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Planes, Straws and Oysters: the use of metaphors in healthcare

reform

Introduction

It has often been argued that public sector reform is ‘predominantly achieved through policy-
driven top-down change’ (McDermott et al, 2013: 93). The National Health Service (NHS) in
England represents a notable case in point as a highly centralised system characterised by top
down policy directives. While such a view can be made of policy formulation, many studies of
policy implementation note that any reform of healthcare systems requires change recipients to
‘translate’ national agendas into local contexts (Dickinson et al 2011; Millar et al 2013). Notable
gaps in our empirical knowledge remain regarding how policy recipients react to and contribute
to policy change initiatives, and the tactics they use to do so (McDermott et al 2013). One such
perspective which is said to be in need of further development is the linguistic exchanges among
actors as they negotiate meaning of organisational change (Thomas et al 2011; Hardy et al. 2005,
Tsoukas 2005). This perspective has at its core the view that change programs often represent a
“discursive template”, as “a text produced by a particular author, which has to be interpreted by
those whom it addresses in the context of specific local circumstances” (Thomas et al 2011;

Tsoukas and Chia 2002).

The purpose of this article is to present research findings that focus on the metaphorical language
used to express the implementation of healthcare reform policies in England. We build on a view
of reform as a “multi authored” process (Buchanan and Dawson 2007), showing how

metaphorical language is often used to explain the consequences, challenges, limitations, and
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opportunities associated with particular reform proposals (Cornelissen et al., 2011). Such a view
can be connected to what Thomas et al (2011) summarise as the perspective of “organizational
becoming”. This perspective calls into question traditional conceptions of resistance to change
whereby resistance to organisational change can play a facilitative role in creating ‘generative
dialogue’ when proposals by senior managers or change agents involve challenge and
modification by other employees (Ford et al. 2008). Thomas et al (2011) suggest that such a
standpoint seeks to move beyond the view that resistance to organisational change is solely
associated with degenerative dialogue that often reinforces existing power relations, the

imposition of meaning, and prevention of new knowledge being produced.

In this paper we analyse the sorts of metaphors used by senior managers and clinicians to
describe the experience of healthcare reform. It provides the first systematic study of patterns
and meanings of metaphors within English NHS and beyond to argue that metaphors have the
capacity to illustrate both the generative and degenerative dialogue associated with
organisational change. The paper begins with an overview of debates regarding healthcare
reform. This is followed by a focus on the particular communicative practice that is the focus for
the article — the use of metaphor within the context of healthcare reform. A review of the
metaphor literature is then summarised before going on to present the metaphors used by actors

to understand different policy reforms and their implications for organisational change.

Healthcare reform

Much of the mainstream policy implementation literature has debated whether policy is (or

should be) given to local areas to implement in a top-down fashion, or shaped, developed and
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designed from a bottom-up perspective (Dickinson, 2011). Alongside these debates, there is a
significant and growing literature concerning policy implementation within healthcare which
goes beyond seeing this complex process in a simple binary fashion (e.g. Dickinson and
Mannion, 2012). These recent studies illustrate the complexities of the health reform process
and note the different opportunities and constraints for organisations and employees to act
within. For example, McDermott et al (2013) in their study of implementation across four
hospitals in England and Ireland highlight the entrepreneurial responses to policy by change
recipients as they identify and act upon opportunities for their organisation. Their findings
challenge the view that all non-adopting responses to change constitute ‘resistance’ (productive
or otherwise) is largely negative. Their findings also highlight how context or ‘contextualized
change agency’ has the ability to enhance or deny successful implementation of these change

efforts (McDermott, et al 2013; Robert and Fulop 2014).

The introduction of market based incentives designed to encourage competition and choice in the
English NHS represents an interesting case in point regarding the process of organisational
change (Greener et al 2014; Mays et al., 2011; Allen, 2009). Over recent years policies have
been introduced with the aim of creating patient choice of providers as a lever to drive up
standards; increasing the diversity of private, public and third sector providers to promote greater
innovation and responsiveness; promote ‘Payment by Results’ to improve quality by charging
each episode of care at national tariff rates; and create a variety of arms-length agencies to
oversee and hold NHS organisations to account. A variety of research has been carried out on
these reforms and their impact on healthcare organisations (Mays et al. 2011; Powell et al.

