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Abstract 

While purchasing and procurement have been central features of NHS reform for a number of years, 

recent policy developments in England have intensified the shift from what has been termed by 

central government “a provider led service” to one where commissioners drive improvement with a 

remit to improve health and reduce health inequalities.  One of the key aspects of the 

commissioning cycle is the priority setting process and in recent years tools and approaches to aid 

the priority setting process at the local commissioning level have been developed. If commissioners 

are to deliver on the complex agenda which has been laid out for them, then improving quality, 

transparency, and engaging with stakeholders (such as the public, patients and providers) are seen 

as key components in the priority setting stage.  

 

Although it is fairly widely proposed that prioiruty setting tools and approaches should be employed, 

there is little information on the use of these techniques. The aim of this study is to empirically 

explore how these tools and approaches are enacted in context, in terms of their deployment within 

decision-making processes in Primary Care Trusts (PCTs) in England.  Based on a case study design 

we draw on existing documents, observation of priority setting forums and semi-structured 

interviews with participants to explore how decision makers make sense of complexity when 

reaching decisions.   We focus our attention on the effects of process design (i.e. format and tools) 

and on the manner in which decisions are reached within these processes.   In this analysis we draw 

on existing theories of decision making, including the assumptions or heuristics (cognitive shortcuts) 

that participants use to simplify decision making processes.   

 

Against this background a methodological innovation is introduced in the application of narrative 

analysis to these concerns, in which narratives are symbolic presentations (or representations) of a 

sequence of events (Genette, 1982; Scholes, 1981; both in Rudrum, 2005).  Further, the combination 

of the events and the way in which they are interpreted and relayed are suggested to form a 

particular narrative.  The approach provides a rich analysis of the standpoints, preoccupations and 

concerns of respondents, both as individuals and as communities of interest (Shamir et al 2005; 

Hansen 2006).  Such an approach allows an exploration of the ways in which respondents make 

sense of complexity, developing a rich and nuanced account of the tensions attendant with priority 

setting. Our analysis centres on the operation of the prioritisation panel, the site in which decisions 

were formally taken. 

 

 

Introduction  

While purchasing and procurement have been central features of NHS reform for a number of years, 
recent policy developments in England have intensified the shift from what has been termed by 
central government “a provider led service” to one where commissioners drive improvement with a 
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remit to improve health and reduce health inequalities (DH 2006, 2006a, 2007a). In an English 
context, commissioning has been defined as ‘the cycle of assessing the needs of people in an area, 
designing and then securing appropriate service (Cabinet Office, 2006:4) and, as such, suggests a 
more active role than previous notions of purchasing and procurement (Allen et al, 2009). The 
espoused rationale behind recent commissioning reforms reflects the overall strategic priorities for 
the NHS in England.  These include raising clinical quality standards, enhancing choice and 
responsiveness of services and, improving population health (DH 2004, 2006a, 2007a, 2008a, 
2008b).  Recent attention surrounding the aspiration for World Class Commissioning (WCC) further 
emphasises the need for commissioners to become the drivers of improvement within health care 
communities.  WCC has set out an expectation that PCTs will be required to ‘deliver better health 
and well being for all, better care for all and better value for all - adding life to years and years to life’ 
(DH 2008a, 2008b).  

Given the importance of this topic, a variety of priority setting activities appear to be taking place 
across and within English PCTs. However, there is limited evidence about the validity of approaches; 
research has tended to focus on the effectiveness of commissioning processes (Smith et al, 2004; 
Wade et al, 2006) and the wider commissioning cycle, rather than examining priority setting within 
the PCT commissioning context. As such there is, at present, a limited understanding of both what 
priority setting tools and processes are being used within PCTs around the country and how these 
are being operationalised in practice and for what effect.  Further, the majority of research studies 
and literature pertaining to priority setting activities has been formed out of the discipline of 
economics.  This has important implications in terms of the sorts of evidence which have been 
priviledged in terms of such studies.  Typically effectiveness valued in the form of financial and 
economic considerations of processes; rather less attention, however, has been paid to the 
deployment of other factors (over designating particular values to other forms of evidence and 
processes)   

Against this background, this paper adopts an interpretive approach to explore the decision making 
context being used to inform commissioning policy at the local PCT level. Such an approach 
challenges more “traditional” practices of policy analysis that use formal logic and empirical 
examination to explain actions.  Interpretivist approaches instead view actions and policies as an 
expression of human meaning, and not simply as rational and goal-oriented instruments for bringing 
about particular changes (Fisher, 1997; Yanow & Schwartz-Shea 2006). The application of such a 
narrative analysis to the decision making context allows the engagement of  values and feelings (or 
sentiments) – Ψthose very human, expressive qualities that are part and parcel of policy problematic- 
ŀƭƻƴƎ ǿƛǘƘ ǘƘŜ ƳƻǊŜ ŎƻƎƴƛǘƛǾŜΣ Ǌŀǘƛƻƴŀƭ ǎƛŘŜ ƻŦ ƘǳƳŀƴ ƭƛŦŜΩ (Yanow 2007:116). Such a schema sees 
meaning conveyed through the use of metaphoric processes that bring together different 
experiences and ways of doing based on feelings, values and beliefs, which often dictate a certain 
course of action through physical objects and ritualistic acts. 
  

