercise of abstraction wherein the
researcher identifies or refines their theoretical understanding of an
underlying causal power, ‘the type of entity that possesses it, and the
mechanism that generates it’ (Elder-Vass, 2012, p.253). When used
together, both modes of inference enable the researcher to develop a
deeper understanding of social meanings, mechanisms and structures
(Danermark et al., 2002).

4. Findings and analysis

In this section we will focus on the prevailing first order moral belief
that the centralisation and specialisation of services is good. We will
then explore three linked background assumptions which lay behind this
first order moral belief. We finish the paper by showing how the concept
of epistemic governance provides a way of making sense of how power
relations influence moral beliefs within this setting, via the moral
background.

4.1. First order moral belief

Most participants articulated the first order moral belief that cen-
tralisation of acute services in general was good and necessary for
improving the quality of care. This was typically based in the view that
acute interventions are becoming more complex, thus requiring con-
centration of expertise in smaller numbers of centres of excellence.
Participants believed the attendant benefits outweighed any drawbacks
such as increased patient travel times:

The way the doctors have been trained is changing now ... they’re
coming out more specialist now, and research has shown ... if it in-
volves travelling a bit further it’s better to travel a bit further to get to
where the specialist doctors [are]. (Andy, Programme Team)
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What you are seeing is an evidence base which says ‘you get greater
success rates, and better outcomes for patients, if the healthcare
professionals specialise in those areas of care’ ... So with that
increasing specialisation, there are some problems, because you can
have recruitment problems for certain specialities. But it also means
that services can be concentrated further away from the local hos-
pital ... (Ryan, Whitdon CCG)

The centralising logic of the programme was therefore seen to
directly address the workforce and recruitment issues experienced by
the Acute Trust, while also allowing the maintenance or improvement of
clinical and safety standards. Such beliefs were also seen to be centrally
mandated and supported by the evidence:

Another reason [for the reconfiguration] is that, on a regular basis
there are national reviews, of various health services ... information
that comes down to us from NHS England saying ‘this is a better way
to run health services’. (Dylan, Bloughton CCG)

This belief was also reflected in key programme documents. For
example, the Public Consultation Document (Moving Up, 2018)
mentioned research from NHS England (the Arm’s Length Body
responsible for overseeing the NHS in England) which purportedly
showed that having a single highly specialised emergency care site was
safer than having planned and emergency care on the same site. This
document also claimed evidence showed this would lead to better results
and reduced hospital stays.

4.2. A strongly held moral belief?

The understanding held by participants that centralisation of services
was a moral good — rather than simply goodness in the sense of being
more effective — was typically evidenced by a framing in terms of the
ethical commitment to doing what is best for patients. Indeed, some
participants made explicit reference to how this underlying commitment
formed a common thread among all those involved, despite differences
in agendas and interests. As Riley stated:

... a lot of NHS managers are so passionate about ‘we’ve been given
this money to develop services, there are other areas who’ve not
been given anywhere near that much, or haven’t been given any-
thing, and we want to do the best for our patients’. So there’s always
that drive and passion. (Riley, Programme Team)

So I know from the work I do that patients are not getting the best
care that they could, I'm not saying it’s poor care, I'm just saying it
could be better, given the resources that we’ve got. So ... I think that
separating out planned care from emergency care is absolutely the
right thing to do ... there are such quality benefits in separating out,
and patient experience benefits in separating out planned care from
emergency care. (Morgan, Bloughton CCG)

The view of doing the best for patients was therefore deeply
embedded in the perspectives of interviewees. This commitment was
mirrored in the Decision-Making Business Case, which stated patients to
be ‘at the heart’ of everything done on the programme (Moving Up,
2019). Added to this, it was important for several participants to clearly
state the programme was not driven by financial considerations:

The imperative [of the programme] was about ‘how do we improve
clinical outcomes for patients?” And that should always be the pri-
mary driver. Money was never a driver behind this. (Eli, Bloughton
CCG)

It’s not a cuts exercise, it’s not been imposed by Whitehall, it’s not
just been done by managers in grey suits. It’s been based on clini-
cians’ views ... [and] we’re coming to what we feel is the best so-
lution for the people of Whitdon, Bloughton and Grenham ... I will go
to my grave assured that we’ve tried to do the right thing ... I'm
convinced that this is the right thing to do. (Elliot, Whitdon CCG)
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As discussed earlier in the paper, many existing sociological accounts
of service change may treat such claims with suspicion. Investigating the
moral background allows for the possibility that such claims are made in
good faith, as we will now explore further.