2011). In particular, some of these studies show how local contexts shaped the design and



implementation of the reforms that determined the nature and extent to which they were put into
practice (Coleman et al., 2010; Mays et al 2013; Millar et al 2013; Dickinson 2011). In addition,
studies have also shown how recent reforms have been associated with top down managerialism
governed by performance targets and regulation. Currie et al (2009) for example notes that while
recent leadership programmes in England have sought to promote distributed leadership, target-
based leadership focused on individual accountability has tended to prevail (Dickinson 2014;

Currie and Lockett, 2007; Currie et al., 2009).

Given the importance of national and local actors in the process of health reform, our interest in
this area draws attention to the idea of ‘organisational becoming’ (Tsoukas and Chia, 2002).
This perspective treats organisations not as fixed entities but as emergent and unfolding
enactments that are shaped by local actors engaged in their local work (Thomas et al, 2011).
Furthermore, it sees organisational change as the result of a series of ongoing linguistic
exchanges between the various actors involved (Ford and Ford, 1995). Our focus on reform
within local healthcare contexts looks to draw to this perspective with a particular interest in the
tensions associated with reform and the extent to which this can negotiated and overcome
(O’Reilly and Reed, 2011). The following sections outline how we focus on the use of metaphor

as way of illustrating this perspective.



Studying organisational metaphors

The perspective of “organisational becoming” as summarised by Thomas et al (2011) has a
number of crossovers with the established tradition of studying paradigms, schemes and
metaphors within organisational contexts (Cornelissen et al 2008; Grant and Oswick 1996;
Putnam and Boys 2006). Interest in metaphors has been on the basis of them being central to
human discourse and understanding (for example, Cassirer 1946). Often seen as central to work
on organisational theory and the theory-building process (Tsoukas 1991; Weick 1989),
metaphors can guide perceptions and interpretations of reality. They can also facilitate and
further our understanding of organisations as they help us to formulate visions, goals and
activities (Cornelissen et al 2008). When we attempt to understand organisations we often use

metaphors to make them compact, intelligible and understood.

In what can be most famously traced back to the classic work of Morgan, his metaphors of
organisation provide a classification and set of diagnostic questions that aim to reveal ‘the
assumptive ground’ of organisational life (Putnam and Boys 2006; Morgan 1980, 2006). These
metaphors (such as machines, organisms, domination) assume that the understandings flowing
from them are rooted in the socially shared reality of theorists, managers and employees, and
express shared ways of thinking about organisations. By being open to the frames and concepts
generated by these different metaphors, Morgan (2006) argues that we open ourselves to a

variety of insights and creative interpretation.



A variety of research about metaphors has been produced. Cornelissen et al (2008) summarise
how these studies have ranged from those that impose (or ‘project’) on to organisational reality
to those metaphors that naturally surface within the talk and sensemaking of individuals
(Cornelissen et al 2008). In relation to the latter, Schlesinger and Lau (2000) describe how both
public and political elites often comprehend complex policies in part through “reasoning by
policy metaphor” in their comparison between proposed policy alternatives. Cornelissen et al
(2012) summarise how sensegiving within entrepreneurial contexts can draw on metaphors in
speech and gestures to compress uncertain and complex ventures into familiar categories. Here,
the use of metaphors can enable individuals to emphasize to others the predictability and taken-
for grantedness any new proposals as well as provide opportunities for entrepreneurs to exert
their own agency and control. Metaphors can also increase the ability of constituents to make

sense of a new venture by reducing uncertainty as well as increasing confidence.

