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Barbara Caroline Bradbury

The provision of quality health care and standards of leadership in the National
Health Service in England have been of concern for many years. To address falling
standards and institutional failures external regulation of the service was introduced.
However, despite the scrutiny of regulators, concerns regarding organisational culture,
quality and leadership in the NHS prevail.

Research in organisations that have improved their performance as evidenced by
the health care quality regulator, Care Quality Commission, has mainly focussed on the
organisational changes that have occurred. However, little has been studied as to
whether organisational objectives go beyond delivering quality improvement and there is
a lack of examination of the strategic leadership behaviour that underpins organisational
performance improvement and resilience.

Furthermore, there is little research into how the focus of organisational change
may alter following a second inspection that demonstrates quality improvement, as
evidenced by the Care Quality Commission. Thus it is unclear whether improvement is the
result of corporate strategy that intends to deliver long-term, sustainable improvement,
short to mid-term improvement to satisfy the regulator, or a mixture of both. This
research set out to explore these issues.

A multiple-case study design of two non-typical NHS Foundation Trusts were
researched to identify the strategic leadership behaviours that enabled organisational
performance improvement and underpinned the development of sustained
organisational resilience. The research questions were explored through the multiple
methods of interviews, secondary documents, non-participant observations and NHS
Staff Survey data. Thematic analysis of interview data and analysis of documents were
complemented by analysis of summary aggregated percentages of staff survey data.

The research offers new insights into leadership behaviour that goes beyond a
focus on quality improvement and presents a new theoretical framework regarding the
development of organisational resilience. Five strategic leadership behaviours
underpinned the development of sustained organisational resilience: responsible
leadership, a values-led culture, being people-focussed, applying rigorous governance and
a commitment to organisational learning. A new paradigm of leadership in the NHS is
proposed, that of responsible leadership. This will benefit the health and social care
sectors as they move into a model of integrated care.
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GLOSSARY

British Medical Association: Representative organisation that supports and negotiates
terms and conditions on behalf of all UK doctors and medical students

Clinical Commissioning Group: A group of GP practices that commission most planned
hospital care, rehabilitation services, urgent and emergency care, most community health
services, mental health and learning disability services in the English National Health
Service

Care Quality Commission: Organisation responsible for monitoring and regulating the
quality of health and social care provided by the English NHS, private, social and charity
sectors

Datix: Electronic incident reporting system for risk management, capturing patient safety
incidents: used in NHS organisations to report clinical incidents and near misses

Integrated Care System: Integration of NHS health providers, local government and other
wider delivery partners (e.g. charities) working collaboratively to meet the health and
social care needs of their community. These will become statutory organisations
following new legislation, proposed to begin in 2022

Just Culture: An organisational culture that supports consistent, constructive and fair
evaluation of the actions of staff involved in patient safety incidents

National Health Service: The health service of the UK, funded centrally through taxation
and free at the point of delivery for all UK residents

National Health Service Trust: A hospital in the NHS in England that has opted out of local
authority control and is managed by a Trust. An NHS Trust may comprise a group of
several hospitals under the management of one Board of Directors

National Reporting and Learning System: Central record of all incidents and near misses
reported through local risk management systems (e.g. Datix)

NVivo: Computer software programme for qualitative data management and analysis

Organisational Resilience: An organisation that responds positively to a challenging
event, recovers and emerges stronger

People: Employees of the National Health Service

Royal College: Medical Royal Colleges are professional bodies responsible for specialty
training and GP training in the UK, with oversight of curricula and assessment for each
training programme

Serious Incident: An unexpected or avoidable death or injury that results in serious harm,
and must be investigated to understand the cause and ensure organisational learning
from the event to avoid repetition

Sustainable Transformation Partnership: In 2016, NHS organisations, local councils and
other organisations came together to form sustainable transformation partnerships in all
areas of England. They set out proposals to improve health and social care and are taking
collective responsibility for managing resources and delivering NHS care: they are
evolving into Integrated Care Systems

Values and Behaviours Framework: A document that sets out an organisation’s values,
expectations and standards of behaviour, and how colleagues should work together
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Chapter 1

INTRODUCTION

1.1 Context and chapter overview

Health systems globally are stretched, struggle to provide quality services and face
spiralling costs (Heavin, 2017), with the COVID-19 pandemic highlighting their fragility in
many countries (Deloitte, 2021; Haque, 2021). The maintenance of a functioning National
Health Service (NHS) was central to the United Kingdom (UK) government’s lockdown
requirement to stay at home, protect the NHS and save lives (Tonkin and Whitaker,
2021). Prior to the pandemic, sustainability plans were being drawn up throughout
England to address on-going financial pressures in the health and social care sectors,
initially to be implemented by April 2021 (Alderwick et al., 2016). However, whilst closer
collaboration has been exhibited during the current pandemic (Gray and Sanders, 2020;
DHSC, 2021b), change in legislation is required for true integration between the sectors
following the Health and Social Care Act 2012 that promoted greater competition (Allen
et al.,, 2017). A recent UK government White Paper from the Department of Health and
Social Care (DHSC) that sets out proposals for legislative change (DHSC, 2021b) estimates
its implementation will commence in 2022.

It is assumed for the purposes of this research that the legislative changes will be
enacted and the formation of Integrated Care Systems (ICS) will be formally incorporated
in due course. In order to sustain the future delivery of safe, effective health care, free at
the point of delivery, the NHS will need to adapt and contribute to whole system working,
engaging with partners to provide effective services. This will require a nuanced
understanding of corporate leader behaviours that maintain resilience of an organisation
whilst adapting to change and challenge. This chapter sets out the background to the
research study, followed by the rationale for its undertaking. The research questions are
then identified and an account of how they are addressed is set out in the thesis structure

that follows. The chapter concludes with a summary.

1.2 Background

The provision of safe, high quality health care has been an on-going concern for
the UK government over several decades (Donald and Southern, 1978; Department of

Health, 1998; Leatherman and Sutherland, 2004; Darzi, 2008; Fulop and Ramsay, 2019).
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Various reported scandals of health care practice and outcomes in the NHS in England
(Hunter, 2001; Walshe and Higgins, 2002; Kirkup, 2015; lacobucci, 2020a) have been
examined through public inquiries (Ritchie et al., 2000; Kennedy, 2001; Francis, 2013).
Institutional failures were frequently attributed to their culture and leadership, and
organisations were usually left to address concerns without government oversight
(McLachlan, 1976; Horton, 2016). External regulation of the health care sector was
introduced to monitor quality and safety of health care (Alaszewski, 2002; Dewar and
Boddington, 2004; Alvarez-Rosete and Mays, 2014; Newdick and Danbury, 2015) and,
despite becoming a driver for change, concerns of NHS organisational culture, quality of
health services and standards of leadership remain (Walshe and Chambers, 2017; Bailey
and Burhouse, 2019).

Globally, health care spending has steadily climbed over the past 20 years (Levit et
al., 2003; Lostao et al., 2007; Appleby, Galea and Murray, 2014; Onn, 2015). The average
annual increase in the health care budget in England from the establishment of the NHS
in 1948 until 2008 was 3.7%. This has slowed since the financial crash in 2008 to an
average of 1.4% per annum. In 2019/20 the national budget for health and social care
was £143 billion, accounting for just over 6% of Gross National Product. However, Trusts
in England are struggling to remain within budget and, with a deficit overall (Appleby,
Galea and Murray, 2014; Dunn, McKenna and Murray, 2016; Anandaciva, 2020), ensuring
the NHS delivers value for money is an issue for government.

Health care pressures are changing. A rising elderly population, health conditions
that are frequently the result of poor lifestyle choices and an under-funded health and
social care system are putting health services under strain (Caley and Sidhu, 2011;
Scarborough et al., 2011; Hex et al., 2012; Dall et al., 2013; Keaver et al., 2018). The rapid
global spread of the COVID-19 pandemic revealed stretched health care resources:
anticipated costs to health care and the macro-economy are significant (Bartsch et al.,
2020; McKibbin and Fernando, 2020), with early UK modelling estimates of an additional
health cost burden of £39.6 billion and a total economic cost of £308 billion (Keogh-
Brown et al., 2020). In managing viral spread, the UK has focussed on protecting the NHS
from being completely overwhelmed, highlighting its vulnerability (Burman et al., 2020;
Chowdhury, 2020; Moore, 2020; Willan et al., 2020; Yano, 2020). The importance of
developing resilience in the UK health system has, arguably, never been more important

(Chada, 2018; Lancet, 2020; Haque, 2021).
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1.3 Rationale for the research

Having had a career in health care as a nurse clinician and Trust Board director,
held service quality roles at regional and national level, and as an organisational
development consultant and executive coach to the health, social care and health charity
sectors, the researcher is deeply concerned about the quality of patient care, leadership
and sustainability of the NHS. She was involved in the development of organisational
audit programmes for these sectors at the King’s Fund (Pitt, 1990) and more recently has
observed organisations preparing for inspection by the Care Quality Commission (CQC),
the regulator of quality in health and social care organisations in the NHS in England.

The CQC commenced a programme of comprehensive inspections in 2013 in
response to serious concerns of the government regarding service failures in the NHS
(Kennedy, 2001; Francis, 2013). The regulatory process has been adapted over time
(Beaussier et al., 2016) changing from a focus on monitoring performance against
government targets, patient safety and reliance on information from patient surveys,
infection rates and waiting times (CQC, 2010) to the current inspection process using a
team of CQC employees and NHS experts who assess quality using their professional
judgement (Boyd et al., 2017). The current approach is time-consuming and opinions vary
regarding its value for money and the impact that inspection has on health care quality
(Walshe et al., 2014; Castro, 2018).

In addition to activities applicable to all organisations, such as bureaucratic
paperwork and survey logistics, preparations for a CQC inspection can vary markedly. For
example, the researcher has observed considerable expenditure on temporary agency
nursing staff where vacancy levels were high; a long overdue programme of painting and
signposting of the estate; and an emphasis on ‘business as usual’: generally an indication
that the organisation felt confident regarding what the inspectors would find.

The CQC aims to improve quality of health care and develop organisational
resilience (CQC, 2016a) through its regulatory programme. Following an inspection it
rates the organisation as underperforming (Inadequate/Requires Improvement),
performing (Good) or highly performing (Outstanding). According to the CQC, a high
performing NHS organisation is one that ensures a safe environment to patients, delivers
effective treatment and responds in a timely way to their needs. It is well-led, governed
to ensure an open and fair culture, provides high quality care that is based on individual

patient need and encourages learning and innovation. Patients are cared for with
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compassion and treated with respect and dignity (CQC, 2013a). Resilience is
demonstrated when an organisation improves its CQC rating (CQC, 2018a). Whilst these
domains are indisputably important for health care provision it is suggested they will not
be enough to guarantee sustainability of an organisation, as demonstrated in other
sectors.

Private companies have failed despite being industry giants and sector leaders,
due to poor decisions and inability to innovate (Lucas and Goh, 2009; Gershon, 2013). For
example, Blockbuster Inc. failed to see how the film industry and people’s screen
preferences were changing and poor business decisions created its downfall (Davis and
Higgins, 2013). For similar reasons, Kodak failed to adapt to emerging digital technology
and, despite having been the industry leader in camera production and film for a century,
the company folded (Ho and Chen, 2018). On the other hand, with a similar business
model and Kodak’s closest rival for fifty years, Fujifilm recognised the need to change,
adapted and continued to grow exponentially (Ho and Chen, 2018).

Ryanair also altered its business model in order to save a rapidly failing business.
Having tried to compete on cost with other airlines, it was soon undercut and made rapid
losses. Company leaders made the decision to become a low budget service in order to
survive: minimising quality standards without compromising safety has enabled the
company to flourish (Box and Byus, 2007; Thomas, 2015). These examples from industry
indicate that organisational survival is nuanced and nothing can be assumed. Flexibility
and adaptability to an emerging environment is essential to sustainability. With NHS
services that can be delivered by non-NHS providers (Walumbe, Swinglehurst and Shaw,
2016), nothing should be taken for granted regarding future health service provision and
the NHS would do well to learn from private industry.

A Trust that has been rated as underperforming by the CQC undergoes stringent
scrutiny by health care regulators, causing additional pressure to an already challenged
organisation. The focus for the CQC is to help drive performance improvement but not all
organisations do improve their subsequent CQC rating, some improve temporarily and
others deteriorate (CQC, 2015; CQC, 2018c; CQC, 2019b). In organisations that do
improve, the CQC reports that the organisations typically focus on quality improvement,
shared values and culture change, frequently described as moving from a punitive to a

non-bullying, compassionate culture that is patient-centred (CQC, 2017c). Other authors

24



(Fulop et al., 2020) have also reported a focus on quality improvement and culture
change, and highlighted the importance of developing a listening culture.

The CQC consistently reports high levels of compassionate care throughout NHS
Trusts, even in those that underperform (CQC, 2017a; CQC, 2017b; CQC, 2018a; CQC,
2019a). Compassionate leadership in health care has been widely promoted (Mannion,
2014; Shea, Wynyard and Lionis, 2014; West and Chowla, 2017), particularly for the
benefits to patient care. However, the theory does not always meet with reality (Cole-
King and Gilbert, 2014) and not all staff experience compassion in the workplace. Annual
NHS Staff Survey data reveal that discrimination, bullying and harassment are
experienced by 25% of the survey-responding workforce (Bailey and Burhouse, 2019).

Hospitals are high-pressure work environments and the demand to produce
higher quality care with fewer resources is constant (Jones, 2010; Gainsbury, 2017;
Harlock et al., 2017). As organisations move into closer working with social care and other
partners the NHS will need to be resilient to withstand new pressures and adapt
appropriately to remain relevant and viable (Darzi, 2008; Akhtar et al., 2016; Bridges et
al., 2017; O'Hara, Canfield and Aase, 2019). It will need leaders who are focussed on
improvement and who can demonstrate sustained organisational resilience. The leaders
of organisations that are underperforming as evidenced by the CQC could learn from
those who have transformed their organisations and moved into the performance space.
Organisations that are already performing may learn how to sustain organisational
resilience and not slide back. Against this backdrop the researcher aimed to understand
how NHS leaders have developed organisational resilience in Trusts.

The organisational resilience literature is considerable and has grown
exponentially over the past twenty years (Linnenluecke, 2017), as scholars have become
increasingly interested in the subject in the wake of natural disasters due to climate
change, and crisis events prompted by the terrorist attack on the New York World Trade
Center on 11 September, 2001 (Burnard and Bhamra, 2011). Studies have been
undertaken in a variety of disciplines such as supply chains (Sheffi and Rice, 2007),
ecological systems (Holling, 1973) and crisis management (Comfort, Boin and Demchak,
2010), giving rise to a disparate and highly contextual body of literature.

The influence of the various research disciplines on scholars of organisational
resilience in organisational management and health care research is apparent. Research

in health care has been highly influenced by the field of resilience engineering
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(Braithwaite, Wears and Hollnagel, 2015), which has a strong focus on safety culture.
Studies have mainly been focussed on the resilience of the workforce and in discrete
departments and services within the organisation. Research at the macro level is lacking
(Berg et al., 2018), highlighting the need for organisation-wide study.

There is no agreed definition of the construct of organisational resilience, either
within or between disciplines (Ma, Xiao and Yin, 2018). There are several concepts and
many components that have been identified in the theoretical literature (Chen, Xie and
Liu, 2021), which frequently guide empirical studies. The many definitions of the
construct can be seen to influence the emphases that various scholars place on the
concepts. However, it is not clear how transferable the concepts are within contexts and
this is not adequately addressed in the literature (Linnenluecke, 2017).

The literature corpus has been very well developed theoretically but there is an
appreciable lack of empirical study in the organisational management and health care
fields. Theoretical contributions are largely unsupported by empirical evidence (Rabhi,
2019), which has led to a disjointed body of literature (Duchek, 2020). Researchers have
identified a range of leader behaviours that affect organisational resilience, which are not
always then adequately qualified in the literature: for example, Gracey (2019) writes that
leaders should develop the correct organisational culture, without further elaboration of
what is correct.

In the face of a disparate and imprecise body of literature, there is a need for
inductive, empirical work that will identify specific leadership behaviours that have
developed organisational resilience. This will be of use to practitioners and scholars alike,
providing evidence of leadership behaviour and further insights into the actual
development of organisational resilience.

The impact of toxic behaviours in health care and other organisations has been
well documented (Walton, 2007; Chu, 2014; Kline, 2019; Labrague et al., 2021) and the
researcher sought to identify the most impactful positive behaviours of NHS leaders in
Trusts that were performing well. Getting clarity on who is influential and how that
influence is manifested was another objective of the research, in order to understand at
what level leaders reside in a performing organisation. A third objective of the research
was to identify the organisational behaviours, systems and processes to encourage and

discourage in order to maintain sustainability of an NHS Trust.
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The research has the potential to be of benefit to health care through sharing of
new knowledge, which may influence the overall strategic leadership direction of NHS
organisations. It aims to provide useful, meaningful and robust evidence, to leaders
within the health care sector, on behaviours that will benefit the NHS and enable
sustainable organisational resilience of organisations in the health and care system. It is
also suggested that it may provide useful insights to organisations in other sectors that
are striving to remain sustainable in their sector.

In order to learn from achieving organisations there needs to be clarity on how
leaders have brought about performance improvement that develops sustained
organisational resilience. It is important to learn from organisations that have sustained
resilience over time and not reverted following a temporary improvement. The strategic
leadership approach of NHS leaders to performance improvement and organisational
resilience development was not clear from the literature. Further empirical study is
required to understand how leaders of successful NHS Trusts approach an organisational

performance improvement programme. This led the researcher to ask the questions:

What has enabled organisational performance improvement and thus developed
organisational resilience, as evidenced by the Care Quality Commission?
What strategic leadership behaviours underpinned the development of sustained

organisational resilience?

The research has identified five strategic leadership behaviours that inter-relate
and developed sustained organisational improvement and resilience in two NHS Trusts in
England. The primary behaviour was that of responsible leadership. A new theoretical
framework that identifies five core factors of responsible leadership and its inter-relating
strategic leadership behaviours situated within staff and organisational development
present new insights to the field of organisational resilience with respect to its
development in organisations under significant challenge. The research also proposes a
new paradigm of NHS leadership: responsible leadership is considered essential for the
sustainability of health and social care. This thesis records how these research questions

were addressed and its structure is now presented.

1.4 Thesis structure

Following this first chapter in which the context, background and rationale for the
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research has been presented and research questions identified, Chapters 2 and 3 report
the literature that has been reviewed relevant to the research study. Chapter 2 reviews
the background context of the NHS in England, including the influence of the medical
profession from inception to the present day, the rise of clinical governance and the CQC.
Leadership literature relevant to the NHS is also reviewed. Chapter 3 reviews
organisational resilience literature and its relevance to health care. The researcher’s
definition of organisational resilience is discussed and the research questions identified.

The fourth chapter sets out the research methodology and methods and reveals
the pragmatist epistemology and subjectivist ontology of the researcher. The research
case study design is discussed and the rationale for selection of two non-typical cases is
made: organisational profiles of each case study are presented. The research methods are
discussed: semi-structured interviews, document reviews, non-participant observations
and analysis of elements of the NHS Staff Survey. The impact of the COVID-19 pandemic
on the research fieldwork is also discussed.

Chapter 5 presents the process of analysis of the interview data. It describes the
thematic analysis technique described by Braun and Clarke (2013) and discusses the value
of NVivo software used in the data analysis. A second analytic process of Gioia, Corley and
Hamilton (2012), used to finesse the analysis and demonstrate further rigour, is also
presented. Data analysis and findings from the data corpus are presented in Chapter 6
and a discussion of the findings follows in Chapter 7. The contribution this research
makes to organisational resilience and leadership theory, practice and policy is also
discussed in Chapter 7. The final Chapter 8 identifies the limitations of the research study,

offers directions for future research and concludes the thesis.

1.5 Chapter summary

This chapter has introduced the research study that set out to identify how
leaders behaved strategically to improve the performance of their organisation and
develop sustained organisational resilience, as evidenced by the CQC. The context,
background, rationale and theoretical motivation for the research were discussed and the
research questions introduced. The structure of the thesis was then presented and the
chapter concluded with a summary. The following two chapters review the literature that

is relevant to the research study.
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Chapter 2

LITERATURE REVIEW
PART I: LEADERSHIP AND THE NHS

2.1 Introduction and chapter overview

This research seeks to understand how two NHS organisations in England have
developed and maintained resilience in a changing and challenging environment. The
literature reviewed in this thesis pertains to leadership and leader behaviour,
organisational culture, governance and regulation, performance and organisational
resilience, contextualised to research in the health care sector and hospital Trusts in the
NHS, in England in particular. The literature review is reported in two chapters: Part | is
focussed on literature relating to leadership and the NHS. In Chapter 3, Part Il reviews the
organisational resilience literature and related leadership behaviours.

This chapter commences with a brief background to the inception of the NHS in
the UK, relating the influence of the medical profession on its establishment and
continuity. There follows an overview of the key milestones in the organisation,
administration and management of English NHS hospital health care. The introduction
and on-going clinical governance and regulation in English hospitals is examined in
Section 2.3, reviewing the impact this has had on organisational performance, safety and
quality. An overview of leadership, leader behaviour and organisational culture literature
is then presented, and their influence on contemporary culture and styles of leadership in

the NHS are explored: this concludes the chapter and Part | of the literature review.

2.2 The National Health Service of the United Kingdom
2.2.1 Background

The NHS was established in the UK in 1948. It was a radical and globally unique
delivery model, based on the principles of providing comprehensive health care to all,
funded through taxation and free at the point of access (Bloor, 1998); these founding
principles remain relevant today (DHSC, 2021a). There have been several significant
reorganisations with respect to government oversight and management of the NHS
throughout its 72-year history (Petchey, 1986; Harrison and Wood, 1999; Sausman, 2001;
Nuffield Trust, 2018). Having knowledge of its history enables greater understanding of

the governance, cultural issues and management complexities that the service faces
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today. Hence, an overview of the key themes will now be reported.

2.2.2 The medical profession and the NHS

Doctors in the UK have their financial and professional interests overseen by their
professional bodies. The British Medical Association (BMA) acts on behalf of General
Practitioners (GP), whilst the various Royal Colleges represent the interests of hospital
consultants. The medical profession was unhappy with the potential impact of the NHS
upon their autonomy following the NHS Act of 1946 (Lancet, 1946) and the presidents of
the Royal Colleges worked hard to ensure that the Minister of Health granted concessions
to consultants (Newdick, 2014). The Royal Colleges successfully defended the profession’s
assumed rights for clinical autonomy and self-regulation, and were granted highly
privileged positions as consultants in NHS hospitals, which overcame their opposition
(Digby, 1998; Macpherson, 1998).

General Practitioners were also concerned about their remuneration and
perceptions of loss of clinical freedom and the BMA lobbied hard on their behalf to
maintain their position as independent business owners, paid through a capitation fee
per registered patient rather than a salary. Further concessions from the government
won over the GPs and terms were agreed finally three weeks before the ‘Appointed Day’
of 5™ July 1948 (Bloor, 1998; Sheard, 2011).

The profession retains a powerful base and this adversarial position with
government surfaces periodically (Harrison and Lim, 2003; Bevan, 2008; Ruiz, Bottle and
Aylin, 2013; Goddard, 2016; Horton, 2016). In England doctors have consistently resisted
change, clinical and managerial accountability (Horton, 2016) and poor clinical practice
has frequently been left unchallenged, often for many years, before an individual
practitioner, service or organisation has been formally investigated (Walshe and Higgins,
2002; Walshe and Shortell, 2004; Holmes, 2013; Price et al., 2020).

The NHS is not unified in its organisational systems and governance throughout
the four UK countries (England, Northern Ireland, Scotland and Wales). This research has
been conducted in England and the remaining literature review relates specifically to that

country, commencing with an overview of its organisational structure and management.

2.2.3 Organisational structure and management of the NHS in England
There have been three distinct phases regarding the organisation and

management of the NHS, fuelled by governments’ desires to have greater service
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efficiency, effectiveness and accountability of the medical profession (Stewart and
Walshe, 1992; Harrison, 1994; Laing and Shiroyama, 1995; Peckham, 2014; Beaussier et
al.,, 2016). A fourth phase is now being implemented, driven by increasing financial
problems in the public sector: it aims for greater integration of the NHS with other
partners in social care and local government (NHS England et al., 2014; Exworthy,
Mannion and Powell, 2016; DHSC, 2021b). These phases are described below,

chronologically.

2.2.3.1 The administration era: 1948 — 1983

Until the first significant bureaucratic change in 1974, NHS hospitals were led by a
triumvirate of hospital secretary, chairman of the medical staff committee and a senior
nurse - the matron (Learmonth, 2017). This administrative bureaucracy ran alongside a
powerful medical hierarchy (Sausman, 2001; Harrison and Lim, 2003). Teaching hospitals
with medical schools were exempt from this triumvirate senior team model and created
their own organisational structures. By the 1970s it was felt that there should be greater
consistency of hospital administration throughout the service.

A reorganisation in 1974 created a unified management structure in all NHS
hospitals, with a strategic tier of managers (Elkind, 1998). Consensus management was
introduced whereby a team of administrator, matron, finance officer, hospital medical
consultant, community physician and a GP were required to agree a course of action
before it could be implemented (Harrison, 1982; Learmonth, 2017). Hospital
administrators were considered to be holding a prestigious role and were usually male
(Learmonth, 2017). In practice, the medical professionals were the key decision makers,
with the administrators acting more as ‘diplomats’, smoothing the path for the physicians
(Harrison, 1982).

From its inception, NHS finances came under pressure. Estimated costs were
exceeded in the first two years and income to the Treasury from national insurance
contributions was inadequate, causing additional sources of funding to be sought. Within
three years the public were charged for some dental and ophthalmic services and the
introduction of prescription charges followed in 1952 (Digby, 1998). Financial pressures
continue to be a feature of the contemporary NHS (Woolf and Henshall, 2000; Street,

2016; Lafond, Charlesworth and Roberts, 2016; Rodriguez-Santana et al., 2020).
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2.2.3.2 The general management era: 1984 — 1997

The next major shake up came in 1983 after Roy Griffiths, then the Managing
Director of Sainsbury’s supermarkets, was tasked by the Conservative government to lead
an inquiry into NHS management (Harrison, 1994). Griffiths was scathing about how the
NHS was run (Griffiths, 1983, p. 8) stating its issues were a result of poor general
management, defined as “the responsibility drawn together in one person, at different
levels of the organisation for planning, implementation and control of performance”.
Griffiths (1983, p. 4) also recommended strongly that doctors should become more
involved in hospital management, commenting “clinicians must participate fully in
decisions about priorities in the use of resources”. The outcome following the Griffiths
Report was the introduction of general management in 1984.

The thrust of the reforms was to increase financial accountability and have a clear
system of management responsibility, with one person in overall charge (Pollitt et al.,
1991; Marnoch, 2008). Managers and not administrators were in charge and placed at all
levels throughout the organisation. The emphasis began to move away from the
authoritative power of doctors towards a focus on quality and finance (Sausman, 2001),
altering the balance of medical power at the head of the organisation. Whilst there was
little change in the tense relationship between doctors and managers, there began to be
an acceptance of managerial legitimacy and in NHS management/ government
relationships (Harrison and Lim, 2003; Learmonth, 2017).

The Thatcher government tackled the problems of spiralling costs and lack of
accountability head on. With a macro-economic policy objective to reduce public
spending, the NHS was expected to become more efficient and effective, producing more
for less (Pollitt, 1996). The contemporary NHS continues to be required to make efficiency
savings year on year and there has been a great deal of merger activity to try and
rationalise spending (Cereste, Doherty and Travers, 2003; Gaynor, Laudicella and Propper,
2012).

In 1990 the government brought in changes designed to bring in competition to
the NHS, with the introduction of an internal market. The intent was to drive up quality
and efficiency of hospital services and to drive out those offering sub-standard or costly
care. General hospitals were re-named hospital Trusts and entered into contractual
arrangements with purchasers: the district health authorities and newly established GP

Fundholders (Woolf and Henshall, 2000). Subsequent governments have continued to
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reorganise the NHS, including the dismantling of GP Fundholding in 1998 (Exworthy,
Mannion and Powell, 2016).

2.2.3.3 The leadership era: 1997 — 2010

The notion of NHS leadership began to gain prominence in the early term of Blair’s
New Labour government of 1997 (O’Reilly and Reed, 2010). The term leadership was
initially used interchangeably with the word management (Harrison and Lim, 2003;
Learmonth, 2017). Towards the end of the century leadership and leaders became the
consistent terms used when referring to NHS chief executive officers (CEO).

The introduction of clinical governance in 1999 required NHS organisations for the
first time to formally account for patient safety and clinical quality (Price et al., 2020). The
CEO and Board became responsible for clinical quality improvement and standards of
their organisation, which had previously been the domain of doctors (Sausman, 2001;
Salter, 2007). This further changed the relationship between medical consultants and
managers, breaking the dominant influence of consultants and placing the CEO firmly as
the organisation’s leader. With this additional responsibility of clinical governance, CEOs
also became accountable for organisational, clinical and financial failures (Sausman,

2001).

2.2.3.4 The transformation era: 2010 onwards

The Coalition government of 2010 created another major NHS reorganisation
(Exworthy, Mannion and Powell, 2016), with accountability of hospitals changing from the
government directly to an arms-length, newly formed organisation, NHS England. The UK
entered a decade of under-investment in public services with a significant impact on
health and social care services (Charlesworth and Johnson, 2018; lacobucci, 2020b).

In 2014, organisations with oversight of health and social care provision published
their Five Year Forward View of the NHS (NHS England et al., 2014), outlining plans for
health service providers to work in partnership with other sectors to address funding,
quality and care gaps in the health and social care system. It was envisioned that by April
2021, NHS Trusts would be working in collaboration with other health service providers,
social care and local authorities in Sustainable Transformation Partnerships (STP) within
an ICS, implementing sustainable transformation plans that had been developed during

the preceding years (Ham et al., 2017; NHS England and NHS Improvement, 2018).

33



The focus for the NHS has moved from internal competition to collaboration, that
rationalises resources and transforms services to meet local community need (Alderwick
and Raleigh, 2017; Walshe, 2017; DHSC, 2021b). However, a controversial Health and
Social Care Act 2012 (HSCA 2012) introduced by the Coalition government created a
barrier to true integration due to statutory competition law that can challenge
organisations for anti-competitive practices (Davies, 2013; Timmins, 2018). Therefore,
integration of organisations designed to improve service quality, patient outcomes or
greater efficiency can be blocked if the action is deemed to remove market competition
(Spencelayh and Dixon, 2014; Sanderson, Allen and Osipovic, 2017).

New legislation is required to remove the contestability enshrined in the HSCA
2012, enabling operationalisation of an ICS: this is now in process, with a projected
implementation date of 2022 (DHSC, 2021b). Integration of health and social care services
will, arguably, require different leader behaviours and attitudes to those dominantin a
climate of competition. Therefore, a nuanced understanding of the most desirable leader
behaviours will be essential for its success: these are explored in Section 2.5. A review of

regulation of clinical governance in the NHS now follows.

2.3 Regulation of clinical governance in NHS hospitals in England

Statutory regulation of clinical governance in the UK health care sector was
preceded by a number of public reviews into serious health service failures that
demonstrated the inadequacy of self-regulation of medical care (Scally and Donaldson,
1998; Walshe, 2002; Walshe and Higgins, 2002; Millar et al., 2013). The New Labour
government under Blair set out a direction of travel for the NHS to address clinical
governance (DoH, 1997). It established a commission in 2001, the Commission for Health
Improvement (CHI), which was the first statutory regulatory organisation to assess the
performance of NHS hospitals. Prior to its inception there were a number of voluntary
accreditation programmes in the UK: most notably those that focussed on improving
clinical quality in hospitals were the King’s Fund Organisational Audit and the Hospital
Accreditation Programme (Bohigas et al., 1998; Walshe, 1999).

The primary aim of CHI was to “help bring about demonstrable improvement in
the quality of NHS patient care” (Benson, Boyd and Walshe, 2006, p. 214). It did this by
conducting clinical governance reviews and then making recommendations to a Trust
following their CHI visit. These recommendations tended to be more oriented towards

management practices than on direct patient care and outcomes. In their review of the
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process, Benson and colleagues (2006, p. 213) recommended “any future review or
inspection processes should place a greater focus upon patient outcomes if such reviews
are to demonstrate their value in making a contribution to improving health”. The
Healthcare Commission replaced CHI in 2004, followed by the CQC in 2009, which

remains the inspection body today and is now discussed.

2.3.1 Care Quality Commission

The Coalition government of 2010 — 2015 was concerned about the quality and
safety of patient care following a number of high-profile reviews into service failures
(Kennedy, 2001; Walshe and Higgins, 2002; Francis, 2013; Kirkup, 2015). A demanding
inspection process by CQC was established (Exworthy, Mannion and Powell, 2016), which
has been revised periodically (Beaussier et al., 2016). Substantial changes were
introduced in 2013 following investigation into the widely-reported failings at the Mid
Staffordshire NHS Foundation Trust (Francis, 2013; James, 2020).

In NHS non-specialist acute and mental health hospitals, the CQC inspection
results in a rating of Inadequate, Requires Improvement, Good or Outstanding for each of
five quality domains: leadership, safety, effectiveness, caring and responsiveness to
patient need; and an overall rating on the same scale for the organisation (CQC, 2015).
These quality domains developed further Darzi’s definition of clinical quality relating to
patient experience, patient safety and effectiveness of care (Darzi, 2008; Walshe et al.,
2014).

The CQC undertook an in-depth review of all health services in England during
2013-2016 to establish the state of health care in the country and provide a baseline of
each organisation (CQC 2017a; CQC, 2017b). Of the one hundred and thirty-six NHS non-
specialist acute Trusts, five were rated Outstanding, thirty-nine were rated Good, eighty
were Requires Improvement and twelve Trusts were Inadequate (CQC, 2017a) (Table 1, p.
36). The latter were placed in special measures, received additional regulatory scrutiny
and given between six and twelve months to improve. All fifty-four NHS mental health
Trusts were also inspected. Overall, two Trusts were Outstanding, thirty were rated Good,
twenty-one were Requires Improvement and one Trust was Inadequate (CQC, 2017b)
(Table 1). Following this baseline assessment, CQC has continued to undertake periodic
assessment visits to Trusts in England and aims to improve the overall quality of health

care in the country (CQC, 2018b).
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Table 1: Overall Trust CQC Ratings of NHS Non-specialist Acute Trusts and NHS Mental

Health Trusts in England, December 2016 (Source: CQC, 2017a; CQC, 2017b)

Non-specialist | INADEQUATE REQUIRES GOOD OUTSTANDING
Acute Trusts IMPROVEMENT
(n=136) 12 80 39 5
(9%) (58%) (29%) (4%)
Mental Health 1 21 30 2
Trusts (n=54) (2%) (39%) (55%) (4%)

2.3.2 Core clinical service areas of CQC inspection

Non-specialist acute and mental health NHS Trusts in England are complex

organisations and can comprise a number of hospitals delivering a range of services

distributed over large geographical areas. In order to bring more rigour and consistency

to benchmarking Trusts, CQC identified eight core clinical service areas in the acute sector

and eleven in the mental health sector (Table 2), which it estimated would account for

the majority of clinical quality experiences of patients (CQC, 2017a; CQC, 2017b).

Table 2: Core Services Assessed by CQC in NHS Non-specialist Acute and Mental Health
Trusts in England (Source: CQC, 2017a; CQC, 2017b)

Core Services in NHS Non-specialist
Acute Trusts

Core Services in NHS Mental Health Trusts

Urgent and emergency services

Child and adolescent mental health wards

Medical care, including older people

Acute wards for adults of working age and
psychiatric intensive care units

Surgery

Long stay/rehabilitation mental health
wards for working age adults

Intensive and critical care

Wards for older people with mental health
problems

Maternity and gynaecology

Wards for people with a learning disability
or autism

Services for children and young people

Forensic inpatient/ secure wards

End of life care

Specialist community mental health services
for children and young people

Outpatients and diagnostic imaging

Community-based mental health services
for adults of working age

Community-based mental health services
for older people

Mental health crisis services and health-
based places of safety

Community-based mental health services
for people with a learning disability or
autism
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Each hospital within a Trust is inspected in each of the individual core services it
provides, which are rated independently for each of the five quality domains noted above
and given an overall service rating. Each hospital within the Trust is also given an overall
quality rating, which is an aggregate of the overall service ratings. The final Trust rating is
an aggregate of the overall hospital ratings. This gives a detailed picture of quality at
service, hospital and organisational level (CQC, 2017a).

The CQC publishes an annual report that includes the overall ratings of all core
health and care sector services it regulates. Tables 3 and 4 show the ratings of all core
services in the NHS non-specialist acute and mental health Trusts in England since the
comprehensive oversight process was introduced. Services are commissioned and others

de-commissioned in-year, therefore service numbers fluctuate.

Table 3: CQC Ratings of All Core Services in NHS Non-specialist Acute Trusts in England,
2016-2020 (Source: CQC, 2017a; CQC, 2018a; CQC, 2019a; CQC, 2020)

Non-specialist | INADEQUATE REQUIRES GOOD OUTSTANDING
Acute Trust IMPROVEMENT
Core Services
2016 81 620 868 80
(n=1,649) (5%) (38%) (53%) (5%)
2017 57 643 960 99
(n=1,758) (3%) (37%) (54%) (6%)
2018 48 545 1,054 105
(n=1,752) (3%) (31%) (60%) (6%)
2019 43 452 1,151 127
(n=1,773) (2%) (26%) (65%) (7%)
2020 30 406 1,193 148
(n=1,777) (2%) (23%) (67%) (8%)

Table 4: CQC Ratings of All Core Services in NHS Mental Health Trusts in England,
2016-2020 (Source: CQC, 2017a; CQC, 2018a; CQC, 2019a; CQC, 2020)

Mental Health | INADEQUATE REQUIRES GOOD OUTSTANDING
Trust IMPROVEMENT
Core Services
2016 7 125 344 30
(n=506) (1%) (25%) (68%) (6%)
2017 7 130 369 34
(n=540) (1%) (25%) (68%) (6%)
2018 6 107 360 42
(n=515) (1%) (21%) (70%) (8%)
2019 15 91 383 54
(n=543) (3%) (17%) (71%) (10%)
2020 15 77 365 57
(n=514) (3%) (15%) (71%) (11%)
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2.3.3 CQC core service quality: domain definitions and trends 2016-2020

Since the comprehensive CQC inspection regime was introduced, the quality of
core health services across all domains has been rated consistently higher in the mental
health sector than non-specialist acute Trusts. Quality ratings in both sectors and across
all domains have improved annually overall (Tables 5 and 6). However, there are
relatively small changes in the mental health sector compared to some noticeable
changes in acute hospital services across the five-year span. The greatest change is
observed in services moving from Inadequate and Requires Improvement. Re-inspections
have identified services that have maintained quality, improved and also deteriorated
(CQC, 2015; €CQC, 2018a; €CQC, 2020).

Table 5: CQC Quality Domain Ratings (%) for NHS Non-specialist Acute Trust Core
Services in England, 2016-2020 (Source: CQC,2017a; CQC,2018a; CQC,2019a; CQC,2020)

2016 2017 2018 2019 2020
DOMAIN Il Rl |G |O |I Rl |G |O]I Rl |G |O]I Rl |G |0 |I Rl |G |O
Safe 117019 |0 42 | 52 |1 40 | 57 | 1 36 |61 |1 34163 |1
Effective 2 |42 |54 2 1 24 172 |3 |1 21 |75 (4 |1 19 |77 | 4 1 16 |79 | 4
Caring 0|7 78 115 | 0.5 | 3 88 |8 |05 |2 8918 |05 |2 87111 105 |1 86 | 13
Responsive 7 | 60|29 |4 2 35|58 (4 |2 30 |64 |5 |1 25 | 68 | 6 1 25 |1 67 |7
Well-led 10 | 47 | 38 | 6 5 29 |61 |6 |4 24 |65 |7 |1 21 | 68 | 7 19 (70 | 8
‘ TABLE KEY ‘ I - Inadequate ‘ Rl - Requires Improvement ‘ G - Good ‘ O - Outstanding
Table 6: CQC Quality Domain Ratings (%) for NHS Mental Health Trust Core Services in
England, 2016-2020 (Source: CQC, 2017b; CQC, 2018a; CQC, 2019a; CQC, 2020)
2016 2017 2018 2019 2020
DOMAIN I |Rl |G [O|Il |RI |G [O]I Rl |G |[O I |RI|G |O |I Rl |G |O
Safe 4136|591 |3|36 (60|12 37 160 |1 4130|661 29 | 67 |1
Effective 1124 (71|14 124|713 |05 |21 |74 |5 1117 |77 |6 1 13 {80 | 6
Caring 0|4 87 19 |03 88 | 9 2 86 |12 |13 83 114 |05 |3 81 | 16
Responsive 1116 |78 {5 |1]16 |78 |5 |1 13 |80 | 6 2|11 (80 |7 2 12 |78 | 8
Well-led 1121|7414 |1|120 |75 |4 17 |75 | 7 3113|758 12 | 75 | 10
‘ TABLE KEY ‘ I - Inadequate ‘ Rl - Requires Improvement ‘ G - Good ‘ O - Outstanding ‘

By the term ‘safe’, the CQC means that patients are protected against all forms of
abuse (physical, mental, discriminatory, institutional, psychological, neglect, financial), or
avoidable harm (CQC, 2015). Since 2015, it has consistently reported concern for the
quality of patient safety in both non-specialist acute and mental health Trust core services
in England (CQC, 2015; CQC, 2017a; CQC, 2017b; CQC, 2018a; CQC, 2020). Whilst Trust
staff consistently assert that safety is their top priority, CQC inspectors often do not find

evidence of safe practices or embedded systems and processes that safeguard patients
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adequately (CQC, 2017a; CQC, 2017b; CQC, 2020). Table 5 shows a considerable increase
over the timeframe in Good and Outstanding ratings for this domain in the non-specialist
acute sector; Table 6 shows there has been little improvement in 5 years in mental health
Trusts, with both sectors having one-third of Trusts currently rated as Inadequate or
Requires Improvement.

A patient’s care is judged to be effective when their “treatment and support
achieves good outcomes, promotes a good quality of life and is based on the best
available evidence” (CQC, 2017a, p. 25). Services that demonstrate a focus on quality
improvement and on-going evaluation are key features contributing to Good and
Outstanding effective care ratings (CQC, 2017a). A Good responsive service is one where
“services are organised to meet patient’s needs” (CQC, 2017a, p. 30). Services are
assessed on their ability to show flexibility to individual patient needs, listen and respond
to complaints in a timely manner and make improvements as a result of feedback. Patient
access and cancellations are also assessed within this quality domain. Both mental health
and non-specialist acute services have improved annually in these domains (Tables 5 and 6).

There has been a considerable focus on providing compassionate and respectful
health care, both in the NHS and abroad (Darzi, 2008; Lown, Rosen and Marttila, 2011;
Mannion, 2014; West and Chowla, 2017; Bridges et al., 2017; Bleiker et al., 2020).
Treating patients with respect, dignity, kindness and compassion are the elements that
the CQC look for when assessing whether a service is caring (CQC, 2015). The results in
this domain are striking for their consistently high ratings in both sectors (Tables 5 and 6).
Where services have fallen short, this reportedly has been largely due to low staffing
levels and the ensuing strain this puts on a service (CQC, 2015).

The relationship between leadership quality, hospital performance and patient
outcomes are well documented (Firth-Cozens and Mowbray, 2001; Shipton et al., 2008;
Francis, 2013; West et al., 2014; Kline, 2019). Examination of several NHS organisational
failures has identified poor leadership practices as a contributory factor (Kennedy, 2001;
Redfern, Keeling and Powell, 2001; Francis, 2013) and establishing the quality of
leadership is the fifth domain scrutinised by the CQC. This domain continues to decrease
in the unacceptable ranges over time in both mental health and non-specialist acute
services (Tables 5 and 6). The CQC reports a positive correlation between the quality of

leadership and quality of health care in NHS Trusts (CQC, 2017a; CQC, 2017b). The impact
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of regulation on NHS Trusts is now reviewed through research which is independent of

the CQC.

2.3.4 The impact of CQC regulation on NHS Non-specialist Acute and Mental
Health Services in England

There are a large number of regulatory bodies that hold the English NHS to
account, with no one body having complete overall responsibility (Peckham, 2014;
Edwards, 2016; Oikonomou et al., 2019). The CQC requires Trusts to provide annual data
and periodically inspects organisations to assure quality. However, despite duplication in
the regulatory system, safety from poor clinical practices in English NHS hospitals is not
guaranteed (Beaussier et al., 2016; lwami et al., 2017; James, 2020). As noted above,
patient safety has been a constant concern for CQC since 2014 (CQC, 2015; CQC, 20173;
CQC, 2017b; CQC, 2018a; CQC, 2020). As Edwards (2016) remarks, the financial and time-
consuming burden of regulation and the numbers of regulators in the UK health system
can cause confusion as to who is monitoring what. Paradoxically, regulatory overload
might force organisations to focus more on quality assurance rather than quality
improvement in order to satisfy inspectorates (Fulop and Ramsay, 2019).

The CQC aims to encourage and contribute to quality improvement of NHS
services through its regulatory process (CQC, 2016a): it seeks to influence organisations
through collaboration with other regulators and stakeholders that have a development
responsibility to the NHS (Smithson et al., 2018). Its intentions were to raise standards by
sharing best practice information across organisations, identifying areas for improvement
and holding Trusts to account through inspection. It was also envisaged that the new
system would achieve this aim if more Trusts over time were rated Good and
Outstanding, and less were Inadequate or Requires Improvement (Walshe et al., 2014).
An evaluation of the pilot phase of the new regulatory model reported impactin a
number of ways, both positive and negative (Walshe et al., 2014). These are summarised
in Table 7.

On completion of the first round of inspections, Smithson and colleagues (2018)
evaluated the impact that the revised CQC regulatory framework had on the inspected
NHS acute and mental health hospitals in England. They identified eight potential “impact
mechanisms” (Smithson et al., 2018, p. 13) and reported positive and negative impacts on
Trust respondents using this devised framework. Examples of impacts are shown in
Table 8, below.

40



Table 7: Pilot Phase Evaluation of Impact of CQC Comprehensive Inspection Process

(Source: Walshe et al., 2014)

Positive Impact

Negative Impact

Inspections identified few unknown areas
for improvement and validated existing
concerns, giving impetus for change

Not all staff saw the process as a
development opportunity, but punitive

Trust staff were positive that the
approach could provide a credible
assessment of their organisation

There was concern over the consistency
and reliability of ratings and reports

A post-inspection quality summit of key
stakeholders was an opportunity to gain
commitment for development support
from those stakeholders. This was
particularly useful for lower-performing
Trusts

There was concern over the time
commitment of preparation and
inspection and costs of the process

The inspection gave opportunity for Trust
staff to voice concerns that were usually
supressed, such as a bullying culture and

A vast quantity of data, of questionable
value to the process, was requested by
the CQC

staff morale

The inspection provided an opportunity
for reflection and strategic planning

Using the impact mechanism framework, Boyd, Moralee and Ferguson (2020)
investigated the CQC’s impact on quality through its relationships with Trust staff and the
use of its guidance documents and assessment frameworks. They also focussed their
analysis on the registration remit of the CQC, which is outside the scope of this research.
They concluded that the CQC does impact quality of services through supportive
relationships with staff, providing feedback, facilitating development by other
stakeholders and through provision of relevant guidance products. They also
acknowledged that Trust staff need intrinsic motivation to improve and may need to
develop capability in order for quality improvement to be self-sustaining (Boyd, Moralee
and Ferguson, 2020).

In an evaluation of the impact of regulation on NHS acute hospitals, Castro (2018)
reported a mixed effect on organisational performance and clinical outcomes. In
assessing the effect of CQC inspection on two measures of quality of care, Castro-Avila
and colleagues (2019) found little evidence to support a positive link and concluded that
external regulatory oversight did not contribute significantly to improvement in care
quality. They also reported that improvements made prior to a CQC inspection were

actually reduced following an inspection. The reason for the downturn is unclear but may
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Table 8: Impact Mechanisms with Examples of Positive and Negative Impact on NHS
Acute and Mental Health Trusts in England (Source: Smithson et al., 2018)

Impact
Mechanism

Description

Positive Impact
Examples

Negative Impact
Examples

Anticipatory

Regulator sets clear
standards and
expectations. Trust
prepares in advance of an
inspection to comply

Raised awareness;
improved staff
engagement; aids
prioritising quality
issues

Actions focussed on
getting through the
inspection, not raising
quality of care; frenzy
of bureaucracy; staff
anxiety raised

Directive

Trust takes actions directed
or guided by the regulator,
including enforcement
actions

Implementation of
more robust tools and
systems for
monitoring quality

Implementing
requirements that were
not agreed with or seen
to be of high priority

Organisational

Organisational
development arising from
non-directive discussions
with the regulator,
stimulating reflection and
change

Culture change;
leadership
development;
changes in leadership

Increase in reporting
turned the focus away
from patients, towards
administrative tasks

Relational

Relationship between
regulator’s inspectors and
Trust staff, which influences
behaviour through
credibility of regulatory
staff

Valued characteristics
include consistency,
experience, fairness,
credibility, objectivity
and service-user
focussed. Having time
to interact informally
enables sharing of
ideas and soliciting
advice

Negative perceptions of
CQC include their being
aggressive, nit-picking,
critical and
confrontational. Lack of
mutual respect hinders
opportunity to share
ideas and seek advice

Informational

Regulator collates
information on Trust
performance and makes it
publicly available so others
can make decisions and
choices

Stakeholders have
relevant information
to inform decision-
making on services

Impact is negated when
information on website
is out of date or
publication is delayed

Stakeholder

Other stakeholders
influenced or mandated to
work with Trust as result of
regulator action

Trust actively engages
with stakeholders that
can help with quality
improvement

Stakeholders not
always engaged
proactively with Trust,
unless poorly rated

Lateral Regulatory action and Use of networks and Use of existing
encouragement stimulates | external relationships | networks not focussed
Trust members to work to share learning and on addressing CQC
with other organisations or | obtain support concerns
peers to share learning and
develop mutually

Systemic Regulator shares themes Some evidence of CQC | Model not well suited

identified across
organisations, stimulating
action of other sectors in
the system

thematic work being
used by health and
social care providers
and other

stakeholders

to organisations
working in partnerships
or networks
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be a result of the shock and denial that some experience following a poor CQC rating
(CQC, 2017a). It also suggests that improved performance following an inspection is the
result of internal rather than external motivation.

The findings of Castro (2018) contrast with those of the CQC, who state their
feedback implies that inspection does contribute to performance improvement (CQC,
2017c; CQC, 2018c). Pratt (2015) described how staff in one Trust had responded to being
in special measures following the first CQC comprehensive inspection with optimism and
a determination to make improvements. The inspection was a precipitant for the
resulting internal motivation to change and focus on Trust governance, safety, quality
improvement and listening to patient feedback, which enabled the Trust to come out of
special measures within two years (Pratt, 2015). These conflicting results make it difficult
to get a clear picture of how regulation might contribute to performance improvement in
NHS hospitals.

Hovlid and colleagues (2020) performed a systematic review on health care
studies that addressed change in organisations subject to external inspections, to identify
mediators of change. Reviewed studies included organisations in various settings and
with different regulatory processes, mainly accreditation, including NHS regulation in
hospitals in England. They found that external inspections can promote change,
dependent on how they are conducted: the process impacts how the findings are
received and followed up by the inspected organisation. The process and inspectors must
be perceived as credible and their findings valid for change to occur.

Mediators of change included planning, implementation and evaluation of
activities aimed at continuous quality improvement, improved communication between
the organisation and external partners, and opportunities for internal discussion and
greater staff engagement to agree and focus on areas for development (Hovlid et al.,
2020). Their findings suggest that an inspection perceived to lack credibility might
contribute to the downturn in performance post-inspection that was reported by Castro-
Avila and colleagues (2019), noted above.

The CQC reports consistent annual improvements in numbers of services rated
Inadequate and Requires Improvement, but also notes that some services deteriorate in
quality (CQC, 2015; CQC, 2018c; CQC, 2019b). There was no significant difference in
improvement overall in the NHS reported recently, particularly in maternity, mental

health and emergency services from the previous year (CQC, 2020), highlighting the
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difficulty that some organisations have in providing quality services despite regulation.
This raises an issue as to whether the CQC regulatory process should also seek to improve
organisational resilience, which will be explored further in Section 3.7.1.

A mark of a resilient organisation is its ability to improve whilst under pressure
(Boin and van Eeten, 2013), emerging stronger following external challenge (Vogus and
Sutcliffe, 2007; Crichton, Ramsay and Kelly, 2009). That some health care organisations
decrease their performance and resilience under regulatory scrutiny is a concern and an
area for further investigation (Leistikow and Bal, 2020). Organisational resilience in health
care organisations will be addressed in Section 3.7. Internal governance of NHS

organisations is now discussed.

2.4 Internal governance processes

Clinical governance has been described as an overarching concept for the
combined clinical activities aimed at quality improvement (Som, 2009; Travaglia et al.,
2011). Brennan and Flynn (2013) note that clinical governance systems are both external
regulatory and internal managerial processes, as in the case of the English NHS. This can
create an ambiguity of understanding. Braithwaite and Travaglia (2008) identified four
components of clinical governance: activities that promote quality and safety, creating
structures for their improvement, utilisation of data and evidence, and developing a
patient-centred approach. They also commented that it should strengthen links to
corporate governance with respect to its aspects of effective management, fiscal
responsibilities and accountability for service delivery. In mapping the rise of clinical
governance in healthcare, Travaglia and colleagues (2011) observed a growing number of
terms that have become associated with the concept, including risk which includes the
themes of staff, audit, service, care and clinical. Quality and performance, patients and
safety are also dominant themes.

There are various statutory regulations that set out the areas of accountability and
governance for NHS Foundation Trusts. An NHS Trust Board is required to hold its
organisation to account for its performance and delivery of its strategy through seeking
assurance that systems of control are robust and reliable (Monitor, 2014). The
Foundation Trust regulator, Monitor (under the operation of NHS Improvement since
April 2016), requires Trusts to demonstrate compliance in the areas of quality, safety,
financial stewardship and risk management through effective corporate governance

(Monitor, 2014).
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The statutory areas governing quality are ensuring that essential standards of
guality and safety, as laid down by the CQC, are met; striving for continuous quality
improvement; and enabling staff to deliver safe, effective, person-centred care (National
Quality Board, 2011). Accountability for quality assurance and clinical governance is
managed statutorily through a Trust’s Quality Committee (Ramsay et al., 2013). As
reported in Section 2.2.3.2, Griffiths (1983) recommended that medical clinicians became
more involved in hospital management and took greater accountability of their practice,
heralding a more formal approach to clinical risk management (Lawton and Parker, 1999).

Alongside rising costs of medical negligence claims, Trusts have been required to
demonstrate improved risk management processes. The NHS Litigation Authority
introduced a Clinical Negligence Scheme for Trusts in 1995 (Towse and Danzon, 1999) and
helped Trusts monitor and analyse causes of risk and learn from incidents. Managing risk
remains an important aspect of organisational safety (Zinn, 2008; Parker, 2009) and
overall sustainable performance (Pojasek, 2013). As part of the governance framework
and codes, NHS Trusts are required to have a Board Assurance Framework in place that
provides an effective and comprehensive process by which all risks are identified,
monitored and addressed (Ramsay et al., 2013).

Trust Boards are required to shape a positive culture for the Board and their
organisation (Ramsay et al., 2013). Accountability for financial probity and compliance is
statutorily overseen by an Audit Committee (Ellwood and Garcia-Lacalle, 2016). Trust
Board papers freely available on the Internet reveal these topics are regularly discussed
at Trust Board meetings, reported through various committees and ‘Governance’ agenda
standing items. Trust culture and NHS leadership is discussed in Section 2.6.1 and follows

the review of specific leadership literature now presented.

2.5 Leadership and leader behaviour

Study of leadership has a significant history and an extensive literature. Plato
communicated his views on leadership and the qualities of leaders in his fourth century
BC writings, whilst the work of Carlyle in the 1840s catalysed the proliferation of modern
day leadership research (Iszatt-White and Saunders, 2014). An overview of its theoretical
development is now presented to provide the context for its influence on health care
leadership. An extensive review or critique of each major theory is not provided and it is
recognised that there are many other contributions to the leadership literature of import:

their exclusion does not imply insignificance to the body of knowledge. Rather, this
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literature review has been deliberately focussed on that which has had most influence on

the NHS and situates the contemporary position of its leadership and leader behaviour.

2.5.1 Overview of leadership theory development
There has been considerable variety in the approach of scholars to the study and

definitions of leadership (Northouse, 2016). Yukl (2012) asserts that such a variety makes
it difficult to make comparisons or integrate the findings. King (1990) identified nine
evolutionary eras in the development of leadership theory, with researchers focussed on
different themes in each era: five of these are reviewed below in chronological order,
identifying their influence on NHS leadership. The behaviour era gave rise to leadership
styles theories, which are dominant today (Halliman, 2014). The styles most influential in
the NHS over the past two decades are then discussed. Additionally, responsible

leadership is reviewed for its potential significance in the contemporary NHS.

2.5.2 The personality era
Carlyle posited a ‘great man theory’ based on his views that historical leaders

were heroic and only those men born with heroic potential would become leaders
(Perruci and McManus, 2013). The dogma of leaders being ‘born and not made’ persisted
and led researchers to identify the characteristics of leaders, giving rise to trait theory.
These theories were eventually discredited when empirical research was unable to
identify a single or group of traits exclusively associated with good leadership (Khan et al.,
2016). King (1990) refers to this phase of theory as the personality era, which preceded

the influence era.

2.5.3 The influence era

Kort (2008) reviewed two hundred and twenty-one definitions of leadership
collated by Rost in the 1990s and identified a thread that ran through them: that
leadership was about one person, i.e. the leader, to get another - a follower, to do
something. Other reviews of the subject at that time concurred with the view that an
aspect of leadership is relational between individuals and relates to the ability to
influence (Mullins, 1999). However, different theories proposed how this influence was
achieved (Rost and Smith, 1992), including the emergence of studies focussed on the
relational nature between leadership and power dynamics (Clark and Harrison, 2018).

Leader influence through positional or legitimate power, with autocratic leaders
exerting authority and control over subordinates was one explanation and, although it is
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recognised that this style of top-down influence is inappropriate in the contemporary
workplace (King, 1990), it still lingers in the NHS to the detriment of its employees (Lewis
and Kline, 2019). Expert power, vested in the person through their knowledge base, was
another of five types in the initial taxonomy of power identified by French and Raven in
1959 (Clark and Harrison, 2018), to which they later added further theory (Elias, 2008).
Expert power is clearly featured in a health care system, where professional groups have
a distinct knowledge base according to their discipline. Also, within a profession there are
specialised experts with an advanced level of educational achievement and clinical
expertise, such as medical and nurse consultants.

A more subtle hierarchy also pervades the NHS, whereby one professional group
cedes expert power to another, such as nurses to doctors, creating a professional power
dynamic: intra- and inter-professional power plays out in health care organisations, a
result of both expert and positional power, which has been wielded with negative effect
(Currie and Suhomlinova, 2006; Hutchinson and Jackson, 2015). It was also noted in
Section 2.2.2 that historically, the balance of power of medical consultants over senior
management had led to a clinical autonomy that did not necessarily put the needs of
patients first (Mannion and Goddard, 2001; Currie and Suhomlinova, 2006). Whilst this
position is considerably improved today, relationships between doctors and managers
can be difficult and remains periodically problematic in some organisations (Rundall et al.,
2004; Bhaidkar and Goswami, 2016).