ΨΧƛƴ ǊŜƭŀǘƛƻƴ ǘƻ Ǉƻƭicy, particular narratives structure and limit what may be told or said and 
how reality is thought represented and acted upon...narratives are not free floating but 
ƭƛƴƪŜŘ ǘƻ ǇƻƭƛǘƛŎŀƭ ŦƻǊƳŀǘƛƻƴǎ ŀƴŘ ƛƴǎǘƛǘǳǘƛƻƴŀƭ ƻǊƎŀƴƛǎŀǘƛƻƴŀƭ ŦƻǊƳǎΩ ό!ǘƪƛƴǎƻƴ нлллΣ ǇΦ н13).   

 
Data was generated in this study by reviewing documentary evidence, observing priority-setting 
panels and semi-structured interviews aimed to explore the standpoints, preoccupations and 
concerns of respondents, as both individuals and as communities of interest (Shamir et al 2005; 
Hansen, 2006).   
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This paper begins by outlining the purpose and aims of priority setting within a PCT context, before 
moving on to discuss findings from a case study where a narrative analysis approach was employed 
to evaluate a priority setting forum within a PCT in England.  

Priority setting in the PCT context 

Priority setting is not a new issue either for PCTs or health care organisations more generally.  The 
need to make decisions between a range of potentially beneficial interventions has existed since the 
inception of the NHS and, given the structures and funding of this health system, look unlikely to 
disappear at any point soon.  The recent focus on developing health care services which are led by 
strong (world class even) commissioners has led to an increased focus on this area and the 
development of a range of tools and approaches to aid the priority setting process at the local 
commissioning level (DoH 2008b, NIII, 2009; NHS Confederation 2007). This shift has gained further 
impetus in the context of the present economic climate and future projections of levels of public 
spending (Appleby, 2008).   

The commissioning cycle originally developed by Ovretveit (1995) has been interpreted for the NHS 
as set out in Figure 1 below.   

Figure 1: The Commissioning cycle 

 

Source: The NHS information Centre for Health and Social Care (2009) 

Clearly this cycle is a simplified heuristic in the sense that, in practice, PCTs will have multiple cycles 
relating to setting out the strategic priorities and services for that locality and commissioning 
activities take place throughout the entire organisation - rather than simply existing in an 
operational silo.  It is proposed that central to the achievement of WCC is a requirement for PCTs to 
deliver a number of key competencies (DH, 2007a; 2007b; 2008b).  Competency six, in particular, 
involves demonstrating an evidence based approach in making investment decisions (DH, 2008b). 
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Thus, one of the key aspects of the commissioning cycle which becomes even more crucial within a 
context of WCC is the priority setting process.   

Whilst evidence of effectiveness of different interventions varies in quality and availability, resource 
allocation decisions still need to be made. Within the context of the current NHS, PCTs are the 
principal site of resource allocation decisions (Russell and Greenhalgh, 2009) with decisions taking 
place across a number of areas such as; investment of new services, investment into core services, 
investment in service improvement activity and disinvestment of existing funds and services.  

The current policy direction suggests that if commissioners are to deliver on the challenging agenda 
they have been set then improving quality, transparency, and engaging with stakeholders (such as 
the public, patients and providers) are key within the priority setting stage.  Williams (2007: p. 5) 
therefore suggests that:  

ΨƛƳǇǊƻǾƛƴƎ ǘƘŜ ŜǾƛŘŜƴŎŜ ōŀǎŜ ƻŦ ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎ ƛǎ ƭƛƪŜƭȅ ǘƻ ōŜŎƻƳŜ ƛƴŎǊŜŀǎƛƴƎƭȅ ƛƳǇƻǊǘŀƴǘ ŀǎ 
NHS organisations are subject to greater scrutiny in line with their growing profile and 
responsibilities.  Governments and commissioners need to be at the forefront of the drive 
ǘƻǿŀǊŘǎ ƛƴŦƻǊƳŜŘ ŀƴŘ ŜȄǇƭƛŎƛǘ ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎΩΦ  

This implied rationality and evidence based approach to decision making is explicit in the new policy 
direction and something that will be explored within the data, through identifying different 
narratives associated with the operation of priority setting processes in practice.  

The following section provides an overview of some of the key components of the local case study 
site and the priority setting process introduced, before setting out the methodology employed 
within the study in more detail and the findings of the research.   

The local context: case study site 

Against the background of this policy context, the driver for changing priority setting processes 
within the case study site involved in this study was predominantly the PCT Commissioning and 
Redesign Team who identified (not unlike a number of other PCTs) that the previous system was 
largely driven by the historical trends of commissioning arrangements inherited from other 
organisations.  That is, priorities were often determined by what had been commissioned in the past 
– rather than as a result of a structured process.  The PCT has existed in its current incarnation since 
October 2006, when five PCTs were merged to form today’s which is significantly larger in size and 
scope then previous arrangements and is still working through some of the implications of these 
merger processes.  The PCT serves a population of approximately 604,000 people (making it one of 
the largest in the country) with an annual budget of around £681 million.  The PCT is based within 
the boundaries of a county and encompasses at least six different major urban centres.  Perceptions 
of the previous decision making approach in some areas of the PCT were that this process was: 
inconsistent in approach; lacked transparency (in the sense that it had not followed a structured 
process – rather than just commissioning on an historical basis which is arguably a relatively 
transparent process); involved only a small number of individuals in actually making investment 
decisions; and, had no systematic feedback mechanism which was felt to create a gap between 
decision-makers and those proposing new interventions or changes to services. 

