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1 Partnership working and
organisational culture

Edward Peck and Helen Dickinson

In discussions of partnership working between health and social care agencies,
one issue seems to recur more than any other: culture. Furthermore, it appears
simultaneously to be both an aspiration for partnerships (e.g. to change culture)
and an obstacle to partnerships (e.g. conflicts rooted in culture). This concurrent
recognition of the importance of, and uncertainty about, culture is reflected in the
huge volume of writings about culture in an organisational context where the term
has many and varied definitions. As Scott and his colleagues (2003b) point out,
‘[U]nsurprisingly in view of this diverse array of phenomena, little agreement ex-
ists over a precise definition of organisational culture, how it should be observed
or measured, or how different methodologies can be used to inform routine ad-
ministration or organisational change’ (p. 925). The aim of this chapter is to bring
some clarity to discussions of culture in relation to partnership working.

Concern about culture in partnerships is not restricted to the public sector. There
is compelling evidence from the private sector that culture is also a central issue
in the success of alliances, mergers and acquisitions in the commercial field (see
Field and Peck, 2003). Cartwright and Cooper (1996) have examined the cultural
characteristics of companies and how these can affect the outcomes of mergers and
acquisitions. They argue that the degree of ‘cultural fit’can be critical in determining
the outcome of a merger or an acquisition; they also suggest that most fail and that
poor cultural fit between the new partners – leading to staff experiencing a loss of
morale and a loss of commitment – is the main cause.

What do we mean by organisational culture?

Most accounts of culture assume what Meyerson and Martin (1987) call an integra-
tion model. This sees culture as something that organisations possess and which is
therefore broadly recognisable and consistent across them. On this view, culture is
an influence which promotes integration within organisations (thus two divergent
cultures may need to be reconciled when organisations work in partnership) and
may be manipulated in relatively predictable ways in order to enhance integration.
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A few examples of this school of thought will establish its basic premises. One of
the most frequently cited authors on organisations, Schein (e.g. 1985), suggests that
organisational culture can be thought of as the shared basic assumptions that an
organisation learns as it solves problems of adaptation and integration (or as Ouchi
and Johnson, 1978, put it: ‘the way we do things around here’). These assumptions
are considered to be ‘valid’ and are taught to new members as the correct way to
perceive, think, feel or act. There is broad agreement within the more thoughtful
parts of this literature that organisational cultures are multi-layered, consisting of a
central core that is overlaid with more superficial and easily influenced outer layers
(e.g. Schein, 1985; Hofstede, 1991). The broad generalisations that such conceptions
of culture generate can be very plausible (see Peck and Crawford, 2004, for more
discussion of these in relation to health and social care).

A second approach identified by Meyerson and Martin (1987) conceptualises
culture as more pluralistic, with disparate cultures being held by different interest
groups within the same organisation. On this view, culture is an influence which
may once again inhibit integration (and thus partnership), but where the various
cultures may be open to manipulation, in particular in relation to the ways in which
they interact. This is the difference model of culture.

Most health care organisations are composed of numerous and disparate profes-
sional cultures. Indeed, the mix of managerial and professional cultures in which
multiple values coexist alongside power imbalances among the various staff groups
has been seen as the key distinctive feature of the UK National Health Service
(NHS) (Harrison et al., 1992; Dawson, 1999). In such a context, there are risks in
any attempt to develop a strong unitary culture which may overlook the richness
within the pre-existing cultures and the complex meaning-making processes that
they enable (Hawkins, 1997). Peck and Norman (1999) provide a summary of sig-
nificant aspects of professional cultures as manifested in community mental health
services in London in the late 1990s. This notion of difference – of defining who I
am in distinction from who you are – is one of the key components of professional
culture. It may not be one that it is wise to assume should always be challenged
(e.g. boundaries between professionals should not necessarily be characterised as
barriers to better services; see Peck et al., 2001).

