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Abstract
NHS Trusts that perform poorly in inspections by the regulator (Care Quality
Commission) are rated inadequate and may be placed into special measures
by NHS Improvement. There is a paucity of research on the process and
impact of special measures. The purpose of this research was to explore
how a Trust comes to be in special measures and how special measures
impacts on organisational culture.
The ethnographic case study of a Trust that was in special measures at the
time comprised a thematic analysis of qualitative data collected via semistructured interviews, autoethnography and published material. The
participants were purposively selected staff from a wide range of roles
predominantly at the lower end of the NHS pay bands (groups that have
been underrepresented in previous studies of culture in healthcare
organisations).
The findings revealed that participants perceived a complicated tangle of
operational and cultural issues to have led to the Trust’s poor performance.
Participants’ perceptions of the Trust’s culture cut across the integration,
differentiation and fragmentation perspectives of organisational culture, at
times within the context of a single interview. Secondary analysis revealed
that participants appeared to have experienced a reaction process to the
label of special measures. Participants perceived that some improvement
had been made in staff engagement following placement in special
measures, which may be more aligned to organisational climate than culture.

i

It is recommended that previously ‘hidden voices’ are included in NHS
inspection regimes, as they appear to be an untapped resource in terms of
potential organisational improvement. In addition, whereas NHS guidance
espouses organisational culture as a route to performance improvement, the
investment in managers to improve the climate within work groups is
recommended, with the aspiration that these improvements will work their
way through the system and have a long-term positive impact on culture
throughout the NHS.

ii
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CHAPTER 1 INTRODUCTION
This chapter lays the foundations for the main body of the thesis. It
introduces the research questions; the conceptual, ontological,
epistemological and theoretical perspectives; the data collection strategy and
key theoretical frameworks drawn on throughout the discussion of findings;
and locates the researcher via the outcome of a self-reflection exercise.
In the main this thesis is written in the third-person. However, there are a
limited number of occasions throughout the thesis where the first-person
literary style is more suitable, for example in the discussion of
autoethnographic vignettes, reflexivity, reflective accounts or emotional
responses.
1.1 Background and rationale
The National Health Service (NHS) in the UK is an institution that delivers
free healthcare to its citizens and is thought by many to be the envy of the
world (Mossialos et al., 2018). NHS Trusts provide hospital services,
community services and/or other aspects of patient care (NHS, 2021).
Although the NHS has changed beyond recognition over the last 40 years,
there have not been many rich studies of NHS hospitals as social
organisations (Staniland, 2010). If it is recognised that ‘healthy lives and
healthy organisations are deeply intertwined’ (Davies, 2003, p.183), then we
need to understand how contemporary NHS strategies impact organisational
cultures, performance and, ultimately, patient outcomes.

1

This study explores how contemporary performance measurement
processes (specifically Care Quality Commission (CQC) inspections and
special measures for quality) are experienced by individuals working within
NHS Trusts.1 In doing so, this thesis sought to understand how an NHS
Trust, situated in England, came to be in special measures and whether the
Trust’s history and culture were contributing factors. It also explores the
changes perceived to have resulted from placement in special measures and
factors perceived to have influenced organisational change. The aim was to
answer the research questions via an ethnographic case study comprising
an analysis of qualitative data collected via semi-structured interviews,
analysis of autoethnographic vignettes and document analysis of materials
published by the Trust.
NHS Trusts are government funded and, subsequently, the quality of
services is subject to scrutiny and public accountability. The CQC is the
independent regulator of the quality and safety of care offered by health care
providers in the UK. The purpose of the CQC is to ‘monitor, inspect and
regulate services to make sure they meet fundamental standards of quality
and safety and we publish what we find, including performance ratings to
help people choose care’ (CQC, 2022a). This process ensures that the
public is protected from harm, ensures that Trusts’ services are improved (if
found to be below fundamental standards) and holds Trusts, and managers
within Trusts, accountable for failures (CQC, 2022b). This is a key point

1

Special measures for quality is distinct from special measures for financial reasons (CQC &
NHS Improvement, 2017a and 2017b). Within the context of this thesis, ‘special measures’
refers to special measures for quality, unless stated otherwise.

2

because, although the CQC specifically state that managers are held to
account, they do not mention staff at the mid to lower AfC bandings (who
deliver most of the direct care to patients). This is an initial indication that the
CQC performance management regime focusses on senior managers and
leaders, to the exclusion of other staff; a matter that is expanded upon in
chapter 7.
All NHS Trusts are monitored via CQC Insight (a service that collates
information about Trusts from a range of sources (CQC, 2021a)) and are
regularly inspected. The scheduled onsite inspections of core services, which
entail a team of CQC inspectors visiting the Trust to make observations and
interview a range of staff, occur at a frequency determined by the overall
rating of the previous core inspection (CQC, 2020a).
The immediate outcome of CQC inspection is that Trusts are rated either
outstanding, good, requires improvement or inadequate. If CQC inspectors
find evidence of care not meeting the fundamental standards, then the CQC
will use their power to take action (CQC, 2022a). These actions may include
using requirement or warning notices to set out what improvements must be
made within a defined timescale; changing a Trust’s registration to limit
certain services for a defined time; issuing cautions; issuing fines;
prosecuting cases where people are harmed or placed in danger of harm; or
recommending that the Trust is placed in special measures (CQC, 2022b).
A Trust’s performance rating is determined by the outcomes of five key
questions considered throughout the CQC inspection process. If a Trust is
rated inadequate in the well led key question and one or more of the other
3

key questions (safe, caring, responsive or effective), then the CQC will likely
recommend that the Trust be placed in special measures (CQC & NHS
Improvement, 2017a). At the time that this study was conceived thirteen NHS
Trusts were rated inadequate, ten of which were in special measures. The
CQC states that Trusts are placed into special measures when:
‘NHS trusts and foundation trusts (‘trusts’) have serious problems and where
there are concerns that the existing leadership cannot make the necessary
improvements without support […] Special measures consist of a set of
interventions designed to remedy the problems at a trust within a reasonable
timeframe’ (CQC & NHS Improvement, 2017a, p.2).
For the context of this study, a Trust being in special measures is therefore a
strong indicator of poor organisational performance.
The CQC is funded by healthcare providers and the Department of Health
(CQC, 2018). However, in the recent past the CQC inspection regime has
failed to pick up serious failings in patient care and safety. For example,
concerns about the appalling care conditions at Mid Staffordshire NHS
Foundation Trust (Francis, 2010a, 2010b and 2013) and maternity services
at The Shrewsbury and Telford Hospital NHS Trust (Ockenden, 2020) were
raised by patients and families of patients rather than identified via CQC
inspections. Furthermore, West Suffolk NHS Foundation Trust was
significantly downgraded from outstanding to requires improvement in an
inspection that was allegedly prompted by whistleblowers at the Trust
(Campbell and Weaver, 2020) and Sheffield Teaching Hospitals NHS
Foundation Trust’s maternity services were downgraded from outstanding to
4

inadequate following an unannounced inspection that had been prompted by
safety and quality concerns (CQC, 2021b).
So, while the regulation of NHS Trusts is clearly a necessity, questions
remain about the effectiveness of the current processes and whether any
negative impacts of the processes (such as diversion of resources, bullying
or game-playing (Mannion and Braithwaite, 2012)) outweigh the gains.
Some of the benefits and disbenefits of the CQC inspection regime and
special measures process are explored in the analysis of the ‘lived
experiences’ collected in this thesis. The Trust in this study was an
integrated (or combined) acute and community Trust located in one of the
top 50 socioeconomically deprived areas of England (Ministry of Housing,
Communities & Local Government, 2019). It provided district general
services from an acute hospital site and community services from
approximately 20 sites across the area it served. It was an appropriate
setting for this study because it was an NHS Trust that was in special
measures when the study commenced.
The researcher was employed by the Trust prior to, throughout and following
the research period. Although an amount of study leave was granted by the
Trust, the research was entirely self-motivated, self-funded and completely
independent of the duties of the researcher’s professional role at the Trust,
so there was no risk of conflict of interest or funding effect (Krimsky, 2013).
The initial CQC inspection, which resulted in the inadequate rating and
subsequent placement in special measures, occurred during the researcher’s
first week of employment at the Trust. The Trust was rated inadequate in the
5

well led and two other key questions. Two of the core services inspected
were also rated inadequate. The subsequent announcement that the Trust
had been placed in special measures motivated the researcher to gain an
understanding of what was going on deep within this organisation and
inspired the first research question:
RQ1. How did historical and organisational factors contribute towards
an NHS Trust being placed in special measures?
A recent review of eight NHS Trusts that had improved by at least one rating
in their CQC rating identified ten key themes of improvement, one of which
was cultural change (CQC, 2017a). In addition, a published list of lessons
learned by Trusts that have exited special measures included tips for how
leaders could influence organisational culture in a bid to improve
performance (NHS Improvement, 2017) and NHS Improvement has also
introduced a Culture and Leadership programme (Bailey, 2020).
However, there has been extensive criticism of NHS policy makers’
sanctions of the implementation of cultural change as a lever for achieving
performance improvement (Davies et al., 2000, Davies, 2002, Davies and
Mannion, 2013 and Mannion and Smith, 2018). The existence of a simple
relationship between organisational culture and performance has been
challenged, as has the suggestion that organisational culture can be
manipulated with the aim of improving performance.
This boils down to the lack of consensus over whether culture is something
that an organisation ‘has’ and therefore can be purposively managed, or
6

whether culture is something an organisation ‘is’ and therefore a metaphor
for the organisation itself (Davies, 2002). As Savage states, there may be a
risk that ‘[t]he widespread reference to ‘culture’ in UK NHS policy and
organisational literature suggests that culture has, in itself, become a cultural
phenomenon’ (Savage, 2000, p.230). Savage also suggests that, although
contemporary NHS policies advocate a shift in culture towards empowerment
of staff, the experiences of staff presents a mismatch between these
espoused values and the lived values regarding the location of power. The
findings of the literature review (chapter 2) also raises doubts in this area and
identified a possible alternative, based on the nuances between
organisational culture and climate.
Nevertheless, as recommended by NHS Improvement, the Trust in this study
focussed on its People and Culture agenda as an integral part of its
improvement plan. It underwent two further CQC inspections before being
taken out of special measures amid reports of improved organisational
culture.2 However, it was unclear on what basis the espoused cultural
change had been evidenced and, if it had happened, whether it had been
successful as a lever to improve organisational processes, performance and
patient care.
Therefore, this study sought to understand whether the attempts to improve
organisational culture in this Trust were perceived (by Trust staff) to have

2

The data collection for this study commenced after the third inspection but before the
results were published.
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made a difference to day-to-day experiences. The second research question
was:
RQ2. How did special measures impact organisational culture?
Statements from senior leaders of acute Trusts which had been in special
measures, but were subsequently removed from special measures, have
been published as features in medical trade journals and professional
magazines (Limb, 2015, Trueland, 2017 and O’Dowd, 2017). In these
articles, senior leaders describe how they changed pre-existing, or created
new, organisational cultures. However, there remains a lack of peerreviewed research on acute/community Trusts in special measures (chapter
2).
The findings in response to the two research questions stated above are
particularly important because they provide an insight into the Trust’s
organisational culture from the perspective of a wide range of purposively
selected unheard voices who were revealed to have the potential for driving
further improvement across the NHS and other healthcare organisations.
Indeed, the lack of engagement with previously unheard voices in the CQC
inspection process was identified as one of the historical and organisational
factors that contributed to this NHS Trust being placed in special measures
in particular, and the fragmented perceptions of the impact of special
measures on the participants is another a key insight.
The research provided an opportunity for participants to take time out to think
about organisational culture, power and leadership. As such, it was hoped
8

that the study would empower the participants who had previously perceived
themselves to have been ‘hidden voices’ and that the findings would
ultimately contribute towards improving patient care.
In summary, this thesis presents an original contribution to knowledge
through a rich, thick description of the lived experience of CQC inspections
and special measures; an understanding of how participants perceived that
this Trust came to be placed in special measures (including historical,
organisational and cultural factors); and an understanding of the perceived
impact that special measures had on the Trust’s organisational culture. The
findings could also help understand how other Trusts might react to being in
special measures and contribute to preventing future poor performance.
The conclusion (chapter 8) contains a range of recommendations for policy,
practice and future research, based on the findings of this study.
1.2 Organisational culture and climate
Morgan (2006) examines images of organisations using eight metaphors:
machines; organisms; brains; cultures; political systems; psychic prisons; as
flux and transformation; and as instruments of domination. Each of these
metaphors has its strengths and weaknesses. While organisations as
machines has been the dominant metaphor used by managers since the
industrial revolution, this research largely focussed on organisations as
cultures. This metaphor enabled the researcher to go deep beneath the
surface of the organisation, as the original motivation for the study required.
However, a major criticism of the utilisation of a single metaphor is that it can
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lead one to believe that it is the most important factor that influences
organisational behaviour, to the extent of ignoring others. Fortunately, this
study did draw on the metaphors of organisations, such as organisations as
political systems (containing different groups whose interests need to be
reconciled) (section 6.2.1), organisms (considering the relationship with the
external environment and the interrelation between sub-systems within the
organisation) (section 6.1.1.2) and psychic prisons (when people become
trapped in ways of thinking) (section 5.2).
Organisational culture is a multi-faceted concept, for which there have been
many attempts at definition. The anthropological view is that culture is a
paradigm (Sheldon, 1980), a perspective or a particular way of thinking about
organisations. Johnson et al. (2007) state that organisational culture should
be understood as the meta-framework that includes (but is not restricted to)
rituals, routines, stories, symbols, power structures, organisational structures
and control systems. Other definitions of organisational culture include, ‘a
dominant and coherent set of shared values conveyed by such symbolic
means as stories, myths, legends, slogans, anecdotes and fairy tales’
(Peters and Waterman, 1982, p.103) and ‘the way we do things around here’
(Deal and Kennedy, 1982, p.4). Schein (1985, p.18) defines organisational
culture as ‘a pattern of shared basic assumptions’. Indeed, many researchers
of culture define it as being shared by most members of that organisation
and a culture is often described as being unique to an organisation.
However, Martin (1992) argues that these definitions are overly simple. She
recommends that culture is better analysed via three perspectives
(integration, differentiation and fragmentation). Schein and Martin’s
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theoretical frameworks are described in more detail in sections 1.6.2 and
1.6.3 below.
Closely related to organisational culture, organisational climate should also
be recognised as an important concept within this study. Organisational
climate can be defined as ‘a characteristic ethos or atmosphere within an
organisation at a given point in time which is reflected in the way its
members perceive, experience and react to the organisational context’
(Rollinson et al., 1998, p.563). This definition implies that, whereas cultural
assumptions and values are deeply ingrained, an organisational climate may
be short lived and less pervasive.
The terms culture and climate are sometimes used interchangeably
(Braithwaite et al., 2010). Although there is a close relationship between
organisational climate and culture, there are also some clear differences
between them. It is generally conceived that managers can largely influence
organisational climate because it is the perception of how an organisation
treats its members (Ostroff and Schmitt, 1993). Whereas it is generally
conceived that managers cannot control organisational culture because it is
created from a wide range of internal and external factors (Alvesson, 1991).
Johnson et al. (2016) reviewed fifteen studies of organisational culture
change in healthcare organisations and concluded that most of them had
changed perceptions of climate and organisational outcomes, rather than
culture. And Ogbonna (1992, p.51) concluded that ‘there is no convincing
conceptual model which clearly demonstrates how change of deeper level
values should be attained’. In addition, Wallace et al. (1999) found a strong
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link between organisational climate and managerial values in the Victoria
Police, but no direct link between management behaviour and organisational
culture.
So, the relationship between organisational culture and climate is somewhat
ambiguous and many scholars believe that they assess similar
organisational features (Braithwaite et al., 2010). However, Schein (1985)
describes organisational climate as the tip (artefact) of the deeper cultural
levels (values and assumptions) of the organisation culture iceberg. In an
anecdotal summary, Roy Lilley (a prominent commentator on the NHS and
social issues) has suggested that ‘…you can't change culture. Culture grows
like a coral reef or a stout oak in the forest. What you can do is change the
climate, that helps the coral reef and the trees flourish’ (Lilley, 2018). These
nuances between culture and climate are drawn on in discussion chapter 7.
1.3 Conceptual, ontological and epistemological perspectives
To ensure the findings of this study were built on strong foundations, it is
important to understand the reasoning behind the choice of methodology,
methods and data sources. Therefore, this section describes the conceptual,
ontological and epistemological positions that directed the research.
The positivist paradigm is concerned with the testing of theories against
objective ‘facts’ and every effort is made to remove observer effects by
utilising standardised experimental or interview procedures (Hammersley
and Atkinson, 1992). This is in distinct contrast to the constructivist,
interpretivist and naturalist paradigms. Constructivism and interpretivism
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share the view that, as human beings, we are meaning makers. The
constructivist paradigm regards reality as being individually and socially
derived, with knowledge an individual construction that can, however, be
subject to consensus. Within this paradigm the researcher is generally
regarded as an involved participant who seeks to give voice to the
experiences and perceptions of the other participants (Costly et al., 2010).
Complementing constructivism, interpretivism relies on understanding, or
interpreting, the meanings that we attach to our actions (O’Reilly, 2009).
Naturalism seeks to capture detailed descriptions of the experiences of life
within a culture and to explore the beliefs, values that underpin it, rather than
to identify universal laws to explain it (Hammersley and Atkinson, 1992). The
ontology of the naturalist paradigm is that realities are multiple, constructed
and holistic (Lincoln and Guba, 1985).
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Table 1. Contrasting positivist and naturalist axioms (adapted from
Lincoln and Guba, 1985, p.37)
Axioms about

Positivist paradigm

Naturalist paradigm

The nature of reality
(ontology)

Reality is single, tangible and
fragmentable

Realities are multiple,
constructed and holistic

The relationship of the
knower to the known
(epistemology)

Knower and known are
independent, a dualism

Knower and known are
interactive, inseparable

The possibility of
generalisation

Time- and context-free
generalisations are possible

Only time- and context-bound
working hypotheses are
possible

The possibility of causal
linkages

There are real causes,
temporally precedent to or
simultaneous to their effects

All entities are in a state of
mutual simultaneous shaping,
so that it is impossible to
distinguish causes from effects

The role of values
(axiology)

Inquiry is value-free

Inquiry is value-bound

To clarify the differences between the researcher’s original academic
preferences and those which developed alongside them (appendix A), a
comparison of the positivist and naturalist paradigms is provided in table 1.
The researcher reflected on these differences to ensure that key decisions
throughout the research were made in alignment with the naturalist
paradigm.
For example, data was collected from a wide range of roles across the Trust,
including non-clinical staff, clinical staff and a small number of senior leaders,
and the participants were expected to have different understandings and
constructed realities of the organisation’s culture and performance. This
reflects the ontology of the naturalist paradigm. The multiple realities
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experienced by the participants are presented in the findings (chapter 4) via
the ‘thick description’ of human behaviour and the context in which that
behaviour occurred (Geertz, 2001).
The epistemology of the naturalist paradigm is that knower and known are
interactive and inseparable (Lincoln and Guba, 1985). It would not have been
possible to conduct interviews without a reciprocal relationship between
researcher and the participants. The relationship could have had positive
connotations (for example, participants may have trusted the researcher due
to their position as an insider and so felt comfortable to be open and
transparent in their answers (Costly et al., 2010)) or negative connotations
(for example, participants may have been more likely to conform to social
desirability biases because they knew the researcher was an insider (Zerbe
and Paulhus, 1987)).3 The researcher reflected on their relationships with the
participants throughout the study, as to have ignored them would have
meant that the data was incomplete.
As per the naturalist paradigm, the generalisability of this qualitative research
is debatable. While it cannot be assumed that one NHS Trust will be the
same as another, Bassey (1999) contends that we can make fuzzy
generalisations in work-based research. Costley et al. (2010, p.3) state that
fuzzy generalisations ‘arise from the particular research situation and may
have some general application in a similar context’. Although some

3

Social desirability is generally understood as the tendency to deny socially undesirable
traits and behaviours and to admit, and possibly exaggerate, desirable traits and behaviours
(Zerbe and Paulhus, 1987).
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organisational culture studies may suggest that each organisation’s culture is
unique, Martin et al. (1983) suggest that they, or at least significant aspects
of their culture, are not (as discussed in section 1.6.3 below). Therefore, it
was hoped that the lessons from studying organisational culture in this
setting could be generalised to the extent that valuable lessons could be
learnt by organisations in similar settings and facing similar issues.
The acknowledgement of how impossible it is to separate cause from effect
in the naturalist paradigm is aligned with the researcher’s desire to simply
understand more about the complicated tangle of issues at work within the
Trust rather than to explain or predict a simple cause and effect relationship
between variables. Indeed, the pluralist theory of causation suggests that
there is not one single kind of connection between things in the world, but a
diverse range of connections at work (Mumford and Anjum, 2013).
And finally, the researcher’s stance was that the axiology (or aim) of the
inquiry was value bound, so it was recognised that the findings were
influenced to a certain extent by the researcher’s values, the choice of
paradigm, the theory that guided the data collection and analysis, and the
values inherent to the context of the research (Lincoln and Guba, 1985). As
mentioned above, the inquiry simply sought to understand this small part of
the world rather than to explain or predict it (Lee and Lings, 2008). The
researcher continually reflected on their position with regards to the
participants and the research, which enabled them to acknowledge, and
possibly mitigate, some of the influence of the researcher’s values on the
findings. Furthermore, in line with the interpretivist axiology that the
16

researcher is part of what is being researched, before any participants were
interviewed the researcher undertook a culture-gram and self-reflection
exercise (Chang, 2008), the results of which are presented in appendix A
and discussed in section 1.7.
In conclusion, since the researcher’s motivation was to delve into the
complexities underlying the poor performance of this NHS Trust, and to
conduct an ethnographic case study to do so, then this research was
comfortably located in the conceptual perspective of the naturalist paradigm.
1.4 Theoretical Perspective
Critical theory is a philosophical approach to culture that considers the social,
historical and ideological forces and structures which produce and constrain
it. Rather than only understanding or explaining society, critical theory is
oriented toward critiquing and transforming society (Schwandt, 2001). Critical
theory regards reality as being shaped over time by a wide range of social
and cultural values, with knowledge being subject to individual and cultural
construction (Costly et al., 2010). This perspective tends to seek historically
located, structural insights geared towards the critique of the status quo,
education to address ignorance and misapprehensions, and emancipatory
action.
The ontological assumption for critical ethnography is that there is something
beneath the surface of accepted appearances and the aim is to reveal the
darker, oppressive side of social life (Thomas, 1993). Critical theory in
organisational studies endorses the creation of workplaces in which
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everyone can contribute to the development of systems and processes that
meet the needs and changing requirements of all (Alvesson, 2013). As such,
a key theme of critical theory in organisational studies is the political agenda:
the balance of power and the difficulties involved in ensuring that
disadvantaged groups understand their own political interests.
It was anticipated that participants in this study would benefit from being
given the opportunity to take time out to reflect on organisational culture,
leadership and power in the context of their work environment, and it was
hoped that participants who may not have previously spoken up or
contributed to organisational decisions would subsequently feel empowered
to influence organisational improvement. This study examined some of the
oppositional dichotomies that were perceived by the participants across the
organisation at the time to understand how these factors have influenced
their experiences of working at the Trust. The oppositional dichotomies
discussed tended to be those in which participants perceived themselves to
hold less power (Hugman, 1991). However, this study also included aspects
of the full technicolour of what was ‘really going on’ at the Trust and so the
limited extent to which the study was able to bring critical theory into play is
discussed in sections 3.1.3, 5.2 and 8.2.5.
1.5 Data collection strategy
This ethnographic case study focussed on an NHS Trust that was in special
measures when the data collection commenced and was working to improve
its performance. The study utilised semi-structured interviews,
autoethnography (vignettes that captured the researcher’s experiences of
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working in a Trust in special measures) and document analysis of published
material about the Trust (such as Public Trust Board papers). The data was
iteratively coded for keywords and themes were identified by inductive
thematic analysis of the data (Braun and Clarke, 2006). The data were
managed within NVivo (Bazeley, 2007 and Gibbs, 2002) and the themes
presented in the findings were limited to the six that occurred most frequently
to enhance the coherence of the analysis.
1.6 Key theoretical frameworks
Fetterman (2010, p.22) states that ‘most ethnographers start collecting data
from an emic perspective and then try to make sense of what they have
collected in terms of both the native’s view and their own scientific analysis’.
Theoretical frameworks provide a set of lenses through which to interpret
what has been described and they steer the course of observation (Eisner,
1998). To achieve the desired depth of secondary analysis, this study utilised
the lenses of six theoretical frameworks, which are described below.
1.6.1 Wicked versus tame problems
The study benefits from drawing on Rittel and Webber’s (1973) distinction
between tame and wicked problems. Grint (2008) expanded on this theory to
include the third category of critical problems. However critical problems are
distinct from wicked or tame problems because with critical problems there is
very little time for decision-making and action. Critical problems are crises
that need urgent action.
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The concepts of tame and wicked problems lend themselves to the
discussion of the problems the participants perceived had contributed to the
Trust being placed in special measures. A tame problem is one that can be
logically worked through to find an answer. With a tame problem there is a
clear definition of what the problem is and a relationship between cause and
effect. Management’s role in solving tame problems is rooted in the context
of déjà vu (seen this before) whereas leadership’s role in tackling wicked
problems is rooted in the context of vu jàdé (never seen this before) (Weick,
1993). So, managers are generally expected to be able to resolve tame
problems (Grint, 2008).
A wicked problem is complex, messy, inextricable from its environment and
there is a large degree of uncertainty involved both in terms of what the
problem is, what the causes are and what the solutions are. They cannot
usually be solved (there is no right or wrong), rather only attempts to make
things better. Because they represent a complex interaction between social,
cultural, political and financial issues, one single perspective cannot usually
be successful. These are the problems that require leadership to engage the
collective to come up with a range of possible solutions. In this study the
collective would constitute a wide range of interested stakeholders from
within the Trust, and external to the Trust, who could make valuable
contributions to such a discussion. As found in the literature review (chapter
2), previous studies have generally approached wicked problems via the
contributions of senior clinicians and managers. In contrast, this study has
purposively selected participants who considered themselves to be hidden
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voices and whose potentially valuable contributions have largely been
ignored.
The wicked versus tame problems theoretical framework is utilised in the
literature review (chapter 2) and discussion (chapters 6 and 7).
1.6.2 Model of organisational culture
Schein (1990) states that organisational culture is manifested at three
different layers: observable artefacts, espoused values and underlying
assumptions. Artefacts are visible manifestations of the organisational
culture. Examples include dress code, physical spaces and the stories told.
The difficulty with relying on artefacts to understand organisational culture is
that the researcher may only get to consider what is available above the
surface of the organisation, and not the underlying assumptions, so there is
the potential for incorrect inferences to be drawn. Relying on cultural
artefacts alone is therefore not sufficient for a holistic ethnographic study.
The espoused values of an organisational culture can be studied in many
ways, including semi-structured interviews and document analysis. Semistructured interviews allow participants to explain why the observed
phenomenon occurred the way it did. Again, while such interviews can
identify the espoused values, a more intensive analysis can identify and
understand the deeper lying, possibly unconscious, assumptions that
influence thought processes, perceptions, feelings and behaviours.
Acquiring an understanding of the underlying assumptions held within an
organisation ensures that the researcher can gain an understanding about
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apparent ambiguities or contradictions in the culture (Martin and Meyerson,
1988). This study achieved this level of understanding due to the researcher
being an insider who could draw on shared understandings with participants
and, in addition, with the inclusion of autoethnographic data.
Schein’s framework is utilised throughout the thesis.
1.6.3 Integration, differentiation and fragmentation perspectives
Although an organisation may be referred to as having ‘an organisational
culture’, this may be an oversimplification that has arisen due to the tendency
for studies of organisational culture to be managerially biased (Martin, 1992).
Once the voices of other employees are heard, then it becomes apparent
that any organisation can contain a multitude of cultures. To ensure that
these voices are heard (and complementing Schein’s model of organisational
culture (1990)) this study utilises Martin’s three perspectives framework
(1992) (table 2).
Table 2. Defining characteristics of the three perspectives (adapted
from Martin, 1992, p.13)
Perspective

Integration

Differentiation

Fragmentation

Orientation to
consensus

Organisation-wide
consensus

Subcultural
consensus

Multiplicity of views
(to consensus)

Relation among Consistency
manifestations

Inconsistency

Complexity (not
clearly consistent or
inconsistent)

Orientation to
ambiguity

Channel it outside
subcultures

Focus on it

Exclude it

The integration perspective is generally summarised as the officially
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accepted view of organisational culture. It proposes that a set of values or
assumptions are consensually shared by all members of the organisation
and that these values are reinforced consistently throughout the organisation
via a wide range of cultural manifestations. From the integration perspective
there is no room for ambiguity and the supposition is that everyone in the
organisation knows why they are there, what they must do in their
organisational role and how it all fits together. To some extent, this
perspective echoes the machine or organism metaphors employed by
Morgan (2006). However, critics of the integration perspective argue that,
although it may be preferred by senior managers, the view of culture as
homogeneous and harmonious is unlikely and downplays the views of those
who deviate from a ‘supposedly dominant viewpoint’ (Martin, 1992, p.68).
Conversely, the differentiation perspective questions whether values or
assumptions are consensually shared by all members of the organisation.
This perspective proposes that consensus is limited to within subcultural
boundaries and that there are inconsistencies in the interpretation of cultural
manifestations throughout the organisation. It proposes that there is absolute
clarity within subcultures and ambiguity is relegated to the gaps between
subcultures. The differentiation perspective uses oppositional thinking to
define subcultural differences. These dichotomies are often considered
hierarchical in nature, with one position generally considered to have more
power, status or value than the other. 4 Power can be exercised in many

4

The more powerful position is generally the first listed in the description of an oppositional
dichotomy.
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ways in organisations: between members of the same profession; between
occupations; by those who control resources; by those who use the services;
and by wider societal institutions (Hugman, 1991). This perspective has
similarities to the political system metaphor (Morgan, 2006) and hints at the
complication within the organisations that leaders may espouse to have
homogeneous organisational cultures.
The fragmentation perspective focuses on ambiguity and how people
experience their lives as riddled with confusion. It proposes that a multiplicity
of interpretations confuse any organisation-wide or even subcultural claim of
consensus or clarity. From this perspective, organisational boundaries are
unclear and organisational membership is in a constant state of flux, which
reflects the flux and transformation metaphor (Morgan, 2006). Organisations
are characterised as disordered rather than ordered, uncontrollable rather
than predictable and obscure rather than clear. This perspective enables
cultural researchers to identify areas of ambiguity by including a wide range
of voices and paying attention to what is absent. It ties in with the concept of
wicked problems (Rittel and Webber, 1973 and Grint, 2008) introduced in
section 1.6.1 above.
Harris and Ogbonna (1998) found that different levels of organisational
hierarchy tended to view organisational culture from different perspectives
(senior managers from the integration perspective, middle managers from a
differentiation perspective and ‘shopfloor’ workers from the fragmentation
perspective). They also found that utilising all three perspectives forced the
study of some subcultures that can be otherwise overlooked. Indeed, Martin
24

(1992) argues that if a study is conducted from only one perspective, then
the researcher might ignore and distort cultural phenomena. For example,
previous research on organisational culture from an integration perspective
has been criticised for managerial bias by not including the views of
employees from lower in the organisational hierarchy, women and a range of
ethnicities. The findings of the literature review (chapter 2) confirmed that this
had indeed been the case in previous studies of healthcare organisations
and a conscious decision was made in the early stages of this research to
ensure that it would give voice to the less powerful members of the
organisation. To broaden and deepen the understanding of organisational
culture insights have been included from all three perspectives throughout
the thesis, but particularly in discussion chapters 5 and 6.
As mentioned in sections 1.2 and 1.3 above, culture is often described as
being unique to an organisation. However, Martin et al (1983) state that the
organisational stories, rituals and content themes used to illustrate what
individuals perceive make an organisation unique usually fit into one of
seven common stories. In an explanation of the nexus solution to this
uniqueness paradox, Martin (1992, p.111) states that ‘an organization is a
microcosm of the surrounding societal culture’ and that ‘what is unique and
“organizational”, then, is the way a particular mix of cultures combines and
interacts within a given organization’s boundary’. The different professions of
NHS staff may be comparable to the conceptualisation of occupational
subcultures within organisations in Silicon Valley (Gregory, 1983). And so,
enabled by the national staff shortages (for example, a national shortage of
40,000 full time equivalent nurses (Macdonald and Baker, 2020)), some NHS
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staff ‘hop’ from NHS Trust to NHS Trust, much like the ‘company hopping’
that occurs in Silicon Valley (Martin, 1992 p.110). Gregory (1983) concluded
that, rather than organisations having unique cultures, occupational
subcultures cross-cut organisations and therefore an organisation is simply
an arbitrary boundary around several of these occupational subcultures. If
this is the case, and NHS staff are constantly in flux between Trusts, then it
again challenges the idea that this NHS Trust (or any NHS Trust) is truly
unique because individuals can work at several different Trusts throughout
their career, sometimes concurrently. Conversely, some staff work at the
same NHS organisation throughout their entire career (and are celebrated for
their dedication on their retirement). The nexus approach to the uniqueness
paradox is drawn on in the discussion (chapter 6).
1.6.4 Permanently failing organisations
Meyer and Zucker (1989) characterize organisations that persist regardless
of poor performance as permanently failing organisations. They suggest that
such organisations tend to yield benefits for those who are dependent on the
organisation rather than those who control them and that these organisations
are frozen into patterns of low performance.
Figure 1 illustrates the relationship between the motivation to maintain an
organisation and an organisation’s performance for management (solid line)
and for workers (dashed line). When performance is high, management is
motivated to continue with the organisation. But when performance is low,
management becomes less motivated to maintain the organisation. In
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contrast, a worker’s motivation remains consistent regardless of the
organisation’s performance.
Figure 1. Motivation to maintain organisation as a function of
performance (reproduced from Meyer and Zucker, 1989, p.95)

When applied to the case of NHS Trusts, this theory would suggest that,
while an organisation is performing well, the interests of management
(continue to focus on achieving performance targets and maintain
organisation) and workers (maintain the status quo) correspond. However, if
an organisation’s performance declines, then the interests of workers
(maintain status quo) and management (improve performance) become
incompatible. If managers are unable to improve the organisation’s
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performance, then their motivation to maintain the organisation may
decrease.
This framework is utilised throughout the discussion chapters (5, 6 and 7).
1.6.5 Reaction process
Scott and Jaffe (1988) suggest that individuals experience a reaction
process, consisting of four phases (denial, resistance, exploration and
commitment), during organisational change.
Figure 2. The change grid (reproduced from Scott and Jaffe, 1988, p.26)

It is a similar framework to the Kübler-Ross Change Curve, a model
containing 7 stages (shock, denial, frustration, depression, experiment,
decision and integration) (EKR Foundation, 2020), which itself was founded
on the 5 stages of grief (denial and isolation, anger, bargaining, depression
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and acceptance) (Kübler-Ross, 2019). It is not difficult to draw powerful
parallels between the participants’ reactions to the announcement that the
Trust had been placed in special measures and patients’ reactions to the
awareness of a terminal illness, as outlined in Kübler-Ross’s original book.
The over-arching caveat for these frameworks is that many of the stages
overlap, occur at the same time or are sometimes missed altogether, so they
should not be misinterpreted as seemingly linear progressions of stages.
Since Scott and Jaffe’s four-phase reaction process was developed
specifically in relation to organisational change, and it allows for a relatively
simple analysis of complex data, then the decision was made to utilise it in
the discussion of the participants’ reactions to the Trust being placed in
special measures (chapter 7).
1.6.6 Staff engagement and organisational climate
In their model of organisational performance and change, Burke and Litwin
(1992) deem climate to be transactional and culture to be transformational.
Indeed, Schein (1985) states that while engagement and performance are
directly influenced by organisational climate, organisational culture goes
much deeper.
Bridger (2015, pp.63-64) identifies the five enablers of engagement as:
1.

Visible, empowering leadership that provides a strong narrative about
the organisation.

2.

Engaging managers, who focus their people and give them scope,
treat their people as individuals and coach and stretch their people.
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3.

There is employee voice throughout the organisation, for reinforcing
and challenging views, between functions and externally.

4.

There is organisational integrity: the values on the wall are reflected in
day-to-day behaviours.

5.

Employee involvement: the extent to which employees are personally
involved in the success of the organisation, and the opportunities the
organisation creates for employees to get involved.

These frameworks are utilised in the discussion of the perceived
organisational changes (chapter 7).
1.7 Location of researcher
Qualitative research studies rely on the self as a research instrument, are
interpretive in character and rely on the presence of voice in the text (Eisner,
1998). Subjectivity is something to be acknowledged and understood
because without understanding where the researcher is situated in the
research, it is impossible to fully interpret the data (Janesick, 1998).
Therefore, it is important to locate the researcher in this research journey to
provide transparency about the potential influence the researcher had on the
research process and findings.
I completed a self-reflection exercise to visualize my social identities as a
culture-gram (Chang, 2008). In the initial self-reflection exercise, I found my
three primary social identities to be:
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•

introverted but interested;

•

curious academic; and

•

imposter syndrome fighter.

The findings of the self-reflection exercise are expanded upon in appendix A.
They reveal how my life experiences have influenced my decision to be a
participant-observer in this ethnographic case study and to include personal
narrative in the form of this self-reflection exercise, autoethnographic
vignettes in the findings (chapter 4), and self-reflection within the discussion
and conclusion (chapters 5, 6, 7 and 8). As Ellis et al. (2011) describe, these
writings enable some understanding of the intersection between me (the
researcher), the participants as ‘co-researchers’ and the cultural context
being explored.
1.8 Structure of the thesis
The structure of the thesis is as follows:
Chapter 1 has introduced the background and rationale for the thesis and
explained how the research questions were developed. It has outlined the
key concepts of organisational culture and climate and rooted the research in
the naturalist paradigm (Hammersley and Atkinson, 1992). It has also
presented the data collection and analysis strategy, the six theoretical
frameworks that have focussed the discussion of the findings and the
researcher’s self-reflection exercise.
Chapter 2 commences with the contextualisation of organisational culture
and performance in the NHS. The decision to utilise a scoping literature
review approach is explained and the methodology used to engage with the
review question is described. The review identifies several gaps in the
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existing literature, several of which this thesis sought to fill. The paucity of
research on Trusts in special measures and the underrepresentation of
clinical and non-clinical colleagues at the mid to lower end of the NHS pay
bands in the existing literature influenced the purposive sampling strategy for
this research.
Drawing on the naturalist paradigm, chapter 3 outlines the reasoning behind
the choice of a qualitative study utilising ethnographic case study as the
methodology and autoethnography, semi-structured interviews and
document analysis as the data collection methods. It describes the methods,
data sources and the ethical considerations in detail, and introduces the
concept of reflexivity. It explains the data analysis in full and presents the
measures taken to demonstrate credibility, transferability, dependability and
confirmability, and therefore, to ensure trustworthiness of the findings.
Chapter 4 presents the findings in the format of direct quotations from
interviews, direct extracts from Trust documents, ethnographic images and
extracts from autoethnographic vignettes. This approach allowed the voices
of a wide range of Trust staff to speak for themselves. It enabled individual
participants’ stories to be shared with minimal interpretation, other than the
selection of the most pertinent quotations from the wealth of data that was
collected. By drawing these stories together and allowing participants’ voices
to be heard, the reader is fully immersed in a rich, thick description of the
lived experience of the CQC inspection regime and special measures.
The discussion of findings bridges chapters 5, 6 and 7.
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Chapter 5 begins with a discussion of the innovation delivered by the
inclusion of a range of purposefully selected participants from across the
hierarchy, but particularly focussed on the lower Agenda for Change (AfC)
bandings. It then discusses the benefits of the storytelling process and the
insights gained from the stories themselves. It concludes with a discussion of
the participants’ understanding of the term ‘organisational culture’.
In chapter 6, the application of some of the theories outlined in this
introductory chapter (Grint, 2008, Schein, 1990, Martin, 1992 and Meyer and
Zucker, 1989) provides insights into the first research question: how did
historical and organisational factors contribute towards an NHS Trust being
placed in special measures? The chapter is presented in four sections. The
first section discusses the issues that participants perceived had contributed
to being placed in special measures. The remaining sections discuss the key
issues of organisational culture perceived by the participants, the behaviour
that was perceived to have contributed to poor organisational culture, and
participants’ perceptions of space and organisational culture.
Chapter 7 applies the other theories outlined in the introduction (Scott and
Jaffe, 1988 and Bridger, 2015) to the second research question: how did
special measures impact organisational culture? It reveals how the
placement into special measures had been experienced as a reaction
process and presents the changes that participants had perceived to have
occurred since, which coincidently align to the enablers of engagement.
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Chapter 8 contains the conclusion of the thesis. It describes its originality and
contribution to knowledge, its potential impact on policy, academia and
knowledge, the recommendations, and dissemination strategy.
It should be highlighted that this data was collected before the Covid-19
pandemic and, as such, reflects participants’ perceptions at that point of
time. Where appropriate, in the discussion and the conclusion chapters,
reference has been made to the impact of the pandemic.5

5

The experience of writing this thesis up during lockdown has been captured in a piece of
creative writing (Mortimore, 2020).
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CHAPTER 2 LITERATURE REVIEW
This chapter presents a scoping review of the literature on organisational
culture and performance/quality in healthcare organisations. Following an
expansion of the use of these terms within the context in the NHS, there is
an explanation of the reasoning behind the choice of the scoping review and
a description of the methodology used. An analysis of the existing literature’s
characteristics is provided and, finally, there is a discussion of the included
studies’ findings.
2.1 Conceptual, policy and planning context
The concepts of organisational culture and performance (in the context of
this study) were introduced in the preceding chapter. Organisational culture
and performance are terms that are widely utilised in the context of NHS
organisations and NHS policies. This section provides some context of how
they have been used in a range of high-profile NHS documents.
2.1.1 Organisational culture and performance in the NHS
As a measure of the emphasis placed on organisational culture in relation to
performance across the wider NHS organisation, searches for the term
‘culture’ and the variant ‘cultural’ were conducted across seven reports
published in the light of inquiries into NHS organisations that have performed
extremely poorly.6 From the results it was apparent that considerable weight

6

It is acknowledged that culture can be discussed without ever using the words culture or
cultural, however these were used to provide a simple indication of the level of emphasis
that has been placed on the concept.
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has been placed on the role of organisational culture in relation to
organisational performance.
1. The Report of the Public Inquiry into children’s heart surgery at the Bristol
Royal Infirmary 1984-1995, entitled ‘Learning from Bristol’ (Kennedy, 2001),
contained 195 mentions of the terms ‘culture’ or ‘cultural’. This report
acknowledged the complexity of organisational culture, the existence of
competing cultures and warned of the importance of avoiding ‘caricature
when referring to ‘culture’ and to be clear what the word is intended to
convey’ (p.266). It stated that, ‘We believe it essential to explore the
prevailing culture of the NHS […] to understand its strengths and its
problems and to consider how it may need to develop and grow’ (p.264). It
also stated that, ‘The way forward for everyone involved in the NHS and
particularly for those who lead and manage the service, is to generate a new
and different culture’ (p.266). These words convey a belief that
organisational culture can be manipulated, an idea that is repeated in other
reports into significant failings of NHS organisations over the following years,
and is discussed and applied to the findings of this study in the discussion
(chapter 7).
2. Nine years later, the independent inquiry into the care provided by Mid
Staffordshire NHS Foundation Trust was published in two volumes in 2010
(Francis, 2010a&b). These each contained several hundred instances of the
word ‘culture’ or ‘cultural’. Published three years after the independent
inquiry, the Francis Report of the Mid Staffordshire NHS Foundation Trust
Public Inquiry (Francis, 2013) contained the terms ‘culture’ or ‘cultural’ 80
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times in the Executive Summary alone, both in relation to the cause of the
problems at the Trust and in the recommendations made for improvement.
3. In 2012 the final report on the Winterbourne View hospital was published
(Department of Health, 2012). It contained the terms ‘culture’ or ‘cultural’ 11
times, both in describing the ‘abusive culture’ (p.32) that had existed and in
stating that organisational leaders must develop the fundamental culture
change that was required to ensure vulnerable patients receive the best
possible care. In particular, the report found that a closed and punitive
culture was able to develop on the top floor of the hospital because families
and visitors were not allowed access to that area, which included the wards
and bedrooms. The association between organisational culture and space is
discussed in chapters 6 and 7.
4. The independent review into the creation of an open and honest reporting
culture in the NHS, entitled ‘Freedom to Speak Up’ (Francis, 2015),
contained 309 mentions of the terms. Issues surrounding speaking up are
discussed in chapters 6, 7 and 8.
5. Published in the same month, the Independent Report on the NHS
Investigations into matters relating to Jimmy Savile (Lampard and Marsden,
2015) mentioned ‘culture’ or ‘cultural’ 53 times. This report considered the
wider historical context within the affected organisations and identified a
perceived disconnection between senior leaders and frontline staff and
managers to be one of the main issues, something that is echoed by the
perceptions of the participants in the study presented in this thesis. A strong
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emphasis was placed on the requirement to develop a culture that supports
and encourages people to make complaints and raise concerns.
6. The CQC review of restraint, seclusion and segregation for autistic people,
and people with a learning disability and/or mental health condition was
published in 2020. It was entitled ‘Out of Sight- Who Cares?’ (CQC, 2020b),
and contained the terms 25 times, both in relation to problems and
recommendations for improvement.
7. And finally, the Ockenden Report on the emerging findings and
recommendations from the independent review of maternity services at the
Shrewsbury and Telford Hospital NHS Trust contained 3 references to
culture (Ockenden, 2020). The report stated: ‘The review team have the
clear impression that there was a culture within The Shrewsbury and Telford
Hospital NHS Trust to keep caesarean section rates low, because this was
perceived as the essence of good maternity care in the unit.’ Although the
team was clear that they were not able to correlate that culture with the
Trust’s poor performance, they did suggest that it may have led to otherwise
avoidable death and injury.
In conclusion, these reports on poor performing NHS organisations that have
been published over the previous twenty years have identified organisational
culture issues across the NHS and have recommended that the
organisational culture both within and across NHS organisations should be
improved as part of the strategy to improve organisational performance. To
elucidate how the NHS has reacted to these recommendations, a review of
key NHS planning documents is presented in the next section.
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2.1.2 Policy and planning context
Eight key NHS planning and policy publications published within almost the
same 20 year period have been reviewed for references to ‘culture’ (and the
variant ‘cultural’). In contrast with the findings presented in the previous
section, this review demonstrates the relatively recent emphasis (20192021) that has been placed on organisational culture as the route to
performance improvement across the NHS compared with previous years
(2000-2018).
1. The ‘NHS Plan’ was published in 2000. It contained 8 mentions of culture,
three of which refer to the culture at the time as having been ‘more of the last
century than of this’ (Department of Health, 2000, p.30).
2. Lord Darzi’s ‘Next Stage Review Interim Report’ (Darzi, 2007) contained 4
mentions of culture, in terms of the required improvements in the cultures of
surgery, innovation, safety and cleanliness.
3. Published the following year, ‘High Quality Care for All: NHS Next Stage
Review Final Report’ had only 1 mention of culture, where Darzi describes
the importance of fostering an ‘enterprise and innovation culture’
(Department of Health, 2008, p.56).
4. The ‘Five Year Forward View’ was published in 2014 (NHS England,
2014). The term ‘culture’ appeared twice in this document. Firstly, in relation
to the quality of health care and secondly, in terms of the drive to change the
organisational culture.
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5. In the follow up publication, ‘Next Steps on the NHS Five Year Forward
View’ (NHS England, 2017), the word ‘culture’ appeared 4 times. It first
appeared with regards to the changes deemed required in the ways of
working and in cultures across the different parts of the country and
programmes of care. Secondly, it appeared in relation to evidence of
achievements in workplace culture and employee support. Thirdly, it
appeared in terms of a planned improvement to the culture of learning across
the NHS. And fourthly, it appeared in relation to the innovative culture that is
stated to have nurtured important healthcare technologies over the years.
6. Two years later there is an increase in the use of the terms ‘culture’ or
‘cultural’ in the ‘NHS Long Term Plan’ (NHS, 2019a), which outlines the highlevel plan for the future of healthcare in England for the next ten years. In all,
the plan contains 15 occurrences of the terms ‘culture’ or ‘cultural’. Most of
the occurrences are in Chapter four, entitled ‘NHS Staff Will Get the Backing
They Need’. This chapter recognises some of the issues currently faced by
NHS Staff and prescribes cultural change to make a success of the plan. For
example:
‘To make this Long Term Plan a reality, the NHS will need more staff,
working in rewarding jobs and a more supportive culture.’
(NHS, 2019a, p.78)
‘To make the NHS a consistently great place to work, we will seek to shape a
modern employment culture for the NHS – promoting flexibility, wellbeing
and career development, and redoubling our efforts to address
discrimination, violence, bullying and harassment.’
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(NHS, 2019a, p.86)
‘Respect, equality and diversity will be central to changing the culture and will
be at the heart of the workforce implementation plan. The NHS draws on a
remarkably rich diversity of people to provide care to our patients. But we fall
short in valuing their contributions and ensuring fair treatment and respect.’
(NHS, 2019a, p.86)
As in the Five Year Forward View (NHS England, 2014), there is an
emphasis on the requirements of leaders and the promotion of a top-down
approach:
‘As a service, we will now take sustained and concerted action to:
•

[…]

•

strengthen and support good, compassionate and diverse
leadership at all levels – managerial and clinical – to meet the
complex practical, financial and cultural challenges a successful
workforce plan and Long Term Plan will demand.’