The decision to amend existing priority setting activities was taken in the context of the national 
WCC agenda which, as set out in the policy background, places a greater emphasis on the process of 
prioritisation with the intention that this should ensure that resource allocation decisions are based 
on a consistent and objective process which takes into account local needs and strategic outcomes.  
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Thus, this locally identified change was given additional impetus and there was an opportunity to 
engage engagement of staff members following changes within the national context.    

The new priority setting process which this site introduced broadly follows the Accountability for 
Reasonableness (AFR) framework (Daniels and Sabin, 1998). The key to AFR is a requirement to 
include deliberation and debate - as well as information and evidence - in priority setting. This 
approach considers a process as fair if it is able to demonstrate transparency, allows for revision and 
‘appeals to rationales that all can accept as relevant’ (Daniels, 2000:1300).  It is proposed that by 
following such a process, unpopular decisions are more likely to be accepted by a range of 
stakeholders. Moreover, this framework fits well with the WCC competencies as outlined by the 
Department of Health (DH, 2007a; DH2007b).  

The intention was that this new prioritisation process would involve two stages: 

Stage 1: Setting/indentifying priorities and Local Development Plan (LDP) submission. This stage 
should involve a submission of what are considered priority developments by PCT staff, Practice 
Based Comissioners, and following consultation with acute trusts and other stakeholders.  

Stage 2: Decision making on the identified priorities; involving assessment, scoring and decision-
making processes on all identified priorities (the LDP submissions) by a prioritisation panel. Panel 
members had been provided with the individual bids which outlined the proposed interventions and 
had scored these prior to the panel sessions.  During the panel sessions an author from proposed 
bids were invited to attend a ten minute slot in which they would answer questions from the panel. 
Following panel discussions, panel members were invited to individually re-score submissions. These 
individual scores were then gathered and the aggregate score used to rank submissions across the 
four panel sessions.  This rank order would provide a league table and funding would be provided for 
the highest scoring proposals allowed within the current PCT budget following discussion amongst 
the PCT’s executive.  

It was agreed that both stages would involve the use of a scoring system (the Modified Tool). The 
Modified Tool (MT) has been previously used by a number of organisations across England in 
decision making processes. The case study site recognised that in its original state the tool was 
mainly limited to clinical treatments and procedures and would need to be modified to address the 
complex needs of the PCT and the types of interventions being proposed through this process.  
However, it was felt that the use of such as tool would allow for a more consistent and standardised 
approach to the priority setting process and allow for greater links between the two stages.  

The final version of the MT consisted of 16 questions relating to such factors as: evidence of clinical 
and cost effectiveness; numbers of patients who would benefit; evidence of clinical engagement; 
and, associated risks of not funding the intervention. Each question has a maximum score and 
thresholds for scoring within each category, and unsurprisingly given its background higher scores 
tend to be attributed to submissions that demonstrate what is considered quality clinical evidence 
which is demonstrated through the result of randomised controlled trials (RCTs) and cost 
effectiveness analysis (in terms of cost per Quality Adjusted Life Years (QALY))  

As a result of this structured process adopting the MT, the new priority setting process was 
suggested as following an evidence based approach to decision making. The underlying assumption 
of this approach is that improving the knowledge base of decisions would enable a rational process 
to be adopted in terms of the decision - making process (Simon, 1957, Hill 2005). The prioritisation 
panels are where the decisions were formally taken and as such this was the main focus of our 
research. Our analysis identifies the way that the panels operated in practice.   
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Methods 

Adopting an interpretive approach transferable 

In an attempt to explore priority setting activity at the local PCT level, the research adopted an 
interpretive approach to help identify how the priority setting process operated in practice. The 
study seeks not to criticise but to analyse the priority setting process, surfacing assumptions about 
the enactment of priority setting in this context. The surfacing of such assumptions allows us to 
explore how respondents make sense of complexity. Interpretive analysis allows us to incorporate 
human meaning and meaning making which is comprised not only of beliefs, but also of values, and 
feelings/sentiments, all of these aspects are very much part of policy problematics (Yanow, 2007). 
This approach allows us to see how differences beliefs, values and feelings may be creating a 
dissonance between the stated intent of the process (rational planning) and its ability to deliver in 
practice.  

Meanings are communicated through metaphors that describe different ways of seeing or doing 
based on values and beliefs which tend to drive behaviour and actions. The idea is to identify groups 
who share an understanding of ideas and language and ‘to identify the artefacts through which these 
understandingǎ ŀǊŜ ŜȄǇǊŜǎǎŜŘΣ ŎƻƳƳǳƴƛŎŀǘŜŘ ŀƴŘ ƛƴǘŜǊǇǊŜǘŜŘΩ ό¸ŀƴƻǿ, 2000: p27). These groups  
may be considered  communities of meaning, sharing a common understanding of a problem that is 
represented by ‘tacit knowledge, values and belief’s embodied within this metaphorical language, 
objects and acts’ (Linder, 1995).  

Data was collected through observation interviews and a reviewing of documentary evidence.  