4.3. Grounding, metaphysical belief and object of non-evaluation

A major grounding for the first order moral belief in the virtues of
centralisation was that it was clearly shown by evidence that, despite the
complex organisational processes involved, such a move would directly
improve outcomes for patients. This was underpinned by the (in Abend’s
terms) metaphysical belief that healthcare demand is predictable and, to
some extent, controllable and this belief led to a high degree of confi-
dence in the validity and reliability of the supporting evidence. Indeed,
participants believed that it was possible to accurately predict the
impact of service change on how people will use services and their
health outcomes. Such an underlying worldview is consistent with a
broadly positivistic view of knowledge and evidence. As Joullié (2016)
argues, such a philosophical perspective ‘is the current dominating
worldview within management academia’ and is often accompanied by
a managerial focus on evidence (p.159). This perspective emphasises
value-neutrality, sees human behaviour as predictable and patterned,
and has an overarching focus on evidence-based action grounded in facts
rather than moral convictions (p.167). This helps to explain why evi-
dence was such a strong grounding for the first order moral belief in the
value of centralisation and specialisation.

This view was most clearly communicated within the Pre-
Consultation Business Case (Moving Up, 2017). This presented a brief
discussion of a small number of apparently successful centralisation
programmes carried out within the Acute Trust and one outside of the
Trust. It also claimed that the new model of care would be in line with
best practice guidance and national policy. More specifically, the
two-site model was presented by participants as based on several spe-
cific calculations regarding demand and capacity also detailed in the
Pre-Consultation Business Case. This took activity data from the Acute
Trust and applied an ‘algorithm’ to it to determine future patient need,
including projections for A&E attendances, non-elective inpatients,
elective inpatients, and outpatients. The reduced bed numbers of the
new configuration were also based on assumptions regarding patient
flow: such as improved discharges, appropriate use of service, and more
efficient bed management. When asked, participants showed a high
level of confidence that the clinical model would be achieved once the
programme was implemented.

At the same time, participants also consistently claimed the reor-
ganisation was not driven by financial concerns, despite the stated aim
of cost improvements and financial sustainability. Instead, financial
matters were usually presented as facts regarding the context of the local
healthcare economy that needed to be considered, rather than a matter
of moral debate or evaluation. For example, when discussing the
financial issues of the local healthcare economy, Charlie stated:

I think it’s about the finances of the NHS [overall]. We know, the
Institute for Fiscal Studies, [the NHS Confederation] and the King’s
Fund have all looked at the amount of money in the NHS, and there
isn’t enough to provide everything that the people want it to provide,
and so we have to work out how to make best use of the resources
we’ve got, because we can go a long way to being more efficient, and
this is part of that efficiency drive. (Charlie, Whitdon CCG)

Here Charlie frames the financial situation as largely driven by na-
tional factors over which those involved in Moving Up have no control,
leaving them little choice but to reorganise care to deal with these re-
alities. There is therefore no implication of a moral agent that holds any
responsibility for these financial difficulties, and there was rarely any
discussion about whether the situation was a result of long-term local or
national policy decisions.

A common way to interpret participants’ positions on the evidence
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base of the service change — and their tendency to avoid citing financial
imperatives when advocating their plans - is to claim such arguments
are mobilised strategically in service to power interests. Such a
perspective is commonly applied in the critical literature on evidence-
based policy and management. This argues that the notion of value-
free evidence is often deployed ‘instrumentally to neutralise ideologies
and to hide power asymmetries from decision making’ (Saltelli and
Giampietro, 2017, p.63). From this perspective the language of
evidence-based policy/management is essentially rhetoric for political
manoeuvring, used to obscure the pursuit of particular interests (Lear-
month, 2009; Learmonth, 2006, p.1090). However, such assumptions
are hard to prove, and it is also plausible that managers genuinely
believe that the solutions they advocate will deal with problems effec-
tively, irrespective of whether they align with the priorities of dominant
bodies (i.e. central government and NHS England) (Jones and Exworthy,
2015, p.202; Learmonth and Harding, 2006, p.254). The concept of
epistemic governance provides a useful way of demonstrating how this
may be the case, despite such beliefs also being conditioned by power
relations.

