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Abstract

It is proposed that frontline health care workers in the English National Health Service (NHS)
should have an important role in managing the quality of the services they deliver. Formal
NHS quality management processes are structured in a highly rationalised way and the extent
to which frontline workers have agency to apply their own knowledge to address suboptimal

care practices is not well understood.

This study explores how frontline NHS workers manage the quality of services offered to
women experiencing an early miscarriage using qualitative semi-structured interview data
collected from 34 frontline health care workers and managers from three hospitals in the
North East of England. Secondary thematic data analysis, informed by micro-organisational
theories, was used to explore the role of frontline health care workers in managing the quality

of their services.

This secondary analysis identified three key themes in the data; (1) the link between the
quality gap and the difficulties associated with delivering humane and individualised care, (2)
the role of collective understandings in defining the parameters of acceptable versus ideal

quality of care, and (3) the use of discretionary practices to manipulate quality of care.

These findings suggest that management of health care quality is complex and characterised
by bureaucratic constraints that support narratives of powerlessness and compromise amongst
NHS workers. Structures that privilege rational models of organisational management pose a
significant challenge to the delivery of relational aspects of care. This study contributes to the
evidence base by providing insight into the unseen discretionary practices frontline workers
engage in to improve quality of care whilst also maintaining organisational functionality.
These practices, based on collective beliefs about the parameters of “acceptable” quality of
care, are paradoxical; they can improve quality for individual patients but they also support

the structures that create quality shortfalls in the first place.

The findings of this study offer a model of optimal care for early pregnancy loss that could be
used as a framework on which to base quality improvement activities in this area. They also
offer a unique insight into the issues that may result in suboptimal care practices perpetuating
in the NHS, especially in relation to the delivery of humane and relational aspects of health
care; this finding has implications for frontline clinicians, managers, educationalists and

policymakers alike.
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Introduction

“The first inquiry report stated that it should be patients — not numbers — which counted.
That remains the view of this Inquiry. The demands for financial control, corporate
governance, commissioning and regulatory systems are understandable and in many
cases necessary, but it is not the system itself which will ensure that the patient is put
first day in and day out. It is the people working in the health service and those charged
with developing healthcare policy that need to ensure that is the case” (Francis, 2013;
p83)

This quote is taken from the second inquiry into the health care services delivered within a
National Health Service (NHS) organisation in Mid Staffordshire, England. The initial
inquiry described poor standards in the quality of health care within that organisation. During
the second inquiry the role that frontline® health care workers played in delivering and
maintaining poor quality health care was highlighted; it was noted that many such workers
tolerated standards of care that they themselves considered to be substandard, and that those
who had raised concerns had not had their concerns addressed adequately by their immediate
superiors. Furthermore, the report described a significant disconnect between the most senior
staff in the Trust and those who were delivering care, such that the former were ignorant of
the impact of board level decisions on patient care. As the quote implies, Francis considered
that frontline health care staff have an integral part to play in securing the delivery of high

quality services that acknowledge individual patient needs.

This was not the first time that the important role frontline NHS health care workers play in
managing quality of care had been suggested; the report “High Quality Care for All”
(Department of Health, 2008) focused heavily on the potential inherent in supporting frontline
health care workers to use their unique knowledge, developed through their frequent
interactions with service users, to identify and address aspects of care within which quality

could be improved. This is reflected in pledges to, for example:

! In this thesis, “frontline” health care workers refers to all health care staff, professional and
non-professional, who are involved in the direct delivery of services to those accessing NHS
services.



“Actively engage all staff in decisions that affect them and the services they provide,
individually and through representatives. All staff will be empowered to put forward
ways to deliver better and safer services for patients and their families” (Department of
Health, 2008; p71).

Whilst the benefits of capitalising on this “untapped resource” (The Nuffield Trust, 2011)
have been outlined, the extent to which such aspirations are realised for frontline health care
workers in the NHS is questionable. The inquiries conducted at Mid Staffordshire (Francis,
2010; Francis, 2013), as well as public inquiries conducted in other organisations providing
health and social care in England (Flynn, 2012; Kirkup, 2015), have repeatedly described
situations in which frontline staff have been found to be complicit in maintaining poor
standards of care, either by their actions, or their tolerance of poor standards. The inquiries
have often implicated organisational factors (e.g. culture, priorities, the nature of the
relationship between senior and frontline staff) in influencing the actions and inactions of
NHS workers.

“The focus of the system resulted in a number of organisations failing to place quality
of care and patients at the heart of their work. Finances and targets were often given
priority without considering the impact on the quality of care. This was not helped by a
general lack of effective engagement with patients and the public, and failure to place
clinicians and other healthcare professionals at the heart of decision-making” (Francis,
2013; p65).

This thesis investigates this issue from the perspective of the frontline NHS health care
worker. It explores the ways in which such workers conceptualise, and make judgements
about, the adequacy of QOC in the services they deliver. Furthermore it explores the ways in
which such workers respond to services that they consider being of suboptimal quality. The
research uses a case study design focusing on the health care offered to women experiencing
an early miscarriage. The literature review thus provides a critical review of two distinct
bodies of existing research; that relating to management of quality of care in the National

Health Service (NHS) and that relating to early miscarriage.

Chapter one provides a review of the evidence relating to quality of care in the NHS. It
describes the ways in which quality is conceptualised and the formal tools used to manage
quality in the contemporary NHS. It explores the role of frontline workers in defending and

2



improving quality of care, and outlines some of the ways that NHS organisations have sought
to engage their frontline workforce in quality management activities. Finally, it considers the
informal processes that might impact on the ability of frontline staff to engage. The literature
on all of these topics is extensive and it would not be possible to present a comprehensive
analysis of each in detail within the limits of this thesis; a critical overview of some of the

background issues relevant to the subject matter of this thesis is therefore presented.

Chapter two gives a review of the evidence base relating to early miscarriage and, more
specifically, the health care provided to women experiencing such a reproductive loss. The
case is made that this health care context presents a useful case study on which to base a study
of frontline worker engagement in quality management, due to longstanding evidence of
dissatisfaction about quality of care amongst both patients and staff.

Chapter three provides details of the qualitative methodology underpinning the empirical
research that is the subject of the thesis, alongside the methods used to collect, manage and
analyse the data. It justifies the use of secondary data analysis and provides details of the
primary study from which the data was taken. It then outlines why a social constructionist
framework was chosen and explains the micro-organisational theories that underpin the
interpretation of the findings. It outlines how this framework can help us to understand why
gaps might emerge between the care patients wish to receive and that which they actually
receive, and explores the position frontline health care workers occupy in relation to such
quality shortfalls.

Chapters four to six present the three major themes that emerged from the data; “Recognising
the Gaps”, “Negotiation, Compromise and Acceptable Quality of Care”, and “Managing
Quality Gaps at the Frontline”. Overall these themes are housed under an overarching
narrative of “Minding the Quality Gaps”. The analysis discusses the issues of concern
regarding QOC from the point of view of frontline interviewees and the extent to which they
feel that they are expected to compromise on their aspirations regarding QOC. It also
describes the differing strategies frontline workers describe employing to respond to

perceived instances of suboptimal QOC.

Chapter seven views these themes through the lens of micro-organisational theory and
considers the implications for frontline NHS workers, the organisations in which they operate,

and for women seeking health care for an early miscarriage. It argues that early miscarriage

3



represents a particular type of health care that may be chronically disadvantaged within
rationalised models of health care management and delivery. It also suggests that frontline
health care workers may exert agency in ways that simultaneously improve quality of care
and also contribute to the circumstances that lead to longstanding quality shortfalls in this

health care context.

Finally, Chapter eight presents a conclusion and implications for clinical practice. It also

explains the limitations of this study and outlines areas for future investigation.