The third perspective discussed by Meyerson and Martin (1987) – the ambiguity
model – considers culture to be more local and personal than the other two, con-
stantly being negotiated and re-negotiated between individuals and groups within
the organisation. These patterns of creation and re-creation of culture may be influ-
enced by the organisation within which, and by the interest groups between which,
they take place, but it is the one that perhaps offers the least prospect of predictable
manipulation. Although this aspect may be the most opaque to observers, there
was evidence from an evaluation of a mental health partnership between a health
authority and a county council in the UK (Peck et al., 2001) to support the impor-
tance of this level of culture in health and local government. There was considerable
ambiguity around individual views of the trust and many staff felt that their re-
lationship with other staff groups was largely dependent, as one employee put it,
‘on the person’. On this account, culture is an enactment neither of organisational
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assumptions nor of professional subculture, but rather the ebb and flow of indi-
vidual relationships.

In their study of partnership development in Somerset, Peck et al. (2001) iden-
tified the presence of all three of these levels of culture. Broadly, discussions with
managers revealed an assumption of an integration model of culture, those with
professional groups focused on professional difference and those with staff in local-
ities suggested considerable negotiation and re-negotiation of culture, consistent
with the ambiguity model. Clearly, therefore, deploying this framework has po-
tential for aiding both interpretation of and intervention in culture. It is perhaps
also worth noting that despite the language of partnership that runs through the
research of Peck and his colleagues, this study focused on what is best described
as a process of merger between health and social care.

It is also important to acknowledge the origins of the idea in anthropology, where
the classical anthropological understanding of culture refers to institutionalised
practices and accountabilities located within social structures (see Moore, 1997).
Whether analysing whole societies or specific organisations, many anthropolo-
gists have argued that ideas and beliefs – the visible manifestations of culture – are
to be explained by reference to the social structure in which they occur. Exploring
this relationship between social structure and organisational culture in an English
NHS Trust, Bate et al. (2000) describe the co-evolution of culture and structure, each
shaping and in turn being shaped by the other. This link between culture and struc-
ture is clearly important for the discussion of culture in partnership organisations
where the creation of new organisational forms inevitably changes the practices
and accountabilities in ways that may be open to manipulation by managers.

The international evidence on culture in health and social

care partnerships

The international health and social care partnership literature reflects the view that
culture plays a vital role in creating effective partnerships. As suggested in the
introduction to this chapter, this probably links to a wider private sector literature
which proposes that culture plays an imperative part in the merger and acquisition
process (e.g. Kilmann et al., 1985; Bueno and Bowditch, 1989; Bijlsma-Frankema,
2001; see also Box 1.1 for key definitions). Private sector companies tend to put a
large degree of effort into assessing and auditing the cultures of potential merger
partners to check that it is compatible with their own (Dickinson et al., 2006). What
this implies is that culture is a ‘component’ that an organisation ‘has’ as an internal
variable. Consequently, a number of typologies of cultures have been produced
and are widely employed as they help ‘make sense’ of the organisation and typify
the organisational ‘style’. Such taxonomies usually comprise four elements (see,
e.g., Handy, 1976; Pheysey, 1993; Schneider, 1994; Cartwright and Cooper, 1998)
and are presumably so popular as they are simple to explain and make accessible
to busy practitioners (Peck and Crawford, 2004).
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Box 1.1 A note on terminology.

In this chapter we refer to mergers and acquisitions, particularly when drawing
on literature from the private sector. This box gives an overview of what these
two phenomena entail.

Mergers. Mergers intuitively seem to be a fairly simple concept. McClenahan
and Howard (1999, p. 4) define a merger as ‘the coming together into a single
corporate body of two or more previously separate organisations’. However,
Baskin et al. (2000) suggest a more complicated picture than this, stating that
there are three different kinds of mergers:

Partition. Managers assume that everything can continue as it has, with
merged units operating side by side. This approach overlooks the tension
that putting the units together may cause, and serious conflict results.

Domination. One organisation and its culture take over another. This approach
can often result in debilitating resentment in the ‘defeated’.

Synthesis. Through careful planning, design and execution, managers in the
merging companies try to synthesise the best elements of each into a higher,
superordinate harmony.