4.4. Epistemic governance

An alternative to the above perspectives is to use the concept of
epistemic governance to understand participants’ metaphysical
assumption that the world is predictable and plannable, and the status of
finances as an object of non-evaluation. This provides a subtler under-
standing of the influence of power that does not negate the moral agency
- i.e. the commitment to improving patient care — of those responsible
for planning and delivering service change. Specifically, governance
structures shaped the metaphysical assumptions and objects of evalua-
tion of the context participants operated within. This was through the
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epistemic work said structures carried out on the paradigmatic ontology
of environment, norms and ideals, and actors and identifications. In so
doing, governance structures were able to inflate participants’ confi-
dence in the grounding of evidence of benefits to patients, and obscure
finances as a moral issue. This introduces a way of interpreting their
positions on evidence and finances not as intentional acts of obfuscation,
but an outcome of governance structures channelling participants’
moral commitment to improving patient outcomes in a way that aligned
with central priorities.

In terms of confidence in evidence, the governance structures for
NHS service change carried out this epistemic work in two ways. The
first was through the sheer weight of evidence the programme was
required to provide to NHS England. This worked to create a paradig-
matic ontology of environment wherein the quantity of evidence was
seen as demonstrating its strength. The regulations surrounding service
change give NHS England the power to approve or deny funding based
on a staged assurance process. They also grant them the power to set the
terms with respect to their requirements for the approval of the service
change. Indeed, the approval process is long and detailed, with several
evidence requirements placed on commissioners. The process is
demonstrated by the flow chart in Fig. 2, taken from the service change
guidelines (NHS England, 2018, p.37).

In concrete terms, this process, particularly the stage two checkpoint,
required commissioners to generate several detailed documents over a
three-year period to provide:

e Evidence of the impact of the proposed change on patient outcomes

e Analysis of travel times

e Evidence of how the service change will address health inequalities

e Details of how the reconfiguration will impact local government
services

I Provider or other

| Alignment between CCG and/NHS I

England initiated change proposals Commissioner(s)

NHS England (directly
commissioned services)

[

: Discuss case for change, risk
| assessment, organisational roles,

Service change proposal

: engagement, business case and

L 2

| timetable.

: Agree level of NHS England assurance

NHS England assurance stage 1 strategic sense check

1

Scheme placed on monthly ]

I reconfiguration tracker grid.
1

I and decision making process

v

1 <
| (proportional stage 2 arrangements).
I'Including use of external advice (e.g.

Further development of proposals e.g.
Stakeholder engagement

: Clinical Senate Gateway Review).

1 . .
| Four tests applied and proportionate

O ol

Full options appraisal/ impact assessment
Clinical leadership
Business case development (finance, workforce,

I assurance against best practice checks.

activity, choice)
v

1 Independent advice (e.g. from Clinical

1
.I NHS England assurance stage 2 assurance checkpoint I- auappl
1

I Senate, NCAT and/ or Gateway Review)

L 2

: Also inform NHS England panel.

Assurance recommendation to NHS England

The appropriate level will be decided :'"P

Regional Director

Chief Financial Officer

Investment Committee

1 by the thresholds on slide 15 1
1

Assurance decision communicated to commissioners

;

v

Progress to public consultation

v

Decision-making business case

v L 2

DCMB assurance requirements will be 1

: agreed with lead commissioners L...p)

Assurance by NHS England

required

NHS England assurance not

L 2

Decision

Any issues/ risks requiring
attention highlighted to
commissioner(s)

: Agreed proportionate on-going
I NHS England oversight

L ": arrangements, including the need
I for assurance of the decision-

Fig. 2. Overview of the NHS England (2018, p.37) Service Change Assurance Process.
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e Evidence that the options put forward are ‘affordable, clinically
viable and deliverable’ (p.42)

The documents generated by Moving Up to meet these and other
requirements included:

e A presentation of evidence for review by the Clinical Senate (and
follow-up answers to evidence requests)

e Various reports commissioned from management consultancies on
travel times, activity modelling etc.