Observations 

Three of the four panel sessions were observed. This process was intended to produce what Mays 
and Pope (1995) describe as “the systematic detailed observation of behaviour and talking: watching 
and recording what people do and say” (Mays & Pope, 1995). An overt approach to observation was 
undertaken – that is the panel members were aware of the researchers’ presence and the objectives 
of the evaluation exercise. However, beyond brief introductions at the start of the first panel session 
the research team adopted an unobtrusive approach. Free note taking was undertaken. In order to 
refine data collection instruments, two researchers from the team (SR and IW) attended the second 
panel, with one (SR or IW) attending the remaining three panels.      

Interviews 

Following observation of the panel sessions, the research team conducted semi-structured 
interviews with a sample of panel members, lead bid authors (both successful and unsuccessful), and 
the commissioning team. The interviews were conducted by telephone to make most efficient use of 
time and resources of the research team.  A total of 13 panel members and 12 bid authors were 
interviewed. 

Documentation  

The research team were granted access to all documentation provided to the executive team, bid 
authors and panel members. This included meeting agendas, minutes and copies of paperwork 
relating to the MPT (including pre-training exercises and completed bids). Further relevant literature 
(including strategy documents) was also accessed.   

Data was generated through observation of panels and interviews with panel members, bid authors, 
and commissioners. The observations of the panel setting (a policy, an exchange between two 
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people, an event), meant we were able to undertake sense-making within the moment. Interviews 
with various stakeholders allowed us to reflect and investigate our interpretations further, each time 
allowing for another layer of understanding. Further refinement and interpretations across and 
within the data allowed for the development of our understanding and it is this circular sense-
making that characterizes the interpretive analysis. (Yanow, 2007). In this context meaning is 
conveyed through the use of ‘metaphors’. 

This process of data interpretation involves two aspects; the identification of “communities of 

meaning”, were artifactual symbols (such as language, physical objects or rituals) are likely to have 

the same meaning and communities have a shared understanding of the policy or problem, a 

meaning that is likely to be different from other groups’ understanding; and the identification of 

‘artefacts through which these understandings are expressed, communicated and interpreted’ 

(Yanow 2000, p27). 

Results 

Descriptive results-operational background 

Panel composition 

There were 20 panel members these included one patient representative and 19 senior staff from 
across the PCT including: Practice based commissioners; Professional Executive Committee (PEC) 
leads, non-Executives; Medical Director and Director of Public Health. The intention was that all 
individuals would attend all sessions however, due to work commitments this did not happen. In 
practice 13 members attended panel 1, 15 panel 2, 13 panel 3 and 16 panel 4, with 11 members 
attending all panel session. Only scores for those panel members attending panel sessions were 
included in the final scoring. The commissioning and redesign team leads, responsible for developing 
and implementing this policy, were also present at all sessions. During these sessions the team had 
particular predefined roles: the Head of Planning chaired all panels and training sessions; the 
Planning Manager collated scores and helped to develop and run panel and training sessions and, 
the lead Consultant in Public Health was there to advise and support.  

Observation and interview data suggested that the breadth of experience and skills present was a 
strength of the panel as it enabled a range of perspectives to be brought to bear, allowing individual 
areas of expertise to help shape and inform the decision making process. However, the deliberative 
element was not codified in a formal sense and as a consequence some bids were subject to greater 
scrutiny and questioning than others. To some extent, this depended on which panel members were 
present, as individual panel members appeared to have developed particular functions and roles in 
the decision making process.  These included:  

 Seeking clarification in relation to the completed MT  

 Exploring the service and budget implications of proposed investments 

 Adopting a ‘devil’s advocate’ stance to test the validity of applications, and  

 Playing an active role in reaching a decision consensus. 

These represent positive inputs into a deliberative process.  However, at present these roles have 
developed informally and are therefore dependent on the attendance of individual panel members.  
The fact that not all panel members attended every session meant that the shape and nature of 
discussions varied between panels and across bids.  
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Final rank order of bids 

Following the pre-screen by the commissioning team, 10 bids were removed from the process and 
91 bids proceeded to the prioritisation panels. Removal of bids was predominantly due to 
duplication of existing services or proposals not relating to the commissioning strategy and/or local 
planning.  Although 91 bids were discussed across panel sessions, only 68 of these were actually 
scored. Bids that were not scored were either deemed ‘must dos’ (that is they should be funded 
from core funds), or discussions suggested that the bids were already been being paid for under 
existing tariffs.   Following review of the rank order by the executive team, the intention is that the 
PCT will fund 22 of the 68 proposals. 

Community of meaning how are individuals interpret priority setting changes 

As suggested in the introductory section, a number of existing decision-making and priority setting 
frameworks and theories have been produced out of the discipline of economics.  Indeed, the 
Modified Tool which our case study site adopted as a central part of their priority setting process 
owed its genesis to such a background.  Such studies typically base priority setting decisions on 
clinical evidence which has been forged through RCTs and other such “rigorous” methodological 
approaches.  Decisions therefore are made often on the basis of cost per QALY, where the key point 
taken into consideration is cost effectiveness – and this has become a fairly widely accepted mode of 
evaluating the effectiveness of interventions such as specific drugs or assessments of health 
technology. 