(NHS, 2019a, p.79)
These excerpts from the NHS Long Term Plan are particularly pertinent
considering the findings of this thesis and are reflected upon in discussion
chapter 7 and the conclusion (chapter 8).
7. The ‘NHS People Plan’ for 2020/2021 (NHS England, 2020a) contains 18
occurrences of the terms ‘culture’ or ‘cultural’. It commenced with:
‘[…] we must all continue to look after each other and foster a culture of
inclusion and belonging […]’
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(NHS England, 2020a, p.5)
and concluded with:
‘[…] all of our actions need to keep behaviour and culture change at their
heart […]’
(NHS England, 2020a, p.51).
8. And finally, the most recent CQC strategy, ‘A new strategy for the
changing world of health and social care’ (CQC, 2021c), contains 26
mentions of the words ‘culture’ or ‘cultural’. This document included
references to the ‘known’ relationship between culture and performance
improvement:
‘We’ll also look more closely at aspects that we know have a positive effect
on quality such as the culture of a service, how it works with other services in
a local system, and how it drives improvement’
(CQC, 2021c, p.12)
and to building new cultures:
‘People are often afraid to speak up. We want to help build a new culture
among the public, health and care providers, and all our partners, that
welcomes, values and acts on feedback’
(CQC, 2021c, p.6).
However, these are both sentiments that are questioned throughout this
thesis.
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In summary, this review of NHS policy and planning documents has
illustrated how the NHS has come to uphold the requirement to change
organisational culture as the panacea to achieving improved performance
across the NHS. As Rollinson et al. (1998, p.573) put it, there appears to
have been a ‘managerial love affair with the word culture’.
The next section introduces the approach of the scoping literature review and
explains why it was chosen to underpin the foundations of this thesis.
2.1.3 The scoping literature review
So far, this review has established that in recent years organisational culture
has been upheld as the solution to many of the performance or quality
problems in contemporary NHS organisations. However, as Kennedy (2001)
forewarned, this may be an oversimplification of a complex issue. Indeed, a
Cochrane intervention review entitled, ‘The effectiveness of strategies to
change organisational culture to improve healthcare performance’ (Parmelli
et al., 2011) failed to find any studies that met the quality criteria used by the
Effective Practice and Organisation of Care (EPOC) Group. This reinforces
the notion that there is paucity of evidence regarding the effectiveness of
strategies to change organisational culture to improve healthcare
performance and supports the researcher’s desire to undertake the literature
review with a wide lens to explore what is known about organisational culture
and performance.
The literature review approaches considered were the systematic review, the
integrative review and the scoping review. Braithwaite et al. (2017) present
an example of a systematic review of literature on the association between
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organisational and workplace cultures and patient outcomes. Although
systematic reviews tend to be quite prescriptive, this review included a broad
range of health care settings and participants, which resulted in a relatively
high number of included articles. However, a drawback of the focus on
studies that sought to establish whether there was a relationship between
organisational culture and patient outcomes was the subsequent limitation to
quantitative and mixed methods studies. Qualitative methods were excluded
because they are not appropriate for the identification of correlation. A
scoping literature review, however, can be used to examine broad topics
under many different study designs, including qualitative methods (Arksey
and O’Malley 2005). Indeed, Munn et al. (2018) argue that scoping literature
reviews allow the researcher to determine what types of evidence exist,
along with how the research has been conducted. Since it was anticipated
that the literature to be retrieved as part of the review for this thesis would
not be homogeneous in nature, the systematic review was rejected as a
suitable methodology.
Integrative reviews do allow for the combination of diverse methodologies
(Whittemore and Knafl, 2005) and are used to define concepts, to review
theories, to review evidence and to analyse methodological issues of a
particular topic (Broome, 1993). On the face of it, this approach appears to
be much like the scoping approach. However, the integrative approach could
be overly restrictive in comparison to the scoping approach, which does not
seek to assess the quality of the retrieved studies (Munn et al., 2018) but
simply to identify what has previously been studied. For example, Bulmer
Smith et al. (2009) present an integrative review of the literature on
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emotional intelligence and nursing in which articles were excluded if the
research design was unclear or of poor quality and if the argument presented
was not well reasoned or clear. The integrative review approach was
dismissed on this basis.
Scoping reviews have become increasingly used in health care research, for
example Arksey et al. (2002), Brien et al. (2010), O’Brien et al. (2010),
Godfrey et al. (2013) and Jester and Rodney (2021). The scoping literature
review can identify what sort of literature exists on the chosen topic, the main
aspects that have been studied, the main approaches that have been taken
and whether there are any gaps in the existing literature. It does not seek to
provide answers to specific research questions or to explicitly assess the
quality of the retrieved studies, which may be perceived as the main
limitation of this type of literature review.
On balance, the scoping literature review was identified as that most aligned
with the essence of this study. The aim was to simply map the range and
nature of research activity in a graphical and classificatory way to have a
better idea on what research exists in this area and to identify gaps that
could potentially be examined in the larger part of this thesis. It also includes
a critical discussion of some of the findings of the literature in some
mitigation of the previously mentioned lack of assessment of quality. 7 The
scoping approach is often utilised as a precursor to designing subsequent

7

One of the recommendations from this review (section 2.4.4) is that a Cochrane review is
required to assess the quality of the studies published since the previous such review
(Parmelli et al., 2011).
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more focussed reviews (Levac et al., 2010) and, as such, the findings of this
review also includes recommendations for future review topics.
To ensure that the results are trustworthy, scoping reviews require rigorous
and transparent methods (Munn et al., 2018). The next section outlines the
methodology that was followed.
2.2 Review methodology
The aim of this scoping review was to identify gaps in the existing literature
and, ultimately, to determine the research questions for this thesis. The five
steps approach devised by Arksey and O’Malley (2005) and revised by
Levac et al. (2010) was utilised:
i.

Identify the review question

ii.

Identify relevant studies

iii.

Study selection

iv.

Chart the data

v.

Collate, summarise and report the results

2.2.1 Identification of review question
The review question was:
What is known about organisational culture and performance/quality in
acute and/or community health care organisations from the existing
literature?
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It purposively allowed for a summary of the breadth of evidence available
(Arksey and O’Malley, 2005). For example, the measure of poor performance
central to this thesis was that the Trust had been rated inadequate in the
CQC inspection and subsequently placed in special measures for quality.
But, for the purposes of the literature review, performance or quality was
considered as any aspect of the organisation that could be perceived to be
good or poor performance or quality. Conversely, it should be clear that the
scope of the inquiry was limited to acute and/or community healthcare
organisations and that the concept of organisational culture was considered
in line with Schein’s model of three different layers (1985) and Martin’s three
perspectives framework (1992) (as described in chapter 1).
2.2.2 Identification of relevant studies: search strategy
The identification and refinement of the search strategy is described in full
detail in appendix B. The search and selection strategy was compliant with
the ‘STARLITE’ criteria (Booth, 2006) and is summarised in table 3.
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Table 3. STARLITE summary of search and selection strategy (adapted
from Booth, 2006)

The sampling strategy was classified as selective rather than comprehensive
as it attempted to identify all relevant studies but applied several specified
limits. The types of studies included in the review were grouped under the
umbrella terms of qualitative, quantitative or mixed methods. The
approaches used were electronic database searches, manual searches of
websites for reports published by relevant organisations and citation
snowballing. The date range of the review was January 2000 to December
2020. This period was selected as it covered the literature from the previous
twenty years and was feasible in terms of resource available to conduct the
review without significantly limiting the breadth or depth of coverage.
Furthermore, since star ratings (precursor to CQC ratings) were introduced in
2001 (Barker et al., 2004), the CQC was established in 2009 and the special
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measures framework was introduced in 2015 (Parkin, 2020), this search of
the literature fully encompasses that period of inspection and regulation
reform. The functional limits were the inclusion of English language articles
only and the limitation of search terms to abstracts that were applied for
logistical reasons. The inclusion/exclusion criteria are described in table 4
below.
The key search terms utilised to identify relevant studies were:
•

(‘study’ or ‘method’ or ‘qualitative’ or ‘quantitative’); and

•

(‘organisational culture’ or ‘organizational culture’ or ‘corporate
culture’); and

•

(‘performance’ or ‘quality’).

Table 3 provides a list of the electronic database searched. An example
search is provided in appendix C.
2.2.3 Selection of studies
The inclusion and exclusion criteria were developed, applied and refined in
an iterative process. The inclusion criteria focussed on the studies’ aims and
the organisation types and participants included (table 4). For example,
literature reviews and meta-analyses were excluded from the review
because the aim was to analyse primary literature. The exclusion criteria
complemented and clarified the inclusion criteria.
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Table 4. Inclusion and exclusion criteria

Although Levac et al. (2010) advocate a team approach to the selection
process, due to lack of resources the decision-making was primarily
undertaken by the researcher alone, albeit influenced by discussion with the
research supervision team.
The selection stages are outlined as a Preferred Reporting Items for
Systematic reviews and Meta-Analyses (PRISMA) flow diagram (Moher et
al., 2009) (figure 3).
A total of 3,159 articles and theses were screened at high level by title (to
exclude literature reviews, research in non-health care settings and
duplicates). The references were initially compiled in a RefWorks database
for ease of removal of duplicates and screening of titles and abstracts.
Subsequently, 668 articles and theses were screened by abstract. Despite
the initial review of titles, it was clear that a relatively large number of papers
screened at abstract level were ineligible for the review. The difficulty of
using search terms alone to identify empirical studies on organisational
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culture and performance/quality (rather than literature reviews, metaanalyses, commentaries or demonstrations of culture assessment
techniques), and the range of health care settings and participants that might
be included, confirmed the view that this topic was resource heavy to search.
Altogether, 267 of the articles and theses were considered for eligibility by
full text examination. The University of Wolverhampton’s and the NHS
Trust’s library resources were utilised, along with Google Scholar, to access
as many full texts as possible and they were filed in a Mendeley database (or
as a paper copy where no electronic version was available). Only 5 full text
articles or theses could not be retrieved (appendix D). Of these, 1 was a PhD
thesis for which the full text could not be accessed, and the remaining 4 full
text articles could not be accessed via the available resources. At this point
the list of references (titles, authors and year) was extracted into Microsoft
Excel and a draft version of the data extraction sheet was populated as the
references were obtained, which allowed for more in-depth eligibility
assessments via the application of the discrete inclusion and exclusion
criteria.
Of the 262 full text articles and theses assessed, 184 full articles and theses
were found to be eligible for inclusion in the review.
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Figure 3. PRISMA flow diagram (adapted from Moher et al., 2009)
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2.2.4 Extraction and charting of descriptive characteristics
The data extraction sheet (appendix E) was developed and refined as the
selection, extraction and charting processes proceeded. The following data
were included in the final version:
•

first author

•

year published

•

title

•

location

•

method

•

primary or secondary data

•

participants

•

sample size

•

number of sites

•

how organisational culture was explored

•

for studies that used a questionnaire to explore organisational culture,
whether a named research instrument was utilised 8

•

what aspect of performance or quality was explored

•

whether a relationship was perceived or established between
organisational culture and performance/quality

In the context of this review, ‘named’ questionnaires refer to a range of instruments that
have been tested and validated in scholarly publications, such as the competing values
framework (CVF) (Cameron and Quinn, 2011).
8
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The 184 articles included studies from a range of geographic locations,
methodological approaches and participants. A narrative synthesis of the
data comprising an analysis of descriptive characteristics and a deep dive
into the findings from the included studies (and how they relate to the overall
purpose of this thesis) follows. It identifies gaps in the current literature,
some of which this thesis aims to fill.
2.3 Analysis of descriptive characteristics
This section charts the descriptive characteristics of the studies included in
the scoping literature review with the central review question: what is known
about organisational culture and performance/quality in acute and/or
community health care organisations from the existing literature? The data
extraction sheet containing the full details behind the data can be found in
appendix E.
2.3.1 Studies published by year
To establish the longitudinal academic interest in the topic it was pertinent to
analyse the number of studies published per year (figure 4). The number of
studies that were about organisational culture and performance/quality in
acute and/or community health care organisations has, following a low-level
baseline from 2000 to 2005 when no more than 3 studies published in any
given year, generally increased. At least 1 study has been published in every
one of the twenty years. There was an initial peak of 11 studies published in
2007, which signalled the start of the general increasing trend, and since
2010 there have been between 8 and 20 studies published each year, with 2
peaks of 20 publications occurring in 2016 and 2020.
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Figure 4. Count of studies published, by year (n=184)

It might be speculated that the peak publishing years correspond with some
of the key NHS events, which were presented earlier in this chapter (sections
2.1.1 and 2.1.2). The accumulation effect of the healthcare reform under the
Blair government during that period (Ham, 2014) may have inspired public
debate on the subject and resulted in journals publishing related research
when Lord Darzi’s Interim Reports was published in 2007 (the year the initial
peak of 11 studies were published). That Darzi worked in partnership with
patients, frontline staff and the public, and that this was a holistic and
subjective report on the nature of NHS organisations rather than an objective
policy document might also be relevant. The increasing trend in research
studies on organisational culture and performance that continued in 2010
coincided with the publication of the Francis Public Inquiry into Mid
Staffordshire NHS Trust. Francis also heard from patients, patients’ relatives
and staff as part of his inquiry.
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It should be noted that this apparent association could be misleading
because the studies were not searched for the terms ‘Darzi’ or ‘Francis’, an
approach that might provide more evidence as to whether those reports had
had a direct influence on the research. However, even this approach would
be limited because any of the research might have been influenced by the
Darzi or Francis reports, but not explained within the published work.
Given the possible association of research activity with the Darzi and Francis
reports, it is puzzling why there was no correspondingly significant peak of
such research publications in 2001, the year that ‘Learning From Bristol’ was
published. This may be attributable to the time lag between the Learning
from Bristol report being published and the completion of the various steps
involved before peer reviewed research was published.
The possible correspondence of key NHS events with peak publishing years
might be of further interest when combined with the geographical distribution
of the studies, as presented in the next section.
2.3.2 Geographical distribution
The geographical distribution of the included studies (according to the
country in which they were conducted) is shown in figure 5. Most were
undertaken in the USA (24%, n=44) and in the UK (19%, n= 34). There were
12 studies set in Canada (6.5%), 11 in Iran (6%) and 8 in Australia (4%).
There were no more than 4 studies conducted in any other individual
country. Where no more than 1 study occurred in any given country, they
were grouped by continent. The 4 studies categorised as ‘international’
collected data from several countries.
56

Figure 5. Geographical distribution of studies (n=184)

Although there has been a global interest in this field of study, 4 of the top 5
countries of origin of the included studies are countries that the UK
government classifies as majority English-speaking (UK Government, 2020):
the USA, the UK, Canada and Australia. Iran was the only non-Englishspeaking country in the top 5. This may have simply been because the
scoping review only included studies published in English.
However, if the publications of research that was conducted in the countries
that the UK government classifies as majority English-speaking (n=106,
58%) are considered by year, then the association with key NHS events
described in sections 2.1.1 and 2.1.2 is again apparent (figure 6). So, it could
be hypothesised that this was due to the English-speaking academic
community having been influenced by the Darzi and Francis reports, which
were themselves published in the English language. It was therefore
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pertinent to consider whether the influence of these key NHS events
extended their influence into non-English-speaking countries (n=82, 44%)
(figure 7).9
It appears that the initial peak in 2007 and the subsequent general increasing
trend from 2010 onwards seen in the English-speaking countries was
replicated, albeit at a lower level, in the non-English-speaking countries.
However, as stated above, the review only included studies published in
English and studies published in other languages may contain a different
trend. So, a possible area for further review would be to consider whether
key healthcare system events in other countries have impacted the global
publication of studies on the relationship between organisational culture and
performance.

9

The totals (n=106 and n=82) do not add up to 184 because some studies included both
English-speaking and non-English-speaking countries, so have been included in both charts.
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Figure 6. Count of studies published in English-speaking countries, by year (n=106)
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Figure 7. Count of studies published in non-English-speaking countries, by year (n= 82)
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2.3.3 Participants in published studies
The analysis of the participants included in the studies provides insight into
‘where’ or ‘on whom’ the literature has focussed and, therefore, ‘where’ or
‘with whom’ organisational culture was considered to reside. Most studies
included a wide range of participants (29%, n=53) (figure 8). Then 23%
(n=42) included clinicians only (a combination of doctors, nurses and allied
health professionals) and 22% (n=41) of the studies focused on nurses only.
18% focused on management only (n=33). Studies that focused on just
clinicians and patients accounted for 3.2% (n=6) and those with a wide range
of staff and patients accounted for 2.7% (n=5).10 Only 1% (n=2) of studies
focussed on non-clinicians only. It was not possible to determine the roles
held by the participants in the remaining 2 studies.
It was notable that the ‘wide ranges’ of staff tended to contain predominantly
doctors, nurses and managers, whereas pharmacists, administrators,
training staff, laboratory technologists, IT specialists, housekeeping staff and
other non-clinical roles were generally only represented in smaller numbers.
So, although most studies appeared to have included a wide range of staff
(29%), the participation in these studies was strongly weighted towards the
inclusion of clinicians rather than non-clinicians. Furthermore, the next 3
largest participant groups focussed on nurses, managers or clinicians only
(63% in total).

10

The inclusion criteria was that research participants included healthcare staff, so the
studies including patients are not representative of all studies that have included patients as
participants, just those which included staff and patients.

61

Figure 8. Types of participants in studies (n=184)

There is a counter argument that this distribution simply represents the
proportions of staff employed by the NHS (King’s Fund, 2020). Nurses and
health visitors, for example, are the largest component of the workforce.
Alternatively, it could be that senior clinicians and managers were perceived
to have more power and influence than staff in other roles within these
organisations and so, perhaps for this reason, these groups were typically
focused upon in the studies on culture and its relationship with quality
improvement.
Regardless of why this had occurred, there was certainly potential to include
more participants from the underrepresented cohorts of people who work in
healthcare organisations in future research. This insight influenced the
recruitment of participants for the research presented in this thesis and
reflected the debate as to whether an organisation’s culture can be
determined by only considering data gathered from specific groups of staff or
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if it is more representational to collect data from a wide range of participants
(section 1.6.3). This topic is discussed further in section 5.1.
2.3.4 Number of sites
The number of sites included in each study also provided insight into ‘where’
the literature considers organisational culture to reside. To facilitate this
analysis, figure 9 presents the number of sites included in the studies in a
range of groupings. Most of the studies included between 2 and 19 sites
(38%, n=69), while 32% (n=58) of the studies included only 1 site. 6.5%
(n=12) of the studies included between 20 and 49 sites and 6% (n=11)
included between 100 and 499 sites. Only 4% (n=7) included between 50
and 99 sites and there was 1 study (1%) with over 500 sites. It was not
possible to determine the number of sites included in the remaining 14%
(n=26) of the studies.
Figure 9. Number of sites included (n=184)
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So, organisational culture has been studied within individual organisational
sites, across multi-site organisations and across multiple organisations.
Large NHS Trusts typically comprise several hospital sites that have merged
to form large organisations, but which are often described anecdotally as
having quite distinct organisational cultures individually (Fulop et al., 2002).
In addition, many community Trusts have been integrated/combined with
acute Trusts in recent years.
A Chief Executive has stated that CQC inspections unfairly disadvantage
Trusts with more than one site due to the scheduling of CQC inspections
(Illman, 2020). She further explained that that Trust’s improvement plan
included the development of a single culture across the Trust, rather than the
separate cultures that had been retained following the merge of two acute
NHS Trusts. This is interesting because it harks back to Martin et al.’s (1983)
argument that organisational stories, rituals and content themes are not
unique (section 1.6.3), and what is unique is the mix of cultures that are
combined and interacting within the boundaries of an organisation (Martin,
1992).
Given that one of the aims of the contemporary NHS is to bring wide ranges
of organisations together within Integrated Care System (ICS) NHS bodies
and ICS Health and Care Partnerships (together referred to as the ICS) (UK
Government, 2021a), the matter of merging organisations is particularly
pertinent. The organisations to be included in ICSs include Sustainability and
Transformation Partnerships (STPs), Clinical Commissioning Groups
(CCGs), Councils, Community Healthcare NHS Trusts, Mental Health NHS
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Trusts, Acute NHS Trusts and Ambulance Service NHS Trusts. It was clear
from this finding that an exploration of how organisations, possibly with
differing organisational cultures, can come together to ensure excellent
performance would be a key topic for future research. Organisational
mergers are explored further in sections 2.4.1 and 7.1.2.
2.3.5 Study sample size
This section analyses the sample sizes of each study. To provide a cleaner
analysis figure 10 presents the sample sizes included in the studies in a
range of groupings. It was not possible to determine the sample size of 6
studies (3%).
Figure 10. Sample size of Study (n=184)

Sample size is largely dependent on the methodological approach taken.
Quantitative research often requires large numbers of participants for the
studies to be adequately powered but may consequently provide more of a
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surface skim of the topic of interest. Conversely, qualitative research seeks a
deeper understanding of the subject matter, so is likely to involve fewer
participants due to the resources required to undertake a more detailed data
collection with each individual participant. The following section considers the
research methods used across the included studies.
2.3.6 Research methods
Most of the studies were based on primary data (93%, n=171) (figure 11).
Only 4% (n=8) were based on secondary data and 3% (n=5) included a
combination of primary and secondary data.
Figure 11. Primary or secondary data (n=184)

Most studies of the studies were entirely quantitative in design (42%, n=78)
(figure 12), while 37% (n=68) were entirely qualitative and 21% (n=38) used
mixed methods.11

11

Studies were designated mixed methods if they utilised a combination of qualitative and
quantitative data collection methods.
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Figure 12. Research methods utilised in studies (n=184)

The distribution of the studies by method is presented in figure 13. It shows
that the first mixed method studies were published in 2006 but that their
frequency has generally increased over the years. Regardless of the general
increase in mixed methods studies, qualitative or quantitative studies
dominated in every year, except for 2009 when only 1 qualitative method but
2 mixed methods studies were published.
To understand this distribution of methods further, the next section analyses
how organisational culture has been explored within the studies.
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Figure 13. Research methods utilised in studies, by year (n=184)
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2.3.7 Exploration of organisational culture
This section provides an overview of the range of methods utilised to explore
organisational culture within the included studies. A total of 106 (58%)
studies utilised questionnaires either alone or in combination with another
method (table 5). Most of the studies utilised questionnaires alone (n=80,
43%). Questionnaires were predominantly used to collect quantitative data in
these studies and, as such, the underlying assumption must have been that
organisational culture can be measured.
Table 5. The exploration of organisational culture (n=184)
Count Percentage
Questionnaire
80
43%
Interviews
40
22%
Interviews and questionnaire
13
7%
Interviews and observations
8
4%
Interviews and focus groups
8
4%
Focus groups
5
3%
Observations
4
2%
Interviews, focus groups and questionnaire
4
2%
Interviews, focus groups and observations
4
2%
Interviews and document analysis
3
2%
Questionnaire and focus groups
3
2%
Interviews, questionnaires and observations
3
2%
Interviews, focus groups, document analysis and observations
2
1%
Interviews, focus groups, document analysis, observation and questionnaire
2
1%
Interviews, document analysis and observations
2
1%
Observations and questionnaire
1
1%
Interviews, participant observations and document analysis
1
1%
Content analysis
1
1%
Grand Total
184
100%

An analysis of the types of questionnaires used to explore organisational
culture is presented in table 6.
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Table 6. Questionnaires used to measure organisational culture (n=106)

Other questionnaire
Scales from several named research instruments
Competing values framework (CVF)
Organizational Values Questionnaire (OVQ)
Denison organisational culture survey
Organisational Culture Inventory (OCI)
Quality Improvement Implementation Survey II (QIIS)
Organizational Culture and Readiness for System- Wide Integration of Evidence-Based Practice Scale (OCRSIEP)
Nursing Health Services Research Unit Community Health Nurses Questionnaire (NHSRU CHN Questionnaire)
Team Climate Inventory questionnaire (TCI)
Robbin's organizational culture questionnaire
Aseptic non- touch technique audit questionnaire (ANTT)
Peer Review Program Self-Evaluation Tool
Organizational culture assessment instrument (OCAI)
Quality Improvement Nursing Attitude Scale (QINAS)
Organizational Response to Emotions Scale
Barriers to Research Utilization Scale
Clinical governance awareness questionnaire
Organization and Management of Intensive Care Units (short form) survey
Incident Reporting Questionnaire
Grand Total
70

Count
50
15
14
4
4
3
2
2
1
1
1
1
1
1
1
1
1
1
1
1
106

Percentage
47%
14%
13%
4%
4%
3%
2%
2%
1%
1%
1%
1%
1%
1%
1%
1%
1%
1%
1%
1%
100%

Most of these studies utilised at least one named research instrument to
explore organisational culture (n=56, 53%), such as the competing values
framework (CVF) (Cameron and Quinn, 2011). The CVF was utilised
consistently throughout the period, both exclusively and alongside other tools
(figure 14) and the findings from some of these studies are discussed in
section 2.4.2.
Figure 14. Studies that utilised the Competing Values Framework
exclusively (n=14)

Some of the other named questionnaires (such as the organisational values
questionnaire (OVQ) and the organisational culture assessment instrument
(OCAI)) are based on the concepts of the CVF, while others are based on
other validated models and have since been commercialised (the Denison
organisational culture survey (Denison, 2012), for example). Of note,
Hamilton et al. (2007) utilised the team climate inventory questionnaire
(Anderson and West, 1998) in their mixed methods study, which appears to
focus on organisational culture via interviews and organisational climate via
the questionnaire. This illustrates the complex relationship between culture
and climate, as discussed in the introduction to this thesis and in the
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discussion (chapter 7). The studies that utilised ‘other questionnaires’ (n=50,
47%) either sourced ‘un-named’ questionnaires from previous publications or
developed new questionnaires as part of the study itself.
Returning to the analysis presented in table 5 above, although most studies
collected quantitative data, the remaining 78 studies (42%) collected
qualitative data using methods such as semi-structured or in-depth
interviews, focus groups, observations and document analysis, either alone
or in combination with another method. These studies utilised the qualitative
methods to explore the rich texture of ‘what is really going on’ in
organisations. They aimed to capture the rich, thick description of cultural
research (Geertz, 2001).
The distribution of quantitative and qualitative methods that have been used
to explore organisational culture in these studies may be explained by the
consideration of the twin concepts of culture and climate. Pope et al. (2010)
maintain that qualitative approaches such as ethnography and interviews,
which are more suited to capturing data about meanings, norms, values,
routines and rituals, reflect the anthropological and sociological origins of
cultural research. They argue that the utilisation of psychometric testing and
statistical analysis, as in social psychology, signals an interest in
organisational climate. The distinction between culture and climate is
explored in more depth in section 1.2 and in the discussion (chapter 7).
It might be that the mixed methods studies achieved a balance between
quantitative and qualitative approaches (n=38, 21%) (figure 12). The core
assumption of the mixed methods approach is that the combination of
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quantitative and qualitative data will provide a better understanding than
either alone (Creswell, 2014). However, mixed methods studies often require
more skills and resources to undertake, which may explain why there were
fewer examples of mixed methods approaches in this review than either
qualitative or quantitative studies alone.
2.3.8 Aspect of performance or quality studied
Many different aspects of organisational performance or quality have been
studied alongside organisational culture. Since the intention of this section is
to provide an analysis of the range of aspects considered, studies that
considered similar aspects of performance or quality have been grouped
together (table 7).
Table 7. Aspect of performance or quality studied (n=184)

Quality improvement implementation
Staff wellbeing/engagement/retention
Quality of care
General or multiple performance measures
Systems and process
Evidence based practice
Infection control
Information systems
Leadership
Patient outcomes
Communication
Organisation accreditation/rating
Errors/incidents
Safety
Learning
Interdisciplinary team work
Clinical governance
Location of power
Strategic planning
Ethics
Grand Total

Count Percentage
31
17%
30
16%
29
16%
13
7%
8
4%
7
4%
6
3%
7
4%
7
4%
6
3%
5
3%
5
3%
5
3%
5
3%
5
3%
4
2%
4
2%
3
2%
2
1%
2
1%
184
100%
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Quality improvement implementation was the most frequently aspect of
organisational performance or quality studied (17%, n=31), closely followed
by staff wellbeing/engagement/retention (16.3%, n=30) and quality of care
(n=29, 15.8%). A further 13 of the studies (7%) considered general or
multiple performance measures. The remaining categories included fewer
than 10 studies each.
One of the inclusion criteria for this review was that research participants
included healthcare staff. However, it was noteworthy that neither the studies
on quality improvement implementation nor quality of care strongly
represented patients’ perspectives. The quality improvement implementation
category only included 1 study in which patients were participants (along with
staff) and the quality of care category only included 4 studies in which
patients participated (along with staff). This finding raises questions as to the
validity of the results of these studies, as it could be argued that they were
exploring staff perceptions of quality of care, rather than the patients’ views
of their experiences. It indicates that the guidance provided in the Five Year
Forward View to involve ‘experts by experience’ (NHS England, 2014, p.14)
in improvement projects, needs to be consistently applied to academic
research studies and informs one of the recommendations for future
research (section 8.4).
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2.3.9 Relationship between organisational culture and performance/
quality
To reiterate, the review question was:
What is known about organisational culture and performance/quality in acute
and/or community health care organisations from the existing literature?
This wording was carefully selected so as not to imply any assumption of a
relationship between organisational culture and performance/quality to
ensure that the scoping review remained as all-inclusive as possible.
However, it would be remiss not to acknowledge that many of the studies do
refer to a relationship between the two factors.
Organisational culture emerged as a theme that was perceived to influence
performance or quality, or a relationship was quantitatively established
between organisational culture and performance/quality in 93% (n=172) of
the studies (figure 15). This finding justifies the approach of culture being
central to this thesis. However, it also means that 7% (n=12) did not find any
such relationship between organisational culture and the performance or
quality element studied, either via quantitative data or participant perception.
This finding is analysed in more depth in section 2.4.3 below.
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Figure 15. Evidence to support relationship between Organisational
Culture and Performance/Quality (n= 184)

The next section analyses the findings of, and discusses gaps that have
emerged from, the studies included in this review.
2.4 Discussion of literature review findings
This section discusses the findings of the studies undertaken in the UK and
in the USA. The reasons for analysing the findings from these countries are
explained in turn below, but in taking this approach, an interesting analysis of
the evolution of research on organisational culture and performance/quality
in healthcare organisations emerges. In addition (and inspired by the
previously mentioned Cochrane review (Parmelli et al., 2011)), the studies
that did not find a relationship between organisational culture and
performance are also discussed in more detail.
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2.4.1 UK studies
Since the Trust studied in this thesis was in the UK, it was pertinent to begin
with an overview of studies undertaken in the same geographical context
(n=34, 18%) (figure 5).
The frequency of studies based in the UK has generally increased since
2004 (figure 16). Apart from 2009 and 2018, at least 1 study has been
published in every year between 2005 and 2020. There was a peak of 7
studies published in 2016 and a secondary peak of 4 studies in 2020. This
trend largely mirrors that seen in the full scope of the literature (figure 4).
Figure 16. Count of UK studies published, by year (n=34)

Of the 34 studies set in the UK, 13 considered a wide range of staff, 8
clinicians only, 8 management only, 3 nurses only, and 1 considered a wide
range of staff and patients (table 8). No studies considered non-clinicians
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only, although it was not possible to determine the roles of the participants in
the remaining study. This distribution of participants also reflects that seen in
the full scope of the literature (figure 8).
Table 8. Participants in UK studies (n=34)

Count
13
8
8
3
1
1
34

Wide range of staff
Clinicians
Management
Nurses
Wide range of staff and patients
Unknown
Grand Total

Of the UK studies, 16 were qualitative, 12 were mixed methods and the
remaining 6 utilised quantitative methods (table 9). This contrasted with the
distribution of methods utilised across the full scope of the literature (figure
12), in which most studies were quantitative in design.
Table 9. Methods utilised in UK studies (n=34)

Qualitative
Mixed methods
Quantitative
Grand Total

Count
16
12
6
34

When compared to the USA (the country of origin for most of the studies,
table 10), it appears that UK research has also embraced mixed methods
over quantitative studies. This perhaps reflects that UK studies have a
stronger foundation in the anthropological and sociological origins of cultural
research than USA studies.
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Table 10. Methods utilised in USA studies (n=44)

Qualitative
Quantitative
Mixed methods
Grand Total

Count
19
16
9
44

Staff wellbeing/ engagement/ retention was one of the top three aspects of
performance or quality studied in the UK (table 11) (and across the full
review (table 7)).
Table 11. Aspect of performance or quality in UK studies (n=34)

Quality improvement implementation
Quality of care
Staff wellbeing/engagement/retention
General or multiple performance measures
Infection control
Learning
Organisation accreditation/rating
Communication
Ethics
Interdisciplinary team work
Leadership
Systems and process
Grand Total

Count
8
5
5
3
3
3
2
1
1
1
1
1
34

This is interesting because it was stated in a paper (commissioned by The
King’s Fund) that ‘cultures of engagement, positivity, caring, compassion and
respect for all – staff, patients and the public – provide the ideal environment
within which to care for the health of the nation. When we care for staff, they
can fulfil their calling of providing outstanding professional care for patients’
(West and Dawson, 2012, p.20). This is not to say that the paper influenced
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the focus of any of these studies. Indeed, 2 of the 5 UK studies (and 8 of the
overall 30 studies) that focussed on staff wellbeing/ engagement/ retention
were published before the King’s Fund paper.
One of the UK studies that focussed on staff wellbeing/ engagement/
retention found that significant numbers of nursing staff were considering
leaving their current roles in the NHS (Williams, 2016). The UK government
is currently promoting the recruitment and training of new nurses (Macdonald
and Baker, 2020), but perhaps more attention could be paid to why those
who are experienced, trained and valuable are leaving. These findings, along
with the lack of involvement of patients in some of the quality of care studies
mentioned in section 2.3.8, indicate that some groups (or subcultures) could
perceive that they are undervalued or ignored, and this raises questions
about power (and lack of power) within organisational culture. This topic is
explored further in discussion chapters 5 and 6.
Given the context provided by the NHS planning documents reviewed in
section 2.1.2, the 8 UK studies that explored organisational culture and
quality improvement implementation also warrant further investigation. These
studies focussed on a wide range of aspects of quality improvement
(described below) but they all found that organisational culture was a key
influence on quality improvement implementation. The individual findings are
discussed in the chronological order they were published to reveal how the
research on organisational culture and performance/quality has developed in
the UK.
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The first 2 studies published on this topic highlighted where the boundaries
of organisational culture may, or may not, be considered to lie. In Say and
Foy’s 2005 study on improving induced abortion care in Scotland, they found
that ‘variations in care are rooted in organisational and social culture’ (Say
and Foy, 2005, p.22), which points to an overlap between the culture ‘within’
an organisation and the surrounding and encompassing social culture. Unlike
Say and Foy’s (2005) study, when Hamilton et al. (2007) assessed
organisational readiness for change in an acute NHS Trust prior to the
implementation of a multidisciplinary assessment for acute stroke care, they
largely ignored the social and political world outside of the organisation. They
identified that stakeholder support, organisational commitment to education,
strong team climate, examples of past successful organisational change and
positive working environments were all conducive to change. Whereas,
single-disciplinary assessment/recording practices, weak team climate,
negative examples of organisational change and uncertainty created by
impending organisational merger were found to be barriers to change.12 It
could be that the differences between the aspects of performance
considered in these two studies have contributed to the different findings.
Say and Foy’s subject matter (induced abortion care) was more personal and
emotive than the generic subject matter (organisational readiness for

Mottram (2016) explored the ‘merger effect’ in a study conducted following the merger of
two NHS Trusts and a university. This study found evidence to support the need for a focus
on the impact of merging organisational cultures and identities to ensure the success of
mergers.
12
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change) of Hamilton et al.’s study, so perhaps the participants in Say and
Foy’s study were more likely to look further afield for explanations.
In 2008 Konteh et al. framed their findings in terms of the ‘interest in
promoting culture change as a lever for health system reform’ in the national
guidance (Konteh et al., 2008, p.206). They indicated that the clinical
governance managers in their study were aware of the barriers they would
face in implementing, embedding and sustaining culture change, including
the lack of tools to support such work at the time. So, these findings
acknowledge the challenge facing NHS staff who are advised to focus on
changing organisational culture as a route to improving performance, if
indeed it is possible to control or influence organisational culture at all.
In their study of the North East Transformation System (NETS), Erskine et al.
(2013) found that organisational leaders should be committed to achieving
sustained improvement in organisational culture and relations between staff
in the pursuit of improved performance
Etheridge’s thesis (2014) on organisational culture, learning and quality
improvement was a case study of a maternity department in a large general
hospital. Etheridge found that although culture was conceived to be
somewhat homogeneous and malleable in NHS guidance, there remained
little insight into how the recommended cultural change should be achieved.
In contrast to the espoused guidance, Etheridge found that there was no
cause and effect in cultural change but, instead, it was an uncertain,
continuous process of learning and transformation that was rooted in
practice.
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It was perhaps serendipitous that a follow up study on the NETS, which
acknowledges at least some of the complexity involved in this approach to
quality improvement implementation was published by Hunter et al. in 2015.
They discuss the uneasy relationship between clinicians and managers and
acknowledge that, rather than a single, homogeneous culture, there was a
wide range of different cultures in the NHS.
So, Etheridge (2014) and Hunter et al. (2015) describe cultural change in
terms of a wicked problem (Grint, 2008) rather than the seemingly tame
problem often presented in NHS policies and guidance. This is important
because it highlights the flaws in the espousals of improving organisational
culture as a rapid, achievable or all-encompassing solution to performance
improvement across the NHS. This subject is discussed further in chapter 7.
In 2017, Sheard et al. published their study on how innovators achieved
success in the NHS. They found that some innovators perceived that the
organisational culture had facilitated innovation whereas others found that
the organisational culture had stifled it. While the innovators were described
as healthcare professionals (either currently or recently working in the NHS),
given the descriptions of their innovations, it was clear that they were in
positions of leadership. This finding highlights the importance of the role of
the individual and power, or perceived power, in terms of quality
improvement implementation.
And finally, the most UK recent study published on organisational culture and
quality improvement implementation was a rapid evaluation of the special
measures for quality and challenged provider regimes undertaken by the
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National Institute for Health Research (Fulop et al., 2020). Although Mannion
et al. (2005) published a multiple case study of low and high performing
Trusts based on their star ratings (the predecessor of the current CQC
ratings and special measures regime introduced in 2013 (CQC, 2014)) and
Ravaghi (2007) published his thesis on the turnaround process in the NHS
based on a Trust that had improved its star rating, this was the only study
identified that focussed on special measures. This is particularly relevant
given the inspiration behind this thesis was my (the researcher’s) experience
of working in an NHS Trust that had been placed in special measures and
highlights the contribution to knowledge that it delivers.
The rapid evaluation report found that Trusts had prioritised organisational
culture and staff engagement in their improvement programmes, often with
the support of an Improvement Director or external expert allocated by NHS
Improvement. The related improvement activity included addressing of
bullying, training of staff, encouragement to complete the NHS staff survey
(NHS Survey Coordination Centre, 2021), use of social media to
communicate with staff and celebrate successes, running ‘listening events’,
and increasing the presence of senior leaders and Board members on the
wards. Given that these activities appeared to focus on the ‘seen’ elements
of culture, or perhaps elements of organisational climate (as discussed in
chapter 7), this might be considered a somewhat superficial approach and it
is not clear if any deeper cultural understanding was being researched or
developed within these Trusts.
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The study did, however, acknowledge that culture change was not an easy
(or tame) problem to resolve and recognised that it could take up to ten years
to address. It stated that ‘Staff engagement and an open listening culture
promote continuous learning and a quality improvement ‘mindset’, critical for
sustainable improvement’ (Fulop et al., 2020, p.4), but did not provide any
evidence to support this claim.
The final comment to make on this study is that Fulop et al. recommend that
managers and frontline staff should receive emotional and empathic support
from their peers in the form of Improvement Directors and ‘buddy’ Trusts.
However, I (the researcher) am neither a Trust leader or frontline staff but the
report’s finding that being placed in special measures had an emotional cost
on both Trust leaders and frontline staff rang true with my own emotional
response to finding out that the Trust studied in this thesis had been placed
in special measures. This subject is discussed further in chapter 7.
In conclusion, although these findings indicate that attempts have been
made to improve the organisational culture within the case study Trusts, and
that aspects of performance have improved, it was not possible to determine
whether organisational culture change had been achieved or if any such
change had had a direct impact on performance or quality.
The next section of this chapter considers the findings of the studies
undertaken in the USA.
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2.4.2 USA studies
It should be noted that there are over-arching differences between the UK
and USA healthcare systems. Healthcare is free at the point of delivery for
everyone ordinarily resident in the UK (UK Government, 2021b). It is
predominantly funded by general taxation, which is then allocated to the
Department of Health and Social Care by the UK Government. In the USA,
most Americans get health insurance through their employer (De Lew et al.,
1992) and government programs are limited to the elderly, the disabled and
some of the poor. It could therefore be theorised that this might have some
influence on the aspects of performance or quality studied. However, it was
not within the scope of this thesis to consider their impact in any more depth.
The highest proportion of the total studies were based in the USA (n=44,
23%) (figure 5), with between 1 and 5 studies published every year between
2000 and 2020, except 2003 and 2005 (figure 17). This was a similar
distribution to the UK studies, although the UK had a peak of 7 studies in
2016 (figure 16).
As presented in table 10 above, 19 studies were qualitative in nature, 16
quantitative and 9 mixed methods.
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Figure 17. Publication of USA studies (n=44)

Like the equivalent UK studies, the 9 USA studies that explored
organisational culture and quality improvement implementation all found that
organisational culture was a key influence on quality improvement
implementation. The strong influence of the competing values framework
(CVF) on these studies is revealed when they are discussed chronologically,
although perhaps this was not to be unexpected given that it was developed
by the American scholars Kim Cameron and Robert Quinn (Cameron and
Quinn, 2011).
In 2004 Shortell et al. published their study on the role of perceived team
effectiveness in improving chronic illness care.13 They concluded that a
culture balanced between the four dimensions of organisational culture

13

Chronic illness includes heart disease, cancer and diabetes (Centers for Disease Control
and Prevention, 2021).
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(group culture, developmental culture, hierarchical culture and rational
culture, as in the CVF) was preferable to a single dominant culture, at least in
terms of perceived team effectiveness and implementation of improvements
in chronic illness care. They made it clear that this finding was contrary to
their previous work, which had emphasised the importance of one dominant
culture. This shifting of the balance between the importance of a single
dominant dimension of culture (the most preferable dimension varies) or all
four dimensions being equally important continued in the other 8 studies
explored below.
In 2006 Bradley et al. published their study on how top hospitals improve
complex clinical systems, specifically focussing on door to balloon times for
the treatment of ST-segment– elevation myocardial infarction (STEMI). ‘The
key aspects of organizational culture […] in their efforts to improve […] were
a non-blaming approach to identifying problems and a shared vision of
improving the patient’s health’ (Bradley et al., 2006, p.1083). So, although
not directly stated, they appeared to find that group (also known as clan)
culture was of most importance for the implementation of quality
improvement.
However, in 2008 Webster et al. found that achieving a balance of the four
dimensions was important in their study on how top-performing hospitals
respond to setbacks in improving quality of cardiac care. In addition, they
found that managers played an important role in ensuring that staff were fully
aware that door to balloon time was an organisational goal, in developing a
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culture for high quality care and in overcoming barriers to cross-department
collaboration.
In 2011 Olson et al. also emphasised the importance of management in the
development of group culture in their study on practices associated with
shorter door-to-needle time for thrombolytic therapy in acute ischemic stroke.
However, they also stated that the role of administration staff was also
central to the development of an inclusive culture, which is particularly
striking given that only 1% of the total studies included non-clinicians only
(figure 8). This finding influenced the sampling approach taken in the study
presented in this thesis (section 3.2.3.1).
Also published in 2011, Luxford et al.’s study of healthcare organisations with
a reputation for improving the patient experience positioned developmental
culture as the most important dimension in the implementation of quality
improvement. They found that a culture that supports change and learning
was a key facilitator for making care more patient focussed.
This finding was supported by Reed et al. (2012) in their study of innovation
in patient-centred care. They found that an organisational culture and
leadership that supported continuous improvement and was willing to try new
things was crucial to the process of innovation.
Sinkowitz-Cochran et al.’s 2012 study on organisational culture among
different levels of healthcare staff participating in the Institute for Healthcare
Improvement’s 100,000 Lives Campaign shone a light on how organisational
culture was perceived differently by staff in different roles. They stated that
their tri-logic model demonstrated that frontline, midlevel and executive staff
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had markedly different perceptions of organisational culture. They concluded
that there are differences between staff levels in a healthcare system and
that quality improvement and organisational change should utilise both topdown and bottom-up approaches to optimise their effectiveness. These
findings reflect the differentiation and fragmentation perspectives of
organisational culture (Martin, 1992) utilised throughout this thesis.
Lean Six Sigma is described as a ‘system for achieving business success
through understanding customer needs, data discipline; adding value by
reducing waste; and diligent attention to managing and improving processes’
(Knapp, 2015, p.856). In Knapp’s 2015 study of Lean Six Sigma
implementation in a range of hospitals, group and developmental cultures
are found to be most important for success and, once more, the importance
of management support was highlighted.
And finally, in Curry et al.’s (2018b) prospective interventional study they
found that improvements in the learning environment (developmental
culture), and senior management support, were linked to improving hospital
performance in the care of patients with acute myocardial infarction. This
subject is examined in more depth in section 7.2.2.
In summary, these studies illustrate the ongoing debate as to how
organisational culture is best conceptualised. Some of the studies appeared
to advocate an integrative perspective, with a single dominant culture being
identified as best for performance, whereas others appeared to advocate the
differentiated or fragmented perspectives, with a balance of the 4 dimensions
identified as best for performance outcomes.
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After the USA, UK and Canada, Iran was the country with the 4th most
studies published overall (n=11, 6% of total studies) (figure 5) and the nonEnglish speaking country with the most studies included in this review. The
findings of the studies undertaken in Iran were therefore considered in more
depth but, since the findings were revealed to be very similar to those of the
UK and USA studies, they are presented in appendix F.
2.4.3 Studies that did not find a relationship between organisational
culture and performance/quality
As mentioned above, 12 studies (6.5% of total studies) did not find any
relationship between organisational culture and the performance or quality
element studied, either via quantitative correlation or participant perception.
11 of these studies were published between 2011 and 2019, with no more
than 2 published in any year. Most were based in the USA (n=3) or UK (n=2),
1 study was undertaken in Pakistan, Slovenia, Estonia, Iran, Nigeria each
and 2 included participants from across Europe (figure 18).
Figure 18. Geographical distribution of studies (n=12)
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Most of these studies included a wide range of staff, either with or without
patients (n=8, table 12), and studied a range of aspects of performance or
quality (table 13).
Table 12. Participants (n=12)

Wide range of staff
Management
Wide range of staff and patients
Unknown
Grand Total

Count
6
3
2
1
12

Table 13. Aspect of performance or quality (n=12)

Quality of care
Patient outcomes
General or multiple performance measures
Leadership
Systems and process
Staff wellbeing/engagement/retention
Infection control
Communication
Grand Total

Count
2
2
2
2
1
1
1
1
12

Most were quantitative (n=9) (table 14) and utilised questionnaires either
alone or alongside other data collection methods (table 15).
Table 14. Research methods utilised (n=12)

Quantitative
Qualitative
Mixed methods
Grand Total
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Count
9
2
1
12

Table 15. Exploration of organisational culture (n=12)

Questionnaire
Interviews and focus groups
Observations
Interviews, focus groups and observations
Interviews, focus groups and questionnaire
Grand Total

