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Abstract  

Purpose 

This paper explores the role of governance officers in an NHS Trust. It examines how they 

negotiate the space between managers and clinicians to ensure accountability. 

Design/methodology/approach 

Using a phenomenological approach, semi-structured individual interviews were conducted 

with governance officers (n = 8) and a focus group (n = 5) to explore their lived experiences 

and views within an NHS Trust. The study draws on theoretical frameworks relating to Role 

Theory, Foucault’s theory of power and Bourdieu’s theory of practice. The data were analysed 

thematically using Braun and Clarke’s (2006) method.  

Findings  

The key themes emerging from the data are: the governance officer role; pleasures and pains; 

power dynamics; unity despite diversity; the  pursuit of accountability; policing and nurturing: 

approaches to accountability; self-perception and social position; forming bridges. 

Surveillance, a network of interactions and power dynamics influence how governance officers 

ensure accountability and this shapes their identity.  

Originality 

This is the first research study, to the author’s knowledge, to explore, theorise and provide 

detailed insights into the role of governance officers. This pivotal role is important in ensuring 

accountability at the local level of the NHS and in providing high-quality patient treatment and 

care. 
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Introduction/Background 1 

Being one of the largest institutions of public expenditure in the UK, the National Health 2 

Service (NHS) is under increasing pressure for accountability (Donaldson, 2001; Merali, 3 

2009). There is also an increasing demand for care from an ageing population with complex 4 

co-morbidities and diseases that have been brought about by lifestyle factors. The COVID-19 5 

pandemic exacerbated these pressures, and strain is being felt in all areas of healthcare. This 6 

highlights the urgent need for measures to address the underlying challenges. It is important 7 

that radical changes are put in place to improve accountability and enhance patient safety. 8 

 9 

Clinical governance officers were appointed in the early 2000s to support NHS Trusts in 10 

embedding governance structures. They support clinicians with the implementation of 11 

strategies and policies, and provide assurance to senior managers (Walshe and Shortell, 2004). 12 

Typically, governance officers oversee areas such as clinical audit, incident and risk 13 

management, National Institute for Health and Care Excellence (NICE) guidance 14 

implementation, and patient information. Their remit is to operationalise the governance 15 

agenda. Titles vary across institutions, but their core function remains the translation of policy 16 

into practice.  17 

 18 

While ensuring accountability, governance officers mediate between clinicians and senior 19 

managers, navigating inherent tensions between these groups (Waring and Bishop, 2010). 20 

However, governance officers often have limited decision-making authority, and their role has 21 

received little attention. Little is known about their lived experiences and challenges. 22 

Understanding their perspectives is important for accountability to be enacted in practice. 23 

 24 

This study addresses this gap by exploring the voices of governance officers in one NHS Trust. 25 

It seeks to capture their experiences of accountability, highlight the challenges they face, and 26 

provide insights into a role that is now seen as essential in healthcare, yet is often overlooked 27 

in policy and research. The NHS Trust of study is one of the largest acute and community 28 

providers of secondary healthcare in the region, located on three sites and serving a city and its 29 

environs.  30 

 31 

Literature Review 32 

Scope and study designs 33 
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While clinical governance has been the subject of considerable attention (Halligan and 34 

Donaldson, 2001; Zahir, 2001; Flynn, 2002; Walshe and Shortell, 2004; Som, 2005; Gottwald 35 

and Lansdown, 2014), the specific literature on governance officers or those in similar roles in 36 

the NHS is limited. No studies were identified that focused exclusively on the role of 37 

governance officers or similar roles. The literature comprises reviews (Gnani et al, 2004; 38 

Mynors-Wallis et al, 2004; Merrifield, 2005; Wall et al, 2006; Ward, 2009; Cole and Radnor, 39 

2010; Strachan et al, 2014; Morrison et al, 2018; Sykes et al, 2020), NHS grey literature (NHS 40 