However, within the case study site these kinds of approaches were generally conceded to be 
inappropriate in terms of the types of decisions which were being made about the types of 
interventions which fell under this process within the local area.  This was suggested to be partially 
as a result of the nature of these interventions and the lack of unequivocal clinical evidence in terms 
of their outcomes.  Where evidence was available it was often limited and partial and decisions also 
needed to take into consideration other factors such as the nature of the local geographical and the 
socio-demographic context and the implications of these factors for the strategy of the PCT.  Taking 
these considerations into account also often involved considering these factors from the perspective 
of a range of different stakeholders.  Thus, the types of evidence of effectiveness which might be 
considered important may be defined in a range of different ways beyond just traditional notions of 
clinical and economic effectiveness.  Thus, there was a tension between the rationalist logic and the 
nature of available evidence. Such issues had not been overtly and publically discussed within and 
across all areas of the PCT and therefore different orientations to the exercise emerged. These 
orientations formed two distinct communities of meaning.  

CM-1- Antagonistic view towards policy change: Protect old way- the cost effectiveness of the 
process 

The first Community of Meaning (CM) identified here tended to be fairly negative towards the new 
priority setting process.  This community generally justified this position on the basis that this new 
process to priority setting was not itself cost-effective and there was a belief that the same results 
could have been achieved by having three or four individuals making priority setting decisions. 
Assembling the individual bids and convening the panels was described as involving a massive 
investment of time from a range of senior stakeholders within the PCT which was perceived as an 
expensive exercise, which produced little added value in terms of the ultimate decision made.  
Emphasis here tended to relate to having the “right” individuals with the appropriate knowledge and 
experience to make decisions about the investments of PCTs. The “old way of doing things” 
meanwhile was viewed as engaging the appropriate number of experienced and senior individuals 
and without the need to involve this longer and more structured process. For CM-1 there was a 
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strong focus on the political nature of the process and for this group there was a sense that the new 
process brought no more transparency or fairness than the ‘old way’ of doing things. A number of 
individuals likened it to the Eurovision song contest, essentially saying that the winner is not simply 
the best song, but that scoring is done according to performance of the song and politics and nature 
of relationship between countries. In this context if the bid was well presented and/or fit politically it 
would score better.  

Individuals within this CM tended to be more critical during training and panel sessions, their 
engagement in the process was often limited and in some instances the manifestation of this 
negativity proved a disruption to the process.   

CM- 2- In favour of policy change: Time for a change 

In contrast to that outlined above, the second CM expressed the view that the change to process 
was an important development in the priority setting process and should be embraced.  Previous 
ways of working were frequently described as “ad hoc” and “inadequate” in the sense that they 
were not perceived as sufficiently open and transparent in reaching priority setting decisions.  These 
beliefs were often expressed by making reference to a range of aspects relating to the Accountability 
for Reasonableness (AFR) framework (Daniels and Sabin, 1998) and words such as “democratic”, 
“fair”, “transparent” and “inclusive” were used to describe the new process. Even though a number 
of members of this CM acknowledged that the new process might, in some case, ultimately reach 
similar conclusion to the old process it was advocated on the basis that it would have done so 
through a clear, structured and therefore transparent process.  Furthermore, this community used 
central government’s commissioning policy (DH 2007a; 2007b) to help legitimise their position 
within the local setting.  Problems with the process were acknowledged but tended to be seen as 
‘teething problems’ or learning for the future - rather than substantive flaws in the new priority 
process.   

What are the differences in communities of meanings and how does this add to our understanding 
of the priority setting process?  

A difference in understanding of the process and the effects of process design, such as the format of 
the panel and the tool used to score bids is evident across the communities of meaning.  For some 
there was a discomfort or dissonance between the value being held and the act being undertaken. 
The communities demonstrate the way individuals and groups make sense of complexity and give a 
greater understanding about ‘ways of seeing and doing’ this can in some instances be at odds with 
or limit the policy intentions and expected outcomes.  

CM-1 tended to consist of individuals who felt that they should be making the decision (often 
clinicians), individuals who wanted to devolve decision making responsibility and bid authors that 
had done less well during panel sessions and had subsequently not had their proposals funded 
(although they had not been aware of this decision during the panel or at the time of the interview).  

CM-2 consisted of individuals who were broadly in favour of the policy change. These individuals 
included: the commissioners who had been heavily involved in the previous policy process (which 
had received heavy criticism by a number of individuals within the PCT), these individuals are also 
responsible for the commissioning agenda and implementation of the WCC agenda that places 
strong emphasis on the rational module of decision making and panel members who were successful 
(although the outcome was not known until after all panels and interviews had taken place), 
members of the executive team. 

The dragons den 
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The new priority setting process was frequently referred to as the ‘Dragon’s den’ both during the 
panel sessions and in interviews.  It was suggested that the bid authors were required to ‘pitch’ their 
ideas to the dragons (panel members). This metaphor is based on a TV series with the same name, 
where contestants present proposals of business opportunities to, dragons who probe this idea to 
decide if they will make an investment in the proposals (and the individuals presenting these).  In the 
television show this process often reveals either a lack of preparation around the pitch and the types 
of issues considered important by the panel but have failed to be considered by the bidders and 
consequently the opportunity for investment is rejected (see http://www.bbc.co.uk/dragonsden/ for 
more details). CM-1 and 2 provide different interpretations of the central metaphor of the dragons 
den. 

