
ONE Organising daily care within the 
current context of healthcare provision

Introduction

Th e roles and functions that healthcare practitioners fulfi l can be grouped under fi ve 
key categories namely hands-on clinical practice, the management of care, leadership, 
teaching and utilising research. Th is chapter focuses on the management component 
with the aim of ensuring safe and eff ective care for patients. Ways of organising care 
are explored, together with the duty clinical manager’s (DCM) role in  operationalising 
the various approaches.

Th e DCM needs to conduct their activities with full consideration of the context 
and ethos of working in contemporary healthcare. Th is entails taking full account of 
government strategy as outlined in, for example, High Quality Care For All – NHS 
Next Stage Review Final Report (Department of Health [DH], 2008a) which builds 
upon the reforms that have been achieved over the previous decade, and focuses on 
the achievement of high quality care in all aspects.

Chapter objectives

On completion of this chapter you will be able to:

enunciate the prevailing social and political contexts in which care and treatment • 
are delivered;
identify specifi c healthcare activities that the DCM undertakes in the course of • 
their managerial duties in the practice setting;
assess the strengths and weaknesses of the various modes of care organisation, • 
and refl ect on their relevance to the practice setting; and
discuss the role of eff ective communication in care delivery and identify strategies • 
to maximise communication within the practice setting.

The prevailing social and policy context of 
healthcare provision

Th e healthcare professions are infl uenced by major paradigm shift s that currently 
sees healthcare being infl uenced by DH White Papers, National Service Frameworks 
(NSF), new government policies, and consumer surveys and research. Demographic 
changes such as an ageing population, the increasing number of people with  long-term 
conditions and rising consumer expectations and demands all need to be addressed.

AQ: Except for chapter 1, 
the rest of the chapters 
have best practice 
guidelines which have 
been set as Aheads 
preceding the chapter 
summary. Please let us 
know if chapter 1 can do 
without these guidelines. If 
you would like to provide 
guidelines or modify the 
text to refl ect the 
guidelines you may do so 
while reviewing the proofs.
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    6 LEADERSHIP AND MANAGEMENT IN HEALTHCARE

Government devolution and the creation of national assemblies for Wales and 
Northern Ireland, together with the Scottish Parliament have had an impact on 
 widening diff erences in health and social care policy between the four nations. 
Although policy aims demonstrate similarities across the United Kingdom, each 
nation has developed its own policy direction to meet the needs of the population it 
serves.

Current national priorities for healthcare include ‘care closer to home’, together 
with a paradigm shift  from a more curative focus towards promoting wellness and 
preventive ill-health. Care is therefore to be provided in primary care settings in 
smaller local units away from acute hospitals, and includes health promotion and 
patient involvement. Infl uential government policy publications in particular have a 
major impact on the management of care, some of the more signifi cant ones of which 
are as follows:

Our Health, Our Care, Our Say: A New Direction for Community Services•  (DH, 2006a) – 
sets out the Department of Health’s vision for the provision of good quality social 
care and NHS services in the communities where people live. It is part of the 
 government’s plan for services to become more responsive to patients’ needs and 
prevent ill health through the promotion of healthy lifestyles. This involves working 
together with social care services to give people more independence, choice and 
control.
Standards for Better Health•  (DH, 2006b) – Initially published in 2004 (updated in 
2006), this document signals a move to address the government’s national targets 
and divert focus to standards and to meeting local health priorities.
The NHS Knowledge and Skills Framework and the Development Review Process•  (NHS 
KSF) (DH, 2004a) – a framework of job defi nitions for healthcare employees (except 
doctors and dentists and some board level and other senior managers).
The Wanless Report•  – Securing Our Future Health: Taking a Long-Term View (HM 
 Treasury, 2002) – is the fi rst ever independent review and evidence-based 
 assessment of the long-term resource requirements for the NHS.
The NHS Plan•  – A Plan for Investment, a Plan for Reform (DH, 2000a) – is the Labour 
 Government’s longer term strategy for the NHS with emphasis on the  ‘modernisation’ 
of various components of the health service.

Th e NHS Plan (DH, 2000a) was published three years aft er the Labour Party returned 
to power and set out their vision for the NHS in Th e New NHS – Modern, Dependable 
(DH, 1997). Th e NHS Plan comprises the government’s strategic plans for healthcare 
provision, and therefore the strategic directions the NHS would take on a range of 
services to be established in subsequent years. It enunciated the nature of a  modernised 
NHS on the basis of ten NHS ‘core principles’ that were identifi ed to ‘reshape the NHS 
from the patient’s point of view’ (p. 3). Th e NHS Plan aimed to rectify underfunding in 
the NHS through increased investment for new hospitals and primary care centres, 
and an increased number of staff  who would be empowered to undertake a wider 
range of clinical tasks such as running clinics and  prescribing drugs.

A progress report was issued four years aft er the publication of Th e NHS Plan, as 
Th e NHS Improvement Plan: Putting People at the Heart of Public Services (DH, 2004b), 
which concluded that Th e NHS Plan was transforming the NHS, with  dramatic 
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improvements in key areas in tackling health problems such as cancer and coronary 
heart disease, and also a reduction in mortality rates. Standards for Better Health (DH, 
2006b) provides a further update on Th e NHS Plan but with less focus on targets, and 
more on standards and local healthcare needs.