Chapter 1 Review of Literature on Frontline Engagement in Quality

Improvement in the National Health Service

1.1  Quality of Care in the NHS

The NHS was introduced in 1948 with the aim of providing a comprehensive and publicly
funded health care system to the people of Great Britain (Rivett, 1998). Subsequently, the
scope and demand for services provided by the NHS has grown exponentially and the service
has been subject to numerous reviews and restructures (Ham, 2009). Currently the NHS in
England includes 154 acute health care trusts, 56 mental health trusts, 37 community
providers, and 10 ambulance trusts (The NHS Confederation, 2016). Maintaining quality of
care has remained high on the NHS agenda, as evidenced by its inclusion in the NHS

constitution:

“Principle 3. The NHS aspires to the highest standards of excellence and
professionalism in the provision of high quality care that is safe, effective and focused
on patient experience ... Respect, dignity, compassion and care should be at the core of

how patients and staff are treated.” (Department of Health, 2015; p3)

Whilst policy and literature suggests a broad agreement that high quality of care (QOC)
should be a key component of services offered by NHS organisations, there is far less
consensus about what “high quality care” actually means. There is a substantial literature
discussing issues such as how quality in health care is defined (Donabedian, 2005), the level
of quality which should be aspired to in a publicly funded health care system (Ham and
Robert, 2003), and how quality can be monitored and evaluated (Gillespie et al., 2004; Currie
et al., 2005; Dixon-Woods et al., 2012; Liberati et al., 2015). External displays of quality and
accountability have been described to be important for professionals in terms of maintaining
identity and retaining autonomy and public trust (Wells, 1997; Schofield, 2001; Clarke, 2005;
Elston, 2009; Busuioc and Lodge, 2016). Health care organisations may also rely on



evidence of quality in order to retain reputation and, in some instances, income (e.g. through
the CQUIN? scheme (Department of Health, 2008:; p42; Kristensen et al., 2013)).

The literature presents multiple, sometimes competing, perspectives on the nature of quality
in health care. This may not be surprising given that those who have a stake in the quality of
services offered by NHS organisations come from a variety of backgrounds, with differing
experiences and motivations. Stakeholder groups include (but are not limited to) service
users, potential service users, tax payers, health care professionals, health care managers,
health care commissioners, service user representatives, health care researchers, informal
carers, public health specialists, health care support workers, government ministers,

accountants and local councils.

The literature supports the idea that some perspectives on QOC are more influential than
others. The Evidence Based Medicine/Care movement, for example, proposes that high
quality care is that which is consistent with high quality research evidence (Sackett, 1997);
the introduction of the National Institute of Health and Care Excellence (NICE) ° reflects the
importance that the evidence based approach to defining quality has gained within the NHS.
NHS organisations have legal obligations in relation to some NICE outputs (i.e. NHS Trusts
are legally obliged to provide treatments and drugs recommended via the Technology
Appraisal programme), whereas other guidance remains optional but well used throughout
NHS organisations (e.g. NICE Quality Standards and recommendations for practice (The
National Institute of Health and Care Excellence, 2013)). Whilst the Evidence Based
Medicine movement has been widely accepted within the NHS at a policy level, it has also
been criticised for having a positivist ethos that subordinates other forms of knowledge (e.qg.
professional judgement, individual patient preferences and values, and tacit knowledge
developed within communities of health care professionals (Gabbay and le May, 2004;
Greenhalgh, 2009; Hajjaj et al., 2010; Greenhalgh et al., 2014; Wieringa and Greenhalgh,

Z The Commissioning for Quality and Innovation (CQUIN) scheme was introduced into the
NHS in 2009. The scheme links organisational income to quality improvements by including
specific requirements in commissioning contracts

®The National Institute for Health and Care Excellence was created in 1999 (originally the
National Institute for Clinical Excellence). Its original aim was to “ensure that the most
clinically and cost effective drugs and treatments were made available widely on the NHS in
England and Wales”. NICE considers the knowledge used to produce guidelines and advice
to exist in a hierarchy, with that gained from well-designed experimental research studies to
be more valid than other forms of evidence (e.g. personal experience or anecdote)
https://www.nice.org.uk/about/who-we-are/history-of-nice



2015)). It has also been suggested that the use of evidence based guidelines can constrain
professional autonomy and lead to lack of critical thinking on the part of health care
professionals (Bail et al., 2009; Greenhalgh et al., 2014).

Anyone seeking to improve quality within NHS services has thus to do so within an arena
where the very concept of quality is ill defined and open to challenge from a number of other,
potentially conflicting and competing, viewpoints (Aij et al., 2013). Furthermore, some of
these viewpoints may be particularly powerful and therefore difficult to argue against. This
chapter is concerned with QOC in the NHS and, in particular, the power that one particular
group of stakeholders (frontline NHS workers) have to assert their views about QOC and

translate those views into quality improvements.
1.1.1 Formal Mechanisms of Quality Management in the NHS

In the early decades of the NHS, responsibility for the quality and effectiveness of health care
largely lay with clinicians, and more especially with medical staff who broadly controlled the
definition, management, and evaluation of care quality (Turner and Samson, 1995). This was
driven by a belief that experiential clinical knowledge was required to adequately judge the
appropriateness and quality of clinical practices. Structured methods of quality evaluation
existed (e.g. medical audit), but they were generally generated and administered from within
the professions (Turner and Samson, 1995). Donabedian (2005) describes the role of central
government in health care in these first decades of the NHS as being more aligned to issues of

cost containment than of quality.

Since the 1980s, a number of factors have challenged this arrangement. These included a far
greater emphasis on controlling public expenditure generally alongside narratives of national
fiscal crises (Clarke, 2005; Ham, 2009), and concerns about inequality and regional variation
in access to care and the outcomes of care in the NHS (Rivett, 1998). Some authors also
describe a concomitant societal shift away from cultures of deference to authority, and
towards scepticism and cynicism of those in positions of power (Checkland et al., 2004;
Clarke, 2005; Elston, 2009). In the NHS, this was heightened by highly publicised cases of
health care workers acting improperly (e.g. senior surgeons at the Bristol Royal Infirmary
who engaged, unchallenged, in harmful care practices over a sustained period (The Bristol
Royal Infirmary Inquiry, 2001)). Put simply, the notion that frontline clinicians could be left

to manage issues of care quality unchecked was no longer accepted.



“What was lacking was any real system whereby any organisation took responsibility
for what a lay person would describe as ‘keeping an eye on things’.... No one was
doing it. We cannot say that the external system for assuring and monitoring the quality
of care was inadequate. There was, in truth, no such system” (The Bristol Royal

Infirmary Inquiry, 2001; p6)

More systematic and comprehensive external mechanisms of quality assurance (QA) were
thus considered desirable, however the decentralisation of NHS organisations precluded direct
governmental control (Clarke, 2005). This led to the development of systems of “arm’s
length control” (Clarke, 2005; p214) which manifested as an increase in the number of
external agencies involved in monitoring and evaluating the quality of the services offered
within the NHS; this includes government departments (e.g. the treasury, the Department of
Health), and independent agencies and regulators (e.g. The King’s Fund, The Healthcare
Commission, the Care Quality Commission, the National Institute of Health and Care
Excellence) (Ham, 2009, p. 246). Clinical governance became a statutory duty for health
authorities and health care trusts (Clarke, 2005). The introduction a quasi-market system for
the commissioning and delivery of health care services led to an increase in the use of
performance management (PM) mechanisms, allowing organisations and services to
benchmark and compare. Examples of the range of quality measurement used within the
context of health care are shown in Table 1-1.