For CM-1 this metaphor symbolised a negative position – This group expressed discomfort with the 
level and detail of questions asked during the panel, especially in front of a large assembly of senior 
members of the PCT.  Members of this community perceived that this process had the potential to 
demoralise staff, as individuals did not know what to expect from the process and were going into a 
situation where many senior managers were present.    

άΧΦ L ƘŀŘ ǘƻ ǎǇŜŀƪ ǘƻ ǎƻƳŜ ōƛŘ ŀǳǘƘƻǊǎ ŀŦǘŜǊ ǘƘŜƛǊ ǎŜǎǎƛƻƴǎ Ƨǳǎǘ ǘƻ ǊŜŀǎǎǳǊŜ ǘƘŜƳ ς it had the 
ǇƻǘŜƴǘƛŀƭ ǘƻ ŘŜƳƻǊŀƭƛǎŜ ǎǘŀŦŦΧǘƘŜ ǎƛȊŜ ƻŦ ǘƘŜ ǇŀƴŜƭ ŀƴŘ ǉǳŜǎǘƛƻƴǎ ŀǎƪŜŘ ƳŀŘŜ ǎƻƳŜ ǾŜǊȅ 
nervous putting people under pressure is not good, not good. έ    

Another metaphor used to depict the panel process and the experience for bidders was the novel 
“the trial” by Kafka, in this novel Joseph K wakes up one morning and is arrested and prosecuted for 
a crime which is never revealed. The suggestion here is that bidders were doing what was asked of 
them but at the same time they were being punished in some way.  

A cluster within this community suggested that there was no need for bid authors to present to the 
panel, and that a ‘fairer’ process would be to score submitted bids without discussion with bid 
authors. This is similar to the previous process were bids were submitted to the decision makers 
without any discussion or questioning of those involved in developing the bids.     

Where individual bidders expressed emotional responses within this priority setting environment (in 
both physical and spoken senses), members of this community deemed this an inappropriate 
process for professionals to be subjected to.  This emotional aspect was very evident both during 
observations and interviews. Much of the emotive language tended to come from practitioners who 
were heavily involved in the delivery of the service which funds were being sought.  

άΧƴƻ ƻƴŜ ƘŀŘ ŜȄǇƭŀƛƴŜŘ ǘƘŜ ǇǊƻŎŜǎǎ L ŘƛŘ ƴƻǘ ƪƴƻǿ Ƙƻǿ ǿƘŀǘ ǘƻ ŜȄǇŜŎǘ ŀǎ ŀ ŎƻƴǎŜǉǳence I 
ǿŜƴǘ ƛƴ ŎƻƭŘ ŀƴŘ ǿŀǎ ǳƴǇǊŜǇŀǊŜŘΧΦ ¢ƘŜ ǇǊƻŎŜǎǎ ƭŜŦǘ ƳŜ ŦŜŜƭƛƴƎ ōŀǘǘŜǊŜŘ.έ  

ά.ƛŘŘƛƴƎ ǿŀǎ ƭƛƪŜ ōŜƛƴƎ άǘƘǊƻǿƴ ǘƻ ǘƘŜ ƭƛƻƴǎέ ƻǊ ōŜƛƴƎ άƭƛƴŜŘ ǳǇ ƛƴ ŦǊƻƴǘ ƻŦ ǘƘŜ ŦƛǊƛƴƎ 

squad.έ           

For CM-2 the dragons den metaphor had positive connotation that symbolised fairness and 
transparency, with questioning and probing talked about as an important aspect - especially when 
bidding for scarce NHS resources. This community deemed emotional responses as highly natural 
and to be expected in such an emotive process as priority setting.  

ά¢ƘŜ ǉǳŜǎǘƛƻƴƛƴƎ ǿŀǎ ŘƛǊŜŎǘ ŀƴŘ ǇǊƻōƛƴƎ ς but fair this is tax payers money and we should be 
asking these sorts of questions.έ 

http://www.bbc.co.uk/dragonsden/


Work in progress not for citation 
 

12 
 
 
 

άQuestioning was fair, but some felt intimidated (referring to bid authors), but we are dishing 
out public money so it needs to be challenging, they should be able to say who they want to 
treat and why έ 

CM-2 acknowledged that a number of poor quality bids were submitted to the panel. The beliefs of 

this community were that poor quality bids were linked to lack of preparation and understanding of 

the process on the part of the bid author. This was seen has mere ‘teething problems’ and lessons 

for the future that could be overcome by a better supporting infrastructure in terms of training and 

expectations.  There was also reference to the organisational memory and how the experience of 

going through the process would help the learning for the future.  

άǘƘŜǊŜ ǿŜǊŜ ǎƻƳŜ ΨǘŜŜǘƘƛƴƎ ǇǊƻōƭŜƳǎΩ ǘƘŜ ǇƻƻǊŜǊ ǉǳŀƭƛty bids demonstrated a lack of 
preparation and understandingΧ I think more training will help here and of course people 
ǿƛƭƭ ǊŜƳŜƳōŜǊ ǿƘŀǘ ƘŀǇǇŜƴŜŘ ǘƘƛǎ ȅŜŀǊ ŀƴŘ ǘƘŀǘ ǿƛƭƭ ƘŜƭǇ ŦƻǊ ǘƘŜ ŦǳǘǳǊŜΧέ  