Various National Service Frameworks (NSF) have been developed as ‘strategies for 
improving specifi c areas of care, which contain measurable goals within set time 
frames’ (DH, 2005a:1), and others are in the process of development. Th ese provide 
quality assurance tools, with published NSFs in a number of key areas that include 
coronary heart disease, cancer, mental health, older people, diabetes and long-term 
conditions. National clinical guidelines and protocols, such as those published by 
NICE, also support the delivery of high standards of care.

With Our Health, Our Care, Our Say: A New Direction for Community Services 
(DH, 2006a) the aim is to provide good quality social care and NHS services within 
the communities where patients live, and thus to become more responsive to their 
healthcare needs and prevent ill health. It comprises key themes that ensued from 
extensive public consultation, such as putting people more in control of their own 
health and care, enabling and supporting health, independence and well-being, and 
rapid and convenient access to high-quality, cost-eff ective care.

Th e most recent review of the NHS entitled Shaping Healthcare for the Next Decade 
(DH, 2007a) was initiated on the appointment of the new Prime Minister and Health 
Secretary in July 2007. Its remit is to carry out a wide-ranging review of the NHS for 
a well-resourced NHS that is clinically led, patient-centred and locally  accountable. 
Th is incorporates a change of direction with a plurality of services within 
 inter- professional care, recognition and utilisation of the independent sector as a 
 provider of care, and a resultant widening of patient choice.

Th e DCM needs to be able to identify the impact of government health and social 
care policy for their respective professional disciplines and to translate this within 
the practice setting in which they work. Th e government benefi ts from a number of 
 professional offi  cers who are leaders in their professions and act in an advisory 
 capacity to Department of Health ministers, other government departments and 
the Prime Minister. Within the Department of Health the professional offi  cers 
include the Chief Medical Offi  cer, Chief Nursing Offi  cer, Chief Dental Offi  cer, Chief 
Health Professions Offi  cer, Chief Pharmaceutical Offi  cer and Chief Scientifi c 
Offi  cer. All the chief  professional offi  cers have their own pages on the Department 
of Health website where their respective strategies, publications and newsletters 
can be found.

England’s Chief Nursing Offi  cer (CNO), for example, has published a number of 
key documents pertaining to midwifery and the four branches of nursing. 
 Publications include the Essence of Care (DH, 2003) which focuses on improving the 
essentials of care through benchmarking, and Modernising Nursing Careers – Setting 
the Direction (DH, 2006c), which is the outcome of the work of the four UK Chief 
Nursing  Offi  cers, and focuses on the careers of registered nurses (RNs). Other pub-
lications are more  specifi c to a branch of nursing or a particular patient group such 
as Good Practice in  Learning Disability Nursing (DH, 2007b) which provides good 
practice guidance to support learning disability nursing to make a major  contribution 
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to the health and well-being of people with a learning disability, and From Values to 
Action: Th e Chief Nursing Offi  cer’s Review of Mental Health Nursing (DH, 2006d) 
which sets out  recommendations for shaping the development of mental health 
nursing, with a focus on improving the outcomes and experience of care for service 
users and carers.

The healthcare workforce in the 
twenty-fi rst century

Th e NHS workforce has been changing for some time in the broader context of 
employment and changes in society. Th is includes:

increasing specialisation and advancing practice;• 
an increase in the number of Clinical Support Workers (CSW) as part of workforce • 
redesign;
changes in shift patterns such as 12-hour shifts;• 
increasing use of temporary staffi  ng such as bank and agency staff ; and• 
moves in educational preparation leading towards healthcare professions  becoming • 
all graduate professions.

Maslin-Prothero (1997:432) explored the prevailing literature on healthcare 
employment in organisations, and concluded that largely the ‘concept of job for life 
no longer exists’. Th is is because organisations want an adaptable workforce of 
 individuals who are prepared to be lifelong learners, and who adapt and change as 
required by the organisation. Various changes that impact on healthcare delivery, 
including technological, demographic and social attitude changes, are identifi ed in 
Chapter 6 where the management of change is examined. Th e development of a 
 variety of transferable skills including skills in critical thinking, problem-solving and 
refl ective practice is seen as essential.

Th e DCM needs to be aware of the dynamics of employment while ensuring that 
there are appropriate numbers of staff  with appropriate knowledge and skills for care 
delivery. New roles are also being developed such as physician’s assistant and 
 anaesthetic practitioners which further expand the professional groups that  constitute 
the multi-disciplinary team. Staffi  ng is discussed further in the context of human 
resource management in Chapter 7, and teamwork in Chapter 10. Furthermore, there 
are other DH agendas that are at diff erent stages of development that the DCM needs 
to be cognisant of. Th ese include various policy documents that are to follow the 
review of the NHS by Lord Darzi (DH, 2008), and the Trust, Assurance and Safety – 
Th e Regulation of Health Professionals in the 21st Century (DH, 2007c) that refers to 
more central regulation of all healthcare professions.

