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Abstract

It is proposed that frontline health care workers in the English National Hesaltlce (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 rationalisechavéig extent

to which frontline workers have agency to apply their owavledge 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 miscarriaggngqualitative semstructured interview data
colleced from 34 frontline health care workers and managers from three hospitals in the
North East of EnglandSecondary thematic data analysis, informed by macganisational
theorieswas used to explore the role of frontline health care workers in marthgiogality

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 understandm defining the parameters of acceptable versus ideal

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

Thesefindings suggest that management of health care quality is complex and characterised
by bureaucraticonstraints that support narratives of powerlessness and compromise amongst
NHS workers. Structures that privilege ratiomaddels oforganisational managemgmise a
significant challenge to the delivery of relational aspects of care. This study atedrib 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 practicefased orcollective beliefs about the panaters ofiacceptablé quality of

care, are paradoxical; thegnimprove quality for individual patients but they also support

the structures that create quality shortfalls in the first place.

The findings of tis study offer a model of optimal care fearly pregnancy loss that could be
used as a framework on which to base quality improvement activities in this area. They also
offer aunique 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 findindhas implications for frontline clinicians, managers, educationalists and

policymakers alike.
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|l ntroducti on

fAThe first inquiry report stated that it should be patiérmst number$ 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 thaitigre s 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 (fasecis, 2013;
p83

This quoteis taken from the second inquiry into the health care servidesre within a

National Health Service (NHS) organisation in Mid StaffordsHhtregland Theinitial

inquiry described poor standards in the quality of health care within that organisation. During
the second inquiry the rothatfrontline" health care workers played in delivering and
maintaining poor quality health care was highlighted; it was noted that snahworkers

tolerated standards of catetthey themselves considered to be substandard, and that those
who had raised concernschaot had thir 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
theimpact of board level decisions on patient care. As the quote infpleessisconsidered

that frontline health care staff have an integral part to play in securing the delivery of high

quality services thaacknowledge 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 riigth Quality Care for Alb
(Department of Health, 20p&cused heavily on the potential inherent in supporting frontline
heath care workers to use their unique knowledge, developed througlfréogient
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:

YInthist hesi s, ifrontlined health care workers
nonprofessional, who are involved in the direct delivery of services to those accessing NHS
services.



fActively engag 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 famiDepartmenbf
Health, 2008; p71

Whilst the benefits of capitalising on thigntappedesourc® (The Nuffield Trust, 2011

have been outlined, the extent to which such aspirations are realised for frontline health care
workers in the NHS iguestionable. The inquiries conducted at Mid Staffordgkir@ncis,

201Q Francis, 2018 as well as public inquiries conducted in other organisations providing
health and social care in Englafidynn, 2012 Kirkup, 2015, have repeatedly described
situations in which frontline staff have been found to be complicit in maintaining poor
standards of care,tber by their actions, or their tolerance of poor standards. The inquiries
have often implicated organisational factors (e.g. culture, prioritiesature of the

relationship between seniorafrontline staff in influencing the actions and inactioois

NHS workers.

fiThe 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 caitd@s 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 degiaking (Francis,
2013; p6).

This thesis investigates this issue from the perspeatitlee frontline NHS health care

worker. It explores the ways in which such workersceptualise, and make judgements

about the adequacy of QOC in the services they deliver. Furthermore it explores the ways in
which such workers responddervices thiethey considebeingof suboptimal quality. The
researchuses a case study desfgousing orthe health care offered to women experiegc

an earlymiscarriage The literature review thysovides a critical review dfvo distinct

bodies of existing research; that relating to management of quality of care in the National

Health ServicNHS) and that relating to early miscarriage.

Chapter one providesraviewof the evidenceelating to quality of care in the NH3
describes the ways in which quality is conceptualised anthel tools used to manage
quality in the contemporary NHSt explores the role of frontline workers in defending and
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improving quality of care, and outlines some of the ways that NHSsggeons have sought
to engage their frontline workforce in quality management activiesuly, it considers the
informal processes that might impact on the ability of frontline staff to engdgeliterature
on all of these topics is extensive andould 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 geview of the evidence base relatingeirlymiscarriageand, more
specifically, the health care provided to women experiencing such a reproductivéHess.
casels madehat thishealth care contextresents a useful case study on which to base a study
of frontline worker engagement in quality managememe to longstanding evidence of
dissatisfactioraboutquality of care amongst both patients and staff.

Chapter three provides details of the qualitative methodology underpinning the empirical
researchhat is the subject of #thesis alongsidehe 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 outliviesasocialconstructionist
frameworkwas chosen and explains the miorganisational theories that underpin the
interpretation of théindings. It outlines how this framework can help us to understand why
gaps might emerge between the care patients wish to recevibat which they actually
receive, and explosghe position frontline health caveorkersoccupy in relation to such

quality shortfalls.