Linstead, Fulop and Lilley (2004, p. 183) contend that there is always a power
dynamic in a relationship, which is “one of the most controversial aspects of
organisations”. However, Moss Kantor (1979) argues that power is manifested through
connections in an organisation, both formal and informal, and not derived from a leader’s
style or skill. She defines power as “the ability to mobilise resources (human and material)
to get things done” (1979, p. 66) and asserts that it is through their power that the leader
is able to exert influence on individuals or groups.

Moss Kantor’s (1979) definition underlines the importance of building personal
relationships in organisations and promotes a positive notion of power, a view supported
by Iszatt-White and Saunders (2014). The need to develop good relationships between
leaders, managers and clinicians has been recognised in the NHS, acknowledging
particularly the positive benefits to patient outcomes, staff well-being and improved

performance (Firth-Cozens and Mowbray, 2001; Edwards, 2005; Collins, 2006).
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2.5.4 The behaviour era

The focus of leadership studies moved from sources of power or traits towards
their behaviour (Clark and Harrison, 2018), emphasising what they do to make them
effective leaders. The importance of initiating structure to accomplish tasks and showing
consideration for group cohesion were important behaviour traits identified in early
studies of this era (King, 1990). Later theories included the idea that leaders create an
environment for subordinate behaviour, generating intrinsic motivation through
improving expectations as well as extrinsic motivation through reward systems (Russ,
2013).

McGregor’s ‘Theory Y’ offered an alternative to the contention that leaders who
exerted control and rewards generally extrinsically motivated employees. The application
of ‘Theory Y’ concepts and assumptions regarding intrinsic motivation (Carson, 2005;
Russ, 2013) is evident in the NHS: when leaders provide the appropriate environment,
employees are committed to organisational goals, are self-directed when empowered,
seek responsibility, find satisfaction in their work and contribute to decision-making and
problem-solving (Frankel, Leonard and Denham, 2006).

Argyris (1976) asserted that command and control leadership behaviour inhibits
learning in organisations due to unwillingness of employees to offer powerful leaders, or
those leaders to request, feedback on their actions. He posited that alternative behaviour
would promote feedback and “double-loop learning” (Argyris, 1999, p. 68) and proposed
a model view whereby leaders would identify people most competent to make decisions.
This requires power-sharing with anyone competent to undertake a task, openness to
learning from others and a lack of defensiveness. He suggested this would result in
improved problem-solving, decision-making, a greater possibility that errors would be
discussed openly and that learning would take place through discussion and feedback
(Argyris, 1976).

Argyris (1999) also proposed that errors occur through system design rather than
ignorance and that organisational learning takes place when people accept rather than
cover up errors. Establishing an open and blameless approach to reporting errors and
promoting a learning organisation has been shown to have a positive impact on patient
outcomes (Frankel, Leonard and Denham, 2006; Jones and Woodhead, 2015; Fulop and
Ramsay, 2019) and has been on the NHS agenda for many years (Mayor, 2000; Lilleyman,
2005; West et al., 2014; CQC, 2017c).
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2.5.5 The transactional and transformational eras

Transactional leadership, whereby the leader with clear authority motivates by
punishment and reward, is a distinct era in the development of leadership theory (King,
1990). Clark and Harrison (2018) argue that it advanced the influence era, as there was
greater expectation of reciprocity in the leader-follower relationship. Still visible in the
NHS (Kumar, 2013), it is a model that emphasises organisation and planning of resources,
resolving problems and monitoring outcomes and achievement of objectives (Alimo-
Metcalfe, 1999). Firth-Cozens and Mowbray (2001) have suggested this is the style of
leadership descended from the UK government’s management of the NHS, which has
percolated through to NHS commissioners and clinical team leaders. There has been an
acknowledgement by NHS leaders that this style of behaviour is not best suited to health
care quality improvement (Kumar, 2013).

The appeal for a transformational leadership style (Alimo-Metcalfe, 1999; Alimo-
Metcalfe and Alban-Metcalfe, 2005) has gained traction in the NHS, characterised by
leaders who are able to inspire enthusiasm, identify a clear vision and sense of
organisational purpose, develop staff to become intrinsically motivated to work
effectively and focus on improving performance (Storey and Holti, 2013).
Transformational leadership has a moral dimension, with leaders showing “concern for
the greater good” (Alimo-Metcalfe, 2013, p. 22). The leader develops their team
colleagues, increases their confidence and develops leader behaviours in others
(Yammarino and Dubinsky, 1994). The positive impact of transformational leadership on
team performance (Dionne et al., 2004) underlines the importance of such an approach
for the NHS.

Over time, ideas on leadership and leader behaviour have changed and altered
the ways that work is managed and channelled (Gronn, 2002). Leadership has been
reconstructed as something that can be shared throughout teams, departments and the
organisation and not left to an elite cadre of executives and senior employees (Beirne,
2017). In a review of leadership theory, Alimo-Metcalfe (2013) reported additional ideas
of leadership beyond those of the evolutionary eras set out by King (1990). She suggests
that leadership has become more focussed on working with people rather than doing to
others and described three models to illustrate the point, namely ethical, authentic and
distributed leadership. Of these, the latter has become one of considerable discussion in

the NHS and is now introduced.
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2.5.6 Distributed leadership

Distributed or collective leadership replaces an heroic head at the top of an
organisation with a broader base of leadership development running throughout
organisational tiers (Linstead, Fulop and Lilley, 2004; King’s Fund, 2011): leadership power
is distributed to wherever expertise, motivation and capability reside in the organisation.
The call for NHS leaders to adopt a distributed model (McKee et al., 2013; West, 2015;
West and Chowla, 2017) arose partly to address the quality and safety failures in NHS
hospitals referred to in Section 2.3. Public inquiries have concluded that poor leadership
practices and negative organisational cultures have been at their root (Kennedy, 2001;
Francis, 2013; Dixon-Woods et al., 2014).

West and colleagues (2014) have argued that collective leadership is required to
nurture the right culture for healthcare and ensure that all staff from ward to Board are
involved in decision-making and innovation: there is evidence of this model working in
the NHS (Willcocks and Wibberley, 2015; Fulop and Ramsay, 2019). In addition to this
approach to leadership, West (2020) has also promoted the concept of compassionate

leadership for NHS leaders, which is now addressed.

2.5.7 Compassionate leadership

Dutton, Workman and Hardin (2014) assert that employee stress is inevitable in
an organisation and that compassion is shown when it is met with concern and care by
another who notices the stress, attempts to understand it, feels empathy and takes
action to relieve it. This conforms to a definition of compassion that it includes emotion
and motivation to act (Vrticka, Favre and Singer, 2017). West and Chowla (2017) describe
a model for compassionate leadership involving four components: paying attention to
staff through active listening; understanding another’s cause of distress; showing
empathy; and helping and supporting the other. These are similar to the components of
compassion identified by Dutton and colleagues (2014) and suggest their concept of
compassionate leadership describes behaving compassionately towards stressed
colleagues.

A requirement for compassion in care was a defining value written into the
original NHS Constitution in 2009 (Bleiker et al., 2016). A report into the effectiveness of
the Constitution stated: “Treating all patients with compassion should be hard wired into
every organisation and individual member of staff’s behaviour” (DoH, 2012, p. 26).
Compassionate leader behaviour has been widely promoted in the NHS to deliver
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compassionate caring and avoid the poor practices examined through public inquiries
noted in Section 2.3 (West, 2013; Newdick and Danbury, 2015; Tomlinson, 2015).

The challenge to do this consistently whilst working in a stressful environment
(Vrtic¢ka, Favre and Singer, 2017; Bleiker et al., 2020) is discussed in Section 2.6.1;
compassion may be felt but not always accompanied by compassionate behaviour
(Gilbert, 2017). The focussed attention on compassion is also discussed in Section 2.6.1. It
is suggested that an alternative overarching leadership style such as that of responsible
leadership, with its intention of doing the right thing towards others, may be a more

appropriate goal for NHS leaders.

2.5.8 Responsible leadership

The notion of responsibility incorporates the idea of accountability towards
someone for something (Voegtlin et al., 2019). In leadership literature this generally
refers to responsibility for the accountability of organisational performance (Cameron,
2011). Maak and Pless (2006, p. 104) describe responsible leadership as “the art of
building and sustaining good relationships to all relevant stakeholders”. They contend
that responsible leaders value building and cultivating ethically sound relationships with
all stakeholders to create a values-based identity between them based on a moral sense
of justice, care and accountability for a wide range of social, economic, ecological and
human responsibilities (Pless and Maak, 2011). These two authors suggest the mindset of
a responsible leader shifts away from accountability solely to the organisation’s
shareholders (or internal stakeholders), towards a total stakeholder society.

Freeman, Wicks and Parmar (2004) assert that responsible leaders view
organisational values as significant to organisational success. Other authors acknowledge
the economic responsibility that leaders have to shareholders (Lynham and Chermack,
2006; Siegel, 2009; Voegtlin et al., 2019). Doh and Quigley (2014) state the responsible
leader builds an open and inclusive organisational culture by sharing and disseminating
knowledge whilst building strong, external relationships with stakeholders; at a team
level they provide psychological safety and performance learning, leading to improved
decision-making and outcomes. Stahl and Sully de Luque (2014) assert that managers,
and senior leaders in particular, have an impact on the social performance and long-term
viability of their organisation, a theme implied in these various definitions.

Waldman and Galvin (2008) assert that a leader must be responsible in order to
be effective. They contend that responsible leadership is highly strategic, geared
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specifically to others, with an obligation to be held accountable for one’s actions; a
responsible leader is motivated to do the right thing towards others. They suggest the
‘others’ are shareholders and stakeholders (Waldman and Galvin, 2008). Working in a
publicly funded health care system, leaders of NHS Trusts are accountable to central
government for the use of public funds. Other Trust stakeholders include its staff, service
users, other NHS providers, higher education establishments, local authorities and social
services; these stakeholders collectively create a system (Akhtar et al., 2016; Manley et
al., 2016).

Responsible leaders are aware of their impact on others and focus on doing what
is right, through building relationships and serving stakeholder needs (Cameron, 2011;
Freeman and Auster, 2011; Pless and Maak, 2011). Stahl and Sully de Luque (2014)
emphasise the importance of environment on leader behaviour, identifying
organisational context as an antecedent of how people actually behave as opposed to
how they should behave. They suggest that responsible behaviour is also affected by a
leader’s personal characteristics including their values and philosophy, an intention to do
good and avoid harm. Crilly and colleagues (2008) also state that responsible leaders align
the varied interests of multiple stakeholders, taking ethical decisions within the
situational context.

Whilst responsible leadership behaviour has not been strongly associated in the
literature with NHS leaders to date, the shifting focus towards collaboration among
various providers of health and social care discussed in Section 2.2.3.4 may require a
change in leadership style, for example to ensure success of an ICS. Balancing the various
objectives of individual stakeholders in the ICS will require system leaders to have well
developed communication skills, be firm negotiators, active listeners and have a strong
moral compass to do that which is right for the community they serve. The result is likely
to have organisational winners and losers in the system and, whilst the system leaders
may feel compassionate, they may not be able to behave compassionately to all system
players whilst delivering the most benefit to their user stakeholders. A responsible
leadership model offers a logical alternative for consideration due to its focus on multi-

agency system players and organisational viability and resilience.

2.5.9 Summary of the reviewed leadership literature
Leadership scholars have sought to identify what makes an effective leader (Yukl,
2012), whether certain styles and behaviours are more effective and under what
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circumstances they produce better results (Gilmartin and D’Aunno, 2007). Various
theories have emerged through decades of research, resulting in a lack of cohesion in the
use of terms and concepts (Yukl, 2012). The influence of many theories is present in the
NHS today, from a top-down, command and control style to a shared model of distributed
leadership.

Health care leadership has been influenced by research both specific to its sector
and in general management studies (Gilmartin and D’Aunno, 2007). Leadership has been
studied at various levels of organisational hierarchy (Yukl, 2012) and the focus of
behaviour is affected accordingly: for example, in a hospital, a ward manager is likely to
be more internally focussed than the CEO. The argument for compassionate and
distributed forms of leadership have been dominant in the extant health care literature
(Fotaki, 2015; de Zulueta, 2016; West, 2020), desirable for their positive impact on
patient outcomes. A link between leadership and culture is also evident in the literature
and is now introduced, followed by a more in-depth review of NHS leadership and

culture.

2.6 Leadership and organisational culture

The relationship between leader behaviour and organisational culture has been
researched globally in various sectors (Lok and Crawford, 2004; Dartey-Baah, Amponsah-
Tawiah and Sekyere-Abankwa, 2011; Bell, Chan and Ne, 2014; Jordan, Werner and
Venter, 2015), including health care (Parker et al., 1999; Gilmartin and D’Aunno, 2007;
Jacobs et al., 2013; Dixon-Woods et al., 2014; Nica, 2015). Schein (2004, p. 17) defines
culture as “a pattern of shared basic assumptions that was learned by a group as it solved
its problems of external adaptation and internal integration, that has worked well enough
to be considered valid and, therefore, to be taught to new members as the correct way to
perceive, think and feel in relation to those problems”. Schein’s premise is that a new
leader begins to impose onto a group their personal vision, values, beliefs and
assumptions about how things should be; once accepted they become the shared culture,
which is embedded and passed on to new employees.

Schein (2004) asserts that culture formation is always striving towards patterning
as we seek stability, consistency and meaning; he views culture and leadership as two
sides of one coin. Common themes running through the various definitions and meanings
that describe organisational culture (Brown, 1992; Masood et al., 2006; Jacobs et al.,

2013) are: a reflection of what is valued; dominant leadership styles; visible symbolism
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(dress code, for example); unconscious learned behaviour; and beliefs which justify
action. Employees will often describe organisational culture in behavioural terms and
“how things are done around here” (Lowndes, 2014, p. 688). A review of culture and

leader behaviour in the NHS now follows.

2.6.1 Culture and leader behaviour in the NHS in England

There has been a considerable focus on the culture of the NHS for over two
decades (Ball, 1996; Mayor, 2000; Wise, 2001; Sprinks, 2012; Jacobs et al., 2013; Pope,
2019). Key areas researched are: staff bullying and its impact on health professionals and
patient care (Randle, 2003; Lilleyman, 2005; Randle, 2011; Timm, 2014; Gerada et al.,
2018); leadership style and leader influences on staff well-being and patient care quality
(Firth-Cozens and Mowbray, 2001; Collinson, 2006; Powell et al., 2014; Bailey and
Burhouse, 2019; Best, 2020); and safety and organisational learning (Mayor, 2000;
Mannion et al., 2015; Newdick and Danbury, 2015; Fulop and Ramsay, 2019).

A recent study by the British Medical Association (BMA, 2018) reported that
bullying and harassment emanating from senior leaders in the workplace was
experienced by 40% of doctors; a strong blame culture persisted in the NHS and 95% of
doctors were anxious about making a mistake (Wise, 2018). The high level of stress
among the profession has become compounded by the COVID-19 pandemic, with staff
shortages jeopardising patient safety and quality of care (Propper, Stoye and Zaranko,
2020). The trend appears unabated despite a government commitment that goes back
two decades to addressing a blame culture in the NHS (Wise, 2001) and knowledge of the
impact on patient care that results from working in a blaming environment, including the
deliberate cover-up of poor practice (Mayor, 2000; Waring, 2005; Frankel, Leonard and
Denham, 2006; Sprinks, 2012; Kirkup, 2015; Glasper, 2016; Wise, 2018).

The Francis review (Francis, 2013) of one NHS Trust in England identified some
significant cultural issues: neglectful patient care; a culture of staff bullying, fear and
cover-up of mistakes; disregard to patient and relative’s complaints; a lack of learning
from incidents; denial of poor managerial practices; leaders more focussed on delivering
government financial targets than prioritising patient needs. Francis criticised a system
whereby multiple NHS regulators either overlooked or ignored such poor standards of
care and leader behaviour. He recommended that the NHS in England took a complete
system-wide approach, from the Department of Health down to frontline clinicians and
support workers, to address the serious failings that, he believed, would be more
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entrenched than isolated to the one organisation he reviewed.

The culture described by Francis was similar to that reported in previous high-
profile NHS inquiries (Ritchie et al., 2000; Kennedy, 2001; Walshe and Higgins, 2002). The
scale and nature of care failures that he found were a catalyst to address the significant
changes required to NHS leadership, organisational culture, healthcare quality, patient
safety, regulation and governance, including the revised comprehensive inspections by
the CQC as noted in Section 2.3.1 (Holmes, 2013; DoH, 2015; Walshe and Chambers,
2017; Oikonomou et al., 2019). The CQC (2017c, 2018d) has subsequently asserted that a
feature of NHS organisations that have attained a Good or Outstanding CQC grade is the
sense of humility and lack of complacency exhibited by their leaders.

Compassionate leadership has been called on to address the failings identified by
these inquiries. The concept of compassionate leadership described by West and Chowla
(2017) in Section 2.5.7 is promoted as a leadership culture by the authors, who also call
for a style of collective leadership in the NHS. They conclude that “collective leadership
creates the culture in which high quality, compassionate care can be delivered” (West
and Chowla, 2017, p. 252). It is argued that compassionate care can be given in a
hierarchical leadership structure such as in a military hospital. Therefore, collective
leadership is not essential to promoting compassion.

Health care professionals are not always in a position to act compassionately,
despite understanding the cause of stress and a desire to help alleviate it: a lack of
compassionate behaviour is not necessarily indicative of a lack of compassionate feeling
(Gilbert, 2017). Barriers to acting with compassion in a health care environment can be
physical, emotional and administrative (Bleiker et al., 2020), and when caregivers are
frequently exposed to the suffering of others they can experience compassion burnout or
fatigue (Vrticka, Favre and Singer, 2017), rendering them unable to show compassion.

Additionally, not all health professionals are operating in an environment that is
particularly suited to displaying compassion (Bleiker et al., 2020), such as in radiography.
Here, safety measures include maintaining a physical distance between patient and
professional, and the focus is on delivering an efficient, effective service (Hendry, 2019). It
is also reported that patients do not routinely expect compassion from radiographers
(Bleiker et al., 2016). A positive correlation has been shown between patient experience
and a compassionate workforce (Ward et al., 2018; West, 2020). However, there are

differences in the understanding of what it means to be compassionate (Bleiker et al.,
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2016) and, whilst it has a positive impact on the therapeutic relationship (Gilbert, 2007),
compassion should not be relied upon to give responsive, quality care (Fotaki, 2015).

In a large study within the NHS, Dixon-Woods and colleagues (2014) reported that
leaders at all levels in Trusts stated the values of compassion and care was a priority for
their organisation and personally felt as a professional commitment. However, there was
a challenge to turning that commitment into achievable goals. There has been increasing
concern that global health care has lost its moral compass in providing compassionate
care (de Zulueta, 2016) and the evidence suggests that progress towards greater
compassion in the NHS is being made but that much is still to be done (Bailey and
Burhouse, 2019; Kirkup, 2019; Kline and Lewis, 2019). This is particularly evident in the
high incidence of bullying and harassment that affects staff of all professions and levels
(Randle, 2003; llling et al., 2013; Timm, 2014; Lewis and Kline, 2019). It is suggested that a
stronger focus on eliminating these negative behaviours as opposed to the promotion for
compassionate leadership may result in greater compassion from the workforce. It is
argued that acting responsibly towards colleagues at all times would develop compassion
in the workforce.

Bevan (2008) argues that NHS Trust failures were a result of the clinical autonomy
and professional self-regulation that doctors had fought hard to maintain at the inception
of the NHS (Lancet, 1946; Digby, 1998; Macpherson, 1998). The Blair government also
acknowledged that widespread quality failures in the NHS were attributable to a service
demonstrating behaviours and operating practices largely unchanged from 1948. It
sought to modernise the NHS with less central interference and greater public
accountability (DoH, 1997; DoH, 2000). The policy direction then taken by the UK
government received very limited input from the dominant medical profession (Alvarez-
Rosete and Mays, 2014). The focus became putting patient interests at the heart of
decision-making, sharing best practice and learning from mistakes, demonstrable safety
and quality care, and improved leadership (DoH, 2000; Freeman and Walshe, 2004).

A key objective of the government in 1997 was for the NHS to develop an open
culture and enable widespread learning by sharing safety information across
organisations (DoH, 1997; DoH, 2000). In 2003, a national system for reporting patient
critical incidents and near misses - the National Reporting and Learning System (NRLS) -
was introduced into the NHS (Shaw et al., 2005; Howell et al., 2015). Data on all accidents

and near misses that are reported via a Trust’s risk management system are updated
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monthly on a central register and available for the general public to scrutinise
(https://report.nris.nhs.uk/nrlsreporting/). The public also has access to report online any
safety concerns they have regarding a hospital Trust in England. More recently, the
Secretary of State for Health stated an ambition was for the NHS “to become the first
healthcare system in the world that truly embraces the standards of safety common in
the airline, nuclear and oil industries” (DoH, 2015, p. 3) by enabling a culture of staff
freely speaking out on concerns regarding safety or care quality.

Learning from errors requires a commitment to learning (Cho et al., 2013). Schein
(2004) purports that developing an organisational learning culture requires employees to
hold a shared belief that learning is a good thing. The key to learning is to get feedback,
reflect, absorb the implications and implement change (Schein, 2004). Schein also asserts
the task of a leader is to create a culture of a perpetual learning organisation in order for
its survival. Argote and Miron-Spektor (2011) share this view: they state the ability to
learn and adapt is critical to organisational performance and long-term sustainability. In
healthcare, enhancing organisational learning can improve quality, clinical and
organisational outcomes (Carroll and Edmondson, 2002). It should also contribute to the
development of organisational resilience through the delivery of sustainable and
appropriate systems and processes. In addressing resilient health care, Robson (2013)
states that a system to promote effective, continual learning is vital to organisational
resilience.

According to Argyris (1999), organisational learning is a competence that all
organisations should develop in order to better detect and correct errors, change systems
and processes as required, and understand their limits of innovation. Senge (2006, p. 4)
asserts that excelling organisations of the future will be those that “discover how to tap
people’s commitment and capacity to learn at all levels in an organisation”. He identified
five components to a learning organisation: personal mastery of one’s subject, a mind
that is open to challenge, building a shared vision, team learning and systems thinking.
Senge states that systems thinking underpins the learning organisation, as people shift
their thinking from the individual to a connected whole and understand the impact of
their actions on others. This literature review identifies systems thinking as a theme that
connects culture, organisational commitment to learning and responsible leadership to
organisational resilience, but these do not appear in the literature in a directly linked

framework. This is discussed further in Section 7.4.
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Successful NHS senior leaders spend considerable time outside of their
organisations engaging with their external community, cognisant of the role that health
care plays in the wider social system (Ferlie and Pettigrew, 1996; Shipton et al., 2008;
Exworthy, Mannion and Powell, 2016; Walshe and Smith, 2016; Fulop and Ramsay, 2019).
This leaves less time for them to be available to Trust staff, particularly those who are
several tiers removed from them in the hierarchy. Research suggests that there is a link
between employee satisfaction, patient outcomes and staff perceptions of senior
management, especially related to their support, communications, a shared value system,
attitudes towards their health and well-being and responsiveness to their needs (Firth-
Cozens and Mowbray, 2001; Collinson, 2006; King’s Fund, 2011; Kline, 2019).

Data from the NHS Staff Survey, discussed in Section 4.4.6, show a distinct
difference in the experience of line manager and senior leader support (Appendix I). A
perception of inconsistent behaviour between immediate and senior managers may
cause staff to feel less valued by organisational leaders, with implications for staff
engagement and patient outcomes. In a longitudinal analysis over the four years 2006-
2009, of the NHS Staff Survey scores and predictors of Trust outcomes, Topakas and
colleagues found that patient satisfaction was positively related to employee satisfaction
with the support of their line manager (Topakas, Admasachew and Dawson, 2010). Health
care managers contribute to successful organisational performance and quality of patient
care through direct people management that supports team building, facilitates staff
development and persuades by influence (Shipton et al., 2008; King’s Fund, 2011; Dixon-
Woods, McNicol and Martin, 2012; Powell et al., 2014; Kline, 2019). Therefore, the
apparent prioritising of line management support taken by Trusts appears appropriate.

Whilst line managers provide the immediate support and encouragement to staff,
senior leaders are able to inspire and psychologically strengthen colleagues to cope with
daily pressures and changes in the workplace (Cooke, Wang and Bartram, 2019). As the
psychological well-being of staff has an impact on patient outcomes (Firth-Cozens and
Mowbray, 2001) it is in the interests of the organisation, employees and service users for
senior leaders to maintain meaningful communication with all employees (Damschroder
et al., 2009). Communication in NHS organisations has long been a point of concern and
many patient complaints refer to poor internal communications between NHS staff
(Pincock, 2004).

Effective two-way communication is essential for leaders to influence effectively
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for organisational success (Tourish and Hargie, 1998; Collinson, 2006; Dixon-Woods,
McNicol and Martin, 2012; Men and Jiang, 2016). Inadequate communication has been
cited as the cause of failure of major NHS projects that require culture change to support
their implementation (Bowns, Rotherham and Paisley, 1999; Frame, Watson and
Thomson, 2008). Darling and Beebe (2007) argue that communication based upon key
values and a concern for people is required for the successful execution of those values.

In today’s digital environment CEOs and senior leaders have various channels
available to communicate and inspire their employees, foster staff engagement and show
empathy. Media such as podcasts, webinars, email and video enable virtual connection in
real time and via recordings. Senior leaders who communicate with staff across
hierarchical levels on organisational goals promote their effective implementation
(Damschroder et al., 2009; Dixon-Woods, McNicol and Martin, 2012). For widespread
culture change it is incumbent on senior leaders to engage with all employees to
encourage their commitment and lead behaviour change, in whatever media is available
to them. This will not only enhance change readiness but also promote their resilience
(Horne and Orr, 1997; Parsons, 2010).

Work-related stress in the NHS has been steadily rising, exacerbated by the
continuing resource pressures in the health system (Andrews and Thorne, 2015; Kline,
2019; Alderwick et al., 2021). Consideration to the health and well-being of staff has seen
greater focus in Trusts in recent years following a review of the health of NHS staff
(Boorman, 2010). Trusts are responsible for providing health and well-being services
(Quirk et al., 2018) and a focus on developing resilience of the workforce, particularly
nurses, has been advised and introduced in some organisations (Jackson, Firtko and

Edenborough, 2007; Sergeant and Laws-Chapman, 2012).

2.7 Chapter summary

This chapter has presented a brief history of the NHS followed by an account of
clinical governance and regulation of hospitals in England. The impact of the current
regulatory process on organisational performance, safety and quality was explored. An
overview of leadership, leader behaviour and organisational culture literature was then
presented, and their influence on styles of leadership in the NHS and contemporary
culture were discussed. A chapter summary concluded the chapter and Part | of the
literature review.

In the following chapter organisational resilience literature is reviewed, including
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its relationship with personal resilience. Organisational resilience in health care and the
relationship between health care regulators and organisational resilience is also
discussed. A synthesis of the complete literature review (Parts | and Il) is presented in

Section 3.8, followed by identification of the research questions.
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Chapter 3

LITERATURE REVIEW
PART II: ORGANISATIONAL RESILIENCE

3.1 Introduction and chapter overview

Following a review of the NHS and leadership literature, this chapter sets out a
review of organisational resilience literature. The chapter first reports the method taken
to review the research field and undertake a systematic search of the organisational
management and health care literature. Search terms and the screening process are
recorded, followed by an overview of the resilience literature. Organisational resilience
definitions, concepts and components are then discussed. Leader behaviours that affect
organisational resilience are presented and a summary of the organisational resilience
literature concludes with the researcher’s rationale for her definition of organisational
resilience.

The chapter continues with a brief discussion on organisational resilience in health
care and health care regulation. Following synthesis of the two literature review chapters
(Parts 1 and II), the emerging research questions are identified. This concludes the

chapter.

3.2 Literature review method

A review of the organisational resilience literature was conducted in two stages.
An initial analysis of systematic literature reviews was undertaken in order to determine
the breadth of the resilience research field. A total of thirteen systematic literature
review papers in the organisational management and health care disciplines were
identified (Table 9), published between 2011 and 2022. Examination of these papers
evidenced seven major disciplines in the resilience research field with a variety of
concepts, foci and definitions (Table 10, p.65). Systematic literature reviews of these
disciplines, such as supply chain resilience (Lépez-Castro and Solano-Charris, 2021),
resilience engineering (Bergstrom, van Winsen and Henrigson, 2015) and disaster
resilience (Tiernan et al., 2018) were also analysed to ensure the subject matter was
explored fully. An overview of this literature is discussed in Section 3.3.

The second stage of the organisational resilience literature review involved

analysis of screened literature identified through a systematic search of the
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Table 9: Systematic Literature Reviews of Organisational Resilience

Author (s) Date Area of Focus

Bhamra et al. 2011 | Organisation
Annarelli and Nonino 2016 | Organisation
Linnenluecke 2017 | Organisation
Barasa et al. 2018 | Organisation
Bergetal. 2018 | Health Care
Ruiz-Martin et al. 2018 | Organisation
@yri and Wiig 2019 | Health Care
Rahi 2019 | Organisation
Conz and Magnani 2020 | Business
Iflaifel et al. 2020 | Health Care
Hillmann 2021 | Business
Ahmed et al. 2022 | Organisation
Evenseth et al. 2022 | Organisation

organisational management and health care literature. Four databases were searched:
Scopus and Web of Science Core Collection were selected for their comprehensive
coverage of peer-reviewed literature, scientific journals and conference proceedings in
the fields of social sciences, health and humanities. These two databases identified the
large majority of papers for screening. Due to the research being undertaken in the NHS,
an additional two databases specific to the health care sector were searched: the
Cumulative Index of Nursing and Allied Health Literature (CINAHL) and MEDLINE (Ovid),

which identified a smaller but appreciable number of additional papers (Figure 1).

3.2.1 Literature search terms and screening process

The keywords “Organisational Resilience” and “Organizational Resilience” were
searched to ensure that articles with the linked words in both British and American forms
were identified. Included in the search were the keywords combined with organi*ational
culture, health care and personal resilience. Exclusions to the search were terms that
related to other fields of resilience research such as supply chain, disaster management,
crisis management, engineering and ecological resilience. Specific to the health care
sector, studies of health care providers in developing countries and references to COVID-
19 were also excluded. A total of 1,139 research papers and conference proceedings were
identified through the database searches and retained for review (Figure 1).

The 1,139 papers were screened by title, keywords and/or abstract. Papers were
excluded from this search if they related to: environmental disasters and emergency

management; individual resilience exclusively; organisations in financial crisis; climate
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change; technical infrastructure; small and medium enterprises; family businesses;
market turbulence and competition. These exclusions were on the basis that they do not
relate to, compare or impact directly on the resilience of NHS Hospital Trusts that were
responding to non-crisis turbulence, the subject of this research. Of the remaining papers,
45 duplications were removed and 244 papers were retained for full text reading.

The final inclusion criteria were papers that identified one or more of:
organisational resilience concepts and components, leadership behaviours that affect
organisational resilience, definitions of organisational resilience or a systematic literature
review. Of the 66 papers included for the review, a manual search for frequently cited
texts that fell outside the initial searches, papers and books listed on Google Scholar and
texts known to the researcher resulted in an additional 8 papers and a total of 74 texts
included in the literature review (Figure 1), covering a wide range of subject areas (Table

12) and discussed in Section 3.4.

Figure 1: Literature Search Screening Process

Papers identified through database
searching: retained for title /
abstract review
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3.3 Overview of the resilience literature

Resilience refers to the ability of a system to resist and respond to a shock,
recover from it and cope with change (Annarelli and Nonino, 2016; Chen, Xie and Liu,
2021). It has been researched by scholars from various disciplines, resulting in multiple
definitions and concepts (Wied, Oehmen and Welo, 2020): examples are summarised in
Table 10. Whilst there is overlap of ideas across some fields, a review of definitions
indicates there is no unified opinion on what constitutes resilience (Linnenluecke, 2017;
Chen, Xie and Liu, 2021), even among scholars of the same discipline (Bergstrém, van
Winsen and Henrigson, 2015).

Resilient behaviour has been studied for several decades in the field of positive
psychology (Maier and Seligman, 1976; Rutter, 1985; London, 1993; Luthans et al., 2007;
Robertson et al., 2015) and has its roots in science: it originally defined the capacity of a
metal to recover its initial shape after, for example, thermal stress (Ollier-Malaterre,
2010). This led to the resilience concept of an individual’s ability to adapt to stress and
rebound from adversity (Luthans, 2002; Kossek and Perrigino, 2016).

Holling (1973) initiated the concept of organisational resilience from the field of
ecology (Barasa, Mbau and Gilson, 2018), taking his insights regarding the capacity of
actors to affect the resilience of a system and extrapolating his theory to organisational
systems and management. This marked a turning point in the study of ecosystems and
systems research (Wied, Oehmen and Welo, 2020). Resilience studies have grown
considerably in number over the past two decades (Ma, Xiao and Yin, 2018), becoming
more important in the fields of disaster and crisis management as frequency of natural
and man-made disasters have increased along with people’s awareness of their
consequences (Ruiz-Martin, Lopez-Paredes and Wainer, 2018). These fields of resilience
studies share definitive ideas with ecological systems resilience, around the capacity of a
system to respond positively to a disturbance so that they can continue to function
(Walker et al., 2004; Comfort et al., 2010).

The goal of resilience engineering is to bring about organisational resilience
(Hollnagel, 2013) and seeks to understand why things go right as opposed to analysing
the cause of failure (Wiig et al., 2020). Resilience engineering concepts have built on the
ecological perspective, focussing on a system’s adaptive capacity prior to and following a

disturbance, enabling it to keep within its functional limits (Nemeth and Herrera, 2015).
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Hollnagel (2013) argues that it is necessary to understand how systems operate
successfully in order to determine what happens when they go wrong. Hollnagel and
colleagues (2015) refer to this approach as Safety-Il logic, relating to an organisation’s
ability to adapt successfully in changing circumstances. Safety-I logic is defined as “a state
where as few things as possible go wrong” (Hollnagel, Wears and Braithwaite, 2015, p.1)
due to analysis of error, identification of causal factors and making changes to avoid a
repeat incident.

The impact on an organisation’s ability to function in an increasingly global
market, with supply chains more exposed to disruptions, has led to a rise in studies of
supply chain resilience (Annarelli and Nonino, 2016). In their review of supply chain
resilience literature, Ribeiro and Barbosa-Povoa (2018) identified a variety of definitions
and numerous elements that contribute to supply chain resilience (Sheffi and Rice, 2007;
Ponomorov and Holcomb, 2009; Ponis and Koronis, 2012; Heckmann, Comes and Nickel,
2015). These include the concept of speed — recovery from a disturbance in a timely
manner; strategic planning and network design; response to a disruption; adaptive ability
to reduce the probability of a disturbance; identifying, anticipating and preparing for
events; returning to a steady state or to a position better than the original (Ribeiro and
Barbosa-Povoa, 2018). The authors concluded there is a need globally for a clear
definition of supply chain resilience and proposed “a resilient supply chain should be able
to prepare, respond and recover from disturbances and afterwards maintain a positive
steady state operation in an acceptable cost and time” (Ribeiro and Barbosa-Povoa, 2018,
p.116).

Resilient health care systems are considered an essential aspect of health system
strengthening and performance (Koeva and Rohova, 2020). Theory of health care
resilience has developed from other disciplines, particularly resilience engineering (Jeffs
et al., 2009), with a focus on strengthening safety practices (Braithwaite et al., 2015). In a
review of health care resilience studies, Berg and colleagues (2018) reported an absence
of studies at the organisational level, with a preponderance of field research focussed on
individual or departmental resilience. They argue that studies should include macro-level
data to study the resilience of the whole health care system to avoid resilient health care
becoming a discipline centred on an individual’s resilience ability within the system. They
also call for comparative and longitudinal studies in health care resilience research (Berg

et al.,, 2018).
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Organisational resilience definitions, concepts and components identified from
analysis of the organisational management and health care management literature are

now discussed.

3.4 Organisational resilience definitions, concepts and components

As noted in Section 3.2, seventy-four texts were retained for analysis from the
organisational management and health care literature screened (Figure 1): these are
listed in Table 12. At an organisational level the study of resilience has been influenced by
research in the disciplines reported in Section 3.3 (Annarelli and Nonino, 2016; Ruiz-
Martin, Lopez-Paredes and Wainer, 2018). This is evident in the main concepts and
components of organisational resilience (Table 12, p. 70) and its various definitions,
examples of which are presented below in Table 11. The subject remains predominantly
conceptual despite the interest of significant numbers of researchers (Barasa, et al.,
2018), with studies frequently focussed on developing theories unsupported by empirical
evidence (Rahi, 2019) that has led to a fragmented body of literature (Ma, Xiao and Yin,
2018; Duchek, 2020).

3.4.1 Definitions

Despite the considerable growth of organisational resilience studies over the past
two decades, the construct comprises numerous and diverse themes (Duchek, 2020).
Organisational resilience has been broadly conceptualised from three positions: proactive
preparation, adaptive capacity, and recovery and growth (Hills and Allen, 2018; Koronis
and Ponis, 2018; Bell, 2019; Duchek, 2020; Chen, Xie and Liu, 2021). The many definitions
of the construct reflect the various emphases that scholars place on these three main
concepts. Table 11 lists a variety of definitions from the analysed literature with their
main emphases, selected for their influence in the discipline as evidenced by large
numbers of citations. Exceptions were the publications by Gracey (2019) and Chen, Xie
and Liu (2021): these were included as examples of definitions that arose from recent
empirical research, something which remains under-represented in the mainly conceptual
field of organisational resilience.

These various definitions evidence the divergent thinking of the organisational
resilience construct, with the concept of adaptation as a sole point of convergence. Many
authors consider it an ability to deal with internal and external disturbance (Meyer, 1982;

Mallak, 1998b; Coutu, 2002). Others define it as a capacity to deal with them (Fiksel,
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2003; Koronis and Ponis, 2018; Wiig et al., 2020). Yet other authors understand
organisational resilience as a capability to deal with these issues (Reinmoeller and van
Baardwijk, 2005; Gracey, 2019). What is not clear is how these terms capacity, ability and
capability are defined or why an author has chosen a specific definition (Ruiz-Martin,

Lépez-Paredes and Wainer, 2018).

Table 11: Definitions of Organisational Resilience

Author (s) Area of Focus Resilience Definition
and Year Concept
Meyer Health Care | Adaptation The ability to absorb a discrete environmental jolt and restore
1982 and recovery | prior order.
Horne and Orr Business Adaptation A fundamental quality to respond productively to significant
1597 and recovery | change that disrupts the expected pattern of events without
engaging in an extended period of regression.
Mallak Organisation | Adaptation The ability of an individual or organization to expeditiously
19598b design and implement positive adaptive behaviours matched
to the immediate situation, while enduring minimal stress.
Coutu Business Adaptation The ability to adapt to the requirements of the surrounding
2002 environment and to effectively develop new capabilities to
absorb and manage environmental variability.
Hamel and Business Proactivity Continuously anticipating and adjusting to deep, secular
Vilikangas and trends that can permanently impair the earning power of a
2003 adaptation core business.
Reinmoeller and Business Adaptation The capability to self-renew over time through innovation.
van Baardwijk
2005
Vogus and Organisation | Adaptation, [ The maintenance of positive adjustment under challenging
Sutcliffe recovery and | conditions such that the organisation emerges from those
2007 growth conditions strengthened and more resourceful.
McManus et al. Organisation | Proactivity, A function of three abilities or capabilities: adaptive capacity,
2008 adaptation situation awareness and management of keystone
and recovery | vulnerabilities.
Burnard and Organisation | Proactivity An emergent property that relates to the inherent and
Bhamra and adaptive qualities that enable an organisation to take a
2011 adaptation proactive approach to threat and risk mitigation.
Lengnick-Hall, Organisation | Adaptation, | A firm’s ability to effectively absorb, develop situation-specific
Beck and recovery and | responses to, and ultimately engage in transformative
Lengnick-Hall growth activities to capitalise on disruptive surprises that potentially
2011 threaten organisation survival.
Koronis and Ponis | Organisation | Proactivity The accumulated cultural capacity of an organisation to make
2018 and sense of risks and negative events, to absorb the pressure and
adaptation ultimately protect the organisation’s social capital and
reputation.
Gracey Organisation | Proactivity A people-centric capability based on the strategic
2019 and coordination of organisational resources, adaptive leadership,
adaptation intelligence, communication and staff development which
enables the identification and analysis of strategic threats
through shared situational awareness.
Wiig et al. Health Care | Adaptation The capacity to adapt to challenges and changes at different
2020 system levels, to maintain high quality care.
Chen et al. Organisation | Adaptation, | The ability of an organisation to reconfigure organisational
2021 recovery and | resources, optimise organisational processes, reshape
growth organisational relationships in a crisis, recover quickly from
the crisis, and use the crisis to achieve counter-trend growth.

Other issues arise in the conceptualisation of the construct. For example, it is

sometimes viewed as an emergent property in response to an organisational setback
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(Burnard and Bhamra, 2011), whilst other authors have asserted it is a quality in response
to a significant event (Horne and Orr, 1997). A further interpretation is that organisational
resilience is a function of various components (McManus et al., 2008). It has been
described as bouncing back from a crisis and returning to pre-crisis stability (Horne and
Orr, 1997; Bhamra, Dani and Burnard, 2011) and, alternatively, the adaptive capacity to
evolve to a new stability (Fiksel, 2003) and improve functioning (Vogus and Sutcliffe,
2007; Lengnick-Hall, Beck and Lengnick-Hall, 2011; Duchek, 2020).

Organisational resilience has been conceptualised in relationship to time: showing
proactive resilience before an event, an adaptive attribute during an event and/or a
reactive attribute in response to an event. It has also been considered a dynamic
attribute before, during and after an event (Conz and Magnani, 2020). Scholars who
advocate a process approach to organisational resilience report different elements of the
process depending on their definition of the construct (McManus et al., 2008; Lengnick-
Hall, Beck and Lengnick-Hall, 2011; Koronis and Ponis, 2018; Chen, Xie and Liu, 2021).

Some view organisational resilience as an outcome of an organisation’s activities,
when organisations respond positively to adverse circumstances or return to a steady
equilibrium following a disruption (Horne and Orr, 1997; Duchek, 2020). It has also been
understood as a measure of how much disturbance an organisation can tolerate and still
function (Limnios et al., 2014). This broad range of theoretical positions underlines the
complexity of the construct and the need for clarity by each researcher of their particular

understanding of organisational resilience.

3.4.2 Theoretical concepts and components
As reported in Section 3.4.1, three main concepts of organisational resilience were

identified in the literature: proactive preparation, adaptive capacity, and recovery and
growth. A number of components that enable resilience are evident in the literature:
some are more aligned to one of the main concepts (Table 12). However, it is recognised
that these components are not individually situated under one sole concept of the
organisational resilience construct, but may be dynamic components. For example, risk
management has a proactive component that enables an organisation to anticipate
potential problems (Dahms, 2009; Burnard and Bhamra, 2011; Koronis and Ponis, 2018).
It is also important during recovery of an identified problem (Carthey, de Leval and

Reason, 2001; McManus et al., 2008). The full range of risk management aims to protect

69



against potential risks and capitalise on recovery after an impactful event (Hopkin, 2014;

Petruzzi and Loyear, 2016).
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Similarly, effective communication can enable organisations to prepare for and
respond adaptively to disturbances (Gibson and Tarrant, 2010), and contribute to
recovery and growth after a critical event by ensuring personnel are kept appraised of
strategic plans and supported through any change processes (Bartlett and Goshall, 1995).
Open communication regarding potential critical events, response to an event and
sharing learning from experiences (Hopkin, 2014) clearly align to proactive, adaptive and
recovery concepts of the organisational resilience construct. Thus, the layout of

components in Table 12 should be noted as illustrative.

3.4.2.1 Proactive preparation
Proactivity enables an organisation to anticipate disruption, take steps to

ensure it can thrive in the face of adversity and prevent problems escalating into crises
(Somers, 2009; Boin and van Eeten, 2013; Ortiz-de-Mandojana and Bansal, 2015).
Empirical researchers assert that organisations which proactively prepare for a threat to
business continuity plan strategically to adapt prior to a disruption, rather than to react
following a disruptive event (Meyer, 1982; McManus et al., 2008; de Oliveira Teixeira and
Werther, 2013). A number of components are considered to contribute to proactive
preparation for resilience.

Some scholars state the importance of establishing an organisational culture that
promotes organisational resilience. There are a number of interpretations however, such
as: a culture that is prepared to act decisively, move forward and overcome potential
adverse circumstances following a disruption (Acar and Winfrey, 1994); a culture of
diversity and integration to help empower people in adversity (Braes and Brooks, 2010); a
culture that adapts well to change (Gover and Duxbury, 2018); a learning-oriented
organisational culture (Kuntz, Naswall and Malinen, 2016); a culture aligned to shared
core values (Morales et al., 2019); a culture of heightened risk awareness (Hopkin, 2014).
Whilst other scholars concur that organisational culture is a component of organisational
resilience (Horne and Orr, 1997; Boin and van Eeten, 2013; Witmer and Mellinger, 2016;
Koronis and Ponis, 2018), perspectives differ on the precise nature of this component.

Many of these cultural perspectives in relation to organisational resilience are
proposed from a theoretical standpoint (Acar and Winfrey, 1994; Braes and Brooks, 2010;
Boin and van Eeten, 2013; Kuntz, Ndswall and Malinen, 2016; Koronis and Ponis, 2018).
The empirical literature is also divided in its view on the culture that is required to
develop organisational resilience (de Oliveira Teixeira and Werther, 2013; Gracey, 2019;
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Sawalha, 2015). Further empirical studies that confirm its relevance and identify the type
of organisational culture affecting organisational resilience would bring more clarity to
the issue and strengthen the assertion of a relationship between the two.

The use of financial resources is considered in various ways to contribute to
organisational resilience. Some studies report that holding financial reserves enables an
organisation to weather a challenging event and remain resilient and sustainable (Meyer,
1982; Conz and Magnani, 2020). Meyer illustrated the relevance of this in his research of
the private health care sector, where a disruptive event can cause financial loss and
organisational closure if there are no financial reserves to support the organisation
through a prolonged disruption (Meyer, 1982). Dahms (2009) suggests that effective
management of financial resources, which is linked to risk management, promotes
organisational resilience. An alternative view is offered by Limnios and colleagues (2014),
who suggest that resilience is affected by an organisation’s ability to reconfigure its
resources and adapt to changing circumstances.

For some authors, building slack or redundancy into an organisation is a proactive
strategy for resilience (Meyer, 1982; Kantur and [seri-Say, 2012; Conz and Magnani,
2020). The influence from the field of engineering resilience is evident (Cruickshank,
2020), where redundancy enhances resilience by ensuring back-up systems are available
in the event of a disruption. Other components that may contribute proactively to
organisational resilience include an organisation’s situational awareness (Woods and
Hollnagel, 2006; McManus et al., 2008; Burnard and Bhamra, 2011; Petruzzi and Loyear,
2016) and having a strong focus on organisational processes (Weick and Roberts, 1993;
Mallak, 1998b; Espiner, Orchiston and Higham, 2017).

As shown in Table 12, most scholars perceive there to be an element of proactive
behaviour that contributes to organisational resilience. It is also noted that the majority
of these views are offered from a theoretical perspective, giving rise to a diversity of
thinking that may not be validated by research findings. Therefore, in drawing conclusions
from the literature, one should be alert to where more testing of theory is required and

how the body of knowledge would be strengthened from more empirical study.

3.4.2.2 Adaptive capacity
Many authors assert adaptive capacity is a central concept of organisational
resilience (Horne and Orr, 1997; Hamel and Valikangas, 2003; Hopkin, 2014; Ma, Xiao and
Yin, 2018), enabling an organisation to move beyond survival and thrive in a turbulent
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environment (Vogus and Sutcliffe, 2007; Lengnick-Hall, Beck and Lengnick-Hall, 2011;
Duchek, 2020). Key components to this concept are the ability to adapt and adjust
(Carthey et al., 2001; Gibson and Tarrant, 2010; Robson, 2013), be strategically flexible
and agile (Luo and Shi, 2011; Hopkin, 2014; Cheese, 2016), improvise and innovate
(Winnard et al., 2014; Hatton et al., 2018; Koeva and Rohova, 2020) in response to
challenging circumstances in order to maintain performance and improve outcomes
(Horne and Orr, 1997; Mallak, 1998b).

Some scholars argue that resilience is enabled by organisation-level cognitive and
behavioural routines and capabilities (Coutu, 2002; McManus et al., 2008; Somers, 2009)
through the development of human resource management (Lengnick-Hall, Beck and
Lengnick-Hall, 2011). Cognitive elements may include the development of a strong set of
shared core values, regular organisational communication and the ability to innovate and
improvise with available resources (Lengnick-Hall, Beck and Lengnick-Hall, 2011). Ruiz-
Martin, Lopez-Paredes and Wainer (2018) assert that resilient employees contribute to
the development of organisational resilience.

Mallak (1998b) argues that an individual’s sense of self-efficacy is an example of
the cognitive aspect of resilience: those that have a strong sense in their abilities to
problem solve and create adaptive solutions under duress contribute to organisational
resilience. This perspective supports the notion that organisational resilience is state-like,
affected by employee strength and can be developed through the behavioural and
cognitive abilities of individuals, teams and leaders (Hillmann, 2021).

It is interesting to note that many more theoretical scholars (n=16) than empirical
researchers (n=3) identified innovation as a component of organisational resilience.
Whilst it may seem apparent theoretically that innovative practice would be
advantageous to an organisation responding to a challenging or disruptive event, in
practice it was not identified to the same degree of importance (Table 13). This illustrates
the need to be cautious of drawing conclusions from the theoretical literature without
further testing of the concepts and components.

Other adaptive components of resilience that have been identified by theorists
and empirical researchers are the ability of an organisation to plan, manage change and
adjust in response to environmental disruptions in order to maintain performance (Hills

and Allen, 2018; Ishak et al., 2018; Gracey, 2019). These capabilities enable an
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organisation to maintain functioning and contribute to its sustainability (Morales et al.,
2019).

In their interpretation of adaptive capacity, some authors refer to this concept as
a coping reaction to a disruption, based on the view of organisations as complex, adaptive
systems (Barasa, Mbau and Gilson, 2018). The concept is also referred to as adaptation
post-disruption, when new capacities are developed in response to an event, thus
enabling recovery, growth and organisational sustainability (Duchek, 2020). This duality in
interpretation of the concept provides another area of divergence within organisational
resilience literature and a potential confusion of the meaning of the construct. Whilst it is
clear from Table 12 that most scholars concur with the notion of adaptive capacity, it

should be recognised that there is a difference in perception of the concept’s function.

3.4.2.3 Recovery and growth

Organisations have been classed as resilient having recovered from a
disturbance (Horne and Orr, 1997; Ruiz-Martin, Lépez-Paredes and Wainer, 2018).
Furthermore, some authors perceive adversity as an opportunity for organisational
growth, thus becoming stronger (Vogus and Sutcliffe, 2007; Lengnick-Hall, Beck and
Lengnick-Hall, 2011; Ma, Xiao and Yin, 2018). Some components that are reported to
enable recovery and growth include organisational learning (Burnard and Bhamra, 2011;
Chen, Xie and Liu, 2021), collaboration or strengthening links with stakeholders
(Reinmoeller and van Baardwijk, 2005; Sawalha, 2015), sound corporate governance
(Dahms, 2009; Hopkin, 2014) and developing and supporting staff (Cheese, 2016; Bouaziz
and Hachicha, 2018).

The impact that resilient employees have on developing a resilient organisation is
emphasised by some scholars (Mallak, 1998b; Ruiz-Martin, Lopez-Paredes and Wainer,
2018). Building personal resilience can be facilitated through development programmes
for staff. Coutu (2002) contends that resilient workers cope with reality, make meaning of
it without despairing and create solutions that contribute to organisational survival.
Kantur and iseri-Say (2012, p. 764) state that, whilst there is no consensus amongst
researchers of organisational resilience, “resilient individuals, as part of the whole
organisational system, are expected to be a positive factor for organisations to develop
their resilience capacity”.

Some scholars refer to strategic management as a key component of
organisational resilience (Kantur and iseri-Say, 2012; Kuntz et al., 2016). Central to this is
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a concern with strategic decision-making in response to changes in their environment to
ensure successful growth (Hillmann, 2021). It has been argued that organisations need to
change and transform following disruption, requiring different approaches to create new
options for growth (Lengnick-Hall, Beck and Lengnick-Hall, 2011).

Andersson and colleagues (2019) observed that leadership is rarely mentioned in
the organisational resilience literature. Of the studies reviewed, six theoretical papers
(Table 12) addressed leadership as a component of the construct. However, almost half
(n=9) the research papers identified leadership as an enhancer of organisational resilience
(Table 13), a further example of the mismatch between theory and empirical findings in
the discordant corpus of organisational resilience literature.

Researchers differ considerably in their analysis of leadership within the construct:
for example, there are references to adaptive leadership (Gracey, 2019), resilient
leadership (Morales et al., 2019; Suryaningtyas et al., 2019), servant and transformational
leadership (Witmer and Mellinger, 2016) and leadership that is outward-focussed
(de Oliveira Teixeira and Werther, 2013; Gilson et al., 2020). Hopkin (2014, p. 258)
remarked that the Board had an important leadership role in “setting the tone” for
employees, whilst Gover and Duxbury (2018, p. 489) concluded that the CEO had
“enhanced the hospital’s ability to cope with change”. A greater clarity on leadership style
that enables organisational resilience would be useful for organisational leaders to apply
theory to practice. Leader behaviours that affect organisational resilience are reported in
Section 3.5.

Thus, it can be concluded from the organisational management literature that
organisational resilience is understood by scholars to be a complex construct, comprising
various concepts and multiple components. The literature is diverse, a result of the
various disciplines from which authors have been influenced. Concepts and components
are not used uniformly: the same word may have a different interpretation between
reporters. These anomalies negate clarity of the subject and underline the relevance for
researchers to state their positioning of the construct within their resilience studies.
Furthermore, the highly theoretical nature of the literature should be noted as a
contributor to its diversity, with many of the components requiring further testing of their
validity. Agreed amongst authors is that organisational resilience is influenced and
achieved through a mixture of abilities and actions. Gibson and Tarrant (2010) assert it is

the mix that makes an organisation resilient.
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3.5 Leader behaviours affecting organisational resilience

Empirical research studies within the screened literature (n=21) were analysed for
leader behaviours that have affected organisational resilience: these are presented in
Table 13. Five studies were conducted within the health care sector, all outside of the UK
(Meyer, 1982; leffs et al., 2009; Witmer and Mellinger, 2016; Gover and Duxbury, 2018;
Gilson et al., 2020). There was considerable variation amongst researchers as to which
behaviours contribute to the development of organisational resilience. It is suggested this
may be, at least in part, due to the wide range of organisations studied: the range
included the army, health care, hotel sector, manufacturing and finance (Table 13).

All researchers identified a range of actions and a majority (n=14) agreed that
effective, organisation-wide communication is an essential ingredient. Open
communication should ensure that organisational values, progress and strategy
information flow freely throughout the organisation (Horne and Orr, 1997; Andersson et
al., 2019). Cotta and Salvador (2020) argue that open communication, both internally and
externally, ensures that all stakeholders are appraised of the organisation’s response to a
disruptive event.

Remaining connected and building relationships with external stakeholders was
observed leader behaviour by many researchers (n=12). Meaningful discussion with
external partners helps an organisation to build resilience through awareness of
stakeholder limitations and expectations, future possible obstacles, impacts and available
resources (McManus et al., 2008). Similarly, Mousa and colleagues (2020) reported the
importance of building relationships with multiple stakeholders and maintaining
meaningful communication to identify risks and assess readiness to face those threats.
Chen and colleagues (2021) refer to this as cultivating relationship resilience that, they
assert, helps the organisation to overcome a crisis event. These authors also comment on
the importance of developing good relationships internally, to foster a community of
valued staff and loyal employees, which will help with staff retention and to overcome a
company crisis (Chen, Xie and Liu, 2021).

Other authors (n=12) also noted that organisational resilience was enhanced by a
focus on building positive staff relationships. This can be achieved through actions such as
mentorship, creating a no-blame culture, providing opportunities for staff development
and encouraging innovation (de Oliveira-Teixeira and Werther, 2013). One study reported

that staff felt supported by their servant leaders and an attitude to improve, whatever
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obstacles might be in their way, so fostering a resilient mindset (Witmer and Mellinger,
2016). Horne and Orr (1997) assert that when staff feel connected with colleagues this
enables resilience through their joint flexibility in response to pressure.

Most scholars (n=15) commented that leaders were committed to developing a
strong organisational culture in order to promote organisational resilience. However, in
keeping with that discussed in Section 3.4.2.1, there were differing observations of
prevalent cultures in the organisations researched. Andersson and colleagues (2019)
noted a culture of informal relationships in a distributed leadership power base that
supported open communication and the observance of organisational values. Chen, Xie
and Liu (2021) examined culture through a specific lens of community spirit and
concluded that corporate culture can shape organisational commitment among
employees. From a health care perspective, Jeffs and colleagues (2009) reported a focus
on developing a safety culture, whilst a different study in health care observed how
leaders sought to bring about a change from a hierarchical, performance-driven culture to
one that supported improvement, built trust between managers and subordinates and
developed proactive decision-making (Gilson et al., 2020). Alternatively, Sawalha (2015)
reported a culture that facilitates information exchange and organisational learning.
These various outcomes emphasise the contextual nature of organisational resilience
studies.

Some authors (n=10) have commented that leaders have developed systems or
processes to encourage organisational learning (Weick and Roberts, 1993; Hopkin, 2014;
Gracey, 2019). The relevance of leadership in enhancing organisational resilience was
identified by nine researchers (Jeffs et al., 2009; Witmer and Mellinger, 2016; Gover and
Duxbury, 2018), as discussed in Section 3.4.2.3. A number of other leader behaviours
that have been observed to affect organisational resilience have been recorded by fewer
numbers of researchers, as identified in Table 13. The variety of actions highlights the
disparate nature of the organisational resilience construct, how it is researched according
to the understanding of its concepts and components, the context of the organisation and

the influence that other research disciplines have had on individual scholars.

3.6 Summary of organisational resilience literature review
The study of organisational resilience has developed across several disciplines,
resulting in a variety of definitions and concepts. Inconsistencies among scholars, both

intra- and inter-disciplinary, make it difficult to draw conclusions on absolute components
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of resilience, its development and how it may be sustained, as studies are not necessarily
comparing or reporting on similar concepts. Studies that have researched leader
behaviours affecting organisational resilience reflect the disparate views of resilience
researchers. Research is influenced by their definition and understanding of the concepts
and components of organisational resilience, which result in what the scholars seek to
confirm from their research.

Knowledge development of the organisational resilience construct through
research has been highly context-dependent and there has been little attempt to address
how different conceptualisations and approaches may be relevant in a different context
(Linnenluecke, 2017). The construct has been researched for almost fifty years, since
Holling (1973) was credited with its introduction to the field of ecology (Burnard and
Bhamra, 2011). Although it has received increasing scholarly attention over the last thirty
years (Chen, Xie and Liu, 2021) and particularly has burgeoned this century (Gibson and
Tarrant, 2010; Ma, Xiao and Yin, 2018; Ruiz-Martin, Lopez-Paredes and Wainer, 2018) it is
frequently criticised for its lack of clarity, fragmented and disjointed approach to research
(Hillmann, 2021).