Trust H, 2018; NHS Trust H, 2019a; NHS Trust H, 2019b), one randomised controlled trial 41 

(Russell et al, 2014) and viewpoint articles (Brown, 2005; Peak et al, 2005). This highlights a 42 

gap in the empirical evidence base. The available literature only describes some of the activities 43 

that are undertaken by governance officers, including supporting accountability through audits, 44 

peer reviews and risk management. 45 

 46 

Role expectations and performance 47 

Two broad themes emerge from the available literature: role expectations (what the governance 48 

officers are formally tasked with) and actual performance (how tasks are enacted in practice). 49 

Governance officers are portrayed in the literature as being central to operational governance, 50 

working alongside multidisciplinary teams to ensure accountability and support quality 51 

improvement (Peak et al, 2005, Wall et al, 2006, NHS Trust H, 2018).  52 

 53 

Role expectations emphasise innovation, assurance, and accountability, with governance 54 

facilitators/officers coordinating audits, implementing governance strategies, supporting 55 

training, and facilitating communication between clinicians and management (Peak et al, 2005; 56 

NHS Trust H, 2018; NHS Trust H, 2019a; NHS Trust H, 2019b). Actual performance includes 57 

undertaking clinical audits, facilitating peer review visits and carrying out annual health checks 58 

(Brown, 2005, Cole and Radnor, 2010, Russell et al, 2014; Morrison et al, 2018). The 59 

governance officers also support risk management, policy compliance and multidisciplinary 60 

meetings, acting as intermediaries to promote engagement and improvement. This gap between  61 

role expectations and actual performance highlights the complexity of the governance officer 62 

role; formal expectations do not fully capture the realities of performance. 63 

 64 

While the cited articles describe the activities of governance officers, they provide little insight 65 

into their lived experiences or perspectives. Exploring how they negotiate the space between 66 

clinicians and senior managers, navigate tensions and perceive the value of their work within 67 
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the wider governance structure could improve the understanding of the governance officer role 68 

and support communication of governance requirements to those delivering care. 69 

 70 

Theoretical frameworks  71 

To give meaning to the study, the paper draws on three theoretical frameworks: Role Theory, 72 

Foucault’s power theory and Bourdieu’s theory of practice, specifically Bourdieu’s concepts 73 

of habitus, field and capital. Role Theory explains how people interpret their roles and how 74 

their behaviour is influenced by the expectations tied to the roles that they occupy (Biddle, 75 

2013). It provides a lens for understanding how governance officers navigate competing 76 

expectations from different stakeholders and how role ambiguity, role conflict and role 77 

overload shape their experiences. This influences their identity and interactions within the 78 

social systems.  79 

 80 

Drawing on Foucault's theory of power, the study explores how governance officers ensure 81 

accountability using policies, reporting structures and subtle dynamics of authority while being 82 

agents of power. Foucault describes this as governmentality – the use of policies and 83 

procedures to govern individuals (Foucault, 1997). Governance officers regulate behaviour 84 

through control and surveillance, a process Foucault explains via the Panopticon as a model of 85 

surveillance. According to Foucault, power is diffuse, and operates across interactions, 86 

processes and relationships rather than flowing solely from the top down. It is exercised 87 

through discourse and it is linked to knowledge, with power and knowledge closely connected 88 

(Foucault, 1977; Dreyfus and Rabinow, 1982; Raffinsoe et al, 2019). 89 

 90 

This study also adopts Bourdieu’s theory of practice (Bourdieu, 1993) which provides a 91 

conceptual lens through which the roles and experiences of the governance officers are further 92 

explained. Bourdieu conceptualises habitus as the embodied dispositions that have been shaped 93 

through past socialisation and professional experience. Habitus reflects and reproduces the 94 

objective structures of the field and influences how individuals perceive situations, make 95 

judgments and act. Bourdieu refers to capital as the resources that are valued within a particular 96 

field, such as cultural capital (knowledge, qualifications and expertise), social capital 97 