Chapters four to six present the three major themes that emerged fromthedatde c ogni s
t he Gap s don Campmomisetand@Adceptable Qualityof@ate and A Managi r
QualityGapsat he Frontl i neo. Overall these theme
narrative of A Mi n d@heanglysis diseuss€sulre issuespf cdheems 0 .
regarding QOC fromhte 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 thdiffering strategie$rontline workers describemploying to respontb

perceivednstances o$uboptimal QOC

Chapter sevewniews thesethemes throughht lens of micreorganisationatheory and
considers the implications for frontline NHS workers, the organisations in which they operate,

and for women seeking health care for an emiigcarriage. It argues that early miscarriage
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represents a particular type of health care that may be chronically disadvantaged within
rationalisednodels of health care management and delivéirglso suggests that frontline
health care workers may exagency in ways that simultaneously improve quality of care
andalso contribute to the circumstances that lead to longstanding quality shortfalls in this

health care context.

Finally, Chapteeightpresents a conclusion and implications for clinicatfpca It also
explains the limitations of this study and outlines areas for future investigation.



Chapter 1 Review ofLiterature on Frontline Engagement inQuality

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 Biawett, 1998. Subsequently, the
scope and demand for services provided by the NHS has grown exponentidlig aadvice
has been subject to numerous reviews and restru¢tdaes, 2009. Currentlythe NHS in
Englandincludesl54 acute health care trusts, 56 mental health trustgmBmhuanity

providers, and 10 ambulance truStbe NHS Confederation, 20L6 Maintaining quality of
care has remained high on the NHS agenda, as evidenced by its inclusion in the NHS

constitution

A Pr i ncTheNHE8 asBires tthe highest standards of excellence and

professionalism in the provision of high quality care that is safe, effective and focused

on patient experience é Respect, dignity,
how patients and staff are treatedDepartment of Health, 2015; p3

Whilst policy andliterature suggests a broagreementhathigh quality of care (QOC)
shouldbe a key component of servicaffered byNHS organisationghere isfar less
consensuabout whatihigh quality caré actually means. There is a substantial literature
discussing issues such as how quality in health care is d¢boedbedian, 2005the level

of quality which should be aspireditoa publicly funded health care systédam and
Robert, 2008 and how quality @ be monitored and evaluatgsillespieet al, 2004 Currie
et al, 2005 Dixon-Woodset al, 2012 Liberatiet al, 2015. External displays of qualitgnd
accountabilityhave been described to ingportant for professionals in terms of maintaining
identity and retaining autononand public trus{Wells, 1997 Schofield, 2001Clarke, 2005

Elston, 2009Busuiac and Lodge, 2006 Health care organisationsayalso rely on



evidence of quality in order to retain reputation and, in somenicstaincomée.g. through
the CQUIN schemegDepartment of Health, 2008; p4Rristenseret al, 2013).

The literature presents multiple, sometimes competing, perspeatiies nature of quality

in health care This may not be surprisingjven that hose who have a stake in tipaality of
services offered by NHS organisatiamne from a variety déiackground, with differing
experiences and motivatianStakeholder groups include (but are not limited to) service
users, potential serviagsers, 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,

accountantandlocal councils.

The literature supports the idea teatneperspectives on QOC are more influential than
others. The Evidence Based Medicine/Care movement, for examupopedhat high
guality care is that which is consistent with high qualiyearch evidend&ackett, 199y
the introduction of the National Institute of Health and Care Excellence (Niefgcts the
importancehattheevidence based approach to defining qudlayg gained within theHS.
NHS organisations haviegal obligations in relation to some NI@Gtputs(i.e. NHS Trusts
are legally obliged to provide treatments and drugs recommended via the Technology
Appraisal programme), whereas other guidance remains optional but wethtmaeghout
NHS organisations (e.§{ICE Quality Standards and recommendatitmrpractice(The
National Institute of Health and Care Excellence, 2D1%/hilst the Evidence Based
Medicine movement has been widely accepted withilNtHE at a policy levelit hasalso
been criticised fohaving apositivist éhosthat subordinatesther forms of knowledge (e.g.
professional judgement, individual patient preferences and values, and tacit knowledge
developed within communities of health care professiqiizddbay and le May, 2004
Greenhalgh, 20QHajjaj et al, 201Q Greenhalgtlet al, 2014 Wieringa and Greenhalgh,

2 The Commissioning for Quality and Innovati@@QUIN) schemewvasintroduced into the

NHS in 2009. The scheme linksganisationaincome to quality improvemenbs including

specific requirementis commissioning contracts

3The National Institute foHealth and Care Excellence was created in 1999 (originally the

National Institute for Clinical Excellence). Its originalaimwagite nsur e t hat the m
clinically and cost effective drugs and treatments were made available widely on the NHS in

England and Wal@s NICE considers the knowledge used to produce guigelmd advice

to exist in a hierarchy, with that gained from wadisigned experimental research studies to

be more valid than other forms of evidence (e.g. personal experience or anecdote)
https://www.nice.org.uk/about/whae-are/historyof-nice



2019). It has also been suggested that the use of evidence based guidelines can constrain
professional autonomy and lead to lack of critical thinking on thieop&ealth care
professional¢Bail et al, 2009 Greenhalgtlet al, 2014.

