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THE EFFECTS OF POLICY-MAKING WITHIN THE PLANNING FRAMEWORK FOR THE
NATIONAL HEALTH SERVICE: THE RELATIONSHIP BETWEEN THECRY AND
PRACTICE

TOM RATHWELL

ABSTRACT

The re-organisation of the National Health Service (NHS) in 1974 was
intended to have a profound and fundamental effect upon the decision-
making underpinning the development and delivery of health care
services. Re-organisation was considered necessary on two grounds:
first to unite the tripartite structure of health care which had
existed since 1948; and second to instil the discipline of a
corporate management and planning system into the health service.

By the late 1970s it had become clear that the corporate management
planning system was not working; certainly not as its procreators had
envisaged. The system was judged a failure on four counts:

1) health planning became largely prescriptive;

2) it remained essentially incrementalist;

3) very few plans and policies produced were evaluated; and

4) an inability to achieve the change envisaged.

Given the perceived failure of the corporate management planning
system to effect change in the NHS, the study sought to investigate
two pertinent issues: firstly, the extent to which the philosophy and
rationale of health planning is a guiding force leading to better
pelicies; and secondly, to understand those factors which influence
and impinge on the planning process and the resulting policy
decisions.

It is clear from the investigation that health planning in the NHS has
failed to live up to expectations. The study has demonstrated that
the introduction of a formal planning system into an organisation,
however well-intended, is of itself not enough without additional and
continuing support. In the local case study, mechanisms and
procedures were established and adhered to, and yet very little in the
way of acceptable and implementable plans were produced. Nevertheless
policy changes did occur and a number of factors can be cited as
explanation for this phenomenon.

Leadership emerged from the study as being a crucial ingredient in any
recipe for planning and policy-making. Power was another dominant
factor which was generally applied in a negative sense but when used
in a positive way, dramatic results were possible. The third
ingredient necessary for effective planning and policy-making was
involvement not only of others in the organisation but also of the
public. However having these attributes is not enough and the study
has demonstrated the need for a more integrated style of planning,
policy-making and management, and a concept of strategic management is
proffered as an appropriate vehicle for creating within the NHS the
desired future change consistent with the needs of the public.
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CHAPTER ONE

The re-organisation of the British National Health Service (NHS) in
1974 was intended to have a profound and fundamental effect upon the
decision-making underpinning the development and delivery of health
care services. The key feature of the 1974 re-organisation was the
introduction, for the first time in a British public agency, of a
formal corporate management structure, whose principal characteristic
was decision-making through consensus (DHSS, 1972). Re-organisation
was considered necessary on two grounds. The first factor was the
growing dissatisfaction with the tripartite structure of health care
comprising general practitioner services, hospital and specialist
care, and a mixture of community and personal support services, which
had existed since 1948. The administrative distinctiveness of the
three sectors was a recipe for fragmentation in that each sector was
managed seperately, thus making "co-ordination of services and

'rational' planning very difficult" (Barnard, 19277, p.15).

The second thrust for change was partly a reflection of the growth of
planning in general and health planning in particular, and partly the
realization that in "modern technologically-based organisations too
much is at stake to be left to chance" (Barnard, 1977, p.17). The
very size and complexity of the NHS meant that it was virtually
impossible for the centre, the Department of Health and Social
Security (DHSS) - head office, to control in any meaningful way the
overall development and directional growth of the NHS. Thus re-

organisation had two principal objectives; to integrate under one




management structure the existing tripartite system; and to provide a
mechanism whereby the DHSS could control the general direction and
development of the NHS while allowing the local administrative units
the necessary autonomy for operational decision-making. A formal
corporate planning and management system was seen as essential 1if

these two objectives were to be achieved (Barnard, 1977).

Corporate management planning systems are a means whereby
organisations attempt to minimize uncertainty - to control the future
- by developing a sophisticated information and communication network,
incorporating key managers and interest groups, whose involvement was
seen as instrumental in shaping the future direction of the
organisation. Thus corporate planning was the vehicle through which
decisions on policy were determined. The NHS was seen to be no
different from other corporate entities and consequently a
comprehensive and rational system of planning was introduced, on a
national basis, shortly after the 1974 re-organisation (DHSS 1976a).
The system was 'comprehensive' in that all levels in the
administrative network, were involved in the process, all issues or
topics were to be thoroughly assessed, a variety of courses of action
could be identified and evaluated, so that the 'best' or most
appropriate choice would emerge. In this context, 'rational' was
taken to mean that all planning issues could be objectively evaluated,
such that any decision made was done solely on the merits of the

case.