(networks and relationships) and symbolic capital (recognition and legitimacy). Bourdieu 98 

argues that power within a field is maintained not only through interpersonal relations, but also 99 

through the unequal distribution of capital and processes of symbolic domination. These 100 
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concepts are used in this study to explain how governance officers’ positioning within the 101 

organisational field and their access to capital shape their capacity to perform their roles.  102 

 103 

These three frameworks provide a lens for interpreting the governance officers’ lived 104 

experiences. Guided by this, a qualitative approach was adopted to capture the governance 105 

officers’ lived experiences in the NHS Trust. The frameworks informed the data collection and 106 

analysis as described in the following sections.  107 

 108 

Methodology 109 

In order to ensure comprehensive reporting and enhance the credibility of the interviews and 110 

focus group, the Consolidated Criteria for Reporting Qualitative Studies (COREQ) checklist 111 

was used (Tong et al, 2007). The research study employed phenomenology to explore how 112 

governance officers experience their roles within the NHS accountability framework. 113 

Phenomenology is concerned with understanding how individuals make sense of their lived 114 

experience (Husserl, 2012; van Manaen, 2016). It enables an exploration of how governance 115 

officers perceive their work, using rich description. Phenomenology encourages us to try to 116 

capture in-depth meaning which is important given the lack of available knowledge on how 117 

governance officers interpret their responsibilities, relationships and positioning. 118 

 119 

The first author, a female governance officer in the NHS Trust of study who was a PhD student 120 

at the time, conducted the semi-structured individual interviews and a focus group. The 121 

sampling method was purposive, as governance officers were chosen as the participants. The 122 

inclusion criterion for the study was that the governance officers should have been working in 123 

the Trust during the data collection period. The individual interviews provided space for the 124 

participants to narrate their experiences and allow the researcher to explore their perspectives 125 

and their perceived tensions. The focus group complemented the interviews and allowed the 126 

participants to reflect together to provide shared understandings of their role. This enabled the 127 

researcher to identify areas of convergence and divergence. Combining both methods enhanced 128 

the richness of the data and supported triangulation, thereby improving the credibility and depth 129 

of the findings. The participants were informed about the research and they were invited to take 130 

part in the interviews and focus group at team meetings. Pilot studies were conducted to ensure 131 

that issues to be discussed were appropriate in answering the research questions (Patton, 2015; 132 

Bryman, 2016; Silverman, 2016).  133 

 134 
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The individual interviews and focus group were conducted on the Trust premises. They were 135 

audio-recorded and the interviews lasted an average of one hour, while the focus group was 45 136 

minutes. Data saturation was achieved through the combination of the interviews and focus 137 

group. Prompts were used to facilitate discussions during the interviews and the focus group. 138 

Only participants were present at these sessions. The participants were of different ages, 139 

qualifications and experiences. None of their qualifications related to the role of the governance 140 

officer. Gender-wise, five male and three female participants took part in the semi-structured 141 

interviews, while the focus group consisted of three female and two male participants. Their 142 

age range was between 26 and 54 years. Due to the time lapse between when the individual 143 

interviews were done and when the focus group was conducted, some participants had left the 144 

Trust while others had joined the Governance team. Therefore, not all participants for the 145 

individual interviews were in the focus group and vice versa. Field notes were not used during 146 

this study and repeat interviews were not conducted; however, member-checking of the 147 

transcripts was employed to confirm accuracy and credibility. The samples for the individual 148 

interviews and the focus group were from a single site.  149 

 150 

Ethical considerations 151 

Due to the nature of the research, approval was obtained from three different sources: the 152 

Health Research Authority via the Integrated Research Application System (IRAS); the NHS 153 

Trust and the university. The main ethical considerations were voluntary participation, 154 

informed consent, confidentiality, and anonymity (DHEW, 1978; World Medical Association, 155 