Category of Example of tool/methodology

Measurement

Organisational quality International Organisation for Standardisation (ISO) 9000,
management European Foundation for Quality Management model (EFQM)
programmes

Systems for obtaining Patient surveys, Patient participation (e.g. in design of protocols,
patients’ views development of standards)

Patient Safety Systems Risk management programmes, Adverse event reporting, Drug
safety management

Audit and internal Performance reviews of clinical staff

assessment of clinical

standards Internal audit

Clinical and practice Use of Standard Operating Protocols (SOPs), Hospital-wide
guidelines guidelines, Ward or condition specific guidelines
Performance indictors Collection and use of performance data

and measurements

External assessment Assessment by accreditation or certification institutes. Patient
organisations, Government Inspection body

Table 1-1. Methods of measuring quality of health care in 389 European hospitals
(Lombarts et al., 2009)

The introduction of the New Public Management (NPM) in the 1980s resulted in increased
scrutiny in, and control over, the work of health care professionals by managers (Clarke,
1998; Elston, 2009; Ham, 2009). The introduction of NPM has been criticised for de-
professionalising health and social care staff and reducing their autonomy over their own
practice, suppressing their views about care, and creating a web of overlapping priorities
which such professionals have described as a diversion from clinical or service user focused
aspects of care (Martin et al., 2004; Clarke, 2005; Elston, 2009; Waring and Bishop, 2010;
Dixon-Woods et al., 2014; Cockerham, 2015).

“nurses reported lack of real control over the majority of factors that affected everyday
standards of nursing practice, and believed that their professional autonomy was not
only unacknowledged, but displaced by inappropriately close control over their work by
management” (Attree, 2005; p392)

Alongside PM and QA processes, many Quality Improvement (QI) methodologies were also
introduced into the NHS (Nicolay et al., 2012). The aim of such methods is to structure the




planning, implementation and evaluation of improvement activities, sometimes across
multiple organisations. Examples of formal QI programmes described in the literature
include Total Quality Management, Lean Thinking/Lean Management (Dickson et al., 2009;
Kim et al., 2009; Aij et al., 2013; Lawal et al., 2014), and the Productive Ward: Making Time
to Care (Morrow et al., 2012).

The literature around PM/QA/QI processes (henceforth referred to in this thesis as quality
management mechanisms) reveals a number of concerns about their appropriateness and
ability to truly impact on quality as experienced at the frontline of care delivery. They have,
for example, been criticised for over simplifying complex and multi-faceted concepts (e.g. in
measuring concepts such as quality or satisfaction) (Crow et al., 2002; Martin et al., 2015)
and also failing to adequately account for the social worlds within which health care is
delivered and experienced by health care service users and health care workers (Waring and
Bishop, 2010; Dixon-Woods et al., 2014; Hamilton et al., 2014; Simms et al., 2014). Lack
of uniformity in both the application of the techniques, and in methods of evaluating them,
contributes to difficulties in assessing impact leaving evaluation largely reliant on evidence
from discrete case studies (Hood and Dixon, 2015). Evidence of the extent to which health
care staff value such processes as mechanisms to improve QOC is also inconsistent (Clarke,
2005; Davies et al., 2007; Price et al., 2007; Parand et al., 2011; Carter et al., 2014; Hamilton
et al., 2014) and lower levels of enthusiasm have been reported in frontline staff compared to
their managerial counterparts (Parand et al., 2011; Nugus et al., 2012) and in medium-level

compared to high-level managers (Freeman and Walshe, 2004).

Reports regarding the success of quality management programmes are variable (Walshe and
Freeman, 2002; Groene et al., 2010) but it is clear that the widespread use of these
mechanisms in the NHS has not prevented significant failures in quality. Key public inquiries
have explicitly criticised agencies designed to monitor quality of care for failing to identify
the emergence of very poor care practices in some organisations (Francis, 2010; Francis,
2013; Keogh, 2013; Kirkup, 2015).

1.1.2 Unintended Consequences of Quality Management Mechanisms

Not only have quality management mechanisms failed to prevent instances of poor QOC, in
some cases they have been implicated in unintentionally contributing towards poor QOC.
These mechanisms have the potential to skew organisational priorities towards achieving a

facade of quality (e.g. by meeting externally defined quality standards) at the expense of
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delivering actual quality (e.g. as experienced by service users and frontline staff; this
phenomenon has been observed within and outside the context of the NHS (Goddard et al.,
2000; Brodkin, 2008; Dixon-Woods et al., 2012). The wish to maintain an outward
appearance of quality may then lead to organisational cultures that suppress open disclosure
of concerns about quality of care, reject accountability, and ignore views about quality which

differ from those specified by the quality management mechanisms (Khatri et al., 2009).

“Many of these seemed to be motivated mostly by a need to make displays of
compliance, rather than by genuine efforts to make systems safer or of better quality.
Much of this activity could be characterised as defensive and reactive. It was a source
of frustration throughout organisations; frontline teams complained of “blanket”
policies which were seen as “very prescriptive and not concentrated on clinical work””
(Dixon-Woods et al., 2014; p5)

Where frontline staff feel organisationally defined standards of quality are not apposite or
achievable, frustration and disinterest has been described (Freeman, 2002), with frontline
workers then viewing involvement in quality management mechanisms as time consuming
administrative exercises which have limited value and divert them from their real work
(Davison et al., 2013). Additionally, the existence of formal departments and processes to
manage quality may reduce the sense of accountability individual frontline workers feel in
relation to protecting and improving quality, or for quality failures within their organisations
(Flynn, 2002; Freeman, 2002; Evans and Harris, 2004).

Where performance management programmes publicly benchmark services, feelings of
blame, fear and victimisation have been reported in staff working in services that are rated
unfavourably (Attree, 2007; Elston, 2009; Hajjaj et al., 2010; Martin et al., 2014)(Scammel,
2016). This has been implicated in contributing to defensive organisational cultures in which
staff are motivated to conceal problems and concerns because of fears about personal or
organisational consequences associated with disclosure (Squier et al., 1995; Khatri et al.,
2009; Green and Sawyer, 2010; McCann et al., 2015). Such fears are not unfounded;

“whistleblowing” * has been linked to professional and/or organisational ostracisation,

*«“\Whistleblowing is the term used when a worker passes on information concerning
wrongdoing. In this guidance, we call that “making a disclosure” or “blowing the whistle”.
The wrongdoing will typically (although not necessarily) be something they have witnessed at
work”. Department for Business Innovation & Skills (2015) Whistleblowing: Guidance for
Employers and Code of Practice. London: The Stationery Office, ibid.; p1
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negative impacts on future career prospects, feelings of guilt and responsibility for any
subsequent penalisation incurred by the organisation and/or colleagues, and negative
psychological outcomes (Porter, 2009; ledema et al., 2011, Peters et al., 2011; Snow, 2011,
Dyer, 2012).

As well as influencing actions, some argue that governance practices influence the way that
frontline practitioners think about the concept of quality. Organisational risk management
practices, for example, have been described to influence the way in which midwives think
about quality in maternity care, with a tendency to shift away from physiological models of

birth which emphasise normality and towards more risk focused models (Scamell, 2011).

This literature demonstrates that NHS staff work in an environment where QOC is formally
managed using mechanisms that rationalise QOC into a series of measurable outcomes. This
way of managing quality has the potential to control QOC management and reduce variation
but only in ways that privilege a specific version of QOC (i.e. that which can be measured and
that is included in the measurement tool). These mechanisms have the potential to skew
organisational priorities and suppress alternate views about quality.