The majority of papers reviewed are conceptual and many accounts in the
literature are repetitive. Recent authors frequently remark on the disparate nature of the
organisational resilience literature (Mitsakis, 2020; Kantabutra and Ketprapakorn, 2021;
Lyng et al., 2022) and state their aim is to contribute to the theoretical discussion by
summarising the current corpus, offering a new theory or adapting a definition (Hatton,
2018; Cruickshank, 2020; Koeva and Rohova, 2020). Arguably, the burgeoning literature
of this nature is not advancing considerably the body of knowledge in the construct of
organisational resilience but mainly adds to the theoretical account by frequent
repetition of what is known, creating new models that may never be tested and adding
ever more complex definitions, as evidenced in Table 11. There is a clear need for more
inductive, empirical research in the organisational resilience field, underlining the

relevance of this researcher’s work.

3.6.1 Researcher’s definition of organisational resilience
Working from a diverse and inconsistent knowledge base requires a researcher in
this field to clarify their understanding and application of organisational resilience
concepts and definition. The current research is focussed on two case studies of NHS
Trusts that have improved and maintained their higher performance over the course of
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four years. The researcher concurs with the theoretical position that organisational
resilience is a combination of the concepts of adaptation, recovery and growth. She
asserts these concepts map to the adaptive response by an NHS Trust to a negative
regulatory inspection, which ultimately results in recovery and growth, demonstrated by
a positive inspection that identifies organisational improvement.

Three definitions of organisational resilience from the reviewed literature (Table
11) identify the concepts of adaptation, recovery and growth (Vogus and Sutcliffe, 2007,
Lengnick-Hall, Beck and Lengnick-Hall, 2011; Chen, Xie and Liu, 2021). In their definition,
Chen and colleagues (2021) refer to recovery from a crisis. A crisis is a high-impact event
that causes sudden disruption to organisational function, affects usual organisational
networks and communication channels (Teo, Lee and Lim, 2017) and threatens the
organisation’s survival (Carmeli and Schaubroeck, 2008). Whilst a negative regulatory
report may be psychologically impactful to staff, the event could not be considered an
organisational crisis that required swift decisions to be made (Pearson and Clair, 1998) to
ensure its survival. Similarly, in their definition of organisational resilience, Lengnick-Hall
and colleagues (2011) refer to the recovery from an event that potentially threatens the
organisation’s survival. The NHS Trusts in this research were responding to a more
routine disturbance that did not directly threaten their continuity. Consequently, the
researcher rejected these definitions.

The third definition, that of Vogus and Sutcliffe (2007), was adapted by its authors
from an engineering resilience perspective and was considered by the researcher to be in
alignment with the position of the two case studies: organisations challenged for poor
performance, that previously had been under public scrutiny following adverse events,
and had subsequently been assessed as performing organisations. Due to the alignment,
this researcher accepted the definition proposed by Vogus and Sutcliffe (2007) and thus
defined organisational resilience as “the maintenance of positive adjustment under
challenging conditions such that the organisation emerges from those conditions
strengthened and more resourceful” (Vogus and Sutcliffe, 2007: p. 3418). Vogus and
Sutcliffe (2007) include scandals, shocks, disruption to routines and risk of competition as
challenging conditions, which directly relate to the challenges of the case study NHS

Trusts.

3.7 Organisational resilience and health care organisations

As noted in Section 3.3, the field of resilience engineering has influenced the
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application of organisational resilience theory to health care organisations (Anderson et
al., 2016; Berg et al., 2018). Both Safety-I and Safety-Il (Section 3.3) approaches to
organisational safety are evident in the NHS: clinicians are encouraged to report near
miss events and clinical incidents on a Trust’s clinical management system (Griffin, 2009;
Walsh, Burns and Antony, 2010). Examination of near misses enables review of potential
threats, adaptation of processes and avoidance of future incidents: learning from near
misses implies learning from success — an accident that did not happen. Robson (2013)
asserts that learning from incidents is essential to organisational resilience, which is partly
facilitated in the NHS by a Trust’s incident reporting system and root cause analysis of
serious incidents (Mengis and Nicolini, 2010).

Studies of organisational resilience in health care globally and the NHS vary in
focus such as employee resilience (Mallak, 1998a; Sull, Harland and Moore, 2015;
Brunetto et al., 2020), departmental research (Jeffs et al., 2009), community settings
(Gover and Duxbury, 2018; Gilson et al., 2020), mental health (Witmer and Mellinger,
2016) and organisation-wide studies (Meyer, 1982). A recent multiple-case study of NHS
Trusts in special measures for quality by Fulop and colleagues (2020) identified eight
areas of focus that had contributed to their improvement, namely: governance and
clinical leadership, service delivery, data monitoring, organisational culture and staff
engagement, work force, quality improvement strategy, quality improvement
interventions and estates. The study identified the importance of a listening culture, a
focus on continuous learning and a quality improvement mindset.

Improvements to the staff survey data were also reported by Fulop and colleagues
(2020), although specific areas were not described other than increased staff
engagement. In their report they commented on the lack of studies that have considered
factors which may have influenced improvement and organisational resilience, such as
internally driven versus externally driven interventions and those operating at a system-
wide level (Fulop et al., 2020). They identified collaborating with external partners and
establishing good relationships with regulators as external interventions, along with
having time to embed change.

As noted in Section 1.1, since early 2020 the COVID-19 pandemic has caused
unexpected pressure on global health systems (Deloitte, 2021; Haque, 2021) and
maintaining a functioning NHS was central to the UK government’s lockdown strategy

(Tonkin and Whitaker, 2021). Evaluation of the early response of the NHS to the
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pandemic has identified its lack of preparedness with an over-reliance of just-in-time and
lean management principles, which threatened operations due to supply chain disruption
(Bryce et al., 2020). Lack of personal protective equipment and reserves of ventilators
were the result of apparent policy decisions rather than lack of foresight (Bryce et al.,
2020).

Notwithstanding a difficult start, which was exacerbated by years of underfunding
and considerable staff shortages, the NHS has demonstrated some system resilience.
Staff were rapidly retrained and redeployed system-wide and temporary hospitals were
set up to help alleviate pressure in mainstream hospitals. The system, whilst remaining
under severe strain and facing significant challenges, has not collapsed (Willan et al.,
2020; Alderwick, et al., 2021; Anderson et al., 2021; Wise, 2021). It will be important to
learn lessons from recent history to build greater preparedness for future disruptive

events and maintain a resilient, sustainable health care system.

3.7.1 Organisational resilience and health care regulation

In a review of studies that researched the relationship between health care
regulators and organisational resilience, @yri and Wiig (2019) identified resilience-
promoting and resilience-hindering themes. Those promoting resilience included
anticipation, learning, adaptation and flexibility, facilitated by a local sense of
responsibility. They also concluded that those same themes could hinder resilience if the
organisational focus was solely on compliance. They reported a need for more research in
this area to advance knowledge in the relationships between safety, regulation and
resilience (@yri and Wiig, 2019).

As noted in Section 2.3.4, NHS Trusts regulated by the CQC may reduce
performance over time, demonstrating a reduction in organisational resilience. This raises
a question as to whether the regulatory process should have an objective to facilitate the
development of organisational resilience: Trusts spend considerable time and public
funds preparing for inspections by the CQC (Castro, 2018). It is argued that the immense
use of resources should have a positive benefit and deliver performance improvement for
the organisation and its stakeholders. There is little research into the organisational
objectives of NHS Trusts following a CQC inspection, so it is unclear as to whether those
that do improve their CQC grading and develop organisational resilience have had a focus
solely on compliance or whether other factors are at play.

The unintended negative consequences of regulation are also of concern. These
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can include difficulty to attract staff, a focus on compliance, decreased staff morale which
can affect quality of care and staff retention, public concern over the services they have
to access and an increase in staff costs in order to induce people to work in a challenged
environment (Rendel, Crawley and Ballard, 2015). Additionally, the focus on preparatory
work and then on regulatory compliance can distract staff from a focus on excellence,
towards only attaining minimum standards (Sutherland and Leatherman, 2006), which
defeats the objectives of a regulatory organisation that purports to promote resilience
and an improvement mindset (CQC, 2016a). The benefit of regulation to organisations is
unclear: Sutherland and Leatherman (2006) claim that any benefit is likely to be
associative rather than causal, and more research is required to determine the value of
regulation to health care organisations (Marsden et al., 2020).

NHS hospital Trusts that have been publicly reviewed for serious failings and those
rated as underperforming by the CQC are under challenge to improve significantly and
speedily (Berwick, 2013; CQC, 2013b; Keogh, 2013). Organisational leaders are required
to engage their employees on a journey of culture change and improvement at a time
when low morale may be abundant (CQC, 2017c; CQC, 2018d). The Trust must continue
to function whilst addressing dysfunctional processes, requiring the development of
organisational resilience to absorb change and not just focus on its systems (Horne and
Orr, 1997) if it is to improve and be ultimately sustainable. Having a nuanced
understanding of how NHS Trust leaders have developed organisational resilience would
be of benefit to the whole system in which they operate. It would also benefit leaders of
underperforming Trusts, who may learn how to accelerate resilience development from
those that have succeeded.

A synthesis of the complete literature review will now follow, from which the

research gap and resulting research questions are identified.

3.8 Synthesis of literature review (Parts | and 1)

Health care organisations in the UK are subject to external regulation by the CQC.
Following an extensive inspection process, a Trust will be judged as underperforming
(Inadequate or Requires Improvement), performing (Good) or highly performing
(Outstanding). This research seeks to understand how senior leaders have responded to
an underperforming CQC grade and subsequently improved organisational performance
whilst under external challenge and scrutiny, within two years. The improved grade was

maintained following a further inspection two years later, thus demonstrating sustained
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organisational resilience.

An overview of the introduction and development of the NHS identified a series of
significant reorganisations, as successive governments aimed for greater control and
accountability for clinical performance and spending. The most recent change has
impacted plans for greater collaboration between health, social care and local authorities
to rationalise resources and improve services in ICSs. Legislative change to enable
effective partnerships is required and should be implemented in 2022.

The latest decade has been one of austerity in response to a global financial crisis
and the health service has struggled from years of under-investment and increasing staff
shortages. The impact of these measures was evident at the beginning of the COVID-19
pandemic, with inadequate supplies of equipment and appropriate protection for front
line staff. Despite its unpreparedness, the NHS responded with resilience and, whilst still
under strain, it continues to adapt and deliver services.

The medical profession has had a history of self-regulation and resistance to loss
of autonomy and management oversight. This has contributed to a number of significant
service failures and subsequent public inquiries, eventually leading to the regulation of
clinical governance. As more Trust failures emerged the regulatory system was challenged
and the CQC developed a comprehensive inspection process. A review of the current
process identified that many services do improve over time but that others deteriorate.

There is varied opinion as to the benefits of regulation, with some authors
concluding there are none and others seeing it as a catalyst for improvement. The CQC
and some academics report that better leadership accompanies performance
improvement, but the key behaviours of senior leaders and objectives set by the CEO and
Board following an underperformance CQC rating are not identified. This may be due to
an assumption by researchers that the major goal would be to achieve an improved
performance rating. A focus on quality improvement, culture change, governance and
values are evident but details of specific values or desired culture are limited.

A review of leadership literature suggests that NHS leaders have been influenced
by a style of autocratic leadership. Expert and professional hierarchical power are also
present and have had a negative effect, particularly in relation to the medical profession:
this is changing but not extinct. Transactional and transformational leadership has also
been influential in the NHS; the most recent espoused behaviours are transformational,

including compassionate and distributed leadership models. A stakeholder approach, that
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of responsible leadership, offers an alternative style to those principally argued for in the
NHS and may be more relevant to leaders of future ICSs.

In examining leadership and culture of the NHS, autocratic leadership has led to a
pervasive bullying culture. This has been of concern for over two decades and cited as a
cause of organisational failures. A culture of compassion has been promoted by some
academics to address institutional bullying. Also, a key governmental objective has been
to promote an open culture, encouraging staff to report incidents and near misses
without fear of retribution, and to learn by sharing safety information across
organisations. A learning organisation is considered critical to improving organisational
performance and long-term sustainability.

Resilience has been researched in a range of disciplines, resulting in various
definitions, concepts and components. The organisational resilience management
literature is diverse and inconsistent, requiring a researcher of the subject to state clearly
their positioning of the construct. Research into leader behaviours that affect
organisational resilience is limited and shaped by the theoretical perspective of each
researcher. The range of behaviours reported by researchers reflects the variety of
resilience components identified in the literature, giving rise to diverse conclusions.

Resilience research in health care has been strongly influenced by the field of
resilience engineering, with its focus on safety. The majority of studies have occurred at
the departmental and individual level and a limited number of studies at the
organisational level was apparent. There was a call for comparative and longitudinal

studies at the organisational level, a gap that this research fills.

3.8.1 Identification of research questions
Clearly some NHS Trusts are more successful than others and those that have

been unable to sustain improvement can learn from the best. However, whilst it is clear
that there has been a focus of ensuring a compassionate workforce with a model of
distributed leadership and an open, non-blame culture, what is lacking is knowledge of
the senior leadership strategy and behaviours required to take an organisation from
underperformance to an achieving organisation. Furthermore, it is not clear whether all
underperforming organisations require a culture change and change of values and, if so,

what culture and values will best facilitate development of organisational resilience.
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For the NHS to learn from achieving, resilient organisations the following

research questions (RQ) need to be addressed:

RQ1: What has enabled organisational performance improvement and thus

developed organisational resilience, as evidenced by the Care Quality
Commission?

RQ2: What strategic leadership behaviours underpinned the development
of sustained organisational resilience?

The following chapter sets out the methods used to answer these research

questions.
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Chapter 4
METHODOLOGY

4.1 Introduction and chapter overview

The methodology chapter describes the process that identified the strategic
leadership behaviours that underpinned the development of sustained organisational
resilience, to determine how organisational performance improvement was enabled in
two NHS Trusts in England. The chapter addresses the philosophical paradigm of the
researcher followed by an explanation of the research design and methods. Issues of
research reliability, validity, quality and triangulation of data are then addressed. Ethical
considerations for the study are discussed, followed by analysis of the impact on
fieldwork and the research study of the COVID-19 pandemic in March 2020. The final

section outlines the methods of data analysis and precedes a chapter summary.

4.2 Researcher’s philosophical paradigm

This qualitative research focussed enquiry on understanding process and meaning
to enable learning for improvement, utilising reflexivity in analysis. A pragmatist
philosophy underpinned the work, centred on the consequences of action (Denzin and
Lincoln, 2018) and its practical application (Saunders, Lewis and Thornhill, 2016). The
research aims to contribute practically to the NHS, providing insights on strategic
leadership behaviours that develop organisational resilience, using an inductive approach
(Blaikie, 2009; Mason, 2018).

The epistemological premise of pragmatism views knowledge as dynamic: what is
truth today may be different in the future and, therefore, seeking an absolute truth is a
“hopeless cause” (Denscombe, 2017, p. 173). According to pragmatism, there is no single
‘best’ research approach that can lead to irrefutable knowledge. Rather, knowledge has
specificity and that which is ‘true’ enables successful action (Saunders, Lewis and
Thornhill, 2016). Thus logically, various methods can be utilised to understand the
phenomenon being studied as knowledge development “is linked to participation,
intervention and learning” (Mjgset, 2009, p. 49).

The researcher reflected a subjectivist ontology (Wahyuni, 2012), seeking to
understand how the participants in the study interacted with their environment and

interpreted its events (Mason, 2018). She acknowledges her inability to be entirely
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objective as her perceptions are subjective (McQueen and Knussen, 2002; Silverman,
2013), influenced by her NHS experience, conscious and unconscious biases and
unconscious influence during data analysis, which is discussed in Section 4.6.4. Scholars
argue the importance of the social researcher being aware of their epistemological and
ontological positions, as these influence the choice of methodology and enable cross-
referencing for consistency (Huff, 2009; Symon and Cassell, 2012; Mason, 2018). The
ontological and epistemological philosophies held are congruent with pragmatism
(Wahyuni, 2012; Saunders, Lewis and Thornhill, 2016) and the multi-methods chosen to

research the subject (Mjgset, 2009; Thomas, 2011), which are addressed in Section 4.4.

4.3 Research design

A multiple-case study design was chosen for the research. Yin (1999) asserts that a
case study approach is relevant when researching phenomena in today’s health
organisations as they are in constant flux and part of increasingly complex systems. He
defines case study as “an empirical enquiry that investigates a contemporary
phenomenon in depth and within its real-world context, when the boundaries between
phenomenon and context may not be clearly evident” (Yin, 2014, p. 16). Stake (1995)
posits an alternative view, that precise definitions of a case study or case are not possible
as there are many interpretations according to various disciplines. For him, the case study
is the choice of object to be studied, be that an individual person or department, and is a
specific, complex and functioning thing.

A similar position is taken by Schwandt and Gates (2018), who comment that use
of the terms vary considerably across disciplines and fields of study, which include
references to: an in-depth exploration from multiple perspectives of the uniqueness and
complexity of a particular institution or system in real-life context; whose primary
purpose is to generate an in-depth understanding of a social phenomenon; using several
data sources. These authors suggest that, rather than seeking a universal definition, a
more critical question for researchers using cases is “What is this a case of?” (Schwandt
and Gates, 2018, p. 342). The research object, they argue, may be unknown until much of
the empirical work is complete.

According to Thomas (2011) a case study comprises analysis of a subject that is an
example of a phenomenon, the object. The object is the unit of analysis, that which the
researcher seeks to understand as a whole (de Vaus, 2001). This research aims to discern

the strategic response to challenge in two NHS hospital Trusts - the cases - by identifying
90



specific strategic behaviours of their leaders: therefore, it is asserted that a case study
design was the most appropriate to address the research questions in these discrete
organisations, aligned to other examples in health care research in the NHS (Bamford and
Daniel, 2005; Allen et al., 2012; Dixon-Woods et al., 2014; Fulop et al., 2020) and globally
(Gorli, Kaneklin and Scaratti, 2012; Poksinska, Fialkowska-Filipek and Engstrom, 2017;
Forrest-Lawrence, 2019).

Case studies have been criticised for their lack of generalisability, particularly in
comparison with survey research (Gomm, Hammersley and Foster, 2000). In his foreword
to Yin’s text (Yin, 2014, p. xviii), Campbell stressed the scientific laboratory method as
superior to the “out-of-doors social science” case study approach due to the “inability to

III

replicate at will”. Some case study researchers suggest this misunderstands the purpose of
elucidating the uniqueness of the case (Stake, 1995; Thomas, 2011; Gorard, 2013). Scholars
purport protestations from the scientific community regarding the unscientific nature of
organisational studies stem not from concerns of design or method but their conflicting
epistemologies and ontologies (Byrne and Ragin, 2009; Huff, 2009; Buchanan, 2012).

Some researchers assume that all studies should follow the same process (Thomas,
2011). But, a quantitative paradigm is not appropriate for researching all phenomena and
there is no one right way to conduct research (Lichtman, 2014). Silverman (2013) argues
that there are no right or wrong methods, only those appropriate to the researcher’s topic
and model. As a pragmatist, this researcher chose multiple qualitative methods to
illuminate what happened and why (Dubois and Gadde, 2002) in the organisations studied.

Byrne and Ragin (2009) distinguish between generalisability and universality. They
assert the importance of developing an understanding of causation, which goes beyond
the individual case, whilst acknowledging the boundaries of that generalisation. Yin
(2014, p. 40) suggests that the case should be viewed as “the opportunity to shed
empirical light about some theoretical concepts or principles” rather than a “sampling
unit”. The case study is “likely to strive for generalisable findings or lessons learned — that
is, analytic generalisations — that go beyond the setting for the specific case that had been
studied” (Yin, 2014, p. 40).

Stake (1995) stresses particularisation of the case study, coming to understand the
case well, not for its difference but what it is and does. This implies knowledge of others
that the case is different from and contributes to naturalistic generalisation. Schwandt

and Gates (2018) assert that typicality is not the purpose of a case study but that the case
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may have utility beyond itself, particularly if a trend emerged in other studies of the same
phenomenon. Similarly, Gerring (2004) refers to a case study as an intensive
examination of a single case whose aim is to illuminate a larger set of cases.

Flyvbjerg (2006, p. 3) reported “five misunderstandings” regarding case studies. He
examined and demonstrated that it was possible to generalise from a single case, using
examples of Darwin, Newton and Einstein, but not always desirable to do so. Debunking
the view that case study is unsuitable for theory building, he stated it has usefulness for
generating and testing hypotheses. He also argued “predictive theories and universals
cannot be found in the study of human affairs. Concrete, context-dependent knowledge is
therefore more valuable than the vain search for predictive theories and universals”
(Flyvbjerg, 2006, p. 7). These case studies will contribute to the development of
organisational resilience theory in health care organisations, generalisable to a theoretical
proposition and not to the population (Yin, 2014).

Campbell later reversed his opinion, becoming a strong proponent for the case
study and agreed that human learning and expertise resulted from context-dependent
knowledge (Flyvbjerg, 2006). Hammersley and Gomm (2000) argue the significance of
case study research is the use that others make of them. Through the examination and
analysis of two cases the researcher aims to provide new data that other NHS Trust

leaders may draw on to develop organisational resilience and sustainability.

4.3.1 Case selection

Multiple cases were selected to provide some comparison for analysis, leading to
greater insights (Thomas, 2011). The rationale was to identify whether findings were
replicated across the cases, enabling extrapolation to broader theories (de Vaus, 2001;
Saunders, Lewis and Thornhill, 2016) and strengthening the possibility that findings will be
useful for other NHS Trusts. As de Vaus (2001) posits, multiple cases will be more
compelling than a single case and provide a tougher test for a theory. The two Trusts were
a non-specialist acute (case study one) and a mental health Trust (case study two), located
in different health regions.

The phenomenon under study was strategic leadership behaviour that developed
organisational resilience following external challenge. As noted in Section 2.3.1, the NHS
health regulator CQC has conducted rigorous assessments of NHS hospitals in England
since 2013. The first round of baseline inspections identified significant numbers of
hospitals that were underperforming and rated Inadequate or Requires Improvement,
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particularly in the acute sector (Table 1, p. 36). The researcher chose two Trusts of similar
size and diversity within their specialisms: characteristics that demonstrate their similarity
whilst maintaining anonymity are listed in Table 14 below. Profiles of the cases studied are

presented in Section 4.3.2.

Table 14: Characteristics of Case Study Organisations

Case Study 1 Case Study 2
Non-specialist Acute Foundation Trust Mental Health Foundation Trust

Multiple sites; large geographical spread Multiple sites; large geographical spread

Multiple clinical specialties Multiple clinical specialties

Previous external scrutiny Previous external scrutiny

University associated teaching Trust University associated teaching Trust
CQC significant improvement in 2 years CQC significant improvement in 2 years

CQC maintained improvement after further] CQC maintained improvement after further
2 years 2 years

Another selection criterion was that both Trusts were underperforming on their
first CQC comprehensive inspection and improved significantly on their inspection after a
timeframe of two years. On a subsequent inspection they maintained their improved
grade, again within a further two-year timeframe. Both Trusts have also had significant
adverse publicity to overcome, unrelated to CQC inspections.

Stake (1995) argues for three types of case study, with different considerations for
selection. The intrinsic case is one where the researcher may have been given a particular
case to study; an instrumental case study is chosen to understand a specific
phenomenon. Choosing more than one instrumental case constitutes a collective case
study. He asserts that the cases are studied primarily independently and selection should
first be driven by what can be learned. This might best come from a typical or an unusual
case.

Yin (2014) describes five case types, including the representative or typical case.
Schofield (2000) states that studying the usual, or typical, organisation is an appropriate
aim for a researcher as it elucidates the normal. If another organisation wants something
different to the typical, it can plan change accordingly (Schofield, 2000). As reported in
Section 2.6.1 the NHS is widely known for a dominant culture, quality and safety record.

Arguably, researching NHS organisations that are not representative should yield more
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useful data. Two non-representative cases for study were considered manageable by the
researcher within her timeframe and resources (Saunders, Lewis and Thornhill, 2016).

Studying an extreme or unique case (Yin, 2014) enables the researcher to study
phenomena that are unusual to the representative cases and probe possible reasons for
these differences (Seawright and Gerring, 2008; Bryman, 2012). The two selected Trusts
fall into this category. George and Bennett (2005) purport that outlier case studies
provide greater opportunity for developing new theories through unexpected insights
during fieldwork. Authors assert that cases should be selected for their potential to yield
relevant data (Schwandt, 2001; Creswell, 2013; Silverman, 2013). Due to their difference
from many NHS Trusts the two selected should offer greater opportunity for learning how
leaders developed organisational resilience and sustainability, which can be shared with
the sector.

The researcher sought access to Trusts that have demonstrated resilience through
withstanding external pressure and emerging stronger. The cases were purposefully
selected for meeting this criterion (Emmel, 2013). According to Blaikie (2009), Lincoln and
Guba assert that transferability between contexts is possible provided they are judged to
be similar. The two selected Trusts have several similar features: size; geographical
spread; complexity of services; number of employees; CQC assessment history; previous
negative publicity (Table 14). This increases the possibility of drawing analytical
generalisations from the data (Robson and McCartan, 2016).

Negotiating access into an organisation for research purposes can be difficult.
There may be issues of perceived researcher credibility, competence and integrity,
communication skills, their understanding of the environment and intrinsic value of the
research (Silverman, 2013; Mason, 2018). As noted in Chapter 1, the researcher has had a
successful NHS and health consultancy career, with established credibility in the sector
(Appendix V). From personal experience, the researcher is aware of sensitivity within the
NHS to admitting external researchers for reasons including patient confidentiality,
safety, defensiveness and adverse publicity fears. She was heedful the selection criteria
made for greater sensitivity: the organisations would neither wish to garner more
negative publicity nor personnel be reminded of past history that may still be manifest.

The upper management tiers in hospitals can be difficult to access (Taylor and
Bogdan, 1998) and, avoiding the prospect of gatekeepers (Emmel, 2013; Silverman,

2013), the researcher contacted the CEOs directly to establish their interest. In one Trust
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she had a personal connection to the CEO and made contact by telephone. The second
CEO she approached at a health care conference, where she attended as a delegate and
the CEO was a speaker. Both CEOs gave immediate permission in principle to their
organisation becoming a case study. The researcher is neither a stakeholder nor has

worked in either organisation.

4.3.2 Case Study organisational profiles
In accordance with ethical approval requirements, the case study organisations
are anonymous and their participants’ identification confidential. The profiles of the case

study organisations are reported so as to maintain these requirements.

4.3.2.1 Case Study 1
Case Study 1 (CS1) is a large non-specialist acute NHS Foundation Trust. It provides
a range of services to its cosmopolitan population including acute medicine and surgery,
emergency, trauma and orthopaedics, cardio-thoracic and critical care, maternity,
paediatrics and ophthalmology. It is a teaching hospital with strong links to its local
university. The Trust manages a number of hospitals, most of which have a long history.
There has been significant investment in modernising the estate in recent years. The

Trust’s history of comprehensive CQC inspections is reported in Table 15.

Table 15: Care Quality Commission Comprehensive Inspection History - Case Study 1

Year Inspection Number Outcome
2015 Comprehensive Inspection 1 | Under-performance
(Inadequate / Requires Improvement)
2017 Comprehensive Inspection 2 | Improved performance
(Good / Outstanding)
2019 Comprehensive Inspection 3 | Retained grade of Inspection 2

4.3.2.2 Case Study 2
Case Study 2 (CS2) is a large mental health and learning disability NHS Foundation
Trust providing in-patient and community services to adults, children and adolescents.
The population, mainly urbanised, has a diverse ethnicity and demographic. The Trust has
teaching status and works closely with its local university. Its services are wide-ranging
and include street triage, perinatal mental health, crisis resolution, neurodevelopmental
services, forensic mental health services and specialist treatment to older adults with

moderate to severe mental health problems. Much of the Trust estate is old and there is
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a modernisation plan in progress, refurbishing community and in-patient facilities. The

Trust’s history of comprehensive CQC inspections is reported in Table 16.

Table 16: Care Quality Commission Comprehensive Inspection History - Case Study 2

Year Inspection Number Outcome
2015 Comprehensive Inspection 1 | Under-performance
(Inadequate / Requires Improvement)
2016 Comprehensive Inspection 2 | Retained under-performance grade of
inspection 1
(Inadequate / Requires Improvement)
2017 Comprehensive Inspection 3 | Improved performance
(Good / Outstanding)
2019 Comprehensive Inspection 4 | Retained grade of inspection 3

4.4 Research methods

Case studies may incorporate multiple methods including interviews, document
reviews and observations to generate data (Berg and Lune, 2012; Creswell, 2013; Yin,
2014; Robson and McCartan, 2016; Mason, 2018). Consistent with a pragmatist, who
frequently seeks multiple sources of data to solve the research problem (Saunders, Lewis
and Thornhill, 2016; Denscombe, 2017), all three of the above-named methods were
used. The selection of methods was informed by the researcher and case intuition,
making use of sources of knowledge that were available within the organisations (Hyett,
Kenny and Dickson-Swift, 2014). In addition, NHS Staff Survey data were included for

analysis. The rationale for choice of each method is given in Subsections of 4.4 below.

4.4.1 Fieldwork overview

Fieldwork was planned to take place over six months. Consideration was given to
spending three months sequentially in each site. This was impractical due to the
availability of Trust staff and the existing schedules of internal meetings. As Yin (2014)
observes, the case study researcher does not have control over their research
environment and may need to adjust their research plan. The flexibility of the researcher
and qualitative research design (Braun and Clarke, 2013) facilitated concurrent data
collection from multiple methods and both case study sites. This ensured efficiency of
fieldwork, in consideration to the Trusts as well as the researcher. The majority of
fieldwork was completed before access to the case study sites was curtailed by COVID-19

pandemic restrictions in March 2020.
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The researcher was given access to Trust buildings and freedom to walk corridors
unaccompanied. She did not visit clinical areas unescorted. Interviews were held with
staff at their convenience and various meetings and events were attended and observed
by request or invitation. The majority of fieldwork was completed in nineteen weeks,
before access to the case study sites was withdrawn on 23" March 2020 due to COVID-19
pandemic restrictions. The impact of this interruption to fieldwork and the research study
is discussed in Section 4.7.

Observations and reflections were documented longhand in a fiel[dwork notebook
whilst on Trust premises. Aware of personal influences, the researcher tried to maintain
objectivity throughout (McQueen and Knussen, 2002), particularly through reflexivity and
reflection, noting down thoughts and feelings of the research process and findings (Cole
et al, 2011; Haynes, 2012). These written field notes were frequently referred to and

reflection continued during data analysis.

4.4.2 Sample selection

The researcher did not know either organisation or their structure and selected an
extensive snowball sampling technique (McQueen and Knussen, 2002; Berg and Lune,
2012), in keeping with other research studies in health care organisations (Sheu et al.,
2009; Witmer and Mellinger, 2016) including the NHS in England (McGivern and Fischer,
2012; McKee et al., 2013). An executive director (ED) was initially interviewed at one
Trust, following introduction by the CEO. The CEO was the first interviewee in the second
Trust. Both Trust Chairs were introduced to the researcher by the CEOs and were
interviewed early in the process.

The researcher asked each participant interviewed for introductions to their
colleagues who were senior leaders and might be interested in contributing to the
research (Patton, 2014), establishing a chain of referrals (Saunders, 2012). This
introduced an element of purposive sampling (Robson and McCartan, 2016) to ensure the
participants were at a sufficiently senior level to relate adequately to the interview
questions (Silverman, 2013). Referred staff were sent a standardised email (Appendix 1V),
with an attached one-page preliminary briefing sheet (PBS) (Appendix V) regarding the
study. This enabled the recipient to make a decision in principle and formed the first
stage of providing informed consent to participate in the study. The PBS gave an overview
of all salient points, which could be read quickly. The volume of emails sent to NHS
managers and leaders was well known to the researcher, informing the decision after the
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interviews commenced to provide a research briefing sheet: pragmatically, the researcher
felt this would have more chance of being read initially than the four-page Participant
Information Sheet (PIS).

Once the researcher received their agreement in principle to participate in the
study she sent the prospective participant the detailed PIS (Appendix VI) prior to
arranging the interview. The ethical considerations of this approach are reported in
Section 4.6.3. All recipients of the PIS consented to interview, which suggests the PBS
provided adequate and accurate information. A participant consent form (Appendix VII)
was completed and signed by the interviewee and researcher prior to conducting each
interview; a paper copy was left with the participant and a digital copy retained by the
researcher.

The sampling method provided a wide cross-section of participants in both Trusts
(Table 17, p. 101) including executives, senior and middle managers, clinicians and non-
clinicians from introductions made across and down the organisations. The participant
sample was purposive (Bryman, 2012) with respect to the level of staff seniority to ensure
relevance to the research questions (Saunders and Townsend, 2018), but not selected by
the researcher to eliminate an element of unconscious bias and potentially narrowing the
field for selection (Braun and Clarke, 2013). The gender of the CEOs of both Trusts is

undisclosed to further aid anonymity of the organisations.

4.4.3 Interviews

Interviews were considered to be the most appropriate method to determine how
leaders reacted emotionally and behaviourally to challenge from the CQC and other
events. The interview conversation enables the researcher to ask about and hear the
experiences of the interviewee in their own words (Kvale, 2007). The researcher can elicit
data on things such as feelings, opinions, understanding, attitudes, memory and
interpretation, focussed on distinctive features of events (Arksey and Knight, 1999;
Perdkyld and Ruusuvuori, 2018). Semi-structured interviews gave the researcher flexibility
to follow up on issues raised by the participant (Rubin and Rubin, 2012). They also
enabled the researcher to be viewed “as a knowledge-producing participant in the
process itself, rather than hiding behind a preset interview guide” (Brinkmann, 2018, p.
579).

The interview framework of questions (Appendix Il) provided an aide memoire to
the researcher and their rationale is explained in Appendix Ill. The first and last questions
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were consistently asked in the same sequence. The initial question was designed to relax
the interviewee (Aurini, Heath and Howells, 2016), enabling them to settle quickly to
facilitate a quality interview (Schostak, 2006). The final question was a ‘catch all’ to
ensure the participant had provided all the information they wished to impart. The
framework ensured all topics were covered during the interview, but not necessarily
addressed in the same order or questions posed verbatim. The researcher was guided by
the interviewee’s answers, facilitating a conversational flow (Gillham, 2005; Kvale, 2007).
A summary of the substantive issues explored through the interview process is presented
in Section 4.4.3.1.

Interviews were recorded for accuracy of data collection (Gillham, 2005; King and
Horrocks, 2010). The researcher maintained good eye contact throughout the meeting,
established rapport early and gained participant trust, monitoring and responding to the
participant’s response to questions (Rubin and Rubin, 2012). The researcher thoroughly
prepared prior to commencing interviews, ensuring she had clarity on the issues (Section
4.4.3.1) she wished to discuss (Mason, 2018). This facilitated the conversation by ensuring
minimal reference to the interview framework (Appendix Il), so maintaining good rapport
and ensuring the participant remained at ease (Edwards and Holland, 2013).

Interviews were held on Trust premises at a time and venue convenient to the
interviewee. The digital recordings were transcribed verbatim and checked manually for
accuracy: transcripts were uploaded into NVivo software (Bazeley and Jackson, 2013),
analysed using thematic coding as defined by Braun and Clarke (2013) and refined by the
Gioia architecture (Gioia, Corley and Hamilton, 2012). The process of analysis is
introduced in Section 4.8 and described in detail in Chapter 5. The face-to-face interviews
took between sixty and ninety minutes. Four interviews were rescheduled to a telephone
call due to the COVID-19 pandemic lockdown. These interviews took between fifty and
eighty minutes, in line with those previously conducted face-to-face. The quality of the
interviews was not compromised by this change of method, the impact of which is
discussed further in Section 4.7.3.

Researchers differ in opinion as to how many participants should be interviewed
in a study and suggest various sample sizes for different methods (Mason, 2010; Dworkin,
2012; Braun and Clarke, 2013; Creswell, 2013; Silverman, 2013; Mason, 2018). Some
academics agree that in-depth interviews should be held until saturation has been

reached (Bryman, 2012; Creswell, 2014; Saunders, Lewis and Thornhill, 2016), described
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by Creswell (2014) as gathering fresh data that yields no new properties or insights,
though this is also contentious (Braun and Clarke, 2013; O’Reilly and Parker, 2013).

In a comprehensive review of published organisational and workplace studies
between 2010 and 2013, Saunders and Townsend (2016) found a lack of transparency in
reporting participant numbers in 23.4% of studies. They reported a median of 32.5
participants to reach saturation and recommend that, whilst thirty people may be a
credible sample for an organisation or single group analysis, it is only an estimate and the
researcher should provide their own evidence of saturation (Saunders and Townsend,
2016).

Thirty-nine participants were interviewed across both cases from a range of
managers and clinicians at various levels in the organisation (Table 17), sixteen in CS1 and
twenty-three in CS2. The researcher had intended to interview a similar number of
participants in both Trusts and analyse the data per case before drawing any comparison.
Pragmatically, this approach changed for two reasons: firstly, data from both cases were
remarkably similar, despite the difference in Trust specialties, and saturation had been
reached across cases around thirty-four participants.

The COVID-19 pandemic in March 2020 became a critical factor for the Trusts,
creating the second reason for change. The researcher did not think it either justifiable or
necessary to even up the case participant numbers whilst the organisations were in crisis
and saturation had been reached. By participant request, one interview was rescheduled
to early evening and a second was postponed twice, evidence of the pressure that Trust
staff were under in both organisations. One prospective participant, an Emergency
Department medical consultant, cancelled their interview due to time pressures caused
by the pandemic, further evidence of staff pressure and inappropriateness of requesting

referrals.

4.4.3.1 Substantive issues explored during interview
Seven substantive areas were explored through the interview to identify the
strategic leadership behaviours that underpinned the development of organisational
resilience in both case studies. These are now addressed in the following order:
organisational culture, impact of the inspections on staff morale, organisational strategic
priorities, influential leader behaviour, risk management, organisational learning and
organisational resilience. The questions are set out in Appendix Il and the rationale for

them is presented in Appendix Ill.
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Table 17: Participant Demographic Data

Gender Case C: Clinical Role Grade * | Tenure | Years Other

ID Male / Study N: Non-clinical role in Role in NHS
Female Clinical Background *** (Years) Trust | Trust **
1 M 1 N E 2.25 2.25 No
2 M 1 N E 2 2 No
3 F 2 N M 3 10 No
4 M 2 N E 3 10 Yes
5 F 2 N k** E 1.5 1.5 Yes
6 F 1 N H** E 6 6 Yes
7 M 2 C *** S 10 20 No
8 M 2 N S 2 11 Yes
9 M 1 N H** S 3 3 Yes
10 M 1 N S 5 22 Yes
11 F 2 N k** M 2 17 Yes
12 M 2 N E 1.5 1.5 Yes
13 M 2 C **x* S 5 15 Yes
14 F 2 N *** S 1 15 Yes
15 F 2 N M 3 6 No
16 F 2 N H** S 2 5 Yes
17 M 2 N *** S 17 17 Yes
18 M 2 N E 2 2 Yes
19 F 1 N *** M 5 23 No
20 M 1 N k** S 1 16 Yes
21 F 1 N k** S 9 20 Yes
22 M 2 N E 6 6 Yes
23 F 2 C **x* S 1 3 Yes
24 F 2 C **x* S 4 8 Yes
25 M 2 C **x* S 4 15 Yes
26 F 2 N H** S 9 15 Yes
27 M 2 C **x* E 3 9 Yes
28 F 1 N *** M 15 30 No
29 F 1 C **x* S 15 32 Yes
30 M 1 N H** S 0.5 17 Yes
31 F 2 N *** S 10 26 No
32 M 2 N *** S 2.75 2.75 Yes
33 F 1 N H** S 2 30 Yes
34 F 2 N H** S 5 18 Yes
35 F 1 N E 4 4 Yes
36 F 1 N H** S 2 28 Yes
37 F 1 N *** S 4 24 No
38 F 2 N H** S 2.5 20 Yes
39 M 1 N H** S 2.5 2.5 Yes
LEGEND | Grade * E: Executive; S: Senior Manager; M: Middle Manager

* ¥

Other NHS Trust

Participant has experienced working in another NHS Trust
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Leader behaviours and organisational cultures that affect organisational resilience
were discussed in Section 3.5. The researcher aimed to identify the organisational culture
in the case studies, whether culture change had been a strategic priority and, if so,
whether this was a response to the Trust’s CQC rating. Identifying whether this was a
priority and the reasons for it may illuminate leadership behaviour that underpinned
organisational resilience.

The CQC has had negative reviews, with some organisations reporting a sense of
unfairness at their overall grade (Beaussier et al., 2016; CQC, 2017c; Purohit, 2020). Staff
may feel negative following a poor CQC rating (Smithson, et al., 2018), whilst others are
able to maintain an optimism and commitment to improve (Pratt, 2015). It is suggested
that staff responses to challenge from the CQC may be affected by the organisation’s
leadership and this was explored during the interviews. The impact on staff morale and
well-being, and consistency of mood throughout the Trust following each consecutive
CQC inspection, was examined. As some scholars assert, (Mallak, 1998a; Coutu, 2002;
Bustinza et al., 2016), resilient employees contribute to the development of
organisational resilience.

It is not clear from the literature whether CQC-challenged Trusts are focussed on
short-term priorities aimed at improving their CQC rating, have a longer-term vision for
sustainability, or maintain a mixture of both. The Trusts’ strategic priorities were
discussed during the interview. In each case the researcher aimed to understand what
the organisation’s priorities were before the first comprehensive CQC inspection and
whether they changed following it. She also sought to elucidate how the Trust’s strategic
priorities changed after the second CQC rating and whether staff perceived the priorities
might be different without CQC oversight. This may illuminate the impact of the CQC on
organisational strategic direction, culture and resilience.

Having insight into positive leadership actions will draw out desirable behaviours
that impact staff well-being and culture. Leading by example is an important aspect of
leadership, particularly in a rapidly changing environment (Porter-O’Grady and Malloch,
2007). As previously evidenced, leadership impacts culture and organisational resilience
and participants were asked to identify positive standout leadership behaviour, which
was analysed for leadership style, consistency and patterns across the cases. The
researcher also looked for evidence of distributed leadership and whether influence was

held at particular levels in the organisation.
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Managing risk effectively is essential to organisational resilience and sustainability
(Burnard and Bhamra, 2011). A feature of a resilient organisation is its attention to
horizon scanning and managing potential risks before they become critical to
sustainability (Louisot, 2015). Information was gathered on the Trusts’ approach to risk
management and patient safety, identifying their significance to organisational strategic
priorities and consequent resilience.

Organisational learning is essential for sustainability (Franco and Almeida, 2011).
Resilient organisations learn from past experiences, adapting processes and systems to
avoid repeat errors (Weick and Sutcliffe, 2015). They also learn from what has gone well
to proactively prevent incidents (Hollnagel, 2013). The Trusts’ approach to organisational
learning from error and best practice was probed during the interview to establish their
processes and focus.

Organisational resilience in the NHS is less discussed in the literature, possibly
because it is difficult to close an NHS hospital even when one is considered for closure
(Moon and Brown, 2001; Brown, 2003; Timmins, 2007). However, the health care
landscape is changing (Jones, 2015), hospitals and major services have closed (Lehman,
2006; Dyer, 2013) and the significant pressures in the system require leaders to be
mindful of the resilience of both staff and the organisation for future sustainability (Levey
and Levey, 2019). In order to identify leadership behaviour that has developed
organisational resilience it was necessary to explore how resilience is addressed and the

perceived future direction for the cases.

4.4.3.2 Implications and mitigation of the retrospective study

This research study required interview participants to recall information relating
to their career and current organisation, a qualitative design utilised by other researchers
(Hart and Baruch, 2022). Senior managers and executive leaders are expected to be
cognisant of factors that affect their organisation’s external environment (Mmobuosi,
1988). Therefore, it is suggested they are likely to remember significant issues that impact
the organisation and will have greater recall of those issues than their subordinates. For
that reason the researcher deliberately chose to interview senior leaders in both Trusts.

Throughout their interview, the researcher asked participants to recall their
reactions to events that had occurred up to four years earlier. As indicated in Section
4.4.3.1, questions included recollections of feelings following the adverse CQC inspection
in 2015 and emotions experienced following the first positive inspection in 2017. The
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lapse in time created a potential for inaccurate accounts due to loss of memory of the
immediate impact the participants had felt following both CQC reports. It has long been
asserted that emotionally stimulating situations, from both positive and negative
experiences, are more likely to be accurately recalled over time than similar, non-
emotionally provoking events (Hamann, 2001). LaBar and Cabeza (2006) suggest that
emotional events hold a privileged position in one’s memory, with new insights from
neuroscience research offering more understanding of the latent emotional associations
and recall of personal episodes from the remote past. Memories of emotional
experiences may be endured due to their ability to focus attention, are novel or are
rehearsed (Cahill and McGaugh, 1998). Reisberg and Heuer (1992) assert that emotional
memories are relatively consistent over time and state we can largely trust our memories
of emotional events.

Notwithstanding, the researcher was aware of the potential for participant
hindsight bias (Roese and Vohs, 2012) from memory distortion, apparent prediction or a
sense of inevitability (Nestler, Blank and Egloff, 2010). In order to address the potential
for inaccuracies she listened carefully throughout the interviews and followed up with
clarification questions on responses that suggested participant recollections following
hindsight. The researcher was also constantly mindful of the data she had collected from
previous participants in the case study Trusts and sought to gather further evidence and
clarify findings when necessary, during interviews with later participants.

Other substantive issues that were explored during the interviews and noted in
Section 4.4.3.1 related to organisational strategies regarding culture, learning, priorities
and risk management. The interview data was triangulated by secondary data sources of
Board Papers, Annual Reports and CQC Summary Reports. In this way the researcher was
able to confirm interview findings. Interview data regarding the impact on staff morale
was further explored and corroborated through analysis of the NHS Staff Survey data.
Utilising these methods, the researcher addressed and confirmed accuracy of interview

data.

4.4.4 Meeting observations
Observation of meetings provided complementary field data to the interviews to
answer the research questions from a different perspective (Hennink, Hutter and Bailey,
2011). The researcher was a non-participant observer (Creswell, 2013): following
introductions, no interaction occurred between the researcher and meeting attendees
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during formal session proceedings. This enabled her to maintain focus on observing,
listening and reflecting, including the personal impact whilst trying to maintain objectivity
(McQueen and Knussen, 2002; Haynes, 2012; Creswell, 2013). The researcher also
recognised the value her health care experience brought to the research: being relaxed in
an unfamiliar environment and among senior leaders enabled her to be open to
observation and enquiry, free of anxiety.

Meetings were attended to observe unconscious organisational culture behaviour
(Hinshelwood and Skogstad, 2000): how leaders interacted with staff, Board members
and other stakeholders, including the general public. Their behaviour to each other such
as active listening, support and challenge, response to challenge and use of time were
noted. The level of challenge by non-executive directors (NED) and governors to the
executive team, and the response of the EDs and Chair of the Board were also of interest
to the researcher. The responsibility of a NED is to contribute to strategic governance and
promote accountability of the EDs, focussed on areas of risk (Sheaff et al., 2015). It is
suggested that development of organisational resilience and sustainability is enhanced by
a culture of high-level challenge.

Deciding what to record from the array of interactions during an extended
meeting is an issue for the observer (McQueen and Knussen, 2002; Barbour, 2008). She
chose an unstructured format (Creswell, 2013), enabling the recording of interactions,
behaviours and reflections as they occurred on a bespoke recording sheet (Appendix VIIl),
unobtrusively making handwritten field notes (Bryman, 2012; Lichtman, 2014). A
structured format would have required preconceived ideas of what was important to
note and a prepared recording schedule against which to observe (McQueen and
Knussen, 2002; Barbour, 2008), which was incompatible with the researcher’s preference
for subjectivist pragmatism (Morgan, 2014) and intuitive awareness (Hinshelwood and
Skogstad, 2000).

In observing leaders, the researcher was interested to compare them in various
settings and with different attendees, including the presence of external stakeholders.
She requested an invitation to observe a Board meeting, governor meeting and a Quality
meeting; others she attended following spontaneous invitation from participants. The
researcher was invited to attend a stakeholder engagement meeting, one-day staff
conference and an evening staff award ceremony in one Trust. In the second Trust she

was invited to an afternoon CEO briefing event attended by managers, governors and the
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public, and an evening stakeholder engagement meeting. She conversed informally with

attendees at the invitation events and described her role. The Quality Committee

meeting in CS2 was rescheduled and held online due to COVID-19 restrictions: the

researcher was invited to dial-in by telephone and this is discussed further in Section

4.7.2. The meetings observed during fieldwork are recorded in Table 18 below.

Table 18: Meetings Observed in Case Studies during Fieldwork

Case Study 1

Case Study 2

Board meeting (Open to general public)
(Researcher request)

Board meeting (Open to general public)
(Researcher request)

Stakeholder engagement meeting: evening
meeting attended by two EDs, Chair and 62
service users, to contribute to the
development of the Trust’s quality strategy
for 2020/21 (Invitation)

Stakeholder engagement meeting: morning
meeting attended by Board, 44 governors
and service users, to contribute to the
development of the Trust’s strategic
objectives for 2020/21 (Invitation)

Clinical Quality Group meeting: attended in
person (Researcher request)

Quality Committee meeting: dialled in by
phone (Researcher request)

Governor meeting with Board
(Researcher request)

Staff conference: one day; attended by
approx. 300 staff of all grades and roles
(Invitation)

CEO briefing: afternoon meeting attended
by approx. 100 managers of all grades,
governors and general public to brief and
take questions on strategic plans for 2020
(Invitation)

Staff annual awards ceremony: evening
event attended by approx. 600 staff
(Invitation)

4.4.5 Document review

Lee (2012) defines documents as including visual records, films and digital

recordings as well as written texts. Various information documents, for communication

with the general public and the Trust’s service users and available in public spaces

around the Trusts, were photographed or collected and reviewed. These documents

offered additional contextual material to the researcher, opportunistically and intuitively

gathered (Hyett, Kenny and Dickson-Swift, 2014).

Annual reports (AR) and Board papers (BP) for the years 2015-2019 are available

on the case study websites and were reviewed. These years span the time of the CQC

comprehensive inspections for each case study, therefore mapping behaviours and

culture during the time of underperformance, initial and sustained improvement. In CS1,
a further ten years of ARs were accessible and provided additional contextual data to the

dataset. The secondary data sources were analysed following interview data analysis to
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avoid any unconscious influence or bias in identifying data codes and themes
(Diefenbach, 2009). The reviewed secondary source reports and papers are listed at
Appendix IX.

The secondary datasets were analysed for evidence of organisational culture,
quality assurance, risk management, preparation for regulatory inspections and other
leader behaviours. The documents provided a valuable record (Denscombe, 2017) of
strategic decisions and insights into organisational culture, priorities and leader
behaviour. The secondary data was not recorded for the purposes of research, which
could be considered a drawback (McQueen and Knussen, 2002). However, analysis of BPs
(Brewerton and Millward, 2001; Aurini, Heath and Howells, 2016) and ARs enabled the
researcher to identify change in trends and provided evidence to contrast the findings
from the interview data. This is discussed further in Section 4.8.2.

Inspection reports from the CQC are available on their website (www.cqc.org.uk)
and the summary reports following the inspections in 2015, 2017 and 2019 for both cases
were accessed (Appendix IX). Content related to organisational culture, risk management
and governance, Trust values, organisational learning and feedback, staff resilience,
communication and engagement, leadership and leader behaviour, clinical quality and
patient-centred care was reviewed. Additionally, each CQC domain (Section 2.3.1) was
analysed for evidence of change between inspections. Analysis of these various document
datasets provided the researcher with additional data to compare, validate and

triangulate her findings and is discussed further in Section 4.5.

4.4.6 NHS Staff Survey data

Staff survey data have been collected annually in the NHS since 2003 (Pinder et
al., 2013). Trusts consider the results an important dataset, used to help drive
organisational development and resilience (Burnard and Bhamra, 2011; Lalonde, 2011;
Robson, 2013) and inform understanding of the state of staff well-being (Andrews and
Thorne, 2015; Chada, 2018). Specific survey data were selected for analysis: aggregated
percentage data relating to safety culture, environmental culture, morale and well-being,
leader and manager experience and quality of care were analysed for changes over the
years 2015-2019 inclusive (Appendix X: CS1 and Appendix XI: CS2). The data analysed
were mapped to the relevant questions on the NHS Staff Survey 2019 (Appendix XIV). It is
posited that these categories of the dataset are indicators of organisational culture,
personal resilience and leader behaviour, and may show a correlation to the
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organisations’ resilience and culture from the perceptions of their staff. The findings are
presented in Chapter 6.

The survey is an indicator of staff engagement, which is important for staff morale
and performance (Fletcher et al., 2014; Wake and Green, 2019). Researchers report
positive change on staff survey data in organisations that have improved their CQC grade
(Fulop et al., 2020). Survey data are used by the CQC in support of judgements on service
quality, as evidenced in Chapter 6. The CQC asserts the data is a reliable predictor of the
effectiveness of a Trust’s leadership and quality of care (CQC, 2015), with questions
relating to bullying (safety), stress (well-being) and discrimination (morale) as specific
indicators (CQC, 2017a). It follows that these indicators should reflect positive change in
Trusts that have improved and developed organisational resilience.

Staff survey data have frequently been analysed in both longitudinal and single
year data analysis studies (Raleigh et al., 2009; West and Dawson, 2012; Powell et al,,
2014; Priest et al., 2015; Dawson, 2018; Ravalier, McVicar and Boichat, 2020; Teoh,
Hassard and Cox, 2020). In a multi-method longitudinal, multi-case study Dixon-Woods
and colleagues (2014) triangulated staff survey data along with historic BPs, interviews,
observations, CQC reports and other methods of collection in order to research NHS
culture and behaviour, synthesising interpretive and narrative data analyses. Pinder and
colleagues (2013) suggest a longitudinal analysis of the data, tracking changes in staff
satisfaction over time, may well be valuable indicators to both lay and professional
audiences.

The survey is administered both online and on paper. Online responses have been
steadily rising since 2015, from approximately 160,000 to 470,000 in 2020; paper
response rate is gradually declining, from 150,000 to 100,000 over the same period (NHS
Staff Survey, 2020). Saunders and colleagues predict a likely response rate of 30-50%
from postal and web-based surveys (Saunders, Lewis and Thornhill, 2016), which is in line
with the results of the annual NHS Staff Survey as shown in Appendix .

Overall, the increase in response rate may be due to staff perceptions that their
organisation is listening and acting more on their feedback, which is evident from the
data (Appendix 1). There is an upward positive trend in how supported staff feel by their
manager and the involvement in decision-making they experience, which may induce a
desire to reciprocate especially if a manager makes a personal request to complete the

survey: this is likely in an organisation that values staff survey feedback. It is also possible
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that there is greater opportunity for people to access the online survey than previously,
increasing completion rates.

Survey data collection in the Trusts overlapped with fieldwork and the researcher
considered staff engagement with it was likely to be a focus for the cases. Therefore, a
specific question relating to the survey was not asked of interview participants. The
researcher chose to analyse the importance to the cases of this dataset through BPs, ARs
and unprompted references by participants during interview. According to previous
research findings and CQC assertion, analysis of the selected sections of the staff survey
should show an improvement in organisations that have moved from underperforming to
performing as rated by the CQC. They may indicate staff and organisational resilience and

prevailing organisational culture.

4.4.7 Subsidiary data
Communications to the staff and public were present in all Trust buildings in the
forms of posters, brochures, display boards, leaflets and reports. They were collected or
photographed opportunistically and provided complementary, contextual data to the
formal datasets (Perakyld and Ruusuvuori, 2018). These are discussed in context in

Chapters 6 and 7.

4.5 Research reliability and validity, data triangulation and research quality

Scholars differ in their views on social research validity and reliability, data
triangulation and quality (Spencer and Ritchie, 2012; Creswell, 2013; Silverman, 2013; Yin,
2014; Robson and McCartan, 2016; Flick, 2018). These issues are now addressed in order.

4.5.1 Reliability and validity

Reliability refers to the consistency of results: that a finding can be replicated at
another point in time when studied by the same methods of data collection (Mason,
2018). Validity refers to the appropriateness of the measures used and their accurate
analysis (Saunders, Lewis and Thornhill, 2016). Issues of reliability and validity are
fundamental to quantitative researchers and have to be proved as objectively achieved
(Symon and Cassell, 2012) to demonstrate research integrity. Quantitative researchers
are critical of social scientists that question their relevance (Armstrong et al., 1997;
Denscombe, 2017; Mason, 2018). They argue that non-standardisation of qualitative

methods of data collection make it unfeasible to perform reliability tests.
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Denzin and Lincoln (2018, p. 20) observe that some researchers have “replaced
criteria of reliability, validity, generalisability and objectivity with the terms dependability,
credibility, transferability and confirmability”, respectively, with the goal to build
trustworthiness and place rigour in the methods (Morse, 2018). Mason (2018, p. 236)
argues the researcher should demonstrate reliability, achieved by evidencing their data
generation and analysis are appropriate to the research questions and are “thorough,
careful, honest and accurate (as distinct from true or correct)”.

Morse (2018) asserts that rigour is attained through appropriate validation and
verification strategies to hard and soft data. She argues descriptive, hard data are facts
that can be checked and validated with an external data source. Interview data
comprising feelings, beliefs, opinions and reported behaviours are soft, interpretive data
that may be verified with others’ experiences, or reconfirmed by the participant, but
cannot be validated. Mason (2018) purports that validity can be addressed through
validity of interpretation, questioning the validity of the data analysis and the
interpretation on which it is formed. This is dependent on validity of method, as the
interpretation cannot be valid if the research methods have not enabled the researcher
to arrive at the concepts they set out to understand.

Morse (2018) also argues that having confidence in the validity of interpretation
demonstrates quality and rigour of data analysis and its interpretation. The challenge is
for the researcher to demonstrate their interpretation is valid by reporting how they
arrived at that interpretation (Mason, 2018). Justification for the research design was
presented in Section 4.3 and appropriateness of methods and sources of data addressed
in Section 4.4. The rigour of data analysis is demonstrated in Chapter 5 and Chapter 6 and
interpretation of data analysis discussed in Chapter 7. It is posited that these sections and

chapters provide evidence of the reliability and validity of the research study.

4.5.2 Data triangulation
Triangulation is a form of validation supported by some authors (Brewer and
Hunter, 1989; Stake, 1995; Berg and Lune, 2012; Creswell, 2013), utilising multiple
methods and data sources to understand a phenomenon from various perspectives. Flick
argues a “strong program of triangulation” (Flick, 2018, p. 450) extends the research,
from extra knowledge made known about a phenomenon rather than used as a second

source to replicate what is already known from the first method.
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Stake (2006) argues the importance in seeking out and presenting multiple
perspectives on activities and issues in case study work, stating that it is seldom necessary
to resolve contradictory evidence: he asserts that contradictions might aid understanding
of the issues. Brewer and Hunter (1989) warn that the former use of one method might
influence the next. For example, a participant who has been interviewed may react to the
researcher differently (and vice versa) the next time they are observed in a meeting. The
researcher was aware of this and tried to keep distance and be unobtrusive when
observing meetings. She also remained reflexive and reflective on this issue to maintain
objectivity.

Mason (2018) argues that different methods and data sources will illuminate
different research questions or levels of answer. She asserts that the researcher who uses
multiple methods should be encouraged to approach their research questions from
different angles. This will enhance validity in the sense that social phenomena are more
than uni-dimensional and the study will grasp more than one of those dimensions
(Mason, 2018). Various data sources have been used to address the research questions
and validate the analysis. These include secondary sources internal and external to the
cases and the multiple methods reported in Section 4.4. It is argued these data from
multiple sources and times extend the study (Flick, 2018) and confirm the integrity of

data analysis (Spencer and Ritchie, 2012).