2013; Gerrish et al, 2015; Dove, 2020). The governance officers were provided with participant 156 

information sheets and participation was voluntary. Each participant also completed a consent 157 

form. They were assured that confidentiality and anonymity would be ensured. All data were 158 

collected, processed, stored, and disposed of in accordance with the General Data Protection 159 

Regulations and the NHS Code of Confidentiality (DH, 1994; Data Protection Act, 2018).  160 

 161 

Data analysis 162 

The audio-recorded data from the interviews and the focus group were transcribed verbatim 163 

and analysed thematically using Braun and Clarke’s (2006) six-phase approach. Thematic 164 

analysis provided a structured yet flexible framework to identify and interpret patterns across 165 

the participants’ narratives. Coding was conducted manually and inductively by the main 166 

author, allowing themes to emerge from the data rather than from the literature. Interpretation 167 
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of the themes was later guided by theoretical insights drawn from using the concepts that have 168 

been discussed above. 169 

 170 

In the first phase of the analysis, data familiarisation involved repeated reading of transcripts, 171 

during which initial thoughts and observations were noted. This was followed by generating 172 

codes across the dataset, capturing recurring ideas related to participants’ roles, relationships, 173 

and organisational contexts. In the third and fourth phases, codes were organised into potential 174 

themes and reviewed to ensure consistency and coherence. Final theme definitions and names 175 

were refined with the co-authors to ensure conceptual clarity and rigour.  176 

 177 

The theoretical frameworks helped to portray the nature of the governance officer role in the 178 

NHS, particularly in relation to accountability, power relations, and identity. Throughout the 179 

analysis, rigor and credibility were ensured by peer verification, with themes discussed among 180 

co-authors to challenge assumptions in the coding and interpretation process. 181 

 182 

Findings  183 

This section presents the findings from the individual interviews and the focus group with 184 

governance officers, examining their roles and experiences as they ensure accountability within 185 

an NHS Trust. There was consistency between the data presented and the findings. The themes 186 

for the individual interviews and the focus group are illustrated in Figures I and II.   187 

 188 

Figure I. Themes for individual interviews 189 

 190 

 191 

 192 

 193 

Figure II. Themes for focus group 194 
 195 

 196 

 197 

 198 

The governance officer role 199 
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Participants described how their roles had evolved, reflecting organisational and cultural 200 

changes. The new and expanding role of the governance officer appears to have led to role 201 

ambiguity and role overload. 202 

‘…They asked me to chair governance meetings, take minutes of governance meetings 203 
and do various tasks for them...’ (GO1, individual interview). 204 

 205 
‘…a lot of workstreams which include, Prospective Audits, doing Clinical Audits, NICE 206 
Guidance, …, Risk Register … Incident-reporting, Serious Untoward Incidents (SUI) 207 
actions, erm, Duty of Candour, which we had to recently learn, erm, External Reviews, 208 
Patient Information Leaflets, Information Governance, Losses and Compensation, etc’ 209 

(GO6, individual interview). 210 
 211 

 212 

The governance officers’ narratives describe chaotic work patterns, often switching 213 

uncontrollably between tasks. 214 

 215 

‘So, how many things am I working on at any one moment?’ (GO3, individual 216 
interview). 217 

 218 

Pleasures and pains  219 

Despite the pressures, many participants expressed satisfaction with their contribution to 220 

patient safety.  221 

‘We are trying to enhance patient safety and improve the patient journey… It makes us 222 

have a sense of pride and satisfaction’ (GO3, individual interview). 223 

 224 

Some participants described being frustrated, particularly when clinicians did not engage. They 225 

attributed clinician disengagement to competing priorities or indifference, while others 226 

interpreted it as a power game. 227 

‘… the frustration comes, I think, when we struggle to get engagement from the clinical 228 
side of things. Whether it is due to them being too busy and too stretched to work 229 

with us or whether they don’t [laugh] particularly get the governance thing. They 230 
don’t want to engage with us...’ (GO8, individual interview). 231 