In their review of the strategic change literature, Cornelissen et al (2011) outline how metaphors
have often been deployed to communicate cross-categorical comparisons. Strategic change is
often likened to other cultural domains of experience outside a specific corporate or business
context, such as sports or arts, as a way for members of an organisation to comprehend changing
and unfamiliar situations (e.g. Gioia, 1986; Gioia et al., 1994). Cornelissen et al (2011) also
suggests that these metaphors can produce links to action, as they structure situations into an
understandable format, and can produce socially justifiable decisions and actions to others by

validating some accounts while discrediting others.



Cornelissen et al (2012) summarises that up to now most research on metaphors in
entrepreneurial contexts has focused on how venture creators use metaphors to describe the
general phenomenon of entrepreneurship or described with cultural metaphors such as journey,
theatre or warfare. There has to date been very little direct research on how metaphors are used
by individuals to give sense or direct the interpretations of others regarding organisational
change. This is despite the well-established view that metaphors are often seen as crucial to
individuals as they make sense of their own ideas. Within healthcare, some of the established
metaphors of organisation have been applied to healthcare contexts to understand the nature of
organisational change (Elkind 1999; Millar 2009). Yet these applications do not go beyond the
established repertoires of organisational metaphors into a more detailed and contextualised

understanding of how and where metaphorical language is used within healthcare settings.

A wider review of the literature in healthcare shows a variety of research has analysed the use of
metaphors within the narratives and stories of illness. These have illustrated how metaphors are
often deployed to bridge the gap between experience and the world of technology and treatment,
as patients make sense and give sense to their illness (Annas 2011; Laranjeira 2013). For
example, McFarland et al (2009) identified how a chronic disease self-management course used
metaphorical language to help course participants identify their own feelings and construct
meaning of their illness. Tutors used metaphors as a way to conceptualise emotional states that
course participants found difficult to label. Arroliga et al (2002) found that metaphors had the
ability to enhance communication when explaining pulmonary illness. Patients were able to draw
on a variety of natural, mechanical and somatic images to express the impact of pulmonary

diseases.



Metaphors in healthcare have also featured as a key part of policy and political life. The early
work of Annas (1995) draws attention to commonly used metaphors in the US. He suggests that
the traditional metaphor of American medicine has changed from a military metaphor to a
market metaphor in the reform of financing healthcare insurance. Annas (1995) summarises that
the market metaphor builds on an image of healthcare as the marketing of products to consumers
who make choices on the basis of price and satisfaction. Healthcare advertising and competition
among suppliers ensues with the primary motivation being profit along with a drive for

efficiency, customer satisfaction, and entrepreneurship.

Annas (1995) summarises that the market metaphor provides a powerful image, yet many of its
assumptions struggle within healthcare contexts. In particular, the ability of patients to make
consumer decisions and the ability of the market to distribute goods and services unrelated to
price (Malone 1999). Hudak (2003) reflects on the metaphor of ‘“patients as customers”
illustrating how it seems reasonable to ask patients to rate their satisfaction with the processes of
care or services received (e.g. hospital food, the physical environment) in much the same way
they would rate services received as a repair shop or restaurant. Yet when evaluating treatment
outcomes, Hudak (2003) suggests that the customer metaphor is problematic in treating the body
as an object or as a repairable possession. The customer metaphor does not consider the wider

psychological, social and experiential aspects of treatment outcomes

Alongside the market metaphor, the military metaphor in healthcare can still be identified in the

everyday images of medicine as a battle against death, a war on disease, the heroic nature of

b1

professionals, and brave patients’ “soldiering on” (Annas 1995). Key elements of the metaphor



can be found in medical research (Annas 2011), issue campaigns such as the “war on cancer”
(Sontag 1977; Penson et al 2004), and the metaphors of bio risk such as foot and mouth disease

and SARS.

Despite these market and military metaphors continuing to dominate, Annas (1995) suggests new
metaphors are needed with the leading candidate being ecology. The metaphor of ecology evokes
words such as balance, limited resources, and diversity that help us confront and accept limits
(both on expectations and resources), value nature, and emphasize the quality of life. The
perspective also puts more of an emphasis on individual risk factors, more emphasis on
prevention, public health interventions, and standards that provide a greater role for ethical
behaviour. Such an image resonates with current interest in integrated care (Bousquet et al 2011;
Goodwin 2012) in its aim to bring different actors together in collaborative relationships in the

delivery of patient care.