Just as the corporate management structure was designed to bring scme
order to a fraamented NHS, so too the introduction of a formal
rlanning system was intended to infroduce some directicon to the
fragmented and chaotic planning of the 1950s and 1960s, to integrate
and improve the delivery of services to patients and to ensure that
those responsible for service provision were sensitized to the 'needs'
of patients and the public. In summary, the NHS planning system had
a dual purpose: firstly, as a vehicle through which changes could
occur and secondly, as a mechanism for ensuring that the proposed
changes were compatible with the perceived needs of the community

(DHSS, 1972).

Unfulfilled Promises - a Rationale for Investigation

By the end of the 1970s it was abundantly clear that the NHS planning
system was not working: certainly not as its procreators had
envisaged (Royal Commission, 1979; DHSS, 1980a). Plans had been
produced by health authorities in fulfillment of the formal
requirements of the system as attested to by the mountain of planning
documents to be seen in most health authorities. However, very few
of these plans reflect the gpirit of the planning system - to bring
about change which is compatible to the needs of the community.
Clearly the NHS planning system, and by implication corporate
management, had not proved to be the appropriate instrument through
which broad policy objectives were fashioned into workable and

acceptable policies. Why should this be so?

The corporate planning and management model, according to Barnard

(1277), was inappropriate for the NHS and therefore bound to fail. He



cites four reasons in support of his stance: no single product or

[t}

range of products which would allow ratlonalization in the interest of
efficiency: <consumer kehaviour which is Jdifficult to understand;
conflicting local interests which makes consultation and collaboration
laborious; and, the dominant feature of health care delivery which
concentrates on relieving present problems and not on the provision

or attainment of a desirable state of affairs sometime in the future.
Barnard offers no evidence in support of his claim that "these are
potentially powerful factors against the substantial application of
the corporate planning approach" [emphasis added] (1977, p. 18}). It

is the potentiality of these militating factors, among others, with

which this research is concerned.

Attention is also directed to three additional major factors said to
act as inhibitors which prevent the health planning process from
reaching its full potential. These debilitating agents, so critics
argue, are:

a) The prescriptive nature of the health services planning system
itself which with its emphasis on an annual time scale precluded
any detailed analysis and assessment of problems to such an
extent that most plans tended to adopt DHSS guidelines as de
facto appropriate levels of service (Barnard, et al, 1980a;

1980b) .

b) Policy decision-making rooted very much in incrementalist
philoscophy had not given those involved in the planning of health
services clear and succinct objectives within which to plan

(Irving, et al, 1981; McNaught, 1981).
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Satisfaction from most planners rested with the difficult

enough task of producing the completed plan. No attempt was
usually made to evaluate the policies arising out of the planning
system in order to ascertain their impact upon the public nor
indeed to see if the original policy objectives have been

achieved (Barnard, et al, 1980a; 1980b) .

d) The philosophy of planning has been allocated a relatively low
profile while its practical elements have been emphasised to such
an extent that planning had become a means unto itself rather than
a pursuit of chosen policy objectives (Barnard, et al, 1979;

Weller and Williams, 1982).

Purpose of the Study

The various critical assertions cited would seem to represent the
current wisdom of self-critical NHS planners (Beveridge, 1983;

Hunter, 1983:; Kearns, et al, 1983; Stevens and Whitt, 1983; Irxrving
et al, 1981; McNaught, 1981). The purpose of the research was
twofold: a) to determine how the phileosophy and rational which
underpins the NHS planning system is manifested in the plans produced,
and b) to investigate the extent to which the assertions cited above
influenced the planning process and the resulting policy decisions.

An over-arching objective was to assess what impact the decisions
emanating out of the central-local corporate framework of the NHS
planning system had on the public for whom the service is designed.
Critical to the assessment of the impact of decisions on the public

and their responses to these decisions would be an analysis of the



role played by certain pressure agroups (for instance, the Community
Health Council [CHC]) in attempting to portrav the public’s interest

in influencing policyv dAecrisione.

The Study Area

The application of health planning to the formulation of policy is
considered through an empirical investigation of the processes
involved in the consideration and development of services for two
particular population groups, i) the elderly and ii) the mentally
handicapped, in a single health authority. The choice of one health
authority was deliberate, as was the choice of study groups. A
single health authority was selected largely for logistical reasons.
It was considered that to include more than one health authority would
unduly complicate the investigation, especially in the light of the

impending structural changes in the NHS.

