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ABSTRACT
Objective: To examine how those managing and
providing community-based musculoskeletal (MSK)
services have experienced recent policy allowing
patients to choose any provider that meets certain
quality standards from the National Health Service
(NHS), private or voluntary sector.
Design: Intrinsic case study combining qualitative
analysis of interviews and field notes.
Setting: An NHS Community Trust (the main
providers of community health services in the NHS) in
England, 2013–2014.
Participants: NHS Community Trust employees
involved in delivering MSK services, including clinical
staff and managerial staff in senior and mid-range
positions.
Findings: Managers (n=4) and clinicians (n=4)
working within MSK services understood and
experienced the Any Qualified Provider (AQP) policy as
involving: (1) a perceived trade-off between quality and
cost in its implementation; (2) deskilling of MSK
clinicians and erosion of professional values; and (3) a
shift away from interprofessional collaboration and
dialogue. These ways of making sense of AQP policy
were associated with dissatisfaction with market-based
health reforms.
Conclusions: AQP policy is poorly understood.
Clinicians and managers perceive AQP as synonymous
with competition and privatisation. From the
perspective of clinicians providing MSK services, AQP,
and related health policy reforms, tend, paradoxically,
to drive down quality standards, supporting
reconfiguration of services in which the complex,
holistic nature of specialised MSK care may become
marginalised by policy concerns about efficiency and
cost. Our analysis indicates that the potential of AQP
policy to increase quality of care is, at best, equivocal,
and that any consideration of how AQP impacts on
practice can only be understood by reference to a
wider range of health policy reforms.

INTRODUCTION
Across Europe, there has been a trend
towards increasing the choice of healthcare
provider available to individual patients as
one means of empowering patients and

achieving a more patient-centred health
service. It is assumed that the operation of
patient ‘choice’ underpinned by the princi-
ples of a competitive market will drive up the
quality of care. One way of expanding
patient choice has been to facilitate new
entrants to healthcare provision; there have
also been changes to the ownership, govern-
ance and accountability arrangements of
existing publicly owned providers.1 In
England, recent policy on ‘Any Qualified
Provider’ (AQP) was intended to diversify
healthcare provision by allowing patients to
choose any provider—National Health
Service (NHS, publicly funded), private or
voluntary sector—that meets agreed quality
standards and prices if their general practi-
tioner agrees a referral is necessary.2 Key fea-
tures of AQP arrangements are outlined in
box 1 (interested readers can read more
detail in ref. 2). Commissioners set the price
for the service and competition arises from
patients choosing from a range of qualified
providers. It is assumed that the quality of
service will drive the market, rather than con-
cerns about cost. This contrasts with alterna-
tive contracting arrangements (eg,
competitive tendering) in which a contract
to provide services is awarded to the

Strengths and limitations of this study

▪ Extends previous literature on Any Qualified
Provider policy which has been limited to
surveys and commentary.

▪ Adopts a detailed case-study approach exploring
how policy unfolds ‘on the ground’, which
shows this is contingent on how actors under-
stand and interpret policy, with unanticipated
consequences.

▪ Linguistic analysis of clinicians’ and managers’
narrative accounts generates insights that con-
ventional qualitative methodology cannot reach.

▪ Prioritises depth of analysis over breadth,
increasing richness of understanding, but limit-
ing generalisability of findings.
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successful bidder, and competition on price is an expli-
cit feature of the bidding process.
This paper examines the impact of AQP policy on pro-

viders in the NHS in England. It addresses a gap in the
literature concerning the effect of encouraging new
entrants into the NHS.3 AQP was a cornerstone of a pro-
gramme of reforms set out by the previous Coalition
Government in 2010 which sought to increase choice
for the provision of NHS services.4 5 Commentators sug-
gested that commissioners were receptive to AQP in
principle, but there were concerns over how it would be
implemented, the capacity of smaller providers to
respond, and potential fragmentation of services.6–8 To
our knowledge, limited research has examined the
impact of AQP. We report findings from a single case
study of an inner city NHS Community Trust, examining
how clinicians and managers have understood, experi-
enced and responded to AQP. These findings are rele-
vant to all health systems that seek to increase quality
and efficiency of care by introducing competition, with
special relevance to those engaged in healthcare policy
reform in the NHS in England.4 9

The introduction of market mechanisms in healthcare
is not new.10 In the NHS, a small proportion of services
has always been provided by independent organisations.3