Methods

Our research focuses on metaphorical language used by healthcare to express the effect
of market reform policies in England. The research formed part of a wider study of health reform
in England (see Powell et al 2011) which carried out semi structured interviews with actors
leading secondary and primary care organisations to understand the experience of market

reforms across different organisational contexts. These actors occupied senior management and



clinical positions within their organisations and had strategic responsibility to enact local policy
responses. The sample included Chief Executives, Directors of Operations, Strategy, Medical
Directors, Lead Clinicians and Consultants of specialities. A semi structured interview guide was
constructed to capture various aspects of reform that included their understanding and
interpretation of how various policy measures worked in practice and how they negotiated any
tensions associated with delivering them. All interviews were recorded and transcribed with the
NVivo computer programme used to manage and code the transcribed interview text.

The research identified a variety of interpretations of health reform and how these were
being delivered locally (Millar et al 2013; McLeod et al 2014). Out of the 174 interviews with
these actors, in 12 of these interviews our research identified some notable instances and
scenarios where metaphorical language was being employed to communicate how reforms were
experienced and the implications they had for organisational contexts. As this became a feature
of the fieldwork, we captured these expressions during data analysis where passages of text that
illuminated particular metaphors were placed into an open code created using the NVivo
software. Our definition of metaphor in this respect was as a figure of speech in which a word or
phrase which applied to something to which it is not literally applicable (Ox Eng Dictionary;
Pragglejaz 2007). This definition of metaphor contrasts with the literal and basic sense of words
in the context of a spoken or written sentence in line with Lakoff and Johnson’s (1980) starting
point of metaphor as ‘the understanding of one thing in terms of another’. We built on the
methodological approaches of others in this area (e.g. Cameron 1999; Steen 1999) by working
through a transcribed text and identifying for each sentence or utterance all those words and
expressions that activate meaning ‘which cannot be literally applied to the reference in the world

evoked by the text’ (Steen 1999: 61). The eventual selection was on the basis that they seem to
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effectively illustrate the different ways in which the reforms were framed and capture the locally-

specific uses and meanings of metaphors (Cornelissen et al. 2008).

Findings

Our findings highlight how healthcare managers and clinicians employed a variety of
metaphorical language to communicate how their organisations were able to enact and resist
market based reforms. On the one hand, these metaphors were an attempt to illuminate the
limitations of these reforms within organisational contexts. Yet they were also an attempt to
reflect how different reforms created opportunities and space to develop local service
improvements. Whilst the former categories highlighted the negative consequences of market
reforms, the latter group framed the proposed organisational changes in a more positive light
(Table 1). The following section details these two categories starting with the limitations of

reform followed by the opportunities these proposals could create.

Table 1. Summary of metaphors associated with healthcare reform

Metaphor Explanation

Reform as ‘Planes’ Healthcare reform too unpredictable and risky
for market conditions.

Reform as ‘Fastfood’ Health reform associated with the
standardisation and specification of practices.

Reform as a | Healthcare reform incompatible with contexts
‘Supermarket’ that lack the necessary information and pricing
methodology to enable market exchange.

11



Reform as ‘Noise’

Healthcare reform levers and incentives in
tension with ends to achieve better care and
better value for money

Reform as
‘Schizophrenia’

Healthcare reform creates internal tensions
associated with leadership identity.

Reform as ‘Grit in the
oyster’

Healthcare  reform  creates  ‘constructive
discomfort’ for change and improvement to
happen.

Reform as ‘Straws in the

b

air

Healthcare reform creates a space for action to
seize the moment for service improvements

Planes and supermarkets: the limits to top down change

Senior managers and clinicians highlighted a number of difficulties and limitations in the

reforms to promote market competition and patient choice. These perspectives focused on

particular instances and scenarios that illustrated how local contextual circumstances meant it

was not possible to have a ‘true’ market. The quote from a Chief Executive below illustrates

this, using metaphorical language to highlight the differences between healthcare contexts and

other service based industries. In contrast to these other industries, healthcare, in their opinion,

did not have the necessary conditions required for a market to flourish. Indeed, greater choice

and competition in healthcare services could be problematic.

