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From innocenceto audit: Transatlantic lessonson the
routinization of hospice

Ira R. Byock, MD

Recentlya britishcolleaguecalledmy attentionto an
articleentitled, “The routinizationof hospice:Charisma
andbureaucratization,”in thejournal,SocialScienceand
Medicine.’ This well-researchedpaperby Nicky James
and David Field representsa valuableconiribution to
hospicesystemsanalysisand an assetto hospicepro-
grammaticanddiscipline-wideplanning.The articlere-
viewsthehistoryofhospicein Britainandsurveysrecent
trends.The authorsapply theorganizationaltheoriesof
seminal Germansociologist-economistMax Weber
(1864-1920)to this history. A predictableprogression
common to successfulsocialmovementsis revealed;
from hospice’soriginsasanidealisticreactionto intoler-
ableprevailingconditionsandtowardroutinizationand
bureaucratization.Lookingahead,Weber’stheoriespro-
vide insightintotheforcescurrentlyactinguponhospice
andthedirectionofcoming change.

The article’s style is scholarly.The detailsof history
provided,the studiescited,andthedensityof analysiswill
beofinterestprimarily to academiciansandhospicetrivia
buffs.Thoseinvolvedin hospicesystemsplanningwill find
their efforts rewardedby a heightenedability to discern
trendsandremainproactiveashospiceencountersforcesof
quality assurance,audit,andhealthcarerefonn.

The article’s perspectiveis decidedlyBritish. How-
ever, the implications arising from theanalysissenda
compellingmessageto hospicein America.

History

The seedsofhospicein Britain weresownin the social
contextof the 1950s,1960sand 1970s.It was atime of
relativepeaceandprosperity.Medicinewaschangingrapid-
ly andacquiringevergreaterpowerandesteem.Diseaseand
its curebecamethenearlyexclusivefocusofmedicalprac-
ticeandmedicalresearch.Infectiousdiseasesappearedto
beon thevergeofbeingeliminatedassignificantcauses

of death.Heartdisease,respiratorydiseaseandcancer
commandedgreaterattention.Indeed,it seemedthateven
cancer,themostdreadedofmodernailments,mightsoon
yield to anaggressiveresearchcampaign.

During this period, dying in a hospital becamethe
norm.Yetstudieshavefoundthatprior to enteringaphase
of active dying, the chronically ill and the debilitated
elderly tendedto spenda largeportion of their waning
monthsathome,alone.Thesymptomaticcareofpatients
with progressiveillness, suchascancer,wasoftenwoe-
fully inadequate.Thereweresomelong-termcarefacili-
ties for thosewho failed athome.Many cancerpatients
and frail elderly lived in lamentableconditionswhich
includedpublic facilities that one quotedstudy called
“humanwarehouses.”The sufferingexperiencedwithin
wasknown,butrarelyspokenof.

Hospicesproutedandtook root in responseto these
conditions.Ofanecdotalinterest,theauthorsnotethatthe
British VoluntaryEuthanasiaMovementalsoenjoyeda
flourishofpublic supportduringthis time.

Application ofWeber’s theories

ThehistoryofBritishhospiceconformswellto Weber’s
notionof importantsocialmovementoriginatingthrough
charismaand inevitably becomingroutinizedthroughbu-
reaucracy.In Weber’sview charismaticmovementscan
giverise to valuablechallengesto prevailingsocialbeliefs
andvalues.Suchmovementsarecommonlythestimulusfor
radical,importantinstitutionalinnovations.

Charisma,in Weber’sview, commonlyarisesfrom a
personalresponseto intolerablesituationsorexperiences.
By their naturecharismaticmovementsare inherently
unstable,initially lacking anorganizedsupportstructure.
Early financial support takes the form of donations,
grants, and endowments,all “uncontrollable, irregular
sourcesof income.” Authors Jamesand Field identify
specific featuresofthehospicemovementthatreflectits
initial charismaticnature.Theseinclude:
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• Theroleof a highly visible leader;

• The spiritualmotivationthat ledmanyto hospice
work;

• The narrownessof focus on terminal care of
cancerpatients;

• An oppositionalstanceto the prevailing social
context(in this case,establishedmedicineofthe
period).

Charismaand organizational innocence

While a few hospiceshad existedin Englandand
Irelandin theearly1950s,theinceptionof modernhos-
pice movementis rightly attributedto the efforts and
personof Cicely Saunders.Calling attentionto social
needanddevelopingspecializedexpertisedistinctfrom
mainstreampracticecarrieswith it implicit criticism of
thestatusquo.