However, NHS spending on private providers has
increased dramatically as the introduction of competi-
tion has become more systematic; it was less than 1% in
the late 1990s.11 The NHS spent £5.6 billion on
non-NHS providers in 2006/2007, which rose to £8.7
billion in 2011/2012.12 It is difficult to provide a precise
figure for current NHS spend on the private sector, but
reports from the King’s Fund and Nuffield Trust (both
quoting Department of Health accounts) suggests that
almost 9% of NHS budget is directed to non-NHS provi-
ders, and that close to one-third of NHS spending on
community health services is now with non-NHS

providers.13 14 Specific examples of NHS spending on
private provision include: a nationally led procurement
process which resulted in the appointment of
Independent Sector Treatment Centres providing high-
volume, low-risk elective surgery to NHS patients
(2000);15 a concordat between government and private
providers allowed local negotiations with private provi-
ders for a range of services (typically elective surgery
and primary care) (2001);16 and since 2006, patients
have been able to choose the time, date and place of
their first outpatient appointment to secondary care via
NHS Choose and Book.17 Current policy declares an
ongoing commitment to increasing the proportion of
NHS budget spent on alternative providers. One key
assumption that continues to drive this change is that
managers and owners external to the public sector are
more willing and able to innovate, confront and manage
difficult issues, increasing efficiency, quality and product-
ivity.9 18–20 Such assumptions, and the evidence to
support them, have been widely contested.3 15 21–26

METHODS
This study emerged from the experience of the lead
author ( JW) working as a specialist physiotherapist
within an NHS Community Trust in England, while
taking a postgraduate degree in global health (2012–
2014). This provided a unique opportunity for a
researcher-practitioner to study how AQP is understood
and experienced and shaped by those working within
musculoskeletal (MSK) services (one of eight service
areas initially open to AQP—see box 2). An autoethno-
graphic approach was used. In autoethnography,
the researcher ‘is deeply self-identified as a member’
(ref. 27, p.374) of the social world which is under inves-
tigation. This was combined with in-depth interviews
with managers and clinicians working within the Trust.

Approach
Our study is theoretically grounded in interpretive
policy analysis.27–29 This approach recognises that the
policy process is emergent and takes place in a social
environment of shared language and practice, in which
actors interpret and construct AQP policy through inter-
pretation and dialogue—a process that surfaces differ-
ences in values and interests and is open to multiple
interpretations.27 29 30 This interpretive approach
contrasts with more traditional rational-instrumental
approaches to policy analyses, which tend to assume that
the implementation of policy is a linear process, the
success of which can be examined objectively from a
value-free stance, external to the environment in which
a policy is enacted ‘on the ground’.27–29 31 Our meth-
odological approach was linguistic ethnography, which is
used ‘to study language use in a range of social settings’
(ref. 32, p.515). This combines linguistics and ethnog-
raphy, bringing together different sources of data to
understand how social and communicative processes

Box 1 Key features of Any Qualified Provider (AQP)
arrangements

▸ Providers (who can be National Health Service (NHS), private,
third sector or social enterprise providers), qualify for AQP by
meeting stipulated ‘quality’ criteria, and register as a provider
within the scheme

▸ Commissioners (Clinical Commissioning Groups—CCGs—
which are clinically led NHS organisations of which all General
Practitioners are members) set local care pathways and referral
protocols for the range of services open to AQP

▸ Commissioners set the price for the service
▸ Providers enter into ‘zero-based’ contracts with the

Commissioners, offering to provide the contracted service but
with no guaranteed income. Income depends entirely on how
much activity they attract

▸ Referring clinicians having decided a referral is necessary offer
patients a choice of qualified providers

▸ Competition among providers is based on the quality of the
service (and not its cost)
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operate in different settings.32 We were interested in
how the managers and clinicians in our sample framed
and represented AQP, and what values and experiences
they drew on in their representations. Attention to social
context alongside analysis of language provided a robust
means for understanding the role that interpretation
and dialogue played in shaping experiences of AQP.

Study design and data collection
We undertook an intrinsic case study33 of one NHS
Community Trust’s experience of AQP (box 3). We
deliberately focused on a small sample, as our concern
was less about making generalisable claims and more
about enabling a sound understanding of phenomena
by detailed exploration of practices. Given that the study
emerged out of JW’s experience of working with the
Trust (anonymised as ‘City Centre’), we began by negoti-
ating access to the Trust as a research site. We gave assur-
ances about confidentiality, agreeing that we would not
reveal the identity of the organisation and assuring ano-
nymity for individuals (participant descriptions are,
therefore, necessarily sketchy).
To give our case study of AQP policy a concrete focus,

we honed in on MSK services partly because this was the
area in which JW was working as a specialist physiother-
apist (so providing insights into the everyday work of the
service) and partly because this was one of eight services
that commissioners were initially allowed to submit for
AQP at its outset (box 2). The nature of MSK service