The healthcare practitioner as a DCM

In the light of the healthcare provision contexts just discussed, the DCM’s  responsibility 
is fi rmly grounded in the organisation and management of the care of patients. It is 
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pertinent, however, to determine the various roles of healthcare practitioners within 
healthcare organisations.

Th ese activities can be categorised under fi ve key components identifi ed at the 
beginning of the chapter, or under the six core dimensions of healthcare posts detailed 
in the NHS KSF (DH, 2004a), namely communication; personal and people develop-
ment; health, safety and security; service improvement; quality; and equality and 
diversity. Examples of day-to-day activities in relation to these headings are presented 
in Table 1.1.

Furthermore, the DCM has to undertake these activities with full awareness of 
contemporary and evidence-based modes of clinical practice.

Standards of profi ciency and key roles

Preparation for management roles are addressed in pre-registration nursing 
 programmes as identifi ed by the Nursing and Midwifery Council’s (NMC) (2004a) 
Standards of Profi ciency under the ‘care management’ domain. Th is comprises fi ve 
outcomes for the common foundation programme (usually the fi rst year of the 
course), and fi ft een ‘standards of profi ciency’ for ‘entry to register’. Th ese are 
 reproduced in Box 1.1.

Comparable standards have also been published by the Health Professions Council 
for allied health professionals such as physiotherapists and dieticians. Th ese  standards 

 
Action point 1.1 – Roles of the DCM, and organising care

Make a list, from your experience, of all the professional activities that a DCM engages 
in during a span of duty.

You should have been able to identify several professional activities that healthcare 
 practitioners engage in during a span of duty. These may have included:

Managing resources• 
Ensuring the health and safety of staff /patients/visitors• 
Drug administration• 
Hands-on clinical care• 
Organising transfers of patient care• 
Training and education• 
Preceptoring and mentoring• 
Participation in risk management initiatives• 
Care planning and documentation• 
Ensuring evidence-based care• 
Care co-ordination/communication with multi-disciplinary team (MDT) members• 
Complaints handling• 
Patient advocate• 
Delegator• 
Supervisor• 
Conducting Individual Development and Performance Review (IDPR)• 
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    10 LEADERSHIP AND MANAGEMENT IN HEALTHCARE

Table 1.1 Components of the healthcare practitioner’s roles in the practice setting 
and how they correspond with NHS KSF ‘dimensions’

Components of 
nursing

The six core dimensions of 
the NHS KSF

Examples of day-to-day activities 
of the RN

Clinical practice • Service improvement
• Health, safety and security
• Quality

• Quality of care
• Skill mix; individual competencies
• Recording care
• Health education function

Management of care • Health, safety and security
• Equality and diversity
• Communication

•  Allocating patients according to the 
practitioner’s clinical competence

Education •  Personal and people 
development

•  Teaching students at different levels 
of learning; and preparing for those 
about to start placement in your 
practice setting 

•  Health promotion or patient/relative 
education as required

Research • Service improvement
• Quality

•  Awareness of research fi ndings 
and current studies related to own 
 practice setting and specialism – 
nursing and medical

• Evidence-based practice 

Leadership • Service improvement
•  Personal and people 

 development

•  Being a role model for all aspects 
of care

•  Monitoring standards and managing 
changes

Box 1.1: Standards of profi ciency for (for pre-registration nursing 
 programmes) entry to the register – ‘Care management’ domain

Contribute to the identifi cation of actual and potential risks to patients,  clients 
and their carers, to oneself and to others, and participate in  measures to  promote 
and ensure health and safety

A• pply relevant principles to ensure the safe administration of therapeutic 
 substances.
U• se appropriate risk assessment tools to identify actual and potential 
risks.
I• dentify environmental hazards and eliminate and/or prevent where 
possible.
C• ommunicate safety concerns to a relevant authority.
M• anage risk to provide care which best meets the needs and interests of 
patients, clients and the public.

Demonstrate an understanding of the role of others by participating in 
 inter-professional working practice
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aim to ensure fi tness to practice in care at the point of registration through the 
 development of knowledge and competence. Furthermore, as part of Th e NHS Plan, 
the Chief Nursing Offi  cer (CNO) (2002) identifi ed ten key roles for nurses and 
 midwives to improve care delivery, which are as follows:

Order diagnostic investigations such as pathology tests and X-rays• 
Make and receive referrals direct, say, to a therapist or pain consultant• 
Admit and discharge patients for specifi ed conditions and within agreed protocols• 
Manage patient caseloads, say for diabetes or rheumatology• 
Run clinics, say, for ophthalmology or dermatology• 
Prescribe medicines and treatments• 
Carry out a wide range of resuscitation procedures including defi brillation• 
Perform minor surgery and outpatient procedures• 
Triage patients using the latest IT to the most appropriate health professional• 
Take a lead in the way local health services are organised and in the way that they • 
are run.

Th ese are expanded roles that require further educational preparation beyond the 
point of registration, and are developed over time in line with service requirements. 
Key roles have similarly been identifi ed for allied health professionals.