At the time that the feasibility of the investigation was being
discussed it became apparent that the Government was committed to the
abolition of the Area tier in the management structure of the NHS
(DHSS, 1980a). The Government's rationale for the removal of the
Area tier was to strengthen local decision-making through the creation
of local health authorities. Such an arrangement they believed would
be more sensitive to the needs of the patient (DHSS, 1980a).
Concomitant with this policy of strengthening and promoting local
decision-making was the desire of the Government to devolve central
functions, where appropriate, to the local level thereby fostering

greater local accountability.



This change in 1382 in the management structure of the NHS was of

tiar which had had the major responsinility for planning and policy-
making under the 1974 reorganisation. The abolition of the Area tier
meant that planning and policy-making were devolved to the local level
or District Health Authorities(DHA). This created difficulties for
the research on two fronts: firstly, under the 1974 reorganisation
responsibility for planning and policy-making was vested in the Area
tier with the District tier responsible for the day to day operation
of the health service. This meant that the Districts were only
marginally involved in planning and policy-making so that when the
Area tier was abolished there was no defined or developed planning
capability within the Districts to enable them to carry on (Rathwell,
1982). Furthermore, the interregnum between the time it was known
that the Area tier would go and the new DHAs were to come into power
generally meant that any policy initiatives under discussion were
suspended or put into abeyance because the one body did not

necessarily wish to commit the other to a policy which they might not

wish to support.

The second factor concerns policies already developed by the Area
tier. There was no guarantee that policies and plans approved by the
Area tier would be enthusiastically endorsed by the new DHAs. 1In fact
there was some evidence to suggest that DHAs were most unlikely to
accept the policy decision of their Area predecessors because one of
the reasons for the demise of the Area was the continuing war of
attrition between Areas and their Districts over policy issues (Royal

Commission, 1979). The difference hetween them was largely one of



perspective: the Area level was concerned about the impact of policy

issues across their territory - the area-wide view, wheresas District

6]

were rightly troubled by the local implications. Thus it can be
argued that even where DHAs shared the concern of the former Area
level on a specific issue, they would probably prescribe a different

recipe for consideration,

Fortunately not all former Area Health Authorities (AHA) had a number
of health districts within their geographical boundaries. Some AHAs
had none and were known as single district AHAs. It was decided that
one of the single district AHAs would be the most appropriate focus
for the study, since it was most likely that the constraints
identified above would be either non-existent or greatly minimized.
This decision would ensure that the then forthcoming structural
changes in the NHS would not be very disruptive to the research
protoccl, since its outcome to a large extent depended upon the

continuity of the decision-making and planning processes.

One such single district AHA was the Newcastle Health Authority (NHA)
who agreed to participate in the research initiative. NHA very
generously granted access to all its records including minutes of
committee meetings and planning team meetings, general correspondence

and published and unpublished reports.

The two study groups, the elderly and the mentally handicapped, were
selected in consultation with officers from NHA. The intention was
to select two population sub-groups about which considerable national

policy existed, but in which there was clear local differentiation



with regard te the acceptance and implementation of the national
guidance. Analysis has suggested that there is differentiation by
health authorities between certain population sub-groups (Barnard, et

al, 1979; Glennerster, et al, 1982; DHSS, 1976b; Rathwell, 19871).

In particular it would appear that contrary to central policy
initiatives there is little evidence of a significant shift in
resources from the hospital sector to the priority care groups
identified by the DHSS (Glennerster, et al, 1983; Rathwell and
Barnard, 1985). Where shifts in resources have occurred these

have largely benefited the elderly, almost to the total exclusion of
the other priorty groups (Rathwell and Barnard, 1985). In the
planning and policy making arena the elderly are much more likely to
be given differential even preferential treatment from which policy
initiatives emerge than is generally the case for the mentally
handicapped. Several reasons may be advanced for this view;
firstly, the elderly have been and most likely will continue to be a
topical issue, not least because of the latest demographic evidence,
which indicates that the numbers of elderly are increasing absolutely
and proportionally compared to the rest of the population (OPCS,
1985). Secondly, it is well-~-known that the elderly group are one of
the major consumers of health services. This fact coupled with the
forecast demographic changes for the elderly, is a powerful influence
which most health authorities are unlikely to ignore. Thirdly, as
the elderly have increased in number over the years so too has their
influence in that, as a group they have become more adept and more
astute at making their particular views known, which has had an
obvious impact upon those agencies responsible for social welfare

(Issacs and Robertson, 1985).