provision was not the main focus of our work; our
primary focus was on how providers experience and talk
about AQP. However, focusing on a concrete area of
service delivery provided a tangible ‘peg’ for our inter-
view participants, and this was more meaningful than
asking about AQP in the abstract.
Data collection began with autoethnographic field

notes recorded by JW, reflecting on her work within
MSK services at City Centre, and providing a sense of
the ‘lived’ reality of the workplace.34 JW then undertook
narrative interviews with a purposive maximum variation
sample of eight City Centre employees involved in man-
aging (n=4) and providing (n=4) MSK services, ensuring
a spread of clinical and managerial perspectives, senior-
range and mid-range positions (able to reflect on differ-
ent aspects of strategy), and a historical perspective of
recent changes (all had worked within City Centre for
2–10 years). In-depth interviews (informed by a topic
guide, but tailored according to the role and responses
of the interviewee) were conducted to gather accounts
of participants’ experiences of AQP. Participants were
encouraged to extend their narratives through non-
directive follow-on prompts (eg, ‘Can you tell me a bit
more about that?’) our interest being in particular
accounts of experience rather than on gathering
responses to a set of predetermined questions.
Interviewees described their past and current roles
before recounting their experience of AQP in the
context of delivering MSK services (box 4 gives examples
of some questions asked of a senior manager but, as is
usual with narrative interviews, each interview differed in
its emphasis and was very much shaped by the inter-
viewee). A narrative approach proved helpful in

Box 3 Overview of ‘City Centre’ National Health Service
(NHS) Community Trust

City Centre NHS Community Trust is an inner city community
healthcare organisation in the south of England. Established in
2009 following a merger of four organisations, its remit is to
deliver a range of community healthcare services, including mus-
culoskeletal (MSK) services, to a local population of around one
million people.
At the time of the study, local MSK services had already been
subject to competition, with a range of services being commis-
sioned and delivered by different providers, each with different
contracts and patient pathways. City Centre NHS Community Trust
provides MSK services for one part of the local area. Other areas
are served by a private (for-profit) provider and a public-private
partnership.
MSK services are commissioned from City Centre via a rolling
service agreement which is reviewed annually as part of a larger
block contract for community services. There is, therefore, no
specific formal contract in place for MSK services. At the time of
the study local commissioners were encouraging City Centre
managers to streamline services, increase capacity and deliver
cost effectiveness. There were indications that future competitive
tendering for MSK services was anticipated.

Box 2 Development of policy on ‘Any Qualified Provider’
(AQP)

July 2010—Coalition Government sets out a programme of
reforms including extension of a mixed provider market to help
ensure that patients have access to the services that provide best
quality and value. Central to this was the plan to gradually extend
AQP (then known as ‘any willing provider’) beyond elective care,
where it is already largely applied, to most other parts of the
NHS.
October 2011—Commissioners mandated to identify three or
more community or mental health services from an initial list of
eight for local AQP implementation (Adult Hearing, Diagnostic
services closer to home, Venous Leg Ulcers, Podiatry, Primary
Care Psychological Therapies for Adults, Community Continence,
Wheelchair Services, musculoskeletal (MSK) services).
April 2012—Commissioners roll out AQP on selected community
and mental health services with a transitional year to test the
implementation process.
April 2013—Clinical commissioning groups (CCGs) take over
responsibility for managing AQP implementation with decision-
making on a local rather than national level.
March 2014 onwards—The decision to extend choice of provi-
ders, establish services as AQP, and ensure qualification of provi-
ders rests entirely with commissioners. All services are to be
posted by commissioners on a ‘contracts finder’ website. In
accordance with the European Public Contracts Directive, all
public sector contracts above £111, 676 must be published in the
Official Journal of the European Union.
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enabling interviewees to recount and make sense of
their own experience of AQP and interaction with wider
organisational and policy contexts.

Analysis
In recognition of the role of dialogue in constructing
the experience of AQP, we ( JW, DS and SS) combined
narrative analysis35 and theme-oriented discourse ana-
lysis.36 The former structured our analytic approach
(gaining familiarity with the data, finding patterns and
themes, searching for explanations and writing up).35