Box 1.1: Continued

Establish and maintain collaborative working relationships with members of • 
the health and social care team and others.
Participate with members of the health and social care team in decision-making • 
concerning patients and clients.
Review and evaluate care with members of the health and social care team and • 
others.
Take into account the role and competence of staff  when delegating work.• 
Maintain one’s own accountability and responsibility when delegating aspects • 
of care to others.
Demonstrate the ability to co-ordinate the delivery of nursing and healthcare.• 

Demonstrate literacy, numeracy and computer skills needed to record, enter, store, 
retrieve and organise data essential for care delivery

L• iteracy – interpret and present information in a comprehensible manner.
Numeracy – accurately interpret numerical data and their signifi cance for the • 
safe delivery of care.
Information technology and management – interpret and utilise data and • 
technology,  taking account of legal, ethical and safety considerations, in the 
delivery and  enhancement of care.
Problem-solving – demonstrate sound clinical decision-making which can be • 
justifi ed even when made on the basis of limited information.

Source: Nursing and Midwifery Council (NMC) (2004a)
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Approaches to organising daily care

In the context of the activities identifi ed in Action point 1.1, as the DCM begins a 
span of duty, they have to organise the care that the patients in their care will receive. 
Th ere are a number of ways of organising and delivering care, and within healthcare 
there is a need to achieve the highest quality care and outcomes taking into account 
the  available resources.

A number of factors shape the adoption of the preferred care delivery methods that 
individual teams or organisations employ. Th ey include the available skill mix 
 (qualifi ed-unqualifi ed staff  ratio – discussed in Chapter 7); the level of supervision 
and the developmental needs of junior staff  and learners. Th e care delivery method 
can be eclectic rather than singular, and therefore combined in response to the 
 prevailing circumstances within the span of duty.

Choosing how to organise care

A number of models of care delivery are in existence for the organisation and delivery 
of patient care. Th e models address principles such as which member of staff  provides 
care for which patient, and who has responsibility for decision-making and managing 
the care delivery process. Th e various models refl ect issues such as staffi  ng skill mix, 
clinical specialty and patient group. Some care delivery models are specifi c to nursing 
and the scope of their application is limited to the institutional setting; while others 
have relevance for other healthcare practitioners and can be applied within  community 
settings.

Team

With the team approach, there is a skill mix of team members such as a Band 6 
 registered practitioner, a Band 5 registered practitioner and CSWs. Th e team is led by 
a registered practitioner referred to as the team leader; the team collectively provide 
care for a group of patients during the span of duty. Th e team leader plans,  co-ordinates, 
monitors, supervises and evaluates the care that is delivered and is responsible for 
assigning patients based on the competencies of the members within the team. Th e 
underlying philosophy of this approach is the achievement of goals and outcomes 
through collaborative teamwork.

Th e team approach facilitates the supervision of more junior team members while 
capitalising on individual expertise and competencies. Th is approach can also foster 
staff  and patient satisfaction as it supports the delivery of holistic care. Th e team 
leader has a fundamental role within this approach and needs to be familiar with the 
care needs of all of the patients being cared for by their team.

Named nurse

A named qualified nurse who is responsible for a particular patient’s nursing care 
is known as the named nurse. This method gives the nurse responsibility for, 
and ensures continuity of care for designated patients. They are responsible for 
the planning and co-ordination of the patient’s nursing care from admission 
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(or before) through to discharge and follow-up, and are actively involved in the 
delivery of some of that care. Shift patterns such as 12-hour shifts and part-time 
working can prove challenging to this approach, as continuity of care can 
be affected for in-patients. This approach has relevance for short episodes of care 
within the patient journey such as that delivered within outpatient departments 
and day surgery units.

Task allocation

Task allocation, also known as the functional method, is where the organisation of 
care is based on the division of labour. Tasks are allocated according to the  qualifi cation, 
educational preparation and competence of the healthcare practitioner. Th e 
 assignment of tasks is predominantly hierarchical in nature, in that a senior 
 practitioner, for example, may manage the unit, while CSWs may be allocated to the 
less complex skills such as making beds and feeding patients. Th is approach can be 
compared to that of an assembly line with the combined interventions of a number of 
individuals, each of whom has a component part. Within this approach, the DCM 
can allocate tasks and can easily check if they have been completed as there is a  limited 
margin for overlap.

Th is approach was prevalent in the mid-twentieth century, although it continues to 
hold some value for contemporary practice in relation to effi  ciency, particularly where 
shortages of staff  are experienced. Some specialist areas, such as renal dialysis units 
and aspects of theatre nursing, might utilise this approach as it lends itself to the 
 technical nature of care delivery and the high patient turnover.

Total care

Total care is also referred to as the case method. Within this method a practitioner is 
responsible for all aspects for the care of one or more patients for the duration of the 
shift . Th is method is typically used in areas requiring a high level of expertise and 
intervention such as in ICUs and the community. Th is approach is patient-focused 
and encompasses clear lines of accountability. Total care fosters a holistic approach to 
care delivery; however, it is not considered to be cost-eff ective with registered 
 practitioners engaging in all aspects of patient care when some of the essential care 
needs could be met through delegation to CSWs.