4.5.3 Research quality

Concerns regarding the quality of social research frequently arise from a
philosophical standpoint (Spencer and Ritchie, 2012) and criticism from quantitative
researchers (Henry, 2015). Frameworks and checklists defining quality criteria (Spencer et
al., 2003; Johnson et al., 2006; Tracy, 2010) of qualitative research are not universally
accepted among the research community (Seale, 1999; Easterby-Smith, Golden-Biddle
and Locke, 2008; Cassell and Symon, 2011). However, researchers are required to
produce a report that demonstrates quality of the research process (Kitto, Chesters and
Grbich, 2008).

Symon and Cassell (2012) reviewed a number of lists and concluded that some
criteria are more relevant for reviewing journal articles and others suited to informing
research practice. They argue that researchers should be aware of these criteria lists and
how they may be applied to their own work. They identified from the research
community a number of shared beliefs of what constitutes good quality social research
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and concluded that the research should be convincing and interesting, have a logical
argument, be technically competent, reflexive, acknowledge its limitations and contribute
to knowledge (Symon and Cassell, 2012).

Mason (2018) argues against prescriptive lists but agrees with Seale (1999) that
guality matters. She asserts that research should be rigorous and worthwhile, with
researchers making a convincing case for their arguments and conclusions. She condones
the principle of demonstrating research quality through evidence of validity and
reliability. Appropriate methods, careful data analysis and a wider application of findings
are hallmarks of quality research to Mason. Easterby-Smith and colleagues (2008) agree
with Mason that researcher reflexivity contributes to research quality.

Henry (2015) suggests member checking as a way of establishing quality, whereby
participants provide feedback to the researcher on their findings prior to production of a
final report. Stake (1995) notes how participants may not agree with the researcher’s
account and Hallett (2013) argues that member checking is not always desirable. The
researcher had considered focus groups for member checking in the initial research
design. She discarded the idea prior to undertaking fieldwork for two reasons: interviews
were recorded and accurately transcribed and, though a participant on recollection may
guestion accuracy of the account, this would not invalidate the data. Secondly, each
person approaching the research data will interpret it differently (Bazeley and Jackson,
2013). Therefore, the participant may question a researcher’s findings without
compromising the rigour of the analysis and quality of the research.

Robson and McCartan (2016) refer to the personal qualities required of the
researcher to conduct a quality investigation: these include adaptability and flexibility in
the field, asking good questions, sensitivity and responsivity to contradictory evidence, an
open and enquiring mind, showing empathy and being a good listener. They argue that
these are skills of any professional working with people in whatever capacity and are
likely to provide the researcher with a firm grasp of the issues being studied.

The researcher has had a successful career in the field under study, is a qualified
executive coach and an experienced healthcare management consultant, all of which
arguably require the use of these professional skills for success. Adaptability, flexibility
and empathy were demonstrated, particularly in response to the COVID-19 pandemic.

Participants frequently remarked, “that’s a good question” during interviews and several
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participants stated the researcher was a good listener, evidence of the quality of the
researcher’s interview skills.

Seale (1999) asserts that any value to consideration of methodological standards
should benefit research quality through reflection on decisions made during the research
study, thus developing intellectual rigour. The researcher has demonstrated reflection
during her choice of research design and methods (Sections 4.3 and 4.4) and throughout
fieldwork and data analysis, and has argued that reliability and validity have been
evidenced (Section 4.5.1). Triangulation of data has added to the rigour of data analysis
(Section 4.5.2) and it is posited that collectively these elements have contributed to a

research study of high quality.

4.6 Ethical considerations

The ethical considerations of social research can raise moral dilemmas for the
researcher (Kimmel, 1988). Miles and colleagues (2014) identify core ethical issues that
must be addressed. These include participant informed consent, confidentiality and
anonymity, harm and risk, trust and honesty, worthiness and benefits of a project,
research integrity and quality. Ethical considerations arise at all stages of a research
study, from conceptualisation through to data analysis and report writing (Birch et al.,
2002) thus requiring a researcher to maintain an internal ethical dialogue throughout the
process. Addressing moral dilemmas and taking accountability for decisions strengthens
the integrity of a researcher and models good behaviour to the research community and
research subjects (Israel, 2015).

Research in the UK is subject to regulation and ethical approval by research
ethics committees (Wiles, 2013). Research in the NHS requires additional approvals
(Richardson and McMullan, 2007) and must be granted before any fieldwork can
commence. Issues of research quality were addressed in Section 4.5.3. As noted in the PIS
(Appendix VI) there were no risks to participants and it was stated that the research aims
to be of benefit to the cases and the wider NHS.

King and Horrocks (2010) suggest that formal ethical guidelines are the basic
requirements for addressing research ethics and advise the researcher to think broadly of
the ethical implications for their study. The researcher addressed a number of ethical
considerations in addition to those considered for formal ethical approval: anonymity of
cases and confidentiality of participants; participant recruitment, informed consent and

experience; researcher subjectivity; storage of data; researcher integrity. These issues are
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discussed below following evidence of University ethical committee and NHS approval to

proceed and will demonstrate research integrity.

4.6.1 Ethical approval to proceed

An application was made to undertake research in the NHS via the Integrated
Research Application System (IRAS Reference Number 248763). This included submission
of the researcher’s curriculum vitae, description of the study and justification for the
research and was approved unequivocally. NHS clinical ethical committee approval was
not required as research participants were NHS staff. The research protocol was
approved in both Trusts, added to their research database and monitored regularly. An
application for ethical approval was made to the University of Southampton research
ethics committee (ERGO Number 47300). Documents presented included the PIS
(Appendix VI), consent form (Appendix VII), interview schedule (Appendix Il) and CEO
acceptance emails from both Trusts. Prior to approval the PIS was revised to account for
changes in research methods: shadowing was included (Section 4.7.1) and focus groups

removed, as discussed in Section 4.5.3.

4.6.2 Anonymity of cases and confidentiality of participants

Preserving the anonymity of the Trusts was an ethical consideration (Mason,
2018). Evidence of their uniqueness (Section 4.3.1) would identify them to anyone
knowledgeable about NHS Trusts in England. For example, NHS organisations that have
been reported for poor quality performance are well known in the field; the reputations
of Trusts and leaders are also well known, standing out as examples for their CQC
performance, patient and staff survey data. Thus, geographical regions have been
omitted from the research account, the gender of the CEOs has been undisclosed and
cases are reported in deliberately broad terms: the researcher defends this ethical
decision.

Participants were guaranteed anonymity and confidentiality during recruitment to
the study (Appendix V; Appendix V1) and confirmed by the researcher prior to the start of
each interview. To maintain confidentiality and anonymity, all participants were given an
identifying code and no names of individuals or organisations other than the CQC are
reported. Factors that would readily identify the Trust and therefore personnel have been

omitted from the thesis.
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4.6.3 Participant recruitment, informed consent and experience

Selecting a snowball method for participant recruitment (Section 4.4.2) required
ethical consideration. Both Trust CEOs were engaged from the outset, which displayed
powerful support for the researcher: their direct introductions to colleagues almost
guaranteed a positive response. Subsequent participants were either introduced to the
researcher via email or, more frequently, she was given contact details of staff members
and made the initial approach. A standardised email was sent (Appendix IV), with an
attached one-page PBS that acknowledged the support of the Trust CEO and research and
development (R&D) department (Appendix V). It also included a brief biography, setting
out the researcher’s NHS background to establish credibility.

Mentioning CEO support in the PBS may have affected participant recruitment to
the study. Employees can feel pressurised to participate once a CEO has become involved
in an organisational study (Israel, 2015), influencing their decision. A potential referrer
may also feel obliged to the researcher on the request for referrals (Biernacki and
Waldorf, 1981), affecting whom they refer to the study. The researcher was mindful of
her resource constraints, particularly time and finances. In addition, the cases had
invested trust in the researcher to complete the study.

It was considered ethical to mention CEO and R&D support. This provided
additional integrity to the study and recruitment of participants was essential to complete
the fieldwork. Some email invites were ignored, which suggests that recipients did not
feel obliged to their referral colleague or organisation to participate. Those involved
showed enthusiasm, expressed interest in the research topic and referred two or more
colleagues to the researcher, which suggests they valued their contribution and trusted
the research. All participants provided signed consent prior to interview. They were given
the opportunity to withdraw at any time: no participant requested their data be
retracted, which suggests they were comfortable with the interview and the data they
had given.

Barbour (2008) notes that conducting research within a familiar cultural
environment can be beneficial to a researcher: being comfortable on all premises visited
enabled the researcher to feel relaxed and put participants at ease, an important part of
the interview process (Gillham, 2005; Kvale, 2007). She was cognisant that her career
background helped to build rapid rapport with all participants: once reassured of

confidentiality they readily opened up to the researcher. Many participants assumed her
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level of knowledge regarding their organisational world, which enabled them to speak
freely. She was mindful not to abuse the position of trust readily afforded to her by
ensuring that she maintained strict focus on the research topic (Creswell, 2013; Wiles,
2013).

The interview researcher is in a powerful position, extracting information that the
interviewee may not usually tell them (Creswell, 2013; Brinkmann, 2018). This researcher
asked participants to share potentially sensitive information regarding colleagues and
other organisations in the health sector. She was mindful that her questions would ask
participants to recall feelings of previous events that may evoke unpleasant memories. As
an ex-clinician she was acutely aware of the need to maintain confidentiality, be factually
observant and an active listener, show empathy, make accurate notes, write respectfully
about individuals and take accountability for her actions.

It was important to the researcher that interviewees felt their participation had
been a worthwhile experience. Considerable preparation went into making the interview
a “conversation with a purpose” (Mason, 2018, p. 116), ensuring good use of available
time. She was mindful of participant needs: for example, she checked with each
interviewee at the outset how much time they had available and adapted accordingly.
She made explicit that the interview schedule was a guide and that questions would not
be asked in a set order or specifically phrased. Active listening was employed to ensure a
logical sequence to the conversation, no repetition and all areas addressed. Coaching
skills of summarising, clarifying and reframing were used to minimise subjective
interpretation and ensure understanding (Whitmore, 2017; Van Nieuwerburgh, 2020).

These skills helped her to conduct her research ethically and courteously.

4.6.4 Researcher subjectivity

Having had a career in health care, the researcher has considerable experience of
hospital and Trust cultures, regulators and leader behaviours. She has insight into clinical
and managerial tensions and potential clashes of values, perspectives and objectives. She
also feels at ease in the environments she was studying. Therefore, she was mindful on
reflection and through reflexivity to identify any unconscious bias that may have been
present during fieldwork. For example, whether a particular observed situation had
unconsciously reminded her of a past experience that may have had a positive or

negative affect and influenced her observations and subjective feelings. Field notes and
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meeting observations were reflected on to ensure objectivity and quality of data
(Denscombe, 2017).

Lichtman (2014) asserts the qualitative researcher does not try and eliminate
subjectivity, but acknowledges it through reflexivity and moves with it. Haynes (2012)
describes theoretical reflexivity as the process through which the researcher recognises
their preconceptions and interpretations that affect the outcome of their research. This
researcher believes that theoretical reflexivity develops objectivity by minimising
conscious biases. Subjectivity also comes in the form of unconscious bias, those views and
opinions that we are unaware of (Atewologun, Cornish and Tresh, 2018; Nixon, 2019) and
therefore difficult to address. The researcher repeatedly questioned and checked for
subjectivity and sought to elicit unconscious opinions.

Stake (2006) argues that case study research is often subjective as the researcher
relies on their experience and personal values. Silverman (2013) advises researchers to
consider how the organisations they study differ from those they are familiar with.
Unfamiliarity with the case study Trusts made it easier to avoid instant assumptions.
However, the researcher was conscious of the ease with which these could be made and
theoretical reflexivity was considered by her to be essential. Haynes (2012) asserts that
emotion is a valuable source of reflexive insight. The researcher’s feelings and
impressions were recorded in her field notes (Saunders, Lewis and Thornhill, 2016) and

frequently reflected on.

4.6.5 Storage of data
Electronic transcripts of all interviews were stored on a password-protected

computer, accessible only to the researcher, to maintain confidentiality and compliance
with the University of Southampton’s code of ethics. (The University of Southampton’s
Data Management Policy can be accessed via: http://www.calendar.soton.ac.uk/section
IV/research-data-management.html). Only the researcher and a member of her
supervision team accessed the interview transcripts during thematic analysis, the latter to
check for reliability of coding: this is further addressed in Section 5.2.2. Handwritten field
notes and observation records were stored in a locked desk, accessible only to the
researcher. Other data is in the public domain, available online. However, the identity of

case organisations is not reported.
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4.6.6 Researcher integrity
Clark and colleagues (2010) warn of the ethical dilemmas that qualitative

researchers can face during fieldwork in health care organisations, particularly if working
undercover. At meetings and when walking anonymously around Trust premises staff and
public attendees were not always aware of the researcher’s role and she took care to
focus her observations on people and objects relevant to the research. Mason (2018)
argues that researchers have an on-going obligation to address ethical considerations
throughout a study. The researcher was conscious of the privilege extended to her by the
Trust CEOs and ensured she maintained professionalism throughout the time she spent
on Trust premises. It is argued that addressing these ethical considerations have further

evidenced research integrity.

4.7 Impact of COVID-19 on fieldwork and the research study

Meetings on Trust premises were halted on 23" March 2020 due to COVID-19
restrictions. The impact on fieldwork and implications for the research study are

discussed below.

4.7.1 Shadowing

The initial research design included prospective shadowing for some interview
participants, evidenced in the consent form (Appendix VII) and PIS (Appendix VI). This
would have allowed the researcher to observe behaviours of leaders in alternative
settings (Brinberg and McGrath, 1985; Denscombe, 2017). Leaders are frequently
shadowed in the NHS as a form of staff development, role learning, career planning and
job induction (Punukollu, 2009; Pathiraja and Outram, 2011) and most interviewees
agreed to be shadowed.

Shadowing enables the researcher to gain insights from the expert opinion of the
person being followed as well as obtaining data that might be difficult to articulate
(McDonald, 2005). It is widely used in management studies to observe and understand
the content of another’s work and how it is performed (Johnson, 2014). No dates had
been scheduled with participants prior to the pandemic lockdown in March 2020,
rendering this unviable. However, prior to this time the researcher had been reflecting on
whether shadowing would be a good use of her and participants’ time, hence no
participants had been approached for a potential date. The impact on the study is

discussed in Section 4.7.4.
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4.7.2 Meeting attendance

As noted in Section 4.4.4, a Quality Committee due to be attended was postponed
and conducted online. The researcher did not have a video link to this meeting but was
able to attend via a telephone link. The meeting extended to three hours with no break.
Maintaining active listening without visual contact for that time brought its own challenge
and concentration was aided by note taking. Lack of visibility of the speakers was
considered a disadvantage, although impressions of how the committee interacted were
still ascertainable, as was following the content of their discussion. From the minutes of
previous meetings the researcher was able to identify the names of committee members
and their roles.

Due to the virtual meeting space the committee Chair consistently identified the
speaker, enabling the researcher to follow which member of the committee was
addressing the meeting. With non-participant observation it is possible that people being
observed may change their behaviour, even when observed from a distance (Mason,
2018). Listening to the meeting without a video link had the benefit of negating this
potential drawback. The researcher was able to obtain data on meeting content and
formed an impression of leader behaviours and style and, therefore, attendance had
been of some benefit. However, she was mindful that leader behaviour might have been

out of character due to the novelty of the situation, which limits the reliability of findings.

4.7.3 Interviews
Reported in Section 4.4.3, four scheduled face-to-face interviews were

subsequently held by telephone. One was postponed twice and another rescheduled to
the evening at the request of the participants; one participant cancelled their interview.
Quality of conversations was not compromised by the medium and rapport was quickly
gained at the start of interviews. The telephone interviews took between fifty and eighty
minutes, in line with those previously conducted face-to-face. The participant consent
form was emailed to each participant, who electronically scanned the signed copy and
emailed it to the researcher for her records. The data collected by telephone was as
comprehensive as that gathered face-to-face and had no adverse effect on the dataset.
As data saturation had been reached (Mason, 2018) no further participants were

recruited to the study and fieldwork was concluded.
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4.7.4 Implications for the research study

One notable exception to the participants was the CEO of CS1, who had requested
a meeting later in the researcher’s process due to a busy work schedule. The Trust Chair
and three EDs were interviewed in CS1 (Table 17, p. 101) and significant data had been
obtained through the CEOs executive colleagues. Therefore, it is not considered to have
had a negative impact on the research study as saturation had already been reached and
new data may not have been elicited through another interview. However, it would have
been interesting to have their insights and reflections and to hear first hand their
ambitions for the Trust. From that perspective it was a loss to the study.

With respect to shadowing, the researcher had considered omitting this method
prior to the lockdown. She had observed many members of staff from various levels of
management and leadership during several meetings and events, and informally whilst
observing on Trust premises. All EDs had been observed in at least one formal setting,
and several at two or more events including both CEOs and Chairs. Many other senior
leaders had attended the Quality meetings. The participants likely to have been
shadowed spent much of their working day in similar meetings. The researcher felt that
she had enough data to inform her analysis on matters of Trust culture, unconscious
behaviour and staff interaction. She concludes that shadowing would not have generated
significant additional data to the research and therefore omission did not adversely affect

the study.

4.8 Methods of data analysis

The methods of data analysis for the data corpus are presented below. The

process for analysis of the interview data is described in detail in Chapter 5.

4.8.1 Analysis of interview data

Interview data were analysed thematically using the six-phase process established
by Braun and Clarke (2006), using NVivo software (Bazeley and Jackson, 2013). On
completion of this process the researcher did a final analysis of the identified codes and
themes using the Gioia methodology (Gioia, Corley and Hamilton, 2012), which provided
nuance and additional rigour to the data analysis. These are presented in detail in
Chapter 5.

NVivo software enables the researcher to create analytical memos relating to

ideas and themes, which can be directly linked to coded text (Lewins and Silver, 2007). A
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memo list was created in the software by the researcher, which facilitated a systematic
capture of thoughts, ideas and concepts, linked to coded data nodes. Memos provided an
additional rigour to data analysis through the tracking of ideas and concepts represented
by the coded node, ensuring these were reviewed and reflected upon (Bazeley and

Jackson, 2013).

4.8.2 Analysis of secondary data

Trust documents that related to the years 2015-2019 inclusive were reviewed for
both cases: these included BPs and ARs. In CS1, ARs were available online back to 2005-
2006, and were reviewed to further evidence the research findings. In total, papers were
reviewed for fifty Board meetings in CS1 and thirty-nine in CS2. The three summary
reports prepared by the CQC (CQCSR) following Trust comprehensive inspections in 2015,
2017 and 2019 were reviewed for the same time period. Reviewed BPs, ARs and CQCSRs
are listed in Appendix IX. Secondary data were analysed on completion of interview data
analysis to ensure the researcher was not unconsciously looking for themes in the
interview data that were evident in other sources. This enabled greater validation of the
interview data analysis through triangulation from other datasets.

Whilst meeting minutes are formally reviewed and ‘accepted as a true record’ at
the commencement of the following meeting, they may not be completely accurate
(Bryman, 2012). For example, things get said in meetings that are ‘not for minuting’ or
“off the record” (Denscombe, 2017, p. 251). Nuance of behaviour is difficult to analyse
from a meeting account: a discussion may be accurately recorded but the feelings and
tone of the speakers must be interpreted. In their observations of NHS Board meetings,
Endacott and colleagues (2013) noted omissions of Board dynamics in the reported
minutes. These limitations to the document review of BPs are acknowledged.

As discussed in Section 4.4.4, the role of a NED is to bring challenge to a Board
and hold it to account for delivery against strategic priorities or objectives and matters of
governance (Sheaff et al., 2015). Chambers and colleagues (2017) suggest that a health
care Board should be focussed on patient safety, organisational sustainability, innovation
and improved reputation. However, the quality of Board governance is variable and
dependant on the interpersonal dynamics of Board members (Veronesi and Keasey,
2010). Through analysis of the BPs the researcher was able to detect the level of
challenge from NEDs and gauge the dynamic by the response from the ED. Whilst this is
an interpretation of feeling, it was relevant to the researcher to understand the
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effectiveness of the challenge and perceived defensiveness or acceptance by the Board
executives. Challenge is a form of feedback, which is essential for organisational learning
(Senge, 2006). The response of EDs to challenge is likely to set the culture for learning
throughout the organisation.

Board papers and ARs were systematically analysed for content relating to
strategic priorities, Trust values, organisational culture, attitude towards staff
development and welfare, organisational learning and feedback, Trust resilience and
sustainability, risk management and governance. These encompassed the strategic
behaviours that had been identified through analysis of interview data. The datasets were
also scrutinised for evidence of a patient focus, which had been observed by the
researcher but had not been identified as strongly in the interview data. During the
analysis, changes in emphasis and trends on any of these dimensions were noted. The
findings of the analysis of BPs and ARs are reported in Chapter 6.

The CQC summary reports were analysed for content related to organisational
culture, leadership and leader behaviour, clinical quality, risk management and
governance, organisational learning and feedback, staff resilience, communication and
engagement, Trust values and patient-centred care. Each CQC domain (Section 2.3.1) was
analysed for evidence of change between inspections. Analysis of these datasets provided
additional data and enabled comparison and triangulation (Section 4.5.2) of the data

corpus. The findings are presented in Chapter 6 and discussed in Chapter 7.

4.8.3 Analysis of NHS Staff Survey data
As identified in Section 4.4.6, aggregated percentage data of the NHS Staff Survey
relating to safety culture, environmental culture, morale and well-being, leader and
manager experience and quality of care were analysed for changes over the years 2015-
2019 inclusive. The data were compared between cases and against all NHS Trust
summary aggregated percentage data (Appendix XllI) for the same period. The trend
differentials between 2015 and 2019 for all Trusts, CS1 and CS2 are presented in

Appendix XIIl. The data findings are presented in Chapter 6 and discussed in Chapter 7.

4.8.4 Analysis of subsidiary data
As reported in Section 4.4.7, the researcher collected opportunistically various
brochures, reports and leaflet literature that were freely available to the general public

and staff. She also photographed various information boards and posters. These texts
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formed a complementary or subsidiary role in the research; Perakyla and Ruusuvuori
(2018) assert that an unsophisticated, informal approach to the analysis of such texts is
acceptable and the data are discussed in context in Chapters 6 and 7. This chapter now

concludes with a summary.

4.9 Chapter summary

The methodology chapter has described how the researcher examined the
leadership behaviours of leaders in two NHS Trusts that have enabled organisational
performance improvement and underpinned the development of organisational
resilience. An overview of the chapter was followed by an explanation of the researcher’s
philosophical paradigm that identified pragmatist philosophy and subjectivist ontology.
The multiple-case study design and selection of cases was then presented, justifying the
approach to health care organisational research. The research methods, their relevance,
fieldwork and participant sampling method were then reported. The implications of the
retrospective study and how they were mitigated were then discussed. Issues of research
reliability and validity, triangulation of methods and research quality were addressed and
ethical considerations for the study then discussed. This was followed by a discussion on
the impact of the COVID-19 pandemic on fieldwork and the research study. The final
section provided an overview of methods of data analysis and preceded the chapter
summary. The data analysis and findings are presented in Chapter 6 and discussed in

Chapter 7. The process of analysis of interview data is now presented in Chapter 5.
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Chapter 5

PROCESS OF ANALYSIS OF INTERVIEW DATA

5.1 Introduction and chapter overview

This chapter describes the process of data analysis that addressed the research
guestions: “What has enabled organisational performance improvement and thus
developed organisational resilience, as evidenced by the Care Quality Commission? What
strategic leadership behaviours underpinned the development of sustained
organisational resilience?” Thematic analysis of interview data followed the six-phase
process defined by Braun and Clarke (2013) and introduced in Section 4.8.1. An additional
level of analysis, using the architecture illustrated by Gioia, Corley and Hamilton (2012), is

then reported and evidences the rigour of data analysis undertaken by the researcher.

5.2 Thematic analysis of interview data after Braun and Clarke (2013)

Thematic analysis is a process of encoding and theming qualitative data: themes
may be initially generated inductively from the data or deductively from prior research
and theory (Boyatzis, 1998). The researcher used inductive reasoning to address the
research questions, using the six-phase process established by Braun and Clarke (2006).
As advised by these authors, the analysis was not conducted linearly as the outline
suggests but using a dynamic, recursive approach (Braun and Clarke, 2006; Braun and

Clarke, 2013).

5.2.1 Phase 1: Familiarisation with data

The first phase of data analysis required a total immersion in the data in order to
become familiar with it, which began by transcribing each interview. Data software was
used for the initial transcription of the digital audio recording and the resultant Word
document was assiduously checked against the recording to ensure accuracy. This
required the researcher to listen several times to each interview recording. Printed
transcripts facilitated ease of access to the dataset, were read through and initial ideas
noted on them. Searching for meaning and patterns in the data at this stage was the
foundation for the remaining analysis (Braun and Clarke, 2006). The completed Word
document transcripts were uploaded to NVivo prior to coding. The use of NVivo assisted
the management of a large dataset and contributed to a more rigorous qualitative data

analysis (Bazeley and Jackson, 2013).
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5.2.2 Phase 2: Generating initial codes

Saldafia (2016, p. 4) describes a code as “a word or short phrase that symbolically
assigns a summative, salient, essence-capturing, and/or evocative attribute for a portion
of language-based or visual data”. Codes are usually attached to data segments ranging
from a single word to an entire page of text (Miles, Huberman and Saldafia, 2014). The
first transcript was encoded in NVivo, coding sections of data and recording their
description in a codebook. This enabled other data with similar features to be
appropriately coded. The second and subsequent interview transcriptions were similarly
coded, using an iterative process and adding codes to the codebook as new features
arose.

As stressed by Coffey and Atkinson (1996), codes are organising principles that are
not set in concrete and can be expanded, altered or scrapped as ideas are developed
through iteration. Codes were refined during this activity and there was constant
checking and reflection of previously coded transcripts to ensure consistency of
application: when appropriate, data were un-coded and re-coded. All data relevant to the
research questions were coded and collated to each related code. Data were assigned
multiple codes if more than one concept was identified in the text. The final Nvivo
codebook (Appendix XIX) contained one hundred and sixteen substantive codes
(Appendix XV). An example of a code was “uncomplacent”, which was coded each time a
participant made a comment that described lacking complacency, for example:

“There’s a very real recognition that we’ve got more work to do, and that

the work will never be done. You’ve got to continue paying attention to it,

and it just feels very energising: it feels very healthy, mature” (ID 22: CS2).

Another code was “living the Trust values”, which was coded each time there was
a reference to the Trust values being an important focus for the organisation and

matched by staff behaviour, for example:

“They (Trust Board) are very, very focussed on us living our values, being
true to our fundamental constitution, and so on. So we talk about diversity
and inclusion, we talk about well-being and what our people are going

through, leadership and so on” (ID 1: CS1).

At the request of the researcher, a member of her supervision team also coded
four transcripts, amounting to 10% of the dataset. This was performed to assess reliability
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of the researcher’s coding. Bazeley and Jackson (2013) question the relevance of a second
person checking for reliability of a solo investigator on the basis that each person will see
and code the data differently. They suggest it may be valuable in order to have a
discussion with the second reviewer about one’s findings. What was useful to the
researcher was the ensuing conversation with her supervisor, gaining insights into
another perspective on the data: subsequently, coding became more nuanced. For
example, data that had been initially coded as ‘culture’ was re-coded to various aspects of
organisational culture that identified old and new behaviours. This became significant

when identifying themes, as will be evidenced further in Section 6.3.

5.2.3 Phase 3: Searching for themes
Following completed development and definition of codes, these were then
collated into potential themes by identifying repeated patterns in all data relevant to
each potential theme. Braun and Clarke (2013, p. 227) refer to the themes at this stage of
analysis as “candidate” themes, for revision during further analysis. Themes were
determined by their saliency to answer the research questions and advance
understanding, not frequency of occurrence (Buetow, 2010; Braun and Clarke, 2013;

Javadi and Zarea, 2016). Twenty-nine candidate themes were identified from the data.

5.2.4 Phase 4: Reviewing themes

The interview dataset was revisited and themes reviewed against all coded data.
The themes were then compared for distinctiveness between each theme - external
heterogeneity - and relatedness of the data within each theme - internal homogeneity
(Boyatzis, 1998). This led to integration of some themes and formation of other sub-
themes, producing nineteen themes and thirty-four sub-themes (Appendix XV) relevant
to addressing the research questions. Following this stage of analysis, themes were
organised into five overarching themes (Braun and Clarke, 2013). The relationship of
themes and sub-themes to the overarching theme were presented in five thematic maps
(Figures 3-7, Sections 6.3.1 — 6.3.5 inclusive), following the example of Braun and Clarke

(2013, p. 233).

5.2.5 Phase 5: Defining and naming themes
Further iteration with the dataset was conducted during which themes were

defined and named, identifying each for its uniqueness. Brief definitions of each theme
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within its overarching theme were developed, following the illustrated example of Braun

and Clarke (2013, p. 250).

5.2.5.1 Overarching Theme I: Responsible Leadership

An overarching theme that demonstrates responsible leadership behaviour was
used to address performance improvement. Participants described responsible leadership
in a number of ways. The theme ‘Collective Leadership Model’ refers to the approach by
executive leadership to influence overall organisational leadership culture. A
corresponding theme ‘Proactive Accountability’ explores explicit actions and responses to
organisational situations through the sub-themes ‘Acting Responsibly’, ‘Responding to
Challenge’ and ‘Actions’. Running through both themes is ‘Positive Distributed
Influencing’, relating to key influencers who set the tone and direction of the
organisation. This theme is explored through the sub-theme ‘Role Model’, which
illustrates how people influence. How leaders plan for organisational resilience is
explored through the themes ‘Strategic Organisational Development’ and ‘Whole System
Involvement’. The impact of whole system pressures and the desire to be a responsible

leader is explored through the sub-themes ‘Taking Responsibility’ and ‘Impact on Trust’.

5.2.5.2 Overarching Theme II: Values-Led Culture

This overarching theme describes the organisations’ culture which leaders have
introduced and embedded in response to external challenge. Frequent references to a
previous culture, the new culture and how change has been introduced and embedded
are explored through the theme ‘Delivering Culture Change’, differentiating old and new
behaviours and attitudes. Alignments of personal and organisational values and the
impact on patients and staff of a caring culture are illustrated through the themes
‘Aligned Staff and Trust Values’ and ‘Compassionate Caring’. These themes show how a

values-led culture has been embedded in the Trusts.

5.2.5.3 Overarching Theme lll: People-Focussed
This overarching theme describes the attention that leaders have paid to their
staff in order to improve performance and develop organisational resilience. Deliberation
to attract people with a particular mindset and retain personnel is explored through the
theme ‘Recruitment and Proactive Retention’. The overlap between being ‘People-
Focussed’ and the overarching theme of a ‘Values-Led Culture’ is discussed in Section
6.3.3. The importance that leaders placed on connecting with staff is illustrated through
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the theme ‘Effective Communication’ and evidenced more deeply through the sub-
themes ‘Building Staff Relationships’ and ‘Investing in Communication’.

In parallel with staff recruitment and retention are the themes ‘Staff
Development’ and ‘Effective Team Work’, which identify the attentiveness to career
progression within the organisations. The theme ‘Resilience-Building Programmes’ is
explored through two sub-themes, ‘Perspectives on Organisational Resilience’ and
‘Personal Resilience’. Participant views on the relationship between personal and
organisational resilience, and how resilience has been formally addressed in the
organisations, are identified through this theme. The theme ‘Acting on Feedback’
evidences the proactivity of leaders to understand what is important to staff and monitor
progress of intentional change to address concerns. This theme is replicated in
overarching theme five, ‘Commitment to Learning’ and their linkage is discussed in

Section 6.5.

5.2.5.4 Overarching Theme IV: Rigorous Governance

This overarching theme evidences that leaders have prioritised governance of
internal systems and processes in order to improve performance and build organisational
resilience. Frequent participant references to a strong governance approach, building a
firm foundation on which to practice, the Trusts’ attitudes to risk and their risk
management processes are illustrated through the themes ‘Delivering Strategic Priorities’
and ‘Robust Risk Management’. The influence and impact of the CQC regulator on the
Trusts’ governance procedures are examined through the theme ‘Effective Response to

Regulatory Feedback’. The three themes are laterally related.

5.2.5.5 Overarching Theme V: Commitment to Learning

This overarching theme identifies that leaders have embraced a learning mindset
to improve performance and develop organisational resilience. A willingness and
requirement to learn is evidenced through the theme ‘Organisational Learning
Imperative’, which describes the processes utilised in the organisations to understand
what goes wrong, works well and how learning is shared throughout the organisations.
The learning mindset is further evidenced through the theme ‘Acting on Feedback’, which
illustrates sources of feedback and resultant actions taken by leaders. The duality of this
theme, also an element of the overarching theme ‘People-Focussed’, is discussed in

Section 6.5. A commitment to learning is evidenced by the frequent comments made by
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participants that there is always room for improvement and there is more to be done,

explored through the theme ‘Lack of Complacency’.

5.2.6 Phase 6: Producing the report
Analysis of data continued during this final phase of thematic analysis. As Braun
and Clark (2013) make explicit, producing a written report forms part of the analytic
process and is not a standalone activity after analysis has been concluded. The researcher
continued to refine themes, sub-themes and codes within themes throughout the six

phases of analysis, illustrating her continuation of data analysis during report production.

5.3 Analysis utilising structure by Gioia, Corley and Hamilton (2012)

An additional analytic process was then undertaken, using the structure illustrated
by Gioia, Corley and Hamilton (2012). The Gioia method is an appropriate analytical tool
for an inductive approach to qualitative data analysis (Azungah, 2018). It has been used in
organisational research studies (Suleiman and Othman, 2021) including application as a
further analytical step following thematic analysis using the method of Braun and Clarke
(2013) (Donald, 2017).

This provided a final opportunity to analyse and nuance the data codes and
themes and added greater rigour to the data analysis: this is discussed further in Section
6.2. On completion of the analysis, thematic maps (Figures 3 - 7) for each overarching
theme were produced as described by Braun and Clarke (2013, p. 233) and are presented
in Sections 6.3.1 — 6.3.5. An overview of findings (Figure 2, Section 6.2) is also presented

using the Gioia structure (Gioia, Corley and Hamilton, 2012).

5.4 Chapter summary

This chapter has described the six-phase process of thematic analysis (Braun and
Clarke, 2013) of the interview data to address the research questions: “What has enabled
organisational performance improvement and thus developed organisational resilience,
as evidenced by the Care Quality Commission? What strategic leadership behaviours
underpinned the development of sustained organisational resilience?” A brief definition
of each identified overarching theme - the strategic leadership behaviours - and their
themes were presented and an additional stage of analysis was then reported, followed

by a chapter summary. Data analysis and findings are now presented in Chapter 6.
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Chapter 6
DATA ANALYSIS AND FINDINGS

6.1 Introduction and chapter overview

Interview data were analysed using the thematic analysis method described by
Braun and Clarke (2013) and finessed using the Gioia architecture (Gioia, Corley and
Hamilton, 2012) as detailed in Chapter 5. A synopsis of the findings is followed by a
presentation of the evidence for each overarching theme, incorporating the remaining
data corpus to triangulate (Boyatzis, 1998) the interview dataset. These datasets include
Trust BPs and ARs, NHS staff surveys, CQC summary inspection reports and subsidiary
data. The researcher’s field notes and reflections are also reported during the chapter.
The strategic priorities/objectives for both cases during the years 2015-2020 are then
presented, followed by a synthesis of the data analysis. A summary concludes the

chapter.

6.2 Synopsis of the findings

Thematic analysis of the interview data identified five strategic behaviours - the
overarching themes - where leaders had focussed in order to improve organisational
performance and thus develop organisational resilience (Vogus and Sutcliffe, 2007;
Bhamra, Dani and Burnard, 2011; Boin and van Eeten, 2013). Behaving responsibly was
the primary driver and underpinned the other actions. These included establishing and
living a new organisational culture based on Trust values, and having a strong focus on
staff: supporting their development, building resilience, encouraging respect for others,
working collaboratively and acknowledging their contribution. Practicing rigour around
governance and maintaining processes that enable learning from success and failure were
other significant behaviours identified through the analysis.

An overview of findings is presented diagrammatically in Figure 2 using the
structure illustrated by Gioia, Corley and Hamilton (2012). As observed by Saldafa (2016),
a pragmatist may choose to select different tools for a job. The Gioia architecture offered
the researcher an alternative framework to review the substantive codes, themes and
overarching themes, which resulted in further nuance towards the final data analysis. This
additional analytic step is further evidence of the iterative approach and research rigour

performed by the researcher. Utilising the structure of Gioia and colleagues (2012) data is
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presented in an alternative form to the thematic maps of Braun and Clarke (2013) and

provides readers an opportunity to ‘digest at a glance’ the data analysis.

Figure 2: Overview of Interview Data Analysis
Architecture after Gioia, Corley and Hamilton (2012)

Substantive Codes Themes Overarching
Themes
(Strategic
Behaviour)

Collective

Distributed leadership Leadership Model

Collective leadership

Demonstrating clear leadership
Chz'allenge from N(')n—Executive Directors 3
Doing the right thing

Proactive
Accountability

Influencer Positive Distributed
> Influencing Responsible

Leadership

Role-modelled behaviour

Horizon scanning
Optimising organisational structure
Investing in new roles

——— Strategic Organisatl.

Development

Being a system leader in the STP
Building external relationships > Whole System
Responding to the wider system Involvement

Personal values aligned to NHS values
Personal values aligned to Trust values e
Patient centred

Aligned Staff and
Trust Values

Caring culture
Showing compass?on to patients 3
Showing compassion to staff

Compassionate
Caring

Values-Led Culture

Challenging unwanted behaviour
Role-modelling the new culture
Embedding change

—> Delivering

Culture Change
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Substantive Codes

Improving communications
Communication methods
Trust investment in communication

Personal development
Leadership development
Talent management

Recruiting the ‘right breed of person’
Values-based interviews
Staff stability

Getting the best out of people
Shared decision-making
Safe staffing

Developing resilience of staff

Impact of CQC on organisational resilience
Personal resilience related to organisational
resilience

Seeking staff feedback
Staff survey feedback

Cautious approach to risk
Strong safety culture
Risk management focus

Attitude to regulation
Impact of CQC on Trust strategic objectives
Impact of 1 cQc inspection (Rl or I)

Financial control
Management of Emergency Dept. pressures
Quality improvement

Review of incidents
Learning from complaints
Sharing best practice

Uncomplacent
Room for improvement
Showing humility

Seeking patient feedback
Regulator feedback
Whole system feedback

Themes

Overarching

—> Effective
Communication
——> Staff Development
Recruitment and
¥ Proactive Retention
—> Effective
Teamwork
———> Resilience-Building
Programmes
Acting on
> Feedback
—> Robust Risk
Management
Effective Response
> to Regulatory
Feedback
Delivering
Strategic Priorities
—>
Organisational
——> Learning Imperative
Lack of
Complacency
—>
Acting on
> Feedback

Themes
(Strategic
Behaviour)

People-
Focussed

Rigorous
Governance

Commitment
to Learning
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6.3 Evidence for the five strategic leadership behaviours

6.3.1 Strategic Leadership Behaviour I: Responsible Leadership

Acting as responsible leaders was the dominant leader behaviour manifest in both
Trusts. As noted in Section 2.5.8, Pless and Maak (2011) suggest the mindset of a
responsible leader shifts away from accountability solely to the organisation’s
shareholders, towards a stakeholder society, based on a moral sense of justice, care and
accountability for a wide range of social, economic, ecological and human responsibilities.
Working in a publicly funded health care system, leaders of NHS Trusts are accountable to
central government for the use of public funds. Amongst other Trust stakeholders are its
staff, service users, other NHS providers, higher education establishments, local
authorities and social services. The stakeholders collectively create a system (Akhtar et
al., 2016; Manley et al., 2016).

The theme ‘Whole System Involvement’ refers to both case study Trusts working
with external stakeholders in local STPs to improve and sustain health and care services
(Walshe, 2017), as mentioned in Section 2.2.3.4. Participants from both cases indicated
their Trust’s commitment towards the whole system and described incidences of mindset
change from competition to collaboration and partnership. There was acknowledgement
of their sense of responsibility to take a leadership role within their STP, as expressed in
the following extract. It was also reported that the CEO of CS1 leads the STP in that
Trust’s partnership group.

“(The Board) are ahead of the curve ... they've been thinking for five years

that CCGs (Clinical Commissioning Groups) are going; there's going to be a

new way of learning; there's going to be Integrated Care Systems coming. And

(the CEQ)’s been saying right from the start: ‘We're going to lead it’. There's

that ahead of the curve thinking that has really, really helped our organisational

resilience. [...] If they continue to see these waves coming it really does make us

even more resilient” (ID 14: CS2).

This extract also illustrates how the Trust leaders are future-focussed, working
strategically with other system leaders to maintain organisational resilience, evidencing a
relationship with the theme ‘Strategic Organisational Development’. Commenting on
different perspectives of responsible leadership, Miska and colleagues (2014) concluded

that business leaders increase engagement with stakeholders the greater their long-term
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view of organisational sustainability and, therefore, its resilience (Ortiz-de-Mandojana
and Bansal, 2016; Bui et al., 2019). Active membership in the whole system was reported
as essential for on-going organisational resilience by a number of participants. There was
a perception that resilience of the Trust relied on a collaborative mentality that would
enable the whole system to flourish, as illustrated in the following comment:

“I think we've also got to think about recruitment in the system, not for our
organisation. That's a really important part of resilience. [...] | think organisational
resilience: we have to think outside our own boundaries, because we can't keep
this a resilient organisation. We cannot do it with just what we've got under our

control, we do have to think differently” (ID 2: CS1).

A stakeholder perspective suggests the needs and interests of employees are
addressed by responsible leaders, as are those of the wider community in which the
organisation operates (Waldman and Galvin, 2008). Working in whole system partnership
has been evident in CS1 since 2015. For example, BP 2 (p. 150) included a report that
provided an update to the Board on their then recently commenced partnership working
with a closely located Acute Trust “with the aim of promoting highly effective joint

working between the partner Trusts for the benefit of patients and staff within the two
organisations”. This pre-dates the existence of an STP and was established to address

challenges in Urgent Care provision across their location.

In the same year, a report for Board approval of the Trust’s learning and
development strategy 2015-2020 was included in BP 6 (p. 145): this had “been subject to
extensive consultation with key stakeholders and partners” and noted how they would
ensure that “not only we develop our own staff but how we will play our part in ensuring
the NHS continues to train some of the most exceptional professionals global healthcare
has to offer”. This is a clear reference to making a contribution that goes beyond their
Trust requirements.

There was evidence in the most recent CQC reports from both Trusts of
collaborative working with external stakeholders to ensure sustainability of local services.
For example, in CS1 it reported: “There was a clear interconnected vision and strategy for
the Trust which recognised quality alongside sustainability. The strategy was aligned with
local plans for delivery of care in the wider health and social care economy. The Trust was
active in developing relationships in the community with partners and stakeholders to

drive the goal of providing better and more integrated care in (their location) and the
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surrounding areas” (CQCSR 3, p. 4). Similarly in CS2, a Board report (BP 83) noted how
they were working to develop sustainability in the NHS through closer working with
partners in their STP.

There has been a clear focus on partnership working in CS2 for the five years since
2015, evidenced in the reviewed organisational documents. It was reported in the
minutes of the first Board meeting (BP 50, p. 4) in 2015 that a partnership day had been
attended by a clinical director, who had observed strong clinical and managerial
leadership emerging and evidence of partnership working. In the corresponding AR for
the Trust the CEO wrote how future plans for delivering a better system of care for local
communities would be shaped by their values and require on-going engagement with
stakeholders, who had already met to discuss a five-year strategy. These references
indicate the organisational future for CS2 was considered as rooted in collaboration with
system partners in order to serve their community more effectively. These data illustrate
the external-facing, relationship-building priorities of the CEOs and senior leaders in both
case studies that signify responsible leadership (Maak and Pless, 2006; Pless and Maak,
2011).

The theme ‘Proactive Accountability’ encompasses a number of sub-themes that
referred to explicit actions and behavioural responses to organisational situations. A
leader behaviour particularly noted by the researcher and captured under the sub-theme
‘Acting Responsibly’ was flagged by thirty-four in vivo references from nineteen
participants at all levels regarding “doing the right thing” and “the right thing to do”
(Appendix XV). Waldman and Galvin (2008) state that responsibility is based on a leader’s
broad moral standards to do the right thing towards others, a sense of obligation to act
on those standards and be held accountable for the consequences of their actions.
Tennyson and Strom (1986, p. 298) state that acting responsibly is a result of “careful,
reflective thought about which response is professionally right in a particular situation”.

Recording several entries in her field notes, the concept of responsible leadership
as a strategic behaviour was considered by the researcher very early in her fiel[dwork. She
observed the frequency that participants stated “it’s the right thing to do”. Also, she
noted the phrase was mentioned in connection with both strategic business decisions and
linked to Trust values. One respondent (ID 23) in CS2, for example, commented that Trust
leaders would discuss risks associated with potential business decisions and question: “Is

1)’

this the right thing to do for our patients or staff”? This also reflected the patient focus
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observed by the researcher (Section 6.3.2).

The researcher reflected that the theme appeared to have a moral/ ethical
dimension in terms of responsibility to their entire community, as illustrated in a
comment by ID 6 in CS1 regarding a recent strategic decision: “It's a (business) risk and an
opportunity and | think the moral imperative to do the right thing”. Pless and Maak (2011)
assert that being responsible can stem from a leader’s recognition that it is simply the
right thing to do. Lynham and Chermack (2006) concur that ethical thinking is a
component of responsible leadership. Many participants from both Trusts appeared to
act from this sense of ethical responsibility, as the researcher’s reflections acknowledged.

As reported in Section 2.6.1, there has been considerable emphasis in recent years
for leaders in the NHS to practice compassionate and distributed / collective leadership. It
has been argued that these are appropriate styles of leadership for the NHS due to the
positive impact on staff and patient care (Firth-Cozens and Mowbray, 2001; Jgnsson et
al., 2016; West and Chowla, 2017; Kline, 2019). Cameron (2011) asserts that responsibility
is frequently associated with empowerment and freedom of action, which implies
discretion and authority: it is suggested these are actions associated with distributed
leadership.

Cameron also associates caring and compassion with responsible leadership,
“promoting goodness for its own sake” (Cameron, 2011, p. 26). Compassionate caring
was identified as an aspect of both Trusts’ culture, evidenced in Section 6.3.2. The theme
‘Collective Leadership Model’ was identified as a result of the frequent references to
collective and distributed leadership mentioned by participants in both cases, thus
evidencing different aspects of responsible leadership. For example, one leader described
her compassion for a colleague through the following recollection:

“I also remember attending a meeting where a manager shared a story,
and | remember thinking: ‘Wow, | never knew that! | never knew you were
in that situation’. [...] He's got a whole journey that he’s been on and (I now have)

a small window of why he feels that” (ID 21: CS1).

The theme ‘Positive Distributed Influencing’ references a variety of staff holding
roles at executive, senior and middle management who were identified as organisational
influencers, reflecting a distributed leadership model in both cases. Almost all
participants -thirty-five in total - singled out their CEO as the most influential person in
their Trust. The CQC commented on this in their latest report of CS2: “The chief executive
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was well respected by all staff and stakeholders. (Their) visibility across services was
highly valued and appreciated by staff. Staff found (him/her) to be very approachable,
responsive, decisive and understanding of the daily challenges they faced in their work”
(CQCSR 6, p. 9).

The strength of feeling among participants, including both Chairs, regarding their
CEO was remarkable and consistent. The researcher reflected during her fieldwork how
the CEOs influenced through their behaviour, were an inspiring role model and showed
an exemplary leadership style. She noted they shared qualities of modesty and non-
complacence, were approachable and accessible, frequent communicators, they balanced
aspiration with realism, were Trust-values driven and patient centred. Some of these
observed traits have been reported as responsible leadership characteristics (Maak and
Pless, 2006; Cameron, 2011; Patzer, Voegtlin and Scherer, 2018), at organisational and
individual levels (Miska and Mendenhall, 2018).

By role-modelling certain behaviours, responsible leaders can demonstrate a
commitment to the actions they wish to influence and perpetuate in their colleagues
(Waldman and Galvin, 2008). Participants cited many examples of positive influential
behaviour. One participant described how his current and former managers were people
who listened, showed they valued his opinions and contributions, challenged and
provided opportunities for personal growth and career development, did not accept
mediocrity and “enabled me to continue to develop my own moral compass in a sense of
what is the appropriate thing to do” (ID 10: CS1). These behaviours correlate to the
researcher’s reflections and analysis noted above.

The relationship of responsible leadership themes is presented in the thematic
map (Figure 3) below. The map identifies a close lateral relationship between the themes
‘Whole System Involvement’ and ‘Strategic Organisational Development’: the
contribution of the Trusts to the whole system was a responsible, strategic decision to
actively engage and play a leadership role. There is a tentative relationship observed
between the two sub-themes ‘Taking Responsibility’ and ‘Acting Responsibly’. Taking
responsibility was a sub-theme of ‘Whole System Involvement’, which demonstrated
responsible leadership thinking and behaviour; similarly, acting responsibly was the
outcome of the responsible leader behaviour of being proactively accountable. The close
lateral connection between the themes ‘Proactive Accountability’ and ‘Collective

Leadership Model’ is also demonstrated on the map: leadership behaviour is influenced
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by their style.

These themes and sub-themes illustrate various aspects of responsible
leadership. Other behaviours that signal responsible leadership are evidenced in the
remaining four strategic behaviours identified through this analysis, underlining it as the
primary behavioural driver to organisational change and sustainability. This is explored
further in Section 6.5. This strategic behaviour of leaders has been identified by interview
data analysis and further evidenced through secondary data sources. The implications of

these findings will be discussed in Chapter 7.

Figure 3: Thematic Map for Overarching Theme Responsible Leadership
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LEGEND: Single arrow represents direction of hierarchical thematic relationship
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6.3.2 Strategic Leadership Behaviour Il: Values-Led Culture

Following their research into successful companies, Waterman and Peters assert
an organisation will not be successful without a considered approach to developing,
having clarity on and living the right sort of values (Waterman and Peters, 2004). Values
reflect a sense of what ought to be (Schein, 2004) and shape the culture of an
organisation. Following significant negative feedback from external reviews unrelated to
CQC regulation both case study Trusts revised their organisational values. These were
developed with their staff through a comprehensive engagement strategy: Board leaders
were committed to embedding the values and promoting a new organisational culture.
The changes began in both Trusts after the appointment of a new CEO: it is suggested
their personal values of responsible leadership started the process of culture change.

Culture is a key determinant of organisational behaviour (Newdick and Danbury,
2015). Both organisations chose a values-led culture, which is in keeping with the theory
of responsible leadership (Freeman, Wicks and Parmar, 2004). Culture change is difficult
to achieve and takes time to embed and become a new normal (DeJoy, 2005; Atkinson,
2012). The involvement of staff in identifying the Trust values would have considerably
enhanced their willingness to become engaged in and implement culture change
(Beckerman and Fontana, 2001).

The current CEO of CS1 took up post in January 2010 and reported in the Trust’s
annual report (AR 5, p. 27): “The new values, it was agreed, should have real meaning, be
memorable and staff must be able to live and work by them. [...] They will become central
to organisation change, effective leadership and define what we expect from our staff.
[...]. Going forward, it is vital that the values underpin ‘how we do things around here’ and
work will continue with staff throughout 2010/11 to look at different behaviours that
define the values, which will allow staff to take personal responsibility for their own
behaviour and challenge unacceptable behaviours in others”. The comment reflects a call
for responsible behaviour in everyone.

The previous Trust values in CS1 were reported once in the five preceding annual
reports and included statements of purpose rather than values, such as: “We are
accountable for our use of public resources” and “We promote innovation and
improvement” (AR 3, p. 4). The refreshed values were intended to herald a new
organisational culture in CS1. They have been mentioned substantially in every

subsequent AR and have appeared on all Trust documents since late 2016
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(BP 19, p. 1), serving as a continual reminder of their centrality to Trust culture.

In 2015, the then recently appointed CEO of CS2 began a process of culture
change. He/she signalled in the AR: “Our plans for the future will be shaped by our values
and beliefs about working in a way which improves patient care. [...] We want to
establish and sustain a culture based upon compassion where people consistently feel
valued and supported” (AR17, p. 3). A new values and behaviours framework (VBF) was
considered central to this work. At the launch of the framework in March 2016 the CEO
wrote: “[W]e’ve developed a new set of organisational values and a description of what
they mean in practice. [...] What matters most is that you and | use them to guide the way
we work” (VBF, 2016, p. 2 - CS2). The importance of living the Trust’s values has been
mentioned in each subsequent AR in CS2.

The importance of the Trust values was evidenced in the NHS Staff Survey data.
Over the years of analysis there was an increase of 8.6% in CS1 and 11.4% in CS2 in
reported discussions of Trust values at annual appraisal meetings. This followed the trend
in all Trusts, which reported an increase of 8.4% over the five years (Appendix XlII). This
suggests a stronger focus on organisational values has been embraced by the NHS, and is
possibly a reflection on the drive towards compassionate caring which has been noted
previously (West and Chowla, 2017) in Section 2.5.7.

It is notable that both organisations clearly stipulated the behaviours that
accompanied the values. This would ensure clarity of meaning and, therefore, no excuse
for non-compliance. It also underlined the message they had purpose, real meaning and
must be lived. In shaping their organisational strategy for 2020-2025, both Trusts
consulted with staff on their values, which remained unchanged (AR 15; AR 21). There is
considerable overlap between their Trust values: both reflect a culture based on desirable
behaviours towards staff and intentionally complement NHS values (DHSC, 2021a), which
are based on behaviours towards patients. The Trusts’ values are reported in Table 19
below, in themes and not as specifically stated in documents to preserve anonymity. The
NHS values are as described in literature (DHSC, 2021a).

The theme ‘Aligned Staff and Trust Values’ evidences two sub-themes identified in
both Trusts. The first reflected the Trusts’ focus on staff and the importance of employing
people with personal values that aligned to those of the Trust (Section 6.3.3). The

consequences of having a mismatch of values was articulated in the following comment:
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“[W]here I've had challenging times in teams with personnel, it's always
fundamentally come down to values in one way or another. Whether that's
fundamentally a moral compass or whatever it is, but it would be about values
rather than competencies. You can teach people the role and yes, people do

change, but it's much harder to reset people's values” (ID 10: CS1).

The second sub-theme related to the value of putting patients first: it was
apparent that patients were central to decision-making in both organisations and is
discussed further in Section 6.4. As commented in Section 2.6.1, Francis (2013) reported
an NHS culture whereby finances frequently were prioritised over patient need. Whilst
accountability of public funds is a requirement for the NHS (Monitor, 2014), there were
many references to leaders considering primarily what was best for patients and their
relatives. Of interest to the researcher and discussed in Section 6.4 was the omission of a
patient-centred approach in the Trust values as appears in those of the NHS, shown in
Table 19.

Table 19: Organisational Values: Case Study 1, Case Study 2 and NHS
(Source: AR15; AR21; DHSC, 2021a)

CASE STUDY 1 CASE STUDY 2 NHS
(Launched 2010; (Launched 2016; (Launched 2009;
Reviewed 2019/20) Reviewed 2019/20) Reviewed 2019)
Respect everyone Respect everyone Respect and dignity
Everyone counts Everyone counts Everyone counts
Work together Work together Working together for
patients
Encompass change Encompass change Improving lives
Acknowledge success Staff first Compassion
Future focus Commitment to quality of
care
KEY: Similar values identified in print of same colour

The CQC observed that: “Staff were highly motivated to work with patients and
carers to ensure that the care was what they needed and they had a good patient
experience. Patients said the staff tried to meet their needs, that they worked hard and
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had patients’ best interests and welfare as their priority. Staff treated patients with
compassion and kindness, respected their privacy and dignity and understood the
individual needs of patients” (CQCSR 6, p. 9). The strength of organisational values was
also observed in both Trusts by the CQC. For example, in the latest report for CS2 it was
noted: “Staff knew and understood the Trust vision and values and how they applied in
the work of their team and influenced objectives at service level. There was a strong,

visible person-centred culture” (CQCSR 6, p. 4).

The theme Delivering Culture Change’ was identified through data analysis. Many
participants (n=26) referred to how embedded the Trust values were in their
organisation. Culture was reported to have changed significantly over the past five years
in both Trusts, and particularly since the first positive CQC inspection that created a real
purpose for celebration. Participants in CS1 commented on the length of time it had
taken to bring about a sustained change and some attributed this to the legacy of the
adverse publicity they had previously endured and which had highlighted a culture of
bullying and inappropriate senior leader behaviour. Whilst culture change takes time and
requires trusted leaders (Schein, 2004; Schraeder, Tears and Jordan, 2005; Yukl, 2013),
one participant described it as a reluctance to put the past behind them. In driving culture
change he had challenged his colleagues to reframe their thinking:

“This place does fantastic stuff that a lot of places in the UK don't. But

historically it would be an ostrich and stick its head in the sand and that's

what we've been working hard to change, and it is changing. [...] We can't

keep living in the past and harping on about the past. It happened. We've

learned, we’ve made the changes. [...] We have to move on” (ID 9: CS1).

In CS2 there had been a further change of CEO in March 2017, after the new
values had been introduced. This was an internal appointment of a Board member, who
continued to build on the innovations of their predecessor and brought a marked
openness and accessibility to the role that hastened the change of culture throughout the
organisation. This Trust had also had a damaging external report that exposed a bullying
culture and the new CEO was keen to accelerate change to a no-blame, fair and just
culture. This recent change was acknowledged in the following participant comment:

“[C]ertainly you do feel if something went wrong, that the Trust would back

you, whereas before you felt the Trust would scapegoat you because we were
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so paranoid about our reputation, and doctors were often at the receiving end
of that. [...] (The CEO) said (to a partner organisation colleague) “I want my staff
to be open and able to say what they think”, and that's a positive thing. That
wouldn’t have happened before” (ID 13: CS2).

Participants frequently reported an observed change in their organisational
culture. It was not embedded totally and change was still in progress. Medical consultants
were most frequently mentioned in connection with inappropriate behaviours that
remain and continue to be challenged. It was interesting to note that one participant
(ID 1), in his second year of appointment and first NHS role following a career in the
private sector, held a different perception to his colleagues. For example, all participants
mentioned experiencing a reduced hierarchy with respect to command and control
compared to his contrasting view. It felt to him that Trusts thought only about
“consultants and bullying behaviours” and he thought that frequently they were “just
inappropriate behaviours” (ID 1: CS1). He also stated the nurses were very hierarchical
and that the old-fashioned structures he considered were in evidence led to more
bullying, command and control behaviour.

It is suggested that the NHS has a distinct corporate culture (Edwards and Kleiner,
1988) that will be recognised by those who have worked in other NHS organisations. It is
that familiarity with the culture that put the researcher at ease when conducting her
work in both organisations. It is argued that idiosyncratic elements of this unfamiliar
corporate culture will stand out to the uninitiated, to whom small but significant change
may not be apparent. Thus, it is the NHS outsider who had seen the old culture and was
unable to perceive the change that was in progress and reported by the employees of
longer standing.

It is also possible that there was a more marked change before ID 1 took up post,
as culture change had been on-going for almost ten years in CS1. This underlines the
length of time it takes to embed culture change. Participants with NHS experience who
were recent appointees in either Trust, or those who had left and subsequently returned,
referred to their awareness of a previous organisational reputation and negative culture
that did not match their current experience of the Trust. This is another indication of
culture change in progress in these organisations.

Attitudes that developed as a result of the new culture were described by many
participants and included a new pride in their organisation, a positive atmosphere and a
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desire to do well. In CS1 the CQC observed “care to be outstanding with people reporting
that staff went the extra mile and their care and support exceeded their expectations”
(CQCSR 6, p. 7). Some participants linked a new culture to the development of staff and
organisational resilience. For example, it was felt that greater fairness in CS2 gave people
strength, knowing that they were not going to be blamed when things went wrong. It was
also stated by a participant in CS2 that they celebrate “the good stuff’ which was
considered critical and gave people more confidence, enabling them “to deal with those
difficult days” (ID 12: CS2).