The latter guided our interpretation of themes and ana-
lysis of the additional ‘work’ that words were doing
beyond their face value, with a particular focus on how
language constructs professional practice.36 This
approach allowed us to focus on the detail of dialogue
and understand how the meaning of AQP is negotiated
by interviewees. The analysis was informed by JW’s
ethnographic understanding of the local institutional
circumstances in which interviews were conducted, and
wider discourses concerning AQP distilled from aca-
demic and grey literature. All authors took part in data
analysis. A distinctive feature of this research is JW’s dual
role as researcher-practitioner ( JW was known to some
of the participants). While offering the advantage of
‘access’ and a local understanding of working practices,
an important part of the research process was attention
to reflexivity and the role of DS and SS as ‘critical
friends’, encouraging JW to pay explicit attention to the
trade-off between objectivity/distance and immersion/
access and offering alternative interpretive perspectives
for discussion. Transcription included all the words
spoken by interviewee and interviewer, with attention
to significant hesitations, exclamations of emotion
(eg, laughter) and long pauses. Our analysis is based on

83 pages of transcribed text (almost 50 000 words)
resulting from just under 4 h of audio recorded inter-
view data. We present quotes from our data to illustrate
findings and, as is usual in linguistic ethnography, we
focus in detail on the language that was used by intervie-
wees to make sense of their experiences.

FINDINGS
The most striking finding that emerged across our data
was the uncertainty expressed by participants regarding
what AQP policy is and how it is operationalised. This
uncertainty was expressed at all levels of the organisa-
tion, including clinical, management and executive staff.
It extended to fundamental issues, for example, whether
or not AQP was in existence before the Health and
Social Care Act,5 how AQP related to competitive ten-
dering, and even whether or not ‘City Centre’ was
involved in an AQP contracting arrangement. Take the
following example from a clinician working in MSK ser-
vices describing what AQP involves:

So my understanding of that is that services within the
NHS can go out to tender and any qualified provider can
kind of bid for that service. So I guess the commissioning
groups can set out what they are interested in having for
that service and then people will bid and say, you know,
they can do it for this much money or that much money
and this is the services that they can provide and, I guess,
get picked according to what the commissioners feel are
their kind of priorities…I’ve an image of them all sat in a
room talking—having a meeting and deciding, well, you
know, Do we want this? Do we want that? You know that’s
my image but I don’t really know.

This clinician does not profess any expertise about
AQP policy, indeed his talk is hesitant (‘my understand-
ing’; ‘I guess’; ‘kind of), and conveys only a vague
understanding of a process that includes tenders, bids
and prioritisation by commissioners according to ‘value
for money’. Commissioners are constructed as the
decision-makers here, and the clinician is absent and
distant from the process (‘I’ve an image of them all sat
in a room talking’) sure only of his uncertainty of how
the process is actually conducted (‘that’s my image but I
don’t really know’).
Managers in our case study expressed a similar sense of

distance from, and uncertainty about, the AQP process.
Take the following example from a senior executive:

The provisions for any qualified provider which were con-
firmed, I think they existed prior to the Act actually, but
were confirmed, they were confirmed in the Act …So it’s
a little bit hazy what is the AQP, what is different about a
provider being procured under AQP compared to the
traditional procurement routes, the traditional tendering
routes?

This interviewee expresses uncertainty about what
AQP policy is (‘I think, ‘it’s a little bit hazy’). One of the
core assumptions underpinning the AQP policy is that it

Box 4 Example questions from the topic guide used in
interviews

▸ Thinking back to July 2010, when the White Paper (Equity and
excellence: liberating the National Health Service (NHS)) came
out, can you tell me a bit about what your job involved around
that time?

▸ In 2012, there were some major changes made to the law
about how the NHS is organised and delivered in England.
Would you tell me about your understanding of these changes
to the health service?

▸ Has this change/the Act had an impact on musculoskeletal
(MSK) services that you are aware of?

▸ [Can you tell me a bit more about that?]
▸ Remaining with the Health and Social Care Act, are you aware

of any specific government policies that have emerged from
the Act and that may affect MSK services?

▸ Could you explain a little bit about who is commissioning
MSK services within the borough?

▸ [How does this (commissioning) actually work in practice?]
▸ To your knowledge, has the AQP policy been implemented in

[name of organisation]?
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would raise overall quality of care by supporting compe-
tition and offering choice of alternative ‘qualified’ (ie,
approved) providers to patients, whose choice would be
informed primarily by the quality of service. The con-
tracting arrangement does not involve any competition
on price; providers are paid a fixed tariff for their ser-
vices by those commissioning care (ie, the Clinical
Commissioning Group). However, this interviewee refer-
ences the presumed similarity to traditional tendering
options (‘what is different about…AQP compared to the
traditional procurement routes’). Throughout our inter-
views, AQP was regularly conflated with other types of
contracting arrangements, particularly competitive ten-
dering, and was presented as being synonymous with
competition and privatisation.
Interviews were ostensibly about AQP. However, all

interviewees seized the opportunity to express dissatisfac-
tion with wider healthcare reforms, and their impact on
working practice. Their talk focused on the increasing
role for the market in healthcare, the rise of privatisa-
tion, competition and ‘choice’, and the consequences
for their professional practices. The language they used
indexed a range of Taylorist commitments such as effi-
ciency, productivity and standardisation of care.37