Case management

Case management is also known as the care organisation method in which a 
named healthcare practitioner assesses a particular patient on fi rst referral or visit, 
and takes on responsibility for their ongoing care. Th is method is used in the care 
of patients with ongoing mental health problems, and those with learning disabil-
ities, in which the practitioner maintains contact with the patient at all times until 
intervention is no longer required. As the prime manager of the patient’s care 
needs, the DCM arranges and ensures all required care is delivered along the 
planned pathway.
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Primary nursing

Primary nursing encompasses accountability for 24-hour care by one RN for a group 
of patients throughout the duration of their hospital stay. Primary nursing is both a 
philosophy and a system and is associated with high levels of patient satisfaction. Th e 
achievement of primary nursing, however, can be challenging when the primary 
nurse is away from the practice setting. Th is method is also resource intensive and its 
popularity in acute care settings is limited.

Managed care

Th e managed care method is a multi-disciplinary path of care determined for each 
patient specifi c to their medical diagnosis. Th e path is the critical pattern of events 
and progress that should be achieved for that patient from the point of diagnosis to 
the expected date of discharge. Th e coordination of the path to ensure that all the 
actions are carried out by the relevant healthcare practitioners is oft en completed 
by an RN.

Key working

Th ere are several interpretations of the term key working, but in the context of the 
organisation of care, the key working method entails an identifi ed person being 
charged with defi ned responsibility towards a specifi c group of patients. Th is 
method has application for use with clients who have learning disabilities and is 
also utilised within mental health. It has relevance to the community setting and 
the scope of the model extends from meeting health care needs to addressing 
social needs.

Triage

Triage is a process by which a patient is assessed at the point of contact with the 
healthcare team to determine the urgency of the health problem, and to designate 
appropriate healthcare resources to attend to the identifi ed problem. Patients are 
therefore not seen on a ‘fi rst come fi rst serve’ basis, but on the basis of the identifi ed 
urgency of their health problem. Th is approach tends to be used in emergency care 
settings.

Strengths and weaknesses of diff erent ways of 
organising care

Particular ways of organising care have their advantages, but can also be problematic. 
A study by Gullick et al. (2004) for instance compared four models of organisation or 
care, namely patient allocation, team nursing, primary nursing and task allocation. 
Seventy-eight per cent of respondents taking part in this study expressed a preference 
for patient allocation with 47 per cent characterising ‘responsibility’ and ‘control’ as 
positive features for this approach.
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Fort task allocation for instance, Menzies (1960) identifi ed problems with this method 
of care organisation describing how it alienates patients from staff ,  demotivates staff  
and is counter to the philosophy of holistic care.

Th e nature of healthcare for many service providers is that it is provided 24 hours 
per day, 7 days a week, 52 weeks of the year. It is important that the approach adopted 
is evaluated in relation to a number of key indicators, such as:

Patient satisfaction (complaints, commendations, patient surveys)• 
Family carer satisfaction (complaints, commendations)• 
The achievement of outcomes (clinical audit, quality metrics)• 
Cost eff ectiveness (budget)• 
Multi-disciplinary team satisfaction (sickness statistics, morale, staff  surveys).• 

 
Action point 1.2 – Advantages and disadvantages of diff erent 

      approaches to  organising care

With regard to organisation of care in the practice setting, for each of the following 
approaches, identify and record two advantages and two likely disadvantages.

Approach Advantages Disadvantages

Team

Named nurse

Task allocation

Total patient care

Case management

Primary nursing

Managed care

Key working

Triage
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Integrated care pathways

Integrated Care Pathways (ICP) are evidence-based, multi-professional plans of care, 
treatment and therapy, that provide a structured plan of care and off er a more 
 integrated approach to patient management and the achievement of outcomes. Th e 
Scottish Executive Health Department (2003:1) defi nes an ICP as follows:

An ICP determines locally agreed, multi-disciplinary practice based on guidelines and 
evidence where available for all or part of the clinical record, documents the care given 
and facilitates the evaluation of outcomes for continuous quality improvement.

Th e success of ICPs is dependent upon collaborative teamwork in the  development, 
implementation, monitoring and evaluation of this approach. Healthcare 
 practitioners need to identify evidence-based practice and reach  consensus in 
 relation to the patient management requirements for a particular condition, need 
and speciality. ICPs provide patients with greater opportunities for involvement in 
their care, as the care they should receive is clearly identifi ed within timelines 
within the ICP.

Integrated record keeping is an integral element of ICPs with all members of the 
team sharing and documenting within the same record system. ICPs can also feature 
in-built strategies to monitor patient outcomes in the form of provision for the 
 analysis of variances and clinical audit. Th ey promote a more standardised approach 
to care delivery that, it is advocated, will lead to a reduction in inconsistencies and 
inequalities in care delivery. Wales (2003) distinguishes ICPs from other approaches 
to care delivery in that they encompass integral features that record, track and utilise 
variances to enhance care delivery. ICPs, therefore, are also supportive of the clinical 
governance agenda.