Anyone seeking to improve quality within NHS servibasthusto do sowithin an arena
where the very concept of quality is ill defined and open to challengeafmmmber of other,
potentially conflicting andompeting, viewpointéAij et al, 2013. Furthermore, some of
these viewpoints may be particulaggwerfulandthereforedifficult to argue against.This
chaptelis concerned with QOC in the NHS andpatrticular, thgpower that ae particular
group of stakeholder$rontline NHS workershave to assert their views about Q@&

translate those viesMnto 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 lyaahtrolled the
definition, management, and evaluation of care quélityner 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 professionélurnerand Samson, 1995 Donabedian (2005)escriles the role of central
government in health cane these first decades the NHSas 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 emhasis on controlling public expenditure generallyngside narratives oftional

fiscal criseqClarke, 2005Ham, 2009, and concerns about inequality and regionalaenm

in access to camnd the outcomes of care in the NH#Rvett, 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 pf@teecklandet al, 2004

Clarke, 2005Elston, 2009. In the NHS, tis 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 peei@tistol

Royal Infirmary Inquiry, 200)). Put simply, the notion that frontline clinicians could be left

to manage issues of care quality unchecked was no longetext.cep



AWhat was lacking was any real system whereby any organisation took responsibility

for what a | ay persoa wglel dndddddmigse éas Nbk e
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 syéiém Bristol Royal

Infirmary Inquiry, 2001; pp

More systematic and comprehensive external mechanisms of quality assurance (QA) were
thus considered desirable, however the decentralisation of NHS organisations precluded direct
governmental contrqClarke, 200%. This led to the development of system$iad r moé s

| engt h (Clarke,200%; p2dAwhich manifested as an increase in the number of

external agencies involved in monitoriagd 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 regul at
Commission, the Care Quality Commission, the National Institute of Health aad Ca
ExcellenceHam, 2009, p. 246 Clinical governance became a statutory duty for health
authorities and health care trug®arke, 200% Theintroduction a quasmarket system for

the commissioning and delivery of health care services led to an inare¢hsause of

performance management (PM) mechanisms, allosiggnisations anservices to

benchmark and compar&xamples of the range of quality measurement used within the

context of health care are shownTiable1-1.



Category of Example of tool/methodology

Measurement

Organisational quality  International Orgasation for Standardation (ISO) 9000,
management European Foundation for Quali®yanagement model (EFQM)
programmes

Systems for obtaining  Patient surveys, Patient participation (e.g. in design of protocg
pati ent sd v development of standards)

Patient Safety Systems Risk management programmes, Adverse event reporting, Dru
safety managemeén

Audit and internal Performance reviews of clinical staff
assessment of clinical _
standards Internal audit

Clinical and practice Use of Standard Operating Protocols (SOPs), Hospits
guidelines guidelines, Ward or condition specific guidelines

Perbrmance indictors  Collection and use of performance data
and measurements

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

Table 1-1. Methods ofmeasuringquality of health care in 389 Europearhospitals
(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 ofdith care professionals by managetarke,

1998 Elston, 2009Ham, 2009. The introductiorof NPM has been criticised for de
professionalising health and social care saaffreducing their autonomy over their own
practice, suppressingeir views about care, and creating a web of overlapping priorities
which such professionals have describga aiversion from clinical or service user focused
aspects of car@Martin et al, 2004 Clarke, 2005Elston, 2009 Waring and Bishop, 2010
Dixon-Woodset al, 2014 Cockerham, 2015

finurses reporteldck of real control over thmajority 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
managemet(Attree, 2005; p39p

Alongside PM and QA processes, many Quality Improvement (Ql) methodolegliealso

introducednto the NHS(Nicolayet al, 2019. The aim of such methods is to structure the
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planning, implementation and evaluation of improvement activities, sometimes across
multiple organisationsExamples oformal QI programmeslescribed in théterature
includeTotal Quality Managemenktean Thinking/Lean Managemefiicksonet al, 2009
Kim et al, 2009 Ajj et al, 2013 Lawal et al, 2014, and he Productive Wardvlaking Time
to Care(Morrow et al, 20129.

The literature around PM/QA/QIrocesseghenceforth referred to in this thesis as quality
management mechanismisyeals a number of concerns about their appropriateness and
ability to truly impact on qualitas experienced at the frontline of care deliveffey have,
for example, been critiged for over simplifyinggomplex and multfacetedconcepts (e.gn
measuring concepts such as quality or satisfacf{forow et al, 2002 Martin et al, 2015

and also failing t@dequatelyccount for theacial worlds within which health care is
delivered and experienced by health care service users and health care (Méakierg and
Bishop, 2010Dixon-Woodset al, 2014 Hamiltonet al, 2014 Simmset al, 2014. Lack
of uniformity in both the application of the techniques, enghethods of evaluating them
contributes to difficulties in ass®ag impacieaving evaluation largely reliant on evidence
from discrete case studi@dood and Dixon, 2015 Evidence of the extent to whidtealth
carestaff valuesuchprocesses as mechanisms to impQ@Cis also inconsister{Clarke,
2005 Davieset al, 2007 Priceet al, 2007 Parancet al, 2011, Carteret al, 2014 Hamilton
et al, 2019 and lower levels of enthusiasm have been reported in frontlinecetaffared to
their managerial counterpaf®arancet al, 2011 Nuguset al, 2012 andin mediunlevel

compared to highevel manager@~reeman and Walshe, 2004

Reports regarding the succesgjoality management programmes are vari@lalshe and
Freema, 2002 Groeneet 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 pooare practices in some organisati@isancis, 2010Francis,