By contrast, the mentally handicapped possess little of these

attribules and consequently 1t its easier for health policy-makers and
impleménters Lo ilunore the needs or this particular group even where
clear-cut national guidance exists (DHSS, 1971; National

Development Group for the Mentally Handicapped, 1276; 1977; 1980;
DHSS, 1980a). Compared to the elderly this group is numerically small,
is perceived to have little or no clout - politically or socially, and
most importantly is largely removed from public view, thanks mainly to
the outmoded legacy of that Victorian institution, the asylum. The
adage 'out of sight, out-of mind' was never more appropriate. Since
they were numerically small and were currently being provided with
reasonable services, NHS policy-makers did not share with the DHSS the
same sense of urgency to institute reforms and/or iniject more
resources especially when viewed against all the other competing
claims for additional resources facing each DHA. In light of the
foregoing, it was considered that a examination of those two
population sub-groups would provide a useful insight into how the
planning process manages the development and implementation of

specific policies.

The research therefore seeks to investigate two issues:

i) the extent to which the philosophy and rationale of health
planning is a guiding force leading to better policies, and

ii) to understand those factors which influences and impinge on the

planning process and the resulting policy decisions.

Understanding the planning process and discerning the factors which

distinguish success from failure are not sufficient requisites for



change 1f such change only occurs on an ad hoc or infreguent basis.
also to sustain

It is important, therefore, to not
planning and policy-making through a mechanism or procedure which

synthesizes the ingredients for success with sound management
the art of managing strategically.

principles. In other words,

Plan of Thesis
The thesis begins with a short but important Chapter (Two) which
Chapter

outlines the investigative framework applied in the research.
Three goes on to provide the conceptual framework by considering,
mainly from a review of the relevant literature, the theoretical

background to decision-making in general an
It does this from three separate but not

making in particular.
theories of decision-making;

mutually exclusive perspectives:
questions of policy analysis; and social planning systems. This is

the cornerstone of the thesis and is also its distinguishing feature;
that is the synthesis of decision-making, policy analysis and planning
systems within one conceptual framework as a basis for understanding

the relationship between theory and practice of planning and policy-
The chapter also provides the background to the

making in the NHS.
contextual discussion of the research findings because it places

planning firmly within the decision-making sphere in the sense that
It is on this foundation

plans are meaningless unless implemented.

which the remainder of the thesis is constructed.

Chapter Four traces the development of health planning in the NHS as

background to Chapter Five which is an exposition of events as they

unfolded in the study area and from which the observations crucial to



an understanding of the policy-making and planning processes have been
drawn. Chapters Six to Nine embody the main discussion of the
researcnh with the topics or subjects in turn comprising: power and
influence in decision-making; the political nature of planning and
policy-making; professionals and the role of the planner; and public
involvement in the planning process. Chapter Ten concludes by briefly
rehearsing the original objectives of the research, how far those
objectives have been achieved and discusses the concept of strategic
management which has been put forward as an operative for synthesizing
management principles with the key features identified with promoting

and sustaining strategic change.



CHAPTER TWO

INVESTIGATIVE FRAMEWORK AND DISCUSSION AGENDA

The investigative framework employed in this study is that advocated

by Barnard, et al (1980c) in Training Decisions in the NHS. The

methodology which they recommend is one which attempts to pick up a
policy issue in mid-stream and to retrospectively trace its origins
through the organisation or agency's records while simultaneously
following the policy issue through to its logical conclusion. The
rationale for such a procedure is that it allows the researcher to
analyse the way in which issues are screened or filtered at the
outset; an important criterion when one is considering the policy-
making process. It will also identify a number of clues which the
researcher can draw on to help his/her understanding of the events

that surround the current developments of the policy issue.

The success of such a methodology is very dependent upon the degree of
co-operation and access to material granted by the agency or
organisation under investigation. In the case of the research
described herein, the researcher enjoyed the full co-operation of NHA.
Being given unlimited access to material and making certain and
specific deductions from the study thereof, provides only one aspect
to the story. The researcher's observations need to be tested
against the known facts, evidence from similar studies done elsewhere,
and the views of those working within the study area. It is the
third aspect, the corroboration of one's findings with those employed

by the health authority, that is of concern here.