Several participants used the opportunity of discussing
AQP policy to convey an acute sense that their ideo-
logical commitment to a publicly funded health service
was under increasing threat.
It is against this backdrop of uncertainty about AQP

policy and dissatisfaction with healthcare reforms over a
number of years that our subsequent findings need to be
interpreted. Our intention at the outset of the research
was to examine understanding of AQP, and recent
changes in working practices. However, given partici-
pants’ own emphasis on a wider range of reforms, our
findings reference changes that go back much further.
We present three related themes which capture how AQP
was understood, experienced and responded to by those
working within MSK services: (1) a perceived trade-off
between quality and cost in the implementation of AQP,
(2) deskilling and erosion of professional identity; and
(3) a shift away from interprofessional collaboration. We
illustrate our analysis with data extracts in which intervie-
wees gave accounts of their own working experience.

Perceived trade-off between quality and cost in the
implementation of AQP
At the centre of AQP lies an assumption that the cost of
a service is fixed by commissioners on a zero contract
with providers encouraged to focus on increasing quality.
Information about quality is then publicised to patients
to inform their act of ‘choosing’ and allow them to
maximise their utility.18 Failure to attract patients this
way will result in a forced exit of providers from the
AQP marketplace leaving only higher quality providers.
The Government and Department of Health have been
emphatic that under AQP it is quality not cost that will
drive this competition.2 4 38

All interviewees identified cost as a predominant
feature of the market for MSK services, emphasising the
ways in which clinicians and managers needed to
reshape services so that they could be offered at lower
cost. Paradoxically, interviewees talked about the ten-
dency for this to lead to a driving down of care stan-
dards. Take the following example of one senior
executive who challenged any suggestion that cost was
not a central concern in AQP:

It’s always a factor. It’s always a factor, that’s rubbish.
That’s not a true reading of the policy, every tender that
is ‘let’ has two ends of a score, one around price. It has
to be because at the end of the day it’s public money and
in every tender there is a consideration as to price, you
have to compete on price and it will be against the law
not to compete on price.

This senior executive uses repetition (‘It’s always a
factor. It’s always a factor’) as a way of highlighting how
‘money’ and ‘price’ are central to the tendering process.
He emphasises this further by diverting from a formal to
informal register of talk (‘that’s rubbish’, ‘let’—an infor-
mal contracting term meaning ‘awarded’), and then dir-
ectly challenges policy by saying that to suggest cost is
not a central concern is an inaccurate interpretation of
AQP policy (‘that’s not a true reading’). He stresses it is
imperative to compete on price (‘in every tender, there is
a consideration as to price’, ‘you have to compete on
price’), and how ignoring this ‘will be against the law’.
This view was shared by managers and clinicians within
our study.
The emphasis on ‘being cheap’ in order to attract

commissioners was a concern expressed by all intervie-
wees. Managers described MSK services as an integral
part of ‘City Centre’, a large community trust with its
own internal bureaucratic processes which, they felt,
placed restrictions on how competitive the MSK service
could be. Take the following example from one senior
manager as he reflects on the potential consequences of
AQP for the future of the MSK service:

I think in all likelihood, it’s likely to go to a private pro-
vider who has lower running, managerial costs and better
administrative support.

and then:

We’re hidebound by the terms and conditions of NHS
employees which means that all our services are more
expensive. Our overheads are much higher because we
will always, we have a responsibility to, for pensions, we
have responsibility for holiday pay, contracts, redundancy,
you know all those things add that extra element.

This senior manager is concerned by the threat (pre-
sumed to arise as a result of AQP) from private provi-
ders who, she assumes, can provide the same services at
lower cost. She uses extreme case formulations39 (eg, ‘all
our services’; ‘all those things’; ‘we will always’) to
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defend her assessment of the situation as one in which
she is bound by a set of inescapable constraints (‘pen-
sions’, ‘holiday pay’, ‘contracts’, and so on) that mean it
is not a level playing field. These formulations are used
in everyday talk as a way of justifying a complaint or
mounting a defense. She also uses three part lists40

(‘running [costs], managerial costs and administrative
support’; ‘holiday pay, contracts, redundancy’) to per-
suade the listener of the key message here: that is, that
the NHS is ‘hidebound’ and unable to respond to AQP
because of conventional ways of working. Other intervie-
wees talked similarly about NHS organisations being
‘loaded with legacy costs’ and non-NHS competitors
being ‘more nimble and agile’ by comparison.
Clinical interviewees were sceptical of the idea that