2013 Keogh, 2013Kirkup, 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 contributiragdspoor QOC.
These mechanisnigve the potential to skew organisational priorities towards achiaving

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 frontlinehgaff
phenomenon has been observed within and outside the context of thE&N#trdet al,
200Q Brodkin, 2008 Dixon-Woodset al, 2013. The wish to maintain an outward
appearance of quality malyenlead to organisational culturésatsuppress open disclosure
of concerns about quality of careject accountabilityand ignore viewabout quality which

differ from those specified pe quality managemenmnechanismgKhatri et al, 2009.

fiMany of these seemed to be motivated mostly by a need to make displays of
compliancerather than by genuine efforts take 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 complainéd 6fa n k et 0
policies which were seen dwery prescriptive and not concentrated on clinical Wwook
(Dixon-Woodset al, 2014; p%

Where frontline staff feel organisationally defined standards of quality are not apposite or
achevable, frustration and disinterest has been descffvedman, 2002 with frontline
workers then viewing involvement quality management mechanisasstime consuming
administrative exercises which have limited value and divert them from their real work
(Davisonet al, 2013. Additionally, the existence of forrhdepartments and processes to
manage qualitynayreduce 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, 20QZvans and Harris, 2004

Whereperformance management programmeslicly benchmark services, feelings of

blame, fear and victimisation have been reported in staff working in setlatese rated
unfavourably(Attree, 2007 Elston,2009 Hajjaj et al, 201Q Martin et al, 2014(Scammel,
2016). This has beemplicated 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 discl(Sqteeret al, 1995 Khatri et al,

2009 Green and Sawyer, 2018cCannet al, 2015. Such fears are not unfounded;

fwhistleblowing * has been linked to professional and/or organisational ostracisation,

“ AWhisteblowing is the term used when a worker passes on information concerning
wrongdoing. In this guidance, we call that
The wrongdoing will typically (although not necessarily) be something they have witnessed at
worko .Department for Business Innovation & Skills (20V8histleblowing: Guidance for
Employers and Code of Practideondon: The Stationery Office, ibid1
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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 outcomg#®orter, 2009ledemaet al, 2011 Peterset al, 2011 Snow, 2011
Dyer, 20132.

As well as influencing actionspme argue thajovernance practices influence the way that
frontline practitionershink 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 whichemphasise normality and towards more risk focused m@8essnell, 201

This literature demonstrates that NHS stadtk in an environment where QOC is formally
managed using mechanisms that rationalise Q@a series of measurable outcomes. This
way of managing quality has the potential toatcol QOC management and redwegiation

but only in ways thaprivilege a specific version of QOC (i.e. that which can be measured and
that is included in the mea®ment 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

Havingoutlined the formal mechanisms used to manage quality in the tiidSection
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 inforatig}

management mechanisms).
1.2.1 Justifications for Promoting Frontline Engagement

fiwe 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 thiviog gi
frontline staff more control. Healthcare will be run from the bottom up, with ownership
and decisiormaking in the hands of professionals and patégfitse Department of

Health, 2010; piL

12



This quote is taken from therfoe wor d t o t h e EQullylad exaelence:e paper
Liberating the NH8and demonstrates an interedtthe highest levein engaging and
empowering frontline NHS workers to improve quality of health ¢&he Department of

Health, 2019 Frontline engagement has been linked to positive outcomes for workers and
for their employing organisations withirealth caré Admasachew and Dawson, 2011

Wilkinson et al, 2011 Hewisonet al, 2013, and in organisations movadely (Cambra

Fierroet al, 2014 Trusset al, 2014. In terms ofimproving QOC frontline workes of all
disciplineshave a unique knowledge of both the services they provide and the experiences
and needs of the clientele they deliver thertMackintosh and Sandall, 201Roueche and

Hewitt, 2012 Dearmoret al, 2013 Raffay, 2014. The input of frontline workers has been
suggested to have the potentiahtiow the development of innovative practices which

increase responsiveness and impreiceoutcomegRoueche and Hewitt, 201Pearmon

et al, 2013 Ziviani et al,, 2013, improve effectiveness and efficiencies in the delivery of
care/servicesandimprove employee satisfaction and engagement in their iDdarmonet

al., 2013. It has also been suggested #ragaged frontline workers have a greatgracity

and willingness to engage fature QI activities(Chenven and Copeland, 2QI3=armonet

al., 2013, andthat an engaged workforce is associated mihrovedpolicy implementation

at a local leve(Parkeret al, 2009 Anandet al, 2012 ljkemaet al, 2014 Schneideet 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 sapport workers, clerical and service
support staff). In March 2@ NHS organisations in England employed ovérmiillion staff
members, of which around!® occupied roles involved directly in the frontline delivery of
care. This compares with managéor senior manageriables thatmade up 2% and % of
the workforce respectively (s€&gurel-1) (Health and Social Care Information Centre
2016°.

