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Managed Clinical Networks (MCNs) are ‘linked groups of health professionals and organisations from primary, secondary and tertiary care working in a co-ordinated manner unconstrained by existing professional and organisational boundaries to ensure equitable provision of high quality clinically effective services’.  They are seen as one way of ensuring that organisations can work together to improve access to the service, the quality of the service and seamless care across the primary, secondary and tertiary interfaces despite the need to sustain appropriate levels of clinical skills and expertise particularly with increasing sub-specialisations amongst medical staff.  ‘The concept of managed clinical networks hopes to address the dilemma of centralisation of skills but decentralisation of care by concentrating specialist activity while dispersing expertise through the medical community’.  In practice the term is seen as permitting a variety of arrangements operating at different possible scales for example, within a Primary Care Trust, across Primary Community and Acute Care within a health district across a number of health districts or a larger geographical area.  The exact the nature of a network depends on its rationale and purpose (NHS Executive. 2000).

Paediatric Liver Services have developed in three national services London, Birmingham and Leeds over more than 20 years.  They owe their existence largely to technical developments in medicine including liver transplantation and immunosuppression, paediatric hepatobiliary surgery, paediatric intensive care and endoscopy.  They have been funded by the National Specialist Commissioning Advisory Group (NSCAG), which seeks to promote specialist care for patients with rare diseases whilst reducing the exposure to risk for providers.  While NSCAG is committed to the concept of patient centeredness it is in the nature of services for conditions such as paediatric liver disease that they are very centralised.

A key feature of the Government’s current programme of modernisation of the NHS is a fundamental change of the structure of services towards patient centred care.  This latter concept implies services and professionals being accountable directly to patients and families (widely known as ‘service users’) for all aspects of the care they receive.  Service Users should be involved in service design and development, decisions involving ethics, including with respect to research and should be represented on all healthcare committees and those of professional organisations.

In this context, Dr John Reid, The Minister for Health, recently launched the massive and visionary 10-year programme of the National Service Framework for Children (NSFC). (HMSO 2004). Key features are changing the culture of children’s services towards child and family centeredness, the concept of the child’s journey involving families in care and decisions, better information, communication, evidence based services and quality assurance.  There is also emphasis on the concept of many small changes implying responsibility and empowerment for gradual change at individual or small clinical group level.  The NSFC acknowledges the changes emphasised in “Shifting the Balance” an earlier Government paper calling for decentralisation of priorities and decision making but also excluding the possibility of central resources for NFCS development.  Thus, we need to develop new relationships and communication across institutional boundaries and change the focus of our provision of care while top down control and central resources are being withdrawn.  If we think of the situation described as a problem to be solved it may appear that we lack the resources or skills to solve it.  However, it seemed to us that the formal, informal, semi-permanent and emergent relationships of the three national paediatric liver centres with each other and with other multi-disciplinary groups and individuals as stakeholders seemed to correspond well to Watkins and Cooperrider’s ABC Model for Organisational Inquiry. (Fig 1)  Given the complexity of the current situation, the rarity of liver disease, potential conflict with the services and absence of new resources rather than attempting to create a new organisational structure that might conflict with preferences, practices and institutional politics, we wanted to establish a continuous dialogue to create alignment in core values and mission amongst participants to accommodate changes, ambiguity and imperfection in the organisational structure whilst refocusing the current relationships and practice towards better communication and patient centeredness.  

Figure 1.
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Appreciative Inquiry (Ai) is a social constructionist alternative to problem solving.  It contends that asking questions about the future can create that future – first by the use of language to envison it together then by collective actions.  The Ai process solicits narrative about times when the organisation and its people were successful and felt most satisfied about achieving their goals.  It is grounded in successful experience, conversations and examples and, therefore, includes valued personal achievements and beliefs tending to remove much of the anxiety that is a major obstruction to change.  Reflection on successes leads them to become new benchmarks.  Since Ai is based on story telling, a human interaction familiar to all societies and cultures, no special skills or technical language are necessary to take part.  It builds inclusion and positive personal relationships, encourages democracy and self-organisation and promotes the positive core of competencies, values, inspiration and wisdom that is any organisation’s most potent renewable source of energy for change.  (Mantel M & Ludema J, 2000)  The process we used requires as many as possible diverse individuals and used the 4 D Ai Model.  It begins by appreciating or valuing the best of what already exists (Discovery) then envisioning what might be (Dream) the discussing what should be (Design) and then working together to make their vision become reality (Delivery).  The process usually consists of many apparently minor but collective changes in beliefs and behaviour created from changes in  language and relationships.

Starting at the British Society of Paediatric Gastroenterology Hepatology & Nutrition (BSPGHAN) Meeting in Crieff in January 2004 we organised three meetings using the Ai method with a fourth to come.  We started with an introduction to the methodology and language, introduced the idea of a Managed Clinical Network followed by dialogue in pairs about episodes representing successful provision of care.  On each occasion we progressed to consider what a successful network would be like in the year 2007.  At the Birmingham meeting we progressed to the design of specific care services and pathways and we considered what two developments could improve the service in the future.  Participants strongly felt that, information technology with video conferencing between different centres and development of customer services with emphasis on first impressions throughout all parts of the network were priorities.  This information was fed back to the BSPGHAN as a report.  Joint care protocols are being developed.

In London we introduced young people who are patients of the service for the first time.  They helped to focus the design of future services on their particular needs with great success.  We also focused on the needs of London and set up a professional’s Clinical Network for Education and Communication.  Consultants who met to consider intestinal failure established a consortium to provide care for children with such needs in London.   

The nature of the progress reported to the BSPGHAN has caught the imagination of a number of professionals, but particularly one consultant in Sunderland has offered to host the fourth meeting making one approximately every three and a half months throughout the country.  Further meetings in the South West, Wales and the North West are planned in due course.

An important feature throughout the meetings has been one of opportunism.  We have organised meetings in places and at times where participants could be available, included topics which were in the collective imagination or had been fed back from previous meetings and found funding for the meetings from a variety of sources including the pharmaceutical industry and a donation from the BSPGHAN.  The meetings are, therefore, very much in and of the moment in which they were held.  

The Managed Clinical Network can boast some real achievements.  The meetings have created a new form of dialogue in paediatric liver services with new relationships particularly between professionals and parents.  Feedback has shown developments in understanding of others’ perspectives amongst professionals, patients and parents.  A collective vision of the future in general terms and relatively specific terms about the process of care and the patient journey has been developed which is recognisable to all professionals.  The role of IT and the developments of customer care have been examined and prioritised. Apart from the dissemination of collective ideas, consensus and the emphasis on communication including by information technology it has shown that families can contribute in an important way to the development of their own services and that young people, as young as 15 years of age, can also contribute very strongly and effectively to service development. The costs of the MCN so far have been less than £2,500.

Managed Clinical Networks are an innovative approach to the current developmental direction of healthcare.  Their individual form is determined by their context but they offer the possibility of decentralisation of patient care in necessarily very centralised services but with maintenance of skills and communication.  .  Using Ai they can assist directly in the development of services with focus on the six aspects of quality, efficiency, effectiveness, , safety, timeliness, equity and patient centeredness even to the point of ensuring influence of children over their own services. They are also an excellent means to provide feedback to professionals enabling the constant small changes towards improvement described in the NFCS.  
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