Furthermore, mergers may also be horizontal (i.e. companies with similar prod-
uct types) or vertical (i.e. merger of a vendor and a customer). Therefore, al-
though a merger is technically a coming together of two or more organisations,
the depth and the extent to which these organisations merge may have very
different connotations for the organisations in practice.

Acquisitions. An acquisition constitutes acquiring control of an organisation,
usually called a target, by stock purchase or exchange. Like merger, this seems
like a simple enough term in itself, but is made up of horizontal and vertical
acquisitions, in the same way to mergers. There is also a further dimension
regarding the mode of acquisition: hostile or uncontested. Hostile acquisitions,
where the organisation is less than receptive to the proposal – often referred to
as a takeover-tend to lead to less successful outcomes (Strower, 1998). However,
some authors would argue that all mergers are acquisitions (McClenahan and
Howard, 1999) due to the differing sizes of organisations and their relative
resources. In the Introduction to this book, Glasby and Dickinson outlined the
depth–breadth matrix, and this may be useful to use in thinking through where
mergers and acquisitions sit in terms of other forms of partnership relationships.

The cultural typology literature stresses the danger of clashes of organisational
culture on the grounds that it can lead to merger failure (Kilmann et al., 1985; Chat-
terjee et al., 1992; Atkinson, 2005). The literature suggests that organisations have
such fundamentally different ways of framing issues, reacting to problems, enact-
ing procedural rules and pursuing management styles that bringing such different



P1: SFK/RPW P2: SFK/RPW QC: SFK/RPW T1: SFK

BLBK065-01 BLBK065-Glasby October 6, 2008 14:41

14 International Perspectives on Health and Social Care

cultures together can lead to a situation of ‘us vs them’ (Marks and Mirvis, 1992).
Finding similar organisational cultures has become a common panacea for avoid-
ing employee dissatisfaction – which could potentially undermine the success of
a merger (Larsson, 1993). Ashkenas et al. (1998) provide a case study of a private
company who walked away from a potential merger very late in proceedings –
despite favourable financial prospects – on realising that differences in manage-
ment cultures could make such a move very difficult. Many of these organisations
use ‘cultural audits’ to identify any significant differences or similarities between
core values, beliefs, attitudes and management styles of the organisations prior to
change (Salama et al., 2003).

Much of this literature stresses that enforced integration does not work. One
partner is usually always dominant within partnership arrangements (even if
only in size), and this could potentially instil a feeling of ‘takeover’ in one set
of staff (McClenahan and Howard, 1999; see also Box 1.1). If the culture of the
stronger party is imposed, it is suggested that tension, distrust and annoyance
will result (Weber and Schweiger, 1992). A process of cultural audit is thought
to guard against such a feeling of takeover; if aspects of good practice from both
organisations are taken on by the new entity, then both can show that they have
something positive to contribute to the process. Therefore, much of this literature
assumes the integration model; by finding a partner with a similar culture, part-
nership working will be enhanced and any residual differences in culture can be
manipulated.

However, although the issue of culture-fit is important, it is further suggested
that too much ‘fit’ can reduce the synergetic effects expected from the merger pro-
cess (Bijlsma-Frankema, 2001). Mergers are intended to produce effects which are
bigger than the sum of the organisations involved in the process (much in the same
way that health and social care partnerships are often promoted on the grounds that
they produce synergy or ‘collaborative advantage’; .Huxham and Vangen, 2005).
In the private sector, mergers are thought to offer a good opportunity to chal-
lenge the assumptions and processes of individual organisations and find new and
more effective ways of delivering services (Marks, 1997). If cultures are too similar,
the product is effectively an extension of existing organisations, rather than the
creation of some new and different entity.