1.2  Engagement of Frontline NHS Staff in Quality Improvement

Having outlined the formal mechanisms used to manage quality in the NHS, this section
considers the role of frontline NHS workers in defending and improving quality of care, and
the extent to which they engage with the quality agenda (through formal and informal quality

management mechanisms).
1.2.1 Justifications for Promoting Frontline Engagement

“we will empower health professionals. Doctors and nurses must to be able to use their
professional judgement about what is right for patients. We will support this by giving
frontline staff more control. Healthcare will be run from the bottom up, with ownership
and decision-making in the hands of professionals and patients” (The Department of
Health, 2010; p1)

12



This quote is taken from the foreword to the 2010 white paper “Equity and excellence:
Liberating the NHS” and demonstrates an interest, at the highest level, in engaging and
empowering frontline NHS workers to improve quality of health care (The Department of
Health, 2010). Frontline engagement has been linked to positive outcomes for workers and
for their employing organisations within health care (Admasachew and Dawson, 2011;
Wilkinson et al., 2011; Hewison et al., 2013), and in organisations more widely (Cambra-
Fierro et al., 2014; Truss et al., 2014). In terms of improving QOC, frontline workers of all
disciplines have a unique knowledge of both the services they provide and the experiences
and needs of the clientele they deliver them to (Mackintosh and Sandall, 2010; Roueche and
Hewitt, 2012; Dearmon et al., 2013; Raffay, 2014). The input of frontline workers has been
suggested to have the potential to allow the development of innovative practices which
increase responsiveness and improve service outcomes (Roueche and Hewitt, 2012; Dearmon
et al., 2013; Ziviani et al., 2013), improve effectiveness and efficiencies in the delivery of
care/services, and improve employee satisfaction and engagement in their work (Dearmon et
al., 2013). It has also been suggested that engaged frontline workers have a greater capacity
and willingness to engage in future QI activities (Chenven and Copeland, 2013; Dearmon et
al., 2013), and that an engaged workforce is associated with improved policy implementation
at a local level (Parker et al., 2009; Anand et al., 2012; Ijkema et al., 2014; Schneider et al.,
2014). This establishes that frontline workers may have a unique role to play in managing the
quality of the services they deliver and that successful engagement can have positive

implications for staff, organisations and patients.
1.2.2 The Frontline Workforce of the NHS

In the NHS the frontline workforce includes a variety of personnel, including those with
professional clinical qualifications (e.g. medical staff, nurses and midwives, allied health
professionals), and those without (e.g. health care support workers, clerical and service
support staff). In March 2016, NHS organisations in England employed over 1.1 million staff
members, of which around 84% occupied roles involved directly in the frontline delivery of
care. This compares with managerial or senior managerial roles that made up 2% and 1% of
the workforce respectively (see Figure 1-1) (Health and Social Care Information Centre,
2016)°.

> the data does not capture how many staff occupy hybrid roles which encompass clinical and
managerial responsibilities, such as ward matrons or clinical directors.
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Figure 1-1  Health Care staff types employed by the NHS in March 2016 by Full time
Equivalent (Health and Social Care Information Centre, 2016)

Amongst the heterogeneity of roles and responsibilities within the frontline workforce, there
is evidence of varying levels of power in terms of how much different staff groups are able to
define their role, decide how health care should be delivered, highlight deficiencies and
instigate changes to practice (Picker Institute Europe, 2015). This is influenced by factors
such the status and hierarchical position of the staff group within the organisation and
traditional role boundaries (Traynor et al., 2015). Qualified health care professionals, for
example are subject to accountability to their professional bodies, unlike their non-
professionally qualified colleagues. Such bodies (e.g. the Royal Colleges, the Nursing and
Midwifery Council) often take a position about the components of good quality care (e.g.
through the development of guidelines) and state an obligation for professionals to act where

they have concerns about QOC.

“Speaking up on behalf of people in your care and clients is an everyday part of your
role, and just as raising genuine concerns represents good practice, “doing nothing” and

failing to report concerns is unacceptable”. (Nursing and Midwifery Council, 2010; p4)
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“All doctors have a duty to raise concerns where they believe that patient safety or care
is being compromised by the practice of colleagues or the systems, policies and
procedures in the organisations in which they work. They must also encourage and
support a culture in which staff can raise concerns openly and safely”. (The General
Medical Council, 2012; p7)

Some differentials in organisational power are long standing (e.g. senior medical staff are
described as having, historically, more freedom over their work than other health care
professional groups). Others are more dynamic and influenced by organisational, social, legal
and political factors (e.g. the development of new roles such as nurse specialists, who can lead
health care services which had formerly been controlled by medical staff) (Durgahee, 2003).
So, whilst the terminology “frontline staff engagement™ is used in this thesis, the implication
that all frontline staff are equal in terms of their ability to engage in quality management
activities, or that they mobilise and function as a cohesive team to improve care is not
assumed; indeed “social and cognitive boundaries” have been observed to compromise

collaborative working across the range of frontline staff (Ferlie et al., 2005).

The literature describes different ways in which frontline NHS workers engage in quality
management activities; by aligning to pre-existing formal mechanisms, by engaging with
formally developed frontline engagement programmes, and by developing QI strategies at the
frontline (i.e. informally and without the involvement of senior staff). The next sections

outline this literature in more detail.
1.2.3 Frontline Engagement with Formal Quality Management Activities

There is evidence that frontline NHS workers value the opportunity to contribute towards
improving the quality of the services they deliver (Ipsos MORI, 2008). Research focused on
frontline health care workers’ views regarding their involvement in defending or improving
quality largely focuses on their engagement with formal quality management programmes,
and on the organisational barriers to disclosure of concerns about QOC (Davies et al., 2007).
Other sectors that have explored the concept of frontline engagement include education,
social care, and hospitality (all environments where frontline workers have a substantial

amount of interaction with the general public).

A key factor influencing the extent of frontline worker engagement appears to be how much it
is imposed upon them (i.e. a top down approach) as opposed to instigated by them (i.e. a
bottom-up approach). Relatively simple factors can create barriers; such as failing to provide
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frontline staff with the time away from their normal duties, or providing the resources and
skills to be able adequately engage with quality management mechanisms and to understand
how to interpret and deal with the results (Davies et al., 2007; Gerrish et al., 2012; Godfrey et
al., 2013; Jeffs et al., 2013; Zallman et al., 2013; Lloyd-Smith et al., 2014; AuYoung et al.,
2015).

Top down approaches to quality management have been criticised for failing to adequately
involve frontline workers. The more successful approaches to quality management support
dialogue with, and support for, staff throughout the organisation, acknowledging the influence
of local contexts and allow “shared agendas” on quality to emerge (Powell et al., 2009;
Waring and Bishop, 2010; Aij et al., 2013; Davison et al., 2013; Hannan and Celia, 2013;
Juma et al., 2014; Sinuff et al., 2015; Timmons et al., 2015). These agendas relate to what
quality means, what acceptable standards of quality are (Green and Sawyer, 2010), and which
improvements should be pursued (Schneider, English et al. 2014). Such agendas are more
likely to convince frontline staff that quality gains outweigh any effort and risks they may
incur as a consequence of being involved (LlIoyd-Smith et al., 2014; Venance et al., 2014).
Additionally, the importance of organisations acknowledging the competing professional,
ethical, organisational, and socio-political factors that influence frontline staff has been
described (Davies et al., 2007; McAlearney et al., 2011; Cranley et al., 2012; Gerrish et al.,
2012; Davison et al., 2013).

Hierarchies that position policy makers and researchers away from those who deliver policies
on the frontline are described to be a barrier to developing shared agendas. Middle and senior
managers in the NHS have been suggested to be key players in terms of supporting staff to
feel able to challenge organisational norms about quality (Davison et al., 2013) and
facilitating communication across organisational strata (Gerrish et al., 2012; Othman and
Nasurdin, 2013), although the extent to which they have the skills or confidence to deliver on

these aspects of their role is unclear (Hewison et al., 2013).