wŜǎǇƻƴǎŜ ǘƻ ǘƘŜ ΨǊŀǘƛƻƴŀƭ ǇǊƻŎŜǎǎΩ ƻŦ ǇǊƛƻǊƛǘȅ ǎŜǘǘƛƴƎ 

The MT follows a technocratic evidence-based approach to priority setting, which is very much in 
line with the rational model of policy making (ref). Documentary evidence from the case study site 
suggests that the MT offers a framework to help structure the process (making for fairness and 
transparency). For bid authors the intention was to provide a consistent criterion by which bids 
could be developed.  For panel members the intention was to provide a framework to aid the 
prioritisation process, allowing greater consistency and fairness when scoring (prioritising) bids. The 
fact that it was possible to see how bids had been scored (both in terms of the final score awarded 
and comments and recommendations documented during the panel session) allowed decision 
makers to demonstrate how decisions have been reached and as such is seen to further strengthen 
the transparency of the process. However observations and interview data identify tensions 
between what ought to be done according to the rationalist imperative and what could be in done in 
practice.    

Both communities identified problems with importing tools from one context to another. The MT 
had previously been developed with a very clinical focus and used in a particular clinical area and 
although the tool had been modified to accommodate the new setting, the focus was still very much 
on a particular module of evidence based practice that placed a strong emphasis on scientific data 
such as randomised controlled trials and cost-effectiveness data. The priority setting process at the 
case study site included a variety of interventions which tended to be around service improvement 
initiatives rather than for drug technologies, and consequently trial and cost-effectiveness data was 
absent for the majority of bids.  

Both communities demonstrated dissonance with the rational process of priority setting, linked to 
the limitations of the data used to inform the process. However, the communities responded 
differently to this dissonance. When enacting the scoring of bids CM-1 referred to ‘gut instinct’ – if 
they lacked understanding or there was limited evidence relating to scoring categories they used 
their ‘gut instinct’ or own experience to help them form a decision.  For this community individual 
knowledge and experience made a major contribution, so much so that ‘gut instinct’ superseded the 
tool typically described as flawed and not ‘fit for purpose’.  

ά¢ƻƻƭ ŘƻŜǎ ƴƻǘ ŀƭƭƻǿ ŦƻǊ ŎƻƳǇƭŜȄƛǘȅ ƻŦ ǎȅǎǘŜƳǎ ŀƴŘ ŜƴǾƛǊƻƴƳŜƴǘΣ ƘƻǿŜǾŜǊΣ ǇŀƴŜƭ ǇŀǊǘƛŎƛǇŀƴǘǎ 
do have knowledge and expertise and I think this shapes the ŘŜŎƛǎƛƻƴΦέ  
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ά¢ƻƻƭ ƴƻǘ Ŧƛǘ ŦƻǊ ǇǳǊǇƻǎŜ complex criteria that is ƴƻǘ ǘǊŀƴǎŦŜǊŀōƭŜ ǘƻ ǘƘƛǎ ǎŜǘǘƛƴƎΧ (Interviewer 
how did you score bids?) L Ƨǳǎǘ ǿŜƴǘ ǿƛǘƘ Ƴȅ ƻǿƴ Ǝǳǘ ƛƴǎǘƛƴŎǘ ǳǎŜŘ Ƴȅ ƻǿƴ ŜȄǇŜǊƛŜƴŎŜΦέ  

In contrast, CM-2 placed the emphasis on consistency of scoring. They generally interpreted the 
remit of their role on the panel to apply a systematic and consistent approach to the way they 
scored bids. This community felt that even if they did not understand a category and scored 
incorrectly (for example what constitutes robust evidence on cost-effectiveness) they were 
consistently scoring incorrectly across tenders and as such this would bring an element of fairness 
into the process. In other words, these individuals viewed it as perfectly acceptable to score 
“incorrectly” as long they did so consistently across all bids.  What this community seemed to value 
in terms of effectiveness is a consistent process as opposed to actually having rigorously investigated 
each of the various categories.  Unlike CM-1, this community placed importance on the evidence 
presented and consequently even if they knew of further robust evidence that could have been used 
to support the bid, they would not take this information into account.  

ά¢ƘŜ ǎŎƻǊƛƴƎ ǿŀǎ ǎƻƳŜǘƛƳŜǎ ŘƛŦŦƛŎǳƭǘ Χv![¸ ŜȄŀƳǇƭŜ ŘƛŦŦƛŎǳƭǘ ǘƻ ŀǇǇƭȅ ŎǊƛǘŜǊƛŀ. (Interviewer 

how did you score bids?). I was consistent in my scoring, consistency was an important 

element of the process.έ 

άL ǘƘƛƴƪ ōȅ ŎƻƴǎƛǎǘŜƴǘ ȅƻǳ ŀǊŜ ōŜƛƴƎ ŦŀƛǊ ǘƻ ŀƭƭ ōƛŘǎ ŀƴŘ ƛǘ ŀƭƭ ƎŜǘǎ ǎƻǊǘŜŘ ƛƴ ΨǘƘŜ ǿŀǎƘΩ ǘƘŀǘ 

ǿŀȅΦΦέ 

A further difference between the communities in relation to the MT is that CM-1 talked about the  

tool ‘getting in the the way of the process’ and that the same outcome could have been achieved 

without it (in effect the old priority setting process).  