Despite the importance that culture seems to have assumed within the public
sector partnership literature, a surprisingly small proportion of the international
literature discusses culture in anything more than a normative, coherent and un-
problematic fashion. Although culture is frequently cited as an important factor
within the process of partnership working, there is little consideration of what form
precisely this factor takes (see, e.g., Hensing et al., 1997; Hultberg et al., 2002). More-
over, within these studies, culture tends to appear as somewhat of an afterthought:
that is, post hoc, culture is suggested as the reason why the partnership was not
as effective or did not conclude in the anticipated results (see, e.g., Timpka et al.,
1995; McCloughen and O’Brien, 2006). In other words after the event, the neglect
of cultural factors is recognised as having played a potentially detrimental role in
the effectiveness of the partnership.
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In this way, the most common accounts from the international public sector part-
nership literature report the difference model of culture in practice, whilst operat-
ing under the assumption that an integration model would have created a more
effective partnership. One such account is the report of an attempt to integrate
health and social care management structures in the English boroughs of Barking
and Dagenham. Wistow and Waddington (2006) report how this process ran into
difficulties due to ‘basic incompatibilities, largely derived from the mismatch in
cultures’ (p. 14). In the process, Wistow and Waddington summarise the character-
istics of the NHS and social services partners (illustrated in Table 1.1). These are not
uncommon characterisations of health and social care and relate in part to the dif-
fering professional ‘models’ of care which are frequently typified as underpinning
health and social care.

In this case, the cultures are further described as being closely linked into the per-
formance management systems and the national policy objectives which broadly
frame these partners within much wider organisational contexts than the local
area alone. It is suggested that these divergent underpinning expectations and
values form an inherent barrier to creating partnerships between these organisa-
tions. Although local partners were not able to influence the separate NHS and lo-
cal government accountability and priority-setting mechanisms, the research team
suggest that more attention to changing cultures by identifying areas of differences
and developing agreed strategies for managing them might have resulted in more
effective partnership working. In this case, Wistow and Waddington suggest that
too much attention was paid to the structure of the partnership, with insufficient
attention paid to cultural factors. Thus, although the research from the locality
suggests the difference model of culture, the researchers advocate an integration
model in attempting to produce a more ‘effective’ partnership.

Writing from a Canadian perspective, Hall (2005) provides a historical overview
of the growth of professional cultures – not only between health and social care
organisations, but also intra-organisational differences in cultures – for example,
between nurses and physicians. Some professional cultures are typified as possess-
ing values which run counter to the spirit of collaboration due to the high value
which they place on autonomy (Gage, 1998) and these constructions of culture
largely cleave to the difference model (consonant with the findings of Peck and
Norman, 1999). However, Hall argues that these differences not only pertain to the
different models of health care underpinning these professions (as outlined earlier),

Table 1.1 Differences in characterisation of NHS and social services partners.

NHS Social services

Treatment Care
National targets Local needs
Must dos Local discretion
Universal services Focus on vulnerable
Procedurally regimented and very

top-down in style
Practical focus but has difficulty with

strategy and planning

Adapted from Wistow and Waddington (2006, p. 14).
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but also relate to deeply engrained factors such as class and gender. (Morrow et al.,
2005, also report similar findings in relation to multi-agency working in children’s
services.) In this way, the ambiguity model of culture is suggested and this is sup-
ported by Hojat et al. (2001) in a study of nurse–physician collaboration in the US
and Mexico where the researchers demonstrate spatial and temporal variation in
these professional cultures.

Similar conclusions are reached in Kharicha et al.’s (2005) study of general
practitioner-attached social workers. Cultural differences are cited as existing be-
tween medical and social models, and these manifested themselves through a lack
of understanding of and clarity over each other’s roles, responsibilities, pressures
and organisational procedures (often with regard to specific incidents). The re-
searchers report a number of strategies which social workers used to overcome
these difficulties, such as risk minimisation, conceding on policy and accepting
pragmatic solutions, using nurses as mediators and resorting to hierarchical au-
thority. Moreover, they report social workers expressing a real fear that by being ab-
sorbed into the practice teams, they would have difficulty working to social services
priorities, agendas and entry criteria as they integrate into the culture. Therefore,
although the social workers reported the difference model in terms of everyday
practice, they were also acutely aware of the potential for the ambiguity model of
culture to occur with its processes of negotiation and re-negotiation of cultures.