Count
8
1
1
1
1
12

It is striking that, unlike most of the studies included in this thesis, these
studies did not find that organisational culture was a key influence on quality
improvement implementation. They are broadly categorised into two groups:
those which sought to establish such a relationship (n=9) and those which
did not seek a relationship but utilised the findings of previous studies to
support or explain their own (n=3). An overview of the 9 studies that sought a
relationship follows below.
Shortell et al.’s 2000 study on assessing the impact of total quality
management and organisational culture on multiple outcomes of care for
coronary artery bypass graft surgery patients found little association between
organisational culture (or total quality management) and the care outcomes.
This is particularly interesting, given that Shortell did find relationships
between organisational culture and aspects of performance or quality in
studies published both before and after this one (outlined in section 2.4.2
above). Further analysis would be required to understand the different
outcomes of these studies.
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Savic et al. (2007) studied the predictors of personal involvement in Slovene
hospitals and were surprised to find no relationship between the
organisational culture type and personal involvement.
In their 2010 study set in Tehran, Nasirpour et al. did not find a relationship
between organisational culture, centralisation and performance.
In 2011, Saame et al. studied the relationship between organisational culture
and patient satisfaction in an Estonian hospital. They hypothesised that they
would find a relationship between clinics with a group culture (in terms of the
CVF) but did not find such a relationship. Neither did they find significant
relationships between patient satisfaction and the other organisational types.
In 2013 Hammer et al. studied the relationship between social capital and
quality management systems (QMSI) in European hospitals. They found that
organisational culture did not appear to be directly associated with QMSI.
In 2014 Wagner et al. studied the associations between organisational
culture, organisational structure and quality management in European
hospitals. They found no statistical association between the culture type and
the outcome measures.
Also in 2014, Lyles et al. researched staff perceptions about klebsiella
pneumoniae carbapenemase–producing enterobacteriaceae control efforts in
hospitals in Chicago. They found that despite differences in organisational
culture across 3 strata of employees (differentiation), the similarities in
motivation, understanding and beliefs in relation to the infection control
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bundle suggested that all staff may be able to be in alignment when faced
with an infection control problem, regardless of organisational culture.
In 2016 Harrison et al. studied the effects of organisational context on Lean
implementation in five hospital systems in the USA. They stated that the
long-term effect of Lean on performance depended on a change in the
organisational culture (to make the Lean approach routine). However, even
in favourable circumstances of the study sites, the incremental
implementation of Lean did not readily change organisational culture.
Conner’s 2017 thesis, entitled ‘A nursing-focused study of the permeation of
top-down patient safety initiatives into the organisational culture in an NHS
Trust’ found that perhaps climate was a more sensitive indicator of these
performance improvement initiatives than culture. This was interesting
because the NHS planning and guidance documents reviewed at the
beginning of this chapter do not mention organisational climate and,
therefore, reinforces the need for further consideration of the nuances
between climate and culture.
In summary, whilst most of the literature reviewed reported a relationship
between culture and outcomes, the studies discussed in this section did not.
This finding, along with those of the previously mentioned Cochrane Review
(Parmelli et al., 2011), highlight an element of doubt that underlies the
espousals of NHS guidance to focus on organisational culture to improve
performance, as discussed in section 2.1.2 and discussion chapter 7.
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2.4.4 Gaps in the findings of the scoping literature review
At this stage there are some notable gaps in the literature review to be
itemised, some of which this thesis sought to fill.
1. The weighting of the included studies within the scope of this review has
fallen on English speaking countries. This could simply be because, due to
the limited resources available for translation, this scoping review has not
included research published in any language other than English. However, it
could also be possible that more studies were published in these countries
due to the influence of key NHS events and reports published in the UK. To
gain a more complete picture of the world-wide research findings would
require a multi-lingual inclusion criterion in a future review.
2. A further review of the literature would also be required to fully understand
why there did not appear to have been an immediate response to the
‘Learning from Bristol’ report (Kennedy, 2001) in the published literature. This
was not within the scope of this thesis.
3. Although most studies included a wide range of participants, many of
these mainly included clinicians, and most of the other studies focus mainly
on clinicians in general, or specifically nurses, and management. Only 1%
(n=2) of the total studies focussed on non-clinicians only. These findings
illustrate how some groups (or subcultures) could perceive that they have
been ignored and raise questions about power within organisational culture.
To gain a more complete understanding of organisational culture and
performance/quality would require more inclusive studies with participants
from a wide range of roles across healthcare organisations, including
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previously underrepresented cohorts of people. This gap was addressed in
the purposeful recruitment of participants for this study.
4. Two studies (Hamilton et al., 2007 and Mottram, 2016) included
consideration of the merger effect when existing organisations, possibly with
different organisational cultures, come together to create new organisations.
Given the current emphasis on the creation of ICS NHS bodies and ICS
Health and Care Partnerships, this warrants further research. The extent to
which the merger effect was covered in the study presented in this thesis
was limited to the fact that the Trust studied was an integrated Trust (formed
following a merger some years previously) and to some participants’
perceptions of the potential impact of special measures on the Trust
(presented in the findings chapter section 4.4.1 and discussed in section
7.1.2).
5. The literature review revealed that there was a lack of organisational
culture research on Trusts that had been in special measures. Only one
study was identified around special measures: the mixed method rapid
evaluation of the special measures for quality and challenged provider
regimes (Fulop et al., 2020). The reason for this gap could be partly because
special measures was only introduced in 2015 (Parkin, 2020) and the
literature review included studies published between January 2000 and
December 2020. However, it could also be that such Trusts are reluctant to
participate in research until they have improved their performance, as found
in Ravaghi’s (2007) study. Regardless of the reasons why, since this was the
only study found on the impact of special measures on NHS Trust, and the
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current CQC inspection regime for quality continues, then there was a
requirement for further research in this area. This gap influenced the core
inquiry of this study.
6. There was also potential for more research into why some studies did not
find the relationship between organisational culture and performance/quality
presented in most of the other research. It was not clear whether this was
due to the nature of the performance or quality aspects studied, the data
collection methods utilised, the nuances between culture and climate, or
another undetermined factor. However, it is pertinent to remember that the
Cochrane review conducted by Parmelli et al. (2011) failed to find any
studies that met the quality criteria used by the Effective Practice and
Organisation of Care (EPOC) Group. It was not within the capacity of this
research to fill this gap, but it does appear that an updated Cochrane review
is required, especially given the significant increase in the numbers of
studies published since the last Cochrane review was undertaken in 2011.
This finding has influenced the discussion in chapter 7 and one of the
recommendations for future research (section 8.4).
2.5 Conclusion of literature review
In conclusion, the scoping literature review has provided a broad overview of
what was known about organisational culture and performance/quality in
acute and/or community health care organisations from the existing
literature. The key finding was that the relationship between organisational
culture and performance and/or quality was generally considered a panacea
for performance improvement. However, these studies have not been
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adequately reviewed for quality, so it may be misleading for NHS policies to
place such reliance on the requirement to change organisational culture
since this may be a more complex and difficult ask than it seems. This review
has also identified trends in the USA, UK and Iranian studies (appendix F),
along with some gaps for further research. The findings from this scoping
literature review have influenced the research questions for this thesis, the
methodology and the data collection methods utilised.
The next chapter describes the how the methodology was conceived and
how the chosen data collection methods were implemented.
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CHAPTER 3 METHODOLOGY
This study was aligned with Merriam’s (2009) approach to qualitative
research design and implementation. Following the scoping literature review,
and the identification of the research problem and theoretical framework, the
next steps were to design the study, select the sample, collect the data and
analyse it. A detailed description of these steps follows, beginning with an
explanation of how the methodological approach was decided upon.
3.1 Methodological overview
As previously stated, this research was motivated by the announcement that
the NHS Trust in which the researcher was employed had become one of a
relatively small number of NHS Trusts in England to be placed into special
measures. It was apparent that an in-depth study of this Trust’s staff’s
experiences of special measures would be pertinent to understand ‘what was
really going on’. A range of methodological approaches were considered
before a qualitative methodology was selected. Quantitative methodologies
were discounted due to their tendencies to reduce complex experiences to
simple, statistical relationships (Carr, 1994). The reductionist approach of
quantitative research can strip away the context from the data and
oversimplify social reality with its focus on measurement (Punch, 2005).
Along with the risk that a false impression of cultural homogeneity might be
given (Martin, 1992), the other limiting factors that ruled out a quantitative
approach were the previous lack of engagement in national NHS Staff
Surveys (NHS Survey Coordination Centre, 2021) within the Trust to be
studied and the related risk of survey fatigue (Ben-Nun, 2008).
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Qualitative research methods are amenable to answering the exploratory
‘what’, ‘how’ and ‘why’ questions (Bourgeault et al., 2010) and are suited to
addressing the complexity and multi-layered nature of the challenges faced
by healthcare organisations (Caronna, 2010). Tripp-Reimer and Doebbelin
(2004) advise that qualitative research can identify the perceptions,
experiences and behaviour of providers of care (and patients) that are helpful
in addressing issues related to implementing system change to improve
quality. With the emphasis on people’s lived experience, qualitative research
is well suited for locating the meanings people place on the events,
processes and structures of their lives (Miles and Huberman, 1994). For the
qualitative researcher, the ‘truth’ about human social behaviour is not context
free, so it is important to be able to convey the whole picture using thick
description. As stated by Sofaer (1999, p.1101), qualitative methods provide
‘rich descriptions of complex phenomena […] illuminating the experience and
interpretation of events by actors with widely differing stakes and roles’.
Given the researcher’s conceptual, ontological and epistemological
perspectives (outlined in the introductory chapter), it was therefore decided
that a qualitative approach would be most effective in answering the
research questions:
RQ1. How did historical and organisational factors contribute towards
an NHS Trust being placed in special measures?
RQ2. How did special measures impact organisational culture?
The researcher’s employment at the Trust was the major influence on the
decision to conduct the research from the emic perspective. The emic
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perspective is central to most ethnographic research as it strives to
understand why members of social groups do what they do (Fetterman,
2010), whereas the etic perspective is the external, social scientific
perspective of reality. Bartunek and Louis (1996, pp.12-13) state that
outsider researchers ‘are particularly concerned with knowledge seeking for
its own sake […] their own personally relevant social worlds are not the ones
presently under scientifically disciplined scrutiny’. Conversely, insiders are
individuals whose personally relevant social world is under study, and they
utilise and build upon their local knowledge through their day-to-day
experiences. It was recognised that, as someone who worked in the Trust
throughout the duration of the study, the researcher could not disconnect to
become an objective observer, so an insider-researcher stance was
inevitable.
In comparison to a potential researcher who did not work within the Trust, the
researcher was an insider and, as an insider, the researcher was able to
draw on shared understandings and quickly gain the trust of the participants
thus enabling them to tell their stories (Costly et al., 2010). It must be
acknowledged, though, that it soon became clear that some of the
participants had worked within the Trust for 10, 20, 30 years or more. So, it is
possible that, to a certain extent, the researcher remained an outsider from
these participants’ perspectives.
In summary then, by capturing, conveying and linking the perspectives of
both insider and, to a certain extent, an outsider inquiry, this study has
produced a robust and holistic picture of the Trust, which aligned with the
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naturalistic paradigm. Since research of this type is typically conducted by
outsiders to the organisation being studied (Ravaghi, 2007), this was a
somewhat innovative approach.
The qualitative methodologies considered included ethnography, case study,
critical ethnographic case study and ethnographic case study. The ultimate
decision was that an ethnographic case study that drew on some elements of
critical theory would best achieve the desired level of insight within the
constraints of this study. A detailed explanation of how this decision was
made follows.
3.1.1 Ethnography
Ethnography is a broad methodological category within which a range of
different methods can be employed. Its main principal involves going into (or
being in) the field and collecting unstructured data through methods such as
observation, discussions and interviews to explore and illustrate a social
situation (Costly et al., 2010). ‘Ethnographic study seeks to capture, interpret
and explain how a group, organisation or community live, experience and
make sense of their lives and world’ (Robson, 2011, p.80). An ethnographic
study recreates the shared beliefs, practices, artifacts, folk knowledge, and
behaviours of those people for the reader (Goetz and LeCompte, 1984).
Given these definitions, it was decided that ethnography would be a suitable
methodology for this research, which sought to understand how staff within
an NHS Trust had experienced and made sense of the special measures
process.
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Typically relying on verbatim quotations and a thick description (Geertz,
2001) of events, ethnography gives voice to people in their own local context
(Fetterman, 2010). This research gives a voice to Trust staff from both a
wide range of teams and services and a wide range of NHS pay bands
(mainly focused on those at the lower end of the NHS pay bands who have
often been overlooked in other studies, but with some input from Trust
leaders). To ensure the voice of those participating is heard in their own
words as they make meaning, the findings (chapter 4) of this research
includes verbatim quotations from the interviews.
Ethnography can involve the researcher participating directly in the setting, if
not also the activities, to collect data in a systematic manner (Brewer, 2000).
As an insider participant-observer, the researcher of this study participated
directly in the setting. Their experiences were captured systematically via
autoethnographic vignettes (section 3.2.1), and reflexivity, including notes on
the effectiveness of the data collection methods and the researcher’s
thoughts and feelings about their interactions with research participants, was
captured in a research diary (appendix G). The incorporation of data
captured in autoethnographic vignettes added to the layers of thick
description that were gained from the other data collected (direct extracts
from Trust documents and semi-structured interviews (section 3.2)).
As with the case study approach, contextualisation is important in
ethnographic methodology (Fetterman, 2010). Contextualisation involves
placing observations into a larger perspective. It helps the researcher
discover the interrelationships among the various systems and subsystems
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in the community under study. The external context for this research was
provided in the form of an overview of the CQC inspection and special
measures processes in the introductory chapter. The contextualisation of
participant and researcher observations was achieved by the collection of
data from a range of subcultures throughout the organisation.
Fetterman (2010, p.24) states ‘ethnographers must attempt to view other
cultures without making value judgments, but we cannot be completely
neutral. We are all products of our culture. […] The ethnographer can guard
against the more obvious biases by making them explicit and by trying to
view another culture’s practices impartially’. Some of the obvious potential
biases within this study have been made explicit in the introductory chapter
and in the description of methods and data sources below (section 3.2). For
example, Cohen et al. (2011, p.228) state that, ‘it is often the case that those
with more power, information and resources research those with less’. The
positionality of the research addresses these relationships. The NHS can be
a very hierarchical institution and some participants may have perceived
themselves as having less power than the researcher. Conversely, some
participants may have perceived themselves to have had more power than
the researcher.14 Arguably, power and knowledge are activated by
interviewers, coders and researchers (Prior, 2003). For example, the
researcher decided whose stories to present and, even then, participants’
voices were somewhat filtered (Hertz, 1997). But being fully aware of these

14

The matter of power is reflected upon throughout the discussion (chapters 6 and 7).

105

potential biases from the outset enabled the researcher to guard against
them throughout the research process, by compiling reflexive notes
(appendix G) on the study as it progressed, for example.
3.1.2 Case study
There are many definitions of case study research. Put simply, case study is
defined as ‘an in-depth description and analysis of a bounded system’
(Merriam, 2009, p.40). It is the ‘development of detailed, intensive knowledge
about a single case, or of a small number of related cases’ (Robson, 2011,
p.80). This research was what Stake (1995, p.3) defines as an instrumental
single case study as it seeks to gain ‘insight into the question by studying a
particular case’. Stake (1995, p.15) elaborates that ‘[f]or instrumental case
study, issue is dominant’. The issues examined in this study are how an NHS
Trust comes to be placed in special measures and how special measures
impacts on the Trust.
Yin (2013) defines a case using three criteria: a case is a contemporary
phenomenon in a real-life context; where the boundaries between
phenomenon and context are not clear; and the researcher has little control
over the phenomenon and context. In this study the case was an NHS Trust
in special measures; the boundaries between the experience of special
measures and the experience of working in an NHS Trust were not clear;
and the researcher had little control over the experience of special measures
in the NHS Trust. Yin also states that case studies are ‘research situations
where the number of variables of interest far outstrips the number of data
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points’ (Yin, 1999, p.1211) which, given the complexity of the situation,
reinforces the suitability of this method for this study.
Case study cases are chosen for uniqueness, typicality, or comparative
purposes (Ragin, 1999). Patton (1990, p.169) states that ‘[t]he purpose of
purposeful sampling is to select information-rich cases whose study will
illuminate the questions under study’ and identifies sixteen types of
purposive sampling. The selection of this NHS Trust as a case for study was
associated with four of these types of purposive sampling: convenience
sampling (it was the researcher’s place of work); extreme or deviant case
sampling (it was one of only ten NHS Trusts in special measures at the timea ‘notable failure’ (Patton, 1990, p.169)); and critical case sampling- ‘if it
happens there, it will happen anywhere’ (Patton (1990, p.175). The
alignment with these three types of purposive sampling means that it was
also an example of combination or mixed purposeful sampling, the sixteenth
of Patton’s strategies.
This was a descriptive case study (the product was a rich, thick description of
the phenomenon under study). It was also particularistic (focussed on a
particular situation or phenomenon) and heuristic (explains the background
of the situation and what happened). These are the three special features of
qualitative case studies defined by Merriam (2009, pp.43-44) in the
naturalistic stance. From a Yinian perspective, research questions about
‘how’ and ‘why’ (rather than ‘what’ and ‘how much’) are best suited to the
case study strategy. The research questions in this study are undeniably
about the ‘how’.
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Yazan (2015, p.136) states that Yin ‘demonstrates positivistic leanings’ in his
approach, in that he advocates the combination of quantitative and
qualitative methods within case studies. In accordance with the positivistic
slant on his approach to case study, Yin might advocate the identification of
causal links in response to the research questions. But, since this research
aimed to simply understand the case holistically while recognising its
complexity and context (Punch, 2005), it took an entirely naturalistic
approach.
Case studies are widely utilised in organisational studies (Cassell and
Symon, 2004). They are used to understand how the organisational and
environmental context impacts or influences social processes; to explore
informal, unusual, secret or even illicit organisational behaviour; and to
understand everyday practices and their meanings to those involved, which
would not be revealed in brief contact. This case study aims to satisfy each
of these aspects. Furthermore, as Costly et al. (2010, p.89) state, the
purpose of a case study is to ‘investigate and present a case in a way that is
of use beyond its face value’. For example, to draw out points that have
potential for wider application or to illustrate problems in policy or practice.
Without a doubt, the intention of this thesis was to draw out points from this
case that illustrated the pros and cons of the CQC inspection and special
measures processes and could be used to help this and other healthcare
organisations.
In the interests of balance, it should be noted that the case study approach
can introduce some problems (Brewerton and Millward, 2006). These include
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the possibility that the researcher might get caught up in minutiae or get so
involved that impartiality is lost. Furthermore, the information yielded from
case studies can be difficult and time-consuming to analyse and the
evidence may not be generalisable beyond the local circumstances. And
finally, participants may feel under intense scrutiny if they know they are
being researched. Steps taken to prevent these issues from occurring
included the conduction of several ‘helicopter view’ or ‘mind map’ exercises
to look at the bigger picture whilst analysing the findings (appendix H);
completion of a daily research diary to capture reflexivity on the research
process (appendix G); utilisation of NVivo as a document manager; and
ethical discretion when interviewing participants, capturing
autoethnographical vignettes and sampling published material. 15 Whilst the
naturalistic paradigm does not consider findings to be generalisable (Lincoln
and Guba, 1985) and caution should be exercised about generalising
findings, Bassey (1999) states that we can make fuzzy generalisations in
social science research (as discussed in section 1.3). Section 3.4 of the
thesis describes the actions that have been taken to ensure trustworthiness
and maximum transferability of the findings within these constraints.
3.1.3 Critical ethnographic case study
Critical ethnography is a style of analysis embedded within conventional
ethnography. It is defined by Schwandt (2001, p.44) as ‘ethnographic studies
that engage in cultural critique by examining larger political, social, and

15

In the context of this study, ethical discretion refers to the researcher having made
decisions based on their judgment of what was the best ethical approach.
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economic issues and that focus on oppression, conflict, struggle, and power.’
Whereas conventional ethnographers study culture for the purpose of
describing it, critical ethnographers do so to change it.
The three methodologies of case study, ethnography and critical
ethnography could have been combined in a critical ethnographic case
study, as it was hoped that there might have been some emancipation due to
participation. For example, it was anticipated that participants may have
subsequently felt more empowered to speak up, contribute to good
decisions, innovate, contribute towards the improvement of workplace
relations and improve performance (Thompson and McHugh, 2009).
However, Raynsford (2015, p.138) emphasizes that ‘it is naïve to think that
by simply following a model of critical inquiry a research process will be
capable of achieving outcomes that enhance participants’ personal sense of
freedom and emancipation. Emancipation cannot be gifted by a research
process. Emancipation is a highly personal existential experience’.
Raynsford also argues that the critical ethnographer must acknowledge their
limited capacity to understand what emancipation feels like for each
individual participant.
Since there would not have been opportunity to follow up with participants to
establish whether they had perceived any emancipative effects after their
interviews, and in line with Raynsford’s concerns, critical ethnographic case
study was therefore ruled out as a research methodology for this study.
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3.1.4 Ethnographic case study
The final decision was that the study would be an ethnographic case study, a
method commonly used to investigate organisational culture (Hammersley
and Atkinson, 1992) and which combines the case study and ethnography
approaches described in detail above.
To satisfy the researcher’s desire to include some consideration of the
factors of oppression, conflict, struggle and power within the study
(Schwandt, 2001, p.44), some critical elements were incorporated. For
example, Martin’s (1992) theoretical framework utilises the differentiation
perspective to identify and understand oppositional dichotomies between
organisational subcultures from the perspective of those who perceive
themselves to be less powerful. The purposive sampling of participants in the
specified range of roles and, predominantly, at the lower end of the NHS pay
bands also contributes an element of critical theory. And it was hoped that
this document, this product of research that holds innovative knowledge,
would activate the power that goes along with that knowledge. As Thomas
(1993, p.61) states, ‘new ways of thinking become implements by which we
can act upon our world instead of passively being acted upon’. Indeed,
critical ethnographic case study is based on the premise that knowledge is a
resource as powerful as any tangible tool.
3.2 Methods and Data Sources
Both case study research and ethnography are methodological approaches
that generate good quality research outcomes when a variety of methods are
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drawn on (Cassell and Symon, 2004; Costly et al., 2010; Brewer, 2000). This
ethnographic case study utilises three methods of data collection:
autoethnography, semi-structured interviews and document analysis (figure
19), the combination of which forms part of this study’s original contribution
to knowledge (section 8.1).
Figure 19. Summary of methodology, methods and data sources

Although the main source of the data presented in the findings (chapter 4) is,
by far, the semi-structured interviews, this does not necessarily reflect the
balance of their impact on the research conclusions in comparison with the
autoethnographic vignettes and Trust documents. In particular, the
researcher’s reflections on their own experiences (captured as
autoethnographic vignettes) had just as much impact on the conclusions as
the interviews. The findings from the Trust Public Board papers and Annual
Plans probably had a lesser impact on the conclusions but were,
nonetheless, a significant source of data to ensure a holistic picture of the
Trust was presented.
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While it is highly desirable that an explicit plan is prepared and agreed by
those involved before data collection commences, it should always be
recognised that plans may need to be updated as the work proceeds
(Robson, 2011). Indeed, both Yin and Merriam advocate the requirement for
a well-structured research design that allows for minor changes should they
be required following the commencement of data collection (Yazan, 2015).
For example, in this research some minor changes were made to the
planned interview guide to account for the change in circumstances of a
small number of participants who had volunteered to be interviewed while
working at the Trust but had left before an interview could be scheduled. In
this case, the same questions were used to guide the interview, but the
phrasing was adjusted to reflect that the participant no longer worked at the
Trust.
This study took four years to complete. The process is illustrated in figure 20.
Figure 20. Study timeline
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As advised by Brewerton and Millward (2006, p.23), organisational access
should be dealt with very early on in the research process because obtaining
access to appropriate and adequate samples can take a long time to get
organised. Research approval was gained from all relevant parties prior to
data collection. In the conceptual stage, the research proposal was
discussed with the gatekeepers to the Trust (the Chief Executive and the
Trust Chair). Both approved the research in writing. This research also
required approval from three separate ethical bodies. Approval was first
sought and received from the University of Wolverhampton FEHW Ethics
Panel (appendix I). Secondly, approval was sought and received from the
HRA via IRAS (appendix J). And finally, approval was sought and received
from the Trust Research and Development Department (appendix K). It took
ten months from the initial submission to the University Faculty Ethics Panel
to the receipt of final approval from the Trust Research & Development
Department. Once the research had been fully approved, data collection
commenced.
Figure 21 illustrates how the three data collection methods overlapped
across the data collection period.
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Figure 21. Data collection timeline

The twenty-four participants were each interviewed once over the eightmonth period, at the beginning of which the Trust was in special measures.
The Trust was removed from special measures whilst the data collection was
still in progress. As a result, thirteen participants were interviewed while the
Trust was in special measures and eleven participants were interviewed
shortly after the Trust’s removal from special measures. Since only one
previous study of Trusts that were in special measures at the time of data
collection (Fulop et al., 2020) and only one other study of a similar nature
(but initiated after a significant improvement in the Trust’s performance)
(Ravaghi, 2007) were identified in the literature review, then this
demonstrates how this study was unique with respect to the order of events
(section 8.1).
Methods of data collection and analysis should be clearly described so that
readers can judge the evidence upon which the conclusions are drawn (Pope
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and Mays, 2006). Therefore, clear descriptions of this study’s data collection
and analysis procedures follow below, including discussion of their strengths
and weaknesses, summarised in table 16.
Table 16. Strengths and weaknesses of data collection methods
(adapted from Yin (2013) with Brewerton and Millward (2006), Cassell
and Symon (2004), Chang (2008) and Hertz (1997))

3.2.1 Autoethnography
Hertz (1997) asserts that, although researchers draw on their own
experiences to make sense of qualitative data, the parallels between the
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researcher’s life and the participants’ lives are rarely acknowledged.
Autoethnography is a research method that uses the researcher’s
autobiographical data to analyse and interpret their cultural assumptions: it
combines self-narrative with cultural analysis (Chang, 2008). It enables the
researcher to write about the personal and its relationship to culture (Ellis,
2004).16
There are three possible positions of self in autoethnography. Depending on
what is being studied the researcher might want to: make cultural sense of
themselves; use their story as a larger part of a story of others; or investigate
a topic they are close to but without centring on themselves (Chang, 2008,
p.66). This research utilised the researcher’s story as a larger part of the
story of others because it was anticipated that, as an insider to the
organisation, the researcher would be able to bring valuable reflections on
their own experiences to the analysis. This is one of the key strengths of
autoethnography (table 16).
Ellis (2004) asserts that autoethnography tends to capture negative
experiences because these are what occupy our thoughts as we attempt to
work them through, rather than happiness or the mundane. The content of
the autoethnographic vignettes captured in this study support this assertion.
Furthermore, Stone (1997, p.xvii) suggests that ‘perhaps every story worth
telling […] is a dare, a kind of pornography, composed of whatever we think

16

Some key examples of autoethnography are presented in Stone (1997), Ellis (2004) and
Hallowell et al. (2005).
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we’re not supposed to say, for fear of being drummed out, found out, pointed
out’, which was also borne out by this research.
The deep reflection resulting from the inclusion of autoethnography in this
research was another key strength. A related weakness, however, was that it
was not easy for the researcher to reveal themselves. Furthermore, in doing
so, some might argue that it reduced the scientific impact of the research, but
the epistemological stance of naturalistic paradigm in which this research
was located (knower and known are inseparable) negated this issue.
Another potential weakness of autoethnography is that it might compromise
the anonymity of the case and other participants. Steps were taken to
minimise any such risk, as outlined in the ethical considerations below
(section 3.2.4).
As discussed in the introductory chapter, the autoethnographic data
collection commenced with the development of a culture-gram. This is a
chart designed to help visualise the social self from multiple perspectives
(Chang, 2008). This exercise identified the researcher’s three primary
identities, and the resulting self-reflective writing is presented in appendix A.
The culture-gram exercise also identified the ‘others’ from whom the
researcher might distance themselves. The researcher reflected on who the
‘others’ were and where such feelings came from, which was an enlightening
process. Consequently, the researcher ensured that the purposive sampling
included participants from clinical, as well as non-clinical, roles across the
Trust.
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The rest of the autoethnographic data was collected as reflective vignettes
on the researcher’s experiences at the NHS Trust. Some of these vignettes
captured experiences that had occurred earlier in the researcher’s
employment at the Trust (which commenced the same week as the initial
CQC inspection), but most of them occurred during the eight-month data
collection period. Sometimes it was possible to capture a full account
immediately, whereas on other occasions notes were captured and a full
description was completed later the same day. Photographs (figures 25, 26,
27 and 28) and field notes (appendix G) were collected alongside the
autoethnographic vignettes to enrich the data.
The autoethnographic vignettes were labelled in the chronological order in
which they were collected (JM01, JM02 etc.) and imported into NVivo for
document management and manual coding.
3.2.2 Document Analysis
Eisner (1998) describes literature as one of the most useful means of
qualitative inquiry and written documents are certainly one of the most
valuable, rich and time-saving forms of data collection (Fetterman, 2010;
Punch, 2005; Hammersley and Atkinson, 1992). As Star and Griesemer
(1989) explain, documents have a different identity in each social world that
they inhabit. They function as boundary objects that are part of multiple
social worlds, make matters more visible and facilitate communication
between them (Prior, 2003). For example, a Trust’s Public Board papers hold
different functions for different users, such as the Board members, Trust
staff, patients… and researchers.
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In this study, analysis was conducted on documents produced by the Trust
itself: the Trust Public Board papers and Annual Plans (table 17). These
documents were chosen because they reveal the organisation’s stated
purpose, along with the image that the organisation wished to present to the
outside world at the time (Fetterman, 2010, p.63). Although it might be
considered that this may have introduced reporting bias, this was not a
hindrance. Instead, it was an important factor that was considered in the
discussion (section 5.1).
The general strengths and weaknesses of document analysis are presented
in table 16 above, whereas the limitations specific to these documents are
presented in table 17 below. Some of the advantages of utilising document
analysis were that the documents were unobtrusive to collect, covered broad
time spans and were stable data sources. They were publicly available and
there were no data protection issues. They could be collected both
retrospectively and on a regular basis in line with the Trust’s publishing
timetable, and they contained specific references to the Trust’s CQC
inspection outcomes, placement in special measures and the Trust’s
response. The documents were imported into NVivo for management and
manual coding.
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Table 17. Documents included in analysis

The limitations of the document analysis included the large volume of data
contained in some of the documents. This was mitigated by utilising different
levels of sampling, determined by the relevance of the various components
of each document and the overall size of the document (Davies, 2007b). For
example, due to sheer volume of data contained in the Trust Public Board
papers, a keyword search for ‘culture’ was conducted across the entire
documents to focus the analysis on those sections. This keyword was
selected due to the importance that NHS Improvement and the CQC have
placed on the role of culture in the improvement of organisational
performance (discussed in section 2.1.2). In addition, particular attention was
paid to the Chief Executive reports, Trust Chair reports and notes for the
previous Trust Public Board meetings. Focus was placed on the Chief
Executive and Trust Chair reports because they contained messages from
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the Trust senior leaders to the Board (and other users of the papers) and
gave the senior leaders’ public-facing view of the situation. It was recognised
that such messages would undoubtedly contain an element of ‘spin’, but they
were nevertheless useful in terms of how the organisation communicates
and what impact that had. Focus was placed on the meeting notes from
previous Trust Public Board because they were a record of the discussions
that had been had at the actual meetings. A similar approach was taken with
the Annual Plans, where particular attention was paid to the introductory
comments, in which the Trust’s approach for the previous and forthcoming
year was generally summarised, along with a keyword search for ‘culture’ to
focus attention on other relevant sections.
Retrievability and access were not especially problematic because the Trust
Public Board papers and Annual Plans were routinely published on the
Trust’s public website in accordance with statutory requirements. The
collection of the Annual Plans covered the period from the year of the first
CQC inspection up to the year that the interviews were held: five years in
total. They predominantly followed the same format and planned for a single
year, but there was one instance in which the plan covered two years.
Unfortunately, it was not possible to collect the Trust Public Board papers
from the Trust’s public website for the same period, so neither papers for the
months leading up to, nor immediately following the initial CQC inspections,
were available for collection. Given the time constraints on this research and
the depth of data available in the papers that were collected, it was decided
that this did not warrant further pursuit. Consequently, the Public Board
papers were collected for the period covering the two years preceding the
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end of the data collection period. The format of the papers was similar each
month, with the occasional inclusion of extraordinary reports, generally at the
request of the Board in a previous meeting. In summary, the data collected
was representative of its source and content (Davies, 2007b).
Although document content is important, the role of documentation as a
product that is produced and consumed should not be ignored (Prior, 2003).
Pertinent aspects of documentary analysis include: the social production of
the document; the social organisation of the document; the more ‘direct’
analysis of text for meaning; and the application of different theoretical
perspectives (Punch, 2005). These aspects were duly considered in the
discussion (section 5.1).
3.2.3 Semi-structured interviews
An interview is a conversation with a purpose (Davies, 2007b, p.194) and
qualitative research interviews are ideally suited to examining topics in which
different levels of meaning need to be explored (Cassell and Symon, 2004).
Interviews are therefore often utilised to study organisational and group
identities in large organisations (such as the NHS) where there may be a
complex pattern of organisational, workgroup, professional and interpersonal
loyalties.
Semi-structured interviews are based on a loose structure comprising openended questions that define the area to be explored and from which the
interviewer or interviewee can diverge to pursue an idea or response in more
detail (Pope and Mays, 2006), a benefit exemplified by participant A6’s
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comments discussed at the end of section 5.2. This research utilised semistructured interviews to allow the participants to tell their own story on their
own terms (Davies, 2007b; Robson, 2011), rather than conducting interviews
that were highly structured (which would have limited the participants’
descriptions and explorations of the topics) or unstructured (which would
have risked not covering the key topics in the time available).
The semi-structured interviews followed a basic interview guide containing a
carefully selected list of open-ended questions and topics to be covered
(appendix L). The aim of the interview guide was to stimulate reflection and
exploration. Development of the interview guide was informed by the
research literature, discussions with the research supervisors and the
researcher’s own knowledge and experience. It was designed to be a simple
guide so the primary focus could stay on the participant and the interviews
would be more efficient (Fetterman, 2010). It also allowed the participants to
direct the flow of conversation to some extent, so avoiding the risk that the
researcher might bias the conversation. This is one of the strengths of semistructured interviews (table 16). However, there was at least one occasion
when the participant spent longer than expected on a peripheral subject, a
weakness of the semi-structured interview technique. As expected with a
qualitative approach to research (Cassell and Symon, 2004; Davies, 2007b;
and Robson, 2011), the development of the interview guide did not end at
the start of the first interview but was modified through use. For example, it
was tailored for participants who had left the Trust (section 3.2).
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Although some guidelines recommend holding a pilot interview (Brewerton
and Millward, 2006, p.98), it was felt that this was not required due to the
researcher’s previous interviewing experience, the potentially limited pool of
participants, the confidence in the interview guide and the time constraints on
the study.
The successfully identified participants were interviewed for approximately
one hour. All participants, except for those who had left the Trust, chose to
be interviewed on Trust premises. Most were held in a meeting room situated
away from the participant’s normal place of work, but a small number were
held in offices within their normal place of work.
The interviews were recorded on a digital recording device and any notes
were made in a notebook dedicated to this purpose (for example, when the
digital device ran out of power, as described in extract 3 from the reflexive
diary (appendix G)). The researcher transcribed the interviews verbatim onto
a password protected and encrypted laptop as soon as possible. This not
only spread the load of an onerous task but ensured that any conversation
that was not overly clear on the digital recording was captured as accurately
as possible. Participants were uniquely identified within the transcripts in the
order determined by the digital recording device (A1, B1, C1 etc.). Following
participant verification (section 3.4), the transcripts were imported into NVivo
for manual coding and analysis.
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3.2.3.1 Sampling
Gobo (2004) describes purposive sampling as detecting participants with
certain characteristics, or from within a wide range of situations, to maximise
variation. This form of sampling may not be fully representative but,
nonetheless, yields useful information (Brewerton and Millward, 2006). This
research utilised Patton’s (1990) combination or mixed purposeful sampling
technique (as described in section 3.1.2) to identify potential participants.
The subsequent combination of five sampling approaches (described below)
identified a non-probability sample that was selected based on
characteristics of the population and the objective of the study.
Sampling focused on the ‘hidden voices’ of the workforce: clinical and nonclinical colleagues at the mid to lower end (AfC bands 2-7) of the NHS pay
bands (1- criterion), because they were found to be underrepresented in the
existing literature. Analysis of the qualitative studies included in the literature
review (that utilised interviews and for which it was possible to determine
participants’ roles) found that those samples included 41%
nurses/midwives/AHPs, 23% senior leaders, 16% doctors, 10%
administrative/corporate, 7% clinical support staff and 4% in unknown roles.
The percentage of each cluster in this study, along with the AfC bandings, is
shown in table 18. It clarifies how this sample is one of ‘unheard voices’ in
comparison to previous studies of the same nature. Table 18 also
summarises the range of AfC bandings for the participants in each sampling
cluster to illustrate the focussed sampling of participants at the mid to lower
end of the AfC bandings.
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Table 18. Sampling clusters
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Mannion and Smith (2018) suggest that research exploring the complex
interlinkages between hospital culture and clinical performance benefits from
exploration of a variety of subcultures to understand how they might be
forces for change, resistant to change or covertly undermining initiatives of
change. So, this study needed to include a range of people to explore
different and comparative experiences related to the research questions,
along with some people who could have challenged any prior assumptions
(Davies, 2007b) (2- maximum variation). To ensure a reasonable spread of
views the occupational roles of potential participants across the Trust were
grouped into six sampling clusters. Clusters were developed for the four
main staff groups (clinical staff, clinical support staff, administration/corporate
services and domestic/support services) along with separate clusters for staff
engagement volunteers (defined in table 18) and senior leaders (3- politically
important).17 The participants were allocated to the most relevant cluster at
the start of each interview so the balance in each cluster could be managed
throughout the recruitment period.

17

Some senior leaders were included in the purposive selection of participants to achieve a
balanced approach and obtain a holistic analysis of the organisational culture (Gobo, 2004).
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Other participants were identified via a (4-) snowball effect due to some of
the purposively sampled participants recommending other potential
participants with the same characteristics (Gobo, 2004). A slight drawback of
the inclusion of this sampling method, was that the administration/corporate
services cluster became the cluster containing most participants (although, it
only contained one more participant than both the clinical support staff and
staff engagement volunteer clusters).
And finally, a small number of potential participants were invited to join the
study on an opportunistic basis (5). The risks of opportunistic sampling were
that the sampling might have been biased by the researcher and/or potential
participants may have felt under pressure to participate. These were
mitigated by only approaching individuals directly as an attempt to achieve
an even balance across the clusters and by ensuring that potential
participants knew they could withdraw at any point up until the specified cutoff date (section 5.1 and 8.2.3).
In general, once a group or team from which potential participants could be
recruited was identified, the team leader (or equivalent) was approached to
request that the researcher might attend a meeting to inform the group about
the research. Following the meeting, the e-mail consent form (appendix M),
participant information sheet (appendix N) and consent form (appendix O)
(more detail in section 3.2.4) were e-mailed to the team/group with the
instruction to reply individually via e-mail within two weeks if they were
interested in participating. A follow up team/group e-mail was sent towards
the end of the two weeks. One of the weaknesses of interviews (table 16) is
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accessibility. To mitigate this weakness, individuals without access to e-mail
were provided with paper copies of the participant information sheet and
consent form and advised to contact the researcher via telephone or in
person if they would like to participate.
3.2.3.2 Determination of sample size
Sample sizes are generally determined by factors such as the depth and
duration required for each interview, and how much it is possible for the
interviewer to undertake. The sample needs to be large enough to avoid any
unintentional bias in the sampling. In this study, interviews were conducted
with twenty-four participants from a range of corporate, administrative and
supporting roles, including a small number of individuals who had since left
the Trust (but had given express permission to contact them for interview).
This number of participants was decided upon pragmatically. It was enough
to reflect the desired range of roles for this qualitative case study (to achieve
representativeness) and to achieve worthwhile results. Even large qualitative
studies do not often interview more than fifty or sixty participants.
While it was recognised that there could have been value in having more
than twenty-four participants, given the limited resources available, this figure
was achievable and not too high as to involve unnecessary recruitment. And,
as the coding of the data progressed (section 3.3), it became clear that the
sample size was theoretically sufficient, if not theoretically saturated (Dey,
1999).
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3.2.4 Ethical Considerations
The e-mail consent form (appendix M), participant information sheet
(appendix N) and consent form (appendix O) were approved by the
University of Wolverhampton FEHW Ethics panel and the HRA prior to the
commencement of recruitment. The e-mail consent form was a simple form
designed to obtain consent to utilise the potential participant’s personal Trust
e-mail to communicate with them regarding the research (following the initial
e-mail to the team/group e-mail address). The participant information sheet
and consent form were more detailed documents that included information
on the research purpose, risks and benefits and explained that they had the
right to withdraw from the research at any time up until the specified cut-off
date. Public involvement in the development of these was obtained in the
form of consultation with a member of Trust staff who matched the inclusion
criteria. Feedback from this individual was incorporated into the final versions
of the documents.
Before each interview commenced, participants were given a paper copy of
the participant information sheet. Two copies of the consent form were
signed by both the participant and the researcher (one copy for the
participant and one for the researcher’s records). Although there was no
obvious risk of physical or psychological harm to either participants or the
researcher, it was recognised that the interviews might explore
organisational culture issues that could be upsetting. Therefore, participants
were provided with contact details for the Trust’s Freedom to Speak Up
Guardians (Francis, 2015), the Trust Workplace Support Advisors,
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Occupational Health and the Unison representatives for the Trust. The
researcher also had access to these support services.
Both immediately before and after the interviews, and when transcripts were
sent to the participants to be approved for accuracy, participants were
reminded that they had the right to withdraw from the research at any point
up until the specified cut-off date. Participants were also informed that they
had the right to embargo any of the information contained within the
transcripts up until the specified cut-off date.
As Costley et al. (2010, p.32) state, ‘[f]rom the researcher’s and
organisation’s perspective, the issues [around anonymity and confidentiality]
may be complex and should be the subject of much reflection and
consultation by the researcher’. Indeed, as an insider-researcher at the
Trust, it was particularly important for the researcher to guarantee
confidentiality to participants in this study. To achieve this, participants were
interviewed at a mutually agreed location at a convenient date and time. It
was identified that the main limits to confidentiality would be if safeguarding
issues or dismissible behaviour such as bullying were disclosed. If
safeguarding issues or dismissible behaviour had been disclosed, then the
researcher would have been obliged to share this information with the Trust’s
Safeguarding Team due to the concern of risk of harm to others. This was
clearly stated in the participant information sheet.
For ethical reasons, and to ensure successful recruitment, it was also
important that the participants were confident that their identities would be
protected. Therefore, participants were offered two levels of anonymity on
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the consent form (appendix O): fully anonymous (no identifying details to be
used in thesis) or partially anonymous (participant’s role may be identified,
but not their name), as certain quotations may have carried extra weight
because of the participant’s role. Despite taking this initial precaution, it was
ultimately decided to simply label quotations with the participants’ unique
identifiers and present an aggregated summary table of the participants’
roles as part of the findings. This approach ensured that participants’
identities were protected but retained the ability to link quotations from the
same participant. And finally, participant names and other confidential
information (such as e-mail addresses) were stored securely and separately
to interview transcripts.
An implicit ethical danger with the interview process is that the researcher
could have appeared more like a friend than a researcher, particularly given
the insider position of the researcher in this study. As Costly et al. (2010,
p.41) state, ‘Although the qualitative interview is often considered
emancipatory, it is not without power issues. For instance, although
friendship, trust and empathy might facilitate the interview, its main purpose
may be to glean unguarded confidences’. The researcher retained a
professional and ethical relationship with all participants before, during and
after the interviews to mitigate this risk. In addition, all participants were
made fully aware, via the participant information sheet (appendix N), that the
interviews were part of a research degree, and completely independent from
the researcher’s role at the Trust.
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As described above, interviews were recorded on a digital device and any
notes were made in a notebook dedicated to this purpose. The notebook did
not contain any identifying details. These were collected on the consent form
and stored separately to the notebook to prevent identification. The digital
recordings were transcribed from the device onto a password protected and
encrypted laptop as soon as possible following the interview and deleted
from the recording device once safely transferred. Indeed, all electronic
documents were saved on a password protected and encrypted personal
laptop, which was locked in a filing cabinet when not in use. All paper copies
of transcripts and any other printed documentation were kept in a locked
filing cabinet when not in use and have since been disposed of via
confidential waste. The researcher transcribed the interviews. Each
participant had a coded identity in the interview transcriptions and the file that
contained the true identities for each code was locked in a filing cabinet
when not in use. Copies of the transcriptions were securely e-mailed to the
participants (or delivered as paper copies in person) for them to review and
agree the content as accurate. Requested redactions were made
immediately and participants were provided with the amended version, again
securely, for final approval.
The ethical considerations made with regards to the document analysis were
that only publicly available documents were included in the study and the
Trust (and any persons named in the documents) were kept anonymous.
Similarly, it was ensured that neither the Trust, nor any individuals, were
identifiable from the autoethnographical vignettes.
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3.2.5 Reflexivity
To briefly summarise the difference between reflexivity and reflection:
reflexivity involves introspective investigations of social interactions as they
occur; as opposed to reflection, which occurs after the social interactions
occur. In more detail, reflexivity means being sensitive to the ways that the
researcher and the research process have shaped the data collected,
including the roles of prior assumptions and experience. As Sandelowski &
Barroso (2002, p.216) explain, ‘Reflexivity is a hallmark of excellent
qualitative research and it entails the ability and willingness of researchers to
acknowledge and take account of the many ways they themselves influence
research findings and thus what comes to be accepted as knowledge.’
This study incorporates reflexive (or narrative) ethnography, in that the
researcher has used their experience in this organisation to examine ‘selfother interactions’ (Ellis, 2004, p.46) in the discussion of the findings. Hertz
(1997, p.viii) states that, in the wider context, ‘reflexivity is ubiquitous. It
permeates every aspect of the research process, challenging us to be more
fully conscious of the ideology, culture and politics of those we study and
those we select as our audience’. To underpin this reflexivity, the researcher
must remember that they are the primary instrument of the data collection
and analysis (Merriam, 2009). Consequently, the effects of personal
characteristics such as age, gender, social class and professional status on
the data collected and the distance between the researcher and the
researched must be taken into consideration (Pope and Mays, 2006). Hertz
(1997) explains that by bringing subject and object into the same place,
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researchers can give their audience the opportunity to evaluate them as
situated actors, or active participants, in the process of meaning creation. So,
along with illuminating the culture under study, reflexivity also allows insight
into how the researcher has changed due to the observation of others (as
discussed in section 8.2.5 of the conclusion).
3.3 Analysis
A characteristic of qualitative research is that the processes of sample
gathering, data collection and data analysis exist side by side and interact
with each other. Pope and Mays (2006) assert that the qualitative researcher
commences data analysis as soon as data collection begins because what
has been collected thus far shapes the ongoing process. In keeping with this
assertion, the initial step of the analysis (the transcription process)
commenced alongside the interview process. It was limited to the
transcription process only to ensure that the other interviews were conducted
with minimal bias from any emerging themes.
The autoethnographic data, interview transcripts and documents were
imported into NVivo as they were collected. The NVivo automated coding
functionality was rejected because it might have reduced the analysis to a
descriptive account of the words used, rather than utilising the power of the
researcher to analyse the nuances of meanings (as desired in the ontological
perspective taken in this study (section 1.3)), for example. So, the NVivo
software was simply used to manage the data and facilitate manual coding
and the researcher’s analytical skills were utilised to take the analysis
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beyond the most basic descriptive exercise (Pope and Mays, 2006; Prior,
2003).
If this had been a phenomenological research study, then there would be a
choice of several data analysis plans specifically tailored to
phenomenological studies (for example, Moustakas’ modified Van Kaam
method (Moustakas, 1994), Colaizzi’s seven-step process (Colaizzi, 1978),
Giorgi’s modified Husserlian five-step method (Giorgi, 2009), Moustakas’
heuristic analysis (Moustakas, 1990) or Ricoeur’s theory of interpretation
(Tan et al., 2009)). However, since this was a generic qualitative study, then
a non-research design specific data analysis plan was suitable and a
thematic analysis of the data utilising the six-step procedural framework
described by Braun and Clarke (2006) was selected.
Thematic analysis is a flexible method suitable for early career researchers,
which allows the researcher to identify similarities and differences between
the perceived experiences of research participants, and can generate
unexpected insights (Nowell et al., 2017). The Braun and Clarke (2006) sixstep process was chosen to ensure trustworthiness, which less structured
approaches may lack.
The Braun and Clarke (2006) process is described in detail in appendix P. In
summary, following an initial high-level analysis of the data, the process
moved to a deeper scientific analysis in which the interview transcripts,
autoethnographic data and documents were manually coded for keywords
and themes in a series of inductive and iterative rounds (figure 22).
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Figure 22. Analysis timeline

The first five steps of the Braun and Clarke (2006) process were initially
followed for the interview transcripts. Since most of the research data had
been garnered from the interviews, it was pertinent to begin the analysis
here. The process was then followed for the autoethnographic vignettes, and
those findings were combined in with the interviews. Finally, the process was
repeated for the Trust documents, the findings from which were combined
with the others and completed the analysis. This approach ensured that the
coding of data was executed in a rigorous and unbiased manner, and that
each interview transcript was considered equally, with no impact of the
analysis of the autoethnographic vignettes or documents. The six themes
that emerged from the Braun and Clarke analysis are presented in chapter 4.
The six theoretical frameworks described in section 1.6 were then used to
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enhance the discussion of the themes, in a secondary level of analysis
(presented in chapters 5,6 and 7).
This analytical approach forms part of one of the study’s main contributions
to knowledge (section 8.1).
The recommendations for policy, practice and future research were collated
via the researcher’s reflections on the findings and are presented in the
concluding chapter (sections 8.3 and 8.4).
3.4 Trustworthiness
The achievement of ‘rigour’ in qualitative research remains under debate
(Cypress, 2017). In quantitative research, the optimisation of rigour is
achieved via the establishment of reliable and valid research methods. The
term ‘trustworthiness’ has been used in qualitative research since the 1980s,
when Lincoln and Guba (1985) addressed the rigour of qualitative research.
Trustworthiness refers to the quality, authenticity, and truthfulness of
findings. There are strong parallels between the requirements for rigour and
trustworthiness (for example, they both require the researcher to proactively
incorporate strategies into the research process) and they address similar
issues (Shenton, 2004).
The strategy taken to ensure the trustworthiness of this qualitative study was
largely informed by Guba (1981), who argues that if qualitative research can
be shown to be credible, transferable, dependable and confirmable, then it
should be considered trustworthy. The steps taken to address each of the
four criteria are outlined below.
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1. Credibility
Yin (1999) recommends the triangulation of data sources as a route to
enhancing the credibility of case studies in health services (although it
applies equally to other settings). Any conclusion is likely to be more
convincing and accurate if it is based on several sources of information
following a similar convergence (Pope and Mays, 2006; Yin, 2013).
Furthermore, the triangulation of methods is widely accepted as a good way
to ensure ethnographic validity (Fetterman, 2010). The methods (and data
sources) in this study are triangulated by the utilisation of autoethnography
(researcher), semi-structured interviews (participants) and document
analysis (Trust documents).
Davies (2007) asserts that if the method involves elements of observation
(autoethnography brings the element of observation to this research), then
the researcher may be less reliant on what the subject says about what they
do and instead can view what they really do, which gives an added sense of
validity to the data-gathering process.
So, by using the described methods and data sources this research
triangulates:
•

what the Trust stated it was trying to achieve (via documents);

•

what the Trust leaders espoused (via documents, autoethnography and
interviews); and

•

what the lived experience was for staff throughout the Trust (via
autoethnography and interviews).
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The analysis of the organisation’s culture was also triangulated in the
utilisation of Joanne Martin’s (1992) framework with its three perspectives of
analysis (integration, differentiation and fragmentation) and Schein’s (1990)
model of organisational culture with its three layers of analysis (artefacts,
values and assumptions).
Credibility was further increased by the purposive sampling of participants;
the utilisation of tactics to ensure honesty in participants (opportunities to
withdraw from study at any point, rapport established from beginning of
interviews etc.); and the participant approval of interview transcripts for
accuracy (participant verification). In addition, peer verification was achieved
via frequent debriefing sessions between the researcher and research
supervisors throughout the four years of the study, and several other
opportunities for peer scrutiny (supervisors’ reviews of example themes,
coded excerpts and draft chapters, and participation in Annual Progress
Reviews and the University of Wolverhampton’s Annual Research
Conference poster exhibitions, for example). The researcher also diarised
reflective commentary throughout, including reflections on the effectiveness
of the data collection methods and improvements that could be made
throughout the process (appendix G).
And finally, Prior (2003) advises that special attention should be paid to data
that appears to contradict the researcher’s claims or generalisations. In this
research, attention has been paid to elements in the data that contradicted
the emerging explanation of the phenomena under study. Examples of such
contradictory findings have been identified and considered throughout the
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literature review (chapter 2), findings (chapter 4) and discussion (chapters 5,
6 and 7).
2. Transferability
To ensure that transferability of this study’s findings was fully informed, the
boundaries have been clearly identified. Clarity has been provided (in
chapter 1 and in this methodology chapter) about the context of the Trust, an
overview of the type of people who participated and number of participants
(table 19), a detailed description of the data collection methods, details about
the number and length of interviews, and the period over which data was
collected, for example.
3. Dependability
To address the dependability of the study, the data collection (section 3.2)
and analysis processes (section 3.3) have been described in such detail that
other researchers could replicate them.
4. Confirmability
Insider-led research has been criticised due to the subjectivity involved in the
researcher researching their own practice (Costley et al., 2010). Conceivable
concerns include the possible lack of impartiality or the possibility that the
researcher might have a vested interest in particular outcomes. As described
in section 3.2, to protect against insider bias the data collection methods
were triangulated and careful attention was paid to participants’ feedback on
their interview scripts. A few participants requested minor alterations to be
made to their scripts (to clarify their intended meaning) and one participant
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requested some redaction of details they considered potentially identifiable.
The participants’ approval of the transcripts for accuracy also supported the
confirmability of the findings.
For additional assurance that researcher bias was minimal, this methodology
chapter has provided an audit trail that traces the entire course of the
research, including the decisions made, procedures undertaken, how the
collected data was processed and how recommendations at the end of the
study were formulated.
3.5 Summary
This chapter has detailed the methodology, data collection, analysis and
actions taken to ensure that the research findings were trustworthy. The next
chapter presents the research findings in the form of direct quotations of
participants, extracts from autoethnographic vignettes and extracts from
Trust documents.
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CHAPTER 4 FINDINGS
This chapter is presented as a rich, thick description of the perceived
experiences of staff working in an NHS Trust that was in special measures. It
includes the findings of the thematic analysis of the semi-structured
interviews illustrated by use of verbatim quotes from the participants,
autoethnographic vignettes, photographs and field notes of observed cultural
artefacts, and exact excerpts from Public Trust Board papers. It was mainly
written in the participants’ voices (including my own), to allow the words to
speak for themselves and to signal the change of viewpoint. As such, the
verbatim quotations contain colloquialisms, local dialect and idiosyncratic
turns of phrase, which should be embraced as symbolic of the thick
description this thesis sought to achieve. Interpretation of the findings is
contained in discussion chapters 5, 6 and 7.
The following formatting and labelling actions were taken to optimise the
presentation of the findings:
•

Words in the verbatim quotations that could have identified either the
Trust or the participant have been replaced with alternatives in bold
and in square brackets e.g. [bold].