Finally, whilst the literature tends to suggest that frontline workers are an untapped resource
in terms of their willingness to engage in projects designed to improve quality of services,
research (particularly that conducted in the hospitality sector) suggests that individual
frontline employees vary in their capacity and willingness to engage in their work (based on
personal attributes such as the extent to which they are committed to meet consumer needs

(Karatepe, 2013; Yoo and Arnold, 2014), the extent to which they seek meaning in their work
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(Chen et al., 2014) and their prior organisational experiences (e.g. previous experience of

involvement in QI activities which had positive impacts (Wittich et al., 2014)).
1.2.4  “Bottom Up” Quality Management Activities

As well as encouraging frontline engagement with formal “top down” quality management
mechanisms already functioning within NHS organisations, some initiatives to promote
“bottom up” frontline engagement have been reported. These activities are designed to allow
frontline workers to propose their own innovations and to act as a first line of defence against
failures in quality. It is important to note that these as strategies are initiated at an
organisational level (i.e. with the agreement of senior management), and so they represent a

“top down” solution to “bottom up” involvement.

A key challenge to these strategies is the extent to which the structure of NHS organisations
can support such initiatives. Health care workers have repeatedly identified organisational
factors as a barrier to them being able to prioritise aspects of care which they consider to
represent good quality (Hewa and Hetherington, 1990; Attree, 2005; Ruston, 2006; Hobbs,
2012). Furthermore, a lack of awareness of the organisational mechanisms which would
support frontline staff to be able to implement their ideas for improvement has been described
(Gilbert et al., 2012; Picker Institute Europe, 2015). Figure 1-2 illustrates information
collected during the 2015 NHS staff survey specifically in relation to staff involvement in
suggesting, deciding upon and implementing change aimed at improving QOC at a local
level. These data suggest that there are significant shortfalls in the extent to which NHS
workers feel able to engage in these activities. They also demonstrate differences in response
between organisational strata, with those in non-professional frontline roles responding less
positively that their professional counterparts, and managerial level staff scoring higher than
frontline workers. The surveys do not probe these responses further so the reasons behind

these differences are unclear.
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Figure 1-2. Self-Perceived Ability to Suggest and Implement Local Quality
Improvement by Staff Type, data extracted from NHS Staff Survey 2015 (Picker
Institute Europe, 2015)

Several studies have explored initiatives designed to increase the engagement of frontline
healthcare staff in QI; most focus on building capacity and empowering staff through
educational programmes or mentorship models (Kellie et al., 2012; Chenven and Copeland,
2013; Matovu et al., 2013; Williams et al., 2014; Dearmon et al., 2015). Other studies have
focused on the development of organisational infrastructures that encourage open sharing of
ideas for improvement and provide opportunities for frontline staff to interact with senior staff
(Cranley et al., 2012) (see Table 1-2).
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Type of Strategy Context

Embedding ‘champions’ into local services to

provide focused support to frontline staff

Infection control in Canadian health care
facilities (LIoyd-Smith et al., 2014); HIV
prevention across India (Dallabetta et al.,
2014); A delirium prevention campaign in
the U.K (Godfrey et al., 2013)

Developing mechanisms that increase the
extent to which frontline staff are able to work
alongside administrative, research, and
managerial staff to assess quality of services

and develop strategies to improve it.

Multidisciplinary teams in acute care
(Cohen et al., 2010; Harrison et al., 2012;
Nugus et al., 2012; Jeffs et al., 2013; Singer
et al., 2013; Wright and McSherry, 2013,
Gimbel et al., 2014; Moriates et al., 2014;
Hechenbleikner et al., 2015); Nursing staff
working in a variety of contexts (Kellie et
al., 2012; Davison et al., 2013; Dearmon et
al., 2013; Jeffs et al., 2013); Managers and
frontline workers (Daugherty et al., 2013;
Singer et al., 2013); Frontline managers
(Gimbel et al., 2014); Multi-agency
contexts (e.g. frontline staff, managers,
academics) (Grey et al., 2014; Wynn et al.,
2014)

Implementation and evaluation strategies
which specifically seek to incorporate the

views and experiences of frontline workers

Frontline workers across a variety of health
care contexts (Chandler et al., 2010; Liu et
al., 2013; Ziviani et al., 2013)

Table 1-2. Strategies to Increase Frontline Engagement Opportunities

The research presents mixed evidence on the impact of such initiatives. Many of the studies

report positive impacts, with authors suggesting that the initiatives empowered frontline staff

(Jeffs et al., 2013), developed their leadership skills (Williams et al., 2014; Dearmon et al.,

2015), equipped them to translate their knowledge into improved outcomes for service users

(Cranley et al., 2012; Dearmon et al., 2013; Matovu et al., 2013) and resulted in improved

19




efficiencies or service improvements for organisations (Moriates et al., 2014). Interventions
were often described as providing a useful framework within which productive conversations
between frontline workers and senior managers could be facilitated. Increased job
satisfaction was also reported (Jeffs et al., 2013) although frontline engagement activities
were often a feature of a larger and more complex programme of QI making it difficult to
assess the specific impact of frontline engagement interventions on either staff experience or

clinical care (Kellie et al., 2012).

A key criticism of these interventions rests in the fact that, whilst they aim to stimulate
frontline staff to engage in a bottom up model of quality management, they are generally still
initiated and implemented by those further up the organisational hierarchy; they are aimed at
frontline workers rather than being demanded by such workers. Some frontline staff have
reported feeling obliged to participate and senior level staff have reported more enthusiasm
for, and belief in, the effectiveness of these strategies as compared to the frontline staff at
whom the engagement activities were aimed (Singer et al., 2013; Martin et al., 2014).
Uncertainty, scepticism and even hostility have been reported amongst some frontline staff
with regard to these engagement activities (Nugus et al., 2012). Reasons for this include a
lack of belief that organisations were genuinely committed to long term and legitimate
consideration of frontline views (Dixon-Woods et al., 2012; Carter et al., 2014). Martin et
al. (2014), for example, exploring the use of leadership walkarounds® found that they were
viewed with suspicion by some frontline staff who were concerned it was being used as a
form of surveillance. As a consequence some modified the ways in which they described the
quality of services to senior staff involved in the walkarounds to avoid blame and punishment
thereby defeating the rationale behind the strategy (Martin et al., 2014). Such concerns may

not be without foundation; Nugus et al. (2012) reporting their ethnographic work, noted

® A strategy commonly used in British NHS Trusts whereby members of the Trust board visit
wards and departments to talk to frontline staff, health service users and carers, with the aim
of understanding quality of care at ward level and improving the visibility of senior
executives. Walkarounds have been described to be an important tool in improving the safety
and quality of health care services Graham, S., Brookey, J. and Steadman, C. (2005) 'Patient
safety executive walkarounds', in Henriksen, K., Battles, J.B., Marks, E.S. and Lewin, D.I.
(eds.) Advances in Patient Safety: From Research to Implementation (Volume 4: Programs,
Tools, and Products). Rockville (MD).
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managers withdrawing support for their action research project ‘once negative frontline views

were presented to them.

In summary, “bottom up” approaches to frontline NHS worker engagement have been tested
and described in the literature. These initiatives are primarily aimed at increasing the capacity
for frontline workers to propose and initiate local QI ideas. The literature suggests that, in so
far as these approaches remain formal and imposed upon frontline workers (as opposed to
emerging from within the frontline workforce), such workers may view them as another part
of the formal, top down, quality management culture. They may thus remain sceptical about
the motivation behind the initiatives, and the extent to which they might offer frontline

workers additional power and autonomy to direct the way their services are delivered.
1.2.5 Frontline Staff and Informal Quality Management Activities

While the literature indicates variable engagement of frontline workers in formal quality
management initiatives, the questions remains; what do frontline staff members do in the face
of QOC standards they feel could be better (suboptimal QOC) if they feel unable, or

unwilling, to engage in formal quality management processes?