e An Integrated Impact Assessment

e A full options appraisal

e A pre-consultation business case and final business case

The amount of evidence required by NHS England seems to have
conditioned participants to believe that the reconfiguration would bring
about several benefits to patients. Indeed, many participants stressed the
sheer volume of what had been provided, and clearly felt this demon-
strated the rigour of the evidence. For example, when asked about what
she thought public opposition to the plans was based in, one participant
stated:

I think it is fear, but I don’t think that is justified. Because ... obvi-
ously we’ve got lots of clinical evidence that’s saying ‘this is why
we’ve got to move things to provide better outcomes etc.” So we can
evidence it, but people somehow just don’t want to listen ... (Dylan,
Bloughton CCG)

This is revealing of a general mindset among participants regarding
how the volume of evidence, not the quality, was reason enough to back
the preferred option. Such a belief was clearly amplified by the service
change process, which itself required commissioners to produce several
evidence submissions over a long period of time to get changes
approved.

The second way the service change process carried out epistemic
work on the paradigmatic ontology of environment was through repe-
tition in the guidance and regulations that evidence could be used to
prove benefits to patient care. This contributed to a metaphysical view
of the environment as plannable and predictable. Indeed, the framing of
a ‘clear, clinical evidence base’ as one of the ‘tests’ the service change
must pass (NHS England, 2018, p.9) reinforced the idea that such levels
of certainty could be attained. This notion was further reinforced by the
idea that those leading service change could gain extra certainty in this
evidence through having it reviewed by ‘independent’ bodies such as
clinical senates. This step is recommended by NHS England (2018):

to assess the strength of the clinical case for change as to whether the
proposed changes are supported by a clear clinical evidence base and
will improve the quality of the service provided. (p.17) [our emphasis]

The effect of such governance structures was to create a strong faith
in the process as a means of ensuring certainty. Participants felt the
evidence had been clear enough to accurately weigh the costs against
the benefits to the patient population when deciding how to configure
services. Such a process was presented as logical and straightforward —
as the evidence speaking for itself. Indeed, when asked about how the
service change had been justified to the public one participant stated:

I’'m not sure it’s [the preferred option] been justified. I think what
we’ve done is gone through a process which said ‘we’ve had a look at
the prevailing circumstance, we’ve had a look at the available
money, we’ve had a look at the available evidence and this is the best
clinical solution we can come up with’. (Terry, Whitdon CCG)

Here the decision-making process is presented as a simple exercise of
following the evidence. It reflects a general confidence by those inter-
viewed that evidence shows the new clinical model will improve patient
outcomes. Such an opinion was also expressed by Danny when discus-
sing his reasons for supporting the preferred option:
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So there’s already been a detailed process to come up with a
recommendation of a preferred option and that was based on quite a
rigorous scoring process, both financial and non-financial. And the
Joint Committee was effectively asked to ratify that decision, and the
only way you wouldn’t agree with that decision is if you disagree
with the process that had been gone through to come up with that
recommendation. (Danny, Whitdon CCG)

Hence, when the regulatory requirements participants were subject
to are considered, their belief in a predictable, plannable world is un-
derstandable. Participants spent years complying with a process which
asked for large amounts of evidence, consistently described as capable of
providing a solid foundation for projecting improvements in patient
outcomes. Within such a context, supporting centralising initiatives such
as Moving Up becomes a way for managers to express their underlying
ethical commitment to improving patient outcomes, despite also being
implicitly influenced by the power relations they work within.