AQP drives quality within MSK services, describing new
constraints on clinical practice resulting from concerns
about—and cuts to—the costs of providing care. The fol-
lowing extract from a senior clinician suggests a down-
ward shift in the standards of clinical care:

I feel that the changes have been very cost driven.
Changes have been put into place, which aren’t necessar-
ily from a clinical or for changes have been put in place
that aren’t necessarily focused on a clinical reason and
more focused on cost reason. Although these two things
are meant to be interlinked in reality it feels that a lot of
the changes are being cost-driven. And instead of being
able to provide a gold standard package of care, we’re
expected to deliver a bronze standard of care. Although
that’s not explicitly told or we’re not informed explicitly
of that, but the restrictions put on our working practice
lead to that practically.

He points to two major changes that he has experi-
enced in his own practice (both reiterated twice). First,
and mirroring findings above, he points to changes
being made on the basis of cost (‘very cost driven’,
‘focused on cost reason’; ‘a lot of the changes are being
cost-driven’) over clinical care (‘aren’t necessarily from a
clinical’; ‘aren’t necessarily focused on a clinical
reason’). Second, and drawing on metaphors of compe-
tition, he speaks of a resulting shift from ‘gold standard’
care to ‘bronze standard’ care.
This perceived shift in standards of care was reflected

in the talk of other clinical interviewees (less so, man-
agers) who expanded on what this meant for MSK ser-
vices and patients. Clinicians acknowledged the need to
‘balance’ caseloads and waiting lists with what care it is
feasible to provide. However, they talked emotively about
how the ‘balance is tipping’ away from ‘good’ care
towards ‘acceptable’ care, with services developing in a
way that does not allow sufficient understanding of the
patient and the ‘subjective burden’ of MSK problems.

Deskilling and erosion of professional values
Interviewees spoke persuasively about the ways in which
their professional values were challenged by recent
reforms. Clinicians, in particular, felt that they were

witnessing a devaluing of MSK care as a specialism, with
likely detrimental impact on patient care. Take the fol-
lowing example from a senior clinician who suggests
that there is a lack of understanding of the ‘very
complex needs’ that patients have and the time and
skills needed to understand and address them:

But this has a big impact especially to our local clientele
who often have very complex needs. Half an hour is
adequate for basic MSK assessment, but quite frequently,
these are not basic MSK assessments that we do here,
and it feels there is no understanding of that from
higher levels. And although you can do an assessment in
half an hour, you miss so much and that impacts on your
effectiveness.

This clinician challenges policy discourse about
driving up quality (‘no understanding…from higher
levels’) and, instead, explains how the recent require-
ment to conduct an MSK assessment in half an hour
constructs the practitioner as providing a ‘basic’ or
‘adequate’ service. This, he argues, is ‘not what we do
here’, and risks developing a service that is, in his view
less effective (‘you miss so much’, ‘impacts on your
effectiveness’).
All the clinicians in our sample described how their

specialist skills were no longer recognised by a range of
actors, including employers and commissioners. This
sense of ‘de-skilling’ was captured in a perceived refram-
ing of MSK work from ‘non-traumatic MSK conditions’
into ‘aches and pains’ that then made it a low priority
for commissioners.
Managers described an uneasy shift in their own roles

from public servants to corporate businesspeople:

It’s a huge difference, it’s a completely different job…you
make it up as you go along…you know it’s the NHS, sud-
denly we’re business modelling and we’re marketing.
We’ve had management consultants in to advise on effi-
ciencies and process mapping.

This senior manager captures how their role is now
characterised by new technocratic challenges (‘business
modelling’, ‘marketing’, ‘process mapping’), and the
arrival of new kinds of professionals from outside
(‘we’ve had management consultants in’). This was a
shift which neither managers nor clinicians felt
equipped to deal with (‘completely different job’, ‘you
make it up as you go along’). Some interviewees were
sufficiently uneasy about these changes that they said
they would consider abandoning their career
completely.
There were differences in the values that clinical and

non-clinical staff attached to their work in delivering
MSK services. Take the following example from JW’s
autoethnographic account:

I’m starting to get the sense that non-clinical managers
do not fully understand the MSK service provided and
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the complexity of the patients we see in specialist
clinics…They do not seem to be aware of the issues that
could come up if new services did not work in an inte-
grated way with other providers e.g. the acute hospitals,
primary care GPs etc. …In today’s interview with one of
the senior clinicians, it felt like there was a fair bit of frus-
tration about not being supported by the more senior
people in the Trust…this mismatch in how the two
groups see the service could explain some of the deci-
sions that have been made to make the service more
efficient.