 232 

Power dynamics: unity despite diversity 233 

While strong internal team bonds were valued, participants reported tension and friction. The 234 

lack of support within the team was an occasional source of dissatisfaction. 235 

Participants said that they formed a network of relationships with powerful staff to ensure 236 

accountability. They described the power dynamics exhibited by some consultants as 237 

challenging. While some consultants were unwilling to engage, others strongly engaged with 238 

the governance officers, especially medics.  239 
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‘…if you can build up some good relationships then, if you do bits for them, they are 240 

more likely to answer your queries and get back to you’ (GO8, focus group). 241 
 242 

A participant described the attitude of some senior clinicians. 243 

‘… I’ve sat in directorate meetings where they are, the clinical directors are…send 244 
some quite obvious signals to let known (sic) to junior staff what they think of 245 

governance’ (GO9, focus group). 246 
 247 
The participants said that they sought information from other members of the team, such as 248 

directorate managers and matrons, who were usually relatively easier to approach than some 249 

of the clinical directors.  250 

‘... I do find communicating with them a bit more difficult than say, the directorate 251 

managers or even the matrons – I find that they are more happy (sic) to engage’ (GO8, 252 

focus group). 253 

  254 

Policing and nurturing: dual approaches to accountability 255 

Two distinct approaches to accountability emerged: policing and nurturing. The ‘policing’ 256 

approach involved setting expectations, issuing reminders, and escalating non-compliance. 257 

 258 

‘They are accountable for their areas… I can advise… but it is their accountability’ 259 
(GO6, focus group). 260 

 261 
‘If they’re not going to respond… I’ll just escalate it upwards’ (GO7, focus group). 262 

 263 

By contrast, the ‘nurturing’ approach reflected support, persuasion, and even taking on tasks 264 

to ensure compliance. Some participants admitted to feeling personally responsible for 265 

directorate performance. 266 

 267 
‘You kind of… you can put that pressure on yourself; that it is me that needs to do this 268 

one, not them’ (GO8, focus group). 269 
 270 

Figure III shows the approaches used by governance officers to ensure accountability.  271 

 272 

Figure III. Approaches used by governance officers to ensure accountability  273 

 274 

 275 

 276 

 277 

Perceptions of self and social position 278 
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Participants reflected on themselves and on how others viewed them. Many took pride in their 279 

contributions to improving patient care. Some expressed frustration at being seen as junior staff 280 

by the clinicians, while one participant said they had a lot of tasks, but were not experts.  281 

 282 

‘You only have so much [power]… You don’t have that authority’ (GO1, GO5, focus 283 
group). 284 

 285 

‘I think we are all like jacks of all trades’ (GO1, individual interview). 286 

 287 

Such findings show how governance officers’ status and identity affect how they ensure 288 

accountability. 289 

 290 

Figure IV presents a summary of the key findings of the study. 291 

 292 

Figure IV. Key findings of the study  293 

 294 

 295 

 296 

 297 

Discussion  298 

Material like this illuminates aspects of the complexity of the governance officer role in the 299 

NHS. This study draws on Role Theory to examine how governance officers interpret and enact 300 

their roles, on Foucault’s theory of power to explain how power is enacted through surveillance 301 

and everyday practices to shape conduct, and on Bourdieu’s theory of practice to explain how 302 

power is structured through capital and positioning.  303 

 304 

Role evolution, ambiguity, overload, and conflict 305 

The findings suggest that the role of the governance officers, which might seem obscure, is 306 

actually rather complex. Their role is characterised by shifting scripts, poorly defined 307 

boundaries, and perceptions of ever-increasing workloads.  308 

 309 

Due to the ambiguity of the role, it was unsurprising that some governance officers reported 310 

being asked to conduct wider tasks, such as chair meetings and take minutes of meetings. Such 311 
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role ambiguity could potentially lead to sub-optimal governance and accountability. Biddle 312 