® the data does not capture how many staff occupy hybrid roles which encaimiaasand
managerial responsibilities, such as a@varatrons or clinical directors
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Figure 1-1  Health Care staff types employed by the NHS iMarch 2016 by Full time
Equivalent (Health and Social Care Information Centre, 201§

Amongst the heterogeneity of roles and responsibilities within the frontline workforce, there
is evidence bvarying 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 practi@@icker Institute Europe, 2015 This is influenced by factors

such the status and hierarchical position of the staff group within the organisation and
traditional role boundarig@raynoret al, 2015. Qualified health care professionals, for
exanpleare subject to accountability their professional bodiganlike their non

professionally qualified colleagueSuchbodies (e.g. the Royal Collegese Nursing and
Midwifery Council) often take a position about the components of good quality care (e.qg.
through the development ofiiglelines) andtate an obligation for professionals to act where

they have concerns about QOC.

fiSpeaking up on behalf of people in your care and clients is an everyday part of your
role, and just as raising genuine concerns represeois g r ac nigc @ o arld o ig O

failing to report concerns is unacceptabl@ursing and Midwifey Council, 2010; py
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fAIll 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 aisstencourage and

support a culture in which staff can raise concerns openly andsaf€he General

Medical Council, 2012p7)

Some differentials in organisational power are long standing (e.g. seadical staff are

described akaving, historically, more freedom over their work than other health care

professional groups). Others are more dynamic and influenced bysatiamal, 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(8affahee, 2003

So, whilst the terminologgifrontline staff engagemaemis used in this thesis, the implication

that all frontline staff are equal in terms of their ability to engagpiality management

activities, or that they mobilise and function as a cohesive team to improve care is not

as s ume d ;socialard eogritivefboundaries have been observed tc
collaborative working across the range of frontline Stadrlieet al, 2005.

The literature describes different waysahich frontline NHS workers engageduiality
managemerdctivities; by aligning to prexisting formal mechanisms, by engaging with
formally developed frontline engagement programmes, and by devel@pstrategies at the
frontline (i.e. informally andvithout the involvement of senior staff). The next sections

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

There is evidence that frontline NHS workers value the opportunity to contribute towards
improving the quality of the services they delifisos MORI, 2008 Research fagsed o
frontl i ne he @iéws legadiagtheir involverkeatingdéfending or improving
quality largelyfocuses on their engagement with formal quatignagement programmes
andonthe organisational barriers to disclosure of concerns &O@ (Davieset al., 2007.
Other sectorthathave explored the concept of frontline engagenmattideeducation,

social careandhospitality(all environmentsvhere frontlineworkers have a substantial

amount of interaction with the general public

A key factor influencinghe extent ofrontline worker engageentappears to beow muchit
isimposedupon them (i.e. a togown approachas opposed tmstigatedby them (i.ea

bottomup approach) Relatively simple factors cameate barrierssuch as failing to provide
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frontline staff with the time away from their normal dutiesprvidingthe resourceand
skills to be able adequately engage wgthality managememhechaismsand to understand
how to interpret and deal with the resavieset al, 2007 Gerrishet al., 2012 Godfreyet
al., 2013 Jeffset al, 2013 Zallmanet al, 2013 Lloyd-Smithet al, 2014 AuYounget al,
2015.

Top down approaches fuality managemetritave been criticised for failing trdequately
involve frontline workers The more successful approachesuality managemeisupport
dialogue with, and support for, staff throughout the organisaicknowledginghe influene
of local contexts and allow s h ar e d oraquaity t0 ererge(Powellet al, 2009

Waring and Bishop, 201@\ij et al, 2013 Davisonet al, 2013 Hannan and Celia, 2013
Jumaet al, 2014 Sinuff et al, 2015 Timmonset al, 2015. These agendas relate to what
guality means, what acceptable standards of qualitfGreen and Sawyer, 20)L,Gand which
improvements should be pursu&tlineider, English et al. 2014Such agendas are more
likely to convince frontline staff that quality gains outweigh any effort and risks they may
incur as a consequence of being involyedyd-Smithet al, 2014 Venanceet al, 2019.
Additionally, the importance of organisations acknowledging the competing professional,
ethical, organisational, and sogolitical factors thainfluence frontline staff haseen
descriled (Davieset al, 2007 McAlearneyet al, 2011 Cranleyet al, 2012 Gerrishet al,
2012 Davisonet al, 2013.

Hierarches thatposition policy makers and researchers away from those who deliver policies
on the frontline arélescribed to ba barrier to developing shared agendas. Middle and senior
managers in the NHS have been suggested to be key players in terms dirsyptadf to

feel able to challenge organisational norms about qu&#yisonet al, 2013 and

facilitating communication across organisational stf@trrishet al, 2012, Othman and
Nasurdin, 2018 although the exterid which they have the skills or confidencedtiver on

these aspects of theole is unclear(Hewisonet al, 2013.