The authorspoint out that Cicely Saunders’early
efforts conformto Weber’sview of charismaticleaders
as being “creative and disruptive.” Her enormousper-
sonalenergy,absolutecommitmentanduniqueclarity of
vision, hadinfluencefar beyondthosein herimmediate
presenceandwasto changehealthcareforever.Yet, for
DameCicely, what was to becomethe “hospicemove-
ment” startedatthebedside,by bringingthebestofmind
andheartto thecarefor herpatientsin theirdying.

In orderfor thebestofmindandheartto be available
at many bedsides,organizationon local and national
levelswouldultimatelyberequired.Thefirst priority and
primary focus for hospicewas symptommanagement.
Whatwasknownabouttheeffectivemanagementofpain,
dyspneaandothersourcesofdistresshadtobeuncovered,
collected,put into practice—andtaughtto others.More
potent, less burdensomemodalities were neededand,
thus,researchwasessential.Comprehensivecarefor the
dying patientsand their lovedonesclearly requiredthe
clinical teamworkoftrainedpersonnelfrom avariety of
disciplines.Disseminationand acceptanceof the ideals
thathospiceembodiedandtheclinical approachhospice
employedultimatelywould requiretheefforts of many
inspiredvolunteersandthesupportofthegeneralpublic.
Combinedfund raising-publiceducationcampaignsof
communityprogramsandnationalassociationswere to
proveanintegralcomponentofthemovement’ssuccess.

ThenumberofBritish hospicesincreasedfromunder
15 in 1965 to more than430 in 1991. In the United
Kingdomtoday, hospicehasenteredthemainstreamof

medicine.Throughcontractswith healthdistrictauthori-
tieshospiceprogramshavebegunreceivingconsiderable
financialsupportfrom the National HealthService. In
1987, palliativemedicinewas officially recognizedasa
medicalsub-specialtyby the Royal Collegeof Physi-
cians.Hospiceconceptsof carearepartof the routine
curriculumfor district (public health)nursesandcanbe
found in generalphysician training. Specially trained
Macmillan nursesare availablein manycommunities,
wheretheyserveasconsultantsto thedistrictnursesand
to the generalpractitionerson mattersof terminal care.
Hospicein Britain has gainedthe statusof a “proper”
careerchoicefor nurses,physicaltherapists,socialwork-
ers,chaplains,administratorsandevenphysicians.

Routimzation:Bureaucracyandaudit

It is axiomatic that thosemovementsthatsucceed—
which is to saythosewhichprovide effectivestrategies
andgain wide support—becomeestablished.Routiniza-
tion is partandparcelof a socialmovement’ssuccess;
with it comesstability, confidence,andbureaucracy.

ForWeber,bureaucracyis thehallmarkof routiniza-
tion. The authorsexploretheemergenceof bureaucracy
in Britishhospice.Theypointto key featuresofbureauc-
racy that are reflectedin the more recenthistory and
currenttrendsin hospice.Theseinclude:

• The division of roles and responsibilitiesinto
spheresof authority determinedby rules and
regulations.Thishasoccurredwithinlocal hospice
programsasaconsequenceoftheestablishedstand-
ardsandguidelinesof professionalorganizations
andtheregulationoflaw andbureaucracy.

• A hierarchy of position, division of labor and
channelofcommunication.A consciousdc-em-
phasisonhierarchyandblurringofjobdefinition
markedearly hospiceorganizations.Recently
therehasbeena trendtowardprofessionalrole
clarification within the interdisciplinary team.
Therehasbeenan emergenceof the role of the
physicianin terminalcare.Additionally, special-
izedpalliative caretraining andcertificationis
nowavailableto nursesandphysiciansin Britain
whowishboththeknowledgeandrecognition.

• Thework requiresformal training. Completion
of a six week basicand eight week advanced
palliativecarenursingmodulearenearrequisites
forhospicenursingstaffpositionsandMacmillan
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nursepracticerespectively.One or more year
programsleadingto a diplomain palliativenurs-
ing arenowofferedatafewteachingcenters.Even
physicianscan now enterpostgraduatetraining,
receiveaspecialtydiplomaandbegrantedconsult-
antstatusin palliativemedicine.

• There is a separationof official activitiesand
personal affairs. From the article: “The early
hospiceworkersworkedlonghours,boththrough
commitmentandlack of choicesincetherewas
no-onetocoverif theywerenotthere.Whilethere
hasalwaysbeenrecognitionthatpeoplehaveand
needtheirownlivesoutside‘theirhospice,’hours
of work and ‘cover’ areincreasinglyregularized
as hospicesand health authoritiesrecognize
sourcesofstressarisingfrom overlylong hours.”