The analysis of the documentary evidence made available was
supplemented through a series of interviews, or to be more precise,
guided conversations, with a selection of the key actors involved in
planning and decision-making in NHA. Time constraints did not allow
all those involved in the planning process to be interviewed, so it
was decided to focus on twelve persons who, from the analysis of the
available documents, appeared to be instrumental in dictating the
course of events. The key actors selected for interview were a
fairly disparate group comprising clinicians, nurses, administrators,
local government officers and lay persons. They were reasonably
representative of the different professional and disciplinary groups
involved in the planning process. Interviews tock place with ten of
the twelve persons chosen. One declined to be interviewed (a
clinician) as that person has recently retired and therefore did not
wish to participate on the grounds that they were no longer part of
the Service. The other person (an administrator) has left the NHA
for a post in a health authority in the South of England. It was not
possible, because of time and resource constraints, to arrange to

interview this person at their new workplace.

The loss of two persons from the original list of twelve was not
thought to be damaging in terms of providing informed observations on
the research findings. A majority of those interviewed had been
involved in the planning machinery relevant to both groups, the
elderly and the mentally handicapped, and were well-placed to be able
to comment on the researcher's interpretation of the activities

relating to them.



In an attempt to ensure that the responses of the interviewees were
broadly comparable, a form of guided interview was used and a copy

of the questions employed as an aide memoire during the course of

the interview is affixed as an appendix. The interviews, which
averaged between one and one and a half to two hours, were conducted
at the interviewees place of work and the discussion was candid given
the circumstances. In all cases the interview topics were discussed

but not necessarily in the order listed in the appendix.

The purpose of the interviews was to elicit from these key actors
their personal perceptions of how and why events appeared to unfold as
they did. The results of the interviews largely confirmed the
observations of the researcher but this was not consistently so. For
instance, while a majority of those interviewed agreed with the
researcher's interpretation as reflected in the interview questions
and the ensuing discussion, they sought to add their own gloss on why
events had proceeded in such a manner. In some cases a small
minority, while not necessarily reflecting the researcher's
reconstruction of events, indicated that they felt that possibly too
much was being read into certain situations and suggested that nothing
unusual or untoward had taken place. Despite their varying
explanations, it was clear that a number of crucial factors, crucial
in the sense that they appeared to be instrumental to the way events
developed, do go a long way towards an elucidation and understanding

of planning and policy-making in the NHS.



An Agenda for Discussion

2 number of crucial features emerged both from the documentary
evidence and the interview schedule which 'explain' why events
progressed as they did. So it seems reasonable to hypothesize that
they are central to the planning and policy-making arena, especially
as some supporting evidence is available. The key characteristics of
'so-called' successful planning are; leadership, power, politics -
particularly that related to existing provision of services,
professional values and status, and the arrangements for and emphasis
upon collaboration and consultation. Although each of these
attributes will be considered in detail in later chapters, some
justification of their importance as determining factors is necessary

a

T

this stage:

The chairperson of any group can be considered, de jure, to be the
leader of the group and accordingly has the opportunity to play a
central role vis-a-vis the group (Fiedler, 1967). This question of
leadership and how it is exercised is closely related to the concept
of power and how it is wielded. According to Lukes (1974} power can
be applied in three ways: firstly, the so-called ‘'pluralists'
approach (Ham and Hill, 1984) which is the conflict over what should
be considered as key issues; secondly, non decision-making (Bachrach
and Baratz, 1970) where specific issues are not included on the agenda
because of their contentious nature; and thirdly, the shaping of
events by suppressing known captious issues as well as those merely
suspected as being so (Lukes, 1974). Clearly what is included on the
agenda and how the discussion is transacted is crucial to the manner

in which policies are agreed and implemented.



There appears to be in the NHS an unwritten law which says that
existing services are largely sacrosanct, almost above scrutiny, even
on grounds of effectiveness and efficiency. This means that existing
or established services restrict the organisation's capability for
planning because there is a tendency, as Barnard et al observed, to
concentrate on issues which "do not immediately threaten to disrupt
people's established patterns of behaviour" (1979, Vvol. 4, p. 30).
Thus it is arqued that existing services and/or facilities act as an

undue constraint upon the planning and policy-making process.

A central feature of the NHS is the clinical autonomy enjoyved by the
medical profession which ensures that the clinical conditions are made
available to practice medicine. An additional and related constraint
is the general power and influence enjoyed by other health
professionals over matters of policy. "They determine what shall be
done and for whom" (Illich, 1978, p. 342). These factors can be a
very formidable barrier to change; especially when the change being
mooted appears to threaten widely held professional values and

beliefs.