•

Abbreviations in the verbatim quotations have been expanded in bold
and in square brackets e.g. [bold].

•

Words that are superfluous to the verbatim quotations have been
replaced by an ellipsis in square brackets i.e. […]

•

Quotations from interviews are kept anonymous but trackable back to
source by using a 2 digit code e.g. A1
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•

Autoethnographic vignettes are trackable back to source using a 4
digit code e.g. JM01

•

Researcher’s ethnographic observations are presented in text boxes

•

Direct excerpts from Public Trust Board papers are trackable back to
source using a 4 digit code e.g. 01PB

This chapter is presented in three parts and covers the six key themes (and
associated sub-themes) that emerged from the findings (figure 23).
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Figure 23. Themes and sub-themes of research findings
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FINDINGS PART 1: Participants

Part 1 of this chapter presents the findings that emerged about the
participants themselves.
4.1 Theme 1: Hear our voices
The finding with which this chapter commences, and which demonstrates the
originality of this thesis itself, is the wide range of participants who were
interviewed. They comprised seven males and seventeen females who had
worked for the Trust in a wide range of roles for between one and forty years
(table 19).
The NHS pay system consists of a series of pay bands that range from AfC
band 1 to band 9, with separate pay scales for Senior Managers and Board
Directors. Most of the participants in the study (n=20, 83%) were between
AfC band 2 and band 7, with 2 participants at Senior Management Pay and 1
participant at Board Member Pay (figure 24). One participant declined to
state their pay band.
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Table 19. Summary of participants’ self-identified roles

Role
Number of Participants
Apprentice
1
Board Member
1
Chief Executive
1
Clerical Officer
1
Clinical Support Worker
2
CMU (Clinical Measurement Unit)
1
Community Palliative Care
1
Deputy Care Group Manager
1
Finance
1
Health & Wellbeing Nurse Advisor
1
Health Records Manager
1
Informatics Staff
1
IT Business Change Analyst
2
Organisational Development
1
Palliative Care Clinical Nurse Specialist
1
Pharmacy
1
Professional Development Nurse
1
Radiographer
1
Resourcing Officer
1
Senior Clinical Coder
1
Senior Sister
1
Support Services
1
Grand Total
24
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Figure 24. Summary of participants’ self-identified NHS pay bands

The participants provided a wide range of reasons for their participation.
“I think it was the part, the, there was a part in the
advertisement for it, or the description of it, where it said,
‘unheard voices’. And that, for me, was like ker-ching! I am
an unheard voice.”
A3
“…it sounded really, really interesting and obviously, the
Trust is in special measures and I would like to help. I would
like to make that difference. To get us out of the special
measures.”
C2
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“If you don’t participate, you can’t complain. If given a forum
to speak up, I like to take it.”
C4
“I’m very optimistic as a character but I also have a very good
memory […] and I think you need to know where you’ve
been, to know where you’re going. And I don’t think we do
that well enough.”
A2
“I’ll help anybody! When I’ve been here since 1984, I just
thought cos I’ve been here so many years I might give
another approach for you. It’d be a different approach to
different people in these times, who’ve just started at the
Trust.”
A6
“I have done quite a bit of reflecting myself on what
happened […] if you’re talking to a range of people about
what happened, then I’d actually, kind of, think, my, I’d like
my view to be in there!”
D6
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“I think it’s important to recognise that things are changing.
Am, and that people’s experiences are different […] I think it
was just important to get involved, um, and tell the story.”
B1
“One of my new things, changing culture with the Trust and
everything, is to get myself out there a little bit more”
D4
Participants had varied opinions on whether participation had been
beneficial.
“Yeah. Because I’ve been able to have a conversation
without shame… fear…I can walk out of here and, and feel,
not enlightened, but lifted. You know when you’re like
(exhales), ‘it’s out!’ […] I’ve got a lot out of it! It’s sort of like a
counselling session… (laughs)”
A3
“Yes, because I’ve been able to sort of, you know, somebody
else now knows about it…”
A1
“Em, therapeutic, talking about it! […] Learning from what
we’ve been through and ensuring that we don’t let it happen
to us again is really important”
C6
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“Not at the moment, no. Not really. Cos I haven’t got, I’ve got
no bad things to say, really. Which is, I know it’s very rare,
but I haven’t! I‘m telling you the truth!”
A6
“I don’t know. I mean, it is what it is. You’re just sharing what
you’ve got, so…”
C3
“It’s made me think! (laughs) […] like the special measures
bit. You know, how much did I take notice of? […] It’s opened
my eyes”
C5
“Beneficial’s not the right word. I didn’t not enjoy it, but it
wasn’t beneficial.”
C4
“Yes! Definitely. […] It’s making me think, really, about, about
the questions that you’ve asked. And, you know, sometimes
when you’re on a treadmill at work you don’t tend to think of
what’s going on the outside but, so it’s good to sort of think
about what I know about it and where I see us going. And
think in a different way.”
D4
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As I was an active participant in this study, it was important to include my
reasons for participation and whether I found it beneficial.
‘The first week I worked at the Trust was also the first week
of the Trust’s initial CQC inspection. I had no preconceptions
about what was about to happen and was thrown in at the
deep end with many urgent requests for information to
handle. After that frantic week things seemed to settle down.
As time went on our team speculated on the outcome, but
there was no formal communication for months until,
eventually, the Chief Executive shared some positive
feedback with staff members.
When the Trust was subsequently rated inadequate and it
was announced that we had been placed in special
measures, I felt confused and had many questions. I found
that I wanted to delve deep into the workings of organisation
to understand what was really going on. On reflection, I have
found participation in the research to be beneficial, both as a
source of data for the study and as a personal experience.’
JM26
Some of the sentiments felt by the researcher were also perceived by other
participants.
“… when you actually step into a role here and you gain a full
understanding, you can see that not everything’s what, what
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you previously thought it was. […] So, it’s like, once you get
your foot in the door […] you see the full scale”
D2
“So, if you look at other organisations […] there is a
freshness because […] as a part of their education they’re
doing something that would impact their environment. The
same as you’re doing. You’re doing something that’s causing
a, a bit of a kind of upstir amongst colleagues…”
C3
Participants were asked what they thought the term organisational culture
meant. Many participants explained organisational culture in terms of the
whole Trust.
“…it’s the way of doing things and, ah, the spirit in which we
do them […] But it underlines, it’s underneath, it’s ah, like a,
almost like a bedrock.”
B3
“I think it’s custom and practice. How, how that, that Trust
runs”
B6
“It’s about looking at the whole of the Trust, em, and how we
can move forward as a united team, really. […] So, it’s a
culture of, em, you know, thinking about our standards, our
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promises and everything that we’ve kind of signed up to
together”
D4
“The way we do things around here.”
C6
These participants perceived that they would like the organisational culture to
be everyone working together but the reality may be different.
“Well, what you hope it means is that we all work together
and we all (sighs) pull, oh, as a team, move to do the best we
can and, and support each other.”
C4
“…if you compare the Trust to a big ship, you like, just like to
think everybody, from down below decks right up onto the
bridge, everybody’s […] feeling part of the crew that makes
that ship go where it’s supposed to go and looks after any
passengers or cargo, ah, that they have aboard. […] So, here
[…] it’d be wonderful if we could all, sort of, ah, work in one
big office. If we could all see each other, ah, and know each
other. Am, but because we don’t know each other it’s very
difficult to make that happen”
B3
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These participants perceived organisational culture to be related to
communications between staff, managers and Executives.
“Is it the way, like, the managers are? And how the managers
are, like, higher than us, and can you actually speak to the
managers. And do I feel I can actually speak to a manager?”
A6
“Em, does it mean, like, the Chief Exec and the other
Executives… and then, sort of any contact with them?”
B4
This participant perceived that organisational culture varied between different
groups of staff.
“Varies from person to person, and, um, division to division,
really.”
B3
These participants had worked in both clinical and non-clinical directorates,
which they perceived were very different.
“I’ve worked as a healthcare assistant […] but they got rid of
the post, which kind of then meant I needed to move to
another role. So, I took on, am, admin & clerical […] Things
have been very different, am, a different experience. […] No
support, whatsoever.”
A3
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“I also think this directorate is very different to the nursing
directorate anyway. Am, for example, I’ve had surgery last
year […] I came back and it was, what’re you doing back
here? You shouldn’t be back yet! So, complete opposite”
D1
These participants perceived the Trust as being multi-cultural.
“I think we’re a very multi-cultural place. We’ve got, we’ve got
all, all cultures. And me, personally, I don’t, I don’t judge
people on their culture because I think, when you go through
that main door you are an NHS employee regardless.
Whether you’re black, pink, white or green […] Like I say, if
we’re all NHS employees, we should all be working to the
same hymn book. So, whether you’re a Muslim, a Sikh,
Hindu, Indian, Asian, English, Polish, French…You should all
be doing Trust policies.”
A4
“Organisational culture to me, just means, that we are living
in a society and a community area where we have got lots of
mul-, different multi-cultures. So, we offer the services for, for
the different em, religions. And obviously half of my staff are
all multi-cultural so, you know, we have to accept that and
respect it as much as I’d expect them to respect my religion”
A5
157

FINDINGS PART 2: How did historical and organisational factors
contribute towards an NHS Trust being placed in special measures?

Part 2 of the findings presents the themes that emerged in relation to RQ1.
4.2 Theme 2: We have problems
Participants perceived that the Trust had a range of problems, including
operational issues, not knowing how to present itself for inspection, issues
inherent to the Trust as a ‘place’, behavioural issues and deeper issues that
had allowed the listed problems to thrive.
4.2.1 We have operational issues
The operational pressures faced by the Trust in the lead up to the initial CQC
inspection were summarised in the Trust Annual Plan.
“A “perfect storm” of operational pressures…”
AP01
Two years later, this ‘perfect storm’ was referenced again.
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“…we set out to respond to the “perfect storm” of pressures
faced in previous years…”
AP02
The high turnover of senior leaders was also mentioned in the Annual Plan
in the lead up to the initial CQC inspection.
“the high degree of turnover on the Trust Board and
operational management roles…”
AP01
Some participants perceived that the financial position of the Trust had
contributed to the Trust being placed into Special Measures.
“But obviously, am, one of the reasons I think we’re in special
measures is because of the financial position of the Trust.”
B3
“Lack of budget to do anything! Am, for example my laptop is
held together with Sellotape! […] Can’t get it replaced. And
PCs in the office need replacing. No budget.”
D1
“I think the, the things that stick in my mind was we had a
nurse who committed suicide through stress and anxiety and
no support. […] And he wanted to look after his patients in
the way he’d been trained […] And because of cost cutting he
couldn’t do it […] And he, he committed suicide and it was
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awful! […] But it affected the whole of the Trust because he
was so popular.”
A4

The implementation of a new Patient Administration System (PAS) was
perceived to have been a major contributor to the Trust being placed in
special measures.
“… the lead up to it was immense. The fallout from it has
been catastrophic! (laughs) […] Am, all, all because of
readiness, basically […] All the things that we were trying to
say in the lead up weren’t done due to…a catalogue of
different things, but mainly through people not having the
time to do what they needed to do.”
B1
“…it only became clear in the, kind of, two, three weeks on,
that, that, in, in the preparation, we had underestimated the
practical impact on people at the front line, administrative
staff. […] and really quickly that started to cause some really
big operational problems and generate backlogs and, and
then people started trying to find ways round that and those
made it worse rather than better […] We treated it as a
technical task. […] And missed some of that wider change
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management, organisational development stuff that went,
went with it.”
D6
Failure to achieve performance targets is one of the factors the CQC
consider during a Trust inspection. The NHS Staff Survey is one of the
performance measures considered in CQC inspections.
“… [this Trust] had one of the lowest scoring staff survey
results of, in the whole of the [region], actually […] that’d
been like that for a long time.”
D6
The size of the Trust was perceived to have been a contributing factor to the
Trust’s failure to meet performance targets.
“…the organisation is relatively small […] the general rule in
healthcare these days is that you can attain those standards,
or you stand a better chance of doing so, if you are pretty big
as an organisation. […] And I think that meant that we spent
years struggling to attain quality standards and couldn’t,
because of our size.”
C6
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These participants described the perceived impact of the introduction of new
performance measures.
“It’s just, obviously we’ve gotta meet figures and st-, and like
the standards. You know, we’ve got Infection Control, which
is a big thing now […] And Sepsis. We never used to have
that. […] You know, so it was more laid back. But then they
may have, like there were more problems. So, like now we’re
kind of on top of things”
D5
“I have conversations like this with services all the time,
where they are desperately trying not to breach targets. But
what you have to try and remember is, if you put a measure
in in one place it has a knock-on effect somewhere else. […]
So, if you increase capacity going through one area, then that
capacity ripples through into other areas, who may not have
been recognised, so they start to struggle.”
B1
Although it was acknowledged that staffing was a national issue, staffing
levels were perceived to be particularly problematic for this Trust.
“So, you tend to employ in block but then by the time you’ve
got those people in place and going through their induction,
and then you’ll just get a block of people that’ll leave. So,
you’re never actually fully staffed ever! […] I think it’s along
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the whole of the Trust to be honest. […] We’re a Community
Hospital, really, aren’t we? A small Trust”
A5
“We don’t have the number of acute positions I would want to
deliver a best practice, seven days a week […] we must be
one of the few hospitals in the [region] that, that only has
one Consultant physician in it on a Sunday afternoon. […]
One! And yet the activity presenting itself at the front door is
exactly the same on a Sunday as it is on a Wednesday. […]
And yet on a Wednesday we have something like thirty-five
acute physici-, eh, physicians in general in the, in the
hospital.”
C6

This participant perceived a contrasting staffing issue.
“…we don’t have the continuity because there are that many
nurses in the team now, that patient doesn’t, you know,
probably won’t see that nurse again. And when I look at the
names on the list, when I go to a patient’s house now and
look in their folder, or I look on [the IT system] and I look at
who has been in, the list is endless. That’s not good. You
need continuity. Cos when you’ve got continuity, you know,
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you get to know your patient, you can walk through that door,
look at your patient, and know they’re not well today.”
A1
Staffing was perceived to be one of the main problems in maternity services.
“… the ward clerk was telling me, she said, “Do you know
how many HCAs [Health Care Assistants] we’ve got on
today?” And I said, “No, how many?” And she said, “One”. I
said, “How many are you supposed to have?” She said,
“Four.” And she said, “So, one person is somehow supposed
to bath twenty-six patients”. […] And you just think, well how
can one person do the work of four people?”
B4
“… it was leaving…mums and babies vulnerable because
there weren’t enough midwives. You know, I mean, I did hear
one story, whether it’s true or not I don’t know, but I mean
doctors as well. He was in one room, he was in another, he
was in one, he was in the other one. And they were both
quite poorly mums. And the one mum actually lost her baby
[…] because he had to leave her for two minutes to go to
another mum and by the time…”
A4
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Many participants perceived that the maternity and A&E (Accident and
Emergency) departments were the main reasons the Trust was placed in
special measures.
“… we went into special measures because of maternity and
A&E.”
A5
“It was something to do with maternity not being right […]
and A&E. Something to do with A&E wait times, then. Then
was it to do with not having children’s area in A&E?”
A6
“… the way maternity was being run, the accident and
emergency, the way was running down there, am, basically
everything was malfunctioning”
A1
“I think if what happened at [another Trust] hadn’t have
happened when it did, I don’t think A&E would’ve failed […]
they closed their A&E at night […] And they also closed their
maternity services. So, everyone, em, came to [this Trust]
[…] and that’s why they had to put a cap on births […] And
we just couldn’t cope with the volume of patients coming to
A&E […] so I think it’s, that was, er, quite a big, em,
contributor, I think, to us going into special measures.”
B6
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Many participants perceived that the fundamentals of patient care at the
Trust were not being achieved and were worried about the consequences.
“…at one point, the buzzers weren’t attached to the Nurse
Call. […] So, our boss […] had to buy little bells […] but what
happens if there’s, like, a medical emergency, kind of thing?
You couldn’t pull, pull the buzzer”
D5
“…it genuinely worries me how many, like, DNARs [Do Not
Attempt Resuscitation] and all that kind of stuff, have been
sent in a box that’s just marked ‘filing from ward 17’ or, you
know, wherever.”
C4
“This organisation had not fixed the fundamentals. Infection
control practice was inconsistent. Clinical documentation was
appalling. The basics that you expect like, you know, a VTE
assessment on admission, was only delivered when one
senior nurse went round the organisation harassing people. It
wasn’t done by default. It wasn’t a compliant culture. So that
alarmed me.”
C6
“[This role] is, it’s developing a therapeutic relationship. So,
a lot of what you do is getting to know the patient and the
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family. […] And we don’t, you don’t seem to have the time
now, to explore the bigger picture.”
C5
“…it’s not merely a case of stuff being sort of, ah, services
being under resourced but, you get the impression from what
they’re seeing, that staff are being negligent as well. Not
following procedures… which is a shame.”
B3
“…it used to be […] you respected your patients, because I
don’t see that now. Right? I don’t see it. Am, respect, respect
has gone out the window.”
A1
“I would still have some reservations of my family being
treated here if I weren’t a nurse. Because as a nurse I feel
that I can sort of keep an eye on them”
B6

These participants perceived that family members had received poor patient
care at the Trust.
“[…] my mum came in having broken her hip […] A&E had no
special bedpans for fractures, fractured hips, and it took the
matron seeing me, because she knew me, to go on to a ward
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to collect one. Now, several doctors and nurses, had
questioned why my mum’s abdomen was distended and
she’d said, “I’m desperate to go to the loo”. No specialist bed
pans. So, that was, that to me, was bad.”
B1
“When me Mum was in A&E, she ended up waiting in A&E
[…] from two o’clock till half nine the next morning to actually
get a proper bed on a ward”
A6
4.2.2 We didn’t know how to present ourselves for inspection
These findings relate to the series of three CQC inspections that had
occurred at the time of data collection, the first of which resulted in the Trust
being placed into special measures and the third of which resulted in the
Trust being removed from special measures. The interview process started
after the third inspection but before the Trust was removed from special
measures.
These participants perceived that Trust staff were unclear of the potential
consequences of the initial CQC inspection.
“I think right in the very beginning that was the essence of,
‘I’m gonna tell them exactly how bad things are. Because […]
they’ll do something, they’re an external force that will do
something to make things better.’ […] there was ignorance
from staff base of, kind of, ‘this is this magical set of people
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that are gonna, that are coming in and they will be able to
move things and help us get things changed at the level that
we’re at.’”
C3
“I think a number of staff, particularly first-time round, thought
that telling the CQC about the problems we were, we were
facing would somehow result in help to put those problems
right. As opposed to resulting in the CQC being very clear
what those problems were but leaving us to put them right
[…] There wasn’t a sense of suddenly a lot of people
appeared because, and I think for some of the staff, that was
a bit of a shock.”
D6
Some participants perceived that their departments had not made any
preparations for the initial inspection.
“There was no preparation for us. […] We were probably an
afterthought. Or an assumption that CQC isn’t applicable to
us because they don’t visit at that time. […] Nothing
significantly that was mentioned or, we were never asked
about anything.”
A3
“…as far as [we] were concerned, we weren’t really all that
involved with all the prep work that went on, am, because
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there was a massive clinical focus. […] we got involved with
the work changes that the, that clinically they needed support
with, am, but really, the CQC inspections bypassed us
completely. […] Yeah, didn’t really, I don’t think we saw CQC,
I certainly didn’t see a CQC inspector over here but not sure
about IT, am, but it felt as if we were like detached from it?”
B1
These participants perceived that they had felt compelled to make their own
preparations.
“…when we were preparing our, ah, CQC folders […] I
looked at the [service] one, where all my service
documentation was, I’d started to put it in. I looked in the rest
of the [service’s] folders and there was nothing in them.
They were really poor. And I started feeling very vulnerable
as a manager in that service, associated with that service.
So, I took all my folders and put them in to my own service
folders separately. I created my own CQC folder […] I moved
all my stuff out because it didn’t feel safe […] I didn’t want to
be associated with it.”
A2
“I knew that the CQC were coming, and I thought, right well
I’ll go and rang them, and I said, ‘Are they coming down to
[this department]?’ and that. ‘No, no, no, no, we’re just
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interested in, in the acute setting patients.’ […] when the new
manager came, I said to her, I said ‘I asked them before you
came’, because she was going on about CQC, ‘but they’re
not coming to us’. ‘Well, what do you mean?’ And I went,
‘well, I told her, you know […]’ ‘Hmmph, you’re just a
troublemaker, you are!’ And I went, ’why am I a
troublemaker? I’ve got no manager; I’m trying to find out
where they’re coming and that everything was up to par…’”
A1
And these participants perceived that their departments had not been
prepared to provide the information required during the initial inspection.
“I’d been in post literally between a month, or two months […]
my predecessor had been in post for a long time, I was
scrabbling around to find everything that we needed, and I
was one of the ones that got interviewed.”
C3
“I did receive a phone call and ‘CQC needs this information
and they need it now’. So, I was like, ‘that’s fine. I can get
that information for you’ […] I did double check and was like,
‘they want this information and will I just send it over?’ And
they were like, ‘yeah, that’s fine’. Am, however, at the same
time, the department sitting next to me, well, next to our
team, was asking me for the exact same information. […] So,
then I ended up having to […] e-mail it over to them. Then
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about 4 o’clock somebody else called asking for the exact
same information! Am, so then I ended up, like, sending it on
for the third time in that one day.”
B2
The message published in the Public Trust Board papers about the second
CQC inspection was that this would be:
‘Your time to shine’
01PB
These participants perceived the Trust’s lack of preparedness to provide
information continued into the second CQC inspection.
“… for a short period of time I helped out on the, am, team
that were gathering information from all of the services […]
we’d already been through a CQC inspection and got put into
special measures. So, people on the coalface knew what
CQC were looking for, knew where we’d failed, knew what to
do, but hadn’t kept up to date with all of that. […] it felt like
the onus was on the team to collect the data, um, rather than
the services to be ready to submit it”
B1
“… we were […] woefully under-prepared for the ‘use of
resources’ assessment”
C6
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In the lead up to the third CQC inspection the Public Trust Board published
the following update on staff engagement:
‘… 2 workshops being run for managers responsible for
arranging the individual ward/department engagement
sessions. The aim of the individual sessions is to help
prepare staff for the forthcoming inspection and include: what
the CQC found; what the team have done to improve; what
the team are proud of; top 3 risks & mitigations; a CQC quiz
(designed by the individual teams) and a number of
supporting pieces of information.’
15PB
Indeed, this participant perceived that they had had some preparation for this
inspection.
“… we’d had meetings to say if they come on, you tell the
truth, this, that and the other.”
A4
However, these participants perceived that not all departments were being
entirely truthful in their preparations.
“What makes me laugh is, you get told that you can’t have
annual leave around the, em, weeks […] Because they want
to be, look to be as if you’re fully staffed. […] Yeah, which
isn’t giving the true reflection when CQC come.”
A5
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“… you turn up on a ward and normally your notes are
always kept on the back table […]. Am, during the CQC
visits, everything’s hidden. So, you turn up and it’s like, oh!
Every single surface is completely clear. And you’re like, ‘Oh,
ok. Where’re you hiding them?’ ‘Oh, they’re down in the
doctor’s office’. Right, off you go and then you’re like, ‘Well,
there’s only half of them down there’”
C4

The following autoethnographic vignette presents an epiphany I had about
the preparations for the third CQC inspection:
‘We’re on a lunch break during an off-site training course with
attendees from several local NHS Trusts. I ask a nursing
colleague from our Trust whether she has met the Chief
Executive or the Director of Nursing. She says she hasn’t had
the opportunity to meet either of them. She tells us that
before the CQC inspection, she and her colleagues had been
told to learn the names of all the managers and Executives in
case they were asked about them in the inspection. I then
ask a nurse from another Trust if she knew their Chief
Executive and she confirms that she does. She also knows
their Director of Nursing and all the Divisional Directors of
Nursing. She says that, in contrast to our high turnover of
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Executives, their leadership team has been very stable over
the years so everyone knows who’s who.’
JM19
This participant, from a department that was not visited in the third
inspection, perceived that a CQC visit could have been beneficial
to their team.
“… it’s kind of something that would help change things. Am,
and that, that is what this department really does need, is
anything behind it that […] forces some change and
investment into it […] I just think it would’ve highlighted
things. Highlighted the work and make the staff think,
‘Actually, we are important because the CQC have been in
and they’ve recognised the important role that we do’.”
D3
And finally, following the third inspection, this participant perceived that at
least one thing had improved.
“I know that what we’ve done is get better at hiding stuff we
know is wrong! (laughs)”
C4
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4.2.3 There are issues inherent to this place
These issues are grouped together as they all relate to the Trust as a place,
whether that be regarding where the Trust is in the UK, spatial issues within
the Trust’s buildings or the culture ‘within’ the Trust as an organisation.
The location of the Trust was perceived to be a contributing factor to the
Trust being placed into special measures.
“One of the difficulties is that a lot of people don’t realise the
demographic that we serve. So, urm, I remember us having
[…] a couple of the doctors that came from South […] they
said to me, ‘I can’t believe how sick that patient was […] I
said, ‘That’s because you come from a demographic where
they’re eating Waitrose food, they’re, they’re going to the
gym, or they’re cycling or they’re walking […] their BMI is
certain amount’. I said, ‘We’ve got patients and they have
incredibly complicated history through the reasons that we’re
on the bottom scales for a whole load of, health in [this
area].”
C3

Participants perceived that there were spatial boundaries within the Trust.
“… Trust Executives and all, they need to work more closely
with the, the staff that’re actually doing the job. […] I do think
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they don’t tend to, like they’re all sitting in their little offices.
You don’t see them out and about much.”
C2
“If you shut yourself in an office, as many choose to do, ok,
you can’t see what’s going on. You’re getting it second hand.”
A1
“…the only time you saw them, was if something had gone
wrong. Am, they weren’t visible.”
D1
This participant perceived that such boundaries came as a benefit of their
role.
“I think it’s better as well for me now because I get, like, em,
admin time now. So, I can sort of lock myself away, but that
often doesn’t happen […] People tend to find me, so I end up
locking the door”
A5
However, this participant perceived that nurses were ‘stuck’ in their offices.
“I always used to think, like, nurses […] did every-,
everything. But now it’s paperwork and medication. Dole the
medication out. Paperwork. So, they’re stuck in the office for
half the shift.”
D5
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This participant perceived there to be some territorialism over space.
“…a lot of the nursing staff are very helpful and quite
welcoming, er, you know, cos you’re kind of on their territory,
ah, when you go along to the patient’s bedside. […] we’re
kind of encroaching in their space.”
B4
These participants perceived that they did not move far from their own work
areas.
“I do spend most of my time over here really […] Am…I do just
tend to keep my head down”
B3
“I come to the ward and that’s it. I stay on the ward”
D5
And this participant perceived that they had not been directly involved with
any of the CQC inspections because of where they worked.
“I didn’t see a lot of the CQC because of being over [in another]
building”
A4
This participant perceived that they had had to sneak around.
“I used to have to sneak down here and hide. Pretend I
wasn’t coming. Pretend I was going other places […] I was
told that I didn’t speak to [that department] without
178

management knowing […] I had to sneak around corners and
hide and pretend I was going to other places, when I was just
doing my job. […] Because they wanted control.”
A2
Finally, these participants perceived that lack of space prevented them from
doing their jobs properly.
“I have no office, so I’ve had to write a business case as to
why I need an office. I’ve got nowhere to keep anything
confidential, am, I work in an area where patients keep
coming up to me and ask for directions so I can’t focus 100%
on what I need to be doing”
A1
“…I have had to move offices, am, three times in the last
twelve months […] And that’s really hard, to actually maintain
a, a decent level of service when you actually, genuinely
can’t remember where stuff is because you’ve had to move it
and relocate so many times. And currently, in this office, this
isn’t our office. This desk is our desk. […] So, you’ve got four
[…] on this desk […] Four. So, this is our only space for
confidentiality, on one desk.”
C3

179

It was widely perceived that there was a negative organisational culture
within the Trust.
“…it was in a very dark and dire place.”
B1
“… a toxic culture.”
B5
“...it was very down, very gloomy. A lot of people just like,
‘that’s not my role’. Weren’t willing to support others. Am,
some people used to just openly, just say things that were
inappropriate, not suitable for the workplace.”
B2
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Observation
The researcher observed some post-it notes on a desk that had been
left in a corridor for collection (figure 25).
Figure 25. Post-it notes (photograph taken by Janet Mortimore)
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Observation
The post-it notes were removed but a comment was subsequently
added to the bottom of the original sticker (figure 26).
Figure 26. Comment added to sticker (photograph taken by
Janet Mortimore)
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Participants perceived a lack of consistency in compliance and performance
management.
“… in my job I can go from one ward to another, that were
next door to each other […] acceptance levels of, of what
was right, of what was acceptable would be completely
different from one ward to the next.”
B1
“[…] there wasn’t a culture of compliance. So, we had
standards, we had policies, we had things that we expected
ourselves to achieve…but when people didn’t achieve them,
or wouldn’t achieve them, there wasn’t a great deal of closing
the loop and ensuring that people did and supporting them to
get there. The performance management culture was pretty,
pretty non-existent”
C6
The organisational culture was perceived to be reactive, inward-looking (both
at the Trust and department level) and obsessed with money.
“I feel like sometimes it’s been very closed in the Trust.
Especially, am, the, sort of, on the ground. We don’t always
think that, actually, we can take leadership in something. […]
We always just kind of wait to be told”
B2
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“…there was a real, sort of, quite, quite a centralising, kind of,
culture. Em, it was also a kind of, quite inward looking. So,
people tended, I mean people talked of this ‘fortress [Trust]’
[…] people often talked about the organisation as a family
[…] I mean families don’t always work though, do they?
D6
“We are, what is it now? Em, a family. But like, a messed up
family, but we work together”
D5
“… we’re in a culture at the moment, we’ve become silo
workers and there’s been no collaborative working because
you always feel […] why do they want that? What’s the
ulterior motive?”
B1
“…the organisation had let money dominate its thinking. And
where money didn’t dominate its thinking, people had just
given up trying to fix stuff and they just accepted mediocrity.”
C6
“… if you’ve got people that are actually regularly being
educated […] you would have a sense of freshness that
would be flowing through. […] But there’s an element of kind
of like, ‘No, no, we don’t wanna be paying money out for that
[…] they can only see that amount of money rather than, in
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actual fact that would’ve […] filter[ed] through the whole of
the organisational stuff.”
C3
The organisational culture had its own ‘tagline’.
“We have this culture here, known right across the country,
it’s the [Trust] way or nothing. So, when you come to work
here you do it their way or you don’t do it at all.”
A1
“… the ‘[Trust] way’ always gets thrown around but it’s not
always in a positive […] the way I understand the ‘[Trust]
way’, […] is it’s, it’s more incompetence, it’s more,
‘something’s going wrong, so it’s the [Trust] way’.”
D2

The following autoethnographic vignette presents an epiphany I had about
the ‘tagline’:
‘This term was banned from use at the Trust by the Chief
Executive. In one of his Briefings, he’d explained that in the
past it had been used as an excuse for poor performance,
poor behaviours and poor culture. I haven’t noticed it being
used much during my time here. However, today I was in
attendance at a meeting at the local Council offices and I was
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quite shocked when ‘The [Trust] Way’ appeared on one of
their presentation slides.’
JM03
4.3 Theme 3: We have deeper issues that enable problems to thrive
This section reveals the issues that participants perceived to underlie the
Trust’s problems. These findings are categorised as relationship issues,
hiding the problems, allowing bullying and not valuing diversity or non-clinical
staff.
4.3.1 We have relationship issues
The Trust had been a combined acute and community Trust for eight
years at the time of data collection.
“As soon as we heard it was going to be integrated, we knew
what would happen […] That was it. It did. They took over our
budget, to, ah, pay off their debts and nothing for us in the
community”
A1
“[The new PAS] was a bit of a culture shock to the acute
organisation, whereas we, am, the community side, […] had a
culture of having data quality issues being flagged to them on a
weekly basis and putting them right. That was lacking in the acute
side and I think there was a massive kick back against it”
B1
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Observation
The researcher recorded that a specific term was used by community
staff to describe acute staff.
It was derived by adding the suffix ‘-ite’ to the name of the Trust’s main
acute site. An anonymous equivalent would be [hospital]-ite.

These participants perceived that community services were less valued than
the acute services.
“…they didn’t understand why we weren’t in the hospital all
the time. […] they didn’t understand what the community
[service] were doing […] I don’t think our work was valued…”
A2
“They tend to focus on the acute setting. They tend to forget
the community?”
A1

However, after the second CQC inspection it was noted in the Public Trust
Board Papers that a Non-Executive Director had put the following to the
Executive Directors:
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‘Community Services were rated as Outstanding […] how
were they being used to assist others to make
improvements? […] Community services needed to be
b[r]ought more to the fore.’
11PB
In a subsequent meeting the Board were informed of a change to the
delivery of the ‘Chief Executive’s Brief’:
‘This month I have delivered the Chief Executive’s Brief in the
community and hospital and will do so every month.’
13PB

Observation
The researcher recorded that the Chief Executive stated, “We are a
Community Trust with an acute hospital within it” at a conference held
towards the end of the data collection period.

This participant perceived that there was still a lot more to be done.
“I think there still feels, although there’s a lot of work being
done, em, and I think we’re on the right path cos now I think
they’re doing some of the work in the Community […] it’s kind
of, quite slow and I still think there’s elements that we are too
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separate, em, and I don’t know completely how we will
actually work as one…”
D4
Participants also perceived there to be an uneasy relationship between
clinical and non-clinical staff.
“I felt like I was marginalised from meetings […] partly
because I wasn’t a clinician”
A2
“I’ve been to several clinically led meetings where I’ve been
treated really poorly because of what I do, am, and because I
don’t understand what clinicians do and what they’re about.”
B1
These participants perceived that non-clinical work was considered lower
priority.
“We do need to pay heed to what we do in systems. Am,
everybody understands that IT is an enabler but, it comes
way down the pecking order when there are clinical priorities”
B1
“…people tend to focus more on the clinical staffing side […]
they don’t always seem to think about the bigger picture. So,
if you take admin staff away, who’s gonna do those admin
tasks? ‘Oh, well, the nurses can do it’. Well, there’s not
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enough nurses to do the clinical tasks that they’ve got to do,
but now you’re giving them admin tasks to do as well? So,
yes, you might be saving money from that one admin person
who might have only been a band 2, but you’re taking up a
band 6 nurse to do that job.”
D1
Another uneasy relationship that emerged was that between doctors and
nurses.
“… we were on one of the night shifts and […] there was a
patient who was as sick as sick could be. And they did not
know what to do. […] And I said, ‘You need to call the
consultant’ […] And, ah, they said ‘but…’, but I said, ‘They
need this. They need this. They need this’. I said, ‘But you
need to get the consultant in because you’re out of your
depth’. […] And they were a bit upset about the fact that I told
them they needed the consultant, but, anyway they, they got
them in.”
C3
This participant perceived that operational processes pitted
doctors and nurses against each other.
“One of the biggest things was the start and finish times of
clinics and the doctors not really working the hours that they
were supposed to work. […] And it’s, the doctors take it quite
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personal that we’re dobbing them in, basically. Which we are,
really!”
“… the doctors […] tend to […] hold us responsible. […] so, if
the system doesn’t work it’s actually our fault. Not the
system.”
B6
These participants perceived that their managers did not offer any support to
their teams.
“All they want to see is…the figures. […] but they don’t know,
want to know how […] you’ve achieved those figures […]
when you’re not achieving those figures it’s…you feel as if
you’re being beaten up by, you know, with a wooden stick.”
C2
“I felt I was like the Lone Ranger a lot of the time […]
sometimes I just feel like I’ve been left out to, hung out to dry,
really.”
B6
“… when you do clinical updates, you hear people talking […]
things where the level, staffing levels were really low and
members of staff were really concerned about that […] they
highlighted that but they’re, they’re left in those vulnerable
situations.”
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C5

“I’ve asked for my PDR [Personal Development Review],
that’s now sixteen months out of date. […] ‘There’s no time.
We don’t work weekends, so there’s no-one to do it.’ But […]
that’s not a privilege. That’s my right as an employee […] I’m
entitled to one. See, it’s a constant battle to get anything.
Anything!”
A3
These participants perceived that many managers did not know how to
manage.
“You have too many managers managing, who don’t know
how to manage and it’s having such a big knock on effect.”
A1
“In this world it seems that, on occasion, ‘I was really good at
what I used to do and am now in this role where I have
people responsibility and I probably don’t even really like the
people’, some of them […] I’m like, ‘Why are you in a role that
clearly gives you so much, you know, pain?’”
B5
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And this participant perceived a direct relationship between management
structure and team morale.
“… management structure has been horribly awkward. It, and
it’s been very demoralising for the team.”
C1
Some participants perceived a lack of support from the Human Resources
(HR) department.
“…the support from HR, I’ve found quite limited at times […]
when I feel like I’ve done the manager’s side of it and I feel
like it’s really quite complex and I needed support from HR, I
didn’t feel really that it was there as much as I thought it
would be”
D4
“Very often you need an answer […] And you just cannot get
that answer. […] they won’t answer the phones- I’ve actually
walked to HR myself, and it’s as if, ‘oh, that’s [a certain
department], we won’t answer that phone’. And they’re
sitting there! And you’re thinking, what’s happening here? But
that’s what we need, we need that support.”
C2
“I don’t feel that HR are very strong. I don’t think they’re,
they’re as strong, em…In an organisation like this big, when
you’ve got, em, so, so many people, such a diverse
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workforce as well and, em, I do think it, you need a stronger
HR force. Most definitely.”
B6
Many participants perceived that Trust leadership had been poor.
“Poor leadership. So, I don’t think our Chief Executive, am,
was particularly strong enough”
C1
“The leadership, or the non-leadership I should say”
A1
“I think, really, back when we first went into special
measures, we had got poor leadership across the Trust”
D1
“I don’t think anybody had got a lot of confidence in the Trust
Board at that time.”
A4
These participants had mixed perceptions of leadership.
“I find it hard sometimes because we, as a team, do the, the
dog-, you know, the groundwork, but somebody else takes
the credit for it and now that is frustrating”
B6
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“… you’ve got leaders who don’t know how to lead. They
don’t know. They’re actually fine when I’m helping. They’ve
actually asked me what to do, when they shouldn’t be asking
me.”
A1
“… I picked up on a real culture of, what I call ‘upward
delegation’. So, people didn’t seem very clear what their
responsibilities were as leaders or managers. They seemed
all too happy to refer most key decisions, that they could
have made themselves, upwards.”
C6
The following autoethnographic vignette presents an epiphany I had
regarding the relationship between senior leaders and other staff:
‘My colleagues and I are in the audience of a Trust event to
launch a new programme of work. A Trust Executive Director
introduces the event and is about to show a short video. He
explains that he’s chosen this video because he is learning to
fly. Then he asks if anyone else in the room is learning to fly.
A senior consultant (who has regularly talked about his flying
lessons in meetings that I have attended) is in the audience
and he confirms that he is too.
This strikes me as an odd exchange for two of the hospital’s
senior leaders to be having in front of an audience comprised
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of colleagues from a wide range of teams and levels across
the organisation. When I look around, I can’t help but wonder
how many of the nurses, matrons, healthcare assistants,
support staff and other colleagues could afford the time or
money required for flying lessons. I realise that what might
have been intended to show an alternative side to the
director had actually been quite divisive.’
JM02
4.3.2 We are good at hiding problems
Participants perceived that issues had not been dealt with.
“I don’t like this sweeping it under the carpet. If you keep
sweeping it under the carpet, and it just manifests. It doesn’t
solve anything at all. Deal with it!”
A1
“I do think that if things need to be improved, then it does
need to be highlighted and we shouldn’t be brushing it under
the carpet. And we certainly shouldn’t be hiding it!”
A5
“I would say that I think there’s a lot of, there was, there was
sloppy practice. There was, kind of, stuff that, like I say, had
been put off. You know, that hadn’t been dealt with. And
that’s not just from a strategic point of view. That’s stuff
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across services that I just think we could of, things could’ve
pushed on.”
C3
“We’ll tell ourselves a set of stories about how good we are.
We’ll, we’ll, kind of, reinforce all of that. But we’re not so
comfortable at looking at what’s not so good.”
D6
“… whilst we’re quite good at acknowledging a problem, we
don’t seem to fix it afterwards…”
C4

Furthermore, participants perceived that leaders did not listen to staff.
“And that level of staff did not listen, to anybody. They did not
take on board any advice that was given to them. They were
not open to listening.”
D1
“… they’re not really happy to take on board what, what
qualities and experience you can, you can, bring with you to
help them”
A1
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“…there was certain kit that we hadn’t got, that we’d been on
about, that we’d been raising as issues and risks for a long,
long time […] so you’re just stuck in front of an inspector
who’s saying, “Well, why haven’t you done it?” […] and you
don’t wanna completely trash the organisation, so it’s you
that comes away feeling, like, about the size of an ant
because you just think (sighs). Because you’ve, you’ve been
raising stuff from an organisational point of view, that is put
off, […] for the immediate need.”
C3
These participants perceived that communication up and down hierarchies
was sometimes blocked.
“We know that stuff from the top doesn’t always filter down to
the ground and stuff from the ground doesn’t always filter to
the top. It just seems to sometimes hover? And then it, it
always seems to just either build up at the top and they can’t
figure out what’s going on, why things aren’t working, or it
builds up at the bottom and then it just, kind of, explodes.”
B2
“I think we’ve got managers, higher managers that are
blockers, so what gets fed back to our Exec team isn’t always
completely the truth.”
C1
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“…there’s this open door policy. But the trouble is […] you
can go to Directors and talk to them but, em, you can also,
sort of, get reprimanded by your line manager for doing so.
Em, there’s still this culture where you should go through
your line manager”
B6
Some participants perceived a fear of speaking up across the organisation.
“So, to speak up is, is hard. You, you have to stand alone.
[…] although I’ve got a team behind me that go, (whispers)
‘Go on, you say it’ […] and encourage me to speak up,
they’re absolutely petrified because there are, there are times
where you get penalised for it.”
A3
“This is why people don’t come forward, and they’re
frightened and that.”
A1
“The staff were frightened to ask for anything”
A2
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These participants perceived that Trust staff were fearful of admitting to
mistakes.
“I think one of the biggest fears for anybody is technology […]
Cos, someone will make a mistake, and then they’ll try and
cover it up. […] Because a lot of people think, ‘Oh my gosh, if
I’m honest that I’ve made a mistake, I’m probably gonna get
told off or it’s just gonna be quite negative’.”
B2
“I think as a Trust, we’re under reporting on incidents. […] I
think […] if you report an incident, that’s not saying that
you’re blaming anybody. […] I think sometimes, some staff,
they find that as a blame. But it isn’t a blame, you know.”
C2
These participants perceived that Trust staff were wary of who they could
confide in.
“It is quite, very difficult to know who to trust in this, in the
organisation, like. Very, very difficult. […] So, you […] sort of,
confide in each other, but you are always wary of who you
can trust. You know, who, who you can say things to
because you think, ‘Is it gonna get back?’ Em, so I am very
wary.”
B6
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“Confidentiality, and lack of, in this organisation is a huge
issue.”
B5

Observation
The researcher recorded that it was raised in several meetings that staff
were unwilling to participate in the NHS staff survey because they
thought it was not truly anonymous and they were afraid of the
repercussions of responding.

This participant perceived that they had not been able to speak openly with
CQC inspectors.
“I had been with the lead in one of the CQC meetings and felt
I couldn’t speak. So, I did speak to an inspector in the
corridor […] because the leads that were suppressing me
were in that meeting […] Because I was just a band [x] at the
time and, eh, you didn’t know who to trust. Who were
allegiances and, ah, collusion.”
A2

201

And this participant expressed concern about contributing to the research
study.
“When I read, if I’m honest, when I read the questions there
is an element of dubiousness about it, because I know how
sensitive the subject is. And it’s almost been a bit, kind of,
locked down around the stuff that you say and do.”
C3
Another participant perceived that their fear of speaking up had stopped
them from taking action in the past.
“You’re actually too paralysed to send that e-mail. You’re too
mentally paralysed, frightened to challenge that thing. To
start that project, to innovate, to develop. All […]
developmental and innovation work stops if that narrative is
negative. Then the team stagnates and then that’s when the
performance suffers.”
A2

This autoethnographic vignette was collected at the start of my research
journey and presents the epiphany I had around my own fear of speaking up:
‘The Chief Exec’s Brief is held in a lecture theatre. The
attendees are mainly senior managers from across the Trust.
The Chief Executive quickly runs through his slides, then
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asks for feedback on the following question from the NHS
Staff Survey:
Why do only [x]% of staff agree that their line manager asks
their opinion before making decisions that affect their work?
My immediate thought is that there is no way I am speaking
up, principally because I’d have to speak into a microphone,
but also because the Chief Executive is leading the session
and the room is full of senior managers.
So, I sit back and wait to hear what other people have to say.
There are a few comments from the audience before another
senior leader intervenes to describe something that had
happened at the previous Briefing. He explains that there had
been a presentation on the national #PJParalysis scheme
that was being launched at the Trust. When the audience at
that session had been prompted for questions, somebody
had asked how they were going to be supported to get
patients dressed on the wards on top of all the other work
they had to do and with the limited resources they had to do
it.
The senior leader says that he thought these colleagues had
responded to the launch of #PJParalysis in a negative way
and that they should have been more positive in their
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language, especially considering there were guest speakers
there to deliver the launch presentation.
This makes me feel like I want to express my opinion but I’m
still not sure if I want to ‘put my head above the parapet’ for
several reasons:
•

given the senior leader’s comments, I don’t want to sound
like I am being negative myself;

•

I’m not sure how speaking up in this forum would be viewed
by my line manager (who is sitting beside me);

•

I’m not sure how my opinion would be interpreted by the
Chief Executive as a reflection on me as a professional; and

•

I’m not sure how it would impact on my research, given I
need access to interview colleagues and the Chief Executive
is a key gate keeper.

The session continues and another colleague speaks up to
say how pleased they are to be given the opportunity to
feedback in the session, even though they don’t have
anything to say about the questions being posed. For some
reason this comment spurs me on and I indicate that I’d like
to speak.