There is some evidence that frontline health care workers manage QOC on a day-to-day basis
in ways that may not be obvious (or even recognised by the staff themselves). Allen (2014)
conducted ethnographic work which described NHS nurses who used their working
knowledge of local systems of care delivery to organise work using “invisible practices which
take place under the radar of formal organisational structures” but which “are vital to the
quality and efficiency of healthcare provision” (Allen, 2014; p136). Other authors have
described the concept of “invisible practices” across a variety of health care settings including
activities such as resistance and manipulation (Ruston, 2006; Hughes, 2012; Debono et al.,
2013; Bloom and White, 2016). These activities appear to operate at a team/ward level,
where unspoken rules and shared understandings develop about the best ways to manage and
deliver care within the resources available. For some, these practices represent a way to
subvert overly rationalised or task based organisational priorities in order to introduce more

caring or holistic approaches (Walsh, 2006; Wieringa and Greenhalgh, 2015). Operating in

7 Action research is a type of participatory research “conducted by participants” (in the case
of health, often by health care practitioners. Action research is described to be “orientated to
making improvements in practices and their settings” Kemmis, S.E. and McTaggart, R.E.
(1988) The action research planner. 3rd edn. Victoria, Australia: Deakin University.
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these ways requires frontline workers to have some freedom and control over their work, both
individually and as groups/teams. These freedoms might be explicit (i.e. they form part of the
worker’s job description) or implicit (i.e. where working practices are not monitored and
freedoms therefore emerge). Cultures which promote frontline autonomy have been
described to be associated with an increase in the provision of individualised care (Walsh,
2006; Condon, 2008; Finlay and Sandall, 2009), whereas overly bureaucratic systems have
been described as being restrictive and liable to promote obedience rather than creativity and
innovation (Bail et al., 2009).

These “behind the scenes” activities are of interest because of their potential to provide a
route for frontline workers to act to defend and improve QOC in the NHS; though it should be
noted that these hidden activities may be used for reasons other than QM (e.g. to minimise
workload or to meet organisational targets). Evidence suggests that such activities can
represent a powerful influence on the way that health care workers think about QOC, and how
far they feel able or willing to propose alternative ideas. Organisational or professional
cultures (i.e. not explicit organisational rules, rather implicit understandings about how things
are, or should be) have been shown to influence the actions of frontline staff (Bail et al., 2009;
Francis, 2013; Zhang et al., 2015).  So, whilst on one hand, implicit rules and
understandings appear to offer opportunities for frontline workers to influence QOC in ways
which may not be immediately obvious, they may also represent a further organisational
barrier which encourages compliance with existing views of quality, and stifles alternative

concerns or ideas.

This section explores the view that frontline NHS health care workers have a key role in
maintaining and potentially improving the quality of the services they deliver. The literature
presented offers a view that control over quality has shifted at least some way from frontline
health care professionals, to be replaced by formal mechanisms and managerial control, and
that this shift has compromised the extent to which frontline NHS workers are willing or able,
to instigate change based on their own views about QOC. Formal organisational rules,
structures, and mechanisms are presented as entities that have been imposed upon frontline
workers, and which have potentially shifted the amount of personal responsibility frontline
workers feel for the quality of their services. Workers who feel unhappy about the quality of
the services they offer are generally presented as active (engaging with formal QM quality
mechanisms, or bypassing them by “whistleblowing ”) or passive (accepting and continuing to
support suboptimal care standards). Passive workers are presented as problematic, and

methods to oblige them to disclose concerns, and encourage them to engage in developing
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ways to improve problems, have been described. Often these focus on ways to reduce
organisational barriers to frontline engagement with the implied assumption that they are the
key reason why frontline workers do not engage.

1.3 The Distribution of Power in Organisations

A number of social theories focus on the ways in which individuals think and operate when
they are part of a larger organisation. These theories offer context to instances where
frontline workers in the NHS might accept and continue to support suboptimal standards of
care. Importantly, they also help to challenge assumptions that (a) the only barriers to their
engagement in improving quality are those that are imposed upon them by their organisation,
and (b) those that do not engage in visible forms of action are therefore passive and not
contributing to the maintenance or improvement of the quality of their services. Overall the
literature presents an argument that any attempt to understand the role of frontline NHS
workers in managing the quality of their services must consider the formal and informal

power structures that develop at the micro and meso levels of organisations.
1.3.1 Structure and Agency

“Do individuals act in response to external circumstances as much as mainstream
academic sociology tends to assume? Is individual action determined by “culture”,
“social structure”, or “mode of production™? Or, do actors act for their own identifiable
reasons as the phenomenological, interpretative, and rational-actor schools of the social
sciences maintain? These questions point to what Giddens identifies as one of the
central problems in contemporary social theory, namely, the relation of agency and
structure” (Swartz, 1997; p8).

As a starting point it is useful to consider how individuals relate to, and influence, their
societies; the concepts of “structure” and “agency” are key to exploration of this issue
(O'Byrne, 2011). Whilst there is no consensus as to the specific meanings of these terms
structures have been described any number of ‘social fields which exist outside the individual’
(Morrison, 2006; p4) and which consist of “rules and resources, recursively implicated in the
reproduction of social systems” (Giddens, 2013; p377). Agency has been described as the
ability an individual has to “act” and to do so “in a controlled and knowing way” (O'Byrne,

2011; p227). Those with agency are sometimes referred to as agents.
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The development and legitimisation of shared societal understandings has been described by
Scott (1987) as “institutionalisation”. When shared understandings become “taken for
granted as defining the ‘way things are’ and/or the ‘way things are to be done” (Scott, 1987;
p496) these understandings are described to become institutionalised structures. The term
‘structure’ can be applied to a variety of fields, from macro level (e.g. religion, economic
models) to micro level (e.g. individual communities and families (O'Byrne, 2011). They are
not always obvious or enshrined in formal rules and laws, but are rather learned through
social interaction. They compel individuals to conform and follow their rules because of the
anticipated consequences attached to failure to do so, including social exile and withdrawal of

resource, support or legitimacy (Scott, 1987).

“Institutionalization is rooted in conformity — not conformity engendered by sanctions
(whether positive or negative), nor conformity resulting from a ‘black box’
internalization process, but conformity rooted in the taken-for-granted aspects of
everyday life. Institutionalization operates to produce common understandings about
what is appropriate and, fundamentally, meaningful behaviour” (Zucker, 1983; p5)

As health care workers in the NHS are also members of wider society, any number of
institutionalised structures are likely to affect their agency (e.g. norms relating to gender or
social class). The unifying feature for all frontline NHS workers is their paid employment
within an NHS organisation and so the focus of this thesis is the formal and informal
structures that might impact on the agency of individuals working within formal

organisations.

The relationship between structure and agency has been conceptualised by different theorists
on a spectrum from (a) human agency being absolutely constrained by social structures, to (b)
social structures being a consequence of human agency (Layder, 1985). Contemporary
theorists have proposed models which describe a more fluid and dynamic interaction between
the two, such that the existence of each is dependent on the other (as in the concept of
“duality” described by Giddens (Reed, 2003), or the “Theory of Practice” described by
Bourdieu (Bourdieu and Wacquant, 1992; Swartz, 1997)). Structures can then be considered

to be both enablers and constrainers of human agency.
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“Structures are ‘rules and resources’ which give meaning to and shape the situations we
find ourselves in. By being knowledgeable about these structures, we are able to
exercise agency, which means we can find ways of doing things. Agency is impossible
without structure, the present impossible without the past, yet structure itself is

determined by what people actually do in the present” (O'Byrne, 2011; p208)

Understanding the rules of the structures within which one operates, can confer individuals
(or groups of individuals) with the power to act, and their actions then influence those
structures (by changing or supporting them). Importantly this may not occur consciously (i.e.
individuals may fail to recognise how their actions contribute to the continuation of
structures). Interviews with newly qualified health care professionals, for example, has often
shown that their socialisation into the workplace requires them to compromise on their beliefs
about the nature of high QOC. In order to fit in and be accepted in the workplace (e.g. to gain
the trust of existing staff) they learn to assimilate the pre-existing structures that consist of the
formal and informal understandings already operating amongst their colleagues. By
subordinating their own views about QOC to these “structures”, they lend tacit support to the
idea that their own views are less important or practical. Their inactions (i.e. in failing to
challenge the status quo or propose an alternative way) and actions (i.e. by delivering care to a
standard that they may consider to be suboptimal) thus support and replicate these dominant
structures and allow them to retain power (Maben et al., 2006; Hobbs, 2012; Barry et al.,
2014).