One of the major features of the 1974 reorganisation of the NHS was
the desire to facilitate joint discussions between health authorities
and local government. Legislation was enacted to ensure a closer
working (that is, collaborative) relationship between both bodies.
But requirements to work together does not necessarily guarantee
success (Booth, 1981a; 1981b). Consultation was seen as being a key
element of the NHS planning system, the purpose of which was to bring

a degree of credibility and legitimacy to the planning process.



Regretably it failed to do either and has become largly discredited.
This was because NHS planners and policy-makers saw it merely as a
mechanism for information sharing whereas others, notably the CHC and
certain professional groups saw things differently - an opportunity to
contribute and potentially to influence the outcome of the planning

system. Thus, to a certain extent consultation is the bete noire of

NHS planners and policy-makers because it is something they are

obliged to do but to which they carry very little commitment.

The foregoing has served as an appetiser to the contents and the
issues to be discussed in the body of this research report. However
before such a discussion can be undertaken, it is necessary to place
the study within a conceptual framework and this is undertaken in

Chapter Three.



CHAPTER THREE

HEALTH PLANNING AND POLICY-MAKING - A CONCEPTUAL FRAMEWORK

This chapter examines decision-making from two perspectives: 1its
theoretical or conceptual roots; and, its practical manifestations.
Decision-making as a concept and as an activity has been the subject
of considerable attention by social and behavioural scientists who
sought to understand the conditions or criteria necessary for
decision-making. The logic underpinning an analysis of decision-
making was simply this - if one understood the factors governing
decision-making and how they impacted upon the process, then one could
enhance the quality of decisions. There is an implicit but unstated
assumption here; namely that because one does not understand the
decision-making process any decisions reached, by definition, must be

poor ones.

The problem with this relatively simplistic approach to decision-
making is that decisions are very difficult to categorise: the issues
they seek to remedy are in many cases exceedingly complex, and often
involve a host or range of different groups or individuals who have
their own specific and often unarticulated perception of what the
problem is and how it should be solved. Such difficulties obviously
complicate attempts to reach an understanding of decision-making and

the development of a paradigm to ‘explain’ how it functions.

Commentators in order it seems to better understand the driving forces

of decision-making sought to develop theories or models as
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'explanation' for the way in which they believed decision-making
functioned. A random selection of some of the literature on
decision-making has highlighted an apparent paradox in this field of
study; namely that while there are a variety of typologies or
paradigms which purport to describe decision-making, there is an
acknowledgement that in reality none of them do so satisfactorily
(Klein, 1974a; 1974b; Rein, 1976). A brief forage among the many
theories propounded on decision-making may be useful, if only to
demonstrate the seeming lack of consensus on what decision-making is
really about. As Harrison rightly notes, "the classification of
theories . . . will always be problematic since many of the theories
have several dimensions and it is not self-evident which ones should
be used to structure the analysis" (1985, p. 106). The discussion of
decision-making theories is followed by a brief forage into policy
analysis as a framework within which decisions are located. The
Chapter concludes with a general exploration of planning methodologies

and attempts to place planning within a social context.

Towards Theories of Decision-Making

Attempts by various students of decision-making to categorise the
different approaches which they have observed have yielded a variety
of classifications. Pettigrew (1973) contends that decision-making
theories can be split into two broad classes: the 'normative
mathematical-economic' and the 'behavioural'. There appear to be two
difficulties with Pettigrew's classification; firstly it is over-
simplistic in that he presupposes that it is the behaviour of the
organisation and those working within the organisation which largely

determines decision outcomes. This seems to ignore the fact that



decisions occur within a political environment a fact which Pettigrew
later acknowledges. Seccondly, Pettigrew does not define nor does he
discuss 'normative mathematical-economic' models thus depriving the
reader of some insight into what these sorts of models might be.

Thus one is left with Pettigrew's word that there are only two classes
of decision-making theories but with no substantive argument in

support of such a contention.

The two dimensional model for classifying theories of decision-making
is the most common approach in the literature. Advocates of this
method, Pettigrew apart, are Allen who sees decision theories as being
either descriptive - details the process by which organisations "make
decisions about what to do" (1979, p. 109), or normative - outlines a
process by which organisations should make decisions. To a certain
extent Allen's diagnosis at first glance appears to be very similar to
that of Pettigrew but the reality is different. In Allen's terms
normative models are in essence 'rational' models in that they can be
used "to derive improvements in how decisions are actually made”
(1979, p. 109). This classification of Allen's includes behavioural
theories of decision-making which Pettigrew considered worthy of a
separate categorisation. Thus definitional differences appear to be
predominant in any attempt at classifying theories of decision-making.
Allen does admit that such distinctions are rather artificial because
the theoretical definitions are hardly if ever reflected in practice.
Nevertheless such a handicap has not prevented him from analysing
"decision-making by breaking down the process of decision-making into
its component parts" (1975, p .109). Though the desire to

compartmentalise decision-making seems inevitably to lead to confusion



as to what is what; the certainty is that the process of decision-

making cannot be ignored.