“They want the choice and the contestability and the drive for improvement, without

having the downside of what markets are like... that is that you can’t get into your

restaurant, the supermarket runs out of beans, you know, that’s what markets do”

(Foundation Trust Chief Executive 2)
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This was a point also illustrated in relation to instances where patients were given greater choice
to select which provider they went to for hospital procedures. The ‘choose and book’ policy was
a process introduced to allow patients to select times and dates of appointments as well as
providers. Compared with other industries, healthcare was seen as too unpredictable and too
exposed to risk to implement ‘market conditions’. Here, the examples of booking and flying on
board an air flight were used by two Chief Executives to illustrate what they see as the
incongruity between ensuring patient choice and a system that runs as efficiently and effectively

as possible and within a defined budget:

“When you book your flights you look at where you want to go, where you want to fly
from, what times you want to fly etc but you often don't get a complete match available.
You then compromise on which of those areas are more important to you e.g. airport or
cost. In health it feels like we have to meet all requirements and if we don't, the
assessment criteria criticises our quality of care, yet it is equally impossible sometimes to
get the right Dr, time, waiting period, location in place!” (Foundation Trust Chief

Executive 1)

“I missed my flight on holiday two years ago and I went up to the desk and said ‘I've
missed my flight, 1'd like another one’ and do you know what they said to me, they said
‘there aren’t any’, they didn’t say ‘certainly, madam, I'll put another plane on for you’,
which is what we have to do and, you know, I got another flight in the end and I didn’t go

with the one I booked with, I went with British Airways and it cost me fifteen times more,

13



you pay a premium for scarce service and yet we're trying to make it like a market, but
it’s not like a market, because that would be terrible, you can’t possibly have people not

getting their flights, can you? ” (Foundation Trust Chief Executive 2)

Despite the fact that the rhetoric of the reforms was that they should be ‘decentralising’ and free
up organisations to deliver locally responsive services, our findings also described how in fact
some aspects of the reforms had centralising tendencies. Rather than being ‘bottom up’, the
reforms were ‘top down’ in their standardisation of local services. In the case below, a senior
clinician employed fast food imagery to reflect the standardisation and specification of practices
associated with reform. The specific policy example concerned the implementation of new
information technology; Connecting for Health which was designed to support delivering
computer systems and services to improve patient information storage and access. For these
interviewees, the implications of implementing such a policy were to overhaul local information
systems that were in fact seen as more viable. These types of nationalised systems were seen as

impeding local practices and were therefore to be resisted.

“Connecting for Health ... it’s sort of money thrown out from above, there’s no proper
business case or anything is there... we don’t have any choice about the provider, so the
provider arrives so we're basically in the position of a branch manager in Kentucky
Fried Chicken that somebody in Atlanta has decided what software you're gonna have
and you have to implement it... but actually, the viewing system that we have is not as
good as free Shareware ones that you can get off the internet” (Orthopaedic Consultant

2)
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The introduction of transactional changes aimed to facilitate competition between providers
through ‘Payment by Results’ also proved to be a challenge. The move to ‘payment by activity’
was interpreted as problematic within contexts not favourable to such market exchange,
particularly as local contexts did not have the necessary ‘level playing field” for market
transactions to take place. This argument is illustrated below by a chief executive and medical
director working in different hospital organisations. Their purpose is to highlight that
transactions in healthcare contexts are much more complex than in other service industries and
contexts. As a result, systems lacked the necessary information and pricing methodology to
enable market exchange. These problems with transactional reform were illustrated by