As discussed earlier in this chapter, the literature has consistently identified meso-level
organisational structures that are described to support or suppress frontline NHS staff to
engage in QM activities (e.g. the use of formal QM mechanisms and hierarchical
organisational models of power distribution); the impact of these on individual agency is
explored in section 1.3.2. What is less well understood is the extent to which informal
structures which develop at meso or micro level (i.e. within wards and departments, or
between colleagues) might present a different, but similarly powerful, influence on the way
frontline workers act or believe they can act; this is explored further in section 1.3.3. By
considering these two aspects in turn | demonstrate the value in expanding understandings of
organisational structures beyond formal and visible organisational practices, by encompassing
the informal understandings that might develop between frontline workers. Furthermore, this
literature suggests the importance of considering the ways in which the actions (and inactions)

of frontline workers might support or subvert the structures within which they occur.
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1.3.2 Organisational Structures and Worker Agency

Organisations are social structures within which individuals act collectively to achieve a
common goal (Korczynski et al., 2006). Organisations share a number of characteristics (e.g.
common goals, shared understandings) but employing organisations have particular features
(e.g. economic exchange in return for labour and contractual obligations). Currently, most
frontline NHS workers are employed directly by NHS organisations® so theories pertaining to
formal organisations have the potential to help understand the issue of frontline engagement

in quality defence and improvement activities in the NHS.

There are many ways to configure an organisation. Some of the literature describing the
limitations NHS structures place on frontline workers has considered the contribution of the
bureaucratic model. The term “bureaucracy” is frequently used in a colloquial way, to
indicate the presence of unnecessary and inefficient organisational rules; the NHS has
publicly been criticised for being overly bureaucratic in both in the popular (Farrar, 2013;
Grant, 2015) and professional presses (O'Dowd, 2011; Ford, 2012). Bureaucracy has,
however, been conceptualized theoretically by several philosophers; the most prominent
being Max Weber (1864-1920).

Weber’s bureaucracy describes an organisational model that was conceptualised as the
pinnacle of efficiency, rationalisation, and control. Morrison (2006) describes the key
features of Weber’s “ideal type” bureaucracy; they include its highly structured, uniform and
impersonal nature, and its focus on careful means-versus-ends calculations that aim to achieve
optimal outcomes within the resources available. Bureaucracies involve “a chain of
command which is hierarchically organized” and bureaucrats have a tendency “to treat
people in terms of ‘cases’ rather than individuals and remain impersonal in their contacts
with the public” (Morrison, 2006; p383). Bureaucratic models, by their nature, place
significant constraints on the agency of workers; individuals are expected to act in accordance
to centrally defined rules designated at a strategic level. Whilst this promises optimal equity
and efficiency, Weber noted his concern that this left workers in an “iron cage”, divorced

8 Some healthcare workers may be contracted to provide NHS services whilst being directly
employed by another organisation or self-employed, however the majority of individuals
delivering frontline NHS services are employed by an NHS Trust Health and Social Care
Information Centre (2016) 'NHS Workforce Statistics - March 2015, Provisional Statistics;
National Table' 22nd June 2016. 1st July 2016. p. 2. Available at:
http://www.hscic.gov.uk/catalogue/PUB20913/nhs-work-stat-mar-2016-nat-hee-tab.xIsx.
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from their personal ethics, and reducing their actions to compliance and the performance of
mechanistic tasks, leaving them as “specialists without spirit, sensualists without

heart ”(Weber et al., 2001; p124). Bureaucratic models can further restrict individual agency
by relying on mechanisms such as functional specialism and means-ends separation; this
means that work is broken down into tasks which are managed separately by different
workers, thereby reducing the amount of control any one individual can exert over the overall
outcome and, in some cases, separating individuals completely from the outcomes of their

actions.

Du Gay (2000) outlines a number of criticisms frequently found in the literature pertaining to
Weber’s bureaucratic model. It has been described as a failed paradigm due to perceptions
about its tendency towards the overproduction of rules that hinder flexible working and the
ability to respond to uncertainty and change. Its highly rationalist focus has been described to
marginalise aspects of life that do not easily fit within that focus (e.g. emotions). These
features can have negative impacts on workers who object to the impersonal rules designated
within the organisation, but who feel they have no agency to insist on change. For example,
health care workers who find themselves supporting aspects of care they feel to be suboptimal
have been described as feeling anger, resentment, and loss of self-respect (Jameton, 1984).
The bureaucratic model, however, also offers workers ways to deal with this situation by
deflecting responsibility for their contributions to services offering suboptimal QOC by
allowing them to claim (a) powerlessness and (b) a lack of awareness of how their individual
actions might contribute to undesirable outcomes (Adams, 2011). This defence has been
observed in several contexts, including cases even where organisational outcomes have been
described as ethically outrageous (e.g. workers who enabled the Holocaust (Bauman, 1991;
Cohen, 2001; Adams, 2011).

Du Gay (2000) also notes, however, that the bureaucratic model offers some ethically
important advantages (e.g. the model emphasises equity and operates to minimise the chances
of workers applying their own preferences and prejudices in ways that discriminate against
service users and colleagues). Weber also described the ideal type bureaucracy as a
theoretical tool, rather than a blueprint, and it is acknowledged that organisations rarely, if
ever, exhibit all of the features of bureaucracy comprehensively and consistently (Korczynski
et al., 2006). Similarly, it is acknowledged that a literal and complete translation of the

bureaucratic model into a real life organisation may be neither desirable nor achievable.
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With respect to NHS organisations some features of a classical bureaucracy can be
appreciated; for example, in instances where NHS Trusts have been noted to overly focus on
the achievement of external markers of quality at the expense of the actual QOC experienced
by their patients (Francis, 2013). In some respects, however, NHS organisations deviate from
the “ideal type” and a key difference between a traditional bureaucracy and NHS
organisations is the professional qualifications and status held by many frontline NHS staff.
Organisations which balance bureaucratic and professional features in this way have been
described in the literature as “professional bureaucracies” (Mintzberg, 1979). Professional
bureaucracies, as applied to the health services, were initially described with regards to the
medical profession (Turner and Samson, 1995), but the subsequent professionalisation of
other health care workers (e.g. nurses, midwives) have extended the concept (Kirkham, 1998).

There is a large body of literature on the role of professionals in society, with sometimes
conflicting perspectives on the motivations of professionals and the impacts associated with
professionalisation (Turner and Samson, 1995). Regardless of the perspective taken there
seems to be broad agreement that professionalisation offers “material and symbolic” benefits
to workers (Turner and Samson, 1995) including a degree of autonomy for professionals over
their practice (Ham, 2009) and regulation from within the profession (The Nursing and
Midwifery Council, 2012; General Medical Council, 2013).