Showing compassion to staff and patients was on-going for the Trusts, evidenced
through the theme ‘Compassionate Caring’ and supported by examples of specific
instances. There were fifty-two references to compassionate caring for both staff and
patients. As participant ID 29 (CS1) reported: “I'm always so humbled by some of the most
junior staff nurses being so kind and showing such compassion. Not in a disingenuous way
... they really care, and [...] | hope that comes from role-modelling and leadership in the
department and [...] the whole team, saying ‘this is what's important to us’ ”. The annual
report of 2012-2013 (AR 8) in CS1 reported a direct link to their values and this
compassionate approach to care, stating how the Trust was working to embed its values,
further evidencing the longevity of a compassionate, caring culture in that organisation.

Participants also stated that being compassionate could be difficult, as the
following quote illustrates:

“We’re acutely aware that we sometimes say to people: ‘We understand how

much pressure you’re under, we are listening’, and then we don’t do anything. [...]

We must sit down with colleagues and actually think about what we can actually

do. Because, otherwise, we can sit here nodding and looking sympathetic and

then go away and forget all about it, because it’s too difficult” (ID 18: CS2).

On the same theme, a participant in CS1 spoke of the need for people to perform,
despite not always getting what they want: “In order to run a service there needs to be
give and take, with a balance of listening and empathy on one hand and being prepared
to do your job, even though you may feel disadvantaged” (ID 28: C51). This suggests that a
manager can be a good listener, understand the situation and show empathy, but may
not be able to resolve a situation and remove another’s suffering, which is the act of

compassion (Dutton, Workman and Hardin, 2014). This is discussed in Section 7.3.7.
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The strategic leadership behaviour of working to promote a values-led culture has
been identified through interview data analysis and further evidenced from various
datasets. The relationships of the themes and sub-themes relating to a values-led culture
are presented in the thematic map below (Figure 4). The thematic map depicts the close
lateral relationship between the themes ‘Delivering Culture Change’ and ‘Aligned Staff
and Trust Values’. The theme ‘Compassionate Caring’ defines the hierarchical relationship
to both sub-themes ‘For Staff’ and ‘For Patients’, illustrating that the behaviour was
applied to both groups of stakeholders. This is also reflected in the hierarchical
relationship between the theme ‘Delivering Culture Change’ and sub-theme ‘Patient
Centred’, which was visible in the Trusts and identified through data analysis. The

relevance of this strategic behaviour is discussed in Chapter 7.

Figure 4: Thematic Map for Overarching Theme Values-Led Culture
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6.3.3 Strategic Leadership Behaviour lll: People-Focussed

Creating a positive work environment and attending to staff needs became a focus
for leaders as they sought to bring about culture change and improve organisational
performance. Evidenced through the corresponding themes, the areas of particular focus
were recruitment and proactive staff retention, listening to and acting on feedback,
enhanced relationship building through improved communication, effective teamwork,
staff development and developing personal resilience. The importance of these areas was
underlined in CS2 in the annual report of 2014-2015 (AR 16), where four of the five
strategic priorities for the following year related to developing a listening and responsive
culture to improve staff engagement, addressing skills and behaviours that aligned with
Trust values, recruitment and proactive retention of skilled staff and improving the
working environment and well-being of staff (Table 20, Section 6.4).

Organisations rated as underperforming by the CQC can have difficulty attracting
or keeping staff (Rendel, Crawley and Ballard, 2015), with a potential negative impact on
organisational resilience. The researcher explored why participants had come to work at
the Trust (Appendix II; Appendix 1ll) and compared the length of time they had worked
there (Table 17, p.101) to analyse whether previous negative publicity and CQC ratings, or
current reputation, may have affected staff recruitment and retention in the cases.

Twenty-three participants had worked in the organisations for over ten years,
including the CEO of CS2. It is also noted that the CEO of CS1 had held that role for ten
years and had been an internal Board appointment. All EDs (n=10) interviewed had held
post for six or less years, with the majority (n=6) employed in their organisation for three
or less years. The CEO of CS2 has held that post for three years. Both Trust Chairs and all
the latest Board appointees commented that they were attracted to the Trust because of
the CEO; all the EDs also cited current national reputation as a positive influence. One
participant (ID 22) had held his ED post prior to the appointment of the CEO: the
remaining EDs were current CEO appointments.

Three senior managers had previously worked at CS2, left the Trust and then
returned following the current CEOs appointment, cited as their reason for return. There
were many participants who stated their longevity in their organisation was due to the
career enhancing opportunities that had been available. This is evidenced in Table 17
(p. 101): there were twelve employees who had held the same post throughout their

tenure in either organisation, with the remainder (n=27) having changed roles. All non-
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director post holders (n=8) that had held one post in the Trust had been in their role for
three or less years. These figures indicate that both organisations are able to recruit and
retain staff and are currently considered attractive places to work. They also evidence the
opportunities in both cases for staff development, which is addressed below.

As mentioned in Section 6.3.2, the Trusts considered it important to recruit staff
with aligned personal values to the desired new culture. Both Trusts have incorporated a
values-based interview process (Patterson et al., 2016) that addresses idiosyncratic values
in addition to professional qualifications and experience. Also reported in Section 6.3.2,
consultant behaviour was singled out as the most challenging. It was recognised that,
historically, the balance of power of medical consultants over management had led to a
clinical autonomy that did not necessarily put the needs of patients first (Mannion and
Goddard, 2001; Currie and Suhomlinova, 2006), as noted in Section 2.2.3.2. A similar view
of consultant recruitment was held in both Trusts and was being actively addressed, as
the following quote suggests:

“I've made it very clear here the type of people that we should be employing

to consultant posts should be technically very good. They should have

professional experience. They should be the best in their trade [...] but they

should also have the right moral compass and if they haven't got that then |

don't want them here” (ID 2: CS1).

As noted in Section 4.4.6, an annual survey of NHS staff has been distributed since
2003 (Pinder et al., 2013) and aims to provide organisations with data that can be used to
improve staff experience and, therefore, patient care (Appendix XIV). Saunders and
colleagues (2016) assert that surveys from government and large, well-known
organisations are likely to be trustworthy and reliable as their reputation relies on
credible data. Participants from both Trusts reported paying significant notice to the NHS
staff survey results, which are viewed as a critical source of staff feedback. Both
organisations present key findings to their Board in an internal interpretive report,
identifying areas of focus and an action plan to address them during the following year.
Examples of how each Trust report the findings are presented at Appendix XVI (BP 13:
CS1) and Appendix XVII (BP 69: CS2). Following up on staff survey results, responding and
monitoring progress was evident and consistent in the cases, as the following comment
illustrates:

“I think the feedback loop is there. The staff survey helps, reacting to the staff
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survey, being clear on your outcomes from that, what we need to work on,
what we do really well.[...] Something we do really well is feeding back when
people do well and reflecting and debriefing on all those things that are going

well, or things that have gone not so well” (ID 21: CS1).

Data for the past five years on six survey themes that are indicators of
organisational culture, personal resilience and leader behaviour (Section 4.4.6) have been
reported for each case study (Appendix X: CS1; Appendix XI: CS2) and collated against the
overall Trust data (Appendix XIl). The five-year trend differentials for all Trusts, CS1 and
CS2 are presented in Appendix Xlll, providing a ready reference for data comparison. The
analysis and findings of these data are now presented.

Effective internal communication between managers and staff is essential to
organisational success (Tourish and Hargie, 1998; Men and Jiang, 2016). Darling and
Beebe (2007) argue that communication based upon key values and a concern for people
is required for the successful execution of those values. Communication in NHS
organisations has long been a point of concern and many patient complaints refer to poor
internal communications between NHS staff (Pincock, 2004). Ineffective communication
has also been cited as the cause of failure of major NHS projects that require culture
change to support their success (Bowns, Rotherham and Paisley, 1999; Frame, Watson
and Thomson, 2008).

Maintaining effective communication throughout the organisation was an on-
going challenge for the case Trusts and observed by the CQC: in its first comprehensive
inspection of CS1 the CQC had observed “effective involvement and communication with
staff was an issue. There was evidence that significant changes were being introduced
without staff being aware of them” (CQCSR 1, p. 15). Significant improvement had been
observed during the inspection two years later, as evidenced in the report: “Staff felt
leadership was good and accessible. Staff told us they felt supported and heard. There
were high levels of constructive engagement with staff. Comprehensive and successful
leadership strategies were in place to ensure delivery and to develop the desired culture
and to motivate staff to succeed” (CQCSR 2, p. 6).

Both executive teams were reported to have increased their reach through
various communication channels. Senior leaders were perceived to be more
approachable, accessible and active listeners, and many participants (n=26) referred to an
improvement in communications, particularly over the last three years. Improved
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communications was also corroborated through staff survey data, which showed more
effective communication was being experienced in both Trusts. It was reported to have
increased by 9.2% in CS1 and 10.8% in CS2 over five years. This compared to an average
increase in all Trusts of 4% (Appendix XlIl). Staff also reported an increase in confidence
that their organisation will address their concerns: 10.5% of people in CS1 and 13.1% in
CS2 over the five years compared to an increase of 3.8% in all Trusts (Appendix XIII).
These data suggest a successful communication strategy in the cases.

The Chair of the Board of CS1 was reputed to be “very, very people oriented, very
people-focussed” (1D 1: CS1). The Chair personally told the researcher that, shortly after
taking up post he spoke to the CEO about internal communications and said: “whatever
(he/she) was doing, (he/she) must communicate times ten” (ID 2: CS1). On their
appointment, the CEO in CS2 began to use social media platforms regularly to connect
with all staff, which was a departure from a more controlled communication culture. The
CEO was reported to have “a completely different way of doing things. It’s more of a dial-
in blog and vlog and a conversation where (he/she) will update generally and then
(he’ll/she’ll) just get into a conversation with whoever happens to be on the call. It’s open
to everyone: some clinicians dial in, some managers dial in, some estate staff dial in ...
there’s no restriction” (ID 14: CS2).

There was recognition that social media had the potential to communicate
positive messages but also, present a vision of the Trust that may not be experienced by
all staff. A change in culture in CS2, driven by the CEO and ED for communications, had
resulted in a vibrant social media presence and staff feedback that, as well as the “shiny”
things, “it's really important to attend to the basics at the same time” (ID 22: CS2).
Discussions were being held about this potentially negative aspect of social media
communication and provides an example of culture change and a willingness to respond
to staff feedback, further evidenced in Section 6.3.5.

A focus on teamwork was evident in both organisations. The strength of team
spirit was overt to the researcher at the staff annual awards ceremony she attended in
CS2. The team awards for clinical and non-clinical teams (AR 21, p. 112) were keenly
contested and the researcher chatted to a number of team members during the evening.
Considerable team loyalty and concern for each other was apparent. Staff also spoke of
the importance of senior relationships: they reported that managers and leaders they

trust, which included the CEO, are available, approachable, supportive, accommodating,
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listen and are willing to facilitate change. Following the event the researcher recorded a
field note and reflected on these observations, the generosity of applause and genuine
pleasure shown to those that received awards. They demonstrated a strong supportive
culture among those present, which may be indicative of a widespread corporate
supportive culture.

Greater staff engagement and effective team-working have been linked to
improved patient experience and clinical outcomes in health care organisations
(Catchpole et al., 2007; West and Dawson, 2012; Studer, Hagins and Cochrane, 2014).
Feeling a sense of meaning and community at work, having an opportunity to make a
contribution to their organisation and sharing an alignment of values will increase
employee engagement (Markos and Sridevi, 2010). There has been an increasing effort to
improve levels of staff engagement in the NHS in recent years through a greater
understanding by leaders of its importance (Lowe, 2012; Dromey, 2014).

It was reported in CS1 that during the last four years leaders had become more
focussed on improving staff engagement through providing greater support and a more
empowering style to develop staff, implemented through their quality strategy. There
was a change of focus towards “getting the people who do the job to come up with the
ideas about how we can make it better and different, and dealing with that supportively”
(ID 19: CS1). This had “helped to increase the focus on the need for effective staff
engagement” (ID 10: CS1). Staff survey data confirmed this improvement on all
dimensions analysed (Appendix XII).

In 2018, a newly appointed member of staff introduced a similar engaging style in
CS2. The post holder took an appreciative enquiry approach, “valuing whatever good
practice and then being able to help and support and get teams to self-identify where they
needed to develop and work” (ID 32: CS2). They focussed on “developing a rapport with
staff, increasing engagement and making sure people felt supported” (ID 32: CS2). This
was reported as a departure from a previous culture that had less interaction and
engagement. The above-average response rate to the annual NHS Staff Survey (Appendix
X11) in the cases may be a further reflection of increased staff engagement.

Some participants reported that having a good role model and observing
behaviours that could be emulated were an important contribution to their development.
Being a role model was something others aspired to. Also a sub-theme evidenced in

responsible leadership (Section 6.3.1), this indicates an overlap of the strategic leader
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behaviour themes and is discussed in Chapter 7. Many participants spoke of opportunities
for career advancement provided in the Trust, which is evident in the interview
participant’s demographic data presented in Table 17 (p. 101). Participant ID 19 (CS1)
spoke of how leadership development had altered her style of staff support from “let me
do that for you” to a coaching, facilitative approach that talent-spotted and developed
staff. She also spoke of the importance of role-modelling a supportive culture to her
colleagues.

The five years of analysed NHS staff survey data reveal that staff from both
organisations reported marked improvement in their experiences of management from
both immediate and senior managers. The responses in these Trusts are a considerable
increase over the average all-Trust data (Appendix Xll) and suggest a successful outcome
to their behaviour and culture change strategies. Compared to the national picture, both
cases show notable improvements to staff morale in levels of reported enthusiasm,
enjoyment of work and satisfaction with level of colleague support. Of particular note are
the data related to how staff feel their organisation values their work (CS1: +12.5%; CS2:
+14.7%) and recommend their Trust as a place to work (CS1: +12.2%; CS2: +15.3%). These
two scores had the highest increases of all the survey questions (Appendix XlIl). The
Trusts have also made slight reductions in the number of staff reporting work-related
stress, compared to the overall NHS Trust trend of annual increases (Appendix XllI).

As noted in Section 2.3.1, patient safety has been a subject of concern for the NHS
for many years (Ham, 2003; West and Lyubovnikova, 2013) and is a key area of focus for
the CQC (CQC, 2015). Encouraging openness and reporting of adverse events in a no-
blame organisational culture increases patient safety (White, 2006; Davies and Mannion,
2013). Over the five-year time frame, staff from both organisations reported considerable
improvement in the safety culture and how they felt treated when involved in an
incident. These data on the NHS Staff Survey were markedly greater to those from all
Trusts (Appendix Xlll). Interview participants acknowledged an emphasis on safety, which
in CS1 was described as “five star according to the British Safety Council” (ID 1: CS1).

Both Trusts have made progress on equality compared to a national picture of
regression, despite a slight increase of experiencing discrimination in CS2. Bullying and
harassment by managers has reduced; by other colleagues and the public this has
increased slightly in CS2. Experiences of bullying by the public, patients and relatives have

been consistently higher in CS2 than all Trusts over the five years (Appendix XlI). This may
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be a reflection on the high levels of violence and bullying reported in mental health
hospitals (Spector, Zhou and Che, 2014), which has been a concern in the NHS for many
years (Bond and Brimblecombe, 2003; Dhumad, Wijeratne and Treasaden, 2007).

Levels of bullying in the NHS and the cases remain relatively high and both Trusts
took a new approach to tackle the issue in 2019. A priority for 2019/20 in CS1 included “a
new approach to diversity and inclusion and tackling bullying and harassment” (BP 44, p.
7). Bullying and harassment was an on-going concern in CS2 and addressed in 2019/20
through a “revised health and well-being plan aimed to reduce bullying and harassment

”m

from any source” (BP 85, p. 37). These evidence a rapid response to staff survey feedback.

Positive relationships between managers and staff have been shown to benefit
employee well-being (Van Bogaert et al., 2012; Guest, 2017). The NHS Staff Survey results
show a consistent annual increase in staff perceiving the interest their manager and their
organisation have taken in their health and well-being. The overall improvement in both
cases is higher than the recorded national increase (Appendix Xlll). As reported by a
participant: “People’s well-being is really important. It’s a real priority. | think it’s become
even more so over the last couple of years” (ID 11: CS2). In CS1 a well-being manager with
a psychology background had been employed to take forward their agenda. It was
reported that: “He’s done great things, all sorts of programmes. We have six hundred
managers going through them. All sorts of interventions, guides, signposting people to all
sorts of help, professional, clinical and so on” (ID 1: CS1). A continued focus on well-being
was evident in both Trusts, as noted by in vivo references to ‘well-being’ by twenty-three
participants.

In seeking to understand the meaning ascribed to the concepts of personal and
organisational resilience in the case Trusts, the researcher asked direct questions of the
participants (Appendix Il; Appendix Ill). The term ‘resilience’ was frequently raised in
connection with a focus on staff well-being in their Trust. Some participants linked this to
personal resilience, in keeping with some authors as previously noted in Section 3.4.2.3
(Wright and Cropanzano, 2004; Holmberg, Larsson and Backstrom, 2016): “/ think it’s
(resilience) about staff well-being and staff feeling valued” (ID 29: CS1). In CS2 a
participant observed: “I think that a lot is talked about the resilience of staff, and | think
that we talk about well-being and we talk about how we’re making sure that people are
looking after themselves” (ID 18: CS2).

Both Trusts have had staff training programmes related to building personal
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resilience for many years, evidencing the theme ‘Resilience-Building Programmes’. A
programme was established in 2015 in CS1 (AR 11, p. 60), incorporating a series of
“resilience building modules” (BP 2, p. 121). Training programmes “designed to build
resilience” (AR 16, p. 59) and help staff deal with stress and develop active listening skills
were started during 2014 in CS2. These initiatives were linked to the organisations’ health
and well-being programmes, thus it is understandable why the topics of resilience and
well-being were frequently connected by participants during interviews. Other
participants commented on an ability to utilise internal resources and skills such as “the
ability to be steely ... internally steely about what you’re doing: it’s like a core strength”
(ID 16: CS2), emphasising some positive behaviours of personal resilience (Luthans,
Vogelgesang and Lester, 2006; Kossek and Perrigino, 2016).

It was noted in Section 3.4.1 a lack of consensus in the literature on the definition
of organisational resilience (Coutu, 2002; Kantur and iseri-Say, 2012; Chen, Xie and Liu,
2021). Participants had diverse definitions, which can be grouped into three broad areas:
people’s resilience, the individual Trust and the wider system. Participants acknowledged
all, one or two of these as aspects contributing to the organisation’s resilience. Aligning
with some authors (Coutu, 2002; Ruiz-Martin, Lépez-Paredes and Wainer, 2018), some
participants stated the resilience of an organisation is determined by the resilience of its
workforce:

“A resilient organisation is one that knows its business, that has a very good

well-being strategy for all of its staff, that is forgiving when things go wrong,

but is there for you, alongside you. [...] A resilient organisation enables teams

to stand up on their own ... that allows development of its staff, that feels

confident, that feels that they've developed people who, when new people

come in, can go through that cycle, and tolerate disharmony, tolerate

difference” (ID 25: CS2).

An alternative view was that of the organisation operating as a successful unit
“that can demonstrate it uses its resources appropriately and efficiently and effectively;
they’re both important. And also, one that is able to hear the hard things it has to hear
when things don’t go well, and maintain a sense of moving forward” (ID 34: CS2). Also:
“A resilient organisation is one that can fundamentally focus on its core purpose of really
delivering safe, good care every day. And that means an understanding of the risks to be
able to do that and an openness to what can and can’t be addressed, and how we do have
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to do something to work around those risks” (ID 35: CS1). The latter participant continued
that the resilience of the organisation also comes from the individual resilience of those
who work in it and who feel a strong connection to it, which resonates with the assertions
of Kantur and Iseri-Say (2012).

The third perspective of organisational resilience was that of acknowledging being
in a wider system and contributing to that system. This is described by Linnenlueke (2017)
as an organisation’s perspective and response to the external environment, as was
articulated by a participant: “I think one of the things that makes for resilience is a desire
and a commitment to collaboration, both internally and within the local health system,
because if you’re serious about collaboration, really serious about it, it means having a
genuine curiosity of other perspectives, a commitment to on-going dialogue, a willingness
to compromise, and that ultimately makes you more resilient as an organisation” (ID 22:
CS2).

The Trusts’ sense of responsibility and contribution to resilience of their whole
system is evidenced in papers presented at most Board meetings and in their ARs. The
most recent AR in CS1 reported: “As one of the largest organisations in (location), we
have a significant role to play to help protect the environment. We have developed a
sustainable development strategy which sets out how we intend to manage and reduce
our environmental impact, improve efficiency and resilience and control the cost of
delivering our services” (AR 15: CS1). A previous AR in CS1 had made references to
developing whole system resilience of emergency services with local partners (AR 10, p.
18) and preparing for sustainability of services during the winter pressures (AR 10, p. 30)
that are experienced in the NHS (Fisher and Dorning, 2016; Scobie, 2018).

Contributing to whole system resilience was evidenced in CS2, reporting on their
work with local partners on developing a new model of service delivery “to improve
demand and capacity and strengthen resilience within the whole system” (BP 51, p. 104).
More recently they reported engagement with partners, working “to ensure that system-
wide issues are addressed” (BP 60, p. 109). Both organisations produce an Emergency
Preparedness Resilience and Response Annual Report which is scrutinised by their Audit
Committee (BP 38; BP 48).

It is evident that both Trusts actively prepare for and monitor organisational
resilience through the lenses of staff resilience, organisation processes and the whole

system in which they operate. Assurance of organisation systems and processes was
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identified as a sub-theme of rigorous governance and will be further evidenced in Section
6.3.4. This focus on organisational resilience and sustainability is arguably further
evidence of responsible leadership and will be discussed in Chapter 7.

One of the main pillars of the 2020-2025 organisational strategy for CS2 is a focus
on their staff (AR 21, p. 14), underscoring the on-going centrality of people-focussed
behaviour for the Trust. Many staff had been consulted during its development and the
new strategy resonated with Trust employees. One participant expressed their strong
support by stating: “People is what we do. We’re out there all the time in the community,
working with providers, up-skilling them. [...] So | think the Trust is about looking after our
staff, so that they're able to be as good as they can be, in terms of care, [...] keeping our
staff safe, supported, understood, [...] and staff feeling you genuinely listen” (ID 31: CS2).

In the introductory remarks in the latest AR, there was a clear statement from the
CEO of CS1 that staff were valued and remained an important focus for their Trust. The
message underlined that supporting staff well-being and stamping out discrimination,
bullying and harassment remained a top priority. With reference to the challenges placed
on staff through the COVID-19 pandemic, the CEO stated: “I want to commend them for
their resilience, their bravery and their professionalism at all times. [...] Our staff are very
special people, doing an exceptional job to provide the best possible care for those who
need our services” (AR 16, p. 9).

Thus, the evidence for leaders being people-focussed has been presented through
a variety of datasets following analysis of interview data. The relationships of the themes
and sub-themes relating to this strategic behaviour are presented in a thematic map
below (Figure 5). The close lateral relationship between the themes ‘Acting on Feedback’
and ‘Effective Communication’ is identified on the map, depicted by the bi-directional
arrow. ‘Effective Communication’ is hierarchically related to the sub-themes ‘Building
Staff Relationships’ and ‘Investing in Communication’, both identified from the data as
important aspects of developing communication in the Trusts. The thematic map
illustrates that the themes ‘Recruitment and Proactive Retention’ and ‘Staff
Development’ were also a focus for the leaders, the latter of which was laterally related
to the theme ‘Effective Teamwork’. This strategic behaviour is discussed in relation to

other strategic behaviours in Section 6.5. The findings are discussed in Chapter 7.
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Figure 5: Thematic Map for Overarching Theme People-Focussed
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6.3.4 Strategic Leadership Behaviour IV: Rigorous Governance

Governance reforms in the NHS have been influenced by successive government
demands for greater accountability. As reported in Section 2.4, the statutory areas of
governance for an NHS Trust are quality, safety, finance and risk (Brennan and Flynn,
2013; Monitor, 2014) and they are required to demonstrate effective risk management
processes (Ramsay et al., 2013). Leaders of both Trusts took a robust approach to
ensuring compliance in all areas of governance as they sought to improve performance.
This is evidenced through the themes identified during data analysis of ‘Delivering
Strategic Priorities’, ‘Robust Risk Management’ and ‘Effective Response to Regulatory
Feedback’.
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Maintaining rigorous oversight of the systems and processes that assure leaders
of appropriate management of risks, quality and safety has been identified as a leader
behaviour affecting organisational resilience (Table 13, p. 79) and was a strategic priority
in both Trusts. Several participants made in vivo references to ‘getting the basics right’,
which was also stated in the AR in CS2 following the underperformance rating from the
CQC inspection in 2015. The CEO wrote that the Trust needed to get better at ‘getting the
basics right, including issues of staff training and learning from incidents’ (AR 16, p. 7).
This focus was evident in the Trusts.

One participant in CS1 described the regulatory standards as being “in the
business as usual space. [...] The CQC standards are basic, minimum standards of quality
and safety and that's how we would communicate them in the organisation. After all,
Good is not a mark of fantastic-ness! This is the basics, getting the basics right. What we
want to do is go above and beyond that, [...] but, | always say to my team [...] you have
got to keep those basics right” (ID 6: CS1).

Another participant in CS1 recalled the strategic priorities to address the Trust’s
shortcomings in 2015. She remarked how the first CQC report was accepted in her
Division as a fair reflection: staff acknowledged the areas they needed to improve and
evidence their activities. They required better processes to capture data and show how
they were learning, and focussed on “Datix (risk management system) [...] and Quality
(Committee) meetings” (ID 28: CS1). Addressing the issues identified by the CQC in this
way evidences the themes of ‘Delivering Strategic Priorities’ and ‘Effective Response to
Regulatory Feedback’.

Having a belief that one can influence effectively one’s surroundings and
circumstantial outcomes, and a conviction that one can learn from positive and negative
events, helps to develop resilience (Bonanno, 2004). Resilience was demonstrated in both
Trusts following the first comprehensive inspection by addressing the issues identified by
the CQC, learning from regulatory feedback and ensuring they influenced behaviour and
future outcome. It was acknowledged in CS1 that “they were things that we'd known
about, anticipated and should have made sure that all those bases were covered and are
covered on an on-going basis, and we let ourselves down in the inspection, and we didn't
make that mistake twice in terms of 2017” (ID 10: CS1).

A similar attention to feedback was reported in CS2:

“So one of the key things now, and I’ve touched on it several times, is consistently
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having the basics in play, because when you read the (CQC) report, [...] what you
can see in practice are small things that actually, when you aggregate them up,
can cause you issues and regulatory breaches, so I’'m making sure that we're

checking the basics and we're doing that routinely” (ID 5: CS2).

Resilience can be developed through acceptance of a situation and responding
positively to it (Hanson, 2018). Tugade and Frederickson (2004) suggest that resilience is
built by thinking positively when confronting challenge. Another participant in CS1, who
had initially felt overwhelmed by the inspection process, evidenced personal resilience.
Following a period of reflection she adjusted her thinking and became more positive
about its potential to improve standards. She reported:

“When the CQC first came around and we were being assessed, it all felt very

unwieldy. [...] You just kind of thought: oh my God, how are we going to get all this

into ... ? [...] And how do we do it? And there was an element of fear when we first
thought we were getting assessed by CQC. But then, once you really understood
the domains and what it was that the CQC were checking, | think very quickly we
all felt: actually, this is not unreasonable. It is not anything we wouldn't want for

ourselves, or our relatives, or our patients. So therefore, let's not see it as being a

threat that the CQC are coming: let's see this as work in progress and, if we're not

doing it, let's not hide the fact that we're not doing it, but let's think about what

we can do to make it better, to achieve the standard” (ID28: CS1).

As was discussed in Section 3.4.2.3, resilient employees cope with reality and
create solutions that contribute to organisational survival (Coutu, 2002) and enhance
organisational resilience (Mallak, 1998b; Ruiz-Martin, Lépez-Paredes and Wainer, 2018).
Resilient leaders demonstrate a capacity to respond positively and address challenge
whilst acting under pressure (King, Newman and Luthans, 2016). Critical to their resiliency
is an ability to learn from failure and see it as a learning opportunity (Holmberg, Larsson
and Backstrom, 2016). Leader behaviours of positivity, being focussed and proactive are
characteristics of the resilient leader (Wilson, 2013) and were evident in the case study
Trusts as these quotations above illustrate.

A more controlled data-driven approach to monitoring and process assurance was
initially taken in CS2 after their first underperforming CQC report in 2015. A number of

systems and processes were introduced to monitor and assure quality. It was noted in the
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first reviewed AR that a new data quality team would “work on cleaning poorly recorded
data as well as delivering the data quality message to all services across the Trust”. They
also ensured processes were established “to reduce the amount of errors being made in
the new clinical information system” (AR 16, p. 90). The current CEO was appointed in
2017 and altered the direction, focussing on culture and people as evidenced in Sections
6.3.2 and 6.3.3. There was also evidence of the strong leadership example of the CEO
reported in Section 6.3.1. One participant who was not a Board member at the time
recalled from his perspective:

“It seemed like the way we were going to get through this is to get more data,

to get more control, to get more assurance. [...] So it became reporting and

people having to report upwards and it was a flurry of assurance and data. [...]

And then there was some changes in leadership [...] and | think that from the

outset, with (current CEO) leading, there was that strong kind of focus on

culture, on people, on openness, transparency, on a kind of respect that everyone

counts, let's bring people with us. And those messages were just played and

replayed, and people get on board with that; people link and connect with those

sorts of messages which are values-based” (ID 27: CS2).

According to many participants (n=24), a key approach to building organisational
resilience in both cases was a stringent approach to risk management. It was stated that
“one of the big things in the organisation over the last five years has been the focus on
understanding risk, and responding using risk to drive the business of the organisation”
(ID 10: CS1). Some participants thought leaders were too risk-averse, impacting the speed
of decision-making and taking action, which caused frustration. In both organisations this
was explained as a result of previous negative reputational publicity and they were being
cautious to ensure that avoidable errors were not made. Both Trusts review two detailed
BPs at each meeting, one from the statutory Quality Committee and the other, a quality
performance report.

Participant ID 1 thought that governance in CS1 was “extreme” and stated his
experience of the private sector had been less intense. He described the Trust as having a
strong safety culture and functioned through a risk management mechanism. This is core
to how they are governed, which ”suits quality very well because, at the end of the day,
you’re looking at the outcomes of quality, particularly of patient care. And, if you make a
mistake you dive into that detail and you rectify things and you don’t judge” (ID 1: CS1).

160



He stated they were a very open and honest organisation with good reporting, responses
and action plans. His comments suggest a no-blame culture exists in the Trust, also
reported by other participants and a sub-theme of a values-led culture (Appendix XV).

There were opposing views on the impact of both Trusts’” approach to managing
risk. In CS2 the risk management system was reported by ID 12 to be sophisticated and
very effective in monitoring and managing key risks. However, the intensity of monitoring
was thought to provoke anxiety. It was also observed in CS1 that having a more risk-
averse culture can be disabling for staff because “it can sometimes drive decision-making
upwards and make people feel you've got to seek permission all the time, rather than
have a sense of control. And that can be quite comfortable for people sometimes, as well
as disempowering” (ID 35: CS1).

Trying new approaches to health care service delivery has inherent risks (Fenn and
Egan, 2012; Simsekier et al., 2015) and there was acknowledgement in both organisations
they “need clinicians to be exercising their expert judgement and taking risks, and feel
able to make these decisions with the organisation’s backing” (ID 22: CS2). This was seen
as a culture change in CS2, where they are “talking about just culture, so we look at how
we take responsibility as a system and not just as individuals” (ID 23: CS2), and echoes the
non-judgemental attitude cited by ID 1 (CS1) above. Similarly, it was viewed as a required
culture change in CS1: a participant felt at times that the organisation was “over-
governing” and “needed to understand risk and then you can accept it, you can do
something about it or we’d need to take immediate action” (ID 35: CS1). These attitudes
link with the previously evidenced themes of responsible leadership and values-led
culture, reported in Sections 6.3.1 and 6.3.2.

Foundation Trusts are required to publish a governance statement in their AR
(Monitor, 2014) that includes an externally audited Quality Account on patient safety,
patient experience and clinical effectiveness for all service users. Feedback on the year’s
performance against quality objectives and identifying those set for the following
financial year are detailed in the report. Processes for monitoring in-year quality
performance in CS1 were set out in detail and involved staff reporting into various groups
relevant to the objectives. These include the Trust’s transformation Board, patient
experience group, clinical quality group and the Quality and Outcomes Committee of the
Board. Organisational risks are monitored by the Board through the Board Assurance

Framework (AR 9, p. 147), demonstrating a variety of governance routes and mechanisms
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for assuring clinical quality, safety and patient experience.

In CS2 various groups monitor quality and patient experience and report regularly
to the Board including a clinical quality Board, strategic governance groups, the Trust
Quality Committee and patient safety peer groups; risks to quality were reported to the
Board through the Board Assurance Framework. Monitoring patient experience through
various mechanisms was frequently mentioned in Board reports, which may be a
reflection on the mental health specialism of the Trust where it is increasingly recognised
as an important factor for clinical excellence in the NHS (Gilburt, Rose and Slade, 2008;
McAndrew et al., 2014). A participant commented to the researcher that the Trust has
“got an internal assurance process where we have quality and safety reviews, and on the
Quality and Safety Review team we have people with lived experience, governors,
directors, who go on them. We have a whole programme of those: our services go through
them all the time” (ID 4: CS2).

The Clinical Quality Group in CS1 meets bi-monthly and provides oversight to the
Board Quality and Outcomes Committee of serious incident (Sl) reviews, regulatory
compliance, patient safety, clinical audit, the medicines advisory group, clinical risk,
relevant policies and the Trust quality strategy. The researcher attended a meeting of this
group (Section 4.4.4) during which she recorded observations (Appendix VIII) and noted
rigorous attention to quality and safety during the meeting. It was a lengthy meeting (2.5
hours) with a packed agenda, chaired by the Chief Nurse. The researcher later recorded in
her field notes that anything reported such as low-risk falls or near misses were
scrutinised for anything that can be learned across the organisation. The focus on
organisational learning is further evidenced in Section 6.3.5.

Various personnel presented a paper to the group and members were previously
briefed in writing on the paper. Due process was uncompromised: if the briefing sheet
was inadequate or not provided the paper was deferred for presentation at the following
meeting, ensuring the agenda ran efficiently and all details were reviewed and discussed.
This was reported by some participants to be an example of risk aversion and a source of
frustration due to delay. The researcher reflected that this extreme attention to detail
ensured there were no loose ends and the group maintained a high level of scrutiny. The
CQC had previously reported similar observations: “The clinical quality group, chaired by
the chief nurse, provided scrutiny and ensured proper closure of incident actions and

learning” (CQCSR 2, p. 13). These are evidence of the theme ‘Robust Risk Management’.
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The researcher dialled in by telephone to a rescheduled Trust Quality Committee
meeting of CS2, which was conducted online due to COVID-19 restrictions (Section 4.7.2).
This was a three-hour meeting, chaired by a NED and usually held bi-monthly. Prior to the
meeting she was sent relevant papers by email. The impact of the pandemic and
management of identified risks to patients and staff were discussed; feedback to the
committee on senior staff preparations for dealing with future scenarios that were “at
this stage academic” (ID 5: CS2) demonstrated the Trust’s readiness to adapt to unknown
risks, a feature of organisational resilience (Boin and van Eeten, 2013; Weick and Sutcliffe,
2015). The agenda included Sl reviews and sharing learning from them, feedback on
Quality and Safety Reviews, regulatory compliance, oversight of the Board Assurance
Framework, excellence and complaints reporting, medication incidents, monitoring of the
quality strategy and partnership working.

The researcher recorded observations during the meeting (Appendix VIII) and
noted that all committee members sought assurance on all subjects presented and were
diligent with detail. Following the meeting she reflected on how the committee was keen
to ensure good governance oversight and wanted to be assured that due process was
being carried out. She also perceived it was a protracted meeting, possibly due to it being
held virtually, and that sitting around a table may facilitate shorter proceedings. It was
possibly a longer meeting due to its postponement, plus the additional agenda items of
scenario planning for future COVID-19 risks. Therefore, the representativeness of the
observed meeting is questionable. However, the general style of inclusivity was probably
usual.

The CQC stated in its latest report for CS2 that “improvements were needed to
ensure that the premises and equipment continued to be safe across the acute wards for
adults of working age and psychiatric intensive care units. Medicines and clinic room
management needed to be improved across some core services to ensure that medicines
and medical equipment was safely monitored for use” (CQCSR 6, p. 4). The latter
comments provide evidence of the need for stricter risk management processes in some
areas in CS2, which might account for the researcher’s perception that proceedings were
protracted at the Quality Committee meeting. It would be appropriate in light of the CQC
comments that greater assurance should be sought and provides further evidence for the
theme ‘Effective Response to Regulatory Feedback’.

Discussed in Section 2.6.1, the NHS has been accused of making decisions based
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on finances rather than patient need (Francis, 2013). It was reported that both Trusts
managed their financial duties with a patient centred approach. Participants stated the
Trusts aimed to ensure that patient safety and quality were not compromised when
making financial resource decisions. One participant spoke of potentially difficult
conversations with EDs regarding finances and safe staffing levels. He stated a clear
emphasis that patient safety and quality should not be compromised over a challenge for
greater efficiency: “It's (the message is) delivered here consistently and that quality -
patient safety thread goes through the organisation” (ID 20: CS1).

The most recent audited Annual Accounts for both organisations (AR 15; AR 21)
show a positive financial position, whilst acknowledging the ever-increasing demands on
budgets and the challenging financial and operational environments (Gainsbury, 2017;
Robertson et al., 2017; Chowdhury, 2020; Lancet, 2020). Complementary notes to the
accounts demonstrate leaders acknowledgement of responsibility to their Trust’s
organisational resilience and sustainability. For example, the report in CS1 stated: “In light
of the COVID-19 pandemic the Trust undertook a further detailed financial assessment
considering the impact of changes to the financial regime for NHS Trusts and applying
sensitivity analysis. This provided assurance that the Trust’s cash flow was sufficient to
support its services for the 12 months from the date of signing of these accounts. [...] The
Trust has adequate resources to continue in operational existence for the foreseeable
future” (AR 15, p. 108). However, the ‘foreseeable’ timeframe was not quantified.

A year-end surplus was reported in CS2 and additional assurances were also
sought and reported: “The Board of Directors performs an integral role in maintaining the
system of internal control, supported by the work of its committees, internal and external
audit and its regulators. [...] Over the last five years we have made considerable savings
against the Service Improvement Plans, demonstrating sustainability and improvements in
economy and efficiency” (AR 21, p. 106). Accountability for financial resources and
organisational sustainability is clear, demonstrating responsible leadership within the
Trusts.

The researcher sought to understand the emotional impact that the CQC had on
Trust staff following the first comprehensive inspection that resulted in them rated as
underperforming. Various reactions were reported and several participants from both
Trusts expressed disappointment in their rating but stated it was a just outcome and not

unexpected, as illustrated by the following quote:
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”There was disappointment, there was definitely disappointment. But | think
people, actually looking around, thought it was probably fair and reasonable. |
think there has always been a sense of the caring has always been really good,
and the one-to-one interactions have always been really good. But our processes
and our systems are very laborious, and then we've got all the environmental
issues. And | think that's the focus people took: that it wasn't necessarily that our
patient contact was the issue; it was everything else that was the issue. And it was
the ways of working and sometimes it was the lack of the right environment, or
the lack of tools. So | don't think people actually thought it was the actual care we

delivered” (ID 33: CS1).

The participant’s (ID 33) comment above suggests that they had reflected and
justified the CQC rating with a positive explanation. Jackson, Firtko and Edenborough
(2007) argue that reflection and positivity are strategies that develop protective factors
for resilience. This was also a resilience factor evidenced by a number of participants
(n=6) who spoke of a disconnection between their own service and the entire Trust: they
felt the Trust rating was not attributable to them, as summed up by one participant: “We
saw ourselves as a different kind of part of everything else because we’re a discrete

specialist service and we felt we’re doing grand” (ID 27: CS2).

A disparity of CQC ratings between services within the organisation also affected
how staff felt about the overall Trust rating, as reported by a participant in CS2:

“I think some teams were really disappointed and | think the challenge in
the Community rather than In-Patients was that they didn't get (RI/); they
were rated as (G/0) in a lot of those areas, so there was a different level.
So it was disappointing that overall there was an (Rl/l) rating. But, actually,
some of the Community Teams were rated as (G/0) with (G/O) for Caring.
So for those teams, | think there was a lot of disappointment: the fact that
they had worked really, really hard and were functioning in the best way
they could with the pressures, but actually the Trust still got (RI/I)” (ID 14:
CS2).

There were references in CS1 to staff feeling “irritated, frustrated, cross
with themselves, some of those said it was own goals” (ID 6: C51) and that they
had shot themselves “in the foot in a number of places with just not getting some
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of the basics right, regarding things that they'd known about, anticipated and
should have made sure that all those bases were covered” (ID 10: CS1). A similar
sentiment was expressed in CS2:

“I think probably the more optimistic people in the Trust were
disappointed. | think the more realistic people felt that was probably true. |
wasn’t surprised. | think we were caught out [...] we were caught out,
particularly around RT (Rapid Tranquilisation) and stuff on wards, which
was one of the big things and it wasn't just the only thing, but it was one of
the biggest things. And | think the Trust was completely caught out by that”
(ID 13: CS2).

Another participant noted: It wasn’t that we didn’t know what we should
be doing; it wasn’t like we were suddenly introducing new things. It was
just, we know we should be doing it, so we should be doing it all the time”

(ID 37: CS2).

The impact of historic events in the Trusts appeared to have a bearing on some
staff. This was expressed as an acceptance of the rating due to low expectations: “It felt
normal. We weren't a successful Trust: we didn't have success. And if we did, it was in
pockets and we didn't celebrate it. [...] | think we were already battle-weary then, and it
was just like: ‘Well, that was expected!” ” (ID 29: CS1). Following the first CQC report the
same participant described:

“[A] move to more obvious transformational leadership, the development and
investment in the transformation team, and also a decentralisation of managing
the Trust. The Divisions became much more autonomous and self-sufficient. [...]
One clear advantage was that services did not feel done to, and took responsibility
for decisions and workforce planning, etc.” (ID 29: CS1).

Distributed leadership and promoting empowerment were leader behaviours
noted in Section 3.5 that enable recovery and growth and enhance organisational
resilience. Building personal resilience appears to have been enabled in CS1 by collective
leadership, staff taking control and being involved in decision-making (Luthans et al.,

2006), which then enhanced the organisation’s resilience.
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A similar acceptance was reported in CS2, with one interviewee stating: “It felt to
me like what we were expecting. That's how it felt, it felt like we deserved, | think. | would
say, if we were giving a very honest answer, that's what we’d have expected it to be”

(ID 26: CS2). He went on to state that there was a change of Chief Nurse following the
first CQC inspection and:
“She really, really focussed our minds. [...] You just need to be constantly prepared

and it needs to be about the way that you provide care. [...] So there is certainly a

big change to our approach. [...] So, kind of understanding how do you manage

that process of improvement, identifying what's going wrong; and the shared
ownership across, so it's not just the responsibility of one person. [...] Certainly, the
assurance and making sure that things are going through the right reporting

mechanisms, that’s really changed” (ID 26: CS2).

This participant has identified leader behaviours of leading organisational change,
preparedness and attention to organisational processes (Section 3.5) as factors that
affected organisational resilience in CS2 following their first CQC inspection.

Some participants commented that their underperformance rating was a catalyst
for change and improvement. It was also reported that personal resilience was required
to deliver improvement and influence change, as indicated by the following comment:

“(M)oving from (RI/l) to (G/O) and showing resilience through that, it is really

hard, really hard work and really difficult. | think, probably one of the things that

has helped was being really clear about what is it we're going to target to improve
and why.[...] So being able to link in the areas where we were (Rl/I) to: ‘Actually,
this will improve clinical quality and outcomes for families’, | think was a different
type of conversation [...]. So it's changing that narrative, which yeah, it's really

hard work; it's really hard work” (ID 24: CS2).

Of the twenty-nine participants working in the Trusts at the time of the first CQC
comprehensive inspection, only one participant stated a sense of unfairness with the
Trust rating. Describing the shock she experienced, she said that she “felt it was the
wrong decision. | remember vividly because our Division definitely got (Rl/I) and | thought:
‘God, we are better than that’! | really felt that was an unfair measurement of our

performance” (ID 28: CS1). She also recalled that the negative rating was a call to action:
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“But in many other ways, | do remember in myself thinking: right, that's
going to change. And it made us more determined and more resilient in
terms of looking at ... really breaking down what the elements were and
what is our process in our Division, but not doing it as a one-man band. We
also realised that we had to very much get the wards engaged, because we
weren't the ones ... yes, we might have been questioned, but it was
definitely: if the weakest member of the team hasn't got it, then it's not
happening! So, yes, | did feel it was unfair, but it was what they found. So

yeah, it made us more determined, definitely” (ID 28: CS1).

These quotations report a variety of responses by participants to the first CQC
comprehensive inspection including disbelief, inevitability and disappointment. The
leaders also accepted the decision and took positive action collectively, demonstrating
leadership and personal resilience in response to a challenging situation (Matheson et al.,
2016).

The level of the participant’s seniority in the organisation at the time of the first
inspection made a difference to their recall of the event: this was discussed in Section
4.4.3.2. It also made a difference to the impact on the participant, as indicated by the
following comment: “(/ felt) pretty bad. | was just going into a Ward Manager role and |
don't think it would have had the same level of impact as it would now. If that happened
today I'd be very upset about that” (ID 11: CS2). In questioning the participant why she
thought she would feel different, she offered the insight that she had experienced a
change in the responsibility she feels towards the well-being of her colleagues as she has
gained seniority:

“Because of my role and a greater understanding of what that means. |
think my main thinking really back then would have been coming to work,
delivering day to day care and going home again, doing as best as | could
and then going home. As you progress in your career you have, I’'ve had, a
very different way of looking at things - the bigger picture, and a greater
understanding of what that might mean for people that use the service
potentially, and those that are using it right now; on staff morale: how it
feels, whereas | don’t think | really understood it in the same way. I'm

looking at it through a different lens, whereas | think a lot of the staff that
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I'm responsible for come to work just to do their job, and they do it very

well, and go home again” (ID 11: CS2).

This participant’s reflection suggests that a greater responsibility for
organisational performance may be felt at senior levels of the organisation and
underlines the importance of active leadership in delivering organisational change,
sustained improvement and organisational resilience as noted in Section 3.5.

There was a view that a poor CQC rating had an impact on organisational
reputation and, therefore, influenced organisational objectives, as this participant
articulated: “The CQC does have a huge bearing on reputation and how you’re viewed
within your local system, how you’re viewed nationally. So, there’s undoubtedly a
significant impact” (ID 22: CS2). This was consistent with the need for Trusts to manage
reputational risk and it was recognised that a firm handle on risk management would
contribute to the organisation’s reputational success and positive perception by external
regulators. As stated by one participant, “in common with every NHS organisation in the
land, there’s always reputation risk and you always have to be mindful of the requlator’s
view of your organisation” (ID 22: CS2).

Participants spoke of considerable scrutiny by regulators following the first CQC
comprehensive inspection, including “a lot of assurance meetings about what’s going on
with improvement” (ID 11: CS2). This was echoed in CS1, where there was a history of
scrutiny by regulators over a number of years, as commented on by the CQC: “There was
a sense within the Trust that it had been under exceptionally high levels of external
scrutiny for a number of years; this was evident among some of the executive team”
(CQCSR 1, p. 16). These findings are consistent with the assertions of authors (Berwick,
2013; Keogh, 2013) reviewed in Section 2.3.4.

As reported in CS1, they now have “a very light touch from NHSI. [...] [T]hey just
don’t bother us, they leave us alone. And | think that gives you resilience because you can
get on with some of the transformation stuff and you can be in charge of your own
destiny. And you can stop; you can take your foot off the pedal and think: ‘Right, how do
we take it to the next level?” ” (ID 6: CS1). However, this “light touch” came only after the
second inspection of being a performing organisation: i.e. both organisations continued
to have strict regulatory oversight after their first CQC rating of acceptable performance
(Good/Outstanding). This suggests the CQC could have a more nuanced approach to
regulatory oversight of performing organisations, which is discussed in Section 7.6.
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The CEO in CS2 also referred to the burden of regulatory monitoring as a real
driver for getting out of the underperformance space. A CQC comprehensive inspection
notice was served to CS2 shortly after the CEO was appointed and they made clear to
their executive team the goal was to improve on their previous grading in order to avoid
having excessive scrutiny and their credibility questioned. They commented that this
would then enable the Trust to find capacity to make the developments important to
them. Several participants agreed that moving into a CQC performance grading had
enabled the Trusts to take a more strategic view and plan for improvement, important for
organisational resilience and sustainability (Boin and van Eeten, 2013). This implies that
stringent oversight impedes organisational resilience as the focus is on getting the
organisation up to a standard, which can limit strategic thinking and action. This was
noted by Marsden and colleagues (2020) and is discussed in Chapter 7.

The CQC asserts it promotes organisational resilience, evidenced when an
organisation improves its inspection grading (CQC, 2018a). This is consistent with the
definition that organisational resilience is demonstrated through responding to challenge
and emerging stronger (Vogus and Sutcliffe, 2007; Bhamra, Dani and Burnard, 2011; Boin
and van Eeten, 2013), as discussed in Section 3.4.2.3. The researcher sought to
understand the participants’ perspectives on CQC regulation and its impact on
organisational objectives and resilience (Appendix Il; Appendix Il). There was consistent
agreement amongst participants that the regulatory process was most impactful when
the organisation was underperforming, partly due to the very close examination by
various regulators the Trust then receives. It was noticeable that a more corporate feel
was reported in both Trusts since their first inspection, a reflection on the values-led
culture change that had been implemented.

A participant in CS2 thought the CQC comprehensive inspection process
undermined the resilience of an organisation due to it being too onerous, stressful and a
lengthy process that takes about six months if all runs smoothly. He was more in favour of
the unannounced visits undertaken in mental health Trusts, whereby feedback is given on
the day and reported on fairly quickly. He did acknowledge the CQC had been a catalyst
for change but thought “the speed of improvement was a result of leadership and the
quality of leadership in the organisation rather than close oversight of regulators and the
regulatory standards” (ID 4: CS2). It is suggested that a regulatory process that produces

a heavy burden on an already overstretched service, and particularly in a performing
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organisation, should be re-examined and this is discussed in Section 7.6.

The attention paid by the Trusts to assurance, governance and resilience was
recently acknowledged by the CQC, as evidenced in the latest comprehensive inspection
reports. In CS1 it reported: “There was a clear interconnected vision and strategy for the
Trust which recognised quality alongside sustainability. There were structures, processes
and systems of accountability to operate a governance system designed to monitor the
service and provide assurance. There was an effective and productive governance team at
the trust with comprehensive roles and responsibilities. There were good arrangements to
ensure the trust executive team discharged their specific powers and duties” (CQCSR 3,

p. 4).

Regarding CS2 the CQC noted: “The trust had clear structures for overseeing
performance, quality and risk to enable oversight of what was happening across the trust,
themes and potential issues. The trust was proactively engaged in working with others
and were key partners in the local sustainability and transformation plans” (CSQSR 6,

p. 14). These comments confirmed the findings and observations of the researcher,
reported in this section. It has been evidenced through participant interviews, BPs, ARs
and CQC summary inspection reports that leaders focussed rigorously on governance to
enable performance improvement.

The relationships of the themes and sub-themes relating to this strategic
behaviour are illustrated in the thematic map below (Figure 6). The close lateral
relationship between the three themes ‘Robust Risk Management’, ‘Effective Response to
Regulatory Feedback’ and ‘Delivering Strategic Priorities’ are illustrated on the map: risk
management was identified strategically as a priority for the Trusts, and is also a
requirement of governance that is monitored by NHS external regulators. The sub-theme
‘Attitude to Risk’ of the theme ‘Robust Risk Management’ illustrates how risk is viewed in
the Trusts. ‘Assurance of Systems and Processes’ is a sub-theme of the theme ‘Delivering
Strategic Priorities’, demonstrating the strategic behaviour of rigorous governance in the

Trusts. The relevance of this leadership behaviour is discussed in Chapter 7.
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Figure 6: Thematic Map for Overarching Theme Rigorous Governance
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6.3.5 Strategic Leadership Behaviour V: Commitment to Learning
According to Argyris (1999), organisational learning is a competence that all

organisations should develop in order to better detect and correct errors, change systems
and processes as required and understand their limits of innovation. Senge (2006, p. 4)
asserts that excelling organisations of the future will be those that “discover how to tap
people’s commitment and capacity to learn at all levels in an organisation”. He identified
five components to a learning organisation: personal mastery of one’s subject, a mind
that is open to challenge, building a shared vision, team learning and systems thinking.
Senge states that systems thinking underpins the learning organisation, as people shift
their thinking from the individual to a connected whole and understand the impact of
their actions on others (Senge, 2006). These components overlap with some components

of organisational resilience reported in Table 12, particularly those of effective
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communication, capability, shared core values, flexibility, staff support and development.
This is discussed further in Chapter 7.

Having a commitment to learning is an enabler of organisational learning (Cho et
al., 2013). Schein (2004) also argues developing a learning culture requires people to be
committed to acquiring new knowledge: employees must hold a shared belief that
learning is a good thing. The key to learning is to get feedback, reflect, absorb the
implications and implement change. Schein asserts the task of a leader is to create a
culture of a perpetual learning organisation in order for its survival (Schein, 2004).
Argote and Miron-Spektor (2011) share this view: they state the ability to learn and adapt
is critical to organisational performance and long-term sustainability. In healthcare,
enhancing organisational learning can improve quality, clinical and organisational
outcomes (Carroll and Edmondson, 2002).

Some authors (Carroll and Edmondson, 2002; Schein, 2004; Valikangas, 2010;
Argote and Miron-Spektor, 2011) imply that organisational resilience is affected by an
organisation’s commitment to learning, aligning with the assertions of scholars (Horne
and Orr, 1997; Hopkin, 2014) reviewed in Section 3.4. Developing a learning organisation
was a leader behaviour identified in the literature as affecting organisational resilience
(Table 13). A commitment to learning and becoming a learning organisation was a
strategic behaviour of leaders in the case study Trusts as they sought to change culture,
improve safety and performance and so develop organisational resilience. This finding is
evidenced through the themes identified during data analysis: ‘Lack of Complacency’,
‘Acting on Feedback’ and ‘Organisational Learning Imperative’.

As noted in Section 2.6.1, the CQC (2017c; 2018d) asserts that a feature of NHS
organisations having attained a Good or Outstanding CQC grade is their sense of humility
and lack of complacency. This view was also shared by a participant in CS2, who stated
that CQC Outstanding organisations acknowledge they are not outstanding everywhere
and can always develop: “so it’s more of a kind of a philosophy and a mindset that they
bring and demonstrate ... better everyday, always room for improvement” (ID 4: CS2).
Many participants (n=22) in the study referred to a lack of complacency in their current
CQC grade, the need to continuously improve and recognition that continuation of their
status cannot be taken for granted. This supports the assertion of the CQC (2017c, 2018d)
that leaders of Good or Outstanding Trusts show humility and lack complacency, as

reported in Section 2.6.1.
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Both Trusts have maintained their improved grading twice in succession, proof
they have at least maintained the progress made after being rated a performing
organisation. Scrutiny has now significantly reduced, as reported in Section 6.3.4, which
suggests that improved standards and processes are perceived by regulators to be more
embedded in the organisations. It may also be an indicator that a culture of learning and
improvement is evident in the Trusts. A participant in CS1 commented that they work to
improve, not maintain their position. He described being “really disappointed” with
getting a Good for Caring and had challenged the CQC on this result. The CQC had replied
to him that: “ ‘Good is good’. But no, Good is not good enough! It should really be
business as usual” (ID9: CS1), evidencing a clear indication of a lack of complacency.

Addressing feedback and learning from regulators, other external and internal
stakeholders was apparent in both organisations and demonstrates an overlap with the
theme ‘Effective Response to Regulatory Feedback’ discussed in Section 6.3.4. As has
been evidenced in Section 6.3.3, considerable attention is paid to staff feedback via the
annual NHS Staff Survey (Appendix XVI, Appendix XVII). Additional staff feedback is
gathered throughout the year in CS1 via quarterly internal surveys; they also use an
electronic app that enables staff mood and concerns to be monitored and addressed in
real time and which is also used in CS2. Seeking, listening to and acting on feedback from
various stakeholders is further evidenced below and the overlap of this theme with the
strategic behaviour ‘People-Focussed’ is addressed further in Section 6.5.

Participants spoke of the direct electronic access staff have to both CEOs, who
may be sent complaints, requests for help, service updates and communication on other
matters. The CEOs were reported to respond quickly and supportively to email
communication. This was also the experience of the researcher: emails sent from her to
the CEOs were always responded to promptly, which was markedly different to her
experience in other organisations. Almost all staff throughout both organisations
responded promptly to the researcher’s emails, demonstrating the mirroring and role
modelling of considerate leader behaviour.

There was evidence of managers empowering staff to innovate, identify areas for
improvement and implement change. A participant (ID 19) in CS1 described her current
support and coaching of two new staff members, acting as their sounding board as they
found their feet and identified the changes they wished to make. A participant in CS2

spoke of how leaders had become more enabling than controlling through culture
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change. She described how leader behaviour had changed from: “ You must do it, you
must just get it done’, to: ‘We’ve got to really understand it quite quickly. And, if you’re
saying you need resource we’re going to give it to you. We then expect you to perform
but, actually, we understand more that some of your ideas are really good and we’ve got
to give you the chance to put those into play and we’ll give you the support mechanism to
doit’ “(ID 14: CS2).

Participants spoke of how they were introducing new clinical roles, partly in
response to a lack of available doctors and nurses. In CS2 they reported having many new
roles for graduate mental health practitioners who entered the Trust with a psychology
degree and one year of training in mental health. These non-traditional NHS practitioners
were questioning patient management practices and taking a lead on reviewing
processes, implementing change and improving quality. This is a clear example of
strategic thinking for organisational resilience and sustainability, first evidenced as
responsible leadership in Section 6.3.1, facilitated by culture change (Section 6.3.2) to a
more listening and learning organisation. It is also an example of innovation, a leader
behaviour affecting organisational resilience (Table 13).

Seeking feedback from patients and relatives was clearly evident in both
organisations. Both Trusts collect feedback regularly and patients provide feedback to the
National Patient Survey. Patient experience in CS1 is in the top quartile compared to
participating NHS Trusts (AR 15, p. 9). In CS2 they publicise patient feedback and how
they have responded on posters that are prominent throughout their buildings. Patient
feedback was also sought through open meetings, such as the two stakeholder
engagement meetings observed by the researcher (Table 18, p. 106). Board meetings in
both Trusts start with a patient story (Lee, Baeza and Fulop, 2018), evidenced in the
agenda and minutes of all BPs: a patient is invited to give an account of their experience
of care, that includes providing feedback on what went well, not so well and what needs
to be improved or changed from their perspective.