I feel my Line Manager and colleague tense up beside me as
the senior leader approaches. But I tell myself that the
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request had been for honest feedback, so I am going to be
courageous and speak up. My heart is pounding. I focus on
slowing my breathing and mentally rehearsing what I want to
say.
When I am handed the microphone, I explain that I am going
to use the #PJParalysis story as an example of ward staff not
being consulted about decisions about their work. I explain
that I think those colleagues had been attempting to voice
their opinions on something that was being launched in the
Trust and that I think they had been quite brave to do this in
such a forum.
The Chief Executive responds to say that #PJParalysis is a
national initiative that we should support but he does
concede that we need to look at how it had been rolled out.
He also says that he hopes people recognise that he is open
to challenge. The session is very quickly drawn to a close
and the Chief Executive encourages us to write any other
comments on the post-it notes and stick them up on the flip
charts on the way out.
While I reflect on what has just happened, I notice that some
of my colleagues are going up to put post-it notes on the
flipcharts. My Line Manager and colleague sitting next to me
are also filling in post-it notes. I realise that perhaps I’ve
given them the courage to make anonymous comments on
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paper, which they might not have done otherwise. I feel like
I’ve done the right thing.’
JM01
Some participants perceived that they had found themselves acting out a
role or undertaking actions from managers that they were not comfortable
with.
“I have no respect whatsoever for my Line Manager. None at
all. […] I’ve felt myself becoming that person…with the staff.
And I don’t wanna become that person. […] I don’t want my
staff to feel they don’t respect me.”
“The only thing I find hard, at certain times, is, em, having to
agree with things I don’t agree with.”
B6
“The Bed Managers […] it’s like, em, “Open the bay”. “Yeah,
but are you gonna, are you gonna get the staff to…?” “Yeah,
yeah, yeah, just open it” […] when it suits them […] Or the
Bed Managers or whoever it is […] And it’s people ‘up there’.”
D5
“Am, and they were very dictatorial. […] Am, and they
thought they were, their way was the right way.”
D1
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“… it’s very much one-sided […] It’s like, “You will do this…”
[…] Yeah? And the decision’s already been made.”
C2
“… people’s perception of the past, which was that it was
quite transactional and quite, ‘Do it or else!’.”
C6
“…we got seated differently and it was very difficult to
actually come back as a team and share knowledge […] we
do a lot of trouble shooting and we have a lot of discussions.
Am, it made it very difficult”
C1
The acting of roles extended to participants’ perceptions of how Trust staff
were instructed to behave during the CQC inspections.
“… you’re told what to say. […] Eh, you know, you mustn’t,
you know, you must all be positive. Well, that’s wrong. That’s
wrong.”
A1
“It was just a case of, ‘If they turn up, say this…’ […] Which we
would ne-, I would never have done, because I don’t see why I
should? It should be, well, what I know, which actually, was
nothing at the time! Which is the truth! The truth!”
A3
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“We had, we had a folder. […] ‘This is what you’ve gotta say!’
[…] ‘You say this’. ‘Ok. What about the bad-?’ ‘No! You say
this! Just all the good stuff.’ […] And, ‘Remember what you
say. It’s on your lanyard’. […] ‘That’s the values.’ It’s like,
‘Ok’. And then they was like, ‘What’re you gonna say?’ I was
like, ‘Just treat how, just treat everyone how you’d wanna be
treated or how your Grandparents would, like, would wanna
be treated’ ‘Ok, are you happy with that?’. ‘Yeah, yeah, it’s
fine’.”
D5
4.3.3 We allow bullying
Participants perceived unacceptable behaviours across the organisation.
“I saw, when I first joined here, I mean, great kindness. […] In
some respects it was quite alarming because […] I became
more and more aware of that superficial kindness. That
beneath that, and of course it’s not everybody, but there was
an absolute culture of unacceptable behaviour.
Am…unkindness, meanness I would say, in some people, I
would say. Gossip. Lack of professionalism. Personal stuff.
Relationships which, which influenced things, which may or
may not be correct. Meaning favouritism. Face fits. Cliques.”
B5
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Several participants perceived that managers exhibited bullying behaviour.
“We have managers over there, there’s one in particular […]
it’s been brought up many, many times about his bullying
technique”
A1
“Suddenly, just on a personal level, it was, ‘You’re after my
job’. I’m not after your job [...] But then it became a battle of,
‘You’re after my job. You’re trying to push me out. Who do
you think you are?’”
A3
“…in the past some of the consultants have been quite
irritate-, irritable and, em, you sort of almost feel as though
they’re ah, attacking you a bit, you know […] you’d find
yourself feeling quite intimidated by some of the consultants
when they’re, um, in one of their bad moods.”
B4
“… I’ve always had an opinion and I’ve always been able to
put that opinion forward. But in the last, probably, few years,
I’ve found that it’s pointless. Because it’s, sort of, you know,
‘You’re, you’re only the band [x]’. And that’s, that’s how I’ve
been made to feel. […] I’ve gone to meetings and I’ve been
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told not to speak and I’ve been not allowed to have an
opinion”
B6
“…three of them asked for formal flexible working
arrangements and […] the maternity matron found out about
it. And she asked me to go and fetch the paperwork, told me
that I didn’t line manage them anymore and, ah, snatched it
out of my hand and said that she was taking that over and
they never saw that paperwork again.”
A2
The following autoethnographical vignette presents an epiphany I had after I
perceived that I had observed bullying in a meeting.
‘… a manager explains that she needs to pass some tasks
on to someone else. She asks if a colleague could take on
one of these tasks and is met with a blustering response
along the lines of, “I’ve got too much to do. What have you
got to do except sit there and look pretty?”
I feel like I’m having a physical response. A shudder goes
through me and time appears to slow down. I look around the
room to see if anyone else has had a similar reaction, but
nobody else appears to have noticed. When I look at the
person this had been said to, she appears visibly shocked
too. She scrunches up her nose and squeezes her eyes shut
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in an over exaggerated reaction of astonishment but doesn’t
reply. I stand up and walk over to her. I quietly say to her, “I
was quite offended by what he just said to you. Are you ok?”
She replies, “Oh, that’s just water under the bridge to me.” I
sit down and decide not to raise it in front of everyone.’
JM16
And the following autoethnographical vignette presents my epiphany that I
had experienced bullying myself.
‘I answer a phone call from a Director. “I have [this person]
with me and I’m going to send him over to you now. I want
you to give him what he needs and I want it done now”. I feel
uncomfortable and intimidated. When I politely enquire what
it is that the person needs, the Director is not able to explain
so I agree for the person to come over to our office and they
end the call rather abruptly. Given how forceful their tone of
voice had been, when I put the phone down I feel slightly
shaky and am quite on edge as I wait for the person to arrive.
When the person arrives, we have a pleasant discussion and
we agree the plan of work.’
JM24
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Participants perceived that nothing had been done about the perceived
bullying.
“… the number of people who’d also complained about the
same group of men…nothing was done. Because of the
connections that they had got. The level of power that they
held.”
D1
“I think that, personally, there’s been a bullying culture in our
directorate. Am, I know of people that have actually left, em,
because of the pressure they’re under. I think that, um,
they’ve never been brought to account.”
C1
“There is people that’ve complained about the bullying. I’ve
complained about bullying but they choose to deny
everything about it. […] People have, two people have taken
their lives here […] and they won’t deal with it. They don’t
know how to. They don’t know what it’s about.”
A1
“But there seems to be no tackle against the bad behaviour.
It’s just allowed.”
A3
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“… in this organisation, culturally, people are talking about an
acceptance of the unacceptable.”
B5
“…there were views shared with me that there were quite a
few senior and influential people… who behaved a certain
way, often a way that was not consistent with what one would
consider professional or appropriate. […] the Trust just didn’t
hold them to account.”
C6

The CQC’s initial feedback from the second inspection was discussed by the
Public Trust Board, and a comment from a Non-Executive Director (Mr x)
was published in the minutes:
‘Mr [x] noted that some comments captured during the
inspection, particularly within midwifery, had alluded to a
bullying culture’.
02PB
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In the minutes of the following month’s Public Trust Board papers, Mr x
pointed out that he had not simply ‘noted’ that the CQC had alluded to
bullying and he requested that:
‘his comment needed to include that he had expressed deep
concern regarding the CQC comments alluding to a bullying
culture.’
03PB

A report from the Trust’s Freedom to Speak Up Guardians was published in
a subsequent set of Public Trust Board papers:
‘…after further investigation of the patient safety concerns, it
was found that the majority of these concerns also had an
element of bullying and harassment which affected the
quality of care that was delivered by staff.’
18PB
And the following comment regarding bullying was published in the minutes
of another subsequent Public Trust Board meeting:
‘…the Trust needed to be clear on what constituted bullying,
ensuring that staff also had that level of understanding.’
22PB
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4.3.4 Our diversity is not valued
These participants perceived that they had experienced issues related to
diversity in the past.
“I came to do an ID check with someone and, am, they’d
called through. I’d answered the phone to them and I’d come
out and then they were like, ‘Oh, your voice. I wouldn’t have
pictured that being the person that come out to me.’ And I
was just like, ‘What do you mean?’ And they were just like ‘I
wasn’t expecting you to be a black girl because you didn’t
sound like a black girl’. And I was like, […] ‘I can’t believe that
you’ve, you’ve openly just said that to me!’”
B2
“… went in to have my lunch. […] but my phone rung, so I
went outside, ah, to answer the phone. Come back in and my
plate had been moved off the table. So, I’m like, well I
thought I’d put it there. So, took no notice, put my dinner out
on the plate, went back to the table and then my phone rang
again […]. So, went out to answer the phone, come back and
my dinner had been put in the bin! Because […] “You’re
female and you’re white. You don’t belong at our table”.”
D1
“… in the management of change meeting I was told that my
staff were mainly part-time and they were called […] “part215

timers”, erm, it’s, you know, “your staffing structure’s all willynilly” […] The word that was used in front of the union rep, in
front of the HR assistant, in the management of change
formal meeting, was “your, your staff have piddling little
hours”, which I thought was really shocking because parttime workers have the same rights.”
A2
“We’re kind of like a lost realm, because we work out of hours
[…] We walk around like little, little skeletons…not a good
experience […] So, for me, it’s like, ‘Oh my God! Do these
people even know we exist?’”
A3
Other diversity issues were illustrated when these participants described
what they perceived to be ‘problems’ with certain groups of staff.
“I think the main issue is time wastage by talking about
people, about negative culture. […] It diverts energy and time
and resources directly. It turns it into hot air and it sends the
performance down the drain. […] When women that are
happy at work, they’re talking generally about their work. It’s
all about, what do you think about who said what? In work, it
can be really, really time consuming.”
A2

216

“… when I speak to people in HR, um, you’ve got young
people in HR…I don’t mean that disrespectfully, but they
haven’t, they haven’t walked the walk yet. I mean, straight
away they’ve been jumped from that to a manager. To be a
manager, in my eyes, you need to have started at the bottom
and to have worked it.”
A1
“…we did have a bit of a problem […] obviously we can’t
wear rings, jewellery, bangles […]. We did have a problem
with the Sikh ladies who wear the, ah, sword […] we took it to
the, am, their God, and He said, “No, they can take the large
one off”, but there’s a little one they have to have pinned to
their uniform. Am, but we had a couple of ladies that refused
to take them off.”
A4
The Chief Executive made the following statement in a report that was
published in the Public Trust Board papers:
‘…we acknowledge that we still have a lot of work to do
around equality and diversity.’
11PB
And the Trust’s Equality, Diversity and Inclusion Strategy was published in a
subsequent set of Public Trust Board papers.
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‘We will create an inclusive culture, by celebrating the
diversity of our workforce and borough…’
20PB
4.3.5 We’re not valued because we’re non-clinical staff
Many non-clinical participants perceived themselves as inferior to others.
“I mean [our service] has always been, ah, we’ve always
thought ourselves the lowest of the low”
A4
“Although the noises were made that [our team] were
important, it felt like we were being pushed to the bottom of
the pile.”
B1
“I mean, no-one, not many people know what we do
necessarily”
C4
“…the department is always kind of a background
department and it, focus is, sometimes, it’s not really on it.
And we’re not […] the only administration department that,
that, that it is like this.”
D3
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“So, when we’re walking around and talking to other people,
from all departments, there’s a generic feeling of lack of care!
[…] “well, no-one cares anyway, we can do what we want”
[…] we walk around and we’re like, well, unless you’re
Monday to Friday, it isn’t worth reporting, because you don’t
get a response. Not just from your department, but from the
Trust.”
A3
The following exchange between a member of staff (Mr y) on behalf of their
(non-clinical) service and an Executive Director (Mrs z) was published in the
minutes of a Public Trust Board meeting:
‘Mr [y] advised that staff were under pressure and felt
undervalued. Mrs [z] replied that meetings took place
regularly with staff representatives to discuss issues and
concerns. There was clearly a focus on recovering the
financial position and it was clear that there was a consistent
and high profile emphasis on quality throughout the
organisation and patient care.’
12PB
This participant perceived that their role was not valued either within the
Trust or by the public.
“… it was very much kind of, ‘Why do they need the notes?’
and ‘Who are they?’ and ‘They’re just admin in the back
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office’. And, I mean we are just admin in the back office, fair
enough, but em, we do need to see the notes.”
“…you tell people you an admin in the NHS and they’re all
like, ‘Oh, yes, one of those money wasters!’ (laughs) […] ‘We
could have another doctor if we didn’t have you!’”
C4
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FINDINGS PART 3: How did special measures impact organisational
culture?

Part 3 of the findings presents the themes that emerged in relation to RQ2:
how did special measures impact organisational culture?
4.4 Theme 4: Our reactions to being placed in special measures
Participants had a range of reactions to special measures. In contrast, some
were not clear about what had happened, whilst others were concerned
about the reactions of people external to the Trust.
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4.4.1 We’ve had different reactions to special measures
Participants expressed a wide range of reactions when it was announced
that the Trust had been placed in special measures
“Shocked really! Because I’ve been treated here […] Er, my
Mum’s been treated here. My Dad’s been treated here. Me
husband, and we’ve always had good care... So, I think the
care’s quite good, really, in the hospital. I was shocked”
A6
“I think it was quite, quite frightening really because obviously
working closely with patients you heard their side of it and
their stories that were sometimes were not so good about
their experiences. So, yeah, it was quite a scary time, really.”
D4
“…when you hear that you’re in special measures and when
you see some of the figures behind it, it, it’s shocking
how…I’m not sure how it’s got like that […] but it shocks you
with…the scale of, like for example, financial, the scale of
how much we’ve got to try and improve, pretty much”
D2
“I think we were gutted. I was gutted. I know a lot of us on the
Unit were really gutted. Because as much as you kind of
know, there’s always that last ditch hope that you’ve done
enough to get by. And it’s that, with it comes the shame. Cos
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you do feel, you know, you’re out and about, everybody that
knows you knows where you work.”
C3
“Gutted! Absolutely gutted! Yeah. Yeah, it’s not nice, is it? Is
it?”
C2
“…as a department, we were gutted because we got ‘good’
overall […] But we acknowledged the fact that, em, you
know, we didn’t have the problems that A&E and Maternity
had”
B6
“Well, I was worried. Yeah. Em, you think, ‘Well, why?’ You
know. You think, ‘Is it our, was it our ward?’ Or was it,
like…And you think, ‘Well, it’s not fair’. Cos we, we work
really hard to, like, help patients and, you know, em…And
you only hear bad things. You never hear the good things.
Em, so. Yeah, you feel a bit, like, it’s like a kick in the teeth
kind of thing.”
D5
Other participants were not surprised that the Trust had been placed into
special measures.
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“It didn’t surprise me whatsoever. I’ve never felt, me and
many others have said for a long, long time”
A1
“… it didn’t surprise me, because of the little things you hear
and you see. […] But, it, it, it didn’t shock me, in a way. You
know, it didn’t shock me because I, I know maternity was a
bad, am, because I know they was low on midwives, and low
on our staff, and I think they were failing in different areas, so
that didn’t surprise me”
A4
“I just knew maternity did need to improve and certainly A&E
needed to improve. So, I wasn’t shocked when that came
out”
A5
“I wasn’t at all surprised! I would’ve been shocked if it’d been
any other way! Am, we knew that we were in dire straits, am,
morale was rock bottom, am, and no-one seemed to really be
interested in [the Trust]. Am, we were just ticking over at that
point, am, so it didn’t surprise me in the slightest.”
B1
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“My first reaction […] was that we were in special measures
deservedly. This was not a false rating.”
C6
“Not surprised in the slightest! […] there was absolutely no
doubt in my mind that, why this organisation would have
been in special measures. And, I can’t speak for its care but,
just based on culture and people’s experience. The stories
people were telling and the things that people were saying…
how could it not be?”
B5
“I […] think I knew, and I think a hand-, handful of the senior
folks knew ahead of the first CQC inspection, when we, erm,
you know, when we were rated inadequate, that we knew
that we were in trouble. I don’t think it was a surprise that the
ratings were as they were.”
D6

There was a perception that the consequences of being in special measures
would be a merger with another Trust and job losses.
“So, it’s kind of almost like, you’re waiting for the final
hammer to come down! And we know that that will be, we’ll
be taken over […] But I think that’s people’s dread. Because
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if it looks like we can’t manage ourselves, we will be
managed by somebody else, won’t we?”
C3
“Everybody knows the job cuts coming. So, and that is
because of the financial side. So, that is impacting
performance because of that.”
D1
“…you can see how a lot of people are unsure about their
futures because, the Trust in general there’s like people
talking about possibly being taken over”
D2
“…there was a lot of anxiety in the organisation that,
essentially, we were going to be taken over by [another
Trust] and no Chief Exec was going to be appointed.”
C6
However, these participants perceived that staff may have been overreacting.
“… they could take the hospital off us, really. Well, they
couldn’t, no. They could take, take control from the Chief
Executive, not the hospital and it could go to another
Executive and then the Government wou-, could step in”
A6
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“… people are saying, ‘oh, we’re going to be merging with
[another Trust]’. But we, we had that, we heard that rumour
years ago!”
C2
“… we were gonna be took over, kind of thing. That was like,
‘Oh, ok. This might be getting serious’. And then in the next
breath it’s like, ‘Oh, it’s alright now. We’re fine.’”
D5
“… everyone’s worried. Just generally worried, even though,
really, even if the Trust was taken over by someone else it’s
not like they could suddenly go, ‘You’re all out of a job’. You
know, we can’t recruit enough people as it is (laughs) so I
assume they can’t bring in a whole team of people in order to
do our job (laughs). […] I’m not, I’m not sure it was, there was
any real threat necessarily.”
C4
These participants perceived that special measures had been a negative
experience.
“…it wasn’t very special and there weren’t many measures!”
D6
“The reality is, is that all that happens is that you end up
under in-, incredible scrutiny. Incredible surveillance and
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incredible pressure. Because they don’t actually make things
better. They make things, it makes things a whole host
worse”
C3
But these participants perceived that being placed into special measures had
been a positive action.
“…to start off it was a bit, what’s the word, a bit daunting. […]
But then, the more you think about it, the more you talk about
it, you can put a positive spin on it.”
D1
“… if you look at it from a positive thing, it’s an opportunity
for, to help an organisation improve and get better”
D3
“In a way, we’re pleased it’s gone into special measures
because then, from that, am, hopefully then we can start to
rise. It’s a bit like the phoenix from the fire…”
A1
“I think that, that probably, it wasn’t a good thing to happen,
but in a way I think it’s turned the Trust round. I think it’s a
better organisation to work in now than it was”
B6
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Some participants perceived that being placed in special measures had
helped the Trust acknowledge it had problems.
“I think we, we needed to admit defeat and to realise that we
weren’t doing things right and that something needed to
change. So, special, being in special measures to me, was a
good thing […] You have to breach, to recognise where the
issues are”
B1
“…it enabled us to get out on the table in a way, we could talk
to the whole organisation about the fact that things were not
right. And we could start to have a proper conversation
about, ‘Why are they not right? And who needs to do what to
put it right?’. […] It was difficult, but it was a proper ‘holding
up a mirror’. And when we looked in it we saw something that
looked like us.”
D6
And these participants perceived that the process had helped them.
“…the CQC, I think, has helped us as a department. Because
there were certain areas that needed to be improved […] and
we got certain areas improved because of CQC, em, backing
us up with what we were saying.”
A5
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“… the second of our two Improvement Directors was a real
breath of fresh air. And […] was able to help us make a set of
changes that I think it would’ve been harder to make without
that external, sort of, coach and the challenge and […] being
able to take a bit of a step back and give us some feedback
and then see whether we acted on it.”
D6
And finally, this participant perceived that the Trust was not alone.
“…we’re not alone. We aren’t the only NHS organisation in
difficulties.”
B1
4.4.2 We’re not clear about what happened
This participant was unclear whether the Trust had been in special measures
at all.
“…there was a concern that we were going to go into special
measures, wasn’t it? That we were…It all depended on the,
on the inspection and things. How we were going to go,
wasn’t it? What was found. So, em, how that would look, I
don’t, I don’t know fully how that would’ve been. Em, and I’m
aware of it, so […] I wasn’t sure […] I was thinking, ‘Now did
we or did we not?’”
C5

230

Whereas these participants were unclear as to why the Trust had been
placed in special measures.
“…I don’t necessarily think we are (whispers) bad at all. […] I
was really annoyed because [a member of my family is] a
nurse here. […] So, I got really annoyed because I see how
hard they work. So, from that side I was like, really? Really?
Are we that bad? No, we’re not. Can’t be.”
A3
“I was like, well, I work hard […] So, I was just like, I don’t
understand why we’re in special measures?”
B2
“I thought that we had quite a good standard here and
patients often, er, say they’d rather come here than go
anywhere else. And, er, they’ve had good experiences here.
[…] You know, I’ve not seen anything that I thought wasn’t
good enough.”
B4
“… as a patient at this hospital, I’ve had a couple of
outpatient appointments…can’t fault it! So where are we
going wrong?”
C2
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“…if I thought it was going to be bad I wouldn’t carry on
working here, would I really? I wouldn’t have worked here for
this long! […] I couldn’t for me own conscience.”
A6
“I wasn’t aware of anything happening, specifically and
thinking, ‘could we be going into special measures?’ Like I
wasn’t aware of the problems in maternity.”
B3
“… it was quite worrying about our maternity services […]
because I didn’t realise quite how bad that had become.”
C1
“…I think some elements of care that have been looked at.
Although we’ve got sort of a good rating for care…”
D4

The Trust was rated outstanding for ‘Caring’ in the third CQC inspection.
Table-top promotional stands and banners displayed throughout the
Trust’s public spaces promoted the message that ‘We are […] Proud to
deliver Outstanding Care’ (figures 27 and 28).
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Figure 27. Table-top promotional stand (photograph taken by Janet
Mortimore)

Figure 28. Banner at main entrance (photograph taken by Janet
Mortimore)
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These participants perceived that there had not been much communication
about what being in special measures meant.
“I know we got, em, safe, em…what’s it called? Special
measures. That’s it. So, we knew that. So, it’s, ‘Oh, ok. So,
are we gonna get taken over by…?’ You know. So, it’s like,
‘Oh, we might do if we don’t buck our ideas up’ and
everything. Em, and that was all what we was told, really”
D5
“…as a member of staff at this Trust, I have got no idea what
we’re doing, as a Trust, to get us out of special measures.
Because there’s no, there doesn’t seem to be much
communication. What are we doing? Where did we fail? How
are we putting it right? Who’s involved? How can we be
involved? We’ve got nothing!”
C2
“… most of us don’t really understand what would happen if
special measures had gone into worse special measures […]
If we hadn’t managed to get out of it […] You don’t know what
might happen.”
C4
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But these participants perceived that the communications had been quite
good.
“But, I think the communication was quite good at that time,
am, and it sort of enforced what they were looking at.”
C1
“… when we were took out of special measures it was all on
FaceBook, kind of...That’s what I noticed. It was like, ‘Woah!
Ok! Ok!’ And then, like, the posters around, kind of thing.”
D5

4.4.3 We’re aware of other people’s reactions to us being in special
measures
These participants perceived that people external to the Trust had had a
negative reaction to the Trust being in special measures.
“That label means a lot!”
C6
“You know, it was all over the papers.”
B6
“…it’s kind of like, ‘Oh no, are you from there?’. It’s kind of,
it’s quite mortifying…You kind of almost hold your head down
and kind of go, ‘Yeah, it’s us’ […] they’re kind of like, ‘Oh,
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yeah, but you’ve been in, you’ve been in special measures
for a while now’ […] ‘You haven’t got good doctors’”
C3
“But then I’ve heard other people say, “Oh, you know, I
wouldn’t go there” but is that because of what they’ve heard
in the newspapers?”
C2
“I don’t think it had a helpful effect in our, in our community.
So, I think the […] sense of a hospital in trouble, and the label
that came with it, erm, encouraged people to see things that,
I mean, you know, encouraged people to point to our failings”
D6
One set of Public Trust Board papers contained responses to a survey of the
local community regarding the proposed introduction of a new service and
one of the responses included the following comment:
‘[The Trust] is under special measures so there is lack of
confidence’.
06PB

236

4.5 Theme 5: How special measures changed things for me
4.5.1 Special measures hasn’t affected me
These participants perceived that being in special measures had not affected
their departments because they already performed well.
“…on a selfish point of view, it didn’t really affect me.
Because I know that our department came out quite good
with its comments.”
A5
“…your own environment, that’s what you’re cocooned in,
isn’t it? […] I get it that we’re all part and the, the scores all
come together to make that in special measures. But I
wonder if the fact I didn’t take too much notice- I’m being very
honest! -is simply because we had outstanding…”
C5
“…we’ve got to pull up our practices and things have got to
change. So, from that point of view […] I would say most
people [in our department] would not have problem with
that, at all. Because we’re so used to working at such high
standards…”
C3
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These participants perceived that nothing had changed since the Trust was
placed in special measures.
“I do what I do anyway. […] I took really no notice.”
D5
“…obviously we’ve had the CQC putting us into special
measures. That was relatively significant. Although it didn’t
change for us very much at all.”
C4
“Nothing’s really changed.”
D3
“…things haven’t got better.”
A1
“I don’t really feel there’s been such an impact, ah, in [this
department]”
B3

This participant perceived that although there had been lots of changes
within the Trust, nothing had changed in their department.
“There’s been lots of changes. Some of them have been
brilliant. Not necessarily for my department but, um, for the
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Trust […] I just haven’t been able to feel it in my own
department. We’re so disengaged, it’s unreal.”
A3
Some participants perceived that any changes that had been made were for
the duration of the inspection only.
“It’s as though, CQC came in, failed us and everything went
back to the day job”
B1
“… when the CQC comes round, they’re made to make sure
they do everything per, dotting their i’s and crossing their t’s.
But, again, you sort of feel once the inspection’s over, am,
they fall back into what’s law, as it were”
B3
“We know what we do wrong, but instead of changing it
permanently we just change it on the visit days”
C4
And the Public Trust Board published the following comment:
‘We know that there is a historic risk in our Trust, with regard
to a reversal of gains made on these matters and any
organisation which is serious about the pursuit of excellence
in care, needs to deliver this as business as usual.’
21PB
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4.5.2 We want to improve
Conversely to the previous section, these participants perceived a real desire
to make improvements for staff and for patients.
“I thought, you know what? […] we can’t keep doing this. And
not just to patients. Staff. Staff side for me is like, we’re never
going to look after patients if we can’t look after each other
[…]. Until that care is there for us, I don’t know if we’re able to
give it so well to patients. And that’s just my truth.”
A3
“I think there was an effort to try to get the, you know, get it
right for staff, because that’s also get it right for patients”
D6
“I want it to be the best of the best. I want the patient, am, to
get what they so well deserve and I want the staff to be
looked after.”
A1
“There’s a lot of people out there who want to make a
difference. You know. And they do work hard. And there’s a
lot of us who work over, long hours, longer than our allocated
times, to get it right.”
C5
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“… you wanna make a difference. You know, you don’t
wanna just pick up your pay cheque. You want, you want to
know that you’re adding value.”
B5
“[…] the aspect that I understood about special measures
was how to work towards getting out of it. So, part of it was a
whistleblowing type function, in the beginning, and then as
my role developed, am, and I could see myself as part of the
solution.”
A2
These participants perceived that organisational culture was something that
needed to change.
“I’ve just had a conversation […] about, you know, an
incredibly toxic culture in an area. And, the solution’s really
simple. The doing absolutely isn’t simple. But the problem is
really clear.”
B5
“… we can start by understanding the culture we want,
working out how to create it and […] it’ll take us longer to do it
that […] way, but it’ll work.”
D6
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“You have to, sort of, buy people’s engagement, as it
were…So that’s why we’re focussing more now on a ‘just’
culture of organisational learning and fairness and equity. A
culture of improvement and inclusion”
C6
“Getting everybody to think and change our thoughts to more
positive stance.”
D4

Feedback from a national conference was published in the Public Trust
Board papers:
‘…all of the Trusts who have made the successful transition
from inadequate to good and beyond, focused on cultural
change…’
15PB
The Trust’s Annual Plan for the year of the initial CQC inspection and the
following three years had multiple references to improving the organisational
culture. For example:
“Every colleague working in the Trust has their own part to play in this
culture of improvement.”
AP01
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“…additional work is needed on listening to our people to develop a
culture that all of our colleagues are proud to be part of.”
AP02
“…we will embed the improvements in quality, safety, culture and
performance…”
AP03
However, the Annual Plan for the year in which the data were collected for
this study did not contain any reference to culture at all.
4.5.3 Some of us don’t want to change
These participants perceived that some Trust staff did not want to change or
could not see how to change.
“Not everyone’s welcome to change. For what reasons, I
don’t know. But they’re not welcome to change.”
A3
“… some managers are still really, like, resistant (laughs)…to
the [new] system.”
B2
“… anything that rocks their boat, ah, they really don’t want to
change”
B3
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“…even down to sort of perhaps minor changes are resisted
[…] that’s the kind of message I get from […] the staff that, ‘It,
oh, it’s never gonna change here’.”
D3
“I think, some parts of the Trust knew things weren’t right but
thought there was just no way of making it better ever. ‘It’s
always gonna be difficult here’. Em, I think some of the bits
where people were just working really hard and trying to do
their best and if, if the outcome wasn’t quite good enough,
well, ‘What more could they do about it?’, almost?”
D6
The following autoethnographic vignette presents an epiphany I had
regarding change:
‘The keynote speaker at the Trust’s conference is the Chief
Executive from a nearby Trust that’s currently rated
outstanding by the CQC. After a motivational presentation,
two colleagues sitting next to me turn around to each other
and say, “Why did I ever leave that Trust? Why did I come
and work here?” This strikes me as odd because I’d been
thinking, “Well if they can do it, then why can’t we?” So, I say
to them, “What makes us any different to them? If you used
to work there, aren’t you the same people who are now
working here? Why shouldn’t we be able to do it?” They tell
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me that that Chief Executive had been the key factor in
turning the Trust around and they couldn’t see it happening
here.’
JM06
4.5.4 We think there have been improvements
These participants perceived that the Trust had improved since being placed
in special measures.
“… where we are now to where we were, em, what, three,
two, three years ago, em, I think we’ve done really, really
remarkably well to get where we are now.”
B6
“…having recognised how bad we are, were, we are doing
things, positive things, to try and shift that.”
B1
“I think the culture is shifting from a very negative stance to a
much more positive approach.”
D4
“… the last year and a half or so, saw the Trust beginning to
come back out of that and […] re-establish itself as a, a kind
of, good provider for the local community”
D6
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“…maternity services […] quite impressive how that’s all
been turned round […] obviously, a lot of people have put in
a lot of hard work to turn it round so it’s commendable,
really.”
C1
The following statements were published in the Public Trust Board papers:
‘We have acted to tackle issues with culture in maternity’
02PB
‘The Trust has significant challenges with clinical and in
particular, medical, leadership. There are current and
anticipated future vacancies in important posts, which we
need to fill with capable and enthusiastic people, so we can
deliver our organisational priority objectives in a meaningful
way, with ‘culture carriers’ in the organisation.’
09PB
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4.6 Theme 6: This is how we have changed things around here
4.6.1 We used teamwork
Many participants believed that everyone within the Trust had pulled
together to make improvements.
“… I see it as just like a horrible black cloud that we had over
us (laughs). Am, until our next report, which was better, but it
wasn’t much better. But it was a bit of a…sun-ray through the
cloud. Um, that, yeah, we were working together by doing,
implementing, by actually staying focused on what the goal
is, we can actually come out of this dark cloud.”
B2
“… as an organisation, I think we all pulled together and
protected each other and helped each other […] it was a
case of, ok, we’re at the bottom. Now the only way is up! And
I think everyone, sort of, had that attitude that we’d all pull
together and get us out of special measures.”
B6
“You wanna stay here because you feel that you’re part of a
bigger team and you wanna move forward and you wanna
get that outstanding.”
D4
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“… although we work in our little bit, we’re still part of this big
organisation, aren’t we?”
C5
“… most of the improvement we delivered […] came from
within. It came from […] a fair amount of changing the way
the senior team went about its business, a lot of hard work
from people on the front line, pulled together enabling the
Trust to make progress.”
D6
4.6.2 Our leadership has improved
Participants perceived that being placed in special measures had led to more
focus on Trust leadership.
“And one thing that I really loved after the first CQC
inspection, was, am, the fact that we actually did focus on
leadership. […] the fact that they were focussing on our
leaders meant that they were investing in our leaders…”
B2
“The huddle is a change. […] So that’s a new way of working.
[…] I think our manager did a, a leadership course. And I, I
think, if I remember right, it came from the leadership course”
C5
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These participants perceived major changes at an Executive level.
“I am aware now that we’ve got a completely different new
set of members on the Board and I think that’ll be a positive
thing.”
C1
“…there’s a lot of changes at top level. So, the exec team is
very different. Am, and I think there’s more of a togetherness
and a recognition that we do need to do things differently.”
B1
“The Board had changed quite a lot to a Board that was
much closer to what was going on in the organisation and
much, em, more willing to engage in it.”
D6

The new Chief Executive was perceived as a positive change for the
organisation.
“Am, I think we are definitely the better for having a new chief
exec. He is very, very positive. He exudes positivity. He, he
operates an open-door policy. He does give the impression
that you can tell him anything and he will act on it.”
B1
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“I do think it’s different now […] And I think that’s a lot down
to the Chief Exec.”
B1
“… our new Chief Exec. I think that’s been a real positive
thing for the Trust and, again, you can’t expect things to
change overnight, but I think significantly there’s been a lot of
changes since he took over, yeah?”
C1
“…no-one is able to get away with bad behaviour and
everyone is accountable for their actions. […] Because it’s
felt like for a long time you’ve heard of these things
happening, but nobody seems to be doing anything about it.
Whereas, since our new Chief Exec…I seem to be hearing,
‘oh, some changes are being made’.”
C5
These participants perceived improvements to have been a result of changes
in leadership.
“I think that when […] they changed the leadership in
maternity, things started to improve quite dramatically”
A2
“… the Maternity Service, which had clearly hit a new low […]
very, very quickly, with some new leadership and a lot of hard
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work, dug itself out of inadequacy and was starting to crawl
itself towards the rating that it’s got now, of ‘good’.”
C6
“… you can see that there is more input and more move to, to
change the culture of the organisation […] I think with our
new management structure it will definitely change.”
C1
These participants perceived that changes had been driven by other key
organisational leaders.
“I think that, am, the, the Trust, has struggled with how staff
behaviour or, and they’ve employed [x], didn’t they? To, to,
sort of, turn that round.”
C1
“[the Director of Nursing is] thinking about the uniforms and
I think the idea is there to make us united and make us stand
together as a, a team of professionals that have got that
common ground, really. A bit like the Richard Branson
approach emerging […] The branding. So, I think that there’s
a definite culture shift in that”
D4
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And these participants perceived that leadership was improving in general.
“Am, leadership across the Trust is still not perfect, but it’s a
lot better than what it was. […] back then, JFDI [just f******
do it] was always seen as a negative thing, because of the
way it was done. […] ‘do it or there’s the door’. Whereas now
it’s,’ oh come on, just do it!’ It’s a, it’s done in a very different
way. And, you haven’t got the threats of 'you can take the
door' hanging over your head.”
D1
“I have belief, based on what I have seen, what I know, that
people in some of the most influential positions are holding
people to account.”
B5
In contrast, the following autoethnographic vignette presents an epiphany I
had about whether or not senior staff were holding others to account:
‘I click on a hyperlink to view some of the photos from the
Trust’s recent charity event and as I scroll through the
images something catches my eye. Some of the competitors
are in fancy dress, but one male participant stands out from
all the rest. He is dressed up as an elderly lady. He’s wearing
a floral dress, grey wig, a string of pearls and a padded
‘female’ bodysuit. He’s carrying an inflatable walking stick. I
realise there are several photos of this person with either one
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or both fake padded breasts pulled through the neck of the
dress, so they were hanging out in front of them. I do a
double take because I can’t quite believe what I’m seeing. I
feel that these actions and the subsequent publishing of the
photos, are disrespectful and insensitive, both to patients in
the Trust’s care and to the wider community. In some of the
photographs, I spot two Trust Executives alongside this
person. I wonder if they had seen what was going on and
whether they had acted on this unacceptable behaviour at
the time? The content of these photos troubled me for quite
some time.’
JM20
4.6.3 We refreshed the Trust values
Trust staff were involved in the work to identify and promote the new Trust
values. These participants perceived that this symbolised a distinct change.
“…how we chose what the values were. So, I think there’s,
there’s a different shift in the engagement, how people are
being engaged, with how staff are being engaged with and I
think that’s a very positive move.”
D4
“… since the values have been released and refreshed, it has
been am, more positive, because actually people have got a
lot of passion for what the values are. […] we all know the
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meaning behind them, and we all know what we’re aiming
for.”
B2
The values selected by Trust staff were promoted as a series of individual
words, one of which was ‘Teamwork’.

“… there’s research evidence, isn’t there, nationally and
internationally, that shows that if people are positive about
their work, where they work, and feel engaged, and work as a
team, then healthcare outcomes improve. So that’s why we
were so keen to see, and staff felt, that teamwork should be
one of our values.”
C6
Indeed, these participants perceived that the new Trust values should be
upheld by the Trust leaders.
“… that should start at the top, shouldn’t it? Teamwork, it
should start, professionalism, it should start from the top.”
C2
“I think if there’s favouritism and the values aren’t upheld with
managers and leaders, as well as with the staff team, then
that’s counter-productive.”
A2
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However, this participant perceived that the values hadn’t changed anything.
“I know the Trust has brang in new values and things like
that, but I’m not sure if much has changed in, in, in that
aspect. So, like, for example, one of the ones, where, where
you’re encouraged to speak out if you feel like someone’s
being un-, not going against the values. But I think the way
this, everyone would still be too nervous to speak out
because there isn’t that culture there, where everyone’s
positive. It’s quite a negative culture.”
D2
4.6.4 We created support structures
Some participants perceived that new support structures had had an impact
on organisational culture.
“So, I think the culture’s changing there and I, and I feel that
we’ve got people in place […] The Workforce Support Team
and everybody like that. So, I think there’s a definite culture
shift into that and making people feel more, more engaged
and supported.”
D4
“I was told to put up and shut up. I don’t think the same would
happen now. And I think that’s one of the biggest things that
has changed. […] You know, like the Freedom to Speak Up
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Guardians, the workplace advisors. You’ve got the Health
and Well-Being Team. There’s so much more there now.”
D1
“…we’ve got the Freedom to Speak Up Guardians, which we
never had before. […] You know, people know that they’ve
got places, people they can go to.”
B6
“…they did create an area for people to talk to, the Speak Up
Guardians […] they were massively useful to me.”
A3
There was a perception that the organisation had become more open to
learning from mistakes.
“So, the whole ‘Freedom to Speak Up’, incident reporting…
You know, a, a culture in which people are able to say, ‘Look,
I think I made a mistake here’. You know, ‘Let’s work out
why. Let’s work out how we prevent it again’ is, is really
important.”
D6
…and to learning from excellence.
“I think there’s, very recently I would say that the emphasis is
on, em, excellent care. So, I think that’s been a really positive
change and I have noticed it. So, you can learn from
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excellence rather than just learning through incidents. And I
was involved in the Appreciative Inquiry”
D4
These participants also perceived that the Trust was more open to trying out
staff’s ideas for improvement.
“…the work that I’d been allowed to do under Listening into
Action […] was a change from the year before […] the
previous CEO had adopted that as a kind of way of trying to
culturally shift things, to try and get staff voices involved […]
So that, ah, current permission to try things, like being
involved in the Quality Improvement [group] […] is really,
really crucial to cultural change”
A2
“… there were some people who got it and did great things
like ‘Listening Into Action’ and some of the work that people
did, yeah, and I think, to head off down a different journey”
D6
4.6.5 We feel listened to
These participants perceived that they were more listened to.
“So, I feel that, em, as a worker at the Trust I feel far more
listened to now. So, I think the culture’s changing…”
B4
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“I felt, all I needed was that my opinion would be at least
heard. And sometimes that’s been acted on, sometimes it
hasn’t been necessary, but at least it’s been listened to and I
think that’s the big, the cultural shift that we’ve had in
maternity.”
A2
“… as a worker at the Trust I feel far more listened to now.”
D4
“I feel like I have really positive influence right to the top. And
I’m heard.”
B5
These participants believe that being able to speak directly with the Chief
Executive had made a difference.
“Even just knowing that you can come and have a cup of
coffee […] with [the Chief Executive] is a good change. It’s
visible. You can- I haven’t plucked up any courage to do itbut it’s there.”
A3
“I actually went to see the Chief Executive […] and he spent
45 minutes with me, listening to that journey. And I thought
that was really important. For my story to be heard”
A2
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“He will talk to people. He will listen. He’s not dismissive, like
the previous. And, and he’s, he seems to value what people
have to say.”
D1
“Am, but I think [the Chief Executive] has pulled it up, so
has, am, the Nursing Director. I think they’ve both pulled it up
now […] because they’re more open and approachable. Am,
and they always answer your questions”
A4
The following autoethnographic vignette presents my epiphany around the
potential impact that an individual can have when they are heard.
‘The topic for today’s Chief Exec’s Brief is the preparation for
the upcoming CQC visits. At the end of the formal
presentation he asks for questions. I take a deep breath and
volunteer the following. ‘When the Trust was initially rated
inadequate and placed into special measures, the recent
implementation of a new PAS was cited as one of the main
contributing factors. If we are going to implement a new PAS
again now, how are we going to ensure that we don’t end up
in the same position as the last time?’ The Chief Exec says it
is a good question. He states that this will not be an ‘IT
project’ but a ‘Business Change and QI [Quality
Improvement] programme’ and that we will not simply be
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continuing with poor processes on a new system. The
following day the Chief Executive’s words are repeated by
another Executive Director in an e-mail communication to the
whole Trust and several of my colleagues comment on the
message to me over the next week.’
JM11
These participants perceived that they felt more listened to by their
managers.
“…some of the mid-management stuff, I would say that has
got better. […] it would be a sense if you take something to,
so far, and it wouldn’t get any further. So, there is an element
where some of that has gone. There appears to be
escalation.”
C3
“I have noticed a change in, em, my Matron’s […] the staff’ll
say, ‘She only ever comes round if we’ve done something
wrong’. They never see her. Em, and, but more recently
she’s been e-mailing, saying, ‘Oh, can you thank the staff for
doing this? Can you thank the staff for doing that?’ […] I
spoke to my Divisional Director of Nursing and she said,
‘Why d’you think that is?’ And it’s because I’ve said
something to her and she’s passed that on.”
B6
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“I think, if there’s been particular things, such as
governance things that we have highlighted. And making it
more responsive or whatever. More streamlined. I think
we’re starting to see that’s all coming through”
C5
“…we kept saying that it wasn’t working for us, you know.
Erm, but what, part of the main change that we’ve just had
was around was being seated back as a team and that’s
positive already, yes, that’s positive already”
C1
“… our line manager’s manager changed, and she’s very,
very into development. Very much so. Am, to the point
where, yesterday it was […] an e-mail to the team, ‘you need
to identify your training needs. Can’t guarantee we’ll have
access to the budget because of the financial situation, but I
will do what I can. But first off, I need to understand what you
want and what you need’. What a difference!”
D1
However, not everyone had the same perception.
“I’m still asking our department to have a conversation about
our values and every- because they’re not aware of things
that have changed. Even though I, I’ve said, can we have-?
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can we have-? even just a sit-, a conversation about what the
values mean to us?”
A3
“… nobody wants to listen to the staff. The morale is very
low, very, very low.”
A1
4.6.6 We are overcoming bullying
This participant perceived that work to remove the fear of speaking up about
bullying was ongoing.
“Am, I know that there is a lot of work going on now, and
there is a lot of things happening, changing, am…but I guess
[…] the fear that’s in the culture, as well. That’s slowly
changing”
B2
This participant perceived that staff could now challenge bullying behaviour.
“… that is starting to change. […] I had one group that I was
party to where that did happen. They recognised that this
person was particularly challenging for absolutely no reason
and did speak up and say, “this young lady…this young lady
is only trying to do her job. Give her the courtesy to listen”.
Now that type of behaviour you want.”
B1
262

The Public Trust Board published some feedback from a team meeting a
Board member had attended.
‘There were clear messages given regarding people being
able to challenge colleagues and peers on behaviours.’
17PB
And these participants perceived that bullies had been moved on and that
this action had been positive for the Trust.
“…people were talking to me about ‘untouchables’. People
who could not be addressed. […] what are we actually going
to do that sends a message to people in this organisation […]
that, by speaking up, something positive happens? […] So, I
thought, we have to be brave as an organisation. We have to
send a message to people that said, ‘Speaking up has
impact.’ […] it was received very well by the people who had
raised their voices. […] this has sent an important message
to people. That no-one’s ‘untouchable’”
B5
“… he is sorting the bullies out. He moves them on in a very
diplomatic way, which is a really good move.”
A1
“But I think the big culture shift here has been the, em, a lot
of, there’s been a lot of bullying in senior management. […] I
know that’s why two Divisional Directors of Nursing left.
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Em…because of that. Em, and I think that shift has made a
big difference.”
B6
“… in my, my heart of hearts, I want to believe that there are
some people who are no longer here…for all the right
reasons. […] And I think it will, culturally, it will send all the
right messages.”
B5
These participants perceived that there was still more to be done.
“I think they have sifted a lot of stuff from a, from a nursing
perspective, but personally I still think it’s lagging behind
massively from doctors’.”
C3
“I think […], unless the culture is enforced and everybody is
accountable for their own behaviour, I don’t think we’ll ever,
um, get to where we should be”
C1
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4.7 Summary
This chapter has allowed the participants’ stories to be told with minimal
interpretation by the researcher to reinforce the confirmability of the
research (section 3.4).
The following three chapters (5, 6 and 7) present a discussion of the
analysis of the findings through the lenses of the theoretical frameworks
outlined in the introductory chapter. The innovation delivered by the unique
range of participants who contributed to the study is discussed first, followed
by the findings pertaining to the two research questions. To ensure that the
key findings (those linked to the original contribution of this thesis) are not
hidden amongst the wide range of valuable findings, signposts are provided
to where they are specifically itemised in the concluding chapter (chapter 8).
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CHAPTER 5 DISCUSSION PART 1: The hidden voices

Theme 1: Hear our voices

This chapter discusses how the participants made this study innovative, their
reasons for contributing and whether participation was beneficial for them
(theme 1). The theme did not directly answer either of the research questions
but was, nonetheless, a powerful original contribution to knowledge (section
8.1).
As stated in the methodology (chapter 3), this research drew on the
ontological concept of ‘being in the world’. Experiences do not exist as a
‘single, timeless truth’ (Brown et al., 2005, p.86). So, although participant A3
stated, ‘that’s just my truth’ when they were interviewed, their perception of
their ‘truth’ may or may not have changed since that moment. Therefore, the
discussion of participants’ perceptions throughout this chapter has been
written in the past tense to reflect that these were their perceptions at the
time of data collection, and they may, or may not, have changed since then.
5.1 Tipping the balance- empowering the hidden voices
It is pertinent to draw a parallel between the researcher’s self-reflection that
‘as soon as I stepped on that bus, I became acutely aware of the division’
(appendix A) and D2’s perception that ‘when you actually step into a role
here and you gain a full understanding, you can see that not everything’s
what, what you previously thought it was’. This highlights the unique insight
that was gained by utilising the emic approach.
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The literature review identified 16 qualitative research studies on
organisational culture in the NHS. The participants in these studies
predominantly held management or clinical roles (even where categorised as
including a wide range of staff). In a reversal of balance, this study only
included a small number of interviews with senior leaders (n=3) from the
Trust. However, the inclusion of data from the Public Trust Board meetings
and the Annual Plans means that some of the Trust Board members’ voices
(and a few other members of staff) are heard in the study, albeit via data that
was captured by the person responsible for minuting the meetings
(secondary data). The social production and organisation factors involved in
the data retrieved from the Public Trust Board papers and Annual Plans
(Punch, 2005) should be acknowledged. In the main, these documents were
produced by Trust leaders to provide information to regulatory bodies, other
NHS organisations, staff, service users and other stakeholders. Therefore, it
is conceivable that the direct quotations taken from these documents
presented in the findings of this research were the messages that the Trust’s
leaders wished to send to the document users at the time.
As organisational culture is perceived differently by staff at different levels
and in different roles (Sinkowitz-Cochran et al. (2012) and Lyles et al.
(2014)), this study was designed to be an opportunity for the voices of those
who may have felt marginalised to be heard (Valentine, 2016 and Martin,
1992). Since the recruited participants held 22 different roles across the
Trust (23 including the researcher’s autoethnographic participation) and 20 of
them were AfC bands 2 to 7, then this aim was fulfilled. Indeed, in their self-
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identification as the ‘hidden voices of the workforce’, the characteristics and
experiences of the participants in this study are unique.
It is important to state that, given the perceived fear of speaking up at the
time, participants showed real courage in coming forward to make their
voices heard. In the spirit of the fragmentation perspective of organisational
culture (taking into consideration what might be absent) (Martin, 1992), it
should be noted that none of the participants worked in the two areas of the
Trust that were rated inadequate in the initial inspection. One might
speculate that they were too busy or disinclined to participate in a study on
this subject. Maybe there was another element of fear. Unfortunately, it was
not possible to come to any definitive conclusion on this. Furthermore,
although it had been hoped to obtain an even spread of participants from
each of the purposive sampling clusters (table 18), only one participant selfidentified as domestic/support services. Of note, two potential participants
from this cluster withdrew from the study shortly before their interviews. The
low level of participation from this cluster could have been due to the
recruitment methods utilised, fear of potential repercussions or perhaps an
element of social desirability bias towards the researcher, followed by
second thoughts. Regardless of the reasons why, these subcultures within
the Trust represent a gap in the findings that would benefit from further
research (as recommended in section 8.4 of the concluding chapter).
5.2 The unanticipated benefits of participating in storytelling
The research methodology was designed to listen to the participants’ voices
to find out what it was like to work in a Trust that was in special measures.
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When asked to explain their reasons for participation, participant A3 stated
that they had self-identified as an ‘unheard voice’, and so the description of
desired participants in the Participant Information Sheet (appendix N) had
resonated with them. Participant C2 perceived it as a chance to make a
difference and to help get the Trust out of special measures, and participant
D4 explained that ‘one of my new things, changing culture with the Trust […]
is to get myself out there a little bit more’. These perceptions illustrate the
improvement in staff engagement discussed in section 7.2.
Other participants stated they wanted to tell their story because they believed
that people had had different experiences, they wanted to record where the
Trust had been so it could know where it needed to go and because they to
have their view included. Participant A6 stated that they wanted to provide a
different perspective to that which might have been provided by those newer
to the Trust. This participant had worked for the Trust for thirty-five years (at
the time of data collection), and both they and their family had been patients
at the Trust. This is interesting for two reasons. Firstly, it implies that they
perceived some of the ‘hidden voices’ to have been those of the staff who
have worked within the organisation for the longest periods of time. In this
Trust, and in others like it, staff in lower banded roles tend to live locally and,
therefore, they (and their families) are likely to use the Trust’s services
themselves. In contrast, some of the Trust’s senior leaders travelled some
distance to work in the Trust and had only worked there for relatively short
periods. This matter is explored in the context of the permanently failing
organisations hypothesis (Meyer and Zucker, 1989) in section 6.1.2. The
second reason participant A6’s statement is interesting is because it implies
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that they perceived the organisation’s history to have been an important
contributing factor to the current organisational culture. Indeed, some of the
organisational stories told by participants in this study drew on their
perceptions of what it had been like to work at this Trust over many years.
While Rowlinson et al. (2010, p.21) stress the importance that consideration
be given to the ‘distinctly human subjective experience of remembering’ of
organisational history in organisational culture studies, the inclusion of these
stories aligns with the naturalist ontology that that realities are multiple,
constructed and holistic (chapter 1).
Participants were also asked if they felt participation had been beneficial, to
which several replied that it had and likened their interviews to a ‘counselling
session’ (A3) or a ‘therapeutic’ (C6) experience. This finding informed one of
the main contributions to knowledge brought by this study (section 8.1).
Murray (2003) demonstrated the therapeutic benefits of undertaking
qualitative research interviews with vulnerable populations regarding a
sensitive phenomenon. The participants in this study may not have
considered the subject matter of their interviews to have been traumatic, but
some of the reactions to being placed in special measures (discussed in
section 7.1) demonstrate the extremes of emotion that had been experienced
by many of them at the time.
Participant D4 perceived that their interview had given them time out to
reflect, make plans for improvement and to ‘think in a different way’, which
hints at a certain amount of emancipation. Another participant e-mailed the
researcher after their interview to thank them for doing the research and to
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tell them it had helped them to reflect on what had happened to them over
the previous few years. These participants’ comments support the
hypothesis that storytelling aids the development of personal resilience in
research participants (East et al., 2010), and that sharing an experience
should be recognized, valued and promoted (Valentine, 2016). They also
highlight the importance of storytelling as a sense-making currency of human
relationships (Maitlis, 2005) and underline the importance of taking time out
from the organisational way of thinking, using the psychic prison metaphor
(Morgan, 2006).
Conversely, some participants considered that being interviewed had not
been particularly beneficial. Participant C3 stated that they had just shared
what they had ‘got’. However, earlier in their interview they had expressed
frustration that they had raised ‘issues and risks for a long, long time’, which
had not been resolved, and which they had been subsequently questioned
about in a CQC inspection. It could be hypothesised that, if they perceived
that they had not been listened to when they had spoken up about the issues
and risks, then perhaps those experiences influenced their perception of
whether being interviewed for this study would have been beneficial either.
In another example, participant A6 stated that they did not think their
participation had been beneficial because they had no bad things to say and
that their family had always had good care at the Trust. However, at the very
end of their interview they explained that their mother had waited seven and
a half hours in the Trust’s A&E department (for an inpatient bed). Depending
on the circumstances, this wait could have been a breach of the 4 hour target
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(NHS England & NHS Improvement, 2019) and therefore illustrative of poor
patient care. So, their statement about having nothing bad to say could have
been another example of social desirability bias, in that they did not want to
be seen to say anything negative about the Trust.18
5.3 Organisational culture: endemic ambiguity?
To set a precedent for the questions about organisational culture,
participants were asked what they thought the term ‘organisational culture’
meant. The participants’ explanations aligned with the three perspectives of
organisational culture that had been identified as a key theoretical framework
for this study (Martin, 1992).
Many participants thought about organisational culture in terms of the whole
Trust, using phrases such as ‘custom and practice’ (B6), ‘the way we do
things around here’ (C6) and ‘united team’ (D4). Others used the metaphor
of the Trust being like a ‘family’ (D6). These phrases imply that everyone in
the organisation knew what they had to do in their role and how they all fitted
together. This is indicative of the integration perspective of organisational
culture, a view popular in managerially oriented research, in part because
such studies often portray leaders as culture creators and transformers
(Martin, 1992).
Participants A6 and B4 revealed that they thought organisational culture was
to do with communications between themselves and managers or

18

If the data collection had been via a questionnaire or a highly structured interview, then
there may not have been opportunity to collect these comments about the care provided to
participant A6’s mother.
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executives. These perceptions resonate with the oppositional dichotomies
typical of the differentiation perspective. This is especially evident in A6’s
phrasing that managers are ‘higher’ than them and their ambiguity around
whether they could even speak to them. This indicates that the status of
certain roles or pay bands in the organisation was clear to staff within
subcultures and that ambiguity was relegated to the gaps between those
subcultures. Unfortunately, these perceptions painted a rather unsavoury
picture of the organisational culture.
The fragmentation perspective also emerged from the participants’
responses. Participant B3 perceived that organisational culture varied
between individuals, divisions and directorates within the Trust. Although
participants B3 and C4 both stated that they understood organisational
culture to mean everyone pulling together as a team, they both went on to
acknowledge that this was not their lived experience. They appeared to be
disappointed, or possibly surprised, to realise that their own espoused values
were different to the underlying assumptions of the organisational culture,
thus exemplifying confusion typical of the fragmentation perspective.
Several participants’ perceptions illustrated some ambiguity regarding
support for staff across the organisation. For example, participant A3
perceived that, although they had been supported when they had worked in
one directorate, they had not when in another directorate. And when
participant D1 was asked why they had returned to work so soon after
surgery, they perceived that to have been in complete contrast to the
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response they had received after having had surgery whilst based in another
directorate.
And finally, participants A5 and A4 expressed that their understanding of
organisational culture was to do with how multicultural the Trust was.
Although they both appeared to embrace multi-culturalism, they had
contrasting perspectives on respect for people’s differences. Participant A5
perceived that services adapted for the different cultures of both staff and
patients, so it was not about a one size fits all approach. However,
participant A4 perceived that all staff should simply be considered NHS
employees who worked to the same ‘hymnbook’, an artefact of Christian
faith. The use of this metaphor was confusing because the participant had
implied that they embraced all religions. So, the ambiguity and confusion
about multiculturalism within the Trust demonstrates, again, the
fragmentation perspective of organisational culture.
To conclude this section, it is pertinent to note that the participants’ multiple
interpretations of the term ‘organisational culture’ also exemplified the
fragmentation perspective of organisational culture, and that ambiguity is an
over-arching theme across much of this thesis.
5.4 Summary
This chapter has discussed how the inclusion of a wide range of participants,
predominantly representing the lower AfC bandings, has provided a novel
perspective on an NHS Trust’s organisational culture. The inclusion of these
participants has enabled their previously ‘hidden voices’ to be heard. Overall,

274

their participation was generally beneficial, both for their unique contribution
to knowledge and for the participants themselves.
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CHAPTER 6 DISCUSSION PART 2: How did historical and
organisational factors contribute towards an NHS Trust being placed in
special measures?
This chapter utilises some of the theoretical frameworks described in the
introduction to discuss the themes and sub-themes that emerged in
response to RQ1.