The autonomy of frontline health care professionals challenges the concept of the highly
constrained bureaucratic frontline worker; instead it suggests that the understandings and
responsibilities of professional frontline workers extend beyond those dictated by their
employing organisation (Dickinson et al., 2012). This can lead to tension and conflict
between professionals and bureaucrats where organisational and professional priorities
diverge, and Johnson suggests it is “not unusual for professionals to resent or resist the
‘bureaucracy’” (Johnson, 2008; p272) by drawing on other sources of authority. Itis
important to acknowledge that the nature, extent, and purpose of professional autonomy in the
health services is contested in the literature, as are the motivations of health care staff to
engage in autonomous practice. The medical profession, for example, has been presented as
an altruistic group that is “interested in the wellbeing of patients rather than individual gain”
and will act autonomously accordingly regardless of conflicting organisational demands
(Graham, 2006). A number of authors have challenged this assertion; for example, (Freidson,
1988) who described the autonomy of medical professionals as being reliant on their
relationship with the State and as being a pre-requisite to their retaining power over other

health care workers (e.g. nurses, midwives).
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Aside from these macro-level debates, that professional health care workers can be described
as resistant implies that they have some amount of agency to assert their individual views
about QOC. There is empirical evidence to suggest that, compared to non-professional
colleagues this is the case (Peter et al., 2004) but it has also, however, been argued that
professionalisation creates yet another structure, laden with formal and informal rules about
acceptable ways to think and act (Wells, 1997; Maynard-Moody and Musheno, 2003; Adams,
2011). The nursing and midwifery professions, for example, are often linked to “caring”
activities and are thus influenced to operate in ways that maintain their “caring” identity
(Reiger and Lane, 2013; McAllister et al., 2014). Additionally, the ways in which health
care professionals balance their relationships with both professional and organisational
structures is complex. Health care professionals have been described as complicit in
prioritising externally defined performance targets, even when they themselves do not
consider them to be useful measures of quality, in order to maintain an external appearance of
success and professionalism (Elston, 2009; Rozenblum et al., 2013; Martin et al., 2014).
Similarly peer pressure has been implicated in deterring health care staff from publicly
acknowledging concerns about quality of care (Adams, 2011). Work conducted with frontline
workers who have disclosed such concerns reports disapproval and ostracism from both
organisational superiors and from professional colleagues (Jackson et al., 2010; Peters et al.,
2011).

Models of bureaucracy therefore offer some insight into the formal structures that may
support or restrict the agency of frontline health care workers to respond to aspects of health
care which they consider to be of suboptimal quality. The relevance of bureaucratic models
to the NHS has been further questioned by some since the development of the New Public
Management model which introduced competition and consumer choice as a means of
replacing, at least theoretically, organisational or professional structures as the main drivers of
health care quality (Baggott, 2004). However others have argued that other aspects of the
NHS remain within centralised control (e.g. standardization of care via National Service
Frameworks, monitoring of standards via the Care Quality Commission, standardised
payment for NHS activities via the National Tariff Payment system) meaning that vertical
hierarchies continue to co-exist with flattened horizontal forms of organisation (Schofield,
2001; Thompson and Alvesson, 2005).

The literature thus supports the idea that the NHS has developed hybrid organisational
structures incorporating features of multiple organisational models (Hoggett, 1996; Thompson

and Alvesson, 2005; Courpasson and Clegg, 2006; Olsen, 2006; Exton, 2010). Baker and
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Denis (2011) note that the fusion of different organisational models has been mirrored by the
development of organisational roles that blur the boundaries between traditionally
professional and bureaucratic focused jobs (e.g. health care professionals taking on typically
managerial and administrative responsibilities). These roles should, in theory, increase the
agency of such workers to influence quality of care by raising their organisational status, but
the literature suggests that acknowledging the requirements of both professional and
bureaucratic structures is a challenge. In a study based in social care, for example, Evans
(2010) suggested that professional identities are wedded to notions of client centredness and
care for individuals which has traditionally allowed professionals to deflect responsibility for
difficult decisions about the allocation of finite resources towards managers who “don’t
understand”. Hybrid roles challenge these traditional identities and can result in cognitive
dissonance for post holders as they attempt to resolve conflicting priorities and loyalties
(Clarke, 1998). Conflicts about the rationalisation of care (e.g. balancing the needs of
individual patients versus the need to manage groups of patients) have been observed in
workers occupying both traditionally professional and bureaucratic roles (Ruston, 2006;
Attree, 2007; Evans, 2010), challenging assumptions that frontline health care workers and

managers have inherently different priorities or understandings about quality.

The role of non-professional staff working on the frontline of the NHS is slightly different,
given the lack of opportunities for membership of an external clinical network. In March
2016, around 31% of staff employed within the NHS in England were described as ““support
to clinical staff”. Such workers generally do not hold a professional qualification but they are
often intimately involved in the delivery of frontline NHS services (Warr, 2002). Their role is
typically placed near the bottom of the organisational hierarchy (e.g. they are paid less and
have limited power to define the boundaries of their role) and they are not able to appeal to
the additional agency and resource which professional status incurs (Warr, 2002; McCloskey,
2011). McCloskey (2011), exploring the role of non-professional health care workers in
Canada, suggests that this places them in a particularly weak position to report concerns or
instigate change since they are subordinated by both managers and professional frontline

colleagues.

This section has outlined the ways that formal bureaucratic structures may offer an
explanation for the reasons why frontline NHS workers may fail to report or address
suboptimal care practice of which they are aware (e.g. because, as a frontline worker, they are

constrained by the organisational structures that impose a specific view of QOC that may
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differ to their own). It has also, however, been argued that some frontline NHS workers hold

a professional status that confers some power and authority to act.
1.3.3 Informal Organisational Structures

The previous section considered bureaucracy and professionalism as organisational and
occupational structures that affect the agency of frontline health care staff. In this section |
argue that, beyond these explicit and well-recognised structures, more implicit structures are
also present within the social environments where frontline of care delivery occurs (e.g.
wards, surgeries, departments) and that these “street-level ” structures may possess the ability

to both constrain and support frontline involvement in QM activity.

There is broad acknowledgement in the literature that, within organisations, formal
organisational policy is only one part of the knowledge that informs the day-to-day activities
of workers. The development of shared understandings and ideas about the best way to deal
with different situations has been observed generally (Zucker, 1983), and in health care
organisations specifically (Wieringa and Greenhalgh, 2015). This concept features in a
number of theories and concepts (e.g. Bourdieu’s description of habitus, the concept of

cultural health capital (Shim, 2010)).

Whilst there are differences in these concepts there are key unifying factors. Unlike the
rational means-ends calculations described in the bureaucratic model, these street level
understandings are generally based on resources such as experience, anecdote, emotion,
relationships, and attitudes about how things should be (Marinetto, 2011; Wieringa and
Greenhalgh, 2015). Their validity rests in their local acceptance (rather than by attempts to
quantify or evaluate using research methods), and they are often not communicated formally
(e.g. by formal policy) but by peer-to-peer word of mouth.

“the variety of designations, nonetheless, all evoke the idea of a set of deeply
internalized master dispositions that generate action. They point toward a theory of
action that is practical rather than discursive, pre-reflective rather than conscious,
embodied a well as cognitive, durable though adaptive, reproductive though generative
and inventive, and the product of particular social conditions though transposable to
others” (Swartz, 1997; p101)

These underlying structures may be difficult to analyse because they can be unrecognised or
unquestioned by those who support them; they may instead be “taken for granted” or
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considered to be “common sense” (Zucker, 1983; p443). Alternatively they may contradict
explicit organisation policy and therefore be administered and communicated in ways that
deliberately shield them from organisational superiors. Theories about these shared
understandings suggest that they are powerful and can affect the human agency of workers
just as formal organisational structures do (Scott, 1987); in this respect structures are not
viewed as being merely imposed but "perpetuated or transformed by FL staff activities and
collective learning™ (Bjerregaard and Klitmoller, 2010; p429).

The role of these understandings in managing quality is poorly understood. They could
represent a way