Finally, whilst the literature tends to suggest that frontline workeramuntapped 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 andliwgness to engage in their woftkased on
personal attributesuch aghe extent tavhich they are committed to meet consumer needs
(Karatepe, 201,3voo and Arnold, 2014 the extent to which they seek meaning in their work
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(Chenet al, 2014 andtheir priororganisational experiences (e.g. previous experience of

involvement in QI activities which had positive impa@téittich et al, 2019).
124 ABottom Upod Qu aAciivtiep Management

As well as encouraging frontline engagement with forit@ dowr quality management
mechanisms already functioning within NHS organisations, some initiatives to promote
fibotomue@ frontline engagement have been repor
frontline workers to propose their own innovations tmett as a first linef defence against
failuresin quality. It is important to note that these as strategies are initiated at an
organisational level (i.e. with the agreement of senior manageraadt}o theyepresent a

ftop dowd s ol ubottomoe tion viol vement .

A key challenge tdhese strategids the extent to which the structure of NHS organisations
can support sucinitiatives. Health care workers have repeatedly identified organisational
factorsas abarrier to them being able to priosié aspects of care which they consider to
represent good qualifjHewa and Hetherington, 1998ttree, 2005 Ruston, 2006Hobbs,

2012. Furthermore, a lack of awareness of the organisational mechanisms which would
support frontline staff the able tamplement their ideas for improvement has been described
(Gilbertet al, 2012 Picker Institute Europe, 2019-igure1-2 illustrates information

collected during the 2BINHS staff survegpecifically in relation to staff involvement in
suggesting, deciding upon and implementing changedhah improving QOC at a local

level. These data suggeghatthere are significant shortfalls in the extent to which NHS
workers feel able tengage in these activitie§hey also demonstratéfdrencesn response
between organisational stratdth those in nofprofessional frontline roles responding less
positively that their professional counterpaasdmanagerial level staff saog higher than
frontline workers. The surveys do not probe these responses further so the reasons behind

thesedifferences are unclear.
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General managers

b) I am able to make

Nursing or Healthcare suggestions to improve the
Assistants H ‘ work of my team /
department
Reglst&rizsvsises and Ec) | am involved in deciding on
changes introduced that affect
my area of work area / team /
Medical / Dental staff department.
md) | am able to make
Allied Health Professionals, improvements happen in my
Healthcare Scientists and area of work
Scientific & Technical staff
0O 20 40 60 80 100
% of respondents answering 'agree' or 'strongly agree'

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, 2019

Several studies have explored initiatives designed to increase the engagement of frontline
healthcare staff iQl; most focus on building capacity and empowering staff through
educational programes or mentorship mode{Kellie et al, 2012 Chenven and Copeland,
2013 Matovuet al, 2013 Williams et al, 2014 Dearmoret al, 2015. Other studies have
focused on the development of organisatianfxthstructures that encourage open sharing of
ideas for improvemergnd provideopportunities for frontline staff to interact with senior staff
(Cranleyet al, 20129 (seeTablel1-2).
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Type of Strategy Context

Embedding

provide focused support to frontline staff

60 c hampi on s Infection control in Canadian health care

facilities (Lloyd-Smithet al, 2014; HIV
prevention across Ind@allabettaet al,
2014); A delirium prevention campaign in
the U.K(Godfreyet al, 2013

Developingmechanismshatincrease the

alongside administrative, research, and

and develop strategies to improve it.

extert to which frontline staff are able to worl

managerial staff to assess quality of service:

Multidisciplinary teams in acute care
(Cohenet al, 201Q Harrisonet al, 2012
Nuguset al, 2012 Jeffset al, 2013 Singer
et al, 2013 Wright and McSherry, 2013
Gimbelet al, 2014 Moriateset al, 2014
Hechenbleikneet al, 2019; Nursing staff
working in a variety of caexts(Kellie et
al., 2012 Davisonet al, 2013 Dearmoret
al., 2013 Jeffset al, 2013; Managers and
frontline workergDaughertyet al, 2013
Singeret al, 2013; Frontline managers
(Gimbelet al, 2014; Multi-agency
contexts(e.g. frontline staff, managers,
academicsjGreyet al, 2014 Wynnet al,
2019

Implementation and evaluation strategies

which specificallyseek to incorporate the

Frontline workers across a variety of hea

care context¢Chandleret al, 201Q Liu et

views and experiences of frontline workers al., 2013 Ziviani et al, 2013

Table 1-2. Strategies to Increase Frontline Engagement Opportuties

The research presents mixed evidence on the ingpaath initiatives. Many of thstudies

reportpositive impactswith authors suggesting that the initiativeaapowered frontline staff

(Jeffset al, 2013, developed their leadership ski(illiams et al, 2014 Dearmoret al,

2015, equippedhiem to translate their knowledge into improved outcomes for service users

(Cranleyet al, 2012 Dearmoret al, 2013 Matovuet al, 2013 and resulted in improved
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efficiencies or service improvements for organisatidnariateset al, 2014. Inteventions
were often described gsoviding a useful framework within which productive conversations
between fontline workers and senior managers could be facilitated. Increased job
satisfaction was also reportéteffset al, 2013 although fontline engagement activities
were often a feature of a larger and more complex program@ernéking it difficult to
assess the specific impact of frontline engagement intervemtioesgher staff experience or
clinical care(Kellie et al, 20129.