The two dimensional model to explain, or at least analyse, why
decisions are made as they are is also favoured by Ham and Hill (1984)
and Hunter (1980). These authors share similar views on how one might
classify theories of decision-making; specifically they argue that
there are two separate but not mutually exclusive approaches to
decision-making which can be stated as rational and incremental
models. Rational models or theories presuppose that clear aims and
objectives can be identified, that there are a variety of ways of
achieving these, that their consequences are known, and thus the
‘best' or most acceptable alternative can be readily identified and
acted upon. In short, rational models by definition seek to be
proactive. Incremental theories, by contrast, are politically driven
in the sense that there is an unknown environment governing the manner
in which decision-making occurs and which ultimately determines the
decision outcome. In other words, the philosophy underpinning this
approach is reactionary - wait for something to happen before deciding

what to do about it.

The difficulty with a two-dimensional typology is that there are
always some decisions that do not quite fit either, and this has led
some scholars to argue that there are in essence three categories of
decision-making. A main protagonist for a three category
classification for decision-making theories was Bllison (1969, 1971)
who identified three divisions: rational policy model, organisational

process model, and bureaucratic politics models. This three way



classification is endorsed by Rhodes who states that "although each of

the models highlights certain features of the decision-making process,
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none is without its defects" {1973, p.32). A similar typology is
used by Pfeffer (1982) although he employs different descriptive
labels and attempts to minimise the models' inherent defects by
argquing that their application is not universal because each model or
theory operates somewhat differently depending on whether one is at
the macro or micro level. At the macro level it is the behaviour of
the organisation which is paramount, whereas at the micro level the
focus is on groups, professions and/or individuals. The macro-micro
dichotomization will be explored further later in the chapter when

consideration is given to some approaches to the study of health

policy.

There is a common theme beginning to appear through this assessment of
various commentators' attempts to develop a classification of theories
of decision-making: namely that similar labels are being encountered
even if there is limited or no consensus about the elements to be
found under each label. Despite this apparent difficulty in
classifying theories of decision-making and recognising that no one
system is ideal, the typology offered by Allison (figure 3.1) is a
reasonable methodolgy because it seems to incorporate those elements
which nearly all students of decision-making acknowledge as being of
importance. Each of these three classifications, rational,
organisational and political (incremental) will now be considered in

turn.



FIGURE 3.1

Processes of Decision-Making

RATIONAL ORGANISATIONAL POLITICAL/

COMPREHENSIVE INCREMENTAL

Source: Allison, 1971; Rhodes, 1979.

The Rational Model

Rationality implies that decision-making can be considered as a
logical and largely sequential process. It assumes that those making
decisions have perfect (or near perfect) knowledge about what is
occurring and how the issue arose, that all the options or courses of
action can be considered, that each option or alternative can be
evaluated as to its likely impact on the issue or problem under
consideration, and that out of this procedure the optimal or best
approach will emerge (Simon, 1957, Carley, 1980, Van de Ven, 1983).
March offers a slightly different but nonetheless supportive

definition of rationality to which he ascribed these characteristics.

1) a knowledge of alternatives - a set of options which are
known and defined by the situation.

2) a knowledge of consequences - the impact of each alternative can
be readily assessed.

3) a consistent preference ordering - the objective and values on

which each option is evaluated are clearly specified.



4) a decision rule - all possibilities can be ranked in priority
order according to a known and clearly defined set of criteria
(1981, p. 210)

Carley suggests that rationality can be expressed in five sequential

steps:

1) "A problem which requires action is identified and goals
values and objectives related to the problems are classified and
organised.

2) All important possible ways of solving the problem or achieving
goals and objectives are listed - these are alternative
strategies, courses of action, or policies.

The important consequences which would follow from each

[#5]
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alternative strateqgy are predicted and the probability of those
consequences occurring is estimated.

4) The consequences of each strategy are then compared to the goals
and objectives identified above.