It is first discussed at the meta-level (theme 2) under the sub-themes of
operational issues, experiences of the CQC inspection process itself and
general perceptions of organisational culture within the Trust. There follows a
more detailed analysis of the participants’ perceptions of the issues within
the organisational culture at the time (theme 3), under the sub-themes of
relationships, hiding of problems, bullying and staff not feeling valued.
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6.1 Participants’ perceptions of how the Trust came to be placed in
special measures- the observable artefacts

This section contains a discussion of theme 2 under the three sub-themes
listed above, which concern observable artefacts of organisational culture
(Schein, 1990). The participants told several stories about how they
perceived the Trust had come to be placed into special measures, stories
that often positioned the Trust as having been somewhat unique. However,
the analysis revealed that each of the stories fitted into one of the seven
common stories identified by Martin et al. (1983). In addition, there were
other NHS Trusts in special measures for quality at the time of data
collection, so it is possible that they had similar problems. This hypothesis
highlights the integration perspective of organisational culture.
6.1.1 Observable operational issues
Participants perceived that the Trust had a range of operational issues, some
of which were outlined by the Chief Executive in the Trust’s Annual Plan
published in advance of the first CQC inspection. He described the Trust as
having experienced ‘the perfect storm’ (AP01) of issues, a story which
positioned the Trust as having experienced ‘unique’ circumstances at the
time. In hindsight, it also signalled the Trust’s senior leaders’ expectations
that the upcoming CQC inspections might not go well. It is an example of the
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common ‘obstacle’ story. A story in which the Trust could not overcome the
obstacle(s) in its path to good performance (Martin et al., 1983), some of
which are discussed in more detail below.
The CQC inspection process includes a review of the Trust’s performance
against national performance targets: the 4 hour target (NHS England & NHS
Improvement, 2019), the cancer waiting time targets (NHS England, 2021b),
consultant-led referral to treatment waiting times (NHS England, 2021c) and
the NHS Staff Survey (NHS Survey Coordination Centre, 2021), for example.
This aspect of the regulation process has been discussed in several highprofile reports. The Francis report (2015) criticised the Department of Health
and NHS regulators for placing too high an emphasis on performance
against targets. Five years later, the Paterson inquiry referred to the financial
and performance ‘target culture’ and associated bullying that ran ‘from the
top’ of the NHS (James, 2020, pp.215). It appears that the improvement to
patient care that targets were intended to make has all too often been
abandoned in practice, which is what happens when a wicked problem
(improvement of patient care) is tackled with a tame solution (performance
targets) (Grint, 2008). Knapp (2005) suggests that, rather than focussing on
a performance target, an alternative approach would be to consider the
whole system, to encourage a multi-disciplinary team approach to the
problem and to use an approach consistent with group and developmental
cultures.
Although several participants acknowledged that performance problems
existed throughout the NHS, their perception was often that they affected this
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Trust more than the others because of its size. Some participants perceived
that the Trust was relatively small and that this was an inherent disadvantage
in aspects of performance, finance, staffing, maternity services and A&E
services. Although this perception may be supported by similar sized Trusts
that have performed poorly against targets, larger Trusts have also
performed poorly. In summary, it was not clear whether the size of the Trust
was a contributing factor, and it could simply have been part of the obstacle
story.
Participant C6 stated that ‘This organisation had not fixed the fundamentals’.
Other participants perceived a range of problems with the fundamentals of
care such as broken nurse call buzzers on a ward, lost DNAR forms, poor
infection control practice, lack of continuity of care with patients, negligence
and lack of respect for patients. These may appear shocking but,
unfortunately, they are not unique to this Trust (Francis, 2010a and 2010b)
and are therefore illustrative of the uniqueness paradox (Martin et al., 1983).
Several participants acknowledged that there had been problems in
maternity services and A&E, but others appeared to be unclear as to why
these departments had performed poorly in the initial inspection. This
illustrates ambiguity in the gaps between subcultures, a characteristic of the
differentiated perspective of organisational culture. Some participants
perceived that staffing was particularly problematic in maternity services and
A&E. Some told stories about times when a lack of staff had impacted on
patient care, such as a particularly appalling story in which a lack of doctors
had resulted in death of a baby. Several participants perceived that
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prospective staff were more attracted to larger Trusts, which could offer them
more opportunities. But, regrettably, stories about staffing issues are not
unique to this Trust (Francis, 2013, Kirkup, 2015 and Ockenden, 2020), so
this is another illustration of the uniqueness paradox (Martin et al., 1983).
The Trust was not in financial special measures at the time of data collection
(CQC and NHS Improvement, 2017b) but several participants perceived that
the financial position had been a major contributor to the Trust being in
special measures for quality. Participant A4 told a horrific story about how
they perceived that financial cuts had led to a nurse committing suicide, the
impact of which had deeply affected the entire Trust. This story illustrates an
assumption that aligns with the integration perspective of organisational
culture (that everyone had understood what had happened in the same way).
It is also another example of an obstacle story (the obstacle being financial
pressures), which portrays the organisation as one that does not care about
the personal wellbeing of its staff (Martin et al., 1983). Unfortunately, NHS
nurse suicides related to workplace pressure are reported at alarming levels
(Davies, 2020). However, not all the Trusts affected by a poor financial
position, or staff suicides, are placed into special measures for quality.
Another operational problem perceived to have contributed to the Trust’s
placement in special measures was the poor implementation of the Patient
Administration System (PAS). Participant B1, for example, perceived that
senior leaders had not listened to the PAS implementation team and had
therefore not allowed enough time to complete the work required. This
exemplifies an oppositional dichotomy between Trust leaders and staff. It
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was also perceived that the project had been considered a technical task
rather than organisational change, which demonstrates ambiguity typical of
the fragmentation perspective of organisational culture. These underlying
cultural issues pose a risk to future wide scale implementation of IT systems
across the Trust. In addition, many of the Trust leaders who experienced the
poor PAS implementation have since left, taking the organisational memory
at those senior levels with them, and possibly the opportunity to handle
future Trust-wide IT projects in a more inclusive manner. Unfortunately, other
healthcare organisations have also had failures in IT system implementations
(Committee of Public Accounts, 2013 and Rivard et al., 2011). And, in
addition, the issues identified within this problem (staff not being listened to
and previous ‘lessons learnt’ being lost from corporate memory) also
resonate with the findings of the Paterson inquiry (James, 2020). In
conclusion, this story appears to be another example of the uniqueness
paradox.
The participants often began by talking about operational problems that
could potentially be resolved through good management i.e. tame problems
(Grint, 2008) and were (perhaps) socially acceptable. However, as their
interviews progressed, participants sometimes came to a completely different
conclusion. For example, participant B3 initially stated that they had
perceived finance to be one of the major contributing issues. However, they
later went on to say that it had become apparent to them that the CQC had
revealed negligence during the inspections, a conclusion that could be
considered controversial in a society which holds the NHS up as a national
icon (Kennedy, 2001, Glasper, 2012 and Morris, 2020). So, this participant’s
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understanding of how the Trust had ended up in special measures appeared
to change within the space of the interview window and illustrates how, as
discussed in section 5.2, the interview process enabled some participants to
make sense of the Trust being in special measures (Maitlis, 2005). It could
be hypothesised that, when participants initially listed the relatively tame
operational problems as the main contributing factors, they had exhibited
social desirability bias (Zerbe and Paulhus, 1987). However, talking it
through brought them to the conclusion that the poor performance of the
Trust was more of a wicked problem and there was no single ‘correct’
explanation for the problem’s existence (Grint, 2008).
In addition to the participants’ perceptions about how the size of the Trust
had impacted on various aspects of performance, two other issues related to
size and/or space emerged from the findings: space within the Trust and the
geographical location of the Trust.
6.1.1.1 Physical boundaries within the Trust
The findings provided insights about a range of different spaces within the
organisation, from entire buildings to departments within buildings and to
offices within departments.
Some participants perceived that subcultural boundaries coincided with
spatial boundaries (Mannion and Smith, 2018). For example, participant A4
perceived that they had not been involved in the CQC inspection because
they worked in a building occupied by a range of non-clinical departments
(which also illustrates the underlying assumption that the CQC inspections
largely ignored non-clinical services, discussed in section 6.2.5).
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At the department level, some participants perceived that when they came to
work, they would generally stay within their department all day. Participant
B4 perceived that when they went to see patients on wards, ‘we’re kind of
encroaching in their space’. This reveals an underlying assumption that
certain spaces are ‘owned’ by the staff who work in them, which is
reminiscent of Brown et al.’s (2005) finding that psychological ownership is a
direct antecedent of territorial behaviour. It also echoes the findings of the
Winterbourne View report (Department of Health, 2012), where a closed
culture developed on the top floor of the hospital because families and
visitors were not allowed access to that area. Indeed, inpatient wards in this
Trust (and others) are generally locked so that only staff with the relevant
permissions on their key cards can enter freely. Other staff and visitors must
wait to be let in by a member of staff from the ward which, although required
for patient safety, reinforces the psychological ownership of the space.
Another participant (A2) perceived that they had had to ‘sneak around’
because their managers ‘wanted control’ and did not want them going to
certain areas. This exemplifies the control-oriented marking of spaces and
informs one of the main contributions to knowledge brought by this study
(section 8.1). According to Brown et al. (2005), such organisational
territorialism can lead to positive outcomes (in the form of organisational
commitment), but they also acknowledge that there is also potential for
negative outcomes (such as conflict, preoccupation and isolation). Indeed,
Kennedy (2001) warns of the potential consequences of territorial
disagreements on patient care.
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So, territorialism may explain why some participants simply stayed in their
own departments. However, it may also go some way to explain participant
B1’s perception that there was no consistency in compliance with standards
of care across the Trust and why some departments and divisions were rated
good in the first CQC inspection whereas others were rated inadequate. If
each ward or department worked in isolation and if the cultural consensus in
terms of the levels of acceptable performance was limited to within these
subcultural boundaries, as the differentiation perspective would suggest,
then this could explain why there was disparity in performance across the
Trust.
Conversely, NHS porters, cleaners and back room office staff were found to
be unwitting ‘super-spreaders’ of covid-19 within hospitals in the initial peak
of the 2020 pandemic because their roles required them to move throughout
organisational spaces during their day to day business (Gardner, 2020). This
example illustrates how staff in these roles appear to have been ‘forgotten’ in
infection control strategies and is indicative of how certain staff groups can
be excluded from the concept of who NHS workers are. But these staff are a
valuable, yet underutilised, source of information from across Trust sites and
could make significant contribution to improvements if their voices were
heard. For example, staff in these roles could easily identify inconsistencies
in levels of acceptance on the wards or departments because they tend to
travel to many different locations throughout the Trust. This finding forms the
basis of one of the recommendations for policy and practice (section 8.3).
The organisational territoriality hypothesis may also explain the
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preoccupation and conflict that surrounds office space. Previous studies
have focussed on the influence that floor configuration and furniture layouts
in open plan offices have on worker satisfaction and performance (Vischer,
2007). Barclay and York (2001) discuss space and its relation to
organisational culture, power and politics; and Adelman (2009) states that
CEOs in high-performing hospitals build strong relationships of trust and
promote transparent communication by being visible and available to staff.
However, this could apply to any staff with management responsibilities.
Indeed, some participants perceived that managers were more likely to
spend time in offices than other staff. However, there was a range of
opinions on this matter, in which office walls and doors appeared to
symbolise boundaries and the power construct behind them. For example,
participant D5 perceived that nurses were ‘stuck’ in their offices doing
paperwork when they would be better out on the ward, implying that this was
simply what the role of the nurse had become, and they had no choice in the
matter. Other participants perceived that managers needed to be more
visible, and not just when things went wrong, which implies that managers
chose when to be in their office and when to be with their teams. This
hypothesis was reinforced by participant A5, who perceived that one of the
benefits that had come with their promotion to a managerial position was that
they could lock themselves away in an office to get on with their
administrative work. So, to summarise, some participants perceived that
managers were powerless with regardless to where they spent their time,
whereas others perceived that managers could control where they spent
their time, the ambiguity of which is compatible with the fragmentation
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perspective of organisational culture.
Adding another layer of complication, participant C3 had recently had to
move offices several times and perceived that this had been disruptive and
inconducive to their work. Furthermore, at the time of the interviews, they
perceived that four members of staff were sharing a single desk. And
participant A1 perceived that they desperately needed to be provided with an
office as they were constantly interrupted by members of the public in their
current location. 19 Taken together, these perceptions indicate that there was
a lack of space for Trust staff to focus on their work without interruption
whilst, at the same time, there was a desire for managers and senior staff to
be more visible. This is another ambiguous aspect of organisational culture
that informs one of the recommendations for future research (section 8.4).
6.1.1.2 Uncontrollable external factors
The second space related issue to be discussed in this section is the
external environment in which the Trust was located. As mentioned above, it
had been espoused that the Trust had faced ‘a “perfect storm” of operational
pressures’ (AP01), which implies that it had been up against uncontrollable
external forces. For example, the Trust was situated in one of the top 50
most deprived local authorities in England, which participant C3 perceived to
mean that the Trust cared for a much sicker demographic than others. Of
note, some interviewees in Ravaghi’s (2007) study argued that

19

Similar spatial issues were highlighted during the coronavirus pandemic and resulted in
the establishment of ‘wobble rooms’ for staff to take a break and emotionally recuperate
away from the wards (Ford, 2020).
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measurements of organisational performance should include some
consideration of patient characteristics, because they also perceived that the
level of deprivation in the local community had influenced that Trust’s
performance. However, other than the noted ‘capping’ of the maternity
service, it was not clear whether special measures had had any impact on
the services available to the local population.20 Certainly, the demand for
services remained high. This could have been because many people who
live in the most deprived areas, and suffer due to health inequalities
(Mackenbach et al., 2008), have little choice other to attend their local
hospital due to lack of public transport to travel to other NHS hospitals, for
example, and do not have resources to access alternative (private) health
care. This finding also forms the basis of one of the recommendations for
future research (section 8.4).
Some participants perceived that the widely publicised ‘label’ (C6) of special
measures had reduced the confidence of NHS service users and had led to
the Trust being stigmatized by people external to the Trust. So, the label of
special measures had, itself, become a cultural artefact, a finding that
informs one of the main contributions to knowledge brought by this study
(section 8.1). Participant D6, for example, perceived that patients who had
their care at the Trust would potentially be more likely to point out the Trust’s
‘failings’. Indeed, when participating in a survey about the introduction of a
new service, a member of the public commented that ‘[The Trust] is under

‘Capping’ refers to the restriction of the number of births to be delivered by the Trust’s
maternity service.
20
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special measures so there is lack of confidence’ (06PB). Other participants
perceived that people had told them that being in special measures meant
that the Trust didn’t have ‘good doctors’ (C3). This is particularly noteworthy
because it highlights the underlying assumption that being in special
measures is directly related to the quality of the doctors (or clinicians in
general) who worked there and, by omission, not to any of the other
professional groups. Given the perceived clinical focus of the CQC
inspections (discussed in section 6.2.5), this could be a valid point.
However, when it is recognised that many NHS doctors also practice
privately, for example Ian Paterson (James, 2020), it is thought-provoking
that it tends to be NHS Trusts, rather than private practices, that gain bad
reputations. It could be hypothesised that this is because the NHS is largely
funded by general taxation and so it attracts more scrutiny. But, if there is a
perception that private healthcare is superior to the NHS then, given that the
same clinicians generally work in both sectors (Royal College of Surgeons of
England, 2020), then this reinforces the possibility that it is the non-clinical
aspects of private healthcare (such as waiting times) that are deemed
superior, rather than the clinical.
In summary, it is unclear from this study to what extent special measures
impacted the local population and this is a topic that deserves further
research, as recommended in section 8.4 of the conclusion.
So, what puts the ‘special’ in special measures? Or, as participant D6
perceived, was it not very special (and were there not many measures)? If
the operational issues raised by the participants illustrate the uniqueness
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paradox, then it is possible that other factors (that perhaps were unique)
could have contributed to it having been placed into special measures. For
example, it was striking how open and honest the participants were about the
problems they had perceived with the fundamentals of patient care at the
Trust. This candidness could have been a factor that was more unique to this
Trust than others and is discussed in the next section.
6.1.2 Staff awareness of and participation in CQC inspections
The participants’ perceptions of how prepared the Trust had been for the
CQC inspections were presented in the findings (chapter 4). They tell a story
of how, over the course of the three inspections, the Trust learned ‘how’ to
be inspected.
At the time of the first inspection, participant A1 had wanted to do more
preparation than their managers were planning and was subsequently
branded a ‘troublemaker’. Likewise, participant A2 perceived that the service
they were a part of was not sufficiently proactive and was driven to make
their own preparations separately. Furthermore, they stated that they
perceived that ‘it didn’t feel safe’ to store their documentation along with
those of the rest of the service and they ‘didn’t want to be associated with it’.
These are examples of a manager/staff oppositional dichotomy and illustrate
some of the frustrations these participants had about not being listened to by
their managers (discussed in more detail in section 7.2.5). Based on these
perceptions, perhaps it is understandable why some participants had
concluded that the first CQC inspection was an opportunity to have their
voices heard and hoped that this external body would help them.
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Unfortunately, this ‘help’ was not always perceived to have come to fruition.
Participant D6 perceived that some Trust staff had been shocked that the
CQC would be ‘leaving us to put them [the problems] right’ and participant
C3 regretted that they had revealed the issues within their department to the
CQC because they perceived it had only made their life even more difficult.
They perceived that their managers/leaders had not supported them to make
the required improvements and so they had been put under intense pressure
to make the required improvements. If this is considered alongside the
perception that teamwork had been key to improvement (discussed in
section 7.2.1), then this raises the question of whether managers/leaders
were perceived to be a part of teams or whether the perceived oppositional
dichotomies between managers/leaders and other staff means that, as
categories, they were mutually exclusive.
The naïveté of some of the staff perceived by participant D6 in the first
inspection may have been one of the more unique aspects of this Trust that
had ultimately contributed to the resulting inadequate rating and placement in
special measures. Indeed, Pope and Burnes (2013, p.691) state that, ‘The
NHS exhibits too high a level of collective ego defences and protection of its
image and self-esteem’ and the Chief Inspector of Hospitals has been
quoted as saying ‘[a]s long as you have that culture of people trying to hide
things - then we are not going to win this’ (Cumberlege, 2020, p.7).
Unfortunately, this finding indicates that perhaps this Trust had essentially
been punished for being honest about the status quo.
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At the time of the second inspection the Trust was in special measures. It
was communicated to staff that this inspection should be their ‘time to shine’
(01PB). However, participant B1 perceived that the collation of the standard
pre-inspection information had been disorganised and participant C6
perceived that the Trust had been ‘woefully underprepared’ for the new ‘use
of resources’ assessment that now formed part of the inspection process.
The outcome of the second inspection was that Trust’s rating was changed
from inadequate to requires improvement, but it remained in special
measures.
A new Chief Executive came into post between the second and third
inspections, and participants were noticeably less concerned about a lack of
preparation. Although the Trust’s CQC rating did not change following the
third inspection, it was taken out of special measures. Unfortunately, it is not
possible to speculate on whether there was a causal relationship between
these events as there could have been any number of factors at work
(Mumford and Anjum, 2013), including: the new Chief Executive; the timing
of interviews in relation to the third inspection; the fact that participants may
have been more aware of this CQC inspection due to its proximity to their
participation in the study; and/or improvements in the Trust’s
communications and preparations.
The message to Trust staff in advance of the third inspection had been that
managers were equipped to run engagement sessions for their own
departments (15PB) and some participants described team meetings that
had been held. Trust staff had also been instructed to learn the names of all
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the managers and Executives. This instruction led to my epiphany (JM19)
when a colleague from another Trust revealed that, of course, they knew all
their leaders. In their opinion, their leadership team had been stable for a
considerable period whereas, as stated in an Annual Plan (AP01), there had
been a relatively high turnover of senior leaders at the Trust being studied.
This finding reveals my assumption that a high turnover of senior leaders
was normal.21 The theory of permanently failing organisations (Meyer and
Zucker, 1989) might explain the relatively high turnover of senior leaders
(who tended to not originate from the local community) because, in being
less motivated to maintain the failing organisation, they could simply move
on to another. It also hypothesises that the workers’ motivational levels
remain constant regardless of the performance of the organisation (figure 1),
which corresponds with the notion that workers tend to be drawn from the
local community and will remain with it regardless of its performance.
Another powerful insight was that, in preparation for the third inspection,
some participants perceived that they had been instructed to say ‘just all the
good stuff’ (D5), that they ‘must all be positive’ (A1), were told ‘If they turn up,
say this…’ (A3) and to hide ‘stuff we know is wrong’ (C4). In addition,
participant A5 perceived that, to give the impression of being fully staffed,
their department had not been allowed to take annual leave during the
planned inspection week. Participant C4 perceived that patient notes had
been hidden away to declutter the ward, with the consequence that they

21

It also revealed the importance of including some insight as to what was perceived to be
normal in other Trusts at the time.
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could not find the notes they needed to do their job. Not only were these
perceived actions deceitful and potentially harmful to patient care, but it is
also possible that the CQC regulation process and guidance from NHS
Improvement had encouraged such ‘gaming’ behaviours (Mannion and
Braithwaite, 2012), as they appeared to have been learned over the course
of the three inspections.
To summarise this section, the participants’ experiences of the three CQC
inspections have revealed that several oppositional dichotomies existed
within the organisation, the openness and honesty shown by some Trust
staff in the initial CQC inspection might have been that was more unique or
‘special’ to this Trust, and the inspection regime may have had an
(unintended) negative impact on the Trust. These findings inform some of the
main contributions to knowledge itemised in section 8.1.
6.1.3 Organisational culture summed up
Many participants perceived that the organisation’s culture was a contributing
factor to the Trust having been placed in special measures. They perceived it
to have been reactive, centralised, inward-looking, silo-working and
obsessed with money. It was somewhat disturbing to hear the words ‘toxic’
(B5) and ‘a very dark and dire place’ (B1) used to describe an NHS Trust and
to observe the notes suggesting that some staff felt ‘empty and broken’
(figure 25 and 26). Unfortunately, it was all too easy to draw comparisons of
the negative perceptions of this Trust’s organisational culture with the
features of the organisational culture exemplified in the poor performing Trust
studied by Ravaghi (2007) and those exposed in the Mid Staffordshire
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Inquiry (Francis, 2013). This reinforces the possibility that the Trust in this
study may not have been in a unique situation.
The notes (figures 25 and 26), promotional stands (figure 27) and banners
(figure 28) were all visible symbols of the organisational culture (cultural
artefacts). Whereas, the tagline some participants used to describe the
organisational culture (the [Trust] way) illustrated all three levels of Schein’s
(1990) model of organisational culture. It was ingrained in the language
within the Trust (and beyond (JM03 and A1)) and as such, was a cultural
artefact. When the Chief Executive banned the use of the tagline, this
demonstrated an espoused value, especially given that Trust staff continued
to use the term regardless. And the underlying assumptions associated with
the tagline were that it signified incompetence and that staff not following ‘the
[Trust] way’ could lose their job.
The use of the term ‘way’ in the tagline is reminiscent of Deal and Kennedy’s
(1982, p.4) definition of organisational culture as ‘the way we do things
around here’, which participant C6 had quoted as their understanding of
organisational culture. It is another indication that participants felt that the
Trust’s organisational culture was unique. Other Trusts have referred to their
‘way’, which illustrates how such a tagline can be interpreted both positively
(Barking, Havering and Redbridge University Hospitals, 2017 and MacLeod
and Clarke, 2009) and negatively (as in the case of the Trust in this study).
As captured in autoethnographical vignette JM03, the Chief Executive did
state that the tagline ‘had been used as an excuse for poor performance,
poor behaviours and poor culture’. Indeed, Martin et al. (1983) posit that
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when a story is interpreted as a failure (e.g. this is why we’re in special
measures), the responsibility for that failure is attributed to general factors
within the organisation, rather than the individuals themselves or external
factors. However, when the story is interpreted as a success (e.g. this is how
we improved our Trust), responsibility for that success is attributed to the
individuals and factors internal to the organisation. So, organisational stories
provide can comfort for the story tellers by reducing feelings of cognitive
dissonance, along with self-enhancing attributions for both successes and
failures. This suggests that Trust staff could have used the story that culture
was partly responsible for the Trust being in special measures for comfort
and to avoid focussing on factors relating to themselves (or external to the
Trust).
As mentioned above, there are examples of other Trusts that have been
perceived to have had poor organisational cultures. It is significant that staff
at the Heart of England Foundation NHS Trust stated in the inquiry into Ian
Paterson that there was nothing unique about the culture that had essentially
permitted his abhorrent behaviour (James, 2020, pp.218). It would be worth
considering who was interviewed as part of the inquiry to understand these
statements in more depth. If they were NHS staff in senior clinical or
managerial roles, then perhaps they had been able to provide their insights
on this Trust in comparison to the organisational cultures they had
experienced across the NHS. Doctors are routinely placed at several
different hospitals as part of their training and career pathway and (as
mentioned in section 6.1.2) many senior managers will have worked at a
range of different organisations. In contrast, lower banded staff, such as
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those who participated in this study, do not tend to move around so much
and therefore perhaps would not have such an awareness of organisational
culture within other NHS organisations. However, this hypothesis could be an
oversimplification of a complex situation, as illustrated by participant B1’s
perception that this was not ‘the only NHS organisation in difficulties’, and it
is beyond the scope of this research to resolve.
To summarise this section, participants perceived that a range of unique
issues had resulted in this Trust being placed in special measures. However,
when these were analysed in more depth, it became apparent that they were
not completely unique to this Trust. Perhaps a more appropriate conclusion,
which echoes the nexus solution to the uniqueness paradox (Martin, 1992),
would be to suggest that a small part of an organisation’s culture could be
unique, a larger part was falsely perceived to be unique, and the majority
was not unique at all.
The next section discusses the participants’ perceptions of the Trust’s
organisational culture in more detail.
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6.2 Participants’ perceptions of problematic organisational values and
assumptions

This section discusses the stories participants told about the issues they
perceived within the organisation’s culture (theme 3) under the five subthemes listed above. They largely demonstrate the espoused organisational
values and underlying assumptions participants perceived to have been
demonstrated in their lived experience at the Trust (Schein, 1990). While
these stories may have been intended to illustrate the uniqueness of the
culture within this Trust, the discussion demonstrates that previous studies
and/or reports have revealed similar cultural stories within other NHS
organisations.
6.2.1 Problematic relationships between many subcultures
Contributors to the inquiry into children’s heart surgery at the Bristol Royal
Infirmary referred to ‘tribes’ and ‘tribalism’ when referring to the cultures of
nursing, medicine and management (Kennedy, 2001, p.266). Kennedy states
that if/when tribes fall out (or there are territorial disputes), then there is an
associated risk to the quality and safety of patient care. As described in
chapter 1, the differentiation perspective uses oppositional thinking to define
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subcultural differences (Martin, 1992). 22 The wide range of oppositional
dichotomies perceived by the participants in this study are discussed next.
6.2.1.1 Relations between acute and community services
This research was undertaken in an integrated/combined acute and
community Trust. Some participants (who held roles within community
services) perceived that there was an oppositional dichotomy between the
acute and community services. Participant A1 perceived that this had been
evident before the integration of the separate acute and community
organisations and had continued for almost ten years (at the time of the
interviews). This dichotomy was epitomised by the term that some
community staff used to identify acute staff, ‘[hospital]-ite’ (a cultural artefact
that had become ingrained in the language of the organisation).
Participants perceived community staff to be the less powerful of the
dichotomy. Participant A2 perceived that the acute services did not
understand what the community services did and that their work was not
valued. While participant A1 perceived that the acute services tended to be
the focus of attention and community budgets had been redirected to fund
them.
However, some participants also went on to express that, although perceived
as less powerful, community services generally performed better than the
acute. This claim was borne out by the outstanding CQC rating that the

22

The participants who perceived issues in the relationships discussed in this section all
perceived themselves to be in the less powerful role in the relevant oppositional dichotomy.
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community services achieved in the second inspection. A member of the
Trust Board subsequently asked the Executive Directors how the
achievements of the community services were being used to assist lesserrated services and stated that the community services needed to be
‘b[r]ought more to the fore’ (11PB). This implies that they also perceived the
community services to have been overshadowed by acute services.
The Trust appeared to respond to a degree, in that the monthly Chief Exec’s
Brief began to be delivered in both acute and community settings, and the
Chief Executive stated that ‘We are a community Trust with an acute hospital
within it’ at a Trust conference. But some participants were not convinced
that enough was being done to ensure that acute and community services
would ‘work as one’ (D4). So, it appears that the assumption that acute
services were more powerful than community services remained deeply
ingrained in the organisational culture.
When asked about the organisational culture within the Trust, participant
D6’s perception was that it was like a ‘fortress’ and quite inward looking.
Indeed, a King’s Fund report describes the fortress mentality as being ‘the
logical response in the current NHS environment’ but recommended a move
from fortresses to systems (Ham and Alderwick, 2015, p.6). Contemporary
NHS guidance is to bring many organisations together within Integrated Care
System (ICS) NHS bodies and ICS Health and Care Partnerships (UK
Government, 2021). This move towards ‘place-based’ healthcare (NHS
England, 2020c) will entail considerable change, both in practical terms and
with regards to organisational culture. Since the time the data was collected
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for this study, an Integrated Care Partnership (ICP) has been established for
the area. However, when the list of organisations included the ICP are listed
in publicly available documents, the mental health and social care
organisations generally appear at the bottom of the list. The fact that the
acute/community Trust is the host (or contractual lead) for the ICP indicates
where the power continues to lie, reinforces the assumed hierarchy and may
forewarn of difficulties for social and mental health services ahead. This
finding is flagged in the recommendations for policy and practice (section
8.3).
6.2.1.2 Relations between clinical and non-clinical services
Another oppositional dichotomy identified was that between clinicians and
non-clinicians. Many non-clinical participants perceived that they had been
marginalised and poorly treated, and that their work (largely administrative)
was less valued than that of their clinical colleagues. It should be noted,
however, that the impact of poor administrative processes can be farreaching; from patients being lost to follow up (Rice et al., 2011 and Wray et
al., 2013) to serious incidents involving missing clinical notes (Burnett et al.,
2011). Furthermore, it is only possible to produce accurate data analysis and
statistics (such as the proportion of deaths by ethnicity throughout the Covid19 pandemic) if the relevant data is collected and processed through digital
administration systems.
A report on leadership and management in the NHS states that ‘[w]ithout
leadership there can be no effective management – because the
organisation will not know what it is meant to be doing – and without good
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administration management can be rendered ineffective. The three are
interdependent’ (King’s Fund, 2011, p.1). At odds with this statement, the
report also suggested that, in response to the demands of regulators and
performance managers, the NHS may have become over-administrated. It is
possible that this report had had an impact on the Trust. Participant D1, for
example, perceived that numbers of administrative staff had been
significantly reduced to make savings throughout times of austerity, but the
clinical staff who had taken on the administrative tasks were on a higher AfC
banding and so the administration costs would be higher in the long term.
Both matters support the recommendation that the CQC inspection regime
should be more inclusive of non-clinical services (section 8.3). The
perceptions of the non-clinical participants are discussed in more depth in
section 6.2.5 below.
6.2.1.3 Relations between doctors and nurses
As discussed in appendix F, Ziari et al. (2019) acknowledged the existence
of the role-based subcultures of doctors and nurses. Indeed, participant B6
perceived doctors to have blamed nurses when an IT system did not work
and participant C3 perceived that a doctor had been ‘a bit upset about the
fact that I told them they needed the consultant’ to support them with a very
sick patient. In addition, an improvement programme that required nurses to
record the ‘actual’ start and end times of clinics (to be compared to planned
start and end times) was perceived to have added to the interprofessional
distrust between doctors and nurses. Participant B6 stated, ‘we’re dobbing
them in, basically’. Previous research into doctor/nurse relationships
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identified that unequal power relations and interprofessional distrust
contribute to conflict between nurses and doctors (Aberese-Ako, 2015). It
has also been found that interprofessional trust can be improved by
establishing codes of conduct or professionalism (Capitulo, 2009) and
through the development of professional identity (Pullon, 2008).
Coincidentally, the Trust had recently included ‘professionalism’ in its new
set of Trust values (which are discussed in more detail in section 7.2.3) but it
was not within the scope of this study to determine whether this had any
impact on the doctor/nurse oppositional dichotomy.
Uniforms are key examples of cultural artefacts (Craik, 2003). NHS nurse
uniforms, in particular, have come to symbolise super-hero status, as
depicted in artwork produced during the Covid-19 pandemic (Morris, 2020).
Participant D4 perceived that the Director of Nursing had recently led a
symbolic change to nurses’ uniforms, which was perhaps reminiscent of a
military leader preparing their troops for battle: ‘I think the idea is there to
make us united and make us stand together as a, a team of professionals’
(D4). If this was the case, then we should consider who the perceived enemy
had been. This is thought-provoking, especially given participant C3’s
perception that ‘they have sifted a lot of stuff from a, from a nursing
perspective, but personally I still think it’s lagging behind massively from
doctors’’. So, although the uniform changes may have united the nursing
subculture, they might also have reinforced oppositional dichotomies (as the
different school uniforms had for the children on the school bus (appendix
A)). Uniforms are discussed again in section 6.2.5.
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These findings inform one of the study’s main contributions to knowledge
(section 8.1) and a recommendation for future research (section 8.4).
6.2.1.4 Relations between managers/leaders and staff
As found in the Independent Report on matters relating to Jimmy Savile
(Lampard and Marsden, 2015), many participants perceived a disconnection
between themselves and their managers. Participant C2 felt that their
manager only cared about performance figures and if they had not achieved
targets then they felt as if they were ‘beaten up with a wooden stick’.
Participant B1 perceived that often changes were made simply to achieve a
performance target without consideration that such changes would have a
‘knock-on effect somewhere else’ (B1). The Francis Reports on Mid
Staffordshire NHS Foundation Trust (Francis, 2010a, 2010b and 2013) also
found there was a top-down overriding focus on targets and performance. In
another example, participant A3’s manager would not complete their
Personal Development Review (PDR) because they did not work the same
shifts. These perceptions illustrate the power dynamic in this oppositional
dichotomy (managers/staff) and, since these were tame problems that
managers should have been able to resolve easily (Grint, 2008), the
implication is that the issue was a lack of management skills. This hypothesis
is reinforced by participant B5’s perception that some managers had been
promoted to manager because they had been good at what they used to do,
rather than because they would be able to tackle managerial problems.
Ravaghi (2007) also reported that NHS managers lacked basic management
skills, so this may be another trait shared by poor performing NHS Trusts.
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This Trust was placed in special measures because in the initial CQC
inspection it was rated inadequate in the well-led key question and two other
key questions. Many participants perceived that the leadership from Trust
Executives, the Trust Board and other senior leaders had been poor and
several perceived an oppositional dichotomy between senior leaders and
other Trust staff. I had an epiphany (JM02) about the relationship between
senior leaders and staff when I perceived that two of the Trust’s senior
leaders had socially distanced themselves from other staff by discussing
their flying lessons in front of a packed lecture theatre. This illustrated both
the power dynamic in the oppositional dichotomy and the underlying
assumption that senior leaders would lead different lifestyles from other Trust
staff.
Other participants perceived that leadership was dictatorial, with the
underlying assumption that staff would have no choice about, or input into,
decisions concerning their own actions (as illustrated in autoethnographic
vignette JM01). Some participants perceived that they had had to agree with
or do things they did not agree with. For example, participant C1 described
how their manager had instructed their team to sit in a different configuration,
which the team found detrimental to their sharing and discussion of
knowledge. While participant D5 described how they had had to open extra
bays on their ward even though they had told the manager they did not have
enough staff to care for additional patients. Participant C6 summarised that
the leadership style had been, ‘Do it or else!’.
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The differentiation perspective suggests that pressure to conform with certain
expectations can result in people acting out roles which they are not
necessarily comfortable in, just to be accepted. As discussed in section
6.1.2, such perceptions of having to do things they did not necessarily agree
with were also apparent in the participants’ perceptions of the Trust’s
preparations for the third CQC inspection. Participant (D5) seemed to go
along with what they had been told, possibly having been more prepared to
act out a role than face the consequences of not doing what their manager
had instructed. Similarly, participant B6 was troubled because they perceived
that they were ‘becoming’ another person, who they did not respect.
However, two participants stated that they had disagreed with an instruction
they had been given because they perceived it was ‘wrong’ (A1) and ‘it
should be what I know…’ (A3).
Several participants had strong perceptions of how the Trust’s leaders
should not behave. As explained in chapter 1, managers should be able to
tackle tame problems themselves, while leaders should engage the collective
in addressing wicked problems. So, when participant A1 perceived that
managers should not be asking their opinion on what to do, it was likely that
they perceived that the problems being referred to had been tame. Whereas,
while participant B6 perceived that Trust leaders had engaged them (the
collective) in ‘the groundwork’ in addressing a particular wicked problem,
they perceived that they had also taken the credit for the collective’s
success, which was not a good outcome either.
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Participant C6 felt that both managers and leaders referred most decisions
upward, which indicates that they had not felt empowered to instigate
solutions to tame problems or to engage the collective to address wicked
problems. This finding is reinforced by participant D6’s perception that the
Trust had a very centralised culture.
In conclusion, these findings suggest that the Trust had not invested in, or
had not incentivised managers to prioritise, leadership and management
training and, as recommended in section 8.3, is an area in which the Trust
could improve. This finding informs one of the main contributions to
knowledge brought by this study (section 8.1).
6.2.1.5 Relations between Human Resources and managers
Some of the participants (whose roles included line management
responsibilities) perceived an oppositional dichotomy between the Human
Resources (HR) department and themselves as managers. They felt that
when they turned to HR for support, they were unable to get the answers
they needed, and that there were training and staffing issues. This is of
particular concern because West et al. (2002 and 2006) identified strong
associations between HR practices and patient mortality.
Givan (2005) examined HR managers responses to the star ratings system
and found that the ratings did little to evaluate or drive HR performance in
hospitals at the time.23 Indeed, all three of the Trust’s CQC inspection reports

23

The star ratings were the predecessor to the CQC ratings system in place at the time of
data collection for this study.
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commented on HR issues such as the Trust’s poor mandatory training
statistics, availability of non-mandatory training and staffing levels. So,
inextricably linked to the perceptions that managers did not know how to
manage, and that non-clinical staff were under-valued, the perceived lack of
HR support could have been another contributing factor to the Trust’s poor
performance.
6.2.2 The avoidance of uncomfortable issues
Participant D6 perceived that this Trust had not been ‘so comfortable at
looking at what’s not so good’. Some participants perceived decisions
relating to difficult (or wicked) problems to have been ‘put off’ (C3) and since
decisions had not made, then they found themselves having to hide the
issues from the CQC (section 6.1.2). The literature suggests that such
behaviour was not unique to this Trust. Indeed, this type of behaviour was
characteristic of the ‘culture of denial’ that was perceived in another failing
NHS Trust (Ravaghi, 2007, p.192) and reminiscent of the ‘resistance to
‘knowing’’ that Pope (2019) found across a range of NHS clinicians and
managers. The inquiry into Ian Paterson also described problems with the
‘culture of avoidance and denial’ and demonstrated the ‘wilful blindness’ in
the healthcare system (James, 2020, pp.1-2). In addition, the Independent
Medicines and Medical Devices Safety Review refers to a ‘culture of denial’
and states that ‘[t]his culture has to change, starting at ground level while
being encouraged and supported from the top’ (Cumberledge, 2020, p.31
and p.7). As stated by Grint (2008, p.12), ‘while we often turn a collective
blind eye to such issues, we cannot avoid making a decision at some point’.
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West et al. (2017, p.7) state, ‘When leaders pay attention to accounts of
difficulties, challenges and problems, they can then be explored in depth’.
Pope and Burnes (2013) concluded that organisations need to listen and
learn from their employees and West et al. (2017) suggest that if
organisational leaders listen to staff then this could be the first step towards
innovation in healthcare. And finally, of particular note, Adelman (2009)
found that leaders in high-performing hospitals proactively looked for bad
news from their staff to create a cultural focus on continuous improvement.
While some participants in this study perceived that organisational leaders
simply did not listen to staff when they raised issues or concerns, others
perceived that there were bidirectional blockages in communications
between staff, managers and senior leaders. Some participants perceived
communications up the hierarchy to have been intentionally blocked by
middle managers, which raises the question as to why managers would not
communicate the ‘truth’ up the organisational hierarchy. One possibility is
that the perceived ‘fear of speaking up’ extended to managers. However,
Morrison and Milliken (2000) suggest that managers also fear negative
feedback from subordinates. So, it could be that some managers had felt
caught in the middle and, perhaps, paralysed with fear. A potential
consequence of this behaviour is that leaders may make important decisions
using inaccurate information Adelman (2009). So, it is possible that, as
posited by the Institute of Medicine (2004), the perceived lack of critical
upward feedback could not only have contributed to this Trust being placed
in special measures but could also have had adverse effects on patient care
and health outcomes. Training to increase NHS managers’ confidence in
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relaying negative feedback to senior leaders and to ensure that NHS leaders
encourage reporting of ‘bad news’ could improve this situation, as
recommended in section 8.3.
As referred to above, several participants perceived a fear of speaking up.
Pope and Burnes (2013, p.685) state that ‘Employees know the truth about
problems, but they “...dare not speak that truth to their superiors”’. They also
suggest that not being able to speak up to managers contributes to feelings
of not being valued and that denial of voice is a form of bullying (discussed in
section 6.2.3). Although the fear of speaking up is not constrained to the
NHS (Milliken et al., 2003), it was highlighted as a major issue in the
‘Freedom to Speak Up’ report (Francis, 2015).
The perceived fear of speaking up within this Trust may explain why there
was also a perceived reluctance to admit to mistakes. However, this could
also have been related to staff feeling pressure to conform. The integrative
perspective of organisational culture explains that conformation is a valid
mechanism to prevent conflicts of interest that might otherwise paralyse an
organisation (Martin, 1992). The counter argument to this is that any
conformation that results in a fear of speaking up when things go wrong is
itself a form of organisation paralysis. Participant A2 had, for example,
perceived that their fear of speaking up had ‘paralysed’ their actions in the
past. They had also felt that they could not speak openly in a meeting with
the CQC due to their service lead having been present, which resulted in
them talking to an inspector in the corridor afterwards. As discussed in
section 6.1.2, this participant perceived their interaction with the CQC to
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have been an opportunity to express their opinions to a third party without
fear of repercussion. So, it appears that the CQC inspection regime provided
a forum for some staff to speak up about the Trust’s problems in a relatively
safe environment and, as such, it could be hypothesised that the process
could have been a positive contribution to their health and well-being (this
hypothesis informs section 8.1.3 of the concluding chapter).
The notes that suggested staff had resorted to leaving anonymous cries for
help in semi-public areas (figures 25 and 26), the observation that some
Trust staff were reluctant to participate in the NHS Staff Survey for fear that
their responses may be identifiable, and participant C3’s admission that they
had been wary about contributing to this research study because they
perceived that what they could say and do had been ‘on lockdown’ are also
illustrative of the fear of speaking up at this Trust at the time. These
examples resonate with how some NHS staff had been reluctant to give
evidence in the Paterson Inquiry because they had seen colleagues either
‘get nowhere’ by doing so or ‘finding themselves under investigation’ (James,
2020, p.2). Pope and Burnes (2013) have called for the silence around
negative behaviour in the NHS to be broken, which reinforces the
observation of how courageous participants have been in speaking up as
part of this study.24