In addition to the Somerset example cited earlier, another study demonstrates
the presence of all three models of culture. Cruser and Diamond (1996) studied a
medical health programme at the Harris County Jail in the US. In this case mental
health staff were placed into criminal justice settings, and the authors report clear
professional differences between their cultures. The research team employed an or-
ganisational culture (OC) schema based on Diamond’s theory of organisational
cultures (Diamond, 1993). This schema contains four OC models, each of which
defines the degree to which the mental health system takes responsibility for prob-
lems and solutions associated with offenders with mental impairments (illustrated
in Figure 1.1). Each of the models represents a way of the partnership relating to
the external environment as a manifestation of the way in which the mental health
and criminal justice agencies are able to work together in partnership.

This approach suggests that the partners’ abilities to interact with each other in
understanding or being able to deal with the other’s different value bases inform the
culture of the partnership in its dealings with the outside world. According to this
thesis, the institutional and autocratic models are isolated from the environment,
the homogenised model is paralysed in its ability to interact with the environment
but the resilient model is empowered to communicate with the environment. Al-
though the OC model is used, Cruser and Diamond recognise that it is essentially a
heuristic schema and that in practice culture is a product of individual self-systems
and unconscious values may be more dynamic and diffuse than this ‘ideal’ type.
In this way, Cruser and Diamond recognise the ambiguity model at the level of
individual practice.

At the start of the project, the Harris County Jail was characterised as having a
mixed OC model, and the partners related to each other differently in a number
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RESILIENT MODEL

Characteristics
Mental health and criminal justice share
responsibility for problems and solutions.
Culture is collaborative and goal oriented.
Beliefs and norms are constantly re-evaluated.
Self-systems are mature and flexible.
Mission is clear.
Continuous quality improvement processes
are integrated and active.

INSTITUTIONAL MODEL

Characteristics
Mental health feels responsible for problems
but unable to provide solutions.
Culture is entrenched and defensive.
Blame is externalised.
Self-systems have diffuse boundaries.
Multiple missions, pervasive anxiety and
ritualistic behaviour exist.

HOMOGENISED MODEL

Characteristics
Neither system takes responsibility for
problems or solutions. 
Culture is inattentive to surroundings.
Self-systems suppress leadership. 
Roles and rules are unclear.
Individuals suppress thoughts and feelings,
avoid communication, and see their group as
good, others as bad.

AUTOCRATIC MODEL

Characteristics
Mental health feels responsible for solution
and externalises blame for the problem.
Culture is leader controlled with suppressed
group identity.
Self-systems are aggressor like.
Staff seek freedom from leader control.
Tasks take precedence over mission.
Independent thinking is not tolerated.

Isolating

Isolating

Empowering

Paralysing 

Figure 1.1 The organisational culture schema. (Adapted from Cruser and Diamond, 1996,
p. 141.)

of different parts of the system. However, the management brought in a series of
changes to the environment, leadership, human resources management, training
and roles of staff members in an attempt to alter the OC model to a fully resilient
model – that is the management assumed an integration model in an attempt to
modify the culture of the partnership.

What interventions shape culture?

There are a number of messages from the international literature which are im-
portant in thinking about interventions in culture. Most strikingly, it is clear that
culture becomes particularly important when a merger of two (or indeed more)
cultures is proposed; indeed, two key questions arise.

Firstly, is the management of culture possible? It appears that the difference and
ambiguity views of culture offer less hope to the would-be manipulators of culture
than the integration model. Parker (2000) offers two conclusions from his review of
the culture literature (and his case studies based in health care settings): the first is
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that ‘cultural management in the sense of creating an enduring set of shared beliefs
is impossible’(p. 228); on the other hand, he suggests that ‘it seems perverse to argue
that the “climate’’, “atmosphere’’, “personality’’, or culture of an organisation cannot
be consciously altered’ (p. 229). This is broadly the view adopted in the rest of this
chapter, although it also acknowledges – along with Bate et al. (2000) – the poor
track record of corporate cultural change programmes that do not simultaneously
look at the prospects for changes in practices and accountabilities where social
structures are also amended.