(2013) argues that unclear expectations might increase stress levels. In the case of the 313 

governance officers in the NHS Trust of study, it could be argued that role evolution was 314 

necessary, desirable and inevitable.  315 

 316 

Although role changes might be beneficial, they can affect job satisfaction. Frequent changes 317 

are potentially detrimental to staff morale and may hinder role stability. On the other hand, if 318 

it is regulated, the governance officer role could have unexpected effects. This includes not 319 

providing the flexibility that is needed for ensuring accountability amongst clinicians. Still, the 320 

acknowledgement of role ambiguity in the governance officer role could usher in an 321 

opportunity for proper definition of the role.  322 

 323 

Workstreams described by the participants were similar to those explained by Peak et al (2005). 324 

The scope of their workload could prevent the governance officers from mastering the tasks, 325 

hence the metaphor, jack of all trades. Having an excessive workload and not being an expert 326 

in the field could affect the identity of the governance officers, reduce their power levels and 327 

increase stress levels (Biddle, 2013). This resonates with Biddle’s concept of role conflict 328 

(2013) where multiple demands from different members of a role set might sometimes lead to 329 

tension and stress. 330 

 331 

Intensified role overload also occurred when there were vacancies within the department and 332 

this impacted upon the role expectations of the governance officers. It brought about role 333 

conflicts, as it was sometimes a struggle to fulfil role expectations of two posts. In this way 334 

role overload and role conflict potentially affect the organisation, impacting on employee 335 

retention, achievement of organisational targets and culture. The absence of standardised tasks 336 

increases role conflict when governance officers are expected to meet obligations of more than 337 

one post. 338 

 339 

Accountability and approaches to governance: policing and nurturing  340 

In the ‘policing’ mode, governance officers adopt a monitoring role from a professional 341 

distance, reflecting elements of the Panopticon (Foucault, 1977) where surveillance operates 342 

as a disciplinary mechanism shaping conduct. In contrast, the ‘nurturing’ approach is fuelled 343 

by relationships and it reflects a mode of power where governance officers function as advisors 344 

– caring, coaxing, supporting, and sometimes even completing tasks for clinical teams. This 345 



Page 12 of 19 
 

strategy emerges as a response to their relatively weak authority; it could be that by nurturing 346 

they compensate for limited power through influence, relationship-building and persuasion; 347 

absorbing emotional and practical labour to maintain standards. The governance officer role 348 

cannot, therefore, be reduced to organisational discipline. 349 

 350 

In Bourdieu’s terms, governance officers operated from a position of limited capital. They 351 

negotiated their roles in a field dominated by the power structures of the medical profession. 352 

Their ability to influence relied on strategies such as diplomacy, persuasion and reliability to 353 

relate with powerful individuals. 354 

 355 

The differing approaches used by the governance officers produce various levels of 356 

accountability. The lack of professionalisation – the process by which occupations acquire 357 

integrity and competence to enable them to transform into professions, might explain why 358 

governance officers have different approaches to ensuring accountability. Ensuring 359 

accountability involves more than addressing workstreams; it also depends on governance 360 

officers negotiating relationships and power dynamics. This duality was not reflected in 361 

previous studies which omitted discussions and even recognition of the governance officers’ 362 

nurturing side. 363 

 364 

Power and positioning  365 

The study revealed that governance officers navigate a field of power, negotiating between 366 

clinicians and managers (Walshe and Shortell, 2004) to bring about quality improvement. Here, 367 

Foucault’s concept of disciplinary power, particularly through surveillance, is especially 368 

relevant to understanding accountability. He explains surveillance as a mechanism through 369 

which power operates productively, shaping conduct and subjectivities. Surveillance, in this 370 

context, is a key means through which power is exercised, embedded via observation, data 371 

collection and performance monitoring. The audits, incident and risk management and the 372 

various meetings that governance officers attend function as forms of surveillance. High levels 373 

of regulation of performance by external agencies, committees and the Trust Board reinforce 374 

this disciplinary power. Governance officers’ roles are shaped by this power dynamic, as they 375 

operate in a field where clinicians’ authority often supersedes theirs (Dreyfus and Rabinow, 376 