24

Participant C4 provided a notable exception to the perceived fear of speaking up in that,
when asked why they had participated in the study, they explained that when given an
opportunity to speak up, they liked to take it.
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The autoethnographical vignette JM01 reveals a powerful epiphany I had
about my own fear of speaking up. On reflection, I believe that in that
moment I experienced a transition from ‘fearful observer’ to ‘nervous
contributor’, which led to my emancipation as a member of the organisation
who now understands that their opinion deserves to be heard. This selfobservation reveals how, even in its early stages, this research empowered
me to challenge organisational leaders. Although Kellerman (2008) suggests
that the use of the term empowerment is simply a way of manipulating
followers to believe that their relationship to leaders will change, I believe
that this moment supports the argument for mandatory training to instil all
NHS staff with the confidence to speak up and contribute to Trust-wide
discussions, as recommended in section 8.3. Unless leaders engage with the
reality of others, little will be achieved by encouraging staff to speak up. So, it
is imperative that we ensure that NHS leaders want to listen (Reitz and
Higgins, 2020). As Edmondson (2019, p.xv) states, ‘The fearless
organization is one in which interpersonal fear is minimised so that team and
organizational performance can be maximised in a knowledge intensive
world.’
In conclusion, since fear of speaking up appears to pervade the NHS (Rose
and Garside, 2020), then this is another example of how the organisational
culture of this Trust was not unique.
6.2.3 The allowance of bullies to persist
Bullying and incivility are destructive forces with negative consequences
(Felblinger, 2009). Incivility is defined as a (low intensity) lack of regard for
311

others (Pearson et al., 2001). Bullying goes beyond incivility, the main
differences being that it is a long-term, repetitive behaviour (Felblinger,
2009). Although Unison (2013, p.4) define bullying as ‘persistent offensive,
intimidating, humiliating behaviour, which attempts to undermine an
individual or group of employees’, there is no consensus on the definition of
bullying in the literature (Einarsen, 1999, Kivimäki et al., 2000, Carter et al.,
2013 and NHS, 2019c) so, from the fragmentation perspective of
organisational culture, the existence of multiple interpretations of behaviours
that are bullying are likely to have caused organisation-wide confusion. The
Public Trust Board papers (22PB) suggest that, due to ambiguity around the
definition of bullying, the Board was concerned that bullying was either overor underreported within the Trust. The participants’ perception of the general
fear of speaking up would suggest that bullying had been underreported, but
the Board’s perception might have been otherwise. As Einarsen (1999, p.23)
states, ‘[t]he organisational tolerance of bullying is communicated by those
sanctions, or rather lack of sanctions, enacted towards people violating
informal norms and values, and the existence and enactment of
organisational policies against bullying’. So, if the Board remained unclear as
to what constituted bullying and whether it was being reported accurately,
then it is questionable as to how organisational policies could have been
consistently enacted and this could be a factor in understanding how (and
why) a bullying culture could have prevailed.
Ambiguity about the concerns around bullying at Board level is not unique to
this Trust, as evidenced by the findings published in a CQC report for
another Trust. In this example, the CQC had identified a ‘culture of bullying’
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but stated that, ‘During an interview with a member of the executive team we
were told the board were not aware of bullying concerns (CQC, 2021d, p.11).
Similarly, in some of the earlier Public Trust Board papers (02PB) it was
noted that some comments captured during the second CQC inspection had
alluded to bullying. However, a Non-Executive Director, who perceived that
they had expressed their ‘deep concern’ about this during that Public Trust
Board meeting, challenged the Trust in the next meeting, because they
perceived their comments had not been captured accurately (03PB). So, it
appears that, at that time, the Trust may have found it difficult to
acknowledge the issue of bullying. This is another illustration of the Trust not
being ‘so comfortable at looking at what’s not so good’ (D6). However,
extracts from subsequent Public Trust Board papers suggest that this may
have improved. For example, the Trust’s Freedom to Speak Up Guardians
presented a report to the Trust Board (18PB) in which it was summarised
that most of the reported patient safety concerns contained an element of
bullying and harassment. Unfortunately, it was not possible to ascertain
whether this feedback led to any definitive action.
The experiences I perceived to have been bullying behaviour
(autoethnographical vignettes JM16 and JM24) were individual examples of
such behaviour, and therefore may be considered examples of incivility
rather than bullying. However, these experiences reflected the general
behaviour exemplified by these individuals towards other staff at the time of
data collection and, as such, I am satisfied that they were examples of
bullying in the context of this study. Since capturing autoethnographic
vignette JM24, I have reflected on the contrast between the anxiety I had felt
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during (and immediately after) the aggressive telephone call and subsequent
polite discussion with the person who was sent over. I am not sure what the
perceived bully had achieved, other than to make me (and possibly the other
person) feel anxious and uncomfortable. My conclusion is that the perceived
bully had felt empowered by behaving like this, which may also explain why
the call had been cut short when I challenged them to provide more
information. I perceived this to be an example of predatory bullying
(Einarsen, 1999). I had done nothing provocative that might have reasonably
justified such behaviour, so that individual’s behaviour could have been an
attempt to demonstrate their power and/or to enforce my compliance.
Some participants perceived that the culture of bullying had been ‘allowed’
(A3). Indeed, predatory bullying is partially caused by ‘an organisational
culture tolerant to bullying and harassment’ (Einarsen, 1999, p.23). On
further reflection of this experience (JM24), and that recorded in JM16, I
have regretted that I did not challenge the perceived bullies more directly and
that I, myself, had allowed the individuals to behave in such a way. Since I
believe that I would now be more confident in challenging these
unacceptable behaviours if I experienced them again, this could be another
example of how this research inspired self-emancipation (this is reflected
upon further in section 8.2.5).
As reported by Kivimäki et al. (2000), bullying is associated with staff
sickness rates. When compared to other Trusts, at the time of data collection
the staff sickness rate of the Trust in this study was poor (NHS Digital, 2020).
Again, this does not confirm a direct causal relationship between bullying and
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poor sickness rate at this Trust (Mumford and Anjum, 2013), but is,
nonetheless, worth acknowledgement. The Francis Report (2015) described
an underlying culture of bullying and harassment throughout the NHS and
warned that bullying was not only a concern for NHS staff wellbeing but was
also thought to impact on patient care. These concerns were supported by
the findings of the Paterson Inquiry, in which staff stated that the culture of
bullying within the Trust had prevented them from challenging Paterson’s
behaviour (James, 2020, pp. 218). So, in summary, it appeared that
participants’ perceptions of bullying was another example of something that
was not unique to this Trust.
6.2.4 The undervaluation of diversity
It is important to recognise the benefits and challenges that come with
diversity in the workplace (Green et al., 2002). McLaurin (2008, p.49)
encourages organisational leaders to capitalise on the ‘powerful pool of
talents and skills that come with diversity’ and Blom (2018, p.9) explains that
leaders should ‘recognise and harness the power vested in individuals’. The
Chief Executive of this Trust acknowledged that more needed to be done
with regards to equality and diversity (11PB) and, coincidently, the Trust
published its Equality, Diversity and Inclusion Strategy (20PB) in the same
month the interviews for this study commenced.
Some participants told stories about incidents in which they perceived that
their ethnicity, gender, part-time status or out of hours status had been used
by other members of the Trust to make them feel unvalued. Unfortunately,
examples of discrimination are common across NHS organisations (West et
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al., 2015). For example, Black, Asian and Minority Ethnic (BAME) staff have
reported some of the poorest workplace experiences (NHS, 2019b). West et
al. (2015) have outlined the impact that discrimination against NHS staff from
a wide range of different demographic and work backgrounds can have,
including: damage to the health and well-being of staff; negative impact on
organisational performance; poor social integration; poor work group
performance; lack of innovation; negative impact on patient care; and the
simple moral unjustness of discrimination. Kline (2014) found that there was
a significant gap between both the diversity and the proportion of women in
the leadership/senior management of NHS organisations and their workforce
and the local populations they served. Branine (2003) found that job-sharers
in the NHS did not feel as valued or receive as full and proper training as fulltime colleagues. Neither were they informed of events that happened in their
absence. So, unfortunately, the participants’ perceptions of how diversity had
been discriminated against at this Trust were also not unique.
Some participants told stories about ‘problems’ they had had with other
groups of staff, which illustrates the ongoing requirement for increased
diversity awareness. Given the many different demographic and work-based
sources of diversity the participants raised, then the unity of the integration
perspective and the clear-cut differences of the differentiation perspective
means that these lenses are too simple to discuss this theme. The
fragmentation perspective, however, enables consideration of the
multiplicities and complexity of the socially constructed reality of life in the
Trust and suggests that we should pay ‘attention to absence as well as
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presence’ to hear the ‘silenced voices of demographic minorities’ (Martin,
1992, pp.141).
The first ‘problem’ to be considered is participant A2’s perception that women
happy at work are ‘talking generally about their work’, whereas women
unhappy at work talk ‘about people, about negative culture’. While the
differentiation approach might consider what men talk about at work, the
fragmentation lens allows us to consider the probability that all employees,
happy or unhappy at work, talk about a wide range of subjects and issues.
Indeed, Waddington and Fletcher (2005) found that when nurses gossiped,
they expressed concern, frustration and/or annoyance and felt concern,
stress relief and/or guilt. The topics gossiped about included other people,
issues that were affecting them at the time, relationships and
attitudes/behaviour that deviated from the norm. They concluded that gossip
may provide short-term stress relief. However, it can also reinforce the
‘stress trap of professionalism’ (Fineman, 2003, p.139) that can hide the
issues organisations need to address. This raises the question as to whether
organisations could improve by openly discussing the topics that are usually
gossiped about, rather than ‘sweeping them under the carpet’ (A1).
Moving on to participant A4’s perception that, for health and safety reasons,
‘Sikh ladies’ who worked at the Trust should not wear the kirpan (an article of
Sikh faith) in clinical areas for health and safety reasons. The differentiation
approach might consider whether this means that Sikh men should also not
wear the kirpan. The fragmentation perspective, however, enables the
discussion of whether NHS staff, regardless of gender, should wear articles
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of faith from any religion whilst in clinical areas. The guidance to inform
uniform and workwear policies was updated in 2010 to include key equality
and diversity measures (NHS England, 2020b) and NHS employers are
advised to conduct an equality impact analysis when considering a uniform
or dress code and to be sensitive in the approach to their enforcement of a
code (NHS Employers, 2020). Nevertheless, as asserted by Martin (1992),
the removal or hiding of articles of faith, even if for legitimate reasons,
requires staff to compromise part of their personal identity and demonstrates
the fragmented identity experienced by all.
The final example to be explored is participant A1’s perception that younger
staff could not be successful HR managers because they would not have
‘started at the bottom’ and ‘walked the walk’. The differentiation perspective
might consider whether older staff are more successful HR managers than
younger staff. However, a fragmentation lens allows us to consider whether
managers in all areas should have ‘started at the bottom’ or indeed, whether
HR managers tend to favour workers of a similar age to themselves, which
might influence other staff members’ perceptions of their effectiveness
(Principi et al., 2015). Indeed, older staff are leaving the NHS, in part due to
the lack of recognition of the value they bring (Meadows, 2002 and Watson
et al., 2003). Therefore, it is remarkable that Principi et al. (2015) found that
larger organisations show a greater appreciation of older workers. These
contrasting findings may be explained by the differences between the range
of Italian organisations Principi et al. researched and NHS organisations or,
indeed, UK organisations in general.
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In summary, Trust staff felt undervalued across a range of demographic and
work-based characteristics and the fragmentation perspective of
organisational culture supports wider discussion of this matter. The next
section explores the perceptions of non-clinical staff, which is one of the staff
groups underrepresented in the existing literature.
6.2.5 The subordination of non-clinical staff
As identified in the literature review, Olson et al. (2011) found that
administration staff were a critical component in determining organisational
culture. Most of the participants interviewed for this study self-identified as
non-clinical (n=15, 62.5%). Disturbingly, several of them described
themselves as inferior to other staff: participant A4 described their service as
‘the lowest of the low’ and participant D3 called their department a
‘background department’. These findings inform one of the main
contributions to knowledge (section 8.1).
It is concerning that these participants may have formed these perceptions in
response to treatment they had had to accept in the organisation. Indeed,
Martin (1992) suggests that individuals may find themselves under pressure
to conform to the expected behaviour of a subculture even if it goes against
their personal ideological beliefs, but especially if they are the least powerful
in any given scenario. So, these participants may have accepted their
subordination based on unconscious distortion. Such distortion occurs when
the dominant culture silences dissent, which makes it difficult for the less
powerful subculture to imagine an alternative scenario. This process has
been defined as cultural conformity or a culture of control, amongst others
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(Rice, 2004). Indeed, in the Public Trust Board papers (12PB) a member of
staff was described attempting to raise their service’s staffs’ feelings of being
under pressure and undervalued within the Trust to the Board. From the
minutes, it appeared that their concerns were brushed aside. This could
simply be another example of the Trust not being ‘so comfortable at looking
at what’s not so good’ (D6) at that point of time. But this individual had had
the courage to speak up on behalf of their service and, in the words of
another participant, ‘…to speak up is, is hard. You, you have to stand alone’
(A3). So, to have been seemingly brushed aside by (arguably) the most
powerful subculture in the Trust (the Trust Board), could only have reinforced
their perception that their service was undervalued by the Trust.
In another example, participant A3 perceived that staff from their department
showed a lack of care about their work because ‘no-one cares anyway, we
can do what we want’. Through the fragmentation lens, the self is
conceptualised to be fragmented by a variety of nested identities, external
influences and levels of consciousness (Martin, 1992). So, this participant
could have perceived that their service was not valued by the Trust because
they were non-clinical and because they were not Monday to Friday workers.
A ‘rosy’ view of the ambiguity of their roles would emphasise that they had
the freedom to do what they wanted. However, the ‘not so rosy’ concern
would be that role ambiguity is a primary cause of stress at work, which can
ultimately cause occupational ill health and disease (Michie, 2002). As
mentioned above, the Trust was a poor performer for staff sickness (NHS
Digital, 2020), so perhaps role ambiguity across the Trust had compounded
this aspect of the Trust’s performance.
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Non-clinical participants’ perceptions of not being valued were also
reinforced by members of the public. For example, participant C4 had been
told that they were ‘one of those money wasters’ and the NHS ‘could have
another doctor if they didn’t have you’. Considering how NHS staff were held
up as heroes throughout the Covid-19 pandemic (Morris, 2020), it is worth
reflecting on this theme further. For example, while the Rankin photographs
included in the NHS People Plan (NHS England, 2020a, pp.4) featured NHS
staff from both clinical and non-clinical roles, all of them wore either a clinical
uniform, a stethoscope and/or an NHS lanyard round their neck. The NHS
lanyard appeared to have been worn by non-clinical staff to confirm that they
were NHS employees, which was perhaps not that surprising. But it is
striking how the positioning of the lanyard around the neck is also symbolic
of the stethoscope typically worn round the neck by doctors. It is as if, to be
identifiable as legitimate NHS staff, and therefore equally valued, non-clinical
staff needed to be wearing something reminiscent of the clinical aspect.
Finally, as mentioned in sections 6.1.1.1 and 6.2.1.2, many of the non-clinical
participants perceived that they had not been involved in any of the three
inspections. Participant B1 stated that in preparation for the initial CQC
inspection, ‘there was a massive clinical focus’ and ‘it felt as if we were like
detached from it’. This reinforces the underlying assumption that CQC
inspections were of clinical departments only and that non-clinical staff need
not prepare or be involved at all. Nonetheless, the initial CQC inspection
report (that resulted in the Trust being placed in special measures) contained
several key non-clinical concerns. These ranged from non-completion of
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mandatory training to non-compliance with fire-safety precautions and issues
related to filing of patient notes.
Another (non-clinical) participant (D3) perceived that they had hoped the
CQC would inspect their department in the third inspection because, ‘this
department really does need, is anything behind it that […] forces some
change and investment into it […] and make the staff think, ‘Actually, we are
important’’. So, despite the Trust’s efforts to improve the organisational
culture (discussed in section 7.2), the continued perception that some
services still relied on an external agency to listen to their concerns and
make changes, illustrates how some staff still felt unvalued. This clinical/nonclinical oppositional dichotomy highlights an area in which this Trust, and
others, could improve their performance, as recommended in section 8.3 of
the conclusion.
6.3 Summary
This chapter has discussed the themes that emerged with regards to the first
research question. This chapter purposively follows the same pattern as
some of the interviews, in that participants often explained how they thought
the Trust had come to be in special measures initially in terms of relatively
tame problems but, as their interview continued, found themselves spending
more time talking about the wicked problems of organisational culture.
The chapter initially focussed on the perceived operational issues and the
Trust’s poor preparation for the CQC inspections (observable artefacts). The
rest of the chapter pertained to the deeper issues perceived to lie within the
Trust’s organisational culture. This has revealed the juxtaposition of the
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espoused organisational values and the underlying assumptions
demonstrated in the lived experience.
When the combination impact of the perceived oppositional dichotomies is
considered alongside the other cultural issues, it becomes clear that neither
the integration nor the differentiation perspective of organisational culture
can capture the complications and subsequent ambiguities experienced
within organisations, and that this can only be captured by the fragmentation
perspective.
So, in conclusion, it could be that one of the over-arching factors that
contributed to this Trust being placed into special measures is that its quality
and performance strategies sometimes brought out the worst of, instead of
drawing on the best of the fragmented nature of organisational culture.
The next chapter discusses the findings in relation to the second research
question.
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CHAPTER 7 DISCUSSION PART 3: How did special measures impact
organisational culture?
This chapter considers the themes and sub-themes that emerged in
response to RQ2.

The ‘label’ (C6) of special measures had become a cultural artefact for the
Trust (see section 6.1.1.2). The initial discussion in this chapter focusses on
the reaction process (figure 2) that the participants appeared to experience in
response to gaining this label and encompasses discussion of themes 4 and
5. The discussion then turns to how participants perceived changes had
been made (theme 6) under the umbrella of staff engagement. This
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discussion allows a comparison of which of the perceived changes related to
organisational culture and which to organisational climate.
7.1 Participants’ reactions to special measures

This section discusses themes 4 and 5. As Fulop et al. (2020) found in their
study of Trusts in special measures, the participants experienced a wide
range of emotional reactions when the Trust was placed in special
measures. The reaction process framework (figure 2, Scott and Jaffe, 1988)
enables a structured discussion of the emotional impact of special measures
on the individual participants and, by extension, on the organisation.
7.1.1 Denial
The initial phase in the reaction process, denial, is described as ‘Nothing
happens. People continue to work as normal […] Employees stay focused on
the way things were’ (Scott and Jaffe, 1988, p.26). Indeed, some participants
perceived that being placed in special measures had made no difference to
them. In some cases, they qualified this perception with how well their
service had performed, whilst in others, performance had no bearing.
Several participants perceived that some changes were made in the Trust for
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the duration of inspections and then ‘everything went back to the day job’
(B1) (the potential occurrence of which had been identified as a risk in the
Public Trust Board papers (21PB)). While others had not perceived that the
Trust had any problems so could not understand why the Trust had been put
into special measures. These participants perceived that they, and other
staff, worked hard and could not fault the care that they had experienced
themselves. Others were shocked or gutted when the results were made
public. All these participants were exhibiting emotions characteristic of the
denial phase.
The ambiguity between subcultures (differentiated perspective) may explain
why some of these participants perceived that the responsibility of the Trust
being in (and therefore getting out of) special measures lay with other
departments or services and had no bearing on their own day to day
business. My epiphany (JM06) that some Trust staff had felt that the
responsibility for improvement across the Trust relied heavily on the abilities
of the Chief Executive, rather than on all staff throughout the Trust concurs
with this hypothesis.
However, participant A3’s statement that ‘There’s been lots of changes […]
Not necessarily for my department but, um, for the Trust […] I just haven’t
been able to feel it in my own department. We’re so disengaged, it’s unreal’
illustrated the fragmentation perspective of organisational culture. It appears
that any opportunity for change that had come with special measures had
bypassed some areas but there were individuals within those missed pockets
around the Trust who had been keen to be a part of it. What is more,
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participant A3 appeared to have been frustrated that their department did not
have an action plan, so they appeared to be in the commitment phase of the
reaction process (discussed in section 7.1.4) while they perceived their
department to have remained in the denial or resistance phase (discussed in
next section). This indicates that there was more potential for change in the
organisation, rather than the rather bleak view painted by the label of
‘permanently failing organisations’ (discussed in section 7.1.2), and this
informs one of the main contributions to knowledge brought by this study
(section 8.1).
7.1.2 Resistance
Several participants perceived that certain Trust staff were not ‘welcome to
change’ (A3) and were resigned to it always being ‘difficult here’ (D6). Scott
and Jaffe (1988, pp.26-27) explain that resistance ‘occurs when people move
through the numbness of denial and directly experience the self-doubt,
anger, depression, anxiety, frustration, fear and uncertainty that
accompanies major change. People focus on the personal impact of change
on them’. Participant C3 appeared to be frustrated that, rather than improve
their circumstances, being in special measures had made them ‘a whole host
worse’. And participant (D6) made the comment that ‘…it wasn’t very special
and there weren’t many measures!’. Some participants were anxious about
job security. They perceived that the inevitable outcome of special measures
would be that the Trust would merge with a (higher performing) Trust nearby.
As participant C3 put it, ‘You’re waiting for the final hammer to come down.’
Since they were focusing on the personal impact of special measures and
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experiencing fear and uncertainty, then it appears that these participants
were in the resistance phase. This finding supports the argument that
‘organisations castigated for “failing” are likely to see a spiral of decline,
demoralisation, and cultural drift’ (Davies and Mannion, 2013, p.2).
However, other participants perceived that talk of mergers was just rumour
and that it was unlikely that their jobs were at risk, whereas the Chief
Executive’s might be. There were no formal communications from the Trust
to suggest an impending merger at any point. But the confusion over whether
a merger would happen illustrates, again, the fragmented aspect of
organisational culture and, from this, stems the question as to whether Trust
staff could have been better informed and supported during this period of
apparent uncertainty (as recommended in section 8.3).
Concerns have been raised in the past about what inspection and regulation
can achieve without the engagement of staff and extra support for poorly
performing Trusts (Ham, 2014). Although organisational leaders often focus
on the technical requirements for change, it is individual change that is
required, and drives, organisational change (Bovey and Hede, 2001). The
theory of permanently failing organisations (Meyer and Zucker, 1989) (figure
1) suggests that when performance fails and managers seek to impose
change, workers may prefer to retain existing organisational patterns due to
the benefits they derive (such as jobs, relationships, well-being of the
community and investments in established routines). Furthermore, workers
can use whatever power they do have to block changes imposed by
managers (Handy, 2007). Management would perceive this behaviour as
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further failure, whereas workers would perceive success, and so there is a
risk that initial poor performance might be transformed into permanent poor
performance.
An alternative approach would be for leaders to focus on a ‘balance between
human and organization needs’ (Bovey and Hede, 2001, p.372). If more staff
in this Trust had felt more engaged in the special measures process (as
recommended in section 8.3), then more individuals might have moved
through the reaction process more quickly and acquired individual motivation
for improvement rather than relying on Trust leaders to instigate change.
7.1.3 Exploration
The exploration phase is a time when ‘employees release energy as they
focus their attention on the future and toward the external environment again’
(Scott and Jaffe, 1988, p.27) and some participants had come to terms with
the Trust being in special measures. As D1 stated, ‘…to start off it was […] a
bit daunting. […] But then, the more you think about it, the more you talk
about it, you can put a positive spin on it.’ These participants had come to
perceive it to have been a positive action, in that it had forced the Trust to
acknowledge that it had problems and given the organisation an opportunity
to turn itself around. To rise ‘like the phoenix from the fire’ (A1).
Some participants stated that they had volunteered to be interviewed
because they wanted to help get the Trust out of special measures, wanted
to recognise that things were changing and wanted to put themselves ‘out
there’ (D4) as part of their efforts to contribute to culture change. Participant
D4 was quite specific that the organisational culture needed to improve. They
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stated that this would require ‘[g]etting everybody to think and change our
thoughts to more positive stance’ (D4). And the Trust Board (15PB) upheld
‘cultural change’ as having been a key focus for other Trusts that had
improved their CQC rating from inadequate.
So, these participants were in the exploration phase. They were energised
and looking forward to organisational improvement. It is notable that they
largely spoke about the Trust as a whole, which not only reflects the transfer
of focus from the self to the external environment indicative of transition to
the exploration phase, but also locates their perception of organisational
culture in the realms of the integration perspective. They appeared to
perceive that all Trust staff should share the assumption that the whole Trust
would benefit from the opportunities of special measures, whereas it was
apparent from the findings that not all staff had come to the same conclusion
(possible reasons for which are discussed in section 7.1.5 below).
7.1.4 Commitment
The commitment phase is the period when ‘employees and larger work
groups are ready to refocus on a plan. They are ready to recreate their
mission’ (Scott and Jaffe 1988, p.27). Some participants were certainly
focussed on improvement, which implies that they were in the commitment
phase. For example, participant A2 perceived that they had voiced their
concerns in the inspection process, an action that they perceived had
resulted in the planning and actioning of solutions. Participant C6 perceived
that an Improvement Director (assigned by NHS Improvement) had been ‘a
breath of fresh air’ who had helped the Trust make changes that otherwise
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might not have happened. And finally, the Public Trust Board stated that they
had ‘acted to tackle issues with culture in maternity’ (02PB) and referenced
the requirement for new leaders to be ‘culture carriers’ (09PB) in the
organisation. So, it appears that some participants perceived the CQC
inspections and subsequent special measures process to have enabled
them, and the Trust, to make changes that might otherwise not have
happened.
In conclusion, the variety of espoused reactions to being in special measures
(from ‘shocked’ (A6) to ‘not surprised in the slightest’(B5)) and perceptions
about whether anything had changed (from ‘nothing’s really changed’ (D3) to
‘[t]here’s been lots of changes’ (A3)) reflect the different phases of the
reaction process that participants were experiencing. So, it was clear that
participants had been experiencing a range of the phases when they were
interviewed. This was likely influenced by several factors, such as the timing
of their initial exposure to changes related to special measures, (due to the
variety of roles they held) and the timing of their interview.
The participants’ roles would also have influenced the rate at which
individuals transitioned through the phases, due to their different levels of
exposure to the special measures process in their day to day of work. As
discussed in section 6.1.1.1, an individual’s role (and therefore some of the
subcultures to which they belong) is linked to the physical space in which
they work. Since some participants explained that they rarely left their ward
or department then, in accordance with the differentiation perspective, this
would suggest that staff within the same subculture could have experienced
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the reaction process simultaneously but at different rates to staff within other
subcultures. However, since individuals experience change in different ways
(Carnall, 2010) and have different abilities and willingness to adapt (Bovey
and Hede, 2001), even those within the same subcultures would likely have
moved through the phases at different rates. Therefore, the change process
was most likely to have been a fragmented experience.
But what of those participants ‘stuck’ in the early phases of the reaction
process? To explore this cohort further, the balanced approach to change
(Bovey and Hede, 2001) is discussed next.
7.1.5 The importance of communication when it comes to change
Bovey and Hede (2001) state that managers should place equal focus on the
human and technical elements of change. Their stance is that if individuals
become stuck in the resistance phase, for example, then they need to be
supported to move on through the process. Often resistance is something to
be resisted rather than being purposively managed (Bovey and Hede, 2001).
So, simple communication of change as a two-way process, with managers
explaining to, listening to and caring for employees in the first half of the
reaction process is of utmost importance to help individuals to move past the
resistance phase (Scott and Jaffe, 1988). Fulop et al.’s (2020) rapid
evaluation of special measures also supports this approach (discussed in
section 2.4.1).
Some participants were not aware of what was being done to make
improvements and perceived Trust communications to have been limited.
Whereas others felt the communications had been good, particularly when
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the Trust was taken out of special measures (perhaps unsurprisingly).
Participant C4, however, perceived that they had not been clear on what
would have happened should the Trust not have been improved enough to
be taken out of special measures after the third inspection. Indeed, several
participants were confused about special measures in general and
participant C5 even questioned whether the Trust was in special measures at
all. So, there was confusion about, rather than a shared understanding of,
the Trust’s situation (fragmentation).
The banners and small promotional stands that were displayed throughout
the Trust’s public spaces (figures 27 and 28) provide further insight into the
fragmented nature of the communication. The banners and stands stated,
‘We are […] Proud to deliver Outstanding Care’. But the CQC key question
for which the Trust was rated outstanding was ‘caring’, which is a different
concept to ‘care’. Paulson (2004, p.359) distinguishes between care and
caring as follows: ‘Taking care of patients is an objective process centred
around patients’ medical-surgical needs, including psychological support,
whereas caring for patients is a subjective process centred on nurses’
humanness’. There are multiple ways to interpret the message on the
banners and stands. One interpretation could be that the miscommunication
was disingenuous and the Trust had purposefully manipulated the wording.
However, this interpretation would also raise the question as to why it would
be preferable for the Trust to be rated outstanding for the objective process
of care than the subjective process of caring. Since these communications
were presented in the public areas of the hospital frequented by patients,
who generally perceive lack of subjectively caring NHS staff negatively
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(Paulson, 2004), then any such purposeful action aimed at patients would
have been misjudged. So, this interpretation is not likely to be correct. It is
interesting to note though, that if the Trust had purposefully manipulated the
wording, then this would reflect Bovey and Hede’s (2001) suggestion that
organisations overlook the human element (subjective use of ‘caring’) in
preference to the objective technical approach (objective use of ‘care’) during
organisational change. An alternative interpretation of the Trust’s message
would be that the Trust staff involved in producing and approving the
banners simply did not understand the nature of the CQC’s key question of
caring. This would, again, illustrate ambiguity within the organisation.
In summary, this section of the discussion has endorsed the requirement for
individual Trust staff to be supported through change such as that required
when a Trust is placed in special measures (Bovey and Hede, 2001 and
Scott and Jaffe, 1988). To do this, leaders must be transparent, inclusive to
all and enable the creation of individual meaning in the change process to
unleash the energy held by individuals throughout the organisation (Blom,
2018), as discussed in section 6.2.4.
The next section of this chapter discusses the participants’ perceptions of the
changes that had been made to improve staff engagement.
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7.2 The perceived changes to organisational culture and/or climate

As outlined in the literature review (chapter 2), current NHS planning and
guidance espouses that cultural change is central to performance
improvement (NHS, 2019a). In addition, Bahadori et al. (2018) and Esfahani
et al. (2018) recommend that organisational culture should be changed to
ensure the successful implementation of strategic plans. In this study, some
participants did perceive that the organisational culture was changing. For
example, participant D4 perceived that there had been a change in
organisational culture from a ‘very negative stance to a much more positive
approach’ and B2 perceived that ‘the fear that’s in the culture […] That’s
slowly changing’. And the message in the Trust Public Board papers was
that ‘we have acted to tackle issues with culture’ (02PB).
However, as Etheridge (2014) concluded, cultural change is not a simple
cause and effect process. As such, the concept of staff engagement could
provide a more achievable route to performance improvement. Blackpool,
Fylde and Wyre NHS Foundation Trust has been presented as an
organisation that has improved its performance through employee
engagement approaches (MacLeod and Clarke, 2009). In a report to the UK
government, engagement and partnership working are described as ‘the
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Blackpool way; it’s how we do things around here’ (MacLeod and Clarke,
2009, p.19), which is in direct contrast to how ‘the [Trust] way’ was
perceived by the participants of this study (discussed in section 6.1.3).
Participant D4 perceived that ‘there’s a definite culture shift into that and
making people feel more, more engaged and supported’ and engagement
has been a consistent theme throughout this thesis (even one of the clusters
that participants were recruited from was the ‘Staff engagement volunteers’).
And finally, Fulop et al. (2020) found that Trusts in special measures for
quality had focussed on improving organisational culture and engagement.
Although there is no single definition of engagement, West and Dawson
(2012) conceive it to include psychological engagement, proactivity,
enthusiasm and initiative, organisational citizenship behaviours and
organisational commitment, involvement in decision-making, and positive
representation of the organisation to outsiders. They advocate that staff
engagement can be fostered by good staff management, supportive line
management and working in well-structured teams. Achor (2011) describes
how happiness at work fuels success and performance. He suggests that
being in a happy or positive state is a precursor to success, rather than the
result of success. So, if staff are engaged, this will be reflected in the
organisation’s performance and outcomes.
MacLeod and Clarke (2009, p.7) state that ‘employee engagement strategies
enable people to be the best they can at work, recognising that this can only
happen if they feel respected, involved, heard, well led and valued by those
they work for and with’. There are also associations between employee
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engagement and sickness absence, and between employee engagement
and agency staff spend (Dawson and West, 2018) that, again, suggest
employee engagement is beneficial for organisational performance.
Unfortunately, there is no clear-cut categorisation of staff engagement as
organisational culture or organisational climate. Schein (1985) states that
engagement and performance are directly influenced by organisational
climate and Conner (2017) found that climate was a more sensitive indicator
of receptivity to change than culture. However, a King’s Fund report (2012,
p.iv) merges the concepts of organisational culture and employee
engagement together: ‘The changes needed in the NHS […] will require
leaders who cultivate a strong culture of engagement for patients and staff’.
These findings, along with the doubts about whether it is possible to change
or control organisational culture (Davies et al., 2000, Davies, 2002, Davies
and Mannion, 2013 and Mannion and Smith, 2018), have inspired the
structure of the discussion of theme 6 that follows. The improvements
perceived by the participants are subsequently presented in alignment with
the six sub-themes listed above and the five enablers of engagement
(Bridger, 2015) (listed in section 1.6.6). There is also some consideration of
the model of organisational performance and change (Burke and Litwin,
1992) (introduced in section 1.6.6) to determine, with caution, whether the
perceived changes were transformational (cultural) or transactional
(climatical).
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7.2.1 The climate, and culture, of teamwork
Several of the participants in this study perceived that improved teamwork
and the way everyone had ‘pulled together’ (B6 and D6) had got the Trust
out of special measures. Erksine et al. (2013) found that improvement of
relations between staff should be a significant component of any
improvement activity. Indeed, teamwork, warmth and co-worker/supervisor
support have been identified as dimensions of organisational climate in
previous studies (Madhukar and Sharma, 2017). Similarly, Burke and Litwin
(1992, p.532) define climate as ‘the collective current impressions,
expectations, and feelings that members of local work units have that, in
turn, affect their relations with their boss, with one another, and with other
units’. So, taken alone, teamwork would be aligned with organisational
climate rather than culture.
However, participants went a step further in their perceptions of teamwork by
combining it with a shared mission and, indeed, one might question whether
one can exist without the other. Participant B2 perceived that ‘we were
working together by doing, implementing, by actually staying focused on
what the goal is, we can actually come out of this dark cloud’ and participant
B6 perceived that ‘we’d all pull together and get us out of special measures.’
These perceptions align with mission and strategy, which are considered
transformational factors of change ((Burke and Litwin, 1992).
The concept of teamwork also implies that there is no ambiguity and that
everyone knows what they must do to succeed (integration). As discussed in
section 7.1, this did not appear to be the situation across the Trust at the
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time. So, perhaps the perceived improvement of teamwork by some
participants pertained to improvements they had experienced within their
own teams and had been extrapolated to their perception of the Trust as a
whole.
7.2.2 Leadership culture and managerial climate
In the second CQC inspection the Trust’s rating for the well-led question
improved from inadequate to requires improvement. According to Burke and
Litwin (1992), leadership is central to transformational change, and it is also
one of the five enablers of engagement (Bridger, 2015). Under the
transformational model of leadership, influence is perceived to flow from
powerful leaders to others (Tourish, 2013). To be a leader requires followers,
who are defined as ‘subordinates who have less power, authority, and
influence than do their superiors and who therefore usually, but not
invariably, fall into line’ (Kellerman, 2008, p.xix). However, Kellerman
emphasises that we should not underestimate the importance of followers
because this disempowers them, a notion that was reflected in the prevailing
organisational culture in this Trust.
Mannion et al. (2017) suggest that there is a relationship between a Trust
Board’s competencies and staff perceptions of how well their Trust deals with
quality and safety issues. Tsai et al. (2015) suggest that if hospital boards
pay attention to clinical quality, then management monitor quality
performance better. But Kellerman (2008) states that we fixate on leaders to
create order in an increasingly chaotic world. Indeed, several participants
perceived that major changes at both Executive and Board level had had a
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positive effect. For example, participant D6 perceived that the Board had
‘changed quite a lot to a Board that was much closer to what was going on in
the organisation and much […] more willing to engage in it’.
Janke et al. (2018) studied the impact of individual Chief Executives on a
wide range of NHS Trust performance metrics and found little evidence that
the Chief Executives could individually change or improve the performance
of such organisations. This is interesting because, while some participants
perceived that the new Chief Executive was responsible for many of the
positive changes across the Trust, it reinforces other participants’
perceptions that changes had been driven by people in other leadership
roles. For example, the improvements in maternity were perceived to be
consequential to the change in leadership within the maternity service itself,
rather than the new Chief Executive. There could, of course, have been a
waterfall effect from the Chief Executive down the hierarchy of Trust leaders,
but a conclusion on this matter was not within the scope of this research.
The NHS Leadership Academy acknowledges that more inclusive and
participatory models of leadership are required. ‘People are beginning to look
for alternatives to the charismatic transformational leader’ (Storey and Holti,
2013, p.22). The findings of Tsai et al. (2015) and Janke et al. (2018, p.41)
suggest that rather than relying on the appointment of a ‘superhead’ to
improve a Trust’s performance, improvement strategies should focus on the
development of middle managers’ skills. Furthermore, Webster et al. (2008)
found that senior managers were crucial in developing a culture of high
quality care and a King’s Fund report (2011) states that the NHS can only be
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successful in achieving the financial and quality improvements required if
there is a commitment of time and resources to develop high-quality
managers.
Burke and Litwin (1992) consider managers to be central to transactional
change, and enabling managers is key to staff engagement. For example,
managerial support has been identified as central to embedding a culture of
learning within an organisation (Illing et al., 2018) and several of the studies
included in the literature review found that a culture that supported learning is
critical to improved performance. The ‘Next Steps on the NHS Five Year
Forward View’ (NHS England, 2017) states that ‘[w]e want the NHS to
become the world’s largest learning organisation, with a culture that uses all
sources of insight’. As participant C3 perceived, ‘if you’ve got people that are
actually regularly being educated […] you would have a sense of freshness
that would be flowing through’. Although participant B2 perceived that some
managers had received some leadership training following the initial CQC
inspection, participant C3 perceived that the attitude within the Trust was
‘’No, no, we don’t wanna be paying money out for that’ […] they can only see
that amount of money rather than, in actual fact that would’ve […] filter[ed]
through the whole of the organisational stuff”. It appears that participant C3
perceived that the Trust did not value investment in its staff.
Hamlin (2002) studied middle, junior and front-line managers in an NHS
Trust and his findings lend support to the notion of the ‘universally effective
manager’ for healthcare (and other public-sector organisations). Perhaps, as
the contractual lead of the ICP, the Trust could lead on the investment in
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management skills training across all the partnership organisations. This
would be mutually beneficial in terms of the individual organisations’
performances and in terms of developing relationships between them, a
hypothesis that is supported by the findings of Elliott et al. (2020) in their
study of the integration of health and social care services in Scotland.
In summary, this discussion supports the recommendation of investment in
NHS (and other ICP) managers as a route to performance improvement
(section 8.3).
7.2.3 The impact of values on organisational climate
Several participants perceived the refresh of the Trust values, and the
involvement of staff in doing so, to have been a positive change. To protect
the Trust’s identity the full set of values have not been revealed in this thesis.
But, given that the values were chosen by staff (individual needs/values),
then this would be categorised as a transactional change and organisational
integrity is one of the enablers of staff engagement. Meyer and Zucker
(1989) suggest that organisations seeking to improve their performance
should create and maintain the alignment of managers’ and workers’
interests, and McLaurin (2008) suggests that, rather than constantly adapt
their leadership style, leaders should minimise the ‘adverse’ effects of
diversity by creating an organisational culture that supersedes the norms and
values of the national population. This is clearly an integrative perspective of
organisational culture, which disregards all the advantages that come with
diversity (see section 6.2.4).
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Participant C2 perceived that ‘I know the Trust has brang in new values and
things like that, but I’m not sure if much has changed in, in, in that aspect’.
They also perceived that the refreshed values needed to ‘start from the top’.
Unfortunately, I had perceived that photographs of Trust Executives
participating in a Trust charity event (JM20) did not illustrate this expectation
of leadership integrity. Instead, I perceived the tolerance of ageism, sexism
and prejudice against gender identity recorded in these photographs to have
demonstrated a lack of respect. They illustrated behaviour that was not in
keeping with either the Trust values or the NHS constitutional values, which
include dignity and respect (Health Education England, 2020). These
photographs, along with participant D2’s perception that Trust staff would
‘still be too nervous speak out because there isn’t that culture there’ indicate
that, although the espoused values of the organisation may have changed,
the underlying assumptions may not.
If the fragmentation perspective of paying attention to what was absent is
utilised here, then the fact that participants did not express any perception
that diversity was valued more than before the Trust was placed in special
measures reveals another potential gap in knowledge. McLaurin (2008)
suggests that ‘leaders should learn about the unfamiliar cultures from which
employees come and about the rewards that motivate them the most’ as, not
only would this make staff feel more valued, but it would also increase staff
engagement. Given the Black Lives Matters protests in 2020 (Dave et al.,
2020) and the higher observed incidence and severity of Covid-19 in minority
groups (Khunti et al., 2020), then the NHS response to these events, and the
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ensuing perceptions of how diversity is valued within the NHS, warrant future
research (as recommended in section 8.4).
7.2.4 A more supportive culture
Some participants perceived the introduction of the Workplace Support Team
and the Freedom to Speak Up Guardians to have been positive changes. It
should be noted, however, that reference to these support structures could
have been influenced by participants’ recollections of the list of support
contacts that was briefly discussed immediately before each interview. Also
of note, the Freedom to Speak Up Guardian role was not created specifically
due to being placed in special measures but became mandatory following
the publication of the Freedom to Speak Up report (Francis, 2015). However,
the inclusion of the FTSU Guardians in the inspection process would have
had some influence on the timing of when the role was created (CQC,
2017b). Nevertheless, since the introduction of the FTSU Guardians was the
result of an external factor, then it could be categorised as transformational.
But since the other support structures were implemented to serve the
organisation’s needs, then their creation might have been more consistent
with transactional change. The existence of employee voice throughout the
organisation (via the FTSU Guardians) is also one of the enablers of staff
engagement.
It is worth mentioning that since the data was collected for this research, and
especially during the worldwide Covid-19 pandemic (Ford, 2020), it has been
noticeable that mental health and wellbeing support has been more widely
advertised to Trust staff and across the NHS. It could be hypothesised that
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the national narrative about the tragedies that NHS staff have faced
throughout the pandemic has enabled this Trust (and others) to talk more
openly about something that they had previously not been so comfortable
talking about (see sections 6.2.2, 6.2.3 and 6.2.5). Consequently, my
perception that mental health and wellbeing support offering at the Trust has
improved since the pandemic could be an example of the external
environment having had a transformational effect. This is a topic that
warrants further research, as recommended in section 8.4.
7.2.5 A climate that values listening
Listening to staff is key to organisational improvement (Scott and Jaffe,
1988) and, if being listened to is one of an individual’s needs, values or
motivations at work, then this would be a transactional factor of change.
Employee involvement and voice are also both enablers of engagement.
Mannion and Davies (2015) suggested that the creation of an environment
where all staff can be heard was yet to be achieved for many organisations.
However, several participants perceived that staff engagement initiatives
such as Appreciative Inquiry (Baker et al., 2009), Listening Into Action
(Optimise Ltd., 2020) and Quality Improvement groups (NHS England,
2019a) had been positive changes at this Trust. Participant A2 perceived that
such initiatives were ‘to try and get staff voices involved’ and were ‘really
crucial to cultural change’.
Alvesson and Sveningsson (2003) suggest that the seemingly mundane
actions of leaders listening to and chatting with staff strengthen those
relationships, may improve staff health and well-being, and make staff less
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resistant to change. Several participants perceived that they did feel more
listened to compared to when the Trust was placed in special measures. In
several cases, the improvement in being listened to was attributed to how the
new Chief Executive and Director of Nursing were more approachable than
the previous individuals who had held those positions. Adelman (2009) found
that Chief Executives in high-performing hospitals ensured that employees
felt they had a voice by making themselves approachable and reinforcing
that they expected to hear critical feedback. Autoethnographical vignette
JM11 captured how I had felt able to challenge the Chief Executive in an
open forum and how, in turn, his response to my question was picked up by
another Executive Director and communicated across the whole Trust. The
epiphany that I could have such an effect has reinforced the impact that this
research has had on my own feelings of empowerment. It also implies that,
when they feel empowered to do so, any member of staff can influence what
leaders espouse to the rest of the organisation. So, although individuals
cannot be empowered by delegation, they can be enabled to empower
themselves by seeking knowledge and acting in an appropriate way
(Kuokkanen and Leino-Kilpi, 2000). This supports the hypothesis that, given
the means, motive and opportunity to pose a question to a senior leader
(who is open to public challenge), staff can gain emancipation.
Milliken et al. (2003) advise that it is for managers to convince staff that they
truly want to listen to, and understand, the problems or issues that affect their
work. Although some leaders and managers were perceived to have become
more open to listening to staff, and some staff felt ‘heard’ (B5), other
managers were perceived to have remained resistant to having certain
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conversations with their staff. ‘I’m still asking our department to have a
conversation about our values (A3). These staff members were most likely
left feeling frustrated and with low morale: ‘… nobody wants to listen to the
staff. The morale is very low, very, very low’ (A1) and these contrasting
experiences are another illustration of the ambiguity within the organisational
culture.
To understand how these different situations could have occurred it might,
again, be hypothesised that some managers lacked basic management
training (Tsai et al., 2015 and King’s Fund, 2011) and/or an understanding of
the benefits of engaging the opinions of others in tackling wicked problems
(Grint, 2008). Reitz and Higgins (2020) proffer advice for leaders who want to
become more approachable and adept at listening. Conversely, perhaps
some managers did not themselves feel valued and were experiencing a
general malaise and could have been exerting their ‘negative power’
(capacity to stop things happening) (Handy, 2007, p.220). Or perhaps some
managers did not feel comfortable with the inherent redressing of the
balance of power that listening to staff, and acting on their input, would entail.
It would be pertinent to understand why a change in how well staff felt
listened to by their managers occurred in some areas of the Trust but not in
others, so this would be another topic for future research (section 8.4).
7.2.6 A climate that enabled the bullying culture to be addressed
Some participants perceived that staff had become more able to challenge
others about unacceptable behaviour and this message was communicated
to the Public Trust Board (17PB). When I observed bullying behaviour
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(JM16), I had felt confident that I could raise it within that group of staff as
being unacceptable. On reflection though, I have wondered whether I had felt
like that because the perceived bully had been a relative newcomer to the
Trust. To this day, I am not as confident that I would be able to challenge
such behaviours from more established senior managers.
Several other participants perceived that there was more to be done to
ensure that staff were ‘accountable for their own behaviour’ (C1). It takes a
certain amount of self-awareness for someone to realise that their behaviour
is unacceptable so, as discussed in sections 6.2.1.4 and 7.1.5, the collective
effort of all staff is required to make these changes: every individual should
lead by example in their own standards of behaviour and in challenging
unacceptable behaviour of others.
A recent study found that, although in the 1980s nurses typically challenged
bullying behaviour themselves, over the years bullied nurses’ responses
have shifted to relocating away from bullies in the 1990s, to disassociating
from work in the 2000s and ultimately, to resigning from the nursing
profession during the period 2010-2020 (Hartin et al., 2020). It was therefore
interesting that some participants in this study perceived that staff feedback
about certain ‘untouchables’ (B5) had resulted in some bullies being ‘moved
on’ to other organisations. When compared to the national narrative on
bullying in the NHS, which suggests large numbers of NHS staff have left
their jobs because they were bullied (Johnson, 2016), then this becomes one
of the most striking changes perceived by the participants in this study. And,
since employee voice is key to staff engagement, then it would be
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categorised as a transactional change. However, moving bullies on does not
deal with their behaviour, could result in them being promoted into a more
senior role when they move to another department or organisation, and
‘moving people on’ could itself be construed as bullying. So, this was not an
optimal solution either.
If culture is defined as ‘the way we do things around here’ (Deal and
Kennedy, 1982, p.4), then perhaps the difficulty of overcoming bullying stems
from how ingrained it has become in the organisational culture of the NHS.
Bullying is an example of a wicked problem that will not easily be resolved,
either within this Trust or across the NHS. As discussed in section 6.2.3
above, the Trust Board was not clear what constituted bullying (22PB), so
part of the plan to tackle bullying should have been to raise awareness of
what bullying behaviour looks like. This should be mandatory learning for all
staff, and especially those who hold positions of power. As former Chief
Executive Kate Grimes (2017) suggested, individuals caught up in the
‘anxiety of power’ may not realise that their behaviour is bullying until it is
made explicit to them. Several NHS plans have been published with the aim
of improving the underlying culture of bullying across the NHS (NHS, 2019a,
NHS, 2019b and NHS England, 2020a) and NHS Trusts have policies in
place to deal with complaints of bullying and harassment. However, it is not
clear whether these plans and policies will have the desired effect and,
therefore, this is another area that requires further research (as
recommended in section 8.4).
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And so, to summarise this section, participants perceived that there had
been improvements to leadership, the prominence of the Freedom to Speak
Up Guardian and a shared mission and strategy: all examples of
transformational change. However, participants also perceived
improvements to how staff were listened to, the addressing of bullying,
teamwork, staff support structures and the creation of the Trust values, which
are all examples of transactional change. It could be tentatively hypothesised
that transformational changes might be aligned with organisational culture
and that transactional changes align with organisational climate, but it was
not within the scope of this study to confirm that hypothesis. The findings
discussed in this section inform one of the main contributions to knowledge
(section 8.1).
None of these changes were perceived consistently across the participants
and there were examples of participants who did not perceive these changes
at all, which is, again, indicative of the fragmented nature of organisational
culture. It was particularly notable that, in noticing what was not said, there
appeared to have been no perceived improvement to managers’ skills, to
learning in general or to the value of diversity.
7.3 Summary
The first part of this chapter discussed how participants had experienced a
reaction process in response to the Trust being placed in special measures
and how different participants appeared to be at different stages of the
process. In the second part, the perceived improvements were cautiously
identified as transactional or transformational change and were discussed in
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line with the enablers of engagement. However, not all changes were
perceived by all participants and some specific gaps were identified.
The next chapter forms the conclusion to this thesis. As such, it clearly
identifies the main unique contributions to knowledge, reflects on the
strengths and limitations of the study, lists the subsequent recommendations
and describes the intended distribution strategy.