Secondly, is structural change, therefore, enough to change culture? It would ap-
pear that structural change – the predominant tool for cultural change in Somerset,
for example – may not be enough; the creation of a partnership trust (and associ-
ated innovations such as the co-location of health and social care staff) was not in
itself a sufficient condition to create the desired cultural changes during the first
3 years (albeit that might be an optimistic timeframe within which to expect such
changes). Indeed, in the short-term at least, structural change may have served
to strengthen attachment to existing professional cultures (see Peck et al., 2002).
With these caveats in mind, this section now examines a range of tools for and
approaches to interventions in culture in organisations.

In a systematic review of quantitative measures of organisational culture that
have either been validated and used in health care settings or appear to have
potential for use in such settings, Scott et al. (2003b) identify a total of 13 instruments
(illustrated in Box 1.2). Scott and his co-authors (2003a) argue for the pragmatic
selection of an instrument based on the purpose and context of any assessment.
They identify four things to think about in utilising these tools:

• Levels (i.e. are you looking at the central core or more superficial manifestations?)
• Triangulation (i.e. are you drawing messages following comparisons of data from

various sources?)
• Sampling (i.e. are you asking a representative number of staff?)
• Analysis (e.g. are you going to explore the results by professional group or by

geographical locality?)

In an account of an intervention in the creation of a care trust (i.e. an integrated
English health and social care organisation), Peck and Crawford (2004; see also
Peck and 6, 2006) report on the use of a specifically designed cultural audit tool.
The aim of the intervention was to establish perceptions of existing NHS and so-
cial services organisational cultures and aspirations for the organisational culture
within the care trust. It is perhaps telling the extent to which staff identified in-
novations in the social structure (e.g. supervision arrangements and IT systems)
as central to the delivery of their cultural aspirations for the care trust; it appears
that staff already recognised the importance of the interplay between structure
and culture as discussed by Bate and colleagues (2000). At the same time, there
were some suggestions – such as creating a 5-year vision for the merged organisa-
tion – that were not dependent on structure at all. Furthermore, the managers
took to heart one of the key messages in the ‘culture cookbooks’ on mergers:
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Box 1.2 Quantitative organisational culture measures.

Typological approaches:

• Competing values questionnaire
• Harrison’s organisational ideology questionnaire
• Quality improvement implementation survey

Dimensional approaches:

• Organisational culture inventory
• Hospital culture questionnaire
• Nursing unit culture assessment tool
• Practice culture questionnaire
• MacKenzie’s culture questionnaire
• Survey of organisational culture
• Corporate culture questionnaire
• Core employee opinion questionnaire
• Hofstede’s organisational culture questionnaire
• Organisational culture survey

After Scott et al. (2003b).

that staff from the two agencies merging should be given as many opportuni-
ties as possible to meet in so-called transitional groups to explore preconceptions
and perspectives (see Peck and Smith, 2006, for a discussion of this and other
messages).

Of course, this cultural analysis was itself an intervention in culture. As one
consequence, staff reflected on the changes in culture that they wanted to see ad-
dressed through alterations in social structure; many of these focus on the as-
sumptions that divide health care from social care and profession from profession.
The very process of such reflection can be assumed to have generated some com-
mitment to change; certainly, it highlighted for managers the issues where staff
wanted them to take action and simultaneously created some legitimacy for such
action. Overall, Dickinson et al. (2007) conclude that leaders in this case study
adopted an integrationist view of culture. In doing so, consistency remained a
key message to staff throughout this organisational transition and the change did
not appear to cause the distraction to core business which the literature suggests
it would. However, this continuity may have come at a cost, at least initially. In
the process of formalising the previous partnership into a care trust, these lead-
ers may not have produced all the beneficial effects of synergy which are usu-
ally (albeit eventually) associated with mergers in the private sector. Certainly,
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local actors could see opportunities that had been missed. This study serves to
confirm that the integrationist conception of culture is limited and that the dif-
ferentiation of professional groupings and the ambiguity of individual experience
will always make contested the meanings that are attributed to organisational
change.