This extract points to tensions between those respon-
sible for managing and providing MSK services (‘non-
clinical managers do not fully understand’; ‘a fair bit of
frustration’, ‘mismatch in how the two groups see the
service’). The ‘two groups’ are situated as having differ-
ent priorities with non-clinical managers’ concerns
seemingly focused on organisational efficiency (‘make
the service more efficient’, ‘do not fully understand the
complexity’) and ‘tayloring’38 the organisation to the
patient rather than, as with clinicians, finding ways to
understand and address complex MSK problems (‘com-
plexity of the patients’; ‘specialist clinics’; ‘work in an
integrated way’).

A shift away from interprofessional collaboration
Clinicians and managers expressed anxiety about the
changing nature of interprofessional relationships.
Interviewees felt that when patients with non-traumatic
MSK problems were understood as having complex
medical conditions, they were best served when there
was a spirit of collaboration and information-sharing
between healthcare providers. However, interviewees
described how, in a more competitive environment, dif-
ferent parts of the service were being ‘performance-
managed’ against different metrics, and it was becoming
more important to protect the boundaries of one’s prac-
tice and, (importantly) not to work beyond boundaries.
This shift away from highly collaborative towards more
protectionist ways of working is clearly revealed in the
following example from a clinical manager, selected as
illustrative of a range of concerns expressed by partici-
pants across our data set:

There’s a lot of people trying to protect their roles, and
saying ‘that’s strictly not within the boundaries of what I
do’ whereas before there would have been a bit more
flexibility and things like that. I can’t think of the word at
the moment—I think there’s a lot of competition to
maintain certain aspects of decisions within certain
departments and then firmly push back on other depart-
ments. Because I think a lot of departments obviously are
now being scrutinised for performance and things like
that, so no one really wants to go out of their way to help
and to blur the boundaries anymore because they’re
going to be questioned as to why they’re working outside
their scope of work or why they’re taking longer than it
should do. There’s a lot of scrutiny on how well people
are performing their roles as defined by their job role, as

well as I think in the past, a lot of people have had add-
itional stresses and pressures and things like that and I
think people are pulling back from that and so within
the organisation, there’s in some ways much less working
together and more pushing back on each other to say
you know, ‘That’s not my role. I’m not going to do that
anymore’.

This interviewee provides a coherent narrative about
competition in healthcare. However, he says he ‘can’t
think of the word’, suggesting that there isn’t the
vocabulary to adequately capture the competitive envir-
onment in which he works. He invokes metaphors of
space (‘boundaries’, ‘go out of their way’, ‘outside of
scope’), and struggle (‘protect’, ‘push back’ ‘pulling
back’), to paint a picture of an environment in which
people work to rule, not ‘going out of their way to help’,
characterised by less flexibility and an unwillingness for
any blurring of boundaries. The impression conveyed is
that it is precisely this ‘blurring’ of professional boundar-
ies that has, until now, made the management of
patients with complex needs possible. Previously, inter-
professional dialogue that negotiated shifting boundar-
ies made the service work and allowed it to be
responsive. He also uses reported speech (‘that’s strictly
not within the boundaries of what I do’; ‘that’s not my
role. I’m not going to do that anymore’), to invoke the
collective voice of unnamed ‘others’. In doing so, he is
able to distance himself from this competitive behaviour,
while at the same time, passing an evaluative comment
on it (as an undesirable change). The speaker points to
something that has been lost in this transition towards a
more competitive environment: in the words of another
senior clinician, the perception was that there is now
‘[a] reluctance to share, primarily because different
organisations now might become competitors to provide
the same service’.

DISCUSSION
There has been a steady growth in competition for ser-
vices within the English NHS over the past 20 years.41

The Health and Social Care Act 2012 marked a major
milestone in the journey for the English NHS from a
planned system to a competitive market for the supply of
healthcare services, with AQP as a cornerstone. Our
findings suggest that extending competition within the
NHS via AQP is far from straightforward. There is
limited understanding of the policy or its relevance
within community settings, and limited commitment to
qualifying as a provider within the AQP system (at least
for those working in NHS MSK services). Our analysis
indicates that the potential of AQP policy to increase
quality of care is, at best, equivocal as far as clinicians
and managers working in MSK services are concerned.
Although policy documents and guidance emphasise
the role of AQP in supporting competition based on
quality (and not on price),4 20 we found a troubled
vocabulary about quality, and a concern that cost
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dominates decisions by providers about how best to
organise, deliver and bid for MSK services. Furthermore,
managers and clinicians in our study indicated that
market-based reforms over the past 20 years—deepened
via the Health and Social Care Act42—have eroded pro-
fessional values and reduced the willingness of managers
and clinicians to go beyond the organisational, disciplin-
ary and administrative boundaries of ‘usual care’.
Clinicians, in particular, associate this programme of
reforms with commitments to efficiency, standardisation
and deskilling that systematically ignore the complexity
of MSK problems and allow no space for the ‘biograph-
ical disruption’43 entailed by chronic illness, nor the rec-
ognition that specialist care for patients with MSK
conditions necessarily extends beyond the ‘MSK’.
Research on AQP is limited. What little there is has