ά¢ƘŜ ǇǊƻŎŜǎǎ ǿŀǎ Ŏƻǎǘƭȅ ŀƴŘ ƴƻ ōŜǘǘŜǊ ǘƘŀƴ ŀ ōŀŎƪ ƻŦ ǘƘŜ ŜƴǾŜƭƻǇŜ ŎŀƭŎǳƭŀǘƛƻƴ ǿƘƛŎƘ 

ǇǊƻōŀōƭȅ ǿƻǳƭŘ ƘŀǾŜ ŎƻƳŜ ǳǇ ǿƛǘƘ ŀ ǎƛƳƛƭŀǊ ŀƴǎǿŜǊΦέ 

άLƴ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ ǘƻƻƭ ƛǘ ǿŀǎ ƻŦǘŜƴ ŘƛŦŦƛcult to justify questions or answers.έ 

In contrast, CM-2 talked about how the ‘MT helped to structure the process’, they believed it made 

the new process more defensible, but acknowledged a need to  adapt the criteria of the MT, making 

it more ‘fit for purpose’. 

 Discussion and conclusion  

Differences in the interpretations of communities can be seen to create different conceptions and 
valuations of effectiveness across the process. Whilst CM-2 tended to be broadly in favour of the 
policy direction CM-1 were often more antagonistic. The change in priority setting processes was 
intended by its designers to be more rational in its approach to priority setting placing strong 
emphasis on notions of openness and transparency. However, these notions are more akin to a form 
of cultural performance as opposed to a technological or cost effectiveness performance.  As CM-2 
noted, the decisions reached often proved to be the same as those which would have been taken 
under the previous system.  However, by the very fact that these had been reached through a public 
process with all its emotional vestiges gave these decisions extra value. Thus, the value in this new 
process came not in the types of decisions made, but in the performance of the decision making.  
This process is quite literally a dramaturgy; it is a ritual which has potent cultural and symbolic 
power.  Value is not in terms of efficiency of effectiveness but in shaping notions of cultural efficacy 
(McKenzie, 2001) within the PCT and demonstrating this to staff and publics of all the different 
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geographical areas which this organisation covers.  In the arena of organisational studies the notion 
of cultural performance is not a new observation and these types of patterns have been observed as 
far back as Goffman and beyond.  Indeed, in terms of health care organisations commentators such 
as Freeman & Peck (2007) have observed similar processes at play in their studies of a joint 
commissioning partnership board.  However, to our knowledge this is the first time that PCT decision 
making and priority setting functions have been analysed in such a manner.  

 
The PCT used the MT to help support the normative rational model of priority setting –however, this 
served to provoke dissonance between the stated objectives (rational planning) and its ability to 
deliver in practice. One such dissonance is that of the rational process of priority setting and the 
limitations of the data used to drive the process. In its current form the MT places strong emphasis 
on high quality evidence based type I- III (RCT, and cost effectiveness in terms of cost per QALY), 
which have traditionally been deemed to be the most objective and hence towards the top of the 
evidence hierarchy (Glasby and Beresford 2006). This is very much in line with government policy 
which as in recent years placed great emphasis on evidence based practice (ref) developing bodies 
such as the National Institute of Health and Clinical excellence (NICE). However, such evidence is 
limited outside of drug technologies and of limited use at the local level and the bids put forward at 
the case study site tended to be for new service initiatives which lacked evidence from RCTs or cost-
effectiveness studies.     
 
A recent study on the use of cost-effectiveness analysis by NICE committees, in which cost per QALY 
data is typically stronger, demonstrates that non- rationalist heuristics are being used. Williams et al 
(2007:190) note that one of the barriers to the use of cost-effectiveness studies is its accessibility to 
the decision maker. This was further supported in our study which observed that, even for the few 
bids that had that information from RCT or cost per QALY data – panel members had very limited 
knowledge of what that meant in practice. Thus the objectivity and technocratic approach of the 
rational model broke down.  
 
CM-1’s response to the lack of evidence based evidence was to go with their ‘gut instinct’ and use 
their knowledge of the service improvement area. For CM2 the response was to attempt to 
maximise consistency.    
 
The differences in the response relates to how the problem of lack of data is constructed or ‘framed’ 
for CM-1 there was a strong belief in clinical power and autonomy and they felt that the change of 
policy was symbolic, that the new process was flawed and the MT not ‘fit for purpose’. For them a 
more valid approach to priority setting would involve delegation to a small number of ‘experts’, a 
process not much dissimilar to the previous policy.   
 
For CM-2 there was acknowledgement that the shift towards this rational model was welcomed – 
there was a strong belief that change was for the better and that the link between policy and 
practice could be overcome. 
 

Findings from this study highlight the tensions between the rational approach to decision making 

and the performance of decision making. The attempt to import approaches from one context to 

another served to provoke dissonance between the stated intent of the process and its ability to 

deliver in practice.  The use of narrative analysis allowed us to expose and explore the meanings, 

values and beliefs which individuals enact in the priority setting environment.  This mode of analysis 

enabled us to explore the types of meaning which a variety of stakeholders attribute to various 
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aspects of the priority setting process and therefore the sense which they make of approaches to 

rationing decisions.  What this exemplifies are a number of different groups who value weight types 

of evidence and therefore give precedence to different aspects of the priority setting process.  

Rather than considering priority setting tools and processes as clear and bounded, this approach 

provided an in-depth exploration into how these processes were enacted in practice within a specific 

locale.   
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