Reflecting on her observation of the Board meeting in CS1, the researcher noted
how the patient was welcomed by the Board, remained relaxed in an environment that
could have been intimidating (Rhodes et al., 2002) and was not hurried, despite going
beyond the time allocated on the agenda. The breadth of questions Board members
asked of the patient who presented their story and the close attention paid to the

answers was also notable. The Board enquired what changes would make a positive
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difference to the patient experience and promised to let the patient know in writing
which of their ideas were taken forward. The CEO, Chair, some EDs and NEDs took notes
and it was observed to be an authentic listening experience. The observed Board
meetings in both Trusts were totally patient-focussed; the Board frequently asked any
presenter of a paper how patients and relatives were or would be affected by the topic
under discussion. The researcher again (Section 6.3.2) reflected on the lack of a patient
focus written in the Trust values when it was clearly central to both Trusts; this is
discussed in Section 6.4.

‘Learning from feedback’ was a sub-theme of the theme ‘Organisational Learning
Imperative’. Most participants (n=33) referred to systems, processes and an attitude of
learning in their organisation, which permeated down from the top. It was noted in
Section 6.3.4 that there are various mechanisms by which data is collected and
monitored. It was also evident that there was shared learning from the collected data. For
example, in response to an Sl in CS2 a participant (ID 12) told the researcher how the
Board had reviewed the learning from the directorate to discuss what else they could
learn. Another emerging situation that had taken place very recently in another part of
the Trust had avoided becoming an Sl as a result of the learning from the previous
incident. The NHS Staff Survey data also pointed to a commitment to organisational
learning: over the years of data analysed, there was an improvement of 8.1% in CS1 and
6.5% in CS2 of people reporting that the Trust took action to ensure an incident was not
repeated. This compared to a slight downturn in all Trusts of -0.2%.

Participants described various approaches to shared learning. One spoke of how
they would review data, identify learning points and then talk to relevant people across
the Trust to embed the learning: “My colleagues — my peers, the other clinical lead nurses
or general managers, we would definitely talk about it [...] and ensure the ward managers
knew about it” (ID 11: CS2). A participant in CS1 described their use of external regulators
to help them learn and improve practice in the organisation. For example, whether it was
learning from incidents, complaints or best practice, the Trust would seek to understand
what an upper-quartile organisation would look like in the particular field, seeking
information from the CQC to be able to make national comparisons and understand why
another organisation had superior outcomes, demonstrating a “willingness to say we can
do better” (ID 10: CS1).

Sharing best practice was evident in both cases. Both organisations had developed

176



systems for acknowledging and sharing good practice across their Trust, recognising the
importance of celebrating success and learning from positive events (Gryna, 1992). A
system for reporting excellence had been developed in CS2 and was accessed via the
Trust intranet, to enable sharing of best practice and learning. The initiative was started
by a participant (ID 3), who explained how she had wanted to shift the focus away from
solely learning from negative incidents after finding “a fantastic graph that says 3% of
what people do in the NHS lead to negative incidents. 3%! What about the 97% when
people are doing things well?” (ID 3: CS2). She observed there was nowhere to record
positive improvements to patient outcomes following innovation other than the
individual patient record. Having recognised that an accessible record of positive
incidents could enable shared learning and dissemination of best practice ID 3 designed a
bespoke system. The aim was to create a database of excellence in the Trust. The Quality
department in CS2 produce monthly Quality sheets that highlight both excellence and
learning from incidents.

Organisational learning is facilitated by a monthly message shared throughout
CS1. Learning points from an incident are distributed by email and presented on an A4
poster in a readily digestible form so that people can extract key points in a short space of
time. The poster enables emerging themes to be picked up and addressed. Divisions are
encouraged to also share weekly messages and to report frequently “as it means they are
picking up stuff and near misses” (ID 29: CS1). The focus is on making improvements for
patients.

The CQC latest reports on both Trusts made references to their observation of
organisational learning, corroborating the findings of the researcher. In the report for CS1
they noted that: “During our core services inspection we found numerous examples of
how feedback from patients and those close to them shaped the way in which services
were delivered. [...] There was a strong culture of reporting incidents to learn and
improve” (CQCSR 3, pp. 4-5). The report also acknowledged that staff understood the
importance of learning, provided feedback to those who reported incidents and assured
follow-up action had been taken.

Having a commitment to learning was a strategic leadership behaviour identified
from the interview data and has been further evidenced through various datasets. The
relationship of the themes and sub-themes to this strategic behaviour are presented in

the thematic map (Figure 7) below. The map indicates that a close lateral relationship
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exists between the three themes ‘Lack of Complacency’, ‘Organisational Learning
Imperative’ and ‘Acting on Feedback’: learning was achieved through the requirement
placed on leaders to seek, analyse, accept feedback and act on it. An uncomplacent
mindset ensured that leaders were open to continuous learning and acknowledgement
that improvement is always possible, even when high standards are exhibited. The four
sub-themes of the theme ‘Organisational Learning Imperative’ illustrate that learning is a
process and identify the sources taken by the Trusts to fulfil their self-obligation for on-
going learning: feedback, excellence and causes of error. This finding complements the
theme ‘Acting on Feedback’, the sources of which are both ‘Internal’ and ‘External’ to the
organisation as the sub-themes indicate. This strategic leadership behaviour is discussed

in Chapter 7.

Figure 7: Thematic Map for Overarching Theme Commitment to Learning
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6.4 Strategic priorities 2015-2020: Case Study 1 and Case Study 2

Following interview data analysis, BPs and ARs were reviewed to identify the
strategic objectives or priorities of both cases for the five financial years between 2015-
2016 and 2019-2020 inclusive. These were compared to the strategic leadership
behaviours identified through data analysis and references to organisational resilience, to
establish any correlation between what was to be achieved — the goals/priorities — with
the behaviours associated with how they would be achieved. Documents from both
organisations repeatedly stated the importance of goal and priority achievements being
guided by Trust values. The summarised findings are presented in Table 20 and Table 21

below.

Table 20: Strategic Priorities 2015-2020: Case Study 2 (Source: BP 53, 62, 70, 84; AR 19)

Strategic Objectives 2014/15

Strategic Goals 2015/16 - 2019/20

Improving staff engagement through a
listening, responsive culture
PEOPLE-FOCUSSED

Safe, effective, quality care
(PATIENT CENTRED CARE)
RESPONSIBLE LEADERSHIP

Development of appropriate skills and
behaviours in line with Trust values
VALUES-LED CULTURE

Local, joined up patient care
RESPONSIBLE LEADERSHIP

Recruiting and retaining the right people
with appropriate skills
PEOPLE-FOCUSSED

RESPONSIBLE LEADERSHIP

Put research, innovation and learning into
practice
COMMITMENT TO LEARNING

Improving the environment and well-
being of staff

RESPONSIBLE LEADERSHIP
PEOPLE-FOCUSSED

PERSONAL RESILIENCE

Be the provider, employer and partner of
choice

PEOPLE-FOCUSSED

RESPONSIBLE LEADERSHIP

Delivering intelligence of workforce,
quality and finance to determine
trends/risks

RESPONSIBLE LEADERSHIP
RIGOROUS GOVERNANCE

Live within means

RIGOROUS GOVERNANCE
RESPONSIBLE LEADERSHIP
ORGANISATIONAL RESILIENCE
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Table 21: Strategic Priorities 2015-2020: Case Study 1 (Source: BP 4,14, 25, 35, 43)

Strategic Objectives 2015/16
Strategic Priorities 2016/17; 2017/18

Strategic Priorities 2018/19; 2019/20

Delivery of high quality, individual care
delivered with compassion
(PATIENT-CENTRED CARE)
RESPONSIBLE LEADERSHIP

Excel in consistent delivery of high quality,
patient-centred care, delivered with
compassion

(PATIENT-CENTRED CARE)

RESPONSIBLE LEADERSHIP

Employ the best and help staff fulfil their
potential
PEOPLE-FOCUSSED

We will invest in our staff and their well-
being, supporting, educating and
developing the workforce
PEOPLE-FOCUSSED

Provide leadership to partners in
network, for the benefit of all
stakeholders

RESPONSIBLE LEADERSHIP

Lead, collaborate and co-create sustainable
integrated models of care with partners to
improve the health of all stakeholders
RESPONSIBLE LEADERSHIP

Deliver pioneering, efficient practice at
the leading edge of innovation, learning
and transformation

COMMITMENT TO LEARNING

Be at the leading edge of research and
transformation and translate rapidly into
exceptional clinical care and embrace
innovation

COMMITMENT TO LEARNING

Be financially sustainable to safeguard
quality for the future and ensure strategic
direction supports this goal

RIGOROUS GOVERNANCE

RESPONSIBLE LEADERSHIP
ORGANISATIONAL RESILIENCE

Deliver financial sustainability and
contribute to financial recovery of the
health system to safeguard future service
quality

RIGOROUS GOVERNANCE

RESPONSIBLE LEADERSHIP
ORGANISATIONAL RESILIENCE

Ensure sound governance and regulatory
compliance
RIGOROUS GOVERNANCE

Consolidate and grow specialist clinical
services, focussing on core areas of
excellence and pursue appropriate,
effective out of hospital solutions
RESPONSIBLE LEADERSHIP

Ensure a safe, friendly environment for
patients and staff
(PATIENT and) PEOPLE-FOCUSSED

Table 20 and Table 21 show a strong correlation between the strategic behaviours
of leaders identified through data analysis and the Trusts’ strategic goals/ priorities. The
strategic goals in CS2 (Table 20) changed significantly in 2015-2016, and were

standardised for the five years until 2020. This was a result of a five-year strategy and
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vision developed by the Board and launched in April 2015 (AR 17).

As was previously reported (Sections 6.3.2 and 6.3.5), the researcher observed the
absence of a patient focus in the Trusts’ values: in her experience many NHS Trusts state
their first organisational value as being patient-focussed. Her field observations indicated
a strong patient focus in both organisations, which was a sub-theme of the theme
‘Delivering Culture Change’, further evidence that it was considered an important value.
This was also evident in the secondary data analysed. As shown in Tables 20 and 21
above, the first strategic priority/goal in both cases was the delivery of high quality,
patient-focussed care. This explains its absence from the Trust values and, arguably, is
more appropriately placed as a primary goal for a health care provider.

The NHS Staff Survey data showed a marked improvement regarding patient focus
over five years: in CS1 an increase in 7.7% and in CS2, an increase of 11.4% of
respondents agreed that patient care was the Trust’s top priority, which compared to an
overall Trust increase of 4%. There was also an improvement in staff reporting
satisfaction with the standards of care in their Trust: CS1 increased by 8.7% and CS2 by
6.5%, compared to a national average of 2.1% (Appendix XllI). This would indicate a
successful achievement against their first organisational strategic goal/priority as
perceived by staff.

It was noted that CS2 was behind the national average in total: 60.2 % of staff
were satisfied with Trust standards whilst 85.4% of staff were satisfied with levels of care
in CS1; these compared to 71.4% overall. This may be a reflection on the mental health
sector generally. The CQC reported concerns of bed reductions, inadequate staffing
levels, lack of skilled staff and access to localised care in mental health in a recent report
(CQC, 2019a). Therefore, these pressures in the system are likely to impact the staff in
CS2. Against this backdrop it is considered that survey results evidence that CS2 has made

significant progress over time.

6.5 Synthesis of data analysis

Responsible leadership behaviour has been seen to encompass a number of
gualities that are threaded throughout the five strategic behaviours identified through
interview data analysis. For example, the code ‘role-modelled behaviour’ overlaps with
the code ‘role modelling the new culture’ identified in the strategic behaviour of a values-
led culture. Taking responsibility and acting responsibly link to the sub-themes of Fiscal

Responsibility and Assurance of Systems and Processes that are evident in rigorous
181



governance behaviour. Being uncomplacent was associated with having a commitment to
learning and is a quality of responsible leaders. Similarly, improving communications is
associated with being people-focussed and responsible leadership. Consequently, it is
argued that responsible leadership is the fundamental leadership behaviour that has
been used to improve performance, with the remaining four strategic behaviours closely
related to it.

Having laid the foundations of responsibility, delivering culture change was
evidenced in both Trusts as a fundamental approach by new CEOs to address poor
behaviour and bring about performance improvement. A set of values and corresponding
behaviours to live the values were developed in both organisations in consultation with a
large body of staff. These values have driven the recruitment process and ensure that
staff are employed with personal values that align with those of the organisation.
Therefore, a values-led culture is suggested as the second leadership behaviour that was
developed to underpin organisational improvement and resilience in both cases.

The values of both organisations are strongly focussed on staff. Caring for their
well-being, having regular communication throughout the Trusts, enabling staff
development, building staff relationships and seeking and responding to feedback were
all features of being strategically focussed on their people. Acting on feedback was also a
theme of a commitment to being a learning organisation, drawing together elements of
responsible leadership, a commitment to learning and being people-focussed. It is
suggested that a commitment to learning is also associated with governance through the
management of risk, analysis of incidents and responding to the outcome of analysis.

It is posited these behaviours are interconnected and not set in a hierarchical
relationship, as seen in the related threads and overlapping of codes and themes. It is
suggested that responsible leadership is the foundation for the other four strategic
behaviours and is, therefore, fundamental to the development of organisational

resilience and sustainability. This will be discussed in Chapter 7.

6.6 Chapter summary

This chapter presented the analysis and findings of interview data following the
six-phase thematic data analysis method described by Braun and Clarke (2013) and
finessed through the structure of Gioia and colleagues (2012) as detailed in Chapter 5.

This analytical process identified five strategic leadership behaviours that enabled
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organisational performance improvement and underpinned the development of
organisational resilience in the two cases. A synopsis of these findings and their
presentation using the Gioia architecture followed the chapter introduction and
facilitated a ‘summary at a glance’ of the relationship of codes, themes and strategic
behaviours identified through data analysis.

The evidence for each of the five strategic behaviours was then presented in
sequence: responsible leadership, values-led culture, people-focussed, rigorous
governance and commitment to learning. The themes and sub-themes of each strategic
leadership behaviour were evidenced from interview data and substantiated through
analysis of secondary data sources: Trust ARs, BPs, CQC summary inspection reports and
NHS Staff Survey data. Researcher reflections and observations were also reported in the
chapter. Reference was made to the subsidiary data that had been opportunistically
gathered. A thematic map demonstrating the relationships between themes and sub-
themes to the overarching strategic leadership behavioural theme were presented at the
end of each section.

The strategic priorities of the Trusts for the years 2015-2019 were presented and
mapped to the five strategic leadership behaviours identified from the interview data
analysis, showing a close correlation between strategic priorities and behaviours. The first
strategic priority for both cases was the delivery of high quality, patient-centred care,
which accounted for the absence of a strong patient-focussed approach in the data
analysis. This was followed by a synthesis of the data analysis and a concluding chapter

summary. A discussion of the findings follows in Chapter 7.
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Chapter 7

DISCUSSION AND CONTRIBUTION

7.1 Introduction and chapter overview

This research sought to establish what enabled organisational performance
improvement and developed organisational resilience, as evidenced by the CQC, in two
NHS Trusts in England. Specifically, it set out to identify the strategic leadership
behaviours that underpinned the development of sustained organisational resilience. The
research also aimed to provide meaningful and robust evidence to leaders within the
health care sector on behaviours that will enable sustainable performance improvement.
Understanding how this was brought about in successful Trusts may provide a foundation
for the development of sustainable organisational resilience within other health care
organisations, the NHS and the wider system in which health care is delivered.

Through the identification and sharing of new knowledge with other leaders, the
research has the potential to influence the overall service, quality, safety, leadership and
sustainability of health care organisations. The chapter commences with a summary of
this research thesis, followed by a discussion of the research findings. The contribution of
the research to theory, practice and policy is then discussed. The chapter concludes with

a summary.

7.2 Summary of the research thesis

It was noted in Chapter 1 that health care systems globally are struggling with
increasing costs and demands on services (Heavin, 2017), further exacerbated by the
COVID-19 pandemic (Haque, 2021). The NHS in England continues to be stretched and
remains under-resourced, both financially and in its workforce (Alderwick et al., 2021)
and will require organisational resilience to remain a sustainable health system fit for
purpose. Closer collaboration between health and social care providers and other system
partners has commenced but requires legislative change to enable full implementation:
this is anticipated to progress in 2022 (DHSC, 2021b).

A review of the literature established that the NHS health care regulator, the CQC,
aims to contribute to quality improvement (CQC, 2016a) and the development of
organisational resilience (CQC, 2015) through its regulatory framework. However,

scholars differ in their opinion as to how successfully the organisation achieves these
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aims (Beaussier et al., 2016; Castro, 2018; Fulop and Ramsay, 2019). Whilst some NHS
organisations do improve, others deteriorate or remain underperformers (CQC, 2018a)
and the impact of the regulator is not unequivocally positive (Walshe et al., 2014;
Smithson et al., 2018; Castro-Avila, Bloor and Thompson, 2019). This suggests that other
factors contribute to organisational improvement and sustained resilience, which is likely
to be a consequence of its leadership and internal motivation (Pratt, 2015; Boyd, Moralee
and Ferguson, 2020).

The leadership of the NHS has been influenced by its history. A powerful medical
body has shaped delivery of health services in the UK and continues to oppose change
and influence organisational reform (Goddard, 2016; Horton, 2016). Doctors have been
slow to adopt leadership roles (Akhtar et al., 2016) and were opposed to being managed:
the role of the CEO was initially contentious (Sausman, 2001). However, the importance
of clinical leadership and particularly of doctors has been underlined (Darzi, 2008; Jonas,
McCay and Keogh, 2011; Swanwick and McKimm, 2011; West, 2015) and opinion and
practice among doctors is changing (Nicol, Mohanna and Cowpe, 2014; Akhtar et al.,
2016), although there is still much more for them to embrace (Bailey and Burhouse,
2019).

Poor leadership was frequently cited as the cause of poorly performing NHS
hospitals and negative organisational culture (Ritchie et al., 2000; Kennedy, 2001; Francis,
2013). There has been a concerted push for compassionate and distributed leadership in
the NHS (Darzi, 2008; King’s Fund, 2011; West, 2020) to overcome a command and
control style and promote a non-bullying culture. The CQC reports widespread consistent,
compassionate care in NHS hospitals (Tables 5 and 6, p. 38). However, the NHS Staff
Survey suggests a different picture, with one in four staff reporting experience of bullying,
harassment and discrimination from colleagues (Bailey and Burhouse, 2019).

Although compassionate caring is a goal for many leaders (Dixon-Woods et al.,
2014) it is not always possible to enact (Bleiker et al., 2020) and showing less compassion
does not equate to feeling uncompassionate (Gilbert, 2017). It is suggested that
compassion will not contribute to long-term organisational sustainability without an
additional approach to leadership. Responsible leadership was proposed as a more
appropriate leadership behaviour, focussed on doing the right thing to all stakeholders in
a whole system.

Organisations that improve performance as evidenced by the CQC have focussed
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on quality improvement, culture change, governance and values (CQC, 2017c; Fulop et al.,
2020). The CQC (2017c) identified improved organisations as having a values-based
culture that is patient-centred and addresses staff bullying. Recent research by Fulop and
colleagues (2020) stated the importance of a listening, continuous learning culture and a
guality improvement mindset. A commitment to learning was also identified by Dixon-
Woods and colleagues (2014) as an important element of quality improvement. In
studying organisations aiming to address quality of care, Dixon-Woods and colleagues
found staff more focussed on compliance than a genuine need for better quality or safer
systems (Dixon-Woods et al., 2014).

Resilience has been studied in a variety of fields including positive psychology
(Werner and Smith, 2001; Luthans et al., 2006), supply chains (Sheffi and Rice, 2007;
Ponomarov and Holcomb, 2009), crisis and disaster management (Boin et al., 2005;
Comfort et al., 2010) and engineering (Hollnagel et al., 2006; Woods, 2015). Holling
(1973) observed resilience in ecological systems and applied the principles to
organisations, thus initiating academic interest in organisational resilience. Organisational
resilience in health care has been strongly influenced by the field of resilience engineering
(Braithwaite et al., 2015; Hollnagel et al., 2015) with its attention on safety systems.

Organisational resilience management literature is diverse and inconsistent (Ma,
Xiao and Yin, 2018; Chen et al., 2021). There has been a proliferation of interest in the
discipline over the last twenty years but the subject remains highly conceptual and
requires more empirical research in order to test and develop theory that is supported
with evidence (Duchek, 2020). Many definitions of organisational resilience exist,
reflecting the theoretical resilience concepts of proactive preparation, adaptive capacity,
recovery and growth.

The definition accepted by this researcher is that of an organisation that has
responded positively to challenge, continued to function whilst adapting under pressure
and emerged stronger (Vogus and Sutcliffe, 2007). The researcher asserts this definition
aligns with an NHS Trust that was rated as underperforming (Inadequate/Requires
Improvement) by the CQC, subjected to considerable scrutiny by regulators and
subsequently judged as a performing (Good/Outstanding) organisation.

Values, leadership and management style impact the development of
organisational resilience (Braes and Brooks, 2010; Bouaziz and Hachicha, 2018). There is a

need for alignment of organisational culture, risk management strategy and staff
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behaviours that support organisational survival (Pojasek, 2013; Costanza et al., 2016) so
as to develop sustainable organisational resilience. Leaders have the ability to reshape
organisational culture and enhance organisational resilience (de Oliveira Teixeira and
Werther, 2013), which is required for long-term sustainability (Bhamra, Dani and Burnard,
2011). Thus it is essential that leader behaviour and strategic priorities create the climate
for sustained organisational resilience. However, theoretical contributions are not
validated by empirical findings (Rahi, 2019) and it is not clear from the literature what
leader behaviours or organisational culture best enhance organisational resilience: there
is a need for more empirical study in this field.

The strategic priorities in Trusts following a CQC judgement of underperformance
have not been evident in the literature. Subsequent organisational improvement may be
the result of a short-term objective to achieve an improved CQC grading, or a longer-term
strategic objective aimed at organisational resilience and sustainability. For under-
achieving organisations to learn from higher performers there needs to be greater clarity
on which strategic leadership behaviours enable performance improvement and underpin
the development of sustained organisational resilience. This research set out to identify
those strategic leadership behaviours.

It was suggested that studying organisations demonstrating sustained
improvement over time will generate more significant data: some NHS organisations have
improved from one CQC comprehensive inspection to another, only to then relapse at a
sequential inspection, raising concern for sustainable improvement (CQC, 2018a) and
authentic organisational resilience. A case study design was considered to be the most
appropriate to study strategic leadership behaviour and the choice of two non-
representative cases argued as providing a greater opportunity for learning and
application to the sector. A significant change in performance in the two cases selected
was demonstrated to the CQC during two consecutive regulatory inspections over a
period of four years. Qualitative methods and secondary data were employed to study
leadership behaviour including semi-structured interviews, non-participant observations,
document analysis and analysis of specific NHS Staff Survey data.

The majority of fieldwork was conducted over nineteen weeks and site visits
were halted due to the COVID-19 pandemic restrictions implemented on 23" March
2020. The remaining data collection of interviews and meeting observations were

completed via telephone. The impact of these changes were discussed and considered to
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not adversely affect the data corpus or quality of the research study. Interview data were
analysed thematically using the method described by Braun and Clarke (2013), using
NVivo software (Bazeley and Jackson, 2013), and finessed using the Gioia methodology
(Gioia, Corley and Hamilton, 2012), demonstrating rigour in data analysis. Secondary data
sources were analysed on completion of interview data analysis to avoid unconscious bias
and influence in selection of data codes, themes and strategic leadership behaviours
(Diefenbach, 2009).

Five strategic leadership behaviours were identified from the interview data and
further evidenced through triangulation of the secondary data sources. These leadership
behaviours comprise: responsible leadership; implementation and embedding a values-
led culture based on staff behaviours; being people-focussed; maintaining rigorous
governance; and an organisational commitment to learning. The dominant behaviour was
that of responsible leadership, creating the foundation for the remaining four behaviours.

A discussion of these research findings now follows.

7.3 Discussion of the research findings

As noted above, five strategic leadership behaviours underpinned the
development of sustained organisational resilience and enabled organisational
performance improvement, as evidenced by the CQC. There were various lateral
relationships between the five behaviours, with responsible leadership connecting to all
four others behaviours. Responsible leadership was therefore identified as the dominant
strategic leadership behaviour present in both case studies and fundamental to the
development of sustainable organisational resilience, and is discussed in Section 7.3.1.

Two strategic behaviours are situated within staff development: a values-led
culture based on staff behaviour and being people-focussed. These are discussed in
Sections 7.3.2 and 7.3.3. The remaining two strategic behaviours, a focus on rigorous
governance and an organisational commitment to learning, are situated within
organisational development. These are discussed in Sections 7.3.4 and 7.3.5. The impact
on NHS Trusts of the CQC and regulation is discussed in Section 7.3.6. A recommendation

of a new paradigm for NHS leadership is discussed in Section 7.3.7.

7.3.1 Responsible Leadership
Leadership has been identified by a number of scholars as a behaviour that affects

organisational resilience, in both health care (Jeffs et al., 2009; Gover and Duxbury, 2018;
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Gilson et al., 2020) and other organisational settings (Hopkin, 2014; Gracey, 2019;
Morales, et al., 2019). However, leadership styles were infrequently made explicit with
the exception of Witmer and Mellinger (2016), who identified servant and
transformational leadership styles. Responsible leadership was an original finding of this
research. Five core factors that contribute to responsible leadership were identified in the

findings. These are discussed in Sections 7.3.1.1 - 7.3.1.5 below.

7.3.1.1 A strong moral compass

Having a strong moral compass is a fundamental attitude of responsible leaders
(Pless, 2007): morals that go beyond economical growth and self-interest to showing
responsibility to society (Stahl and Sully de Luque, 2014). Waldman and Galvin (2008)
assert that an individual must feel an internal obligation to do the right thing towards
others in order to be considered responsible. These findings show that decisions were
guided by a moral conscience to do the right thing, whether that was towards an
individual, a service, an organisation or a strategic business decision.

Morality refers to a social code of conduct that individuals and groups adopt as
normative to guide their behaviour (Carlo et al., 2016). In both case studies there was a
process for recruiting staff with a strong moral compass and personal values congruent to
those of the organisation. This is important to ensure consistency of staff behaviour in an
organisation and maintain a measure of equality.

A strong moral compass came from Board leaders and filtered down to other
levels in the case organisations through role-modelling, with mirroring of prosocial
behaviour and communication. This identifies how senior leaders can influence behaviour
in Trusts, which are complex organisations functioning simultaneously on three levels: the
macro or whole system level; meso level, that of the individual Trust; and the micro,
departmental or divisional level (Health Foundation, 2010).

Staff can be affected by pressures and unexpected situations, becoming thrown
off course: the current pandemic is such an example. There will be many difficult choices
and decisions that need to be taken that go beyond the usual competing of resources and
prioritising as a result of the unique circumstances the NHS is currently operating within.
Being guided by answering the fundamental question “What is the right thing to do?” will
help to ensure morally responsible decisions are made.

There has been sufficient history of poor leadership in the NHS (Kennedy, 2001;
Francis, 2013) to be aware there is ample opportunity to act without integrity or
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responsibility. The NHS is under-recruited in many professional and leadership roles
(Janjua, 2014; Moberly, 2017; Oliver, 2020), creating pressures daily that can make it
difficult to do the right thing. Meeting national targets can help drive up quality but can
also influence gaming activity (Castro, 2018), whereby actions to avoid punitive outcomes
are taken, which are not in the best interests for patients (Bevan, 2006). Acting with a
strong moral compass and consciously doing the right thing will help responsible leaders

develop organisational resilience.

7.3.1.2 Caring for staff

Scholars have discussed that caring for staff is an important aspect of achieving
high organisational performance (Frankel, Leonard and Denham, 2006; Cameron, 2010).
This implies that a focus on staff is the right thing to do and is the action of responsible
leadership: leaders would recognise that caring for their people was essential to their
well-being and ability to care for others effectively, improving the outcomes for their
service users (Firth-Cozens and Mowbray, 2001) and the greater community.

Caring for staff is a factor of responsible leadership (Pless, 2007) and can be
examined through the lens of how leaders behave when things go wrong. In an
organisation that is led through command and control, bullying and blame, reactions to
incidents can be severe, such as firing someone after an incident where blame had been
apportioned to a perpetrator or accountable person. This induces a climate of wariness
and fear (Razzaghian and Shah, 2011; Ekici and Beder, 2014), the opposite to a caring
environment. The findings of this research have identified that responsible leadership can
bring about change: exploring the circumstances surrounding an incident and
acknowledging that accidents are inevitable in health care environments but are not
perpetrated willfully, encourages a just and fair culture and demonstrates care.

Staff can find it difficult to raise issues of concern and, when they do, their
organisation does not always respond appropriately (Mannion et al., 2018). Difficult
discussions are often avoided and poor behaviour can be left unchallenged (Patterson, et
al., 2002). Showing due care to staff, providing support, ensuring inappropriate behaviour
is challenged and appropriately dealt with, is guided by doing the right thing and acting

morally as a responsible leader.

7.3.1.3 Horizon scanning

Horizon scanning is an essential feature of a resilient organisation (Louisot, 2015),

191



with leaders maintaining awareness of potential risks and managing them before they
become critical (Somers, 2009). Having an awareness of what may be coming can also
create opportunities (Sutherland and Woodroof, 2009). The research findings showed the
case Trusts had a number of leaders who were looking out for potential changes in
direction, new approaches and opportunities to collaborate with partners and innovate.
Horizon scanning and taking appropriate action helps develop sustained organisational
resilience.

Horizon scanning is a discipline and requires regular activity to avoid losing out on
potential opportunities or being caught unawares (Amanatidou et al., 2012). It relies on a
commitment to being well informed, with leaders proactively discussing the big picture
(Rodriguez-Sanchez and Perea, 2015). Anticipating and continually preparing for future
developments takes effort and was found to benefit the case Trusts in positioning their
organisations in the STP and partnership collaborations. This enhanced their reputation
within their local partnerships and developed a more positive perception of the Trusts.

Engaging multiple stakeholders in horizon scanning from different specialties and
with diverse expertise provides richer observations of the environment (Kénnéla et al.,
2012). The research findings underline this importance of looking forward, ensuring that
various leaders take responsibility for horizon scanning in their specialist area and
encouraging this activity at various levels in the organisation. This ensured clinical leaders
at various levels of seniority were encouraged to remain aware of clinical innovation
outside of their locality, create opportunities for advancement in clinical service design
and delivery and maintain a leadership position in clinical practice. These are actions that
promote performance improvement and contribute to organisational resilience (Kantur

and Iseri-Say, 2012).

7.3.1.4 Whole system involvement

Responsible leaders are concerned about the sustainability, and therefore the
resilience, of the whole system in which they operate (Crilly, Schneider and Zollo, 2008)
and are not focussed solely on their own organisation’s survival. The whole system in the
context of this research comprises the Trust and partners in the STP of which they form
part. Thus, the system spreads beyond their own organisational boundaries. The
importance of this finding is particularly relevant as the NHS moves to working in close
collaboration with system partners.

It has been recognised that sustainability of the NHS within the principles of its
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foundation - free at the point of delivery to anyone in need of health care - will only be
viable if the whole system works more collaboratively for the community it serves (DHSC,
2021b). Primary, secondary and tertiary health services, social care, local authorities and
the voluntary sector need to be better aligned and finite resources need to be managed
effectively (Humphries, 2015) within a more integrated care system.

Responsible leaders seek to ensure their organisation and people are contributing
appropriately to the needs of their community (Useem, 2005). The case study Trust
leaders regarded taking responsibility and making a positive contribution to the future
delivery of an ICS as important. There are unknown risks involved in these ventures and
potential downturn for NHS Trusts as they balance their priorities with those of other
organisations in the system. However, the research findings identified that leaders were
clear that this was the right thing to do for the communities they serve and aimed to raise
standards in other areas and not theirs alone. They were also clear that acting responsibly
in the whole system and embracing system-wide thinking was critical to the sustainability
of the NHS.

An ICS will rely on leaders acting responsibly towards all stakeholders in the whole
system, working for the greater good of the community. System leaders will need to put
in a degree of effort to ensure the smooth running of parts of the system that may not
yield a particular benefit to their organisation. As budgets and resources get shared and
reallocated there will be winners and losers in the system (Pless, Maak and Waldman,
2012). Putting aside personal and individual organisational gain will require all leaders to
be guided by a strong moral compass to do what is right for the community and develop

sustainable system and organisational resilience.

7.3.1.5 Reaching out

Building relationships with senior leaders and staff is essential to enable effective
influencing for organisational success (Collinson, 2006; Dixon-Woods, McNicol and
Martin, 2012). Proactively reaching out to their organisational community and taking the
initiative in communication with all staff was a priority for the CEOs of both case study
Trusts. They established a variety of methods to engage with all employees, including live
video calls whereby any member of staff could speak directly to them, thus making
themselves accessible and approachable. The CEOs were highly influential and garnered
respect for their leadership, which was evident throughout both Trusts.

The strength of feeling towards the CEOs underlined the significance of a visible
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and respected leader of an organisation. This was an interesting finding: there has been a
significant emphasis on the role of distributed leadership in the NHS, with the implication
that the charismatic or heroic leader is no longer an appropriate model of leadership
(King’s Fund, 2011; West et al., 2014; Beirne, 2017). However, the CEOs were considered
inspirational role models through their exemplary leadership style, qualities of
transformational leaders (Alimo-Metcalfe and Alban-Metcalfe, 2005; Hay, 2006; Robbins
and Davidbizar, 2020).

Leaders distributed throughout an organisation encourage a more equitable and
diverse distribution of power and authority, greater staff engagement and opportunity
for innovation (Harris, 2008; Bush and Glover, 2012); these are important for service
improvement. Distributed leadership will be essential in partnership working (Beirne,
2017). In both case Trusts there was evidence of distributed leaders acting responsibly.
Moreover, these findings underline the importance of distributed leadership that is led by

a responsible, highly influential and respected CEO.

7.3.2 Values-led culture

Both organisations developed a set of values that centred on staff behaviours. The
values set out how staff were expected to work together and behave towards each other
and the organisation. There was recognition that they needed to be embedded and lived
if they were to have real meaning (Speculand and Chaudhary, 2008) and considerable
work went into assuring they were known and discussed regularly. Significant numbers of
staff at all organisational levels contributed to their development. Staff involvement
would have considerably enhanced their willingness to become engaged in and
implement culture change (Beckerman and Fontana, 2001).

The values drove a culture change in both Trusts. The significance of this finding is
in the content of the values-led culture: the focus being squarely on staff as opposed to
patients, which is frequently reported in NHS Trusts (Dixon-Woods et al., 2014). They
included an organisational element of embracing change. The organisations recognised
that when staff work within a framework of appropriate behaviours, underpinned by
responsible leadership and a morality that guides them to do what is right, patients will
automatically be better looked after. However, a strong patient focus was also evident in
both Trusts and was the first strategic priority/goal for both case study organisations.

It is interesting to note that many underperforming organisations are reported to
have subsequently focussed on developing a compassionate and values-based culture
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that is patient-centred and addresses staff bullying (CQC, 2017c; Fulop et al., 2020). This
is in direct contrast to the findings of this study. This may be a reflection on the timing of
the culture change in the case studies and contemporary influence of the system: the
current rhetoric is to have patient-focussed values and a compassionate culture (de
Zulueta, 2016; West and Chowla, 2017).

The case study Trusts developed their ideas outside of this influence. There is no
one right set of organisational values that will deliver patient-centred care (Mannion,
2014). The individual approach taken by the case study Trusts could be a significant
learning for other organisations: it is important to develop a values-led culture based on
values that are authentic to the organisation and not to an idealised model that is
considered applicable to all (Mannion, 2014).

Both cases had a history of bullying and a controlling culture under previous
leadership. Destructive, toxic behaviours can affect the organisation as well as an
individual (Pelletier, 2010) and has a negative effect on staff satisfaction and
organisational commitment (Mehta and Maheshwari, 2013). As both CEOs were internal
appointments they would have experienced that negative culture and observed its effect
on their colleagues. It is argued that leaders with a strong moral compass would desire to
change a toxic culture to one based on a set of behaviour-based values.

Logically, driving out a toxic culture would be a priority for a responsibly oriented
CEO and a positive change in culture was widely reported in the organisations. Analysis of
the NHS Staff Survey data showed there was a significant increase in the percentage of
staff who perceived patient care to be the Trusts’ top priority. These are important
findings: they indicate that having a strong values-led culture based on staff behaviours,
together with the primary strategic priority to deliver high quality patient care, results in

a significant improvement to patient outcomes.

7.3.3 People-focussed
A focus on people is a strategic leadership behaviour that is closely related to

caring for staff. Taking a personal interest in staff circumstances is another example of
responsible leadership (Maak and Pless, 2006), manifested through being people-
focussed. A leader who is aware of the life issues affecting the people they manage can
then make decisions that take staff needs into consideration. Acting with care is a factor
of responsible leadership and will contribute to the development of organisational
resilience through supporting the well-being of staff.
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Another aspect of being people-focussed was evident in the opportunities for staff
development in both Trusts. This resulted in their ability to retain staff for significant
lengths of time (Table 17, p. 101) and is likely to have contributed to the development of
organisational resilience. An organisation unable to retain staff loses its capacity for
organisational memory (Randall et al., 1996; Balmer and Burghausen, 2015). Resilient
organisations learn from past experiences, adapting processes and systems to avoid
repeat errors (Weick and Sutcliffe, 2015). They also learn from what has gone well to
proactively avoid incident (Hollnagel, 2013). It is suggested that organisational memory,
aided by the long tenure of many staff, has contributed to the development of

organisational resilience in the cases studied.

7.3.4 Rigorous governance

Rigour implies a close attention to detail and the adherence to a clear set of
guidelines. Both Trusts had robust risk management systems for recognising, reporting
and monitoring the risks to personnel, the organisation and system-wide environment. A
strong focus on safety was evident in both Trusts and staff were encouraged to report
issues of minor import, near misses and serious incidents without fear of blame.
Managing risk within a robust system is an essential component of strengthening
organisational resilience (Dahms, 2009; Mitchell and Harris, 2012).

A finding of the research was a propensity for risk aversion in both Trusts. This was
attributed to previous negative history and a concern for managing reputational as well
as clinical risk. NHS organisations that have been publicly vilified can take many years to
recover: reputations can be destroyed (Purohit, 2020) and public confidence lost (Oliver,
2015). Avoiding further reputational loss may account for the rigorous approach to
governance and risk aversion noted in both cases. Ensuring public confidence and being
assured that risks are rigorously monitored and managed are also the actions of
responsible leadership.

Whilst a strong focus on risk management is essential to organisational resilience
(Section 3.4.2) and ultimate sustainability (Louisot, 2015), risk aversion can hinder its
development (Bell, 2019). Being able to adapt to change quickly is important for the
development of resilience and a resistant organisation can lower its resilience (Bhamra,
Dani and Burnard, 2011). Senior leaders in both organisations accepted that risks are
present and that they may need to reassess their tolerance to risk taking. However, the
punitive actions of regulators (Castro, 2018) and increase in litigation (Section 2.4) with its
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associated rising costs (Lawton and Parker, 1999) are inhibitors of change.

Research in non-NHS organisations found that traditional risk management
practices alone did not create a culture of resilience (Hopkin, 2014). Non-NHS CEOs
focussed on applying flexibility, learning from experience and adapting to improve
(Hopkin, 2014). It is asserted that adopting these principles in the Trusts would enhance
their organisation’s resilience without compromising governance. Relaxing rigour is likely
to involve departure from established processes, potentially introducing carelessness and
inadvertent errors. It is suggested that having a system that identifies potential risk, takes
calculated decisions and employs flexibility without carelessness would enable a less rigid
but equally robust system of governance that ensured organisational resilience was
maintained. This is described by Collins (2001) as being flexible and responsible within a
rigorous framework.

Some underperforming NHS organisations alter their focus to quality
improvement in order to raise their performance (CQC, 2017c; Fulop et al., 2020). This is
logical as the CQC is the regulator of health care quality (CQC, 2015). This was not found
to be a strategic focus in the cases studied, although quality improvement was evident. It
is asserted that quality improvement was achieved through the model of responsible
leadership, which ensured systems and processes were appropriately managed and
maintained through the oversight of rigorous governance. By focussing on doing the right
thing and getting the basics right, quality improvement was achieved without it being

identified as a strategic focus for change.

7.3.5 Commitment to learning

Both organisations had developed systems for acknowledging and sharing good
practice across their Trust, recognising the importance of celebrating success and learning
from positive events (Gryna, 1992). These are also elements of responsible leadership and
essential for organisational resilience and sustainability (Carroll and Edmondson, 2002;
Robson, 2013). These learning initiatives were recent additions to both Trusts. It was
acknowledged that the systems were not as developed or embedded as those that
monitored incidents and near miss events.

A commitment to learning was observed in both organisations, ensuring that
negative events were not repeated and that best practice was shared and replicated. For
an organisation and its employees to learn there must be effective processes to
communicate new knowledge (Nutley and Davies, 2001). An interesting finding was the
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speed at which information was shared among the staff. Managers at ward level were
encouraged to take the initiative and immediately share relevant information on clinical
safety issues to avoid repetition elsewhere in the organisation.

Distributed leadership encouraged such initiatives, ensuring immediacy and
currency of information sharing and promoting individual and organisational learning
(Hailey and James, 2002). Avoiding bureaucracy and facilitating innovation helped avoid
repetition of negative events. It is suggested that this is evidence of responsible
leadership contributing to organisational resilience, which potentially could be duplicated

by other organisations.

7.3.6 Impact of CQC regulation
There was general agreement in the Trusts that external regulation by the CQC

had been a catalyst for quality improvement. However, this was felt most keenly after a
CQC judgement of underperformance and an acceptance that the verdict was not good
enough. It was considered that a CQC performance grade was a mark of basic standards,
of which the Trust had fallen short. A message was instilled in Trust staff that they needed
to improve because it was the right thing to do for patients, not in order to tick CQC
boxes. This message was successfully embedded in both organisations.

Both Trusts spoke of being inward-looking whilst they were under greater
scrutiny by regulators, limiting their ability to innovate until they were re-assessed as a
performing organisation (Good / Outstanding) by the CQC two years later. However, they
continued to have frequent regulatory meetings for a further two years until the
subsequent inspection demonstrated sustained organisational improvement. It was only
then that close regulatory scrutiny was removed.

Both organisations had embarked on culture change prior to a comprehensive
CQC rating in their organisation, underlining the fact that this had not been driven by, or
in response to, an underperforming CQC rating. This suggests that responsible leaders
take initiative, know what to do and act proactively. It was felt in the Trusts that their
improvement had been a result of the Trust’s leadership rather than the CQC, whose
process was considered to undermine organisational resilience. It was stated that the
regulation rating provided a useful benchmark, enabling them to assess their
performance against other similar Trusts. However, it was not a process to drive
organisational strategy.

The CQC can motivate underperforming organisations to improve their
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performance. However, many organisations do not improve or do not sustain
improvement. It was considered by the Trusts that the CQC limits thinking and detracts an
organisation from strategic innovation during periods of their intense scrutiny, which can
prevail over several years. This would hinder organisational development and resilience
building. This was the opinion in the case studies, and strongly suggests that sustained
performance improvement and organisational resilience had been achieved through the
responsible leadership that was evident in both cases. Leaders of both Trusts accepted
that a health care organisation should focus on higher quality performance because it is

the morally right thing to do.

7.3.7 A new paradigm for NHS leadership

Compassionate health care is widely accepted to be a strong moral good that
should be sustained (de Zulueta, 2016). The elements of a compassionate response have
been defined as listening with attention, understanding the cause of distress, empathising
and taking action to help (West and Chowla, 2017). However, having compassion does
not always equate to acting compassionately (Bleiker et al., 2016): there are a number of
authentic reasons why people may not display the compassion they feel. For example,
they may be feeling stressed and unable to cope with the stresses of another; they may
feel overwhelmed by the suffering of another and internalise the pain rather than be able
to separate from it (Vrti¢ka, Favre and Singer, 2017). There may be a shortage of
personnel or time to devote to the person who is suffering, despite what would be
preferable.

There is evidence that many clinicians in the NHS experience compassion fatigue
(Walker, 2011; Dasan et al., 2015) or are unable to give the level of care that they would
desire (Appendix 1). This suggests a level of distress in the workforce and genuine barriers
to acting with compassion (Gilbert, 2017; Mascaro and Raison, 2017), which does not
equate to a lack of it. However, it does demonstrate authentic difficulty in providing a
consistent style of idealised behaviour.

Showing compassion is characterised by recognising another’s distress followed by
a desire to help (Goetz, Keltner and Simon-Thomas, 2010). ‘Doing’ compassion is the
action taken to help alleviate another’s pain (Atkins and Parker, 2012; Dutton, Workman
and Hardin, 2014; Kanov, Powley and Walshe, 2017). It can be difficult to always act with
compassion towards staff, particularly when their needs conflict with those of the service:

a manager can show empathy, but may not be able to resolve a situation and remove
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another’s suffering, which is the act of compassion (Dutton, Workman and Hardin, 2014).
However, a leader can show empathy, concern and negate bullying or uncaring attitudes
towards staff, whilst ensuring service demands are met.

The relentless call for compassion in the NHS can be stressful for practitioners,
especially among those who are working in fast-paced environments that require
distancing from patients for safety, such as radiography departments (Bleiker et al.,
2016). Whilst it is important to show respect and kindness, there is little time to show
genuine compassion in such an environment. However, compassion is not required for
quality care (Fotaki, 2015).

It is argued that a new paradigm for NHS leadership, applicable to all
circumstances and settings, is now required: that of responsible leadership. Responsible
leaders are guided by a strong moral compass to do the right thing for all. Behaving with
compassion when it is appropriate and realistic is the act of a responsible leader.
However, it is not always possible to alleviate another’s pain, only acknowledge it. This is
not to advocate for less optimal behaviour but that which is realistic, achievable and
authentic. Acting with morality is a choice and it is argued that a responsible leadership
paradigm will steer people to do the right thing, act with integrity, respect, care and

professionalism.

7.4 Contribution to theory

7.4.1 Contribution to organisational resilience theory

There is a vast body of organisational resilience literature, which has grown
expansively over the past twenty years. Scholarly interest has spanned several fields
including crisis and disaster management, ecological systems, supply chain and
engineering resilience. In the field of positive psychology, research has focussed on
individual resilience. Resilience within health care organisations has been heavily
influenced by engineering resilience due to its focus on safety, but a safe organisation is
not necessarily sustainable, as was discussed in Section 1.3. Organisational resilience
literature in the fields of management and business is diverse and informed by studies in
the various disciplines previously mentioned. Scholars have also been interested in the
impact of personal resilience on organisational performance and change.

Examination of the organisational resilience management and health care
literature exposed a highly theoretical body of work, with a relative dearth of empirical

research. Studies in health care are mainly focussed on the resilience of staff and
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organisational departments, with few organisation-wide studies. As noted in Section 3.3,
Berg and colleagues (2018) called for comparative and longitudinal studies at the macro
organisational level, which this research addresses.

Three main concepts of organisational resilience were identified in the reviewed
literature: those of proactive preparation, adaptive capacity, and recovery and growth.
However, there is no unified agreement on what constitutes organisational resilience,
which is evident from its many definitions (Table 11) that were discussed in Section 3.4.1.
All empirical researchers and theorists agree that adaptive capacity is an element of
organisational resilience. Research suggests it is an amalgam of this and the other two
concepts, but in a variety of combinations.

Many components that enhance organisational resilience were identified
within the literature analysed. However, there is an imbalance between what is
conceptually formulated and research findings. It is important to be mindful, therefore,
that what may be claimed theoretically is not necessarily empirically evidenced, as
discussed in Sections 3.4.2.2 and 3.4.2.3. Of the wide-ranging organisational studies
reviewed, researchers have collectively identified twenty-one leader behaviours that
affect organisational resilience (Table 13). The findings of this research are mapped
against these behaviours in Table 22. Where there is not a direct match, they have been
aligned to a similar behaviour where possible, to enable a comparison of established and
original contributions.

Leadership was identified by a number of authors but most were not explicit as to
the style of leadership or specific elements of leadership behaviour required to affect
organisational resilience. Two studies (Morales et al., 2019; Suryaningtyas et al., 2019)
referred to resilient leadership, a style ill-defined in the literature: it refers to leaders
being resilient (Dartey-Baah, 2015; Eliot, 2020). A further study identified leadership
behaviour that was focussed on being outward facing towards their external
environment, fostering links with stakeholders and partners and remaining future-
focussed (de Oliveira Teixeira and Werther, 2013). The current research identified whole
system involvement as a leader behavioural theme, confirming the behaviour of outward-
focussed leadership.

Witmer and Mellinger (2016) identified servant and transformational leadership in
the health care organisation they researched. Qualities of transformational leaders

include gaining the trust and respect of their colleagues, encouraging creativity, inspiring
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them with optimism and enthusiasm, and recognising their contributions (Yammarino

and Dubinsky, 1994). These were observed in both case study Trusts as noted in Section

7.3.1 and link to the findings of the behavioural themes of collective leadership, positive

distributed influencing and caring for staff.

Table 22: Leadership Behaviours - Organisational Resilience Literature and

Research Findings

Empirical Literature: Frequency (n) Research Findings: Strategic
Leader Behaviour Identified in Leader Behavioural Leadership
Literature Themes Behaviour
(Total n=21)
Leadership 9 Collective leadership RESPONSIBLE
model LEADERSHIP
Financial accountability 4 Proactive accountability
Flexible use of resources 6
Positive distributed
influencing
Environmental surveillance 6 Horizon scanning
Organisational preparedness 4
Strong moral compass
Organisational change 4 Strategic organisational
Contingency planning p development
Stakeholder connectivity / 12 Whole system involvement
relationship building
Development of a strong value 5 Aligned staff and Trust VALUES-LED
system values CULTURE
Compassionate caring
Development of a strong 15 Delivering culture change
organisational culture
Effective organisation-wide 14 Effective communication PEOPLE-
communication FOCUSSED
Staff development / support 9 Staff development
Caring for staff
Recruitment and proactive
retention
Internal relationship building 12 Effective teamwork
Creative problem-solving 6 Resilience-building
programmes
Risk awareness / risk management 8 Robust risk management RIGOROUS
Attention to organisational processes 3 Effective response to GOVERNANCE
System monitoring / awareness 3 regulatory feedback
Effective governance 4 Delivering strategic
priorities
Lack of complacency COMMITMENT
Development of a learning 10 Organisational learning TO LEARNING
organisation imperative
Adaptation / agility 4 Acting on feedback
Encourage innovation 3

Less specific in their observations were Gover and Duxbury (2018) who

commented that, in their case study, the CEO enhanced people’s ability to cope with
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change due to their management style and capacity to get along with people. Gilson and
colleagues (2020) reported that leaders worked at breaking down professional silos in
order to encourage change, whilst Gracey (2019) referred to the need for adaptive
leadership and dynamic decision-making when faced with a complex problem.

Active leadership is therefore an acknowledged behaviour that affects
organisational resilience. However, specific leadership behaviour is not clearly identified
in the literature. Responsible leadership was a finding of this research and offers a new
contribution to the field. Specific behaviours that contributed to responsible leadership
were identified. Having a strong moral compass was one such leader behaviour and this
has not previously been associated with the development of organisational resilience: this
provides a new insight.

Developing a strong organisational culture has been identified by the majority
(n=15) of researchers reviewed and was also observed in the case study Trusts. As noted
in Section 3.5, there is little homogeneity amongst previous research as to what the
prevailing culture might be, and some descriptions of the established organisational
culture are imprecise. For example, Gracey (2019) calls for a corporate cultural identity
and having the correct culture in place; Gover and Duxbury (2018) reported that staff felt
the culture had enhanced the organisation’s ability to overcome change. Neither of these
studies further elucidated what culture had been observed. A no-blame culture was
identified in Hopkin’s (2014) study. He also referred to the researched organisation
having shared values regarding the building of strong relationships, both internally and
externally.

Similarly, Andersson and colleagues (2019) spoke of having shared organisational
values that promoted internal relationships and encouraged staff retention in their case
study. They observed a culture that supported informal relationships and a preference for
co-operation. Alternatively, Gilson and colleagues (2020) reported a customer-centric
culture in their organisational study. Therefore, it is widely accepted that a leader who
develops a strong organisational culture will enhance organisational resilience. What is
less clear is what culture leaders should aim to foster in their organisation.

The case study Trusts revealed a culture that was based on their organisational
values. Furthermore, the values were staff-focussed and behaviourally explicit to enable
those values to be lived. Recruitment was structured to ensure that prospective staff had

personal values that aligned with those of the Trust. Therefore, the identification of a
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values-led culture, specifically aimed at staff behaviours, is a new research finding and
offers a contribution to organisational resilience theory.

A third strategic leadership behaviour identified through data analysis was that of
being people focussed. Leader behavioural themes that contributed to this strategic
behaviour include effective communication and teamwork, staff development and
delivering resilience-building programmes. These behaviours support the findings of
other researchers: many identified effective organisation-wide communication (Horne
and Orr, 1997; Cotta and Salvador, 2020), staff development and support (Bouaziz and
Hachicha, 2018; Mousa et al., 2020) and internal relationship building (Somers, 2009;
Chenetal., 2021).

Other studies have reported the behaviour of creative problem-solving
(Andersson et al., 2019; Gilson et al., 2020) which, it is suggested, aligns with the delivery
of resilience-building programmes. In addition, the research findings have linked
recruitment and proactive retention to the development of organisational resilience.
Although this had not been identified as a significant finding in previous research, it does
support the shared organisational value of promoting internally to retain staff (Andersson
et al., 2019) that was noted in the literature and mentioned above.

The strategic leadership behaviour of rigorous governance supports the findings of
other scholars. The behaviours of robust risk management (Reinmoeller and van
Baardwijk, 2005; McManus et al., 2008), delivering on strategic priorities (Hopkin, 2014;
Gilson et al., 2020) and providing an effective response to regulatory feedback (Somers,
2009; Gover and Duxbury, 2018) have all been similarly identified by previous research.
Jeffs and colleagues (2009) assert it is important that leaders keep good communications
with regulatory bodies, discuss practice standards and work together to enable a
collaborative approach to regulation. This behaviour was evidenced in the two case study
Trusts.

The development of a learning organisation was identified in many studies (Weick
and Roberts, 1993; Horne and Orr, 1997; Sawalha, 2015; Chen et al., 2021) and is
therefore not a new finding. A leader behaviour that was found as a result of the current
research was that of a lack of complacency, which has not been specifically linked to the
enhancement of organisational resilience and is thus a new finding. Encouraging
innovation was not a finding of the current research, as has been identified in previous

studies (Reinmoeller and van Baardwijk, 2005; Morales et al., 2019) but was noted: for
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example, the Trusts were being creative with their originality in appointing staff with non-
clinical backgrounds and creating new roles to deal with the recruitment issues faced in
the NHS.

The current research offers three major contributions to the organisational
resilience literature: strategic leadership behaviours of responsible leadership; a values-
led culture based on putting staff first; and the identification of five strategic leadership
behaviours that work concurrently to enable performance improvement and underpin
the development of organisational resilience. This offers new insights and a theoretical

framework of organisational resilience development, which is presented in Figure 8.

Figure 8: Development of Organisational Resilience — A Theoretical Framework
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The research identified that responsible leadership underpinned the development
of organisational resilience. This offers a new insight to the organisational resilience
literature. Five core factors constituted responsible leadership: having a strong moral
compass; horizon scanning; whole system involvement; caring for staff; and reaching out.

A strong moral compass was a significant factor that guided the behaviour of
responsible leaders, driven by a focus on doing the right thing. This directly links having a
strong moral compass to the development of organisational resilience for the first time
and provides clarity on how leaders think and act when planning for organisational
performance improvement and sustainable resilience. Their goals are long-term and

activity is shaped to achieving long-term sustainability.
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Organisational resilience was understood and developed in the context of the
whole system within which the organisation operated. The responsible leadership
strategic behaviours connected whole systems activity, organisational culture and a
commitment to learning to the development of organisational resilience. This offers new
understanding of strategic thinking and concurrent behaviours that underpin the
development of organisational resilience. Whilst they are standalone behaviours, they
have an internal relationship: by prioritising concurrent action in each of these areas an
organisation can improve its performance and develop sustainable organisational
resilience.

The framework offers clarity on the strategic leadership behaviours that will
develop sustainable organisational resilience. Organisational systems and processes that
enable assurance and on-going learning, whilst maintaining a strong focus on staff
development, relationship building, values and behaviours, contribute to organisational
resilience development. This provides an unambiguous message and further develops
organisational resilience theory by confirming that staff development and organisational
development are contributors to the development of organisational resilience. It is
asserted that concurrent actions of responsible leadership and those strategic behaviours
situated within staff and organisational development will promote sustainable

organisational resilience in challenged organisations.

7.4.2 Contribution to leadership theory

Responsible leadership positively affects employee satisfaction, motivation and
individual performance (Gomes, Marques and Cabral, 2022) through its influence on
values and trust (Marques, Reis and Gomes, 2018). Such leadership has been associated
with improving organisational commitment (Eisenberger et al., 2001; Sobhani, Haque and
Rahman, 2021) and enhancement of employee well-being (Haque, Fernando and Caputi
(2021) and personal resilience (Forgeard et al, 2011).

As previously discussed in Section 2.5.8, another focus for responsible leaders is
their accountability of organisational performance (Cameron, 2011) and on building
strategic relationships with stakeholders (Waldman and Galvin, 2008). The research
findings support all these aspects of responsible leadership. Scholars have also studied
the impact of responsible leadership on the sustainability of the surrounding
environment, such as improving employee’s green behaviour (Han, Wang and Yan, 2019).

However, the leadership literature has not identified the link between responsible
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leadership and organisational resilience. Thus, in addition to its contribution to
organisational resilience theory this study has added to the literature of responsible
leadership. For the first time it has been identified that five specific elements of
responsible leadership: those of having a strong moral compass, horizon scanning, whole
system involvement, caring for staff and reaching out, together with the mediating
factors within organisational development and staff development, enable responsible
leaders to develop organisational resilience. This is an original contribution to leadership

theory.

7.5 Contribution to practice

Many NHS organisations are struggling to deliver sustained performance
improvement and develop organisational resilience. The theoretical framework
developed through this research provides a clear structure to leaders of the strategic
behaviours that facilitate organisational improvement and underpin sustainable
organisational resilience. Adopting the principles of responsible leadership identified in
the five core factors, and applying the remaining four strategic behaviours situated in
organisational and staff development, NHS leaders can create a path to sustainable
organisational improvement and resilience.

The primary strategic leadership behaviour is that of responsible leadership: it is
suggested this should become the new paradigm that directs NHS leadership for the
future. The five identified core factors of responsible leadership are fundamental to the
strategic behaviours of leaders and are essential to the development of sustainable
organisational resilience. Leaders must adopt a whole systems mindset and act with a
strong moral compass in order to bring sustainability to the NHS and their partnership
organisations. This will require a change in outlook from competition to collaboration and
will only be achieved by thinking and acting responsibly, doing the right thing for all.

Developing an organisational culture that focuses on staff behaviours, and
building relationships with staff to encourage them to contribute to organisational
change, will create firm foundations for organisational sustainability. Synchronously, a
robust focus on organisational governance and learning is required. Combining these
behaviours will build a sustainable organisation and system. These behaviours can and
should be replicated throughout an organisation at whatever level of leadership: formal
and informal leaders in a distributed leadership model can practice responsible leadership

and contribute to the development of sustained organisational resilience.
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The behaviours identified through this research can contribute immediately to the
NHS and the whole system in which it operates. It is in the middle of a deep crisis caused
by the COVID-19 pandemic, the long-term effects of which will cause considerable
additional pressure to a corporate system already severely strained. It will be essential
that organisations plan for a sustainable future, applying these strategic leadership
behaviours in a systematic way. Having a short-term focus will not deliver sustainability. It
will be essential that leaders learn from successful organisations that have survived
significant challenge and emerged more strongly, having led with a strong moral compass,
a desire to do the right thing, support the whole system and develop long-term
organisational sustainability.