A key criticism of these interventions rests in the fact that, whilst they aim to stimulate
frontline staff to engage in a bottom up modefjoélity managementhey are generally still
initiated and implementelay those further up the organisational hrehy; they are aimed at
frontline workers rather than being demanded by such worl&me frontline staff have
reported feeling obliged to participate and senior level staff have reported more enthusiasm
for, and belief in, the effectiveness of thegatsigies as compared to the frontline staff at
whom the engagement activities were air(feithigeret al, 2013 Martin et al, 2014.

Uncertainty, scepticism and even hostility have been reported amongst some frontline staff
with regard to these engagement atigg (Nugusetal., 2019. Reasons for this include a

lack of belief that organisations were genuinely committddrtg term and legitimate
consideration of frontline view®ixon-Woodset al, 2012 Carteret al, 2014. Martin et

al. (2014) for example, exploring the use of leadership walknds$ found that they were
viewed with suspicion by some frontline staffio wereconcerned it was being used as a

form of surveillance. Aa consequence some modified the ways in which they described the
guality of services to senior staff involved in the walkarounds to avoid blame and punishment
thereby defeating the rationale behind the stra(btartin et al, 2014. Such concerns may

not be without foundatior§luguset al. (2012)reporting their ethnographic work, noted

® A strategycommonlyused 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 taptaving the safety

and quality of health care servic€&aham, S., Brookey, J. and SteaainC. (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 ProductsRockville (MD).

20



managers withdrawing support for their action research pra@jace negative frontline views

were presewd to them.

Insummaryfi b o t t @pproacheeso 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 lo€dlideas. The literaturesuggests that, in so

far as these approaches remain formal and imposed upon frontline workers (as opposed to
emerging from within the frontline workforgeguch workers may view them as another part

of the formal, top dwn, qualiy management culture. They may thus remain sceptical about
the motivation behind the initiativeand 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 Ativities

While the literaturéndicatesvariable engagement of frontline workers in formadlity
management initiativethe questions reains;, what do frontline staff members do in the face
of QOCstandards they feel coulk better (suboptimal QO@)they feel unable, or

unwilling, to engage in formauality managemergrocesses?

There is some evidence that frontline health care workers m&@@g®n a dayto-day basis

in ways thatmay not be obvious (or even recoguiisly the staff themselves)llen (2014)
conducted ethnographic work which described NHS nurses who used their working
knowl edge of | ocal systems oihvisiblepraeticed which v er vy
take place under the radar of formal organisational structaresb u t axe kital ¢colihe A
quality and efficiency of healthcare provistmfllen, 2014; p13% Other authors have
described tbc o n ¢ e ipvisible gractiftes across a variety of health care settimgduding
activities such asesistancend manipulatioriRuston, 2006Hughes, 2012Debonoet al,

2013 Bloom and White, 2016 These activities appear to operate at a team/ward level,
where unspoken rules and shared understgsdievelop 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 appracheqWalsh, 2006 Wieringa and Greenhalgh, 20150perating in

"Actonree ar ch i s a type ocobndystadrby partidippnist iry T les ea@
of health, often by health car e prestatediot i one
making improvements in practices and their settii{smmis, S.E. and McTaggart, R.E.

(1988)The action research planne3rd edn. Victoria, Australia: Deakin Univéss
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these waysequires frontline workers to have sofmeedom and control over theirork, both
individually and as groups/teams. These freedoms migbxecit (i.e. they form part othe

wor ker 6 s | ocobimplicg G.ecwhergwoikiogrplactices are not nmimredand

freedoms therefore emengeCultures which promote frontline autonomy have been

described to bassociated with an increase in the provision of individualised(\@&ash,

2006 Condon, 2008Finlay and Sandall, 2009whereas overlyldreaucratic systems have

been described as being restrictive and liable to promote obedience rather than creativity and

innovation(Bail et al, 2009.

Thesefibehind the scenesactivities are of interedtecause of their potential to provide a
route forfrontline workergo act to @fendand improe QOCin the NHS thoughit should be
noted that these hidden activitimsyy be used for reasons other tk@iv (e.g. to minimise
workload or to meet organisational targetBuidence suggests that such activities can
represent a powerful influence on the way that healthwarkers think about QO&Gnd how
far they feel able or willing to propose alternative ide@sganisational oprofessional
cultures (i.e. not explicit organisational rules, rather implicit understandings about how things
are, or should be) have been shown to influgheections of frontline stafBail et al, 2009
Francis, 2013Zhanget al, 2015. So, whilst on one hananplicit rules and
understandings appear to offer opportunities for frontline workers to infl@B¢xn ways
which may not be immediately obvious, they may also represent a further organisational
barrier which encourage®mpliance with existing views of qualjtgnd stifles alternative

concerns or ideas.