1982; Raffinsoe et al, 2019). Accountability practices regulate conduct while also shaping 377 

governance officers as accountable individuals.  378 

 379 
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Foucault’s concept of power differs from Bourdieu’s concept of power as argued in his theory 380 

of practice. While Foucault shows how power shapes conduct through everyday practices, 381 

Bourdieu’s theory of practice (Bourdieu, 1993) explains how such practices can reproduce 382 

existing structures within the organisational field. Bourdieu explains how individuals operate 383 

within social fields and how power is structured by capital and processes of symbolic 384 

domination. Consultants’ higher cultural capital – their qualifications and expertise – positions 385 

them at the top of the field, while governance officers’ lower cultural, social and symbolic 386 

capital limits their recognition and authority.  387 

 388 

Participants described feeling on the margins despite their essential role in ensuring 389 

accountability, reflecting how unequal distributions of capital shape action and reinforce 390 

symbolic domination. Governance officers’ organisational knowledge and responsibilities are 391 

significant, but without comparable capital, they experience tensions around influence, status 392 

and authority.  Staff with high capital draw upon this to play the power game (Bourdieu, 1993). 393 

For example, when consultants discourage engagement with governance activities, this has the 394 

potential of weakening governance officers’ authority, making the pursuit for accountability 395 

feel, in one participant’s words, like “fighting a losing battle.” Halligan and Donaldson (2001) 396 

argue that leadership plays an important role in governance. 397 

 398 

Together, the perspectives of Foucault and Bourdieu illuminate how power operates in an 399 

organisational field. Foucault shows how disciplinary practices shape conduct and professional 400 

identities, while Bourdieu explains how unequal distributions of capital position governance 401 

officers relative to clinicians. Using both perspectives reveals how power operates through 402 

practice and structure, explaining officers roles, influence and positioning within the field. 403 

 404 

Governance officers’ identity, capital, and habitus 405 

The findings highlight how the governance officers’ identities are shaped by both their 406 

positioning within the organisational field and by the capital they mobilise. Their habitus 407 

reflects dispositions shaped by professional background and experience. In some instances, 408 

governance officers described tensions and constraints that could suggest a misalignment 409 

between their habitus and the organisational field.  410 

While some participants derived pride and satisfaction from their work, others reported low 411 

morale and a sense of being undervalued. This could threaten the governance officers’ sense 412 
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of efficacy. Power dynamics play a role in influencing the governance officers’ self-perception, 413 

hence their self-description as ‘jacks of all trades.’ This also influences how governance 414 

officers are perceived by others in the Trust.  415 

 416 

The available literature tends to underplay the challenge of power dynamics and politics. 417 

Levels of satisfaction were not considered in the literature that was reviewed. The emotions of 418 

pride, satisfaction and frustration noted here show that ensuring accountability goes beyond 419 

procedures and is deeply embedded in power dynamics.  420 

 421 

The variability in the academic backgrounds of the governance officers increases their diversity 422 

and may have reduced their unifying power and identity. Professionalisation has been a method 423 

by which groups have established their status and position, not least in health. Arguably, the 424 

absence of a professional body to look after the affairs of the governance officer has placed a 425 

ceiling on their progress. Without a shared professional body, governance officers may struggle 426 

to develop a collective identity as is found in more established NHS professions. A community 427 

of practice could help to consolidate a shared habitus and strengthen their collective capital. 428 