ICPs, however, can be initially resource intensive to develop in relation to staff  
time, although long-term benefi ts include a reduction in time spent on 
 documentation. Some critics of this approach argue that ICPs promote  ‘cook-book’ 
medicine,  reducing professional autonomy and are therefore not conducive to the 
delivery of  individualised care. Conversely, Middleton and Roberts (2000) assert 
that members of the  multi-professional team can opt not to follow the pathway in 
individual instances where reasonable justifi cation for this deviation can be 
 provided.

ICPs are developed around an agreed time frame that can be expressed in minutes, 
hours, days or even weeks, depending upon the focus of the pathway. A stroke 
 pathway, for example, may contain distinct phases such as acute care and rehabilita-
tion, with the duration of the pathway expressed in terms of weeks. Interventions can 
be mapped out in terms of when they should be performed, together with the 
 anticipated outcomes. Table 1.2 provides a simplistic representation of an ICP, key 
areas of intervention are highlighted in the fi rst column with a time frame included 
in this instance from pre-operative assessment through to post-discharge and the 
outpatient appointment. Th e blank boxes will detail an agreed plan of intervention 
mapped out against the time frame for the duration of the pathway. Box 1.2 lists key 
steps that are identifi ed from the literature as being integral to the successful 
 development of an ICP.
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Table 1.2 Exemplar format of an ICP for ‘Day Surgery’

Intervention Pre-operative 
Assessment

Day of surgery Out-Patient
Department

Assessments

Consultations

Investigations

Observations

Medication

Nutrition

Health education

Therapy

Psychosocial

Discharge planning    

Box 1.2: Key steps in the development of an integrated care pathway

Identify a chosen pathway for a medical condition/need/speciality.  1 
 Confi gure a multi-professional working group to develop the ICP; this may  2 
include  representation from other departments, services, sectors, agencies, 
etc. dependant upon the time frame for the pathway.
Obtain examples of ICPs from other organisations. 3 
Consider and action the most appropriate strategy in involving patients in the  4 
development of the ICP.
 Select a time-frame for the pathway i.e. pre-operative, rehabilitation etc. 5 
Audit current practice to identify both the optimum time frame and  6 
 interventions for the ICP.
Utilise sources of evidence to reach consensus on evidence-based  7 
 interventions (National Guidelines, National Standards, National Service 
Frameworks etc.)
Agree a time-frame for the ICP and identify outcomes. 8 
Develop inclusion/exclusion criteria for the ICP. 9 

10 Identify variances and how they will be monitored.
11 Agree who will co-ordinate the ICP.
12 Provide staff  training and pilot the ICP.
13 Undertake audit.
14 Amend the ICP according to the outcomes of the pilot and the audit results.
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Th is section of the chapter has defi ned what an ICP is and explored the essential 
features of this approach for care delivery. To apply some of the processes involved in 
developing an ICP complete Action point 1.3.

 
Action point 1.3 – Developing an integrated care pathway

Firstly, identify a patient condition to form the basis for your pathway.

Select a time frame for your pathway.• 
Develop a format for your pathway using the exemplar outlined in Table 1.2.• 
Consider the interventions provided by your own discipline and record these at • 
appropriate points within the pathway.
Consider the interventions provided by members of the multi-professional team • 
and record these at appropriate points within the pathway.
Identify and record anticipated outcomes for the interventions included within • 
your pathway.

Following completion of Action point 1.3 refl ect upon the steps that you have 
engaged in.

If you were to develop an ICP, list six challenges that may present themselves in • 
terms of its development.
For each challenge identify strategies for how you could both prevent this from • 
becoming a problem and also, should it occur, how you can overcome it.

When an ICP has been formulated and documented, it needs to be communicated to 
all healthcare practitioners who will be involved in the delivery of the identifi ed clin-
ical interventions. Eff ective communication is essential to the successful achievement 
of a number of models for the organisation of patient care and will now be explored.

How the DCM communicates day-to-day care

Communication is inevitably the most signifi cant vehicle for exchanging information 
related to care and treatment. All clinical interventions that healthcare practitioners 
engage in require eff ective communication. Care, treatment and illness prevention would 
be impossible without the DCM and colleagues communicating patient  information 
with each other. Th e information includes continuous information  gathering, deciding 
on actions and communicating them to healthcare colleagues. Communication is also a 
crucial element of teamworking, which is examined in Chapter 10.

On a broader level, communication between human beings is essential for both the 
survival and the development of society. Humans have an instinctive penchant 
towards gregarity, and Ellis et al. (2003) for instance suggest that the eff ectiveness and 
happiness of adults is directly linked to this. In the context of healthcare delivery, 
eff ective communication is both a requirement and a necessity.
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How communication occurs

Communication can be defi ned as an interchange between individual and groups to 
impart and receive signifi cant information. It is a process in which two or more  parties 
endeavour to make their intentions known and adjust their messages at each step of the 
interaction, and in eff ective communication, a common understanding of the messages 
is shared throughout. Th ree sets of modes of communication can be identifi ed, namely:

 a) Written:  Typed / word-processed, handwritten, emailed, faxed, texted on 
mobile phone etc

 b) Oral:  Speaking with an individual or small group face-to-face, speaking 
by  telephone, shouting, video conferencing, lecturing etc

c) Non-verbal: Listening, gestures, posture, tone of voice etc

Oral or spoken communication is generally accompanied by non-verbal messages, 
which is oft en a more accurate refl ection of the sender’s feelings, and is usually easily 
detected by the listener.