This new framework for the development of sustained organisational resilience is
the result of empirical research conducted in NHS Trusts in England. This provides
significant insights to the health care sector, which is currently undergoing significant
change (Section 1.1) and pressure, compounded by a contemporary pandemic. It is going
to require organisational resilience that is sustainable to remain flexible and adaptable to
new demands and partnership working: this new framework can provide a road map to
organisations. The CQC, currently operating a heavily bureaucratic and time-consuming
regulatory process, can also use the framework as a guide to the development of a more
nuanced approach to health care quality regulation: this is discussed in Section 7.6.

The theoretical framework might also be applied in a variety of organisational
sectors: it is not limited to the NHS or the public sector. It is also relevant in organisations
of different sizes. The principles remain the same: for an organisation to be sustainable it
must be future-focussed, led responsibly, committed to learning, robustly governed, have
a strong focus on its people and a culture that unequivocally values its staff. Combining

these five strategic leadership behaviours will guide organisations to a sustainable future.

7.6 Contribution to policy

Whilst this research did not set out to evaluate the CQC or its regulatory system, it
has been evident that the value of the CQC to health care organisations in England is
debatable and controversial. Comprehensive inspection is a costly, lengthy, bureaucratic
process that does not always result in a positive outcome. It can hinder innovation,
strategic development and organisational resilience, which is at odds with CQC aims. Poor
CQC ratings can destabilise an organisation and have adverse unexpected effects, again at

odds with CQC organisational aims. It has been evidenced in this research that
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organisations can be excessively scrutinised, despite having achieved improvement to a
level of acceptable quality performance. This would suggest that the CQC process is
applied to all organisations without consideration to individual need.

The CQC acknowledges it needs to become more fit for purpose (CQC, 2016b;
2019b) and reports it is looking into its processes, particularly in preparation for
inspecting an ICS of the future. However, it could become more flexible in its approach to
working with organisations currently, assessing in the first instance whether they are
being responsibly led. Irrespective of their CQC rating, a responsible leader striving to
continuously improve organisational performance and sustainability may require
different support and scrutiny to a leader focussed on a short-term goal to satisfy
regulators.

The framework developed in this research could contribute to a more nuanced
assessment of organisational leadership. By assessing the motivation of leaders and their
strategic leadership behaviours, the CQC would be able to identify which organisations
might benefit from additional regulatory oversight and those that are on a trajectory to
becoming a sustainable, resilient organisation. Sustainable resilience takes time to
develop and if this was acknowledged by the CQC, they could be assured that strategic
development would be enhanced with less of their input.

It is suggested that the regulatory process is re-examined. In an already
overstretched health system such as the current state of the NHS, it is arguably unethical
to be providing excessive oversight to organisations that are on an improvement
trajectory. This research suggests it is counter-productive in a responsibly led
organisation and, therefore, an unnecessary use of CQC time which could be re-directed
to organisations that would benefit most from their input. The theoretical framework
developed through this research is recommended as a more nuanced approach to aid
assessment of responsible leadership and prospective organisational performance
improvement and sustainability in NHS Trusts. This would enable a more targetted
approach to scrutiny of NHS Trusts, and other organisations the CQC inspects, and
remove unnecessary stringent oversight that detracts from strategic innovation. It would
also free up valuable CQC resources to provide more support to organisations in greatest

need.
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7.7 Chapter summary

This chapter has discussed the research findings and identified its contribution to
theory and practice. Following an introduction and overview to the chapter, a summary
of the research thesis was presented. The context for the research was reported followed
by a summary of the literature review and the emerging research questions. The
methodology and research methods, process of data analysis and the findings were then
summarised. A discussion of the findings then followed: the five strategic leadership
behaviours were discussed following examination of the five core factors that contributed
to responsible leadership. The impact of regulation by the CQC was also discussed and a
new paradigm for NHS leadership was proposed, that of responsible leadership.

Contribution of the research to both organisational resilience and leadership
theories was then presented, including a new theoretical framework of organisational
resilience development. This connects the core factors of responsible leadership and the
four remaining strategic leadership behaviours that underpin the development of
sustained organisational resilience, providing new insights to organisational resilience
theory and leadership theory.

The framework provides a clear pathway to the development of sustainable
organisational resilience and identifies clear strategic leadership behaviours to underpin
the process. These behaviours can be applied at all levels of an organisation and in a
variety of organisational settings, not exclusive to the NHS. It was suggested the
behaviours are immediately applied in the NHS to help develop sustainability of a
corporate organisation that is experiencing severe stress. The contribution of this
research to practice was then identified.

Finally, the contribution to policy was presented. The theoretical framework was
suggested as an aid to assess responsible leadership by the CQC during their regulatory
oversight, provide a more nuanced approach to inspection and enable the CQC to direct
their support to organisations in greatest need. The chapter concluded with a summary.

The limitations of the research will now be discussed in Chapter 8.

210



Chapter 8
STUDY LIMITATIONS, FUTURE RESEARCH AND CONCLUSION

8.1 Introduction and chapter overview

This research has identified five strategic leadership behaviours that enabled
organisational performance improvement as evidenced by the CQC, which underpinned
the development of sustained organisational resilience in two NHS Trusts in England. The
research was conducted in two non-representative NHS Trusts using qualitative research
methods and analysis of secondary data. Limitations to the research study will now be
discussed, followed by directions for future research. A conclusion will draw the chapter

and thesis to a close.

8.2 Limitations of the study

Undertaking an empirical research study is not a perfect process and it is
incumbent on a researcher to recognise the limitations of their work (Mason, 2018). The
research case study design is of itself a limiting factor in the choice and number of cases
studied. It was argued (Section 4.3.1) that studying extreme cases was the most
appropriate for this research study and two organisations providing very different health
care services (mental health and non-specialist acute services) were purposefully selected
for comparison.

The CEOs of the case study Trusts were interested in the research for both the
learning that could be shared with the wider NHS and also for insights that may illuminate
areas for development in their own organisation. This strongly indicates the case studies
were organisations that seek feedback and have an improvement mindset. A significant
finding of the research study was that of the organisations having a strong commitment
to learning. The attitude from the outset of the CEOs may have unconsciously biased the
researcher to look for confirmatory evidence in the data corpus.

The considerable overlap in the cases of leadership style and strategic behaviours
in both cases strengthens the reliability and generalisability of the research findings (de
Vaus, 2001). However, comparing a performing organisation with an underperforming
one may have highlighted behaviours that hindered the development of organisational
resilience, eliciting different insights. This may be useful to underperforming

organisations, especially if they were practicing an identified adverse behaviour: it is as
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useful to know what to do less of as it is to be clear on practices that are beneficial. The
choice of unique case studies has not enabled such insights. However, the research aimed
to identify whether behaviours were replicated across the cases (Section 4.3.1) and,
therefore, it is argued the selection was appropriate for the study.

The retrospective nature of the study is a limitation of the work. Participants were
required to recall events that had occurred up to four years previously. This introduced
the potential element of hindsight bias (Roese and Vohs, 2012) and unreliable memory
recall. It was considered that senior leaders were more likely to have an accurate
recollection of events due to the strategic nature of their role and the response they
would be required to make (Mmobuosi, 1998) following a negative CQC rating:
consequently, the researcher requested introductions to senior managers to minimise
possible inaccuracies in the data.

Senior leaders appeared confident in their responses and there was considerable
similarity in their recollections. Whilst emotion predominantly benefits memory,
particularly in conditions of moderately high arousal (LaBar and Cabeza, 2006) it is also
acknowledged that memories can be inaccurate, especially if the emotion was
heightened by a negative event (Jang and Huber, 2008). Therefore this may have an
impact on the data referring to emotional recall collected through interview. Interview
data regarding organisational issues were triangulated with secondary data and
confirmed the interview findings. Participants who had been in more junior roles at the
time of the first CQC comprehensive inspection reported they could not accurately recall
how they felt at the time of receiving the negative CQC rating: this substantiates the
decision of the researcher’s selection of participants.

Both case studies comprised a number of hospitals and discrete services within
their Trust. Therefore it is likely that each divisional area or hospital had its own
organisational culture. A Divisional culture within a Trust-wide culture was not explored
explicitly with participants. In aiming to establish the Trust’s culture, it is possible that
participants were reflecting unconsciously on the culture of their own service within the
organisation, introducing a potential misunderstanding between participant and
researcher. This could have been clarified through member checking (Saunders, Lewis
and Thornhill, 2016) with participants following transcription of their interview. This was
not feasible after the onset of COVID-19 and therefore it introduces a potential anomaly

in the data analysis. This has been partially addressed through triangulation of interview
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data with secondary datasets.

The researcher sought to interview senior staff working in all areas of the
organisations in order to establish a Trust-wide response to the research questions.
Whilst this was achieved (Table 17, p. 101) the effect of the senior leadership behaviours
on front line clinicians was mainly unexplored - six of the thirty-nine participants had a
clinical role, each with a substantive senior managerial component. Exploring the
research questions with grass roots clinicians would have elicited data on how distributed
the leadership was in the organisations and whether the strategic leadership behaviours
were mirrored throughout. Thus the impact of the identified strategic leadership
behaviours at grass roots level was not examined and leaves a gap in the research.

A criticism of all case study research, it is acknowledged that a final limitation lies
in the difficulty to replicate exactly the study (Bettis, Helfat and Shaver, 2016; Brandt et
al., 2014). Researcher observations are unique and it cannot be guaranteed that a
different researcher would share observations, interpretations and insights. However, it is
argued that for this very reason it strengthens the research study: it has enabled fresh
insights on the strategic leadership behaviours that enable organisational performance
improvement and underpin the development of sustainable organisational resilience.
Furthermore, the research has been conducted at a uniquely insightful time in the history
of the NHS which cannot be replicated and which makes the study distinctly valuable for

future researchers and practitioners.

8.3 Directions for future research

This research has provided new insights into how organisational resilience is
developed in organisations that are significantly challenged but not in crisis. It is
recommended that further research is undertaken to examine the strategic leadership
behaviours of leaders in other challenged organisations and compared against the
theoretical framework developed from the current research. This may validate the theory
and provide further insights. Organisations that apply the theory in practice should be
studied and its impact on organisational resilience be assessed through rigorous research.

The study was undertaken within the NHS in England. It is suggested that further
research using the same research questions and research design is applied in other NHS
organisations: this would enable the theory to be applied and tested, strengthening
further the body of knowledge and understanding of the strategic leadership behaviours

that develop and sustain organisational resilience in health care organisations. It is also
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suggested the theory is tested in other sectors and industries aiming to sustain
organisational resilience. It is argued that responsible leadership with simultaneous
attention to staff and organisational development is equally as relevant in other sectors
as to health care.

A question left unanswered is: What are the strategic behaviours of leaders in
underperforming organisations? These should be examined and compared with those of
higher performing organisations. This would facilitate further learning for leaders and

guide them to identifying the organisational behaviours that are hindering improvement.

8.4 Conclusion

The world is in the throes of the COVID-19 pandemic, which has overstretched
health care provision internationally and underlined the severe tensions that exist in
many health services (Deloitte, 2021; Haque, 2021). Managing viral spread in the UK has
had its challenges and the UK government has focussed on protecting the NHS from
complete overwhelm, highlighting its vulnerability (Burman et al., 2020; Chowdhury,
2020; Moore, 2020; Willan et al., 2020; Yano, 2020). Whilst it has continued to function,
the NHS has been pushed to the brink (Lancet, 2020) and the importance of developing
resilience in the UK health system is now essential if it is to improve on pre-pandemic
performance (Thomas, 2020) and maintain sustainability. Furthermore, leaders will be
challenged to make difficult decisions, allocating finite resources to the competing
priorities of multiple clinical specialists (Macdonald et al., 2020; Morris et al., 2020;
Oussedik et al., 2021; Patel, Thomas and Quilter-Pinner, 2020) whilst balancing the
treatment of new cases and reducing a record waiting list (Griffin, 2020).

Within this context, this research has set out to identify the most impactful
strategic leadership behaviours that leaders of successful NHS Trusts in England have
employed to improve organisational performance and underpin the development of
organisational resilience. There are many NHS establishments that are underperforming
as evidenced by the CQC (CQC, 2020). A nuanced understanding of the strategic
leadership behaviours, systems and processes that lead to sustained performance
improvement can provide useful information to other leaders and guide performance
improvement in less successful organisations.

The research thesis documents the research journey and comprises eight
chapters. The theoretical motivation for the research was laid out in Chapter 1 and
confirmed the area of interest for the researcher, which resulted from a career in the

214



health care sector and a concern for the standards of leadership, quality and
sustainability of the NHS. The impact on quality that the UK health care quality regulator,
the CQC, makes is questionable (Walshe et al., 2014; Flodgren, Gongalves-Bradley and
Pomey, 2016; Castro-Avila, Bloor and Thompson, 2019), as is the assertion that it
improves the resilience of organisations through its inspection process (CQC, 2016a). The
researcher sought to understand further these issues relating to the CQC.

Literature that pertains to leadership, and specifically that which has influenced
leadership development and behaviour in the NHS in England, was reviewed in Chapter 2.
A strong focus on compassionate and distributed leadership was identified. In the third
chapter the field of organisational resilience was explored. The researcher accepted a
definition of organisational resilience that closely relates to an underperforming NHS
Trust, which is then subjected to close scrutiny by health care regulators before emerging
as a performing organisation. The authors (Vogus and Sutcliffe, 2007) assert that
organisational resilience is defined by an organisation that has been challenged by a
significant event, continues to perform whilst adapting to change and emerges stronger.
The literature review identified gaps in knowledge of the strategic behaviours of leaders
in NHS organisations following a CQC inspection that rates the organisation as
underperforming (Inadequate/ Requires Improvement). This led to the identification of
two research questions:

RQ1: What has enabled organisational performance improvement and thus developed
organisational resilience, as evidenced by the Care Quality Commission?
RQ2: What strategic leadership behaviours underpinned the development of

organisational resilience?

The fourth chapter identified the methods used to explore the research questions.
A multiple-case study of two non-representative NHS Trusts in England were selected as
the most useful to elicit understanding. The organisations were purposefully selected for
their proven sustained organisational resilience. Using a pragmatic, inductive approach, a
variety of methods were selected to study the cases. Semi-structured interviews,
secondary data including Trust documents and the NHS Staff Survey, non-participant
observations and collection or photographic evidence of documents opportunistically
available contributed to the data corpus. Analysis of these various datasets enabled
triangulation of the findings that resulted from the analysis of interview data.

The process of analysis of interview data was presented in Chapter 5. The thirty-
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nine interviews conducted in the two case studies were recorded and subsequently
analysed following a verbatim transcription. The thematic analytical process described by
Braun and Clarke (2013) was used as the primary method of data analysis, utilising NVivo
software. A further analysis using the Gioia methodology (Gioia, Corley and Hamilton,
2012) enhanced analytical rigour.

Data analysis and findings were reported in Chapter 6. Analysis of the interview
data identified five strategic leadership behaviours; these were confirmed through
analysis of the remaining datasets. Evidence for each strategic leadership behaviour was
presented together with a thematic map that described the hierarchical and lateral
relationships between sub-themes, themes and the overarching theme that described the
strategic leadership behaviour. A presentation of the data analysis following the Gioia
methodology (Gioia, Corley and Hamilton, 2012) was also provided. The strategic
priorities / goals for both case study Trusts during the relevant years pertaining to the
research study were presented and mapped to the strategic leadership behaviours. There
was a close correlation between the strategic priorities and behaviours.

The data were discussed in Chapter 7. The impact of regulation by the CQC on
performance improvement and contribution to resilience building was also discussed in
this chapter. There followed a discussion on the impact of a long discourse that has
centred on the delivery of compassionate care in the NHS. An alternative leadership
paradigm that will contribute to the development of sustainable organisational resilience
was proposed. Contributions of the research to theory, practice and policy were
presented in this chapter. The limitations of the research study were then set out in
Chapter 8 and directions for future research were suggested, prior to the research

conclusion.

8.4.1 Research contribution
Returning to the research questions identified through the literature review:
RQ 1: What has enabled organisational performance improvement and thus developed
organisational resilience, as evidenced by the Care Quality Commission?
RQ 2: What strategic leadership behaviours underpinned the development of

organisational resilience?

Five strategic leadership behaviours were identified through analysis of interview
data and confirmed through triangulation with the remaining datasets. One behaviour,

that of responsible leadership, connected to the remaining four behaviours and was
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identified as the primary strategic leadership behaviour that underpinned the
development of organisational resilience in the two case studies. Five core factors of
responsible leadership were identified: being guided by a strong moral compass; caring
for staff; horizon scanning; having active involvement in the whole system; reaching out
proactively to staff. Comparing these factors to extant literature contributes to the
understanding that responsible leaders are committed to both internal and external
stakeholders as proposed by Maak and Pless (2006) and are driven by strong moral values
(Stahl and Sully de Luque, 2014).

Responsible leadership as a primary strategic leadership behaviour that underpins
the development of organisational resilience is a significant finding of the research and
provides a new contribution to organisational resilience theory: it explicitly links having a
strong moral compass to the development of organisational resilience. This provides new
insights into responsible leadership motivation. It also suggests the performance
improvement strategy for the Trust leaders was achieved through long-term goals aimed
at sustainable improvement and organisational resilience, in line with scholarly thinking
(Lynham and Chermack, 2006).

The research also offers a novel contribution to leadership theory: it is the first
time that the link has been made between responsible leaders and the development of
organisational resilience. Specific elements of responsible leadership, working
synchronously on identified elements of organisational and staff development, have been
identified as mediators that enhance organisational resilience.

Organisational leaders were proactive in reaching out to their staff,
communicating frequently. Regular opportunities were provided for all staff to interact
with the CEO in real time via video link, which enhanced accessibility and built staff-leader
relationships. The CEOs in both case study Trusts were highly respected by all staff for
their inspirational leadership and exemplary style. The finding concurs with Wang and
Hackett (2016) who assert the importance of having a strong, transformational leader
who acts responsibly and role-models exemplary behaviour.

The research found that both case studies had developed a values-led culture
based on staff behaviours and which embraced organisational change. This is an
interesting finding: most studies report that NHS organisations generally develop cultures
that are focussed on patients and compassion (Dixon-Woods et al., 2014). There has been

a significant discourse in extant literature regarding compassionate leadership and caring
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(de Zulueta, 2016; West and Chowla, 2017; West, 2020), which suggests a cause for the
frequency with which these appear in Trust values. Furthermore, the CQC looks for signs
of compassion during their routine inspections, another logical reason for organisations
to herald compassion.

The case studies had developed their values prior to the CQC comprehensive
inspections and before the proliferation of the compassionate leadership literature. A
recent review of values in both organisations has led them to retain their staff-based
values, which suggests they are content with them and that they are effective. Mannion
(2014) advises against a uniform approach, asserting that there are different ways to
achieving quality, patient-centred care. Speculand and Chaudhary (2008) underline the
importance of developing organisational values that are meaningful to staff and are lived.
The case study Trusts developed values that were authentic to them, were being
embedded and guided staff behaviour. This could be a significant learning for other
organisations: it is important to develop values that are relevant and authentic to a
specific organisation rather than try to conform to an idealised norm.

A strong patient focus was palpable in the Trusts and document analysis revealed
that, in both organisations, their first strategic priority/goal was to deliver high quality,
patient-focussed care. Analysis of NHS Staff Survey data identified a significant increase
over five years in the perceptions of staff that patient care was the Trust’s primary
concern. This suggests that the organisations were successful in achieving their first
strategic priority/goal and supports Mannion’s (2014) view for a bespoke focus on the
approach to providing patient-centred care.

The Trusts spoke of difficulties associated with the strong messaging around
compassion. Whilst they spoke of compassion being present, it was acknowledged that it
was not always possible to be compassionate whilst trying to balance service delivery and
staff preferences. The findings also revealed that leaders were at times unable to resolve
the pressures and stress felt within the workforce, despite understanding and
empathising with them. This finding is in keeping with the observations of Vrticka, Favre
and Singer (2017) who identify authentic reasons why people may be unable to show
compassion.

Leaders were motivated to do the right thing, a core quality of a responsible
leader (Waldman and Galvin, 2008): this extended beyond their organisation. The

research identified that the case study leaders were actively involved in the whole system
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in which they operated. This finding supports the assertion that responsible leaders are
networked to stakeholders in multiple sectors (Miska and Mendenhall, 2018). Trust
leaders were clear that sustainability of their organisation relied on the sustainability of
the whole system of which they formed part, and for which they had a responsibility to
contribute. These findings are concordant with the views of Maak and Pless (2006) who
assert that responsible leaders consciously aim to balance various stakeholder interests.

Trust leaders were aware of issues that were likely to impact their organisation
and were constantly looking for opportunities to innovate and contribute to the whole
system by regular horizon scanning. Horizon scanning aims to identify emerging issues
and events that can disrupt an organisation (Schultz, 2006). This was encouraged at all
levels of the organisation and was not held in one particular department. This finding
supports the assertion of Bustinza and colleagues (2016) that staff at all levels in an
organisation should be encouraged to engage in intelligence gathering.

Further insights into the development of sustainable organisational resilience in
challenged organisations have enabled the development of a new theoretical framework,

discussed previously in Section 7.4 and re-presented in Figure 8 below.

Figure 8: Development of Organisational Resilience — A Theoretical Framework
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Two strategic leadership behaviours were situated within staff development: a
values-led culture and being people-focussed. These form a lateral link to the core factors
within responsible leadership of reaching out and caring for staff. Two strategic

leadership behaviours were situated within organisational development: an
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organisational commitment to learning and rigorous governance of the organisation.
These provide a lateral link to two core factors of responsible leadership: a strong moral
compass and horizon scanning. Both staff and organisational development relate to the
whole system.

The theoretical framework links the three elements of responsible leadership,
staff and organisational development to the development of organisational resilience.
These findings present a new contribution to the organisational resilience and leadership
literatures: responsible leadership has been found central to the development of
organisational resilience. There is an overlap in concepts with the relationships of staff
and organisational development to responsible leadership, which are stated by Miska and
Mendenhall (2018) in the extant literature. These authors relate staff development and
robust governance processes to responsible leadership research; they also refer to having
a culture that supports responsible leadership. The research has confirmed these
associations.

The research findings evidence the suggestion of other scholars that the
development of organisational resilience is associated with the development of employee
resilience (Luthans et al., 2007; Ruiz-Martin, Lépez-Paredes and Wainer, 2018). The
research also offers new understanding of strategic thinking and concurrent leadership
behaviours that underpin the development of organisational resilience. The discrete
strategic leadership behaviours identified in this research have an internal relationship:
prioritising concurrent action for each behaviour enables an organisation to improve
performance and develop sustainable organisational resilience.

Responsible leadership and whole system involvement, organisational culture and
a commitment to learning are linked to the development of organisational resilience. This
is a significant finding for the NHS as it moves into closer collaboration with system
partners. Health care organisations and integrated care systems of the future will require
responsible leadership to develop organisational resilience and system sustainability. A
knowledge of the culture that is predominant in a successfully performing organisation,
and a commitment to keep learning from each other, sharing good practice and avoiding
repetition of errors will be essential as they adapt to new ways of working.

The ICS will bring together people from various organisational cultures with
different professional values, models of performance management and regulatory

systems (Peck and Dickinson, 2009). These provide barriers to change and partnership
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working. The differential power relationships that already exist in the NHS will be tested
(Glendinning, 2003) and relationships will need to be built to develop trust in the system.
Health care organisations working within an Integrated Care System will need leaders
who are good communicators, can influence people at different organisational levels and
inspire partners to do what is morally right for their communities, possibly at their own
expense.

Those leaders will need to influence not only their system partners but also their
financial stakeholders, the government. A focus on doing the right thing for health and
social care is something spoken about in government but little action has taken place to
date to turn the rhetoric into reality. There will undoubtedly be difficult decisions to be
made, with system winners and losers an inevitable consequence (Pless, Maak and
Waldman, 2012); it is essential for the health and care of the population of England that
those decisions are taken by responsible leaders.

The research found the CQC to be considered an inhibitor to organisational
resilience. The process of regulation and scrutiny was seen to impede the ability for
organisations to innovate and think beyond achieving basic standards. This finding
concurs with the work of Marsden and colleagues (2020), who refer to this as an
unintended consequence of regulation and is in direct conflict with the aims of the CQC.

To return to the question of Schwandt and Gates (2018, p. 342) posed in Section
4.3, “What is this a case of?”: these are two cases of sustainable, organisationally resilient
NHS Trusts that have improved organisational performance through responsible
leadership, a values-led culture based on staff behaviours, are people-focussed,
rigorously governed and committed to learning. Furthermore, they demonstrate
exemplary leadership.

It is time for leaders in the health sector to look at their reflection and observe a
new style of heroic, responsible leader: a leader who is modest, uncomplacent, is
approachable and accessible, who balances aspiration with realism and frequently
communicates with stakeholders; a leader who is values-driven, staff and patient-
centred, shows humility and is continuously learning; a leader who ensures systems and
processes are robust to manage safety, quality and risk; a leader who is future-focussed
and works effectively with whole system partners. In short, a responsible leader with a
strong moral compass and who is motivated to do the right thing for their community.

This responsible leader will develop a sustainable, resilient organisation.

221



222



APPENDIX |

NHS Staff Survey Results in England, 2015-2019: All Trusts
(Source: NHS Staff Surveys 2015-2020)

Survey Theme NHS 2015 2016 | 2017 | 2018 | 2019
Q No.

Safety Culture: Reporting of incidents, % % % % %
near misses and errors
Staff encouraged to report incidences, | 17b 85.0 85.0 | 85.0 | 86.0 | 85.0
near misses or errors
Staff feel fairly treated when involved in | 17a 52.2 51.0 | 54.0 | 58.3 | 59.7
an incident
Staff feel secure raising concerns of | 18b 68.0 70.0 | 70.0 | 70.7 | 71.7
safety
Staff feel confident that their| 18c 56.0 58.0 | 57.6 | 58.0 | 59.8
organisation will address their concern
Staff have reported witnessed incidents 16c 94.0 94.7 | 946 | 94.9 | 95.0
Action is taken by Trust to ensure| 17c 72.0 70.0 | 70.0 | 70.5 | 71.8
incident is not repeated
Staff are given feedback on changes| 17d 54.1 56.2 | 58.7 | 60.0 | 61.1
made in response to incident
Safe Environment: Experience of % % % % %
incidences of bullying, abuse or
harassment from:
Managers 13b 13.0 13.0 | 12.8 | 13.2 | 123
Other colleagues 13c 19.0 19.0 | 18.0 | 19.1 | 19.0
Patients, relatives or other members of | 13a 28.8 28.1 | 28.2 | 28.5 | 28.5
the public
Staff member or colleague reported last | 13d 41.0 45.0 | 44.0 | 42.0 | 45.0
incident of bullying
National level of reported staff abuse 44.7 475 | 47.8 | 47.0 | 48.6
Management Experiences: % % % % %
Immediate manager
Satisfaction with amount of support 5b 66.8 69.0 | 69.0 | 69.8 | 71.0
from manager
Staff feel their work is valued by their 8g 70.5 71.0 | 71.0 | 72.0 | 73.3
manager
Manager gives clear feedback on their 8c 60.0 61.8 | 62.0 | 61.4 | 62.9
work
Manager is supportive in a personal 8e 74.0 747 | 75.0 | 74.0 | 77.0
crisis
Feel trusted to do their job 3b 91.0 91.0 | 91.0 | 91.0 | 91.0
Can count on manager for help with 8b 71.0 71.0 | 720 | 71.0 | 73.0
difficult task
Trust values discussed at appraisal | 19e 30.8 33.0 | 340 | 37.0 | 39.2
meeting
Manager asks staff’'s opinion before 8d 53.6 54.1 | 54.6 | 55.3 | 56.2

making decisions that affect their work
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Senior managers

%

%

%

%

%

Awareness of who the senior managers 9a 82.0 82.2 | 82.0 | 83.0 | 83.0

in the Trust are

Senior managers act on staff feedback 9d 30.0 31.1 | 32.0 | 32.7 | 345

Effective communication between senior 9b 38.0 39.2 | 40.0 | 41.0 | 42.0

managers and staff

Try to involve staff in important 9¢ 32.0 33.1 | 33.0 | 34.0 | 36.0

decisions

Teamwork

Team has a set of shared objectives 4h 72.0 720 | 72.0 | 72.8 | 72.4

Team meets often to discuss its 4i 59.3 60.3 | 60.4 | 60.6 | 60.7

effectiveness

Involved in change decisions that affect 4c 52.0 52.0 | 52.0 | 52.2 | 52.0

team

Quality of Care % % % % %

Agree that patient care is the| 21a 73.3 74.0 | 75.0 | 76.0 | 77.3

organisation’s top priority

Satisfied with the quality of care they 7a 82.2 82.7 | 84.0 | 80.7 | 81.1

give patients

Feel able to give the care they aspire to 7c 67.0 69.0 | 66.8 | 67.1 | 68.5

Satisfied with standards of care in their | 21d 69.0 69.0 | 70.0 | 71.0 | 714

Trust

Trust acts on concerns raised by patients | 21b 73.0 73.0 | 73.0 | 73.4 | 73.8

Health and Well-Being % % % % %

Staff has felt unwell as a result of work-| 11c 37.0 36.8 | 38.0 | 39.8 | 40.3

related stress

Trust takes positive action on staff | 11a 30.0 32.0 | 31.8 | 28.6 | 29.3

health and well-being

Immediate manager takes a positive 8f 65.8 68.0 | 69.0 | 68.4 | 69.7

interest in staff’s health and well-being

Staff Morale % % % % %

Staff feel enthusiastic about their job 2b 74.0 74.0 | 73.6 | 75.0 | 74.8

Staff look forward to going to work 2a 58.0 59.0 | 57.7 | 59.0 | 59.5

Satisfied with level of colleague support 5c 82.0 82.0 | 82.0 | 82.0 | 82.0

Staff recommend their organisation asa | 21c 58.7 59.8 | 59.6 | 61.6 | 63.3

place to work

Satisfied with the extent to which the 5f 41.8 43.0 | 43.0 | 46.0 | 48.0

Trust values their work

Feels Trust acts fairly on 14 86.0 85.0 | 86.8 | 83.4 | 83.9

promotion/career progression against

protected characteristics (Equality Act)

Has experienced discrimination by 15a 6.8 6.0 6.6 7.0 7.2

patients/relatives/public

Has experienced discrimination by Trust 15b 7.0 7.0 8.0 8.1 7.7

staff

Survey Response Rate % % % 0% %
41.0 440 | 45.0 | 46.0 | 49.8
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APPENDIX I

Semi-Structured Interview Framework Questions

1 | Please tell me about your career and how long you’ve worked here.
2 | Why did you come to work in this Trust?
3 | How would you describe the culture of the organisation?
4 | Has it (the culture) changed over the last 5 years? If so, how is it different? **
5 | Reflecting back, was there a particular time when you recognised things had changed and
why?
6 | How did it feel when the Trust was rated XXX by the CQC in 2015? **
7 | When you achieved YYY the following inspection, how did that feel in the organisation?
8 | And then, after you maintained that grading recently, how did it feel?
9 | What were the Trust’s strategic priorities following the first CQC inspection? **
10 | How does the CQC impact the organisation’s strategic priorities? Would you focus on
different priorities if you weren’t inspected by the CQC?
11 | Who are the key influencers in the organisation, and why?
12 | Please tell me about a leader behaviour that has stood out for you for a positive reason
during the past 2-3 years, and why that was memorable for you.
13a | How does the organisation learn from incidents or errors?
13b | And how does it share good practice?
14 | What does organisational resilience mean to you?
15 | What do people do here to help build organisational resilience?
16 | How does the CQC contribute to the resilience of the NHS?
17 | What is the organisation’s attitude to risk?
18 | How is horizon scanning managed in the Trust?
19 | How do you see the future for the Trust?
20 | Is there anything else that you think is significant or that you’d like to tell me?

** Adapted for participants working in Trust for less than 5 years
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APPENDIX 1l

Rationale for Interview Framework Questions

KEY: ** Questions were adapted according to length of time the participant had been

employed at the Trust.

1. Initial question: Please tell me about your career and how long you’ve worked here.
This provided contextual data on participants, an indication of staff turnover, the
organisation’s approach to talent management and staff development. Indication of
organisational memory in the Trust is significant as the data reflects on operations over
the previous 4-5 years. Asking this question first was designed to relax the interviewee:
enabling a participant to settle quickly is essential to facilitating a quality interview
(Schostak, 2006). Thus, the initial question had a dual purpose of putting the interviewee

at ease (Aurini, Heath and Howells, 2016) and providing contextual data.

2. Why did you come to work in this Trust?

This question was asked to elicit the motivation of the participant to join the Trust
staff, which may provide insights into the current reputation of the Trust and the impact
of previous widely publicised negative events. It may also indicate whether any
organisational change, such as to leadership or culture, has affected recruitment and

retention.

3. How would you describe the culture of the organisation?

Both case study Trusts had historical external reports that highlighted a bullying
culture. Improved organisational performance as evidenced by the CQC is likely to have
been accompanied by a changing culture, as the literature suggests (Smithson et al.,
2018). The question sought to identify the current culture of the organisation to establish

whether there had been a change from previous reports.

4. Has it (the culture) changed over the last 5 years? If so, how is it different?**

This question was asked of all participants who had worked in the Trust
throughout the timeframe. It was adapted appropriately for those who had worked at the
Trust for less than five years. The question was asked to unearth behaviour change that

accompanied any difference in culture and identify what the previous culture had been..
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5. Reflecting back, was there a particular time when you recognised things had changed
and why?**
The researcher aimed to identify if culture change had been a distinctive priority

for the Trust, what had driven the change and whether it was part of a planned strategy.
Exploring when a participant was feeling the impact of change may have illuminated
when the change process had started and whether this was the result of an
underperforming CQC rating or linked to a different priority. It would also identify what

behaviours had changed and the perceived results following the changes.

6. How did it feel when the Trust was rated XXX by the CQC in 2015? **

The CQC has had negative reviews, with some organisations reporting a sense of
unfairness in their overall grade (Beaussier et al., 2016; Care Quality Commission, 2017;
Purohit, 2020). Implementation of regulator recommendations is affected by the
perceived credibility of the inspection process (Hovlid et al., 2020) and this question was
aimed at understanding whether Trust employees felt that their grade was justified, how
they viewed the feedback given by the regulator and what bearing this may have had on
how they approached follow-up and the next inspection. It was also asked to ascertain
whether some Trust departments felt differently than others and how collective or
disparate the Trust is as an entire organisation. This may have an impact on
organisational resilience.

7. When you achieved YYY the following inspection, how did that feel in the
organisation?**

This question was asked to identify the organisation’s response to achieving an
improved performance rating. This would give insight regarding the reaction of the Trust
to success — how it celebrated success and the meaning assigned to the successful

outcome. This may be an indicator of organisational culture and potential complacency.

8. And then, after you maintained that grading recently, how did it feel?

This question probed any difference felt from receiving a successive, unchanged
performance grade, personally and in the organisation; how a second successful
improvement grade was marked; the attitude of leaders to the process and on-going
priorities. The response may reveal an attitude to the regulator, motivation of
participants and the organisation, a sense of momentum and perceived value of the

regulatory process. It may also draw out views on personal and organisational resilience.
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9. What were the Trust’s strategic priorities following the first CQC inspection?**

This question was asked to determine the impact of the CQC on the strategic
priorities of the organisation following an underperformance rating. It sought to identify
whether organisational priorities changed as a result of the CQC grade. More specifically,
did they become less strategically focussed on the organisation’s sustainability towards
an inward focus of performance improvement as assessed by the CQC. Understanding
Trust objectives and priorities may shed light on how the organisation views regulation
and how beneficial the inspection process and regulators are to developing an

organisation’s resilience and ultimate sustainability.

10. How does the CQC impact the organisation’s strategic priorities? Would you focus
on different priorities if you weren’t inspected by the CQC?

This question was asked to determine whether Trust strategic priorities were
impacted by any CQC inspection and enabled further probing on a number of issues. For
example, did priorities alter after a positive inspection rating? How did this compare with
the response from question 9 above? If there were changes, what were they, what was
the reason for the change and how significant might that be to organisational resilience
and performance? Without a CQC inspection, would strategic priorities be different?

Exploring these additional issues was facilitated by this initial question.

11. Who are the key influencers in the organisation and why?

Leaders are influential and, as reported in Section 2.6.1, the NHS has focussed on
distributed leadership and its impact on organisational culture. This question sought to
identify where influence is located in the case study Trusts. This would indicate a style of
leadership, such as an hierarchical or distributed leadership pattern, in the organisation.
This would also be an indicator of organisational culture, which can be cross-referenced

for consistency with questions 3 and 4 above.

12. Please tell me about a leader behaviour that has stood out for you for a positive
reason during the past 2-3 years and why that was memorable for you.**

The research aimed to identify the strategic leadership behaviours that have
accounted for or contributed towards the performance improvement noted by the CQC.
Responses to this question may identify particular behaviour patterns or standout

individuals, which may be significant. The question would elicit positive behaviours that
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may contribute to performance improvement and the development of organisational
resilience. The responses can also be compared to the influential people identified in

guestion 11 above to identify any pattern or correlation.

13a. How does the organisation learn from incidents or errors?

13b. And how does it share good practice?

These questions were designed to understand the organisation’s systems and
processes for recording and monitoring accidents, incidents and best practice; identify
how lessons from these positive and negative incidents are determined and how learning
is then shared throughout the organisation. They were also aimed at eliciting the Trust’s
attitude to learning from accidents and sharing best practice and whether there is an
imbalance of acknowledging positive and negative experiences. It may also indicate a
Trust culture. Accelerating learning throughout an organisation by sharing reflections
from both positive and negative experiences will help develop and embed a quality
culture (Schein, 2004), important for organisational performance and resilience of a

health care organisation.

14. What does organisational resilience mean to you?

The researcher was interested to discover what the research participants
understood from the term organisational resilience, having agreed to participate in the
study. The researcher also sought to find out whether there was a collective definition of
organisational resilience in the Trust, as definitions in the literature vary (Horne and Orr,
1997; Burnard and Bhamra, 2011; Hopkin, 2014). Therefore, a shared definition of
organisational resilience was likely to indicate that it was discussed by organisational

leaders and disseminated throughout the organisation.

15. What do people do here to help build organisational resilience?

Personal resilience has gained traction in the NHS and is frequently linked to
health and well-being programmes (Sull, Harland and Moore, 2015). This question aimed
to identify at which level organisational resilience was discussed and the extent to which
a formal commitment to organisational resilience in the Trust was addressed. Awareness
of participants to organisational resilience initiatives in their Trust was explored through
this question. Their knowledge of such initiatives may be an indicator of their

appreciation of the relevance of organisational resilience and the need for a corporate
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approach to plan for organisational sustainability.

16. How does the CQC contribute to the resilience of the NHS?

Identified in the literature, the CQC perceives it has a role contributing to the
development of organisational resilience in the NHS (CQC, 2015; CQC, 2020). The
guestion sought to determine how participants perceive the NHS regulator as a
contributor to the Trust’s resilience. The perceived potential influence and credibility of
the CQC to develop sustainability in health and social care may be illuminated through

this question.

17. What is the organisation’s attitude to risk?

A hospital Trust is required to assess risks and maintain a risk register. There are
two broad areas of risk, those of patient safety and financial risks (Monitor, 2014). This
guestion was left open for participants to address from the perspectives they felt most
knowledgeable. Managing risk effectively is essential to organisational resilience and
sustainability (Burnard and Bhamra, 2011). The question was asked to elicit information
on the Trust’s approach to and management of risk, identifying its significance to

strategic priorities and contribution to organisational resilience and sustainability.

18. How is horizon scanning managed in the Trust?

Horizon scanning is a key requirement for organisational resilience, especially in
times of organisational change (Louisot, 2015). The NHS is in a significant change process,
with Trusts now in formed Sustainable Transformation Partnerships, working towards an
Integrated Care System (Section 2.2.3.4). A Trust’s ability to place itself within the wider
system will be highly relevant to its resilience and sustainability. An understanding of the
Trust’s approach to this external-facing task may illuminate how it plans for resilience and
organisational sustainability in the long term, and aims to contribute to the sustainability

of the system in which it operates.

19. How do you see the future for the Trust?

This question sought to understand how widely Trust goals are communicated
throughout the organisation and whether there is a shared vision from the Board to
clinicians and non-clinical managers. Staff commitment may be indicated, with potential
impact on organisational resilience. The question sought to identify the future focus for

the Trust — longevity vs. short-term goals.
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20. Final question: Is there anything else that you think is significant or that you’d like

to tell me?

This question enabled participants to share any information with the researcher
that they may have anticipated would be asked and was not, or anything that came to

mind during the course of the interview that was important to them.
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APPENDIX IV

Introductory Email to Referred Prospective Participants
Email Subject Heading: PhD Research
cc: Referrer
Dear (First Name)
| am interviewing a number of people in the Trust as part of my research into leadership
and organisational resilience. The Trust's CEO and R&D department are supporting the
research and your colleague (Name 2) has suggested that you may be interested in being
involved, and has given me your email address.
It is entirely voluntary for you to participate and the confidential interview will take a
maximum of 90 minutes. | attach a brief overview of the project to give you some
context. | have a detailed information sheet for prospective participants (4 pages) should
you be interested in participating, to read before finally consenting to be interviewed.
In the first instance | would greatly appreciate it if you would give consideration to being
interviewed as | think your input would be invaluable. | would be very happy to have a
conversation with you about it should you want more details at this stage. | have
interviewed (Name 2) and you may also wish to talk to him/her about the work.
| look forward to hearing from you.
Kind regards,
Barbara
Barbara Bradbury

Tel: (Landline Number)
Mob: (Number)
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APPENDIX V

Preliminary Briefing Sheet for Prospective Participants

PhD RESEARCH OVERVIEW

Research questions:
“What has enabled organisational performance improvement and thus developed organisational
resilience, as evidenced by the CQC? What strategic leadership behaviours underpinned the
development of sustained organisational resilience?”
Context:
Resilience has been defined as the ability to continue to positively adjust under challenging
circumstances, with the organisation eventually emerging more strongly and better resourced.
This research sets out to determine the impact that NHS leadership has on the resilience of their
organisation. Specifically, how did the organisation go from a CQC rating of XXX to YYY?
Research objectives:
* Identify the strategic behaviours of leaders which impact the resilience of their
organisation
* Gain clarity on which leader behaviours relate most positively to staff
* Provide evidence to other healthcare leaders and potentially enable greater resilience
throughout the NHS.
Benefit to the Trust:
» Gaining greater insight into the most impactful strategic behaviours of leaders
» Getting clarity on who is influential and how that influence is manifested
> ldentifying which behaviours, systems and processes to encourage and discourage in
order to maintain organisational resilience and sustainability.
Participant involvement:
* Face-to-face interview, 60-90 minutes. Recorded for accuracy
* Possible shadowing — 1 day
* Possible observation in meetings
Confidentiality:
All data will be kept strictly confidential. Each participant will be allocated an identification code,
which will be securely held in a separate encrypted file and place to other data and stored on the
University of Southampton’s data research repository. The PhD thesis will not identify individual
participants or the Trust.
Consent:
Participants will be asked to sign a consent form when they agree to participate in the research.
Right to withdraw:
Participants have the right to change their mind and withdraw at any time without giving a reason
and without their participant rights being affected. If they decide to withdraw after 30 days
following their interview their data may be included in the data analysis. Should they choose to
withdraw during a period of shadowing, all written field notes previously taken that day will be
destroyed immediately by shredding and will not form part of the data analysis.
Researcher: Barbara Caroline Bradbury TD, MPhil, BSc (Hons), RGN
PhD student, University of Southampton — Southampton Business School
Barbara has worked for 30 years in the field of personal and organisational development (OD).
Following her clinical experience in ITU and as a surgical ward Sister, Barbara moved into the OD
field, initially at Regional Health Authority level and then to the role of Director of Development
(Organisational Audit) at the King’s Fund. She returned to the health service as an executive
director of OD in an NHS Community Trust before establishing an OD consultancy in 1999,
working with healthcare organisations.
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APPENDIX VI

Participant Information Sheet

Southampton

I

Participant Information Sheet

Study title: The Impact of Leaders on Organisational Resilience

Researcher name: Barbara Bradbury
ERGO number: 47300
IRAS Reference Number: 248763

You are being invited to take part in the above research study. To help you decide
whether you would like to take part or not, it is important that you understand why the
research is being done and what it will involve. Please read the information below
carefully and ask questions if anything is not clear or you would like more information
before you decide to take part in this research. You may like to discuss it with others but
it is up to you to decide whether or not to take part. If you are happy to participate you
will be asked to sign a consent form.

What is the research about?
| am Barbara Bradbury, a PhD student at the University of Southampton and funding my
own research. | have an NHS career background, and worked clinically as a nurse in
hospitals before moving into the field of organisational development. | have worked at
the King’s Fund and been a director of Nursing and Organisational Development in an
NHS Trust. For the last 20 years | have worked independently with NHS professionals,
focussing on leadership and management development and | am keen to understand how
leaders impact the resilience of the NHS organisation in which they work. The findings of
this research may be of benefit to you and your Trust through:

» Gaining greater insight into the most impactful behaviours of leaders

» Getting clarity on who is influential and how that influence is manifested

» Identifying which behaviours, systems and processes to encourage and

discourage in order to maintain high reliability within the Trust.

The research has the potential to be of wider benefit to the NHS and other organisations
through sharing of new knowledge with other leaders, which may influence the overall
service, quality, safety and leadership of organisations. It aims to provide useful,
meaningful and robust evidence, to leaders within the health care sector, on behaviours
that will benefit the NHS and enable greater resilience of organisations in the health care
system.

Why have | been asked to participate?

You have been asked to be involved in this research because it focuses on leaders at all
levels in the Trust. Approximately 25 leaders in your Trust will be participating in the
study.
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What will happen to me if | take part?

You will be requested to have a face-to-face interview with me for 60-90 minutes, which
will be digitally recorded for accuracy and which | will later transcribe. The transcription
will have all identifiable information removed. Your information will be kept confidential
and anything reported will be anonymised —i.e. you will not be identified by name. The
digital audio recording will be destroyed immediately after it has been transcribed and
within three months of your interview. Prior to transcription and deletion, digital audio
recordings will be kept in a separate encrypted file and place to other data and stored
securely on the University of Southampton’s data research repository.

| may also observe you as you undertake your usual work: for example, | shall be
observing open Board meetings and, with permission from the CEO and committee
meeting Chairs on behalf of their committee members, other management meetings such
as the Risk Management Committee. | shall be observing unobtrusively from a distance
and noting specifically the conversation subject matter, behaviour of leaders and
interactions between the meeting membership. | will record the names and job titles of
the meeting participants electronically and keep this information secure in an encrypted
file, accessible by the researcher only, and stored on the University of Southampton’s
data research repository. This information will not be shared with anyone. | will allocate
each meeting participant an identification code number and this code will be kept in a
separate encrypted file and place to other data and stored on the University of
Southampton’s data research repository.

| may ask your permission to shadow you for part of your working day, to a maximum of
7.5 hours, to observe you in your role. This is completely optional and your signed
consent will be required should you agree to this request. You will have full control over
what aspects of your working day | may shadow you and when you would like me to be
absent. The observation will not involve me collecting any sensitive or identifiable data.
Observation field notes will hold no identifiable data and will be stored in a locked desk
accessible only by the researcher. On completion of the research they will be shredded.

Are there any risks involved?

There are no risks anticipated with your involvement, aside from mild fatigue. You can
choose to withdraw during the interview at any time without needing to explain yourself
and without prejudice. You can also choose to request | stop shadowing you at any time
during the working day without needing to explain yourself and without prejudice.

What data will be collected?

| will record your name and job title electronically and keep this information secure in a
separate encrypted file and place to other data, accessible by the researcher only, and
stored on the University of Southampton’s data research repository. This information will
not be shared routinely with anyone. In the event that my data management system is
audited for compliance against applicable regulations, certain individuals may request
access to your data.

Only my supervisor (Prof Amy Fraher: A.L.Fraher@soton.ac.uk) and responsible members
of the University of Southampton may be given access to data about you for monitoring
purposes and/or to carry out an audit of the study to ensure that the research is
complying with applicable regulations. Individuals from regulatory authorities (people
who check that we are carrying out the study correctly) may also require access to your
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data. All of these people have a duty to keep your information, as a research participant,
strictly confidential.

Your email address will be kept for the duration of the study in order that | can maintain
contact with you as necessary. Any emails will be sent from a device that is password
protected.

Will my participation be confidential?

Your participation and the information | collect about you during the course of the
research will be kept strictly confidential. | will allocate you an identification code number
and this code will be kept in a separate encrypted file and place to other data and stored
on the University of Southampton’s data research repository.

You will be asked to sign a consent form when you agree to participate in the research.
Your signed consent form will be immediately scanned digitally by a password-protected
device and stored securely in a separate encrypted file and place to other data on the
University of Southampton’s data research repository. The original document with your
handwritten signature will be left in your possession for your own record and eventual
disposal.

The PhD thesis will not identify individual participants or the Trust.

All electronically stored data, including interview transcripts, observation field notes and
consent forms, will be securely stored in separate encrypted files, accessible by the
researcher solely. It will be stored on the University of Southampton’s data research
repository. Identifiable data will be removed from all electronically stored data.

In the event of an audit or research governance monitoring, only my supervisor (Prof Amy
Fraher: A.L.Fraher@soton.ac.uk), responsible members of the University of Southampton
or an individual from a regulatory authority may be given access to your data. All of these
people have a duty to keep your information, as a research participant, strictly
confidential.

Do | have to take part?
No, it is entirely up to you to decide whether or not to take part. If you decide you want
to take part, you will need to sign a consent form to show you have agreed to take part.

What happens if | change my mind?

You have the right to change your mind and withdraw at any time without giving a reason
and without your participant rights being affected, by emailing me at
B.C.Bradbury@soton.ac.uk

If you decide to withdraw after 30 days following your interview your data may be
included in the data analysis, but you will not have further involvement in the research.
Should you choose to withdraw during a period of shadowing, all written field notes
previously taken that day will be destroyed immediately by shredding and will not form
part of the data analysis.

What will happen to the results of the research?

The research will be written up in a PhD thesis. Other publications may be subsequently
developed for professional outlets. Your personal details will remain strictly confidential.
Research findings made available in any reports or publications will not include
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information that can directly identify you. The Trust will not be identified without the
specific consent of the Chief Executive Officer.

What happens if there is a problem?

If you have a concern about any aspect of this study, you should speak to me and | will do
my best to answer your questions. If you remain unhappy or have a complaint about any

aspect of this study, please contact the University of Southampton Research Integrity and
Governance Manager (Tel: 023 8059 5058; Email: rgoinfo@soton.ac.uk).

Data Protection Privacy Notice

The University of Southampton conducts research to the highest standards of research
integrity. As a publicly-funded organisation, the University has to ensure that it is in the
public interest when we use personally-identifiable information about people who have
agreed to take part in research. This means that when you agree to take partina
research study, we will use information about you in the ways needed, and for the
purposes specified, to conduct and complete the research project. Under data protection
law, ‘Personal data’ means any information that relates to and is capable of identifying a
living individual. The University’s data protection policy governing the use of personal
data by the University can be found on its website
(https://www.southampton.ac.uk/legalservices/what-we-do/data-protection-and-

foi.page).

This Participant Information Sheet tells you what data will be collected for this project
and whether this includes any personal data. Please ask the researcher if you have any
guestions or are unclear what data is being collected about you.

Our privacy notice for research participants provides more information on how the
University of Southampton collects and uses your personal data when you take part in
one of our research projects and can be found at
http://www.southampton.ac.uk/assets/sharepoint/intranet/ls/Public/Research%20and%
20Integrity%20Privacy%20Notice/Privacy%20Notice%20for%20Research%20Participants.

pdf

Any personal data we collect in this study will be used only for the purposes of carrying
out our research and will be handled according to the University’s policies in line with
data protection law. If any personal data is used from which you can be identified
directly, it will not be disclosed to anyone else without your consent unless the University
of Southampton is required by law to disclose it.

Data protection law requires us to have a valid legal reason (‘lawful basis’) to process and
use your Personal data. The lawful basis for processing personal information in this
research study is for the performance of a task carried out in the public interest. Personal
data collected for research will not be used for any other purpose.

For the purposes of data protection law, the University of Southampton is the ‘Data
Controller’ for this study, which means that we are responsible for looking after your
information and using it properly. The University of Southampton will keep identifiable
information about you for 2 years after the study has finished after which time any link
between you and your information will be removed.
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To safeguard your rights, we will use the minimum personal data necessary to achieve
our research study objectives. Your data protection rights — such as to access, change, or
transfer such information - may be limited, however, in order for the research output to
be reliable and accurate. The University will not do anything with your personal data that
you would not reasonably expect.

If you have any questions about how your personal data is used, or wish to exercise any
of your rights, please consult the University’s data protection webpage
(https://www.southampton.ac.uk/legalservices/what-we-do/data-protection-and-
foi.page) where you can make a request using our online form. If you need further
assistance, please contact the University’s Data Protection Officer
(data.protection@soton.ac.uk).

Thank you for reading this information sheet and considering taking part in the
research.

12 August 2019_v3
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APPENDIX VII

Consent Form

~ UNIVERSITY OF
Southampton

CONSENT FORM

Study title: The Impact of Leaders on Organisational Resilience

Researcher name: Barbara Bradbury
ERGO number: 47300

IRAS Reference Number: 248763
Participant Identification Number:

Please initial the boxes if you agree with the statements:

| have read and understood the information sheet (12 August 2019, v3) and
have had the opportunity to ask questions about the study.

| agree to take part in this research project and agree for my data to be used
for the purpose of this study.

| understand my participation is voluntary and | may withdraw at any time for
any reason without my participation rights being affected.

| understand that | may be quoted directly in reports of the research but that |
will not be directly identified (e.g. that my name will not be used).

| understand that | may be asked to be shadowed for a maximum of 7.5 hours
during one working day and agree to be observed in this way.

| understand that taking part in the study involves audio recording. The
recording will be transcribed and then the audio file will be destroyed. The
transcribed notes will be securely held in the University of Southampton
research data store for the purposes set out in the participation information
sheet.

Name of participant (print NAMe) ...t

Signature of partiCipant ....... ...t

Name of researcher (Print NAME) ... .. ...,

Signature of researcher ...

12 August 2019_v3
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APPENDIX VI

Meeting Observation Recording Sheet

Case Site ID: Meeting Title: Date:
Start Time: End Time: Meeting Length:
Attendees:

Observation Reflection
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APPENDIX IX

Secondary Data Sources

CASE STUDY 1
Year BP No. AR No. CQCSR
No.
2006 1
2007 2
2008 3
2009 4
2010 5
2011 6
2012 7
2013 8
2014 9
2015 1-10 10 1
2016 11-21 11
2017 22-31 12 2
2018 32-41 13
2019 42-48 14 3
2020 49 15
TABLE KEY:
BP No. Board Paper Number
AR No. Annual Report Number
CQCSR No. | Care Quality Commission Summary Report Number
CASE STUDY 2
Year BP No. AR No. CQCSR
No.
2015 50-59 16 4
2016 60-68 17
2017 69-76 18 5
2018 77-82 19
2019 83-89 20 6
2020 90 21
TABLE KEY:
BP No. Board Paper Number
AR No. Annual Report Number
CQCSR No. | Care Quality Commission Summary Report Number
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APPENDIX X

NHS Staff Survey Results 2015-2019: Case Study 1
(Source: NHS Staff Surveys 2015-2020)

Survey Theme NHS 2015 2016 | 2017 | 2018 | 2019
Q No.

Safety Culture: Reporting of incidents, % % % % %
near misses and errors
Staff encouraged to report incidences, | 17b 86.9 88.4 | 88.7 | 89.3 | 90.7
near misses or errors
Staff feel fairly treated when involved in | 17a 53.5 57.7 | 57.4 | 64.0 | 65.8
an incident
Staff feel secure raising concerns of | 18b 64.7 67.0 | 675 | 71.7 | 72.7
safety
Staff feel confident that their| 18c 52.7 56.3 | 57.5 | 61.4 | 63.3
organisation will address their concern
Staff have reported witnessed incidents 16¢ 94.3 949 | 95.3 | 95.3 | 95.3
Action is taken by Trust to ensure| 17c 66.8 706 | 71.1 | 74.6 | 74.9
incident is not repeated
Staff are given feedback on changes| 17d 54.3 58.2 | 61.3 | 62.8 | 64.0
made in response to incident
Safe Environment: Experience of % % % % %
incidences of bullying, abuse or
harassment from:
Managers 13b 139 120 | 11.8 | 11.7 | 105
Other colleagues 13c 20.1 17.9 | 18.4 | 185 | 18.1
Patients, relatives or other members of | 13a 28.6 27.6 | 269 | 245 | 254
the public
Staff member or colleague reported last | 13d 40.9 42,7 | 446 | 454 | 46.3
incident of bullying
National level of reported staff abuse 44.7 475 | 47.8 | 47.0 | 48.6
Management Experiences: % % % % %
Immediate manager
Satisfaction with amount of support 5b 66.0 67.2 | 68.4 | 69.7 | 71.8
from manager
Staff feel their work is valued by their 8g 68.5 716 | 71.5 | 73.2 | 75.0
manager
Manager gives clear feedback on their 8c 55.7 59.3 | 58.8 | 59.0 | 61.9
work
Manager is supportive in a personal 8e 70.9 73.7 | 73.4 | 745 | 77.0
crisis
Feels trusted to do their job 3b 91.7 92.8 | 92.7 | 92.1 | 924
Can count on manager for help with 8b 68.5 70.2 | 70.4 | 68.9 | 73.5
difficult task
Trust values discussed at appraisal | 19e 27.9 299 | 319 | 345 | 36.5
meeting
Manager asks staff’'s opinion before 8d 51.0 539 | 545 | 559 | 574

making decisions that affect their work
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Senior managers

%

%

%

%

%

Awareness of who the senior managers 9a 78.6 809 | 839 | 8.5 | 834

in the Trust are

Senior managers act on staff feedback 9d 27.3 31.7 | 34.0 | 359 | 38.9

Effective communication between senior 9b 35.4 39.0 | 41.3 | 429 | 446

managers and staff

Try to involve staff in important 9¢ 29.1 329 | 343 | 36.5| 39.0

decisions

Teamwork

Team has a set of shared objectives 4h 70.6 74.7 | 746 | 73.2 | 73.3

Team meets often to discuss its 4i 52.9 56.7 | 57.0 | 56.9 | 58.2

effectiveness

Involved in change decisions that affect 4c 52.0 545 | 54.7 | 54.9 | 53.6

team

Quality of Care % % % % %

Agree that patient care is the| 21a 76.8 79.8 | 81.3 | 83.2 | 84.5

organisation’s top priority

Satisfied with the quality of care they 7a 80.1 819 | 809 | 80.3 | 81.8

give patients

Feel able to give the care they aspire to 7c 64.8 67.4 | 65.6 | 65.2 | 68.1

Satisfied with standards of care in their | 21d 76.7 809 | 83.1| 849 | 854

Trust

Trust acts on concerns raised by patients | 21b 72.5 75.0 | 76.8 | 78.5 | 78.1

Health and Well-Being % % % % %

Staff has felt unwell as a result of work-| 11c 36.1 34.0 | 35.3 | 37.0 | 35.9

related stress

Trust takes positive action on staff | 11a 29.4 344 | 349 | 284 | 323

health and well-being

Immediate manager takes a positive 8f 64.6 67.0 | 67.0 | 68.8 | 71.0

interest in staff’s health and well-being

Staff Morale % % % % %

Staff feel enthusiastic about their job 2b 72.8 74.3 | 73.9 | 75.7 | 76.7

Staff look forward to going to work 2a 55.9 57.2 | 57.1 | 58.7 | 59.3

Satisfied with level of colleague support 5c 79.6 82.1 | 83.1 | 82.5| 834

Staff recommend their organisation asa | 21c 60.7 66.9 | 68.8 | 70.8 | 73.9

place to work

Satisfied with the extent to which the 5f 38.1 44.0 | 449 | 47.8 | 50.6

Trust values their work

Feels Trust acts fairly on 14 87.4 89.3 | 88.1 | 84.7 | 87.5

promotion/career progression against

protected characteristics (Equality Act)

Has experienced discrimination by 15a 5.8 5.9 6.3 5.1 5.6

patients/relatives/public

Has experienced discrimination by Trust 15b 7.6 7.2 8.2 7.3 6.5

staff

Survey Response Rate % % 0% % %
44.2 421 | 429 | 52.5 | 55.2
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APPENDIX XI

NHS Staff Survey Results 2015-2019: Case Study 2
(Source: NHS Staff Surveys 2015-2020)

Survey Theme NHS 2015 2016 | 2017 | 2018 | 2019
Q No.