5) Finally, a policy or strategy is selected in which consequences
most closely match goals and objectives, or the problem is most
nearly solved, or most benefit is got from equal cost or equal

benefit at least cost" (1980, p. 11).

In essence the pattern of activities which March and Carley ascribe to
rational decision-making are very similar if not identical.
Nonetheless, the process of rationality described above is but an
ideal or model and as such is "an abstraction from reality that is

intended to order and simplify our view of that reality while still



capturing its essential characteristics"” (Forcese and Richer, quoted

in Carley, 1980, p. 11).

Critics of the rational model argue that decisions seldom occur in a
rational manner as organisations are not homogeneous - they are a
composite of groups (Simon, 1957, Rhodes, 1979; Ham and Hill 1984).
Another criticism of the rational approach is that, by definition, it
demands comprehensiveness. Lindblom rails against the notion of
comprehensiveness because "a concept of rationality appropriate for
judging a complex political system cannot be defined" (1968, p. 10).
In essence what these and other critics are saying is that the
rational model is inherently sterile because "the limits of human
cognition and perception coupled with problems of conflicting ends in
collective decision-making severely restrict the relevance of the

rational model"™ (Van de Ven, 1983, p. 41).

Carley suggests that the rational model has a third weakness; namely
that it assumes that "it is possible to develop a social welfare
function"” which he defines as "a preference ranking by society on some
set of alternative strategies" (1980, p. 16). Although Carley goes
on to discuss the difficulties inherent in the social welfare function
they can be largely categorised as: no consistent or agreed views as
to which policy or programme is 'best for society'; the benefits of a
set of actions may not be universally distributed amongst society in
the sense that some may benefit at the expense of others; and,

society is not homogeneous but composed of a heterogeneous mix who
possess different values and objectives and have different perceptions

of what is 'best' for society. In the end, Carley argues that while



the development of the social welfare function is not all that
critical; it is necessary for governments to have "a series of
'working' social welfare functicns upon which to base policy™ (1980,

p. 18).

Inspite of its limitations, Carley is relatively sympathetic towards
rational decision-making since he argues that "the rational model is a
valuable but partial perspective on policy problems" (1980, p. 11).
This view of 'limited rationality' is one which is shared by a number
of writers: notably Allison (1969;1971) who argues that the
assumption of limited rationality is both a common and acceptable one;
Etzioni (1967) who sees rationality not as an achievable ideal but one
that is worth approaching; and Rawls who refers instead to
"deliberate rationality", a concept which suggests that "we should
deliberate up to the point where the likely benefits from improving
our plans are just worth the time and effort on reflection . . . It is
perfectly rational to follow a satisfactory plan when the prospective
returns from further calculations and additional knowledge outweigh
the trouble"” (1971, p. 418). In short these writers are
acknowledging both the desirability for and limitations of rationality
in-decision-making and are advocating that the discipline of
rationality is worth aspiring to even though there are practical
problems inherent therein. Allison (1971) has referred to this

procedure as the 'organisational process' model or paradigm.

The Organisational Process Model

This paradigm asserts that policy outputs are largely determined by

the organisation and its structure (Allison, 1969). It has elements



of rationality in that it assumes a known or established procedure for
analysing issues, and that there are specific organisational routines
available for remedying defined problems. Simon (1957) has called
such behaviour 'bounded rationality' because of the limitations one
has in understanding the totality of any problem, the environment in
which the problem or issue is encapsulated, the demands on one's time
are such that it is impossible to concentrate or focus solely on one
issue, and further that the financial resources available are always
restricted. For Simon, the operative mode is one of 'satisficing' -
the first alternative that meets a pre-selected or pre-determined set
of criteria is chosen. Thus a filter mechanism is in operation and
one in which "decision-makers filter the environment through their
prior orientation (and) features that do not fit in with their

attitude tend to be rejected" (Allen, 1979, p. 114-5).

Simon's concept of 'bounded rationality' has been severely criticised
because it has its roots in the rational model of decision-making and
therefore "remains vulnerable to the same criticisms" (Rhodes, 1979
p-33). Ham and Hill (1984) fault Simon's model on four grounds:
firstly, as organisations are not homogeneous there will be conflict
over which values and objectives are to be pursued; secondly, they
argue that it is nonsense to suggest that an organisation can have
goals; thirdly, decision-making rarely, if at all, follows a logical
path; and fourthly, the decision-making process does not identify a
mechanism for separating facts and values, and means and ends. What
these critics are criticising is the prescriptive nature of Simon's
model, however such strictures can be likened to the debate ov