• Rulesare applied to theperformanceofjob re-
sponsibilities.Earlyhospiceleadersdefiedunwrit-
ten(andunspoken)rulesofpractice.Ashospicehas
evolvedandmatured,clinical protocolshavebe-
comecommonplace.Clinical guidelinesandfor-
mally developedstandardsofprofessionalconduct
effectivelyconstituterulesforpatientcare.

LessonsforAmericanhospice

While thehistory of hospicein Americais unique,
therearesimilaritiestothehistoryof hospicein England.
On both sidesof theAtlantic similar stagesof develop-
ment—andmoderntrends—canbe discerned.Theearly
developmentofhospicein NorthAmericawasalsochar-
ismatic,with aconsiderableportionofcharismaflowing
from Cicely Saundersaswell asotherprominentBritish
clinicianssuchasRobertTwycross,Eric ‘Wilkes, Derek
Doyle, Geoffrey Hanks,Cohn Murray Parkes,Richard
Lamertonandmanyothers.InNorthAmerica,thework,
writings, andpublic presentationsof ElisabethKubler-
Ross,Balfour Mount, JosephinaMagnoandothersig-
nitedamovement.Americanhospicewasconceivedlater
thanits cousinsin EnglandandEireandfrom inception
manifestedadistinctstyle(varietyofstyles)andtempera-
ment.

As is so oftenthecasein comparingthingsBritish to
things American, the history of hospicein the states
appearshurried and compressed.The sameprogressive
phasesof development—fromimpassionedpersonalre-
sponse,to charismaticmovement,to public acceptance,
establishmentandbureaucratization—allseemto crowdin

andoverlaponeanother.It is a familiar, if uncomfortable,
modernexperience:Futureshockis a featureofourtime.

Ashasbeentrue for somanyyounggrowingupin the
Americaof the70sand80s,therehasbeenpressurefor
hospiceto growup fast.Responsibilityandaccountability
were imposedvery early. For American hospiceand
hospiceprograms,theperiodof guilelessacceptanceby
thepublic andunabasheddependenceon volunteerism
andthegenerosityof thecommunityseemsnowalready
over,beforehaving beenfully realized.Like ourBritish
counterparts,Americanhospiceprogramshavechanged
from primarily informal andidealistic, to progressively
morestructured,rule-boundandregulated.

As a consequenceof the compressed,overlapping
phasesofourbrief history,manyorganizationalaspects
ofhospicein Americahavebecomeroutinewithouthos-
picecarehavingbecomeroutinely available.In fact the
typeofpalliativecarethathospicerepresentsis frequently
unavailable,especiallyto thepoor, thoseof color, and
thosewhodo not speakEnglish.Also, ironically,while
theprocessofroutinizationis nowwell underway,much
oftheAmericanpublic still doesnotknowwhattheword
“hospice”means.

The principle lessonto be takenfrom the articleby
JamesandFieldis thatchangetowardgreaterbureaucra-
tization of hospicecareis inevitable;that it is, in fact,
inherentin thesuccessofthehospicemovementIt is a
consequenceof thegrowingacceptanceofhospicecon-
ceptsandidealsthatwehaveworkedsohardto achieve.

While bureaucracymay be part and parcelof any
socialmovement’ssuccess,it comeswith anew setof
seriousproblems.Inevitably,bureaucratizationwill chal-
lengethehospice’sability toremaintruetoits corevalues
andgoals.Thereis no needto positmalintent;thischal-
lengetothemovement’smissionis apredictableeffectof
the interfaceof society andhospiceorganizationsand
componentprograms.

The increasedattentionon evaluationandaudit, for
instance,is alegitimate,responsibleactivity of bureauc-
racy and a markof the maturationof hospice.While
providing a welcomereviewof thequality of care,the
authors’pointto someoftheproblemsthattheprocessof
auditwill bring to hospice:

“The difficulties of defining and measuringthe
quality of inputs suchas ‘effective communica-
tion’ and ‘empathy’ andoutcomessuchas ‘feel-
ings,’ ‘satisfaction’and ‘well-being’ areimmense.
Yet it is theseinputsandoutcomeswhichlie atthe
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centerofhospiceideals.Will thepressureofaudit
leadtoadiversionofinterestawayfromsuch‘soft’
factorstowardsthemoreeasilydefinedandmeas-
ured ‘harder’ indicatorsof treatmentand‘output’
suchas drugsused,physicalinterventionsmade
andbedthroughput?”