comparisons with buying food products from a supermarket

“..it’s the buying a can of beans at the supermarket, isn’t it? you know, I could get a
better can of beans more quickly when we had two supermarkets than one, but I'm not
buying a can of beans.... if all the tins are the same price, and if you tend to sell more
expensive tins, you 're not doing very well, compared to a hip and knee factory which is
selling beans and doing very well, thank you very much. So the whole idea of HRG
[Healthcare Resource Groups] is it brings more prices in that are more reflective of the
work you really do. But, ...they really haven'’t allowed us to keep up and also what the
policy for PBR says is that we should move away from costing based on an average cost,
to being based on better practice, so they should work out, you know, the good rate is
cheaper, bring them in on the day of operation, do the hip, discharge them the next day,

five physio appointments, whatever it is, that’s a good package of care, let’s work out
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what that would cost, that’s the price. And if you're doing something more elaborate
than that, you're going to lose money... so theyre overusing the demand and supply
again and not really supporting it by a good pricing methodology anyway.

(FT Chief Executive 3)

So you know, you 're going into Tescos and saying, “I am going to bung you 5 quid, you
supply all of my grocery needs for the next week please”, is not a very common way of
doing business. You go into Tescos and they 've got a range of things at different prices,
so you can have the basics or you can have the finest...then you go to the counter and you
pay for what you’ve done. Now, we are at the level of our commissioners come in and
bung us a fiver and say “can you do my weekly groceries for that please”. And they may
not be happy with what we give them for a fiver because we say well that’s all your fiver
is going to buy you and we may not be happy that a fiver actually covers the cost of their
weekly groceries, even if we put all the basics in there. So it is a hopeless system (FT

Medical Director)

The difficulties of introducing transactional reform in the form of payment by results was further
illuminated in relation to the prices set for each activity. For those occupying clinical secondary
care settings, particular concerns were raised about having the necessary information in order to

calculate the appropriate price:

“The Canadians know the price of everything that they do... Whereas the NHS has

never been like that...It’s very difficult to put a cost on the thing because actually we
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don't know the cost of anything, we've no idea and most Trusts have no idea... In fact the
general feeling is now for knee replacement particularly they’ve cut the value, cut the
reimbursement so much that actually if we were a business... you would just say actually
it’s not worth stocking those Cadbury’s chocolates because they... cost too much, we’re
not allowed to sell them for that. Or alternatively you can say actually we offer a
premium service and therefore we will charge a premium price and you can’t have
centres that push innovation, research and training, say and actually financially we’re a

loser” (Orthopaedic consultant 1)

The images presented above illustrate some of the metaphorical reasoning employed to illustrate
the consequences and challenges brought about by reforms encouraging market modes of
organising. In particular, these perspectives draw attention to their inherent limitations, the
incongruent nature of the reforms based largely on the inability to be able to control demand,
supply and transaction costs within organisational contexts. This gap between means and ends
was illustrated by a senior manager who referred to the reforms as ‘noise’. The goals were
sensible, however the reforms that were aiming to provide levers and incentives for service

improvement actually got in the way of leading.

“I think the bit in the middle [Better care, patient experience and value for money] is
right, I think the argument is about whether the things around that are the best ways of
achieving the bit in the centre. I think ...why did I go into health care management? It
was about the thing in the middle and I think how I get it is in a sense for me to make the

best use of the money that’s available to the population. So I would say quite a lot of the
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stuff around this is noise to be navigated rather than things that particularly help me do
my job better... a lot of these things actually don't connect properly in my view and there
are probably easier ways of achieving the objective” (FT Director of Strategic

Development)

‘Grit in the Oyster’: the opportunities for organisational change

In contrast with the images presented above, a second group of metaphors were used to evoke
the opportunities and possibilities associated with leading reform across particular contexts.
These described how market reforms had created tensions in the act of leading. Such a view was
exemplified below by a Director who referred to the ‘schizophrenia’ associated with their

leadership role:

“I think a lot of the reforms have been very powerful and I think the, putting the patient
first has been one of our strategic objectives since '98 but, you know, the fact that we are
going to design services around patients, we want to get integrated services in proper
pathways and partnerships, I think it’s hugely important. So there’s a lot of the reform
that I feel very comfortable with, but I think my own schizophrenia happens when I quite
often meet with the Department of Health and depending which bit you meet with, you
know, ‘you’re just a provider and you should do as you're told’. Or, actually, it’s about
whole systems partnership and when there’s, you know, you mustn’t act like a provider
who says ‘sorry, you know, not my problem, you haven’t commissioned enough activity’

or whatever. So it’s not so much some of the principles... the principles are fine and