Safety Culture: Reporting of incidents, % % % % %
near misses and errors
Staff encouraged to report incidences, | 17b 80.8 85.6 | 86.2 | 88.1 | 88.6
near misses or errors
Staff feel fairly treated when involved in | 17a 47.3 51.6 | 53.5 | 58.2 | 61.7
an incident
Staff feel secure raising concerns of | 18b 64.6 70.7 | 71.3 | 71.4 | 71.8
safety
Staff feel confident that their| 18c 47.4 56.0 | 56.8 | 58.7 | 60.5
organisation will address their concern
Staff have reported witnessed incidents 16¢ 92.8 949 | 95.8 | 93.4 | 94.6
Action is taken by Trust to ensure | 17c 63.7 68.9 | 69.1 | 70.8 | 70.2
incident is not repeated
Staff are given feedback on changes| 17d 53.9 63.2 | 67.1 | 66.4 | 62.6
made in response to incident
Safe Environment: Experience of % % % % %
incidences of bullying, abuse or
harassment from:
Managers 13b 15.2 121 | 12.1 | 12.5 | 10.7
Other colleagues 13c 18.4 16.2 | 17.2 | 17.4 | 18.9
Patients, relatives or other members of | 13a 35.2 325 | 340 | 36.2 | 36.5
the public
Staff member or colleague reported last | 13d 50.1 55.4 | 56.2 | 56.2 | 58.2
incident of bullying
National level of reported staff abuse 44.7 475 | 47.8 | 47.0 | 48.6
Management Experiences: % % % % %
Immediate manager
Satisfaction with amount of support 5b 70.7 73.4 | 73.5 | 74.7 | 78.1
from manager
Staff feel their work is valued by their 8g 75.4 783 | 785 | 78.7 | 81.5
manager
Manager gives clear feedback on their 8c 62.9 67.5 | 69.4 | 68.4 | 71.1
work
Manager is supportive in a personal 8e 78.1 79.1 | 79.6 | 78.1 | 83.3
crisis
Feels trusted to do their job 3b 89.9 90.3 | 91.5 | 91.2 | 92.0
Can count on manager for help with 8b 73.6 76.0 | 76.5 | 76.4 | 78.6
difficult task
Trust values discussed at appraisal | 19e 32.4 435 | 40.0 | 42.8 | 43.8
meeting
Manager asks staff’'s opinion before 8d 57.7 60.5 | 619 | 61.7 | 64.8

making decisions that affect their work
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Senior managers

%

%

%

%

%

Awareness of who the senior managers 9a 85.2 86.1 | 88.2 | 86.8 | 87.5

in the Trust are

Senior managers act on staff feedback 9d 31.2 33.8 | 37.2 | 37.6 | 40.7

Effective communication between senior 9b 36.7 41.2 | 439 | 441 | 47.5

managers and staff

Try to involve staff in important 9¢ 35.3 38.2 | 425 | 41.1 | 44.2

decisions

Teamwork

Team has a set of shared objectives 4h 71.8 743 | 76.1 | 75.3 | 75.1

Team meets often to discuss its 4i 62.9 66.6 | 68.9 | 67.1 | 68.2

effectiveness

Involved in change decisions that affect 4c 50.3 55.3 | 55.6 | 57.3 | 56.1

team

Quality of Care % % % % %

Agree that patient care is the| 21a 68.6 73.3 | 749 | 79.3 | 80.0

organisation’s top priority

Satisfied with the quality of care they 7a 74.0 776 | 75.2 | 745 | 76.2

give patients

Feel able to give the care they aspire to 7c 54.7 58.1 | 57.1 | 57.8 | 59.9

Satisfied with standards of care in their | 21d 53.7 57.8 | 56.6 | 60.9 | 60.2

Trust

Trust acts on concerns raised by patients | 21b 68.2 74.7 | 743 | 77.0 | 75.2

Health and Well-Being % % % % %

Staff has felt unwell as a result of work-| 11c 44.9 429 | 454 | 440 | 443

related stress

Trust takes positive action on staff | 11a 24.7 28.8 | 334 | 31.1 | 33.6

health and well-being

Immediate manager takes a positive 8f 71.9 74.0 | 75.5 | 75.5 | 79.3

interest in staff’s health and well-being

Staff Morale % % % % %

Staff feel enthusiastic about their job 2b 68.8 74.2 | 70.8 | 73.9 | 73.2

Staff look forward to going to work 2a 52.6 58.7 | 56.7 | 57.2 | 58.6

Satisfied with level of colleague support 5c 80.5 85.5 | 84.1 | 839 | 84.4

Staff recommend their organisation asa | 21c 48.6 54.4 | 56.1 | 62.6 | 63.9

place to work

Satisfied with the extent to which the 5f 40.3 46.1 | 48.5 | 51.7 | 55.0

Trust values their work

Feels Trust acts fairly on 14 84.7 88.2 | 88.2 | 85.5 | 88.1

promotion/career progression against

protected characteristics (Equality Act)

Has experienced discrimination by 15a 6.6 7.5 7.9 9.0 8.5

patients/relatives/public

Has experienced discrimination by Trust 15b 7.1 6.1 8.2 8.3 7.4

staff

Survey Response Rate % % % 0% %
50.5 53.3 | 549 | 54.5 | 56.5
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APPENDIX XII

NHS Staff Survey Results in All Trusts, Case Study 1 and

Case Study 2, 2015-2019: Collated Data
(Source: NHS Staff Surveys 2015-2019)

TABLE KEY: Trust* All: All Trusts CS1: Case Study 1~ CS2: Case Study 2

Survey Theme Trust* | 2015 2016 | 2017 | 2018 | 2019
Safety Culture: Reporting of incidents, near % % % % %
misses and errors
Staff encouraged to report incidences, near All 85.0 85.0 85.0 | 86.0 | 85.0
misses or errors Cs1 86.9 88.4 88.7 | 89.3 | 90.7
CS2 80.8 85.6 86.2 | 88.1 | 88.6
Staff feel fairly treated when involved in an All 52.2 51.0 54.0 | 58.3 | 59.7
incident Cs1 53.5 57.7 574 | 64.0 | 65.8

CS2 47.3 51.6 53.5 | 58.2 | 61.7

Staff feel secure raising concerns of safety All 68.0 70.0 70.0 | 70.7 | 71.7
Cs1 64.7 67.0 67.5 | 71.7 | 72.7
CS2 64.6 70.7 713 | 714 | 71.8

Staff feel confident that their organisation All 56.0 58.0 57.6 | 58.0 | 59.8
will address their concern Cs1 52.7 56.3 575 | 61.4 | 63.3
CS2 47.4 56.0 56.8 | 58.7 | 60.5

Staff have reported witnessed incidents All 94.0 94.7 94.6 | 94.9 | 95.0
CS1 94.3 94.9 953 | 953 | 953
CS2 92.8 94.9 95.8 | 93.4 | 946

Action is taken by Trust to ensure incident is All 72.0 70.0 70.0 | 70.5 | 71.8
not repeated Cs1 66.8 70.6 71.1 74.6 | 74.9
CS2 63.7 68.9 69.1 | 70.8 | 70.2
Staff are given feedback on changes made in All 54.1 56.2 58.7 | 60.0 | 61.1
response to incident Cs1 54.3 58.2 61.3 | 62.8 | 64.0
CS2 53.9 63.2 67.1 | 66.4 | 62.6
Safe Environment: Experience of incidences % % % % %
of bullying, abuse or harassment from:
Managers All 13.0 13.0 128 | 13.2 | 123

Cs1 13.9 12.0 11.8 | 11.7 | 10.5
CS2 15.2 12.1 12.1 | 12,5 | 10.7

Other colleagues All 19.0 19.0 18.0 | 19.1 | 19.0
CS1 20.1 17.9 184 | 185 | 18.1
CS2 18.4 16.2 17.2 | 17.4 | 18.9

Patients, relatives or other members of the All 28.8 28.1 | 28.2 | 28.5 | 28.5
public CS1 28.6 27.6 26.9 | 24.5 | 25.4
CS2 35.2 325 34.0 36.2 36.5

All 41.0 45.0 44.0 | 42.0 | 45.0
Cs1 40.9 42.7 44.6 | 45.4 | 46.3

CS2 50.1 55.4 56.2 | 56.2 58.2
National level of reported staff abuse 44.7 47.5 47.8 | 47.0 | 48.6

Staff member or colleague reported last
incident of bullying
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Management Experiences:

Immediate manager

Satisfaction with amount of support from
manager

Staff feel their work is valued by their
manager

Manager gives clear feedback on their work

Manager is supportive in a personal crisis

Feel trusted to do their job

Can count on manager for help with difficult
task

Trust values discussed at appraisal meeting

Manager asks staff’s opinion before making
decisions that affect their work

Senior managers
Awareness of who the senior managers in
the Trust are

Senior managers act on staff feedback

Effective communication between senior
managers and staff

Try to involve staff in important decisions

Teamwork
Team has a set of shared objectives

Team meets often to discuss its
effectiveness

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

%

66.8
66.0
70.7

70.5
68.5
75.4

60.0
55.7
62.9

74.0
70.9
78.1

91.0
91.7
89.9

71.0
68.5
73.6

30.8
27.9
32.4

53.6
51.0
57.7

82.0
78.6
85.2

30.0
27.3
31.2

38.0
35.4
36.7

32.0
29.1
35.3

72.0
70.6
71.8

59.3
52.9
62.9

%

69.0
67.2
73.4

71.0
71.6
78.3

61.8
59.3
67.5

74.7
73.7
79.1

91.0
92.8
90.3

71.0
70.2
76.0

33.0
29.9
43.5

54.1
53.9
60.5

82.2
80.9
86.1

31.1
31.7
33.8

39.2
39.0
41.2

33.1
32.9
38.2

72.0
74.7
74.3

60.3
56.7
66.6

%

69.0
68.4
73.5

71.0
71.5
78.5

62.0
58.8
69.4

75.0
73.4
79.6

91.0
92.7
91.5

72.0
70.4
76.5

34.0
31.9
40.0

54.6
54.5
61.9

82.0
83.9
88.2

32.0
34.0
37.2

40.0
41.3
43.9

33.0
34.3
42.5

72.0
74.6
76.1

60.4
57.0
68.9

%

69.8
69.7
74.7

72.0
73.2
78.7

61.4
59.0
68.4

74.0
74.5
78.1

91.0
92.1
91.2

71.0
68.9
76.4

37.0
34.5
42.8

55.3
55.9
61.7

83.0
85.5
86.8

32.7
35.9
37.6

41.0
42.9
44.1

34.0
36.5
41.1

72.8
73.2
75.3

60.6
56.9
67.1

%

71.0
71.8
78.1

73.3
75.0
81.5

62.9
61.9
71.1

77.0
77.0
83.3

91.0
92.4
92.0

73.0
73.5
78.6

39.2
36.5
43.8

56.2
57.4
64.8

83.0
83.4
87.5

34.5
38.9
40.7

42.0
44.6
47.5

36.0
39.0
44.2

72.4
73.3
75.1

60.7
58.2
68.2
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Involved in change decisions that affect All 52.0 52.0 52.0 | 52.2 | 52.0
team Cs1 52.0 54.5 54.7 | 54.9 | 53.6
CS2 50.3 55.3 55.6 | 57.3 | 56.1
Quality of Care % % % % %
Agree that patient care is the Trust’s top All 73.3 74.0 75.0 | 76.0 | 77.3
priority Cs1 76.8 79.8 81.3 | 83.2 | 84.5
CS2 68.6 73.3 749 | 79.3 | 80.0
Satisfied with the quality of care they give All 82.2 82.7 84.0 | 80.7 | 81.1
patients Cs1 80.1 81.9 80.9 | 80.3 | 81.8
CS2 74.0 77.6 75.2 | 745 | 76.2
Feel able to give the care they aspire to All 67.0 69.0 66.8 | 67.1 | 68.5
Cs1 64.8 67.4 65.6 | 65.2 | 68.1
CS2 54.7 58.1 57.1 | 57.8 | 59.9
Satisfied with standards of care in their All 69.0 69.0 700 | 71.0 | 71.4
Trust Cs1 76.7 80.9 83.1 | 84.9 | 854
CS2 53.7 57.8 56.6 | 60.9 | 60.2
Trust acts on concerns raised by patients All 73.0 73.0 73.0 | 73.4 | 73.8
Cs1 72.5 75.0 76.8 | 785 | 78.1
CS2 68.2 74.7 743 | 77.0 | 75.2
Health and Well-Being % % % % %
Staff has felt unwell as a result of work- All 37.0 36.8 38.0 | 39.8 | 40.3
related stress CS1 36.1 34.0 353 | 37.0 | 359
CS2 44.9 42.9 454 | 440 | 443
Trust takes positive action on staff health All 30.0 32.0 | 31.8 | 28.6 | 29.3
and well-being CS1 29.4 34.4 34.9 | 28.4 | 32.3
CS2 24.7 28.8 334 | 31.1 | 336
Immediate manager takes a positive interest All 65.8 68.0 69.0 | 68.4 | 69.7
in staff’s health and well-being Cs1 64.6 67.0 67.0 | 688 | 71.0
CS2 71.9 74.0 75.5 | 75.5 | 79.3
Staff Morale % % % % %
Staff feel enthusiastic about their job All 74.0 74.0 73.6 | 75.0 | 74.8
Cs1 72.8 74.3 73.9 | 75.7 | 76.7
CS2 68.8 74.2 70.8 | 739 | 73.2
Staff look forward to going to work All 58.0 59.0 57.7 | 59.0 | 59.5
Cs1 55.9 57.2 57.1 | 58.7 | 59.3
CS2 52.6 58.7 56.7 | 57.2 | 58.6
Satisfied with level of colleague support All 82.0 82.0 82.0 | 82.0 | 82.0
Cs1 79.6 82.1 83.1 | 82.5 | 834
CS2 80.5 85.5 84.1 | 839 | 84.4
Staff recommend their organisation as a All 58.7 59.8 59.6 | 61.6 | 63.3
place to work CS1 60.7 66.9 68.8 | 70.8 | 73.9
CS2 48.6 54.4 56.1 | 62.6 | 63.9
Satisfied with the extent to which the Trust All 41.8 43.0 43.0 | 46.0 | 48.0
values their work Cs1 38.1 44.0 449 | 47.8 | 50.6
Cs2 40.3 46.1 48.5 | 51.7 | 55.0
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Feels Trust acts fairly on promotion/ career All 86.0 85.0 86.8 | 83.4 | 83.9
progression against protected Cs1 87.4 89.3 88.1 | 84.7 | 87.5
characteristics (Equality Act) CS2 84.7 88.2 88.2 | 85.5 | 88.1
Has experienced discrimination by All 6.8 6.0 6.6 7.0 7.2
patients/relatives/public Cs1 5.8 5.9 6.3 5.1 5.6
CS2 6.6 7.5 7.9 9.0 8.5
Has experienced discrimination by Trust All 7.0 7.0 8.0 8.1 7.7
staff CS1 7.6 7.2 8.2 7.3 6.5
CS2 7.1 6.1 8.2 8.3 7.4
Survey Response Rate % % % 0% %
All 41.0 44.0 45.0 | 46.0 | 49.8
CS1 44.2 42.1 42.9 | 52.5 | 55.2
CS2 50.5 53.3 54,9 | 54.5 | 56.5
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APPENDIX XIlI

NHS Staff Survey Results in All Trusts, Case Study 1 and Case Study 2

2015 and 2019: Trend Differentials
(Source: NHS Staff Surveys 2015-2020)

TABLE KEY: Trust* All: All Trusts CS1: Case Study 1~ CS2: Case Study 2

Survey Theme Trust* | 2015 2019 | Trend
Safety Culture: Reporting of incidents, near misses % % %
and errors
Staff encouraged to report incidences, near misses or All 85.0 85.0 =
errors CS1 86.9 90.7 +3.8
CS2 80.8 88.6 +7.8
Staff feel fairly treated when involved in an incident All 52.2 59.7 +7.5
CS1 53.5 65.8 +12.3
CS2 47.3 61.7 +14.4
Staff feel secure raising concerns of safety All 68.0 71.7 +3.7
CS1 64.7 72.7 +8.0
CS2 64.6 71.8 +7.2
Staff feel confident that their organisation will All 56.0 59.8 +3.8
address their concern Cs1 52.7 63.3 +10.5
CS2 47.4 60.5 +13.1
Staff have reported witnessed incidents All 94.0 95.0 +1.0
CS1 94.3 95.3 +1.0
CS2 92.8 94.6 +1.8
Action is taken by Trust to ensure incident is not All 72.0 71.8 -0.2
repeated Cs1 66.8 74.9 +8.1
CS2 63.7 70.2 +6.5
Staff are given feedback on changes made in response All 54.1 61.1 +7.0
to incident CS1 54.3 64.0 +9.7
CS2 53.9 62.6 +8.7
Safe Environment: Experience of incidences of % % %
bullying, abuse or harassment from: All 13.0 12.3 -0.7
Managers CS1 13.9 10.5 -3.4
CS2 15.2 10.7 -4.5
Other colleagues All 19.0 19.0 =
CS1 20.1 18.1 -2.0
CS2 18.4 18.9 +0.5
Patients, relatives or other members of the public All 28.8 28.5 -0.3
CS1 28.6 25.4 -3.2
CS2 35.2 36.5 +1.3
Staff member or colleague reported last incident of | Al 41.0 45.0 +4.0
bullying Cs1 40.9 46.3 +5.4
CS2 50.1 58.2 +8.1
National level of reported staff abuse 44.7 48.6 +3.9
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Management Experiences:
Immediate manager
Satisfaction with amount of support from manager

Staff feel their work is valued by their manager

Manager gives clear feedback on their work

Manager is supportive in a personal crisis

Feel trusted to do their job

Can count on manager for help with difficult task

Trust values discussed at appraisal meeting

Manager asks staff’s opinion before making decisions
that affect their work

Senior managers
Awareness of who the senior managers in the Trust
are

Senior managers act on staff feedback

Effective communication between senior managers
and staff

Try to involve staff in important decisions

Teamwork
Team has a set of shared objectives

Team meets often to discuss its
effectiveness

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

All
Cs1
CS2

%

66.8
66.0
70.7

70.5
68.5
75.4

60.0
55.7
62.9

74.0
70.9
78.1

91.0
91.7
89.9

71.0
68.5
73.6

30.8
27.9
324

53.6
51.0
57.7

82.0
78.6
85.2

30.0
27.3
31.2

38.0
35.4
36.7

32.0
29.1
35.3

72.0
70.6
71.8

59.3
52.9
62.9

%

71.0
71.8
78.1

73.3
75.0
81.5

62.9
61.9
71.1

77.0
77.0
83.3

91.0
92.4
92.0

73.0
73.5
78.6

39.2
36.5
43.8

56.2
57.4
64.8

83.0
83.4
87.5

34.5
38.9
40.7

42.0
44.6
47.5

36.0
39.0
44.2

72.4
73.3
75.1

60.7
58.2
68.2

%

+4.2
+5.8
+7.4

+2.8
+6.5
+6.9

+2.9
+6.2
+8.2

+3.0
+6.1
+5.2

+0.7
+2.1

+2.0
+5.0
+5.0

+8.4
+8.6
+11.4

+2.6
+6.4
+7.1

+1.0
+4.8
+2.3

+4.5
+11.6
+9.5

+4.0
+9.2
+10.8

+4.0
+9.9
+9.1

+0.4
+2.7
+3.3

+1.4
+5.3
+5.3
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Involved in change decisions that affect team All 52.0 52.0 =
Cs1 52.0 53.6 +1.6
CS2 50.3 56.1 +5.8
Quality of Care % % %
Agree that patient care is the Trust’s top priority All 73.3 77.3 +4.0
Cs1 76.8 84.5 +7.7
CS2 68.6 80.0 +11.4
Satisfied with the quality of care they give patients All 82.2 81.1 -1.1
CS1 80.1 81.8 +1.7
CS2 74.0 76.2 +2.2
Feel able to give the care they aspire to All 67.0 68.5 +1.5
Cs1 64.8 68.1 +3.3
CS2 54.7 59.9 +5.2
Satisfied with standards of care in their All 69.0 714 +2.1
Trust CS1 76.7 85.4 +8.7
CS2 53.7 60.2 +6.5
Trust acts on concerns raised by patients All 73.0 73.8 +0.8
Cs1 72.5 78.1 +5.6
CS2 68.2 75.2 +7.0
Health and Well-Being % % %
Staff has felt unwell as a result of work-related stress All 37.0 40.3 +3.3
CS1 36.1 35.9 -0.2
CS2 449 44.3 -0.6
Trust takes positive action on staff health and All 30.0 29.3 -0.7
well-being Cs1 29.4 32.3 +2.9
CS2 24.7 33.6 +8.9
Immediate manager takes a positive interest in staff’s All 65.8 69.7 +3.9
health and well-being Cs1 64.6 71.0 +6.4
CS2 71.9 79.3 +7.4
Staff Morale % % %
Staff feel enthusiastic about their job All 74.0 74.8 +0.8
Cs1 72.8 76.7 +3.9
CS2 68.8 73.2 +4.4
Staff look forward to going to work All 58.0 59.5 +1.5
Cs1 55.9 59.3 +3.4
CS2 52.6 58.6 +6.0
Satisfied with level of colleague support All 82.0 82.0 =
Cs1 79.6 83.4 +3.8
CS2 80.5 84.4 +3.5
Staff recommend their organisation as a place to work All 58.7 63.3 +4.6
CS1 60.7 73.9 +12.2
CS2 48.6 63.9 +15.3
Satisfied with the extent to which the Trust values All 41.8 48.0 +5.0
their work Cs1 38.1 50.6 +12.5
CS2 40.3 55.0 +14.7
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Feels Trust acts fairly on promotion/ career All 86.0 83.9 2.1
progression against protected characteristics CS1 87.4 87.5 +0.1
(Equality Act) CS2 84.7 88.1 +3.4
Has experienced discrimination by patients/ public/ All 6.8 7.2 +0.4
relatives Cs1 5.8 5.6 -0.2
CS2 6.6 8.5 +1.9
Has experienced discrimination by Trust staff All 7.0 7.7 +0.7
CS1 7.6 6.5 -1.1
CS2 7.1 7.4 +0.3
Survey Response Rate % % %
All 41.0 49.8 +8.8
CS1 44.2 55.2 +11.0
CS2 50.5 56.5 +6.0

253




APPENDIX XIV

NHS Staff Survey 2019

(Source: www.nhsstaffsurveys.com)

National NHS

NHS

Staff Survey 2019

What is this survey and why are we asking you to complete it?

This is an independent survey of your experience of working in your organisation. The overall aim is
to gather information that will help to improve the working lives of staff in the NHS and so help to

provide better care for patients.

Your organisation will be able to use the results
of the survey to improve local working
conditions and practices and to increase
involvement and engagement with staff. Other
organisations, including NHS commissioners,
the Care Quality Commission, the Department
of Health, and NHS England, will make use of
the results.

Please complete the survey for your current job,
or the job you do most of the time. If you work
across two or more employers in the NHS,
please answer in relation to the organisation
that pays your salary. Please read each
question carefully, but give your immediate
response by ticking the box which best matches
your personal view.

Who will see my answers?

The survey is being conducted by Contractor
Name and the NHS Staff Survey Coordination
Centre on behalf of your organisation and NHS
England.

Your answers will be treated in confidence.
No one in your organisation will be able to
identify individual responses. The bar code /
number below is only used by Contractor
Name to identify which staff should be sent
a reminder and will not be available to staff
in your organisation.

The survey findings will be analysed by
Contractor Name and the NHS Staff Survey
Coordination Centre and the results will be
presented in a summary report in which no
individual, or their responses, can be identified.

Please return this questionnaire, in the
envelope provided, to:

Contractor Name
Address 1
Address 2
Address 3
Postcode

If you have any queries about this questionnaire please contact the [Insert] helpline on [Insert] or go

to
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; D Yes, frequently
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!zrormaunmm how often do
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| a. ook larward to going 1o work,

: b. | am enthusiastic about my job

| ¢ Time passes quickly when | am working.

3 Tomnuhmdoyoumwdlmunmn
{ to!lowhg statoments about your job?

a. lalways know what my work responsibilities are.
b, 1am trusted to do my job.

c
pieased with.

trommmmmwdmmm Strongly  Disagree

following stalements about your work?
There are frequent opportunities for me o show
matiative in my role,

| am able 10 make suggestions 10 improve the work
my team / department.

|
j affect my work area / team / department

of work

1 am able 10 meet all the conficting demands on my
time at work

. I have adequate matenals, supplies and equipment
do my work.

do my job properly.
The teamn | work in has a set of shared objeclives.

eftectiveness

work

| am able to do my job to a standard | am personally

| am invoived in deciding on changes introduced that

| am able to make improvernents happen in my area

There are encugh staff at this organsation for me to

1. The team | work in often meets 1o discuss the team's
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5. How salisfied are you with each of the following
aspects of your job?

The recognition | get for good work.
The support | get from my immediate manager.
The support | get from my work colleagues.

a
b

The amount of responsibility | am given,
The opportunities | have 10 use my skills.

f. The extent to which my organisation values my work.

My level of pay.
The opportunites for flexible working patierns.
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mes Often  Always

| 6. How often do the following statements apply to Never  Rarely Somet
' your job? 4
a. | have unrealistic time pressures.
p D \ D 2 D 3 D 4 D s
b. I'have a choice in deciding how to do my work. [:] D D D D 5
1 2 3 L
c. Relationships at work are strained.
- Feiten o, o, O, 0O. 0O
| 7. Do the following statements apply to Not Strongly Disagree  Neither Agree s". “i,.'q'. Y 1
| you and your job? ‘pg"’m‘:" disagres ’.ﬂ;:m‘

a. | am satisfied with the quality of care | give
to patients / service users. ’ D 9 D ! D 2 D 8

J O
b. |feel that my role makes a difference to D D D D D D .
9 1 2 3 4
O O

patients / service users.
c. |am able to deliver the care | aspire to.
P D 9 D 1 D 2 D 3

B

; YOUR MANAGERS
| 8. To what extent do you agree or disagree with the Strongly Disagree  Neither ~ Agree  Strongly
disagree agree

| following statements about your immediate sdres nor
! manager? didigres
My immediate manager (who may be referred to as your 'line manager)...
a. ..encourages me at work. [:‘ D D E] D
| 1 2 3 4 5
| b. ...can be counted on to help me with a difficult task at
‘ ooy p ith a difficult task a D1 Dz [:]3 [:]4 Ds
| ¢. ...gives me clear feedback on my work. D l:l |:| D D
{ 1 2 3 4 5
| d. ...asks for my opinion before making decisions that
‘ affect my work. [ 1 ] 2 O 3 D 4 O s
e. ..is supportive in a personal crisis. D D D D D
| 1 2 3 4 5
f. ...takes a positive interest in my health and
well-being,po 4 D 1 D 2 D 3 D 4 [:] B
| g. ...values my work. O ) O , O , O . D .
9. To what extent do you agree or disagree with the Strongly Disagree  Neither Agree  Strongly
following statements about senior managers where ~ disagree :’9“".;:': agree
you work?
| a. 1 know who the senior managers are here. D D D D D
A 2 3 4 5
| b. Communication between senior management and
i staff is effective. D 1 D 2 D 3 D 4 D 5
[ c. Senior managers here try to involve staff in important
| decisions. O g O 2 D 3 O N O s
| d. Senior managers act on staff feedback. D D D E] D
1 2 3 4 5

10a. How many hours a week are you contracted to work?

; [J Upto29hours ) [] 30 o0rmore hours
| b. On average, how many additional PAID hours do you work per week for this organisation, over and above your
contracted hours? Please include paid overtime, bank shifts, and additional paid hours on-call.
i ,[] Ohours ) [[] Uptoshours , [J e-10hours . [] 11 ormore hours
| c. On average, how many additional UNPAID hours do you work per week for this organisation, over and above
your contracted hours? Please include unpaid overtime and additional unpaid hours on-call.
] ohours ,[] Upto5hours ,[] e-10hours ,[] 11o0rmore hours
Page 3
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11. Health & well-being

a. Does your organisation take positive action on health and well-being?

([0 Yes, definitely , [] Yes. to some extent , [J No
Yes No

b. g} wgr:(a:tc t1I \%tgg;\ths have you experienced musculoskeletal problems (MSK) as a result D ‘ D ,

During the last 12 months have you felt unwell as a result of work related stress? D ) D )

Ipnetr?oer rlr::\syt C}S:%i ﬁn;c;r;ths have you ever come to work despite not feeling well enough to D ; D ,
If YES to d, please answer parts e to g below; if NO, go to Question 12
e. Have you felt pressure from your manager to come to work? D " I___] )
f. Have you felt pressure from colleagues to come to work? D , D R
g. Have you put yourself under pressure to come to work? [:] , E] 3

;2. In the last 12 months how many times have you personally experienced physical violence at work
rom...?

a. Patients / service users, their relatives or other members of the public

. Never .0 12 .1 85 [ e10 ,[] Morethan 10
b. Managers

O Never L 12 L, 35 [ e10 ,[] Morethan 10
c. Other colleagues

L[] Never 0 12 ,[] 35 [0 e10 ,[] More than 10

d. The last time you experienced physical violence at work, did you or a colleague report it?
. . Don't Not
G D Yes, | reported it D Yes, a colleague reported it |:| No M kr?c?w ° I:] applicable

13. In the last 12 months how many times have you personally experienced harassment, bullying or abuse l
at work from...?

a. Patients / service users, their relatives or other members of the public

, ] Never , [ 12 s [ ss . e10 s [] More than 10
b. Managers

[ Never L] 12 ,[] 85 [ &0 [ Morethan 10
c. Other colleagues

, [] Never s [ 2 s [ 85 . [ e10 s [ More than 10

d. The last time you experienced harassment, bullying or abuse at work, did you or a colleague report it?
,[J Yes, Ireportedit ,[ ] Yes, acolleaguereportedit O~ O Er?c?v: .U 2‘8:)“ cable

14. Does your organisation act fairly with regard to career progression / promotion, regardless of ethnic
background, gender, religion, sexual orientation, disability or age?

1[:] Yes ZD No 9|:] Don't know

15. In the last 12 months have you personally experienced discrimination at work from any of the

following?
a. Patients / service users, their relatives or other members of the public | [] Yes [:] No
b. Manager / team leader or other colleagues , [] Yes ,[ ] No

If YES to either a or b above, please answer part ¢ below; if NO, go to Question 16
c. On what grounds have you experienced discrimination? Please tick all that apply

Ethnic - < ahili Other
1= background . Religion ;L] Disabiity -0 (please specify)
,[] Gender .[] sexualorientation [] Age L I

I— Page 4 _.l
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(16. In the last month have you seen any errors, near misses, or incidents that could have hurt...

| a. Staff ,[]Yes ,[]No

|
{

b. Patients / service users , [_| Yes ,[ | No
If YES to either a or b above, please answer part ¢ below; if NO, go to Question 17

you or a colleague report it?

a. My organisation treats staff who are
involved in an error, near miss or incident D s D 1 [j 2 D 3 D 4

fairly.

b. My organisation encourages us to report
errors, near misses or incidents.

D 9 D

c. When errors, near misses or incidents are D El
9

O, 0O

©
IS

reported, my organisation takes action to
ensure that they do not happen again.

d. We are given feedback about changes
made in response to reported errors, near
misses and incidents.

0O 00O
0O 00O
O OO0

c. The last time you saw an error, near miss or incident that could have hurt staff or patients / service users, did

L . [] VYes, Ireported it " [C] VYes, acolleague reported it [ No . | DOrftEwaz
17. To what extent do you agree or Don't Strongly Disagree  Neither Agree Strongly
disagree with the following? know  disagree zg;; o agree

0. |
0.
0.
O

5

18. Raising concerns about unsafe clinical practice Yes No 'I(J:nv:
O!
a. If you were concerned about unsafe clinical practice, D D D
would you know how to report it? 1 2 9
To what extent do you agree with the following gltrongly Disagree aN;';hef Agree
2 sagree gree nor
statements about unsafe clinical practice? dswiree
b. | would feel secure raising concerns about unsafe
clinical practice. D 1 D 2 D 3 D 4
c. |am confident that my organisation would address my
concern. D 1 D 2 D 3 D 4

Strongly
agree

and Skills Framework (KSF) development review?

c. Itheiped me agree clear objectives for my work.

e. The values of my organisation were discussed as part of the appraisal
process.

f.  Were any training, learning or development needs identified?

1|:] Yes 2[:] No

If YES, please answer part g below; if NO, go to Question 20

O O
d. Itleft me feeling that my work is valued by my organisation. D 1 D ,
O O

Yes, Yes, to
definitely some
extent
g. My manager supported me to receive this training, learning or development. D D
1 2

19a. In the last 12 months, have you had an appraisal, annual review, development review, or Knowledge

1 Yes 5 ] No s [] Can'tremember
If YES, please answer parts b to f below; if NO, go to Question 20 Yes Yes, to
definitely some
extent
. lthel me to im| e how | do my job.
b elped me to improv Y | D, D2

No

alalals

©
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APPENDIX XV

Thematic Analysis Coding Structure

Code Substantive Code Sub-Theme Theme OVERARCHING
No. THEME
1 Distributed leadership Collective RESPONSIBLE
2 Collective leadership Leadership Model LEADERSHIP
3 Desirable leader Acting Proactive
behaviour Responsibly Accountability
4 Stability of leadership
5 Doing the right thing
6 Building staff Actions
relationships
7 Being compassionate
8 Demonstrating clear
leadership
9 Valuing staff
10 Positive standout
leadership behaviour
11 Challenge from NEDs and | Responding to
Governors Challenge
12 Trust pressures
13 Influencer Board Member | Positive Distributed
Senior Leader Influencing
Middle
Manager
14 Role-modelled behaviour | Role-Model
15 Organisational change Strategic
16 Organisational focus Organisational
17 Organisational objectives Development
18 Horizon scanning
19 Optimising organisational
structure
20 Growing the reputation
of the Trust
21 Investing in new roles
22 Being a system leader in Taking Whole System
the STP Responsibility Involvement
23 Taking action in the STP
24 Building partnerships
25 Developing external
relationships
26 Responding to the wider
system
27 Impact on Trust of whole | Impact on Trust
system working
28 Cultural influence by

system partners
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29 Personal values aligned to | Alignment Aligned Staff and
NHS values Trust Values
30 Personal values aligned to
Trust values
31 Patient centred For Patients Compassionate
32 Caring culture Caring
33 Showing compassion to
patients
34 Showing compassion to For Staff
staff
35 Caring for staff
36 Changing the culture Overcoming Delivering
37 Barriers to change Obstacles Culture Change
38 Negative staff behaviour
39 Challenging unwanted Living a New
behaviour Culture
40 Embedding change
41 Openness and honesty
42 Non-hierarchical leaders
43 Role-modelling the new
culture
44 Living the Trust values Values Driven
45 Values-led organisation
46 Just culture
47 No blame
48 Improvement focussed Patient-Centred
49 Patient experience
awareness
50 Proud of what they Cultural
deliver Attitudes
51 Success is celebrated
52 Proud to work at the
Trust
53 Positive atmosphere
54 Desire to improve

VALUES-LED
CULTURE
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55 Communication style Building Staff Effective
56 Communication methods | Relationships Communication
57 Improving
communications
58 Impact of communication
on culture
59 Trust investment in Investing in
communication Communication
60 Digital exemplar
61 Personal development Staff Development
62 Leadership development
63 Professional development
64 Talent management
65 Giving staff feedback
66 Recruiting the ‘right Values Recruitment and
breed of person’ Matching Proactive
67 Having a strong moral Retention
compass
68 Values-based interviews
69 Low staff vacancy rate Attractive Place
70 Staff stability to Work
71 | Capitalising on 2" cQC
grading (G or O)
72 Shared decision-making Effective
73 Getting the best out of Teamwork
people
74 Supportive team-working
75 Safe staffing
76 Definition of Perspectives on | Resilience-Building
organisational resilience Organisational Programmes
77 Impact of CQC on Resilience
organisational resilience
78 Organisational resilience
and whole system
working
79 Personal resilience
related to organisational
resilience
80 Developing resilience of Personal
staff Resilience
81 Emotional impact on staff
of first CQC inspection
(RI/1)
82 Seeking staff feedback Acting on Feedback
83 Staff survey feedback

PEOPLE-
FOCUSSED
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84 Cautious approach to risk | Attitude to Risk | Robust Risk RIGOROUS
85 Strong safety culture Management GOVERNANCE
86 Risk management focus
87 Attitude to regulation Impact of CQC Effective Response
88 Impact of CQC 1% Inspection to Regulatory
inspection (Rl or ) Feedback
89 Impact of cQC 2"
inspection (G or O)
90 Impact of CQC on Trust
strategic objectives
91 Financial control Fiscal Delivering Strategic
Responsibility Priorities
92 Management of ED Service Delivery
pressures
93 Getting the basics right
94 Quality improvement
95 Strong risk management Assurance of
96 Strong governance Systems and
97 Safety focussed Processes
98 Uncomplacent Lack of COMMITMENT
99 Room for improvement Complacency TO LEARNING
100 Emotional impact of CQC
2" inspection (G or O)
101 Awareness of external
perceptions
102 Showing humility
103 Seeking patient feedback | Internal Acting on Feedback
82 Seeking staff feedback
83 Staff survey feedback
104 Regulator feedback External
105 Whole system feedback
106 Review of incidents Review Organisational
107 | Datix reporting Process Learning
108 | Root Cause Analysis Imperative
109 Communicating the
learning
110 Learning from
organisational memory
111 Learning organisation Learning from
112 Learning from incidents Error
113 Learning from complaints | Learning from
114 CQC recommendations Feedback
115 Sharing best practice Learning from
116 Reporting excellence Excellence

Numbers (n) Identified through Data Analysis

Overarching Themes n=>5
(Strategic Leadership Behaviour)

Themes n=19
Sub-Themes n=34
Substantive Codes n=116
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APPENDIX XVI

Example of NHS Staff Survey Internal Report to Trust Board
March 2016: Case Study 1
(Source: BP 13)
Your Organisation

The scores presented below are un-weighted question level scores for questions Q21a,
Q21b, Q21c and Q21d. The percentages for Q21a — Q21d are created by combining the
responses for those who “Agree” and “Strongly Agree” compared to the total number of
staff that responded to the question.

Average
Your Trust (median) for Your Trust
in 2015 acute trusts in 2014

Q21a "Care of patients / service users is my organisation's 77% 75% 70%
top priority"

Q21b "My organisation acts on concerns raised by patients / 72% 73% 71%
service users"

Q21c "l would recommend my organisation as a place to 61% 61% 56%
work"

Q21d "If a friend or relative needed treatment, | would be 77% 70% 70%

happy with the standard of care provided by this
organisation"

3.2 Largest Local Changes since the 2014 Survey

This page highlights the five Key Findings where staff experiences have improved at (Case
Study 1 Trust) since the 2014 survey. (This is a positive local result.)

v KF17. Percentage of staff suffering work related stress in last 12 months

(the lower the score the better) Percentage score
Trust score 2015 36%
Trust score 2014 42%

0 25 50 75 100
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This page highlights the five Key Findings for which (Case Study 1 Trust) compares least
favourably with other Acute Trusts in England. It is suggested that these areas might be
seen as a starting point for local action to improve as an employer.

BOTTOM FIVE RANKING SCORES

| KF12. Percentage of staff witnessing potentially harmful errors, near misses or
incidents in last month

(the lower the score the better) Percentage score
Trust score 2014 39%
National 2014 average for acute trusts 34%
0 25 50 75 100

| KF10. Percentage of staff receiving health and safety training in last 12 months

(the higher the score the better) Percentage score
Trust score 2014 64%
National 2014 average for acute trusts 77%
0 25 50 75 100

| KF26. Percentage of staff having equality and diversity training in last 12 months

(the higher the score the better) Percentage score
Trust score 2014 47%
National 2014 average for acute trusts 63%
0 25 50 75 100

| KF1. Percentage of staff feeling satisfied with the quality of work and patient care they
are able to deliver

(the higher the score the better) Percentage score
Trust score 2014 74%
National 2014 average for acute trusts 77%
0 25 50 75 100
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APPENDIX XVII

Example of NHS Staff Survey Internal Report to Trust Board

March 2017: Case Study 2
(Source: BP 69)

2. Staff health and wellbeing particularly staff working additional hours and work
related stress felt by staff:

42% of staff responded that they had felt unwell due to work related stress in the last 12
months, a decrease of 3% since 2015 (45%). This is higher than the national average of
41%.

Staff Health and Wellbeing
90
80
70 -
60
50
40 -
30 -
20 -
10

= Trust 2015
m Trust 2016
" Average 2016
w Best 2016

Working additional hours Feeling unwell as a result of
work related stress

5. Staff reporting errors, near misses or incidents, and learning from that information

The percentage of staff witnessing potentially harmful errors, near misses or incidents in
the last month which may hurt staff has reduced to 16% in 2016 from 18% in 2015. The
percentage of staff witnessing potentially harmful errors, near misses or incidents in the
last month which may hurt patients has reduced from 20% (2015) to 18% (2016). There
are signs of a positive move towards improvement in reporting.

Staff Witnessing and Reporting Potentially Harmful
Errors, Near Misses or Incidents in Last Month %

w2014

m 2015

w2016

Trust Witnessing Sector Trust Reporting Sector Reporting
Errors Witnessing Errors Errors
Errors
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APPENDIX XVIII

Notation of Interview Transcription and Annotation of Reporting
from Case Study Secondary Data Report Sources

Bold Participant emphasis

[...] Omission of text (verbal or written) within or between sentences of one
response or paragraph

[C] Capital letter within square bracket at beginning of quotation signifies that the
following text was originally placed within a sentence i.e. it did not start the
sentence

A pause by the participant

(words) Words in round brackets within a quotation are added by the researcher to
contextualise the quotation. This may be used to reference a staff member
referred to by the participant, replacing a proper name with a title to maintain

anonymity
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APPENDIX XIX

NVivo Codebook: Case Study Interviews
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APPENDIX XXI

Full Interview Transcript — Case Study 1

Embargoed on grounds of confidentiality
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APPENDIX XXII

Full Interview Transcript — Case Study 2

Embargoed on grounds of confidentiality
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APPENDIX XXllII

Interview Quotations that Evidence Themes

Theme

Participant Quotation

Collective Leadership
Model

(Code: Collective
leadership)

(Code: Distributed
leadership)

“In my time here we have gone through an evolution of being very
medically-dominated, not very management-business savvy,
through a continuum to being much more business savvy, much
more collective leadership across the professions, less medical
dominance” (ID36: CS1).

“At the leadership level it’s gone from being quite corporate and a
bit distant with command and control, to being more authentic and
present [...] and | think a more modern approach of leadership [...]
one of devolved leadership” (ID27: CS2).

Proactive Accountability

(Code: Doing the right
thing)

(Code: Demonstrating
clear leadership)

“I think one of the key things for us going forward is about the role
we play in the system leadership. We're a big player in it. We could
easily sit back and not do that. It’s not the right thing to do and |
think morally and ethically it’s the right thing to do, even if the
business case is a bit thinner. We need to play our part in that and |
think that signifies the way we lead the organisation, our ambition,
no complacency, not battening down the hatches, but also that
ability to think a bit more strategically about the next five years, not
the next year” (ID2: CS1).

“I think we do think of ourselves as stewards of the reputation of
the NHS. So we’re partly stewards of the reputation of this
organisation and we’re partly stewards of the reputation of this
thing called the NHS, of which we are a sub-brand. [...] And | think
we are genuinely here trying to engage patients meaningfully in the
nature of equality of services” (ID18: CS2).

Positive Distributed
Influencing

(Code: Influencer)

(Code: Role-modelled
behaviour)

“I think there are key influencers, but | don’t think they are
necessarily in any one role, and | think it’s about being brave
enough to empower the people who are the key influencers. [...] It
wasn’t any one of us as an individual that changed the culture, but it
was getting people who are really keen to improve that care, so
they may have been a Band 5 nurse; they may have been a
consultant anaesthetist; they may have been an 8A physio: but we
looked at people who were engaged and wanted to change that
process and they were our key influencers” (ID30: CS1).

“I really love listening to (the CEO) and (the Chief Nurse) and others
speak so that | can almost embody some of the things that they
would say. So, I've learnt, in terms of cultural change, I've learned a
lot from how they operate. So | will be more likely to stand
alongside a carer by experience than | would have done before
because (the CEQ’s) done it. I've always worked alongside family
carers, always, always, but now | think: oh, actually, why would |
open a conference and not have that? So some of that role
modelling comes down, across the board” (ID31: CS2).
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Strategic Organisational
Development

(Code: Organisational
focus)

(Code: Optimising
organisational structure)

“We have got a lot to do with Outpatients. We’re trying to get
nurses with extended roles, that can do things to help the junior
doctors, and carrying some staff with us who aren’t used to that,
and managing that change. [...] The focus is on getting the people
who do the job to come up with the ideas about how we can make
it better and different” (ID19: CS1).

“I think what I’'ve seen is us become a much slicker, intelligent
organisation, a much more streamlined organisation. [...] We used
to have four [...] for Adult Services: there is now one, with a good
structure of deputies underneath. Certainly the clinical leadership, |
think there’s still work to be done there, but there has been a
journey around the professional leads and getting clinical leadership
onto the equation, working that through with managers” (ID25:
CS2).

Whole System
Involvement

(Code: Taking action in the
STP)

(Code: Responding to the
wider system)

“I think there’s this system-Trust link that we’re also on that
journey, so that we all see what’s going on within the Trust. And |
am very firm that unless we play in the system effectively, we won't
change things in the Trust. [...] We are the lead for talent and
leadership for the STP” (ID1: CS1).

“We are just talking to the Commissioners at the moment about
taking delegated commissioning for (county). [...] What we want to
do is bring our clinicians together and say we’ve done with the new
models of care with NHS England, where we are taking on
commissioning secure and forensic, and CAMHS inpatient services,
to take delegated commissioning and be like a health maintenance
organisation in the States. [...] So | think that would be a really
fundamental change to the organisation and will require a cultural
change as well, because it’s about ownership of the whole system.
There won’t be anybody to blame the system for why something’s
not right. If we’ve got the resources, we would be able to sort it
out” (ID4: CS2).

Alignment (Staff and Trust
Values)

(Code: Personal values
aligned to Trust values)

(Code: Personal values
aligned to NHS values)

“An example about where our values are as an organisation [...] this
is my expectations. This is what the standard we expect. [...] | do all
the interviews for consultants in the Trust. [...] I've made it very
clear here the type of people that we should be employing to
consultant posts should be technically very good [...] but they
should also have the right moral compass and if they haven't got
that then | don't want them here. This isn't the place for them to
work” (ID2: CS1).

“I think there is something about local people, the NHS as our
community and something about: | live and work in an area that |
want to own as my pride, so that it’s a bit about some of my values,
about why (CS2)” (ID25: CS2).
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Compassionate Caring

(Code: Caring for staff)

(Code: Caring culture)

“During the winter period we've decided that actually, having two
[peer staff members] is definitely safer, it's more manageable. But
even when [...], | make sure that on Saturday morning, | do find a bit
of a struggle, so | always say to the Sisters or Charge Nurses: You'll
get to all of your areas before I'll get to every area. So if you walk
into an area and you think ‘Oh God, I'm really concerned that the
skill mix is quite weak, or the staffing isn't very safe,” you must bleep
me straight away and I'll prioritise coming to you. But | will visit
every single area, so | don't want you to routinely be asking about
the staffing, because that's what I'm going to do” (ID28: CS1).

“What | found in the NHS and | think with (CS2) has been an
organisation where I've really noticed humanity on a massive level.
And | think, looking at the way that people are looking after people,
they’re trying to look after people, they're trying to do the right
thing, that it has become a family of people who are: how can we
get this right against extraordinary circumstances, those pressures
from the outside?” (ID15: CS2).

Delivering Culture Change

(Code: Success is
celebrated)

(Code: Openness and
honesty)

“The other thing | would say here, which is quite important actually,
is a real strength of celebrating success. So, whilst we might have
been (RI/1), we really made a big focus to celebrate the things that
we were doing really well, rather than that natural thing just to
reflect on all the things that are not going well” (1D20: CS1).

“In our patch, and the bit that I've had more influence over
immediately here in this area is, we've done quite a lot on
psychological safety and there's a lady who worked for the
Department of Health who has written quite a lot on it, (name), and
I've really been interested in it. So I've read quite a bit of her stuff.
She came here about a year ago and | went to that session and |
found that really, really fascinating, because this whole thing of
having a culture where people can be open about the challenges
that we're working with; being open and honest if we could have
done things differently or better; being okay to talk about that and
not to hide things or feel that you're going to be blamed if things go
wrong; that there's just more of an openness and transparency for
people to feel safe to have those difficult conversations”

(ID16: CS2).

Effective Communication

(Code: Communication
style)

“[IInformation is very accessible. It’s done by direct reporting and
reporting back. So | go to Operational Leads meetings, the Quality
and Governance meetings and the (directorate) Board meetings. So
those meetings keep you in touch with what’s going on and then
the rest of my team get information back through me, but also
through newsletters and messages from the Chief Exec and that sort
of thing. One of my nurses wrote to the Chief Exec the other day to
tell him/her how helpful someone on the IT desk was for her and
he/she responded to that. | was a bit surprised but ... people like
(the CEQ). He/she’s approachable. He/she came and met with the
team and we did a ‘Show and Tell’ for him/her. He/she seemed
really impressed and that face to face contact - although it was a big
deal at the time because people had to make time for it, | think it
was a useful thing to do” (ID38: CS2).
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(Code: Improving
communications)

“There's been a real effort around communications. And we have
got the Chief Exec briefing: he/she has open staff meetings, and it's
literally an open invite via connecting all of the e-mails. Anyone can
just go and listen to his/her briefings: that's only been in the last
few years” (ID33: CS1).

Staff Development

(Code: Talent
management)

(Code: Leadership
development)

“l got a post here (in 1999) as a Senior {...}, which would be
equivalent to a Band 6 now. And then | worked here asa [...] on [...].
So, very clinically based initially, worked my way up to a Band 7,
took a Band 7 in probably about 2006, and applied for this post
when my predecessor took retirement in 2011. | actually
leapfrogged a couple of my colleagues, they’d been here a
substantial amount of time, so who knows who | was upsetting or
not upsetting at the time! So, yes, | took the post in 2011. [...] I've
been here coming up nine years now, in my current role as [...]"
(ID21: CS1).

“Well | went on a leadership course that the Trust did, that was
fantastic | have to say. That came at the right time. It came before
this role came up. | was a Band 7 then so | was managing the [...]
here. That was a really good opportunity and it was fantastic, that
course. It was really eye-opening and | use a lot of stuff that | learnt
on that course. Now | will do going forwards, so that was good”
(ID7: CS2).

Recruitment and Proactive
Retention

(Code: Capitalising on 2™
CQC grading (G or O)

(Code: Staff stability)

“Yes, we did (capitalise on our success) - immediately. We put it on
everything, which we did do the first time around but it took a
while. So it is on our letter, we talk about it on our new qualifier
letter, with having it there. It's a very external - it's the best of
external consultancy, free consultancy you ever get. It's an external
kite mark, whatever you think about them - and it's not the whole
picture by any means, but it is an important part of that picture”
(ID6: CS1).

“So we're really reliant on really good teams and people not
wanting to leave their team because it's well led, because they're
supported, because they've got say ... so they become our retainers.
[...] It's definitely true, the hypothesis is right: if we can get a really
good leadership team in there and we can get people with a
reasonable case load, they'll stay regardless of whether they’ve got
to drive 45 minutes. And if they can't have those things, then they
don't” (ID14: CS2).

Effective Teamwork

(Code: Supportive team-
working)

“I think leadership is about breaking down the barriers that stop you
doing stuff. Good leadership. So if they have a problem, they don't
know how to do something, | might try to give them some training
or find them some training and communication is key. If you're all
talking together, then when somebody is flagging a bit you ask
them: Do you need any help? Could you do this differently?”

(ID3: CS2).

285




(Code: Getting the best out
of people)

“So, people would expect, if we for example have to do a particular
thing every shift: if it doesn't happen, people would expect either
the matron or the sister to come back to them and go: Oh, | notice
this didn't happen on that shift, can you tell me about that? And it
might be a simple: Hands up, do you know what? | completely
forgot about that! In which case it'll be: OK, how can we make it so
you don't forget it? Shall we add it to your check list? Shall we put
up a notice here? What is it that's going to help you to remember
it? Should we make it a team responsibility? It's never: Oh, you’'re a
numpty! Don’t be daft! Don’t do it again! It's like: OK, Why did you
forget? What was it? What can we do to help that not happen
again? And | think that's the difference: that it isn't about whose
mistake was it? It's about OK, this didn't happen. Why not? What
can we do to change and improve that, and help you in the future to
get it right?” (ID37: CS1).

Resilience-Building
Programmes

(Code: Definition of
organisational resilience)

(Code: Developing
resilience of staff)

“Well, I think a resilient organisation is one that can fundamentally
focus on its core purpose of really delivering safe, good care
everyday. And that means an understanding of the risks to being
able to do that and an openness about what can and can't be
addressed and how we do have to do something to work around
those risks. So | think for me the resilience comes from the
individual resilience of the individuals who work in it” (ID 35: CS1).

“We talk about it (resilience) a lot. Everyday people are talking
about it. I think we (Clinical Leads) do too, as well: we ask about
how are you feeling? Are you OK? | think in the Trust we're good at
resilience. It comes down to you just looking after each other on a
day-to-day basis and | think that helps with people's individual
resilience. And | think as an organisation [...] people's well-being,
and it's really important. It's a real priority” (ID11: CS2).

Acting on Feedback

(Code: Staff survey
feedback)

(Code: Seeking staff
feedback)

“I think the feedback loop is there. The staff survey helps: reacting
to the staff survey, being clear on your outcomes from that, what
we need to work on, what we do really well. That feedback is
equally as important. And | think in Divisions certainly, something
we do really well is feeding back when people do well, and
reflecting and debriefing on all those things that are going well, or
things that have not gone so well” (ID21: CS1).

“There's lots of opportunities (for staff engagement) and what I'm
always mindful of as a leader is that, we'll get a lot of people's
attention and a lot of people's engagement and involvement. What
we need to consistently keep reminding ourselves to do is to think
about the people who we don't hear through those forums.[...] It's
really important to keep thinking about that because we need to
make sure we remain diverse in those ideas” (ID23: CS2).

Robust Risk Management

(Code: Cautious approach
to risk)

“I think sometimes we can stumble a bit just because we frighten
ourselves a bit. This positive risk taking in an organisation like this
sometimes means things go wrong. So | think sometimes we get a
bit caught in the: let's try it first in one little area and see if it works”
(ID34: CS2).
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(Code: Risk management
focus)

“One of the other things that was impressed on me when | first
came to the Trust (in October 2017) was the importance of the
management of risk. And the importance of the risk register and
keeping that up to date and on top of those things so the Trust is
sighted and has the right actions in place to mitigate those risks:
that was considered very important” (ID39: CS1).

Effective Response to
Regulatory Feedback

(Code: Attitude to
regulation)

(Code: Impact of CQC 1%
inspection (Rl or ) )

“So one of the obvious things there is taking the recommendations
very seriously. So, one of the things that always surprises me is
when | find in another organisation where they will deliver the
regulatory aspects of what they've been told to do, but will perhaps
note the recommendations but will not follow through on those in
terms of the Should Do things. The ideas, in a sense, that come
forward from the CQC. So we would treat, and we do treat, the
recommendations from the CQC on an equal footing to the Must Do
things. We know that a regulator has come into our organisation,
has identified that we have fallen short in these areas, we could do
better” (ID10: CS1).

“So there was a very specific action around closing one service in
(geographical location): that took place. That was a residential
rehab. service and was one of the things that the organisation was
marked down on. And then, just more generally, a proactive series
of quality improvements that the organisation took. So the
organisation put in place, helped with CQC governance process,
around actually following through on your Must Dos and your
Should Dos, etc., etc.” (ID8: CS2).

Delivering Strategic
Priorities

(Code: Strong governance)

(Code: Quality
improvement)

“I think governance here is extreme. I've never worked in any
organisation where every risk is carefully recorded, is monitored,
reviewed. Action plans. We function through a risk management
mechanism: that is core to how we are managed and governed. |
think that suits quality very well because, at the end of the day,
you're looking at the outcomes of quality, particularly of patient
care. And, if you make a mistake, you know, you dive into that detail
and you rectify things and you don’t judge” (ID1: CS1).

“When it comes to improvement we’re in a good place, where
we've got lots of people initiating project work and looking at their
own areas. What is most important to people is what they cite on
improving first. And so they're doing a lot of that work, and we've
got around about 115 and 120 improvement projects at lots of
different varying degrees of development, and that's a healthy
place. And we've also got the work streams and people leading
work streams through the clinical strategy project management
office, global digital exemplars, which are all now citing these
Quality Improvement projects that people are working on”

(ID32: CS2).

Lack of Complacency

(Code: Room for
improvement)

“I' also think that when we got the (G/O) rating, | think there had
been significant improvements. But it's slightly difficult to
benchmark yourself because there is that subjectivity to it. And
obviously there's still things that need improving. There are
obviously pockets of totally outstanding stuff but, | think for me,
there's maybe not quite the consistency of them” (ID14: CS2).
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(Code: Uncomplacent)

“What we're doing, it's not about maintaining - it's about improving.
So there are things in that report that | wasn't happy with. So we
only got Good for Caring, and | was really disappointed with that.
We didn't get any areas of improvement identified, absolutely
nothing. It was just all highlighted as good practice and stuff, but we
actually still only got the Good and we actually challenged that but
they said: well, you know Good is Good. But no, Good is not good
enough!” (ID 9: CS1).

Organisational Learning
Imperative

(Code: Datix reporting)

(Code: Learning from
incidents)

“So, we have ‘Message of the Month’ across the whole Trust, and
that's learning from either clinical incidents or DATIXs, so if there's a
theme emerging. And it's a really simple but effective way of
everybody learning. So it goes out to everyone via e-mail, on a
poster, and it's a really simple message. And in the department, we
have ‘Message of the Week’, because there's a lot to learn every
week. [...] We have a big patient safety team now, both in divisions
and Trust-wide, so there's been a lot of investment in that and Root
Cause Analyses are taken very seriously. There’s a lot of training
around that and the findings are taken seriously. The process of
DATIXing, the reporting of clinical incidents, that's taken very
seriously” (ID29: CS1).

“I spent all morning on Monday sat down with (colleagues names),
going: If we look at this as a case study, what’s the learning that we
can take? So we took that case step-by-step, from throughout the

whole process and what’s the learning that we can take from each

part and will now put that into action. So | think the organisation in
the main is actually really good at learning from incidents. And one
thing | think (the CEO) pushes very hard, but he/she’s pushing at an
open door here, is viewing every incident as an opportunity. That’s
really key” (ID12: CS2).
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