Pertinentissuesarise:Whatarethecorevalues,goalsand
guidingprinciplesofhospice?Haveweadequatelydefined
them?Is thereawayto “etch themin stone?”How do we
ensurethat the core of hospice is preservedwhile the
businessof hospicemovesforward?Thesequestionswill
needtobeaskedagainandagainin thenextfewyears.

A decadeor twohencedifferentquestionsmaybeposed.
One of the problemsassociatedwith bureaucracyis the
tendencyfor it to assumeanindependentexistence.While
socialmovementsarisein responseto intolerablecondi-
tions,bureaucracytendsto establishaneworthodoxy.

Ashospicehasmatured,clinical aswell asoperational
protocolshaveevolved.This is good—providingconsis-
tency,stability. But mighttheseprotocolsandourorgan-
izationalpoliciesgiveriseto aclinicaldogma?Will there
soonbe “the hospiceapproach”whichdoesnot tolerate
criticismsorrecognizeclinical innovationsthatmayhold
valuefor ourpatients?

Orthodoxydiminishesthe responsivenessof organiza-
tions comprisingestablished“movements.”Innovationis
inhibited.Withoutthecapacityforongoingchange,original
intentcanbethwarted.LaurenceJ.Peter,thelateauthor(The
PeterPrinciple:WhyThingsGoWrong)andmanagement
pundit,said, “Bureaucracydefendsthestatusquo long
pastthetime whenthequohaslostits status.”

How canhospiceproactivelyrespondto these

predictablechallenges?
At a minimum,renewedemphasismustbe accorded

to the formal mission statementsof eachincorporated
hospiceorganizationand to the official, professional
standardsofrelevantnationalassociations.The National
Hospice Organization’srecently revisedStandardsof
ProfessionalPractice2representsanimportantcontribu-
tion. It merits careful inspectionand shouldbecomea
valuablehospicemanagementtool. Similar efforts are
warrantedby othernationalhospiceorganizations.

Collectively,formalstatementsofthisnaturerepresent
thefoundationsofhospicein America.Theyfunctionto
anchorclinical practiceandprofessionalconductto core
conceptsandideals.While not immutable,theyprovide
importantdocumentationof originalvisionandintent A

touchstonequestionfor thosewho contributeto future
practice standardsand mission statementsmight be,
“Have we accuratelyarticulatedthecoreofour work?”
Mission statementsandstandardsof practicewhichre-
flectourdeepestgoalsarethemostimportantinvestments
wecanmaketo thelong-termhealthofourprogramsand,
collectively,our discipline.

Operationally,on aday-to-daybasis,attentionto the
hiring, training and supportof staff is essentialif an
individualhospiceprogramisto meetthesestandardsand
realizeitsmission.All staff,includingbusinessofficeand
clericalpersonnel,deserveathoroughorientationto hos-
piceaswell asongoingin-serviceeducation.We are not
making widgets.We aremeetingandstrivingto provide
comprehensivecarefor patientsandfamilies whoarein
themidstofacomplex,physicallyandemotionallystress-
ful, and oftenchaotic,time in their lives. Clinical and
noncinicalemployeescontributetheirspecialtalentsand
energiesto this effortanddeserveto sharein theprideof
workingin hospice.

Thereis somereasonfor optimism.The currentwaive
of Total Quality Management(TQM) and Continual
Quality Improvement(CQI) which is sweepingthrough
businessmanagementin America is impressive.
TQM/CQI hasthepotential of fundamentallychanging
thenatureofbureaucracy.It is possiblethatMaxWeber’s
theoriesmight no longerapplyto suchachangedorgan-
izationaldynamic. Bureaucraticencrustationmight just
beprevented—oratleastsubstantiallydelayed.

For we Americans,changeis notonly inevitable,the
rateofchangeseemscontinually to increase.Eventsnot
only streakpastus, at times theyracetowardus with
threateningforce.Discernibletrendsin wherewe have
beenandwherewe maybe headingaremostwelcome.

Successfor Americanhospicewill requirefinessein
navigatingamongtheobstaclesandwithin theconstraints
oftheemerginghealthcare-economicenvironment.Suc-
cesswill alsodependon theability of hospiceprograms
and professionalassociationsto exemplify the disci-
pline’sfoundingideals.Achievingbothwill requirecare-
ful forethoughtandpreparation.Thereisnotime towaste.
As wesayin America,“The futureis now.”L]
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