Th us, the sender of the message, the message itself and the receiver of the message are 
essential components of communication. In reality, eff ective communication between 
two parties entails a number of necessary events, or steps, as illustrated in Figure 1.1. It 
starts with the thoughts and ideas that one person wishes to impart to another that he 
formulates and sends. Th e listener or receiver receives the message, and might decide to 
respond, whereupon they formulate and send their own  message. However, communi-
cation can be infl uenced by various predisposing factors, such as previous experience in 
similar situations and each person’s aims of the  communication (see Figure 1.1):

Figure 1.1 indicates that communication comprises several micro steps each of 
which is a signifi cant component of eff ective communication.

Research on communication in healthcare and 
healthcare management

Communication in practice settings has been researched for some time. Several 
 studies sponsored by Royal College of Nursing (RCN) were conducted in the 1970s, 
such as one conducted by Hayward (1975) in relation to the experiences of patients 

Emotional 
state of each 
person

Attitude towards each other Noise

Aims of the
interchange; 
formulate a 
message

Sender Receiver
Receiver 
responds, 
and sends a 
message

Past 
experience
of similar 
situations

Non-verbal aspects
Time
available

Figure 1.1 Events in an effective communication
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undergoing surgery. Hayward’s (1975) study entitled Information: A Prescription 
against Pain, revealed that pre-operative information given to patients led them to 
require less analgesia post-operatively, become more contented and get a discharge 
from hospital earlier.

Many such studies were conducted in the 1970s and 1980s because this was the 
time of raised awareness of the need to base nursing interventions on research. Funds 
were therefore specifi cally allocated for these empirical studies. More recent research 
on communication includes focused areas such as managers’ personal skills (e.g. 
Calpin-Davies, 2000 – detailed in Chapter 2; and Burnard and Morrison, 2005 – 
related to helping skills).

The DCM’s role as communicator

DCMs communicate with several individuals including their subordinates, superiors, 
peers, medical staff , other healthcare professionals, patients and their families/carers, 
and social care staff .

Moreover, the directions of communication constitute formal and informal 
 communication. Th ese can be (see also Figure 1.2):

 • Downward:  Manager discussing with, or instructing subordinate what needs to 
be done, and how 

 • Upward: To provide management with information for decision making
 • Lateral:  Between peers on same hierarchical level – for information  sharing, 

negotiation
 • Diagonal:  Between individuals or departments at diff erent hierarchical 

levels – for requesting and giving information, for instance

Scammell (1990) suggests that the specifi c reasons for eff ective and effi  cient 
 communications by managers are to:

establish and disseminate goals of the enterprise;• 
develop plans for their achievement;• 
organise human and other resources in the most eff ective and effi  cient way;• 
select, develop and appraise members of the organisation;• 
lead, direct and motivate members of the organisation; and• 
control performance.• 

Ward sister Ward sister in 
another practice setting 

Staff nurse
Staff nurse in 

another practice setting 

Figure 1.2 Directions of communication between staff nurses and ward sisters
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Some communication can take place in challenging circumstances such as when a 
complaint has been received, or breaking bad news. However, instances of 
 communication that are specifi cally management communication include:

Delegation of dutiesa) 
Arranging and conducting meetingsb) 
Conducting IDPRc) 
Team-building exercisesd) 
Report writinge) 
Negotiationf ) 
Making presentationsg) 
Staff  interviews, for example, for recruitment and problem-solvingh) 
Motivational activitiesi) 
Counselling.j) 

Going by the above list, and the various managerial roles of the DCM discussed in 
the next chapter, it is obvious that all management function include communica-
tion. Th e mechanics of the fi rst item in the above list, that is, delegation of duties is 
now explored as an example of how each of these avenues or functions comprises 
several facets.

Delegation

An essential responsibility and function of the DCM is to delegate the work that 
needs to be carried out to appropriate members of the healthcare team. Curtis and 
Nicholl (2004:26) suggest that delegation is becoming increasingly important because 
of changes, such as:

The falling number of nurses• 
Issues around skill mix• 
Restructuring how care is delivered• 
The expanding role of nurses.• 

Th e American Nurses Association and National Council of State Boards of  Nursing 
(2005) jointly defi ne delegation as a process to direct another person to perform tasks 
and activities. Th ey highlight, however, that authority and responsibility for the 
 performance of an activity can be transferred, but accountability for the outcome is 
retained. Th e following points should be considered by the DCM to ensure eff ective 
delegation:

Ultimate accountability for all work rests with the registered healthcare practitioner, • 
and therefore what to delegate to non-registered staff  needs careful  consideration.
Delegation can provide subordinates with opportunities to learn, and can support • 
their career development.
Staff  morale can improve through the responsibility that goes with delegation.• 
All delegation involves some risk, but can be minimised by measured coaching and • 
eff ective supervision.
Despite careful preparation, mistakes can occur, and the DCM should be able to • 
learn from them, rather than stop delegating.
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Th e various stages for eff ective delegation are as follows:

1.  Assessment 
of tasks that 
need to be 
completed

2.  Matching 
tasks to 
compe-
tences of 
delegates

3.  Assign-
ing tasks

4.  Tasks are 
completed 
by delegates

5.  Supervising 
and 
monitoring 
task 
completion 

6.  Evalua-
tion and 
feedback as 
appropriate

It should be noted that steps 4 and 5 are usually undertaken simultaneously rather 
than as separate entities. Some managers believe: ‘If you want a job done properly, do 
it yourself ’, which equates to a ‘reluctance to let go’ (Scammell, 1990:42). As part of 
the delegation process the manager needs to consider the importance of the task and 
the implications if it is not completed properly or on time. Th e manager can utilise a 
number of strategies to support the delegation process such as coaching and a contin-
gency plan should any problems be experienced.

Communication is fundamental to all aspects of the role of the DCM. Each man-
agement function can be unpacked to ascertain the various component parts. Th ese 
can be defi ned, the reasons for the communication examined, the issues surrounding 
each are explored, and how they can be operationalised ascertained. For instance, 
arranging and conducting meetings can include:

Types of meetings• 
Membership and terms of reference• 
Functions of meetings• 
Mechanics of meetings• 
Seating positions and impact on the meeting’s outcomes• 
Reasons for attending meetings• 
Chairing a meeting – managing time, the process, the people• 
Involving group members in the meeting• 
Constructing task subgroups• 
Communicating outcomes.• 

Problems of communication

A further important perspective to consider in relation to communication is how it 
can be improved. Th ere are a number of ‘barriers’ to communication and the various 
reasons for communication breakdown need to be considered to enable the DCM to 
be an eff ective communicator.

 
Action point 1.4 – Communication breakdown

Think of a situation where a communication breakdown has occurred within your 
practice setting. This could be communication between colleagues, or between a 
healthcare practitioner and a patient. Consider the reason/s for this breakdown of 
communication and identify ways in which this could have been avoided.

Galloway-01.indd   22Galloway-01.indd   22 8/7/2008   3:20:26 PM8/7/2008   3:20:26 PM



 DAILY CARE IN CURRENT HEALTHCARE PROVISION 23

Communication breakdown could mean that the individual feels that necessary 
information (the message) being imparted was markedly misunderstood or 
 misinterpreted. Communication can be classifi ed as eff ective, ineff ective and 
 persuasive. Furthermore, as Yoder-Wise (2003) suggests, poor communication can 
lead to confl ict, which is a reality in organisations, but which presents opportunities 
for change and progress, as discussed in Chapter 4.

Diff erent forms of communication have application in diff erent situations ranging 
from basic to more specialist communication skills. Scammell (1990:14) identifi es a 
useful range of communication skills that are illustrated by a communication 
 continuum, starting with primary communications such as in initial contacts with 
others, to specialist communication such as secondary counselling. Secondary 
 counselling constitutes specialised communication skills that are developed over 
 several years of training and experience. It includes utilisation of particular commu-
nication frameworks such as Heron’s (1989) ‘Six-category intervention analysis’, 
which constitutes a model of counselling with six possible interactions that are started 
by the initiator of the communication. Th ese are:

Authoritative interventions:
Prescriptive:•  Give advice on correct action to take
Informative:•  Give concrete factual information
Confrontational:•  Challenging perceptions expressed

Facilitative interventions:
Supportive:•  Accepting the person, giving time and refl ective learning
Cathartic:•  Enabling to express emotions
Catalytic:•  Being as neutral and as unbiased as can be

Eff ective communication underpins all aspects of management and leadership and is 
an essential skill for the DCM. Communication in the context of teamwork is further 
discussed in Chapter 10.

Chapter summary

Th is chapter started by examining the broader context of care management, 
which includes a range of factors related to the prevailing social context in 
which care and treatment are delivered. Th is included exploration of:

the prevailing social context of healthcare provision such as working as a DCM in • 
contemporary healthcare, with current government policies guiding how 
healthcare organisations are to respond to the healthcare needs of society;
the roles and functions of the qualifi ed healthcare practitioner as a DCM, • 
 including micro level exploration of the roles and specifi c activities that are 
undertaken in the course of daily duties.
approaches to organising care delivery, including integrated care pathways, • 
together with an assessment of the strengths and weaknesses of each method 
discussed; and
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the reasons, nature and modes of communication utilised by DCMs, which • 
included the role of communication in management and leadership, eff ective 
communication, types of management communication, followed by problems of 
communication.

Strong and eff ective management and leadership are required at all levels 
within health and social care. Th e DCM needs to have an understanding of the 
context within which contemporary healthcare is delivered and to be able to 
translate this to their role within their individual practice setting. Th e various 
aspects of management and leadership will now be explored in Chapters 2 and 
3 respectively.
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