18



probably unchallengeable. It’s how they feel when you do it” (PCT Director of strategic

commissioning)

In contrast with the images of reform as negative and incompatible, our sample also illustrated
how the reforms created conditions of ‘constructive discomfort’ for change and improvement to
happen. The reforms created a space for action that was exemplified in the metaphorical

comparisons below:

“One of my concerns about the reforms is that there is not a split between commissioning
and providing so we have worked in some areas we’ve worked in competition to the
private sector and sometimes we 've worked in co-operation with them and I think... you
can be competitive in some areas of your business and, actually, working in partnership’s
greater value in another... I think, in principle, you know, the idea that you have to break
the monopoly and you have to put some grit in the oyster, I think it did change and it
changed our consultants’ attitudes and to that degree it was very positive” (Director of

Strategic Commissioning 2).

“veah, I can see that, you know, again, in terms of a grit in an oyster kind of scenario, it
doesn’t have to be everywhere, it doesn’t have to be everything, it just has to be enough

to make people, hmm, let’s, we better sort our ideas out” (FT Chief Executive 3).

Such critical reflection about the reforms and the potential opportunities these could bring were

developed by those predominately working in commissioning, primary care organisations. These
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perspectives suggested that in contrast to being passive recipients of top down reform, they
sought to ‘seize the moment’ created by the reforms. The following example provided by a
senior clinician demonstrates how this change could occur. They use the metaphorical image of
‘tossing straws in the air’ to demonstrate the potential of reform as ‘cracks open’ for service

development to occur.

“It depends on one’s attitude towards change, because you could if you wanted to, baton
down the hatches, pull down the sails... The flip side to that...is all the straws have been
thrown up in to the air, how are they going to fall? Perhaps we can influence the way
that they fall and actually influence the way things are in the future... I think that the
reforms are in many ways quite damaging, but on the other hand there are little cracks
which open up for you to kind of shove a little bit on and kind of lock away until that
crack opens up and develops something. So what I think of the reforms...they re fairly
destructive to long term conditions, but on the flip side, I can see that there are
opportunities which we need to grab. ... I guess the changes have been useful in that it
creates an air of uncertainty, so it’s tossing those straws up in the air, so that we can

change things.” (Diabetes Consultant)

These contrasting images of constraints and opportunities associated with reform draw
attention to central debates concerning leadership of healthcare organisations. While one group
of metaphors largely support what has been documented elsewhere: namely, that efforts and

capacity to decentralise and lead within healthcare organisations has been restricted by
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contextual constraints and target based on centralised accountabilities (Currie et al 2009); this
latter group of metaphors demonstrate the potential of reform to create the capacity to lead and

create service improvements by providing the ‘grit in the oyster’ (O’Reilly and Reed 2011).

Metaphor and the negotiation of healthcare reform

Our findings presented above highlight the metaphors used by senior managers and clinicians as
they attempted to negotiate reform within particular organisational contexts. They show how
these metaphors could be clustered into two types of communicative practices. The first being an
attempt to illuminate inherent limitations within these policies and the second being an attempt to
illustrate the opportunities reform could bring as a source for critical reflection and opportunities

for improvement.

The implication of these findings talk directly to the view of Thomas et al (2011) in showing
how particular communicative practices can lead to different dynamics in the negotiation of
meaning related to organizational change. The metaphorical images associated with booking an
air flight to describe the policy of patient choice and the stocking of a supermarket to illustrate
payment by results were done so to illuminate how conditions of market transaction and supply
and demand were incompatible with existing healthcare contexts. They provide a strong linkage
to limits of managerialism and the incompatibility of market mechanisms within healthcare
contexts. In this sense these metaphors draw attention to what Thomas et al summarise as

dialogue that is “degenerative” (Gergen 2004). These metaphors were suggestive of reform that
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was imposed, minimally cooperative, and at times conflict ridden. Action within these contexts
was also more likely to be in the form of enforced compliance with implementation associated
with a dismissing, deploying authority, and hierarchy. Interestingly, these metaphors also
showcase the demarcation between reforms and organisational contexts: there was little or no

way to bridge the two meanings together.