This would enhance learning, solidarity, and professional agency. It would also enable 429 

governance officers to resist marginalisation and assert a more authoritative presence within 430 

the organisational field having gained symbolic capital. 431 

 432 

Divergent views on the role of the governance officer 433 

Power dynamics were reflected in the ways that some participants asserted the difficulty of 434 

their work. The idea that the role of the governance officer was a ‘breeze’ was aggressively 435 

refuted by some participants who felt that it was challenging and certainly not ‘a breeze.’ But 436 

there was also a reported difference in the workload for governance officers who worked in 437 

surgical and medical directorates. The medical directorates were described as ‘the easy ones,’ 438 

e.g., Audiology, Neurology, Rheumatology and Dermatology. Medical directorates do less 439 

invasive procedures than surgical directorates and the governance officers who supported 440 

medical directorates had fewer issues to address.  441 

 442 

The governance officers in the study felt that their roles were challenging because they 443 

continuously demanded feedback from some staff within the directorates to no avail. One way 444 

in which some governance officers addressed role overload was by prioritising tasks. Whether 445 
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accountability should lay with the directorates or the governance officers who were supporting 446 

them was an area in which opinions differed.  447 

 448 

Implications 449 

The strength of the study is its empirical contribution to an under-researched area. It shows 450 

how role expectations, power relations and professional habitus are experienced and negotiated 451 

in practice by governance officers within an NHS Trust. The study has several implications for 452 

strengthening governance practice within NHS Trusts. Clearer and standardised job 453 

descriptions are essential to address role ambiguity and reduce role conflict. Training in stress 454 

management, workload management and resilience should alleviate role strain and improve 455 

job performance. 456 

 457 

As clinician engagement remains a challenge in some areas, governance officers would benefit 458 

from collaboration via regular awareness sessions and interdisciplinary meetings which re-459 

emphasise the importance of clinical governance in patient care. The findings highlight the 460 

need for a recognised professional body or a community of practice to enhance their identity 461 

and credibility. 462 

 463 

The findings also suggest several directions for future research including studies with other 464 

staff groups engaged in pushing the governance agenda; research examining the relationship 465 

between governance officers and clinicians, particularly in relation to power and identity; and 466 

exploration on how other NHS organisations shape the role of staff groups involved with 467 

ensuring accountability. The findings may inform policymakers and NHS staff in planning on 468 

governance-related roles and in implementing governance agendas and initiatives to improve 469 

patient care.  470 

Although conducted within a single NHS organisation, this study provides rich, contextual 471 

insights that may be transferable to similar NHS settings, while acknowledging the limited 472 

generalisability inherent in a single-centre design. The use of interviews which restrict the 473 

number of participants and the potential for interviewer bias are further limitations.  474 

 475 

Conclusion 476 
This study provides insights into the evolving and complex role of clinical governance officers 477 

within the NHS. The research shows how governance officers manage competing expectations, 478 
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ambiguous responsibilities, and power dynamics to ensure accountability and uphold patient 479 

safety at the local level. If clinicians do not engage fully with governance, patient safety and 480 

quality of care may be jeopardised. 481 

 482 

The findings suggest that governance officers play a mediating role between policy and 483 

practice, compliance and care, and surveillance and support. Their work is marked by role 484 

ambiguity, overload, and conflict, yet they navigate these tensions through resilience, 485 

diplomacy, and adaptation. While some adopt ‘policing’ behaviours, others take nurturing 486 

approaches, reflecting the hybrid nature of their role. These practices illustrate how power 487 

operates through everyday accountability processes, while shaping governance officers as 488 

agents of accountability. 489 

 490 

Governance officers operate in a field where professional hierarchies and capital shape 491 

positioning and influence. Despite their importance, they occupy roles marked by limited 492 

authority and a weak collective identity. Their experiences reflect how dispositions, shaped by 493 

professional backgrounds and the organisation interact with the field to sustain existing 494 

structures. Structural support, role clarification, and a community of practice could strengthen 495 

the role.  496 

 497 

In the current political and economic climate, ensuring accountability at the local level remains 498 

critical. Governance officers play a key role in sustaining organisational accountability, 499 

operating within power relations shaped by both everyday practices and structural inequalities.  500 

Recognising and empowering them is essential for organisational performance and for  501 

safeguarding the quality and safety of patient care across the NHS. 502 

 503 
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