351

CHAPTER 8 CONCLUSION
This thesis has sought to understand how an NHS Trust came to be in
special measures and whether the Trust’s history and culture were
contributing factors. It has also explored how Trust staff experienced the
CQC inspection and special measure processes, factors Trust staff
perceived to influence change (or not), and changes Trust staff perceived to
result from placement in special measures (or not).
The inquiry took the form of an ethnographic case study (that drew on some
elements of critical theory) and engaged with the two research questions.
The themes and sub-themes that emerged under each research question are
summarised in figure 23.
RQ1. How did historical and organisational factors contribute towards
an NHS Trust being placed in special measures?
Although theme 1 (Hear our voices) was not specifically aligned to RQ1 in
the Findings (chapter 4), the fact that participants in this study self-identified
as ‘hidden voices’ is an important element of this thesis that should be
reflected upon. While it was not ascertained whether these ‘hidden voices’
were unique to this Trust, many of them perceived that they were not
involved in the CQC inspection process. So, it would be reasonable to
conclude that this previously untapped resource was one of the historical and
organisational factors that contributed to the Trust being in special measures.
The importance of listening to these previously unheard voices is reflected in
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the key original findings of this thesis (section 8.1.5) and the
recommendations for policy and practice (section 8.3).
The other historical and organisational factors that participants perceived to
have contributed towards this Trust being in special measures included
operational issues (including finance), the lack of preparation for the CQC
inspections and a range of cultural issues that were perceived to be unique
to this Trust. On consideration, it was revealed that none of these issues
were unique to this organisation except, perhaps, how transparent some staff
had been with the CQC inspectors in the hope that they would receive
external support to make improvements. This might not have been
completely unique to this Trust either, as there were other Trusts in special
measures for quality at the time, so it is possible that their staff could have
been equally transparent.
RQ2. How did special measures impact organisational culture?
Participants’ perceptions of the Trust’s culture cut across the integration,
differentiation and fragmentation perspectives of organisational culture, at
times within the context of a single interview. However, many participants
perceived the organisational culture to be differentiated and fragmented,
rather than integrated, which may be reflective of their roles and AfC
bandings (table 19 and figure 24) (Harris and Ogbonna, 1998). Participants
appeared to have experienced a reaction process which, for those in the
resistance to change phase, included deep anxiety about the potential for a
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‘merger’ with another Trust.25 Other impacts that special measures was
perceived to have had on the Trust’s culture ranged from the creation of a
new cultural artefact (the label of special measures) to the espousal of the
new Trust values, and to the assumptions that CQC inspections/special
measures did not pertain to non-clinical staff and the Trust did not have good
doctors. Participants perceived that there had been improvements to
leadership, the prominence of the Freedom to Speak Up Guardian and the
shared mission and strategy, which could be examples of transformational or
cultural change. However, most of the perceived changes that the Trust had
made in response to placement in special measures were found to be more
consistent with changes to organisational climate (predominantly in the form
of staff engagement).
8.1 Unique contributions to knowledge
This section presents the six main original contributions to knowledge
delivered by the thesis, both via the methodological approach taken and the
findings, as summarised in table 20.

25

Since the data was collected for this study, the Trust has started to work in closer
partnership with another, larger, Trust. General speculation is that this will lead to a future
merger.
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Table 20. Summary of main original contributions to knowledge

8.1.1 Data collection and analytical approach
Bourgeault and Mulvale (2006) state that to move forward in our
understanding of healthcare organisations there needs to be multilevel data
collection and analysis.
This ethnographic case study incorporated three levels of data collection and
analysis. At a micro level, data was collected from the researcher themselves
via autoethnography, a method that was not found to have been used in any
of the studies included in the literature review, and so is innovative in this
study.
At a meso level, data was collected from twenty-four Trust staff via semistructured interviews and the focus on ‘hidden voices’ in this triangulation of
methods is unique to this study. While two of the studies included in the
literature review focussed on non-clinicians only (Hamidi, 2017 and
Guerrazzi and Feldman, 2020), no studies that purposively selected
participants from such an extensive range of roles and levels of hierarchy
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were identified. The inclusion of such a wide range of participants in this
study has revealed some of the many subcultures that existed across this
Trust and (in accordance with the uniqueness paradox (Martin, 1992)) are
likely to exist in other healthcare organisations too.
At a macro level data was collected from documents published by the Trust
on publicly accessible websites.
The analysis at a micro level revealed how participants experienced the CQC
inspections and special measures. At a meso level it revealed the impact
special measures had on the Trust as an organisation. And at a macro level
it revealed how the Trust has been affected by the external environment (and
vice versa).
In addition, the utilisation of the three perspectives of organisational culture
(Martin, 1992) has revealed that the generally espoused model of the
integrated view of organisational culture is unable to explain the complexity
of the participants’ lived experiences. For example, several oppositional
dichotomies were revealed (differentiation perspective), along with general
ambiguity and confusion across the Trust (fragmentation perspective). Taken
altogether, these findings suggest that rather than reflecting the integrated,
or even just the differentiated, perspective, the lived experience of the
participants from this organisation was more consistent with the
fragmentation perspective of organisational culture.
In summary, this approach to the data collection and analysis has revealed
findings that quantitative data collection approaches, such as the use of
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questionnaires, would not. As such, it underpins one of recommendations for
future research (section 8.4).
8.1.2 NHS Trust in special measures
This research is unique in being an ethnographic case study of an NHS Trust
that was in special measures when the data collection commenced. The
Trust was removed from special measures approximately halfway through
the interviewing stage of the data collection period (figure 20). The resulting
rich, thick description (Geertz, 2001) therefore provides a holistic picture of
the participants’ perceptions of the CQC inspection regime and special
measures as close to ‘real-time’ as possible, rather than a retrospective
reflection following a significant turnaround in performance. Ravaghi (2007)
noted that the Trust purposively selected for his case study (following
turnaround) had not granted permission to other researchers whilst it was still
undergoing investigations and improvements, which may have introduced
factors such as reduced recall and accuracy of participants’ memories, along
with the potential for some key participants to have left the Trust by the time
recruitment for data collection commenced. The only other similar study
found was a rapid evaluation of eight Trusts conducted by a team of
researchers over the course of a year (Fulop et al., 2020). The fully
immersive approach that was taken in this thesis also adds to its originality
because the previous two studies were both conducted by external
researchers.
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8.1.3 Unanticipated benefits of the existing CQC inspection regime
Although the current CQC inspection and special measures regime appears
to be somewhat flawed as a methodology (discussed in chapter 1), this study
has identified some unanticipated benefits delivered by the existing process.
One of the main benefits of the current regime revealed by this study is that it
provided an opportunity for some staff to raise concerns in a relatively safe
environment with a third party organisation (although it was perceived that
the Trust was essentially punished for this honesty).
Several participants in the study perceived that, before the CQC inspections
and placement in special measures, difficult conversations had been swept
under the carpet. So, organisational leaders could have been making
decisions based on inaccurate information which, in turn, could have had
adverse effects on the quality of patient care. Some participants perceived
that staff had been paralysed with the fear of having such conversations,
while others perceived communications both up and down the various
hierarchies to have been blocked. This raises the important issue of staff not
feeling safe to whistleblow within the organisation. For example, it was
particularly powerful that participant A2 perceived that they could not speak
openly to inspectors in front of certain leaders, but they felt able to express
their concerns in a private meeting afterwards. If it is ensured that the CQC
can delve deep into the Trust, and that all staff can (safely) access them,
then this would increase the likelihood that sensitive issues would be raised.
The General Medical Council (GMC) states that, as part of their duty of
candour, ‘Healthcare professionals […] must also be open and honest with
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their regulators, raising concerns where appropriate. They must support and
encourage each other to be open and honest, and not stop someone from
raising concerns’ (GMC, 2021). This requirement is relevant to, and should
apply to, all NHS staff.
So, while it could be argued that the financial costs of the current regime
would be reduced by limiting the number of face-to-face interactions with
staff and placing more reliance on the monitoring via CQC Insight (CQC,
2021a), this course of action could effectively silence the ‘hidden voices’.
This finding informs one of the recommendations for policy and practice
(section 8.3).
8.1.4 Perceived changes to organisational ‘culture’ instigated by
placement in special measures
Themes 2, 3 and 4 of the research findings (figure 23) revealed (some of) the
different types of fear that existed within the organisational culture. These
included fear of speaking up to more powerful Trust staff, fear of being
honest with the CQC inspectors, fear of going into different organisational
spaces, fear of a potential Trust merger and fear of what was happening to
patients.
Despite the concerted efforts to improve the organisational culture within this
Trust, many of the improvements perceived by participants were aligned with
staff engagement, which is more closely linked to organisational climate than
culture (Schein, 1985). This finding is particularly striking given that, for
example, the CQC strategy talks about ‘aspects that we know have a
positive effect on quality such as the culture of a service, how it works with
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other services in a local system, and how it drives improvement’ (CQC,
2021c, p.12). It is easy to understand how such espousals have occurred in
CQC and NHS policies and planning documents, because sometimes
organisational climate is conceived as an artefact of culture whereas, at
others, it is considered completely separately to culture (Schein, 1985).
Nevertheless, this duality has enabled a better understanding of what the
Trust in this study had achieved, and this finding has informed the
recommendations for both policy and practice (section 8.3) and future
research (section 8.4).
The finding that one of the major changes was that certain ‘untouchables’
(B5) were perceived to have been ‘moved on’ may reflect the NHS Long
Term Plan’s (NHS, 2019a) espousal that bullying would be tackled. However,
this finding was particularly revealing because it implies that, rather than
coming to a resolution with these (perceived) bullies within the Trust, they
had been encouraged to leave (which could itself be interpreted as bullying).
Although some participants perceived this to have ‘culturally’ sent the ‘right
messages’ (B5), it is not clear if it enabled the perceived bullies to improve
their behaviour in their new (and potentially more senior) roles in other
organisations. Nor was it clear if this was a change in culture (rather than
climate). This finding prompted one of the recommendations for policy and
practice (section 8.3) and one of the recommendations for further research
(section 8.4).

360

8.1.5 Subcultures with more potential to ‘unlock’ improvement
One of the main groups of previously ‘hidden voices’ was that of non-clinical
staff. Many of the non-clinical participants in this study perceived that they
were not valued (section 4.2.5). ‘[W]e’ve always thought ourselves the
lowest of the low’ (A4). These feelings had led some services to perceive
that ‘no-one cares anyway, we can do what we want’ (A3). These are
particularly telling findings because they reveal how the underlying
assumptions embedded in the Trust’s organisational culture have impacted
individuals in their place of work and therefore, potentially, on the quality of
patient care.
Many non-clinical participants perceived that they had not been at all
involved in the inspection or special measures process, which raises the
question of how CQC inspectors choose who they speak with and who they
actively listen to. In many ways, non-clinical services (such as those provided
in financial, HR, digital services, information analysis and health record
libraries) form the backbone that supports NHS organisations, yet it
appeared that the Trust had not fully engaged with these valuable sources of
information, energy and opportunities for improvement. For example,
participant B1 perceived that ‘the CQC inspections bypassed us completely’
and participant A3 stated, ‘I’m still asking our department to have a
conversation about our values […] they’re not aware of things that have
changed’. This finding prompted one of the recommendations for policy and
practice (section 8.3).
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If Trust staff perceive that they are supressed, then this cannot be good for
their health and well-being. Several participants described being interviewed
for this study as having been ‘therapeutic’ (C6) and compared their interview
to a ‘counselling session’ (A3). This reveals how important it is for individuals
to be supported during such periods of change as being placed in special
measures, a finding that was reinforced by the reaction process the
participants appeared to have experienced (discussed in section 7.1). This
finding forms the basis of another one of the recommendations for policy and
practice (section 8.3).
8.1.6 Potential tools to ‘unlock’ improvement
Many participants perceived managers to be lacking basic management
skills (as discussed in sections 6.2.1.4 and 7.2.5). Participant B5’s perception
that some managers had been promoted into roles where they ‘have people
responsibility and […] probably don’t even really like the people’ is
particularly powerful. These findings indicate that the Trust may not have
invested in, or incentivised, managers to complete basic management skills
training. However, they could also indicate that managers themselves did not
feel valued. These findings reinforce both the oppositional dichotomy
between managers and staff, and the existence of ambiguity between these
subcultures: some participants appeared to believe that managers should not
need to consult them while others felt decisions about their work were made
without them, for example. As there is more to be understood about the
relationships between these subcultures this topic forms the basis of some of
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the recommendations for policy and practice (section 8.3) and future
research (section 8.4).
This study has identified the significance of space, uniforms and the label of
special measures in the context of NHS organisational culture. Internally,
participants perceived territoriality over space, which revealed subcultural
boundaries within the Trust. Some of the language used, such as ‘I had to
sneak around corners and hide and pretend I was going to other places,
when I was just doing my job. […] Because they wanted control’ (A3), was
reminiscent of battle tactics, in the same way that the updating of nursing
uniforms was reminiscent of a senior military leader preparing their troops.
The perceptions of the internal space and the associated juxtaposition of
some participants’ desire for managers (and leaders) to be more visible with
other participants’ desire for more enclosed space to work in, highlighted
more fragmentation in the organisational culture.
These observable artefacts of organisational culture should be considered
the ‘tip’ of the organisational culture iceberg (in the same way as
organisational climate is (section 1.2)). Therefore, managers and leaders
should engage the collective to make organisational improvements via such
cultural artefacts, while also developing an understanding of what is going on
below the surface of the organisation and possibly beginning to influence
values and assumptions, at the same time. These findings inspired one of
the recommendations for both policy and practice (section 8.3) and future
research (section 8.4).
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8.2 Reflections on the strengths and limitations of the study
This section presents some of the researcher’s reflections on the strengths
and limitations of the study.
8.2.1 Methodological approach
At the outset of the study a trade-off was made between the measurement of
culture via a specialised research instrument (that would focus on externally
espoused content themes across large numbers of participants and/or
organisations) and the generation of a deeper understanding of the
organisation’s culture via a smaller, purposively selected, sample that would
allow the content themes to be generated by the research participants. This
study utilised the latter approach, primarily to ensure that the (previously
hidden) voices of the participants were heard. Therefore, only time- and
context-bound hypotheses, or fuzzy generalisations, are possible because it
cannot be taken for granted that one NHS Trust will be the same as another.
However, it was decided that the strengths and benefits gained by using this
unique approach taken outweighed the limitations. Section 3.4 describes the
actions that were taken to ensure that the findings have maximum
transferability within these constraints. So, on this basis, it is anticipated that
the findings will be useful both for the Trust studied and for similar healthcare
providers.
8.2.2 The three perspectives of organisational culture framework
The utilisation of the three perspectives of organisational culture theoretical
framework is one of the key strengths of this study (Martin, 1992). However,
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every theory has its critics and, therefore, a methodological critique of each
one of the perspectives (and how the risks attached to each were mitigated)
follows below.
Criticism 1
Integration studies can sometimes be criticised for the tendency to focus on
participants at the upper and middle hierarchical roles. It is argued that
participants in such roles will be more likely to endorse an integration view of
culture because it will best serve their interests (Merali, 2006). Furthermore,
some integration studies can exclude data that does not reflect a single
definition of culture.
Mitigation: The focus of this study was on participants at the mid to lower end
of the NHS AfC pay bands, with the inclusion of a small number of Trust
leaders for balance. Furthermore, since all three perspectives were utilised,
data that reflected cultural differences were most definitely not excluded.
Criticism 2
The work groups studied in differentiation studies tend to be located at the
lower end of the hierarchy to gain an understanding of organisational culture
from a different perspective than that espoused by senior leaders (as in this
study). Sometimes the purposive selection from these groups is criticised
because they are perceived to be more likely to express dissatisfaction.
Mitigation: In this study, this limitation is mitigated by the triangulation of the
data collection methods and data sources (figure 19) to ensure validity
through the convergence of findings from different sources, including the
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inclusion of several Trust leaders as participants in the semi-structured
interviews. In addition, the interview guide (appendix L) was designed to
draw out answers to the research questions in a neutral manner by using
open-ended, non-biased questions.
Criticism 3
Some studies that utilise only the fragmentation perspective are criticised
because they focus on an organisational context that is preconceived to be
ambiguous. Indeed, the motivation behind this study was the researcher’s
desire to understand how this Trust, comprising of a wide range of
individuals who, on the face of it, shared the same aim to provide excellent
patient care, found itself to be in special measures.
Mitigation: This criticism is mitigated by the triangulation of the three
perspectives in the analysis of organisational culture in this study, so aspects
of integration and differentiation in the organisational culture were very much
included.
8.2.3 Access to participants
While the sample was representative of a wide range of staff, it would be
remiss to dismiss the fact that there were some minor problems regarding
access to participants. For example, none of the participants worked in the
two core services rated inadequate in the initial inspection and only one
participant self-identified their role to be in domestic/support services. Given
that representatives from these areas either did not volunteer to participate
or volunteered but subsequently withdrew, then this implies that it would be
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prudent to consider how best to recruit from them in future studies. This
reflection forms the basis of one of the recommendations for future research
(section 8.4).
8.2.4 Respondent bias
The triangulation of methods, data sources and analytical approaches also
strengthen this study by mitigating against respondent bias. But individuals
who volunteer to become research participants may exhibit social desirability
in their responses, which could manifest as the denial of socially undesirable
values or beliefs, or the over-exaggeration of those considered more socially
desirable. The researcher mitigated against such biases by reflecting on their
relationships with the participants throughout the study and did identify some
examples where social desirability may have affected participants’
responses. For example, when a participant’s response to a question
appeared to conflict with a previous comment (sections 5.2 and 6.1.1.
However, these findings contributed to the research findings because they
revealed participants’ journeys of understanding and may have been
emancipatory for the individuals involved. Conversely, it must be
acknowledged that not all examples of social desirability bias would have
been identifiable, and this may have influenced the research findings to a
limited extent (particularly if the participant had strategic intentions of
highlighting issues for their own benefit).
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8.2.5 The impact of the emic approach
The emic approach requires that the researcher views organisational culture
from an insider’s perspective and allows conceptual categories to be
instigated by the cultural members. This is especially useful when trying to
understand unfamiliar cultural practices.26 However, in most ethnographic
studies the researcher disappears from the writing once their ‘fable of
rapport’ (Martin, 1992, p.195) has been shared and the culture it is presented
as experienced by others.27
On reflection, there were clear parallels between my experience of stepping
onto the school bus and noticing the impact the different coloured school
uniforms had on my friendships, my experience of joining the Trust and
wondering how it came to be placed into special measures and participant
D2’s experience of stepping into a role at the Trust and seeing that ‘not
everything’s what, what you previously thought it was’. So, in my position as
a (relative) insider of the Trust at the time, and someone who had not worked
in an NHS Trust before (which fuelled my curiosity), I was in a unique
position to undertake a fully immersive approach and I decided to include
autoethnographic vignettes of my experiences within the Trust to add to the
rich, thick description advocated by Geertz (2001).

26

Conceptual categories are imposed by the researcher in the etic approach to
organisational culture research (Martin, 2002).
27

The self-reflective writing presented in appendix A could be considered my ‘fable of
rapport’ (Martin, 1992, p.195).
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At first, I thought I would experience special measures and organisational
culture in the same way as other participants. However, as the data
collection period progressed, it became apparent that I was not making
sense of everything in the same way as others. I realised that, as my
knowledge of the CQC inspection regime, the special measures process and
organisational culture theory grew, I was also growing more sensitive to what
people in the organisation said, how people behaved and the content of
Trust communications. As such, there was an inherent risk of researcher
bias, but one that was also mitigated by the triangulation of data collection
methods and sources.
I believe the research process has changed me both as an NHS manager
and as an academic researcher. As the study has progressed over the four
years, I have become aware that the extraverted part of my personality has
come more to the fore. It has been a personal lesson on the influence that an
individual can have when they speak up to power and is heard. As a
researcher, I have fully embraced the ethnographic methodological approach
(as opposed to my objective experimental beginnings).
In summary, I believe that the fully immersive emic approach to the study
has been beneficial, both for the study to have a fully immersive insider
perspective, which demonstrates innovation, and for myself as a developing
researcher and employee of this NHS Trust. It was not possible to establish
whether other participants were empowered by this study (although
participant D4 did state that it had helped them to ‘think in a different way’,
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for example), but I hope that my own (unanticipated) emancipation will
inspire other NHS staff to do the same.
8.3 Recommendations for policy and practice
Chapter 1 commenced with an overview of the current inspection regime
implemented by the independent regulator of health and social care in
England, the CQC. The evidence presented in this thesis implies that there is
room to improve both the inspection regime and special measures process.
Six recommendations for policy and practice follow below.
1. The first recommendation is that CQC inspections should be more
inclusive of non-clinical services. This study found that there is an underlying
assumption that CQC inspections are of clinical services only and that nonclinical staff need not prepare or be involved at all. Non-clinical staff are a
valuable, yet underutilised, source of information from across Trust sites and
could make significant contribution to improvements if their voices were to be
heard in CQC inspections. Many of these staff will have years of experience
at a given Trust and would be able to contribute a broad understanding of the
organisation at ground-level. There would be many benefits if this were to be
brought into balance. The impact of poor administrative processes, for
example, can be far-reaching. Levelling up of non-clinical services would
bring both cultural and practical benefits, such as improved management of
patient pathways, improved collection of data for evidence-based decision
making and, ultimately, improved experiences of patients being cared for by
NHS Trusts.
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2. This study found that there is more work to be done around making NHS
staff feel valued in general. Many participants in this study perceived that
they were not valued, sometimes based on their role and/or sometimes due
to aspects of diversity. Some participants did not have access to space to
work uninterrupted (or for reflection) and some perceived that unacceptable
behaviour towards them (bullying) was ‘allowed’ (A3). The second
recommendation is therefore that these issues are given higher priority and
awareness is raised through mandatory learning for all NHS staff, but
especially for those who hold positions of power.
3. Some participants perceived that they had, in effect, been punished for
being honest about the status quo. Fulop et al. (2020) identified that Trust
leaders required support due to the emotional cost and stigma of special
measures. This thesis, however, found that a much wider range of staff
require emotional support in these circumstances. This was evident in the
perceptions of some of the participants that, rather bringing a considered
plan to help improve the performance of the Trust with it, the scrutiny and
pressure being in special measures simply made the situation worse. So, the
third recommendation is that all staff in special measures Trusts, especially
those who have been honest with CQC inspectors about issues they have
experienced, are kept well-informed and offered emotional support to
process what has happened so they can reach a point where they are able to
refocus and embrace improvement plans. The provision of such support
could harness energy and potential for improvement that was not otherwise
available.
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4. The study also found that the current CQC inspection regime reinforces
deceitful behaviour which, in turn, could be harmful to patient care.
Therefore, the fourth recommendation is that Trust staff should be
encouraged by Trust leaders, along with the CQC and NHS Improvement, to
be completely honest and transparent in their conversations with CQC
inspectors. Given the espousal of the Chief Inspector of Hospitals (section
6.1.2), perhaps the latest review of the CQC regulation strategy (CQC,
2021c) will engage with this conundrum.
5. The fifth recommendation applies to the guidance for NHS organisations
seeking to improve their performance. Much of this guidance espouses that
improvement in organisational culture would be something of a panacea for
the improvement of organisational performance (NHS England, 2020a and
CQC, 2021c). However, based on the findings of this thesis, and given the
nuances between organisational culture and climate, it is recommended that
NHS policy makers acknowledge the limitations of these espousals in future
policies, planning and guidance documents, and place more emphasis on
the (relatively) more achievable goals of improving staff engagement and
organisational climate. So, rather than espouse that organisational culture
needs to change (which is highly ambitious, if even possible) it might be
more realistic to espouse that NHS leaders should invest in existing
managers to improve the climate within work groups, with the aspiration that
these improvements will gradually work their way throughout the system to
the point that they positively impact the organisational culture of the entire
NHS.

372

6. While there has been significant spending on leadership training (NHS
England, 2019b), this study has identified a gap in management skills.
Therefore, the sixth recommendation is that, as the contractual lead of the
ICP, the Trust should lead on the investment in both leadership and
management skills training across the partnership organisations (these skills
are transferable across settings) and, perhaps more importantly, to support
managers to prioritise the completion of such training. It is recommended
that this model be extended across other ICPs to ensure that, ultimately,
managers across all NHS organisations have the appropriate skills. This
could have the additional benefit of improving collaboration between
organisations.
8.4 Recommendations for future research
This section describes eight recommendations for future research that have
emerged during the development of this thesis.
1. The scoping literature review approach was chosen to understand what is
known about organisational culture and performance/quality in acute and/or
community health care organisations from the existing literature identified
some recommendations for future literature reviews (chapter 2). This review
was limited to publications in English only, so to gain a more complete
picture of the world-wide research findings a further scoping review with a
multi-lingual inclusion criterion is recommended. And secondly, it is
recommended that a review of the literature be undertaken to fully
understand why there did not appear to have been an immediate response to
the ‘Learning from Bristol’ report (Kennedy, 2001) in the published literature.
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2. The scoping literature review included 184 studies published between
January 2000 and December 2020, and the majority (95%, n=175) espoused
a relationship between organisational culture and performance. Published in
2011, a Cochrane review on the effectiveness of strategies to change
organisational culture to improve healthcare performance (Parmelli et al,
2011) did not find any studies that met the quality criteria used by the
Effective Practice and Organisation of Care (EPOC) Group. But the scoping
review found that significantly more studies were published after 2011 than in
the ten years previous (figure 4). Despite the findings of the Cochrane review
and, although the research published after 2011 has not been validated
against the EPOC Group’s quality criteria, current NHS guidelines, policy and
planning continues to focus on the improvement of organisational culture as
a panacea to the improvement of performance across the NHS. The second
recommendation is therefore that a new Cochrane review be undertaken to
establish if the studies published since 2011 met the EPOC quality criteria
and, by implication, whether the emphasis currently being placed on the
relationship between organisational culture and performance in the NHS is
supported by sound research.
3. The rich thick description presented in this study was enabled by the
application of multiple perspectives of organisational culture (Martin, 1992).
This theoretical framework was identified as having been utilised in only five
studies in the literature review (chapter 2) (Bhogal, 2016, Mottram, 2016,
Etheridge, 2014, Merali, 2006 and Mallidou, 2004), four of which were PhD
theses. This implies that there could be many aspects of organisational
culture and performance in NHS organisations yet to be understood. For
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example, were staff in this Trust (and in other special measures Trusts) more
transparent than others in CQC inspections and, if so, why? Could this be
why some previously top-rated Trusts or services have had experiences of
extremely quality exposed by whistleblowers (as referenced in chapter 1)? It
is therefore recommended that future ethnographic case studies of NHS
organisations, with a strong emphasis on organisational climate and culture,
consider the utilisation of this theoretical framework to establish how the lived
experience of a wide range of Trusts compare.
4. Although this study was successful in purposively selecting clinical and
non-clinical participants, with the majority between AfC band 2 and band 7,
some significant gaps have been identified. Therefore, it is recommended
that the recruitment methods used in future research are sympathetically
tailored to inspire self-empowerment and confidence for staff in services that
have been rated inadequate in a CQC inspection and other
underrepresented staff groups, such as domestic/support services, to share
their stories. The findings revealed that many of the participants perceived
managers to be central to the operational and cultural issues at the Trust.
Unfortunately, it was not within the scope of this study to understand ‘what
was really going on’ within this subculture because, although the researcher
was an NHS manager (and therefore the study included some of their
perceptions of the Trust in special measures via the autoethnographic data)
and a small number of Trust leaders participated, other ‘middle’ managers
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were excluded from the data collected via semi-structured interviews. 28
Therefore, it is recommended that a future study should be conducted with
the aim to understand NHS middle managers’ perceptions of the CQC
inspection process and impact of special measures upon an NHS Trust.
5. Since this study focused on the lived experiences of staff who worked
within the Trust at that time it was in special measures, this means that other
important stakeholders were not within the scope of this study. The finding
that there had been a restriction of the number of births to be delivered by
the Trust’s maternity service (as an immediate effect of the initial CQC
inspection) revealed that special measures had a direct, or indirect, impact
on at least some of its service users. Therefore, it is recommended that the
impact on the local population (patients, patients’ families and other
members of the public) of a Trust that is in special measures should be
attended to in future research.
6. Linked to recommendation 6 in section 8.3 (that ICPs should invest in the
basics of management training), and to utilise Schein’s iceberg analogy
(2017), the findings of this thesis imply that managers (and leaders) should
engage the collective to chip away at the peak of the organisational culture
iceberg (that represents climate and/or cultural artefacts) whilst developing a
deeper understanding of the culture beneath the surface. This would require
appropriate skills development for staff in management and leadership roles
but the return on investment may, in the long term, be positive change within

28

NHS managers are generally AfC bands 8a and above.
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the deeper cultural levels. To understand more about the potential outputs of
such a strategic investment, it is therefore recommended that a longitudinal
interventional study is conducted alongside such a strategy in action.
A future study could seek to establish whether changes to cultural artefacts
and espoused changes to cultural values can impact underlying assumptions
and behaviour. For example, some participants in this study had perceived
that issues relating to artefacts, such as space, uniforms and the label of
special measures, had had an impact on organisational culture. Others
perceived that the consultation of staff on the development of the Trust
values had been one of the improvements since being in special measures.
But it was not clear whether the participants’ perceived that the creation of
the new values had had the desired impact on individuals’ behaviour, the
organisational culture or the Trust’s performance. And, although NHS
publications espouse that bullying behaviour is to be tackled and some
participants perceived that some bullies had been ‘moved on’ to other Trusts,
it was not possible to establish whether these approaches had had an impact
on individuals’ behaviour across the Trust either. So, further research would
be beneficial to fill these gaps in knowledge.
7. Some participants perceived that, following placement in special
measures, there had been an improvement in the Trust’s provision of mental
health and well-being support for staff at the Trust. The data was collected
before the advent of the Covid-19 pandemic, however the provision of
additional services during the pandemic was commented on in section 7.2.4.
Since these additional services for NHS staff have largely been driven by
377

factors external to the Trust, then it was hypothesised that they could be an
indication of transformational change and potentially a change to the
underlying organisational culture across the NHS.
Another matter that could potentially be transformational, and indeed formed
part of the NHS Long Term Plan (NHS, 2019a), is how diversity is valued
within the NHS. However, the absence of any perceived improvement in the
value of diversity in the Trust was commented on in section 7.2.6. It was
hypothesised that increasing the value of diversity could unlock previously
unavailable energy to improve the quality of all NHS services.
The seventh recommendation is therefore that the impact of the increased
mental health and well-being support for NHS staff, and how diversity is
valued within the NHS, are subjects of future research.
8. And finally, given the researcher’s reflections on the emancipation they
gained in the process of conducting this study, the eighth recommendation is
that future research might focus on the distribution of introversionextraversion personalities (Heidbreder, 1926) across individuals in different
roles, and with different characteristics, in the NHS. If this were crossreferenced with hierarchical position, it might reveal more understanding
about the impact of imposter syndrome (Clance and Imes, 1978) and the
perceived fear of speaking up, and how the full potential of previously
unheard voices might be accessed.
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8.5 Dissemination strategy
This study has been disseminated via several mediums as it has progressed.
The early stages of the thesis were presented both to academic peers at the
Doctoral Students’ Annual Progress Review at the University of
Wolverhampton and at the Life Beyond the PhD conference (Cumberland
Lodge, 2020) in 2018. The proposed study and methodological approach
were also presented in the Researcher Student Poster Competition and
Doctoral Depictions Photo Competition at the University of Wolverhampton’s
Annual Research Conference in 2018 and 2019. In addition, an online blog
(Mortimore, 2018) has been maintained throughout the study, to share the
experience of part-time PhD study, and some of the practical lessons
learned.
Upon completion, participants will be provided with the abstract (either
electronic or paper copy) along with access to an electronic version of the
thesis (or a paper copy, if required).
The research findings will be disseminated for academic peer review and in
professional and policy making arenas.
It is hoped that the scoping literature review will be accepted for publication
in academic healthcare, leadership or management journals. It is also
anticipated that the triangulation of data collection methods and thematic
analysis that created the holistic picture of the organisation in this
ethnographic case study will be shared by publication. The research findings
will also be submitted for publication in academic healthcare, leadership and
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management journals. In this way, it is anticipated they will reach a broad
range of interested parties across healthcare and contribute to the current
debates about organisational culture and performance.
The thesis will be submitted for presentation at local and national leadership
and development conferences, such as those organised by the King’s Fund
(King’s Fund, 2021). It is anticipated this will offer healthcare leaders who are
interested in organisational culture and performance an alternative way of
thinking about the subject.
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APPENDICES
Appendix A. Findings of self-reflection exercise
Identity 1: Introverted but interested
My school reports contained multiple repetitions of the phrase, ‘Quiet and
conscientious’. I am most often found at the edge of large groups and prefer
one-to-one conversations to crowded social events. I look forward to going
home at the end of the day and relax by reading a book or watching a film.
According to Carl Jung (1921), introverts are drained by too much social
interaction, prefer minimally stimulating environments and need time alone to
recharge, whereas extroverts refuel by being with others. Introverts favour an
inwards orientation to their own mental life. They seek out and enjoy
opportunities for reflection and solitude. Clearly, I have a predominantly
introverted personality. I have always preferred to understand and reflect on
the workings of how a solution is derived, rather than to simply regurgitate
facts parrot style. In the context of this research, I believe that the introverted
part of my identity contributed to my motivation to understand how this Trust,
comprising of a wide range of individuals who, on the face of it, shared the
same aim to provide excellent patient care, found itself to be in special
measures. I wanted to understand what was really going on under the
surface of this organisation, how people experienced their day to day at work
and how individual perceptions, values, assumptions and beliefs contributed
to the multi- and overlapping layers of organisational culture.
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Identity 2: Curious academic
Although Jung (1921) states that introverts are motivated by the subjective
rather than the external motivation preferred by extraverts, who are
orientated by objective data, my academic journey has its roots in the
objective sciences and has blossomed over the years towards the more
subjective social sciences. My earliest memories of academia are of
attending primary school in a small town in Northern Ireland in the 1980s. I
passed the 11+ and progressed to the High School for girls in a larger town.
The daily bus journey to and from that school was a formative experience
that heightened my awareness of the subcultures within our society more
than ever before. Although terrorist atrocities and politics were constantly in
the news at the time, I had previously perceived ‘the troubles’ at arm’s length
to my everyday lived experience. However, as soon as I stepped on that bus,
I became acutely aware of the division between the Catholics in their blue
school uniform and the Protestants in their green school uniform. There was
rarely any interaction between children from the different schools and the
atmosphere on that bus always felt slightly ominous. Nevertheless, I was
curious about those children in the other school uniforms and wondered why,
on that bus, we could not be seen to be friends. After all, I was friends with
some of them in other settings, perhaps tellingly, those in which we all wore
similar clothes. The cultural impact of uniforms and certain oppositional
dichotomies became even more apparent to me as this research progressed.
Whilst attending High School I took chemistry, physics and mathematics as A
Levels. On reflection, I believe that the objective nature of these subjects
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provided me with a less complicated inner sanctuary whilst living in a world
that I perceived to be becoming more and more complex as time went by. I
moved to England to study Chemistry as an undergraduate. As part of this
degree, I spent a year at an American university. Both the move to England
and the year in the USA provided more experiences of different cultures and
inspired questions such as, ‘Why did some Americans tell me they regularly
sent money to support the IRA?’. On graduation, I went to London to study
Forensic Science. I developed an interest in the ‘why’ and ‘how’ around the
behaviour of people who became the subjects of forensic investigation more
so than the objective tests used to obtain evidence of their crime and
became convinced that my future did not lie in a purely objective approach to
research. My next step was to complete a degree in Social Sciences. The
acknowledgement of this academic journey is important because it outlines
my quantitative roots in deductive, objective approaches in contrast to the
inductive, subjective approach taken in this qualitative research study and
provides an insight into my initial awareness of the influence of culture on
behaviour. The inclusion of autoethnographic data alongside the data
collected from interviews and documents within this study is an indication of
how far I have travelled from those days in the chemistry laboratory.
However, throughout this research study I have had to confront my fall-back
position of seeking out causal relationships (Mumford and Anjum, 2013),
rather than seeking to simply understand the complexity of the issues
involved (Lee and Lings, 2008).
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Identity 3: Imposter syndrome fighter
‘[T]he term impostor phenomenon is used to designate an internal
experience of intellectual phoniness’ (Clance and Imes, 1978, p.241). It
occurs to me that examples of imposter syndrome exist throughout my
career. For example, although the year I spent as an undergraduate
assisting a research team in America was a wonderful experience, there was
a particularly uncomfortable incident when I was required to give a
presentation to the Chemistry Department, which I believe may have had
some influence on this research. When I looked around the room it dawned
on me that I was one of the only undergraduates there. At the end of the
presentation there was the obligatory opportunity for questions, and
someone took the opportunity to ask me how I felt about the situation in
Northern Ireland. On reflection, I was surely the most qualified in the room to
speak on this subject. But I was overwhelmed by the thought that there was
bound to be a political expert present who would realise that I knew nothing
on the subject and would argue against whatever I said. So, I explained that I
would rather not discuss the matter and could we please return to questions
on my presentation.
I have since worked as a civilian Intelligence Analyst for the police, as a Data
Analyst for NHS commissioning organisations and as an Information
Manager for an NHS provider organisation. Although these experiences have
instigated my interest in the sociology of organisations, I have often felt like
an imposter and, perhaps therefore, disempowered. For example, as a
civilian working alongside police detectives I felt somewhat powerless in the
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officer/civilian oppositional dichotomy (Martin, 1992). Even whilst working
within the NHS Trust, I have felt disempowered as a non-clinician working
alongside clinical colleagues and as a middle manager working alongside
senior leaders. I believe that these feelings of powerlessness influenced my
decision to ensure that most of the participants were purposively selected to
include staff whose voices are not often heard in the literature (Bourgeault
and Mulvale, 2006). I realised that as an insider (Bartunek and Louis, 1996)
of the NHS Trust studied, I was in a unique position to listen to previously
‘hidden voices’ and hopefully help them (and myself) to feel more
empowered to speak up.
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Appendix B. The scoping literature review search strategy
The search terms were designed to seek out records that studied
organisational culture and performance/quality and represented a ‘best fit’
with the review question. In consultation with an academic librarian, a search
strategy was devised and then piloted within Cinahl. The search strategy was
refined via several versions of the search terms. Following some initial
searches without them, the terms ‘study’ or ‘method’ or ‘qualitative’ or
‘quantitative’ were added to facilitate the reduction of the records retrieved to
those reporting research studies rather than commentaries or demonstration
of culture assessment techniques. ‘Organisational culture’ was used rather
than ‘culture’ alone because, as established in a previous review (Scott et al.,
2003), the use of ‘culture’ alone retrieved many false hits and refining the
search term to ‘organisational culture’ successfully located all relevant
records. ‘Corporate culture’ was included as it can sometimes be used in the
literature as a variant on organisational culture.
The final key search terms used to identify relevant studies were:
•

(‘study’ or ‘method’ or ‘qualitative’ or ‘quantitative’); and

•

(‘organisational culture’ or ‘organizational culture’ or ‘corporate
culture’); and

•

(‘performance’ or ‘quality’).

The Boolean operators and/or were used to combine the key terms, with
brackets to define the order in which the concepts were processed. An
example search strategy is provided in appendix C. The electronic databases
searched had been identified by Academic Librarians as the key databases
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for health care studies, so no terms were used to specifically restrict the
search strategy to health care provider organisations.
The searches were limited to the abstracts of articles published in peerreviewed journals via electronic databases and, with regards to grey
literature, to the abstracts of PhD theses published on EThOS, reports
published by the King’s Fund29 and citation snowballing. PhD theses were
included because initial reviews of the literature established that much of the
published research has been conducted by outsiders to NHS organisations
(etic), whereas PhD research can more frequently be found to have been
conducted by an insider (emic) (Fetterman, 2010). As this study was likely to
be emic in nature, it was logical that other examples of emic research be
sought. The King’s Fund website was manually searched for relevant reports
because initial reviews of the grey literature established that this was a key
organisation to include for material not published in academic journals.
Citation snowballing entailed a search of the reference lists of the articles,
theses and reports initially retrieved.
The search strategy was tailored to search across the following 10 key
electronic databases:
•

Cinahl

•

Medline

•

Scopus

The King’s Fund is an independent charity that works to improve health and care in
England.
29
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•

Academic Search Complete

•

HMIC

•

Embase

•

Ovid Journals

•

Nursing & Allied Health Source

•

SocIndex

•

EThOS

The search was limited to between January 2000 and December 2020. NonEnglish articles were excluded because it was not possible to translate them
for this review.
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Appendix C. Example search strategy for literature review
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Appendix D. Articles identified for literature review but for which full
texts could not be retrieved
1. Cefali,K. J. (2011) Hospital based nurses' perceptions toward patient
safety culture as a strategy to improve quality. PhD Thesis. Capella
University.
2. Nelson, W. et al. (2014) Building an Ethical Organizational Culture,
The Health Care Manager, 33(2), p158.
3. Sibbold, S. et al. (2016) An empirically based model for knowledge
management in health care organizations, Health Care Management
Review, 41(1), p64.
4. Jukkala, A. and Kirby, R. (2009) Challenges faced in providing safe
care in rural perinatal settings, American Journal of Maternal Child
Nursing, 34(6), p365-371.
5. Ekasari, P. (2020) Organizational culture: A key factor to improve
nurse performance, Enfermeria clinica, 30 (Suppl. 6), p118-12
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Appendix E. Data extraction from studies included in scoping literature review
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Appendix F. Summary of Iranian studies included in the scoping
literature review
It should be acknowledged that most formally employed people in Iran get
health insurance from the Social Security Organisation, government
employees, student and rural dwellers get health insurance from the Medical
Service Insurance Organisation (Mehrdad, 2009) and the Emdade-Emam
Committee provides for the poor.
Although no Iranian studies were published until almost halfway through the
period of the review (possibly due to political sanctions), between 1 and 3
studies were published each year (except for 2011 and 2012) until 2019
(figure 29).
Figure 29. Publication of Iranian studies (n=11)

As a country that may not have been influenced by the key NHS events
reported in the UK it was important to review these studies in more depth. On
closer inspection it was found that Ravaghi published his thesis, entitled
‘Organisational Failure and Turnaround Process in NHS Hospital Trusts’ in
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the UK in 2007 (the year that Darzi’s Interim Report was published) and
undertook another study in Iran, which was published in 2014. Therefore, it is
possible that Ravaghi’s experience and research undertaken in the UK could
have had some influence on the publication of some of the other Iranian
studies.
Most of the Iranian studies included participants in management roles (n=4)
(table 21), which may indicate ‘where’ these studies considered
organisational culture to reside and who was considered to have the power
to influence an organisation’s culture.
Table 21. Participants in Iranian studies (n=11)

Management
Wide range of staff
Clinicians and patients
Nurses and patients
Clinicians
Non clinicians
Nurses
Grand Total

Count
4
2
1
1
1
1
1
11

Most of the Iranian studies focussed on clinical governance (n=3) or strategic
planning (n=2) (table 22).

481

Table 22. Aspect of performance or quality in Iranian studies (n=11)

Clinical governance
Strategic planning
Quality of care
Staff wellbeing/retention
Information systems
General or multiple performance measures
Systems and process
Patient outcomes
Grand Total

Count
3
2
1
1
1
1
1
1
11

These 5 studies all concluded that changing the organisational culture should
be a key factor utilised to improve clinical governance or strategic planning.
In 2016 Ferdosi et al. found that organisational culture was a barrier to
implementing clinical governance in Isfahan hospitals and suggest that a
culture of trust in reporting and managing errors and risks, along with
commitment to the strategic and operational programme, would improve
clinical governance. Ravaghi et al. (2014) found that an inappropriate
organisational culture was one of the barriers to implementing clinical
governance. And five years later, in 2019, Ziari et al.’s findings placed even
more emphasis on the importance of changing organisational culture to
implement clinical governance in Iranian teaching hospitals. A nurse was
quoted as stating that, ‘"Here, nurses are expected to do everything; and
other health care providers, especially physicians and faculty members, do
not play any role in the implementation of the program. Thus, the
organizational culture should be modified to enhance the execution of quality
improvement programs.”’ (Ziari et al., 2019, p.4). This quotation
acknowledges the existence of role based subcultures within the
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organisation, which echoes Sinkowitz-Cochran et al.’s (2012) findings
(outlined in section 2.4.2).
With regards to strategic planning, Bahadori et al. (2018) found that changing
the organisational culture so that the norms and beliefs are compatible with
the organisation’s goals could improve the implementation of a strategic
plan. In the same year, Esfahani et al. (2018) took the more flexible
approach that either the chosen strategy should be aligned with the existing
organisational culture, or the existing organisational culture should be
changed to align with the formulated strategy. Although Esfahani et al.
appeared to acknowledge that it may be easier to choose a strategy that
aligns with the existing organisational culture, this approach could raise
ethical issues if the existing organisational culture were particularly poor, for
example ‘allowed’ bullying behaviour, and strategies were planned that were
compatible with that.
So, to summarise, this brief review of the Iranian studies has revealed similar
findings to those published in the UK and USA, in that organisational culture
was identified as a route to improving performance. However, it also
reinforced the questions about the generally accepted integrated view of
organisational culture and whether organisational culture can be manipulated
by organisational leaders, as many NHS publications espouse.
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Appendix G. Extracts from research diary
Extract 1
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Extract 2
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Extract 3
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Appendix H. Mind map exercise

487

Appendix I. Approval from University of Wolverhampton Faculty of
Education, Health and Wellbeing Ethics Panel
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Appendix J. Approval from Health Research Authority / Integrated
Research Application System
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Appendix K. Approval from Trust Research and Development
Department

490

Appendix L. Interview Guide
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Appendix M. E-mail Consent Form
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Appendix N. Participant information sheet
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Appendix O. Consent Form
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Appendix P. Thematic analysis
The Braun and Clarke (2006) process consisted of the following six steps:
Step 1: Familiarisation with data: Transcribing data, reading and rereading
the data, noting down initial ideas.
Along with the transcription of interviews, a simple table to summarise the
roles and NHS pay bands of the participants (where they had given consent
to share this information) was collated as the data collection progressed.
This was to monitor the range of participants and ensure a suitable cohort
was achieved for the study. This data is presented in the findings (table 19
and figure 24). The reading and re-reading of each transcript included the
creation of a ‘linked memo’ within NVivo, to capture any early emerging
themes from the individual transcripts. An ‘unlinked’ memo, to capture
themes that overarched multiple transcripts, was also created within NVivo.
Step 2: Generation of initial codes: Coding interesting features of the data in
a systematic fashion across the entire data set, collating data relevant to
each code.
The first coded transcript was reviewed by the research supervisors to
provide assurance and feedback on the coding process. The remaining
twenty-three interview scripts were coded in a random order to minimise any
chronological bias. The codes were automatically collated in NVivo and
allowed to build up as a simple list. Following the coding of each transcript, a
secondary ‘unlinked’ memo was created to capture further emerging themes,
to be reviewed alongside the first linked memo.
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Step 3: Search for themes: Collating codes into potential themes, gathering
all data relevant to each potential theme.
Following reflection on the emerging themes that had been captured in the
memos, the initial list of codes was significantly refined and then grouped
into potential themes. These themes were then broadly categorised into
those which could fall under RQ1 (How did historical and organisational
factors contribute towards an NHS Trust being placed in special measures?)
and those which could fall under RQ2 (How did special measures impact
organisational culture?).
Step 4: Review themes: Checking the themes work in relation to the coded
extracts (Level 1) and the entire data set (Level 2), generating a thematic
‘map’ of the analysis.
Two example themes were reviewed by the research supervisors, along with
the associated coded excerpts. There followed a review of the coding for the
individual interview transcripts to make further refinements. Finally, all the
interviews were reviewed again at a high level to check the themes worked
at the overarching level of analysis and to make further refinements. A
second coded transcript was shared with the research supervisors to provide
assurance and feedback. This peer verification also contributed to the
credibility and overall trustworthiness of the study (section 3.4).
Step 5: Define and name themes: Ongoing analysis to refine the specifics of
each theme, and the overall story the analysis tells; generating clear
definitions and names for each theme.
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The researcher began to consider how the findings might be presented in
alignment with the theoretical frameworks described in the introductory
chapter. This thought process was influenced by discussion with the
research supervisors. The advice received from Professor Joanne Martin,
whose three perspectives framework also had a significant influence on the
analysis (appendix Q). Several potential structures into which the findings of
the thematic analysis could fit were identified. This step provided clarification
of the emerging themes and how the overall story might be presented. In
addition, a helicopter view (or mind map) exercise (appendix H) was
undertaken to allow the researcher to review the bigger picture and a very
early draft of the findings chapter was shared with the research supervisors
for assurance.
Steps 1 to 5 were repeated for the autoethnographic vignettes and then for
the Trust documents, and these findings were incorporated into the draft
structure of the findings chapter in turn.
Step 6: Produce the report: The final opportunity for analysis. Selection of
vivid, compelling extract examples, final analysis of selected extracts,
relating back of the analysis to the research question and literature,
producing a scholarly report of the analysis.
At this stage, all three sets of data had been analysed and combined into a
draft findings chapter. However, the structure remained in flux as the
selection of direct quotations and other data extracts were refined and pared
back to the most telling evidence. It was decided that to enhance the
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coherence of the findings, the reported themes would be limited to the six
that occurred most frequently in the data.
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Appendix Q. Email communication from Professor Emerita Joanne
Martin
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