Nonetheless, local leaders acknowledged the perceived threat to social care val-
ues arising from the location of social care staff in health settings which was ex-
pressed as clearly in this locality as it was in the research of Peck and Norman (1999).
To address this concern, managers identified one of the central cultural issues for
social care staff as relating to the response to diversity; the core assumption of social
care is that the negative life experiences of clients should be challenged and the
manifestation is that social care staff must receive training in anti-discriminatory
practice. As a consequence, all new recruits to the care trust – regardless of pro-
fessional background – receive such training as part of their induction. Of course,
such training may not overcome counter-cultural values and assumptions held by
either professions or individuals, but this initiative has both an instrumental and
a symbolic purpose that is viewed as crucial to the care trust culture manifesting
social care values and assumptions.

As suggested in the Introduction to this chapter, a number of commentators from
the commercial sector (e.g. Cartwright and Cooper, 1996) have suggested that the
majority of mergers and acquisitions fail in practice. Such commentators typically
define the degree of success or failure predominantly within financial terms, yet
suggest that the reason for this failure is a preoccupation with structures at the ex-
pense of the ‘human factor’(culture). However, this may in fact be a false dichotomy.
Peck and 6 (2006) suggest that the divergent institutional practices and accountabil-
ities around budgeting arrangements and performance management of financial
targets that impact upon health and social care agencies (as also demonstrated by
Wistow and Waddington, 2006; see earlier) are a major influence on the cultures
of the partners so that cultural and financial issues are closely intertwined. This
is further demonstrated through Johri et al.’s (2003) study of international experi-
ments with integrated care. The team looked at integrated care programmes and
demonstrations from the UK, the US, Italy and Canada and draw common features
of effective integrated care from these case studies. One of the critical features of
these programmes is the use of financial levers (see also Chapter 5). Typically, this
is exemplified by the integrated care programme taking responsibility for a set of
risks associated with working together, but with the financial rewards should they
save money through appropriate downward substitution (e.g. in the case of care of
older people, reducing institutional expenditure through supporting individuals
within their own homes).

Partnership working has a tendency to be predicated on a notion that it will
improve outcomes for those that use services (see Chapter 11 for further discus-
sion) and as such issues of finance tend to be much less discussed – publicly and
rhetorically at least. However, this chapter argues that partnership culture is in part
shaped by and intertwined with not only the structures but also the institutional
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arrangements of partners. Thus, any attempts to intervene or shape culture must
take account of these factors within fairly wide contexts.

Conclusion

It is apparent that health and social care organisations – and their staff – approach
new partnership arrangements (be they genuine partnerships, mergers or, indeed,
acquisitions) with well-established perceptions – both positive and negative – of
each other. These perceptions, and in particular the points of tension, are often
expressed in terms of culture. Further, it is clear that culture plays a major role in
the success or failure of partnerships. The process of creating and sustaining new
partnership forms between health and local government thus needs to pay careful
attention to culture.

The management literature contains many examples of claimed ‘makeovers’
of organisational culture (e.g. Shirley, 2000; Bernick, 2001), and these may prove
illuminating to those seeking to address organisational dysfunction apparently
rooted in poor fits between cultures. Yet, the claims of the champions of culture
as a tool for integration are often overstated and the potential for interventions
to have a transformational effect on organisational culture(s) is limited. It is for
these reasons that Davies et al. (2000) urge a cautious reassessment of the possibili-
ties for cultural transformation in the UK NHS which would involve sensitivity to
subcultural differences, honouring current achievements and consideration of the
needs, fears and motivations of diverse staff groups. Nonetheless, Ogbonna and
Harris (2000), following Martin (1985), argue that organisational culture cannot
be managed but may be manipulated under specific contingencies (including the
formation of an organisation, periods of crisis and during leadership turnover).
This seems a plausible conclusion, consistent with the position of most thoughtful
commentators (e.g. Parker, 2000), and one that highlights the opportunities that
face managers and practitioners during the creation of partnership arrangements
and organisations.