Epistemic governance also worked to remove finances as an object of
evaluation in how the preferred option was selected, thus making par-
ticipants less likely to view this as a key factor driving the change
(particularly when compared to evidence of improved patient out-
comes). This was evident through the workings of the options appraisal
system, which separated out financial and non-financial considerations.
Epistemic governance also worked to ensure that most of the moral
deliberation and decision-making was focused on non-financial aspects,
with the financial appraisal largely deferred to accounting professionals.
This separation meant that the main decision-making panel - consisting
of a range of NHS and other stakeholder organisations from several
different managerial and clinical roles — did not directly discuss
budgetary considerations, instead focusing on issues of accessibility,
quality, workforce and delivery. This process included use of decision
tools, thereby engendering an atmosphere of open and transparent
decision-making. By contrast, the concurrent financial appraisal process
was closed and narrowly circumscribed. Here the appraisal seems to
have been primarily carried out by finance teams in line with Depart-
ment of Health and Treasury guidance. As Eli reflected:

The financial ones [options appraisals] tend to just be the [Chief
Financial Officers] working in darkened rooms with their teams. The
non-financial benefits, we had a panel of I think ... about 25 or 30
people. (Eli, Bloughton CCG)

Financial appraisal involved the evaluation of each option in terms of
capital, revenue and opportunity costs. This led to a range of outputs
relating to income and expenditure and value for money. Taken
together, these financial considerations were given equal weight to non-
financial considerations. However, they were much less visible to par-
ticipants because the process was effectively structured to make this the
sole responsibility of financial professionals. This epistemic work
therefore operated on paradigmatic assumptions regarding both actors
and identifications — by reinforcing the distinction between ‘financial’
and ‘non-financial’ professions — and norms and ideals — by classifying
financial matters as a category that cannot be classed as moral or
immoral. As such, finances were again presented to the Moving Up
participants as something that were fixed and that they had little control
over, which created an implicit understanding that they were not open
to moral debate as part of the options appraisal process. This form of
epistemic governance therefore helps account for why finances were not
considered an object of evaluation for participants.

5. Conclusion

Many managers charged with delivering service reconfiguration
express a deeply held commitment to improving the quality of care for
patients, and claim they seek to do this through following the evidence.
However, these reconfigurations are commonly met with resistance
from local communities, and the status of the evidence used to justify
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change is often questionable. Much existing sociological research deals
with this apparent contradiction by assuming managers instrumentally
use evidence to serve dominant power interests, particularly through
pursuing fiscal restraint. However, this perspective does not fully ac-
count for the moral agency of managers directly involved in planning
and implementing service change.

In this paper we have provided an alternative way of conceptualising
the influence of power on service reconfiguration which accounts for
managers’ moral commitment to improving patient care, while also
showing how power relations are able to subtly channel this commit-
ment. This is through combining the concepts of the moral background
and epistemic governance, and applying this understanding to a quali-
tative case study of service change in the NHS in England. Specifically,
we have shown how the belief that Moving Up was the right thing to do
was based in the grounding that evidence shows that the proposed
centralisation would benefit patients. This grounding, in turn, was based
in the metaphysical belief in a predictable and plannable world, and a
view that finances were not an object of evaluation. Finally, we have
shown how these moral background assumptions were subject to the
epistemic work carried out by the NHS England assurance process and
the way the programme was structured. This acted through paradig-
matic assumptions — regarding ontology of environment, norms and
ideals, and actors and identifications — to implicitly condition managers
to have a strong faith that the service change was the right thing to do
because it was based in clear evidence of benefit to patients, and was not
driven by financial considerations.

The paper has therefore provided a novel sociological framework on
the interaction of power and moral agency in service reconfiguration in
healthcare, while also developing the concept of the moral background
by showing how it is shaped by power relations. This provides theo-
retical contributions to both existing understandings of healthcare re-
form and policy-making, and conceptualisations of the interaction
between power and morality in health contexts. In so doing, it initiates
conversations between health policy researchers, professionals, organi-
sations, regulators and management on the one hand, and sociologists of
morality and social theorists interested in the cultural basis of social life
on the other. In these ways, we hope our analysis will have application
beyond the specific field of health policy and reform, to enable exami-
nation of how epistemic, ideational, and moral background variables
can shape practices and have tangible, material consequences. Future
scholarship might seek to fuse these insights with classic accounts of
how power operates through ‘perceptions, cognitions and preferences’
(Lukes, 2005, p.28).

While this paper has focused on the interaction of systems of
governance with moral agency, future research could also explore the
creation of said systems to excavate their design and the intentions of
those behind them. Equally, while this study has focused on managers as
objects of epistemic work, further studies could also examine the extent
to which managers carry out epistemic work themselves. This could help
further elucidate both the moral agency of managers, the subtle work-
ings of power, and how they interact in this context.
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