suggested that AQP—at least at the outset of the
Coalition Government’s reform programme in 2010—
was well received by commissioners and emerging or
new providers.7 To our knowledge, no further research
has since been undertaken to examine the acceptability
and feasibility of AQP to commissioners or providers,
nor its impact on patient care. What information there
is tends to consist of commentary,12 44 45 popular arti-
cles,8 46 47 and data repositories.48 49 This ‘information’
tends to assume that AQP policy is widely understood
and draws on surveys of people, organisations (eg, clin-
ical commissioning groups (CCG), providers) and/or
contracts about existing or planned AQP arrangements.
Such information clearly has a role in contributing to
debate (it highlights limited enthusiasm for AQP nation-
ally, and limited use locally, with no requirements for
commissioners to use AQP for services in 2013/2014 or
2014/2015, and only 77 (of 183) CCGs opening up any
services to AQP13 47). However, it falls short of rigorous
academic research.
Our study is grounded in practice, and is guided by an

interpretive approach enabling us to examine the ways
in which AQP and related policy is understood and
experienced. We deliberately conducted a focused case
study to allow us to examine the working practices of
managers and clinicians within one NHS service. This
clearly places limits on the generalisability of findings.
However, analysing how people talk about AQP, and how
they use this opportunity to reflect on wider reforms
and their own working practices, combined with an
autoethnographic account of working within MSK ser-
vices, has enabled us to get below the surface of ‘policy’
and begin to understand what AQP policy means ‘in
practice’. Our work addresses an important gap in the
literature concerning how AQP policy is—or perhaps is
not—being interpreted and put into practice as origin-
ally envisaged by decision-makers.
The vision behind AQP policy is that commissioners

strengthen the market and enable the diversification of
provision, and providers respond by qualifying as accre-
dited providers and securing zero-sum contracts for

NHS work. Our research indicates that this vision is not
being translated in practice. The prevailing discourse
around AQP policy assumes that commissioners would
welcome the opportunity to plan and purchase services
in this way, and that public, private and voluntary sector
providers would willingly jump through the necessary
hoops to secure contracts. But the willingness and ability
of those providing NHS MSK services to engage with
AQP is questionable. There is a message here for
decision-makers, not only about engaging with and sup-
porting providers to convince them of the need for
change, but about doing so in a way that recognises that
AQP cannot be seen in isolation. AQP is part of a
package of ‘modernising’ reforms that are perceived to
‘taylor’ the organisation to the patient, but potentially
conflicts with other initiatives that encourage new and
extended roles (eg, extended scope physiotherapist).
There has been a steady drip of policies focused on
extending competition among providers, which the MSK
clinicians and managers in our study clearly feel has
undermined their working practices. There is some evi-
dence that there have been increases in quality.3 25 41 50

Hence, while clinicians’ reservations about quality of
care are undoubtedly well placed, there remains at least
the possibility that AQP policy might offer a mobilising
force for thinking about and doing things differently.
At the time of writing, notice has been served on

City Centre’s contract for MSK services, and the Trust
is working in partnership with other providers to
respond to a competitive tendering exercise. AQP
arrangements have, therefore, become less relevant.
However, the time taken to contribute to the process of
‘being competitive’ has likely been considerable. As
Reynolds and Mckee say: ‘substantial legal, financial,
and operational expertise is required to compile success-
ful bids that can be delivered without incurring financial
losses for the provider…Assembling a bid capable of
winning a tender takes weeks of work and a major finan-
cial commitment’(ref. 22, p.1083). We do not, however,
know the extent of the work involved. Further research
is needed

▸ To systematically follow the AQP trail, understand the
kind of contracts that are awarded to whom, for what
and why. This is an important project, but one which
is likely to encounter significant challenges regarding
commercial privacy. At present, there is no easily
accessible central source of information about what is
contracted and under what contracting arrangements

▸ To understand what AQP (and related) policy means
to patients and the public, and those working across
public, private and voluntary organisations, and how
they attempt to engage with and put it into practice
in ways that do—or perhaps don’t—enable a balance
to be struck between high-quality care for those with
chronic illness, and taylorist concerns with efficiency
and productivity.
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