Of course, any health and social care partnership is working with several pro-
fessional cultures – with difference – as well as with (at least) two organisational
cultures. Regardless of the organisational form chosen, any strategy to manipu-
late organisational culture in health and local government will have to work with,
and through, these professionals and their cultures. In these circumstances, man-
agers should not be lured by the culture cookbooks into assuming that all tension
deriving from cultural difference within organisations is either unhealthy and/or
avoidable. At the same time, Bate et al. (2000), and the case study in the preced-
ing section, draw attention to the importance of innovations in social structure in
potentially mediating the impact of these cultures.

Finally, is there a clear link between organisational culture and organisational
performance? From their exhaustive study in health care, Scott et al. (2003b) decide
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that empirical studies do not provide clear answers, whilst noting that the available
research is small in quantity, mixed in quality and variable in methodology (thus
making comparisons between studies difficult). This is of course very different to
the confident assertions of the authors of the culture cookbooks. However, it seems
counter to our intuition and our experience to deny any such link, challenging as
this may be to prove to the satisfaction of researchers. Ultimately, consideration
of both the literature and previous experience suggests that through reflecting on
and intervening in organisational culture(s) with sense and sensitivity, partially
through re-designing social structures when opportunities arise, managers and
practitioners can achieve some change in that culture, whilst being aware that such
interventions may well have unanticipated aspects.

Summary

• In discussions of partnership working between health and social care, one issue
seems to recur more than any other: culture.

• There is compelling evidence that culture is also a central issue in the success
of alliances, mergers and acquisitions in the commercial field. In this context it
is often suggested that mergers and acquisitions fail due to the precedence of
structural over human (cultural) factors.

• Culture is a complex concept with many different underpinning models sug-
gested by various commentators, but typically tends to be treated in a rather
normative or coherent fashion in practice.

• Meyerson and Martin’s (1987) distinction between three models of culture (inte-
gration, difference and ambiguity) is useful in thinking about concepts of culture
within a partnership context.

• The commercial sector (and a number of management ‘cookbooks’) tend to
point to the importance of ‘culture-fit’ and suggest tools such as cultural audits
to make mergers and acquisitions ‘work’. However, there is a danger that too
much fit might reduce the synergetic effects associated with mergers.

• In the public sector, different professional values, models of care and perfor-
mance management and regulatory systems are all illustrated as factors which
inform differing health and social care cultures and form barriers to partnership
working. However, it cannot be assumed that breaking these down is necessarily
the most effective tactic to overcome these differences.

• Structural change alone seems to be an insufficient condition to create cul-
tural change. Indeed, in the short-term at least, structural change may serve
to strengthen attachment to professional cultures.

• There is little empirical evidence from health and social care linking culture
and organisational performance, although implicitly it seems likely that there
is some form of association.

• Organisational culture change may be achieved partially through redesign of
social structures, but such interventions may also have impacts which are not
predicted at the outset.
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Further reading and useful websites

Useful texts include:
Bate P. (1995) Strategies for Cultural Change. Oxford, Butterworth-Heinemann.
Meyerson, D. and Martin, J. (1987) Cultural change: an integration of three different views,

Journal of Management Studies, 24, 623–643.
Parker, M. (2000) Organisational Culture and Identity. London, Sage.
Schein, E. (1985) Organizational Culture and Leadership. San Francisco, Bass.

Relevant websites include:
The Integrated Care Network has publications supporting partnership and integrated work-

ing within the UK, including a discussion paper on culture and partnership working:
http://www.integratedcarenetwork.gov.uk

Aston Organisation Development is a spin out company from Aston Business School that
hosts a wealth of resources and information focused on the evidence around effective
team-based working: (http://www.astonod.com/index.php)

Inter-logics is a multidisciplinary consulting practice specialising in work with complex or-
ganisations and multi-agency partnerships: (http://www.inter-logics.net/default.aspx)
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