In contrast, the metaphors drawing attention to reform as the ‘grit in the oyster’ show the
possibilities and scope for innovation and creativity within local contexts. These metaphors show
evidence of ‘leaderism’ (O’Reilly and Reed, 2011) whereby elements of the proposed reforms
could enable new practices and local service improvement. In doing so, these metaphors give
some credence to the view that meaning which is co constructed through dialogue can be
“generative” (Gergen et al. 2004) in bringing about innovative and synergistic organizational
change. The combined effect of the reforms has the potential to create a ‘space of action’ in

which to exert their agency and make local service improvements (Fairhurst, 2009).

Both these groups of metaphors make important contributions to our understanding of the
dialogue and conversations associated with managing change. They provide insights into the
types of specific communicative practices that may lead to different outcomes depending on the
context in which it is used (Figure 1). Interestingly, when we compare across these accounts we
find subtle contrasts in the images employed by actors from different parts of the system. The
metaphorical images differed between leaders in secondary care and primary care contexts for
example. The mechanical imagery of airports, supermarkets and fast food drawing attention to

the dysfunctional and dehumanising elements of reform was more likely to be employed by
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secondary care leaders within hospital settings. In contrast, the images of schizophrenia, grit in
the oyster and straws in the air reflected those working within primary care settings. To some
degree this might be expected given that many of these settings predominantly deal with
inpatient acute and elective care, whilst the raison d’étre of primary care is arguably more

outward facing in addressing the needs of the health community and healthcare prevention.

These contextual differences open up important future lines of inquiry particularly in
relation to how and where particular uses of language can explain the reform of healthcare
organisations. Building on earlier work in the area of meaning negotiation (McDermott et al
2013; Thomas et al 2011), our study provides a number of insights into the resistance in
organizational change, showing how resistance can play a facilitative role in organizational
change through conceptual expansion, combination, and reframing. Furthermore, these findings
go some way to providing a new contribution to the field of studies drawing attention to the
importance of metaphors in healthcare organisations. The metaphors that we encountered draw
attention to the important limits of rationalist mechanisms and frameworks in the context and
delivery of complex human systems. In this sense, metaphorical images, like narrative itself, can
potentially mediate the subjective and objective experience of organisational life (Currie and
Brown, 2003; Newman et al., 2006; Needham, 2011) in capturing the personal, institutional and

social dimensions of healthcare delivery (Hurwitz et al., 2004).
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Figure 1 Dynamics in the negotiation of meaning about healthcare reform (adapted from

Thomas et al 2011: 34)
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Concluding remarks

A study of metaphors in the context of healthcare reform has highlighted some of the ways in
which meaning unfolds during conversations and illustrations of organisational change. By
drawing attention to the problems and opportunities associated with market based reform, these
metaphors illustrate some the creative and innovative meanings shaping the actions associated

with organisational change. In doing so, we hope that our paper contributes and encourages

24



further research about the use of metaphors to understand the nature and impact organisational

change within healthcare settings.

There are some potential limitations with the study. Our use of metaphor is susceptible to the
point raised by Cornelissen et al (2008) about the pitfalls made by scholars who extrapolate too
readily from identified metaphors in a text to a suggestion of systematicity in metaphor use.
Furthermore, it is susceptible to criticisms made by Down and Warren (2008) that the use of
hyperbolic metaphors to characterise entrepreneurial activities may further de-contextualise
speech in natural contexts of communication. In response to these possible criticisms, our study
has ensured that wherever possible the metaphors selected have been connected to their
respective organisational contexts. Our metaphor identification and selection was also compared

between analysts and connected to external sources identified in the literature.
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