This sectionexplores the viewhatfrontline NHS health care workers have a key role in
maintaining angbotentiallyimproving the quality of the services they deliv@he 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 whiohtfine NHS workers areilling or able,

to instigate change based on their own views aQ@€. Formal organisational rules,

structures, and mechanisms are presented as entities that have been imposed upon frontline
workers, and which have potentiallyifed the amount of personal responsibility frontline
workers feel for the quality of their servicedlorkers who feel unhappy about the quality of

the services they offer are generally presented as active (engaging with@haaiality
mechanisms, drypassing them bfwhistleblowin@) or passive (accepting and continuing to
support suboptimal care standards). Passive workers are presented as prohlainatic

methods to oblige them to disclose concerns, and encourage them to engage in developing
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waysto improve problems, have been described. Oftesethecus on ways t@due
organisationabarriers 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 ofsocialtheoriesfocus on the ways in which individuals think and operate when
they are part of a larger organisation. These theoriesauffgext to instances where
frontline workers in the NHS might accept and continue to sugpbdptimal standards of
care. Importantly, they aldeelp tochallenge assumptions that (a) the only barriers to their
engagement in improving quality afesethatare imposed upon them by their organisation,
and (b) thos¢éhatdo not engage in visiblerms of action are therefore passive and not
contributing to the maintenance or improvement of the quality of their servioesrall the
literature presents an argument that any attempt to understand the role of frontline NHS
workers in managing theuglity of their services must consider foemal andinformal

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

fiDo individuals act in response to extero@atumstanceas much as mainstream
academic sociology tends to assume? Is individual action determiriieditwed,

fisocial structur@ or imode of productiod? Or, do actors act for their own identifiable
reasons as the phenomenological, interpretative, andabéotor schools of the social
sciences maintainPhese questions point to what Giddens identifies as one of the
central problems in contemporary social theory, namely, the relation of agency and
structur® (Swartz, 1997; p8

As a starting point it is useful to consider how individuals relate to, and influenire, the
societiesthe concepts diistructured andfiagency arekey to exploration of this issue

(O'Byrne, 201) Whilst there is no consensus as to the specific meaningsseftdrens

structures have been descrilzed y n u nsbcmlrfields Whicldexisi ut si de t he i n
(Morrison, 2006; ptand whichconsistofir ul es and resources, rect
reproducti on (Giddeasp201i3;5877 Aggnsythasrheen describedths

ability an individual hag oactti and f@dion d&® contr ol | e@Bym&ad kno:
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 asfinstitutionalisatiord. Whenshared understandings becoinée a k en f or
granted as defining the d6dway t hi (Sgat 1887;e 6 and/
p496 these understandingsre describéto becomenstitutionalised structuresThe term
0structured can be appl i ed (etgoeligion,\e@momiet vy of f i
modelg to micro level(e.g. individual communities and famili€®'Byrne, 201). Theyare

not always obvious or enshrined in formal rules and laws, but are rather learned through

social interaction. They compel individuals to conform and fotloav rulesbecause of the

anticipated consequences attached to failure to do so, including sociarekghdrawal of

resource, support or legitima¢$cott, 1987.

filnstitutionalization is rooted in conformitynot conformity engendered by sanctions
(whether positive or negative), nor conforn
internalization process, but conformity rooted in the takergranted aspects of

everydaylife. Institutionalization operates to produce common understandings about

what is appropriate and, fundamentally, meaningful behavi{@urcker, 1983; pb

As health care workers in the NHS are also members of wider society, any number of
institutionalisedstructuresare likely toaffect their agenc{e.g. norms relating to gender or
social class) The unifying feature foall frontline NHSworkers is their paid employent
within an NHS organisatioand so tk focus of this thesis is tifermal and informal
structures that might impact on thgency ofndividuals working within formal

organisations

The relationship between stture 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 consequenideuman agencglLayder, 198% Contemporary

theorists have proposed models which describe a more fluid and dynamic interaction between
the twq such thathe existence of each is dependent on the @#ésen the concept of

fidualityo described by Gidder(®eed, 2008 or thefiTheory of Practicedescribed by
Bourdieu(Bourdieu and Wacquant, 199%wartz, 199)). Structures can then be considered

to be both enablers and constrainers of human agency.
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fiStructuresaré r ul e s a nwhichrgwesneanmg te 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

deternined by what people actually do in the preéef@®@'Byrne, 2011; p203

Understading the rules of the structures within which one operates, can confer individuals

(or groups of individuals) with the power to aahd their actions then influence those

structures (by changing or supporting them). Importantly this may not occurausigdi.e.
individuals may fail to recognise how their actions contribute ta@dm¢inuationof

structures). Interviewswith newly qualified health care professiondts examplehas often
shown that their socialisation into the workplace requires them to compromise on their beliefs
aboutthe nature of high QOCIn order to fit inand be accepted in the workpldeeg. to gain

the trust of existing stafthey learn to assimilatie preexistingstructureghatconsistof the

formal and informal understandingbeadyoperating amongsheir colleagues. B
subordinatingheir own views abouQOCto thesefistructures they lend tacit support to the

idea that their own views aless 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 theyayconsider to be suboptimal) thus support and replicate these dominant
structures and allow them to retain poMdabenet al, 2006 Hobbs, 2012Barryet al,

2014).

As discussed earlier in this chapter, the literature has consistently identifiedewvgso
organisationastructures thaare described to support or suppress frontline NHS staff to
engage irQM activities (e.g. the use of form@M mechanisms and hierarchical
organisational models of power distribution); the impact of these on individual agency is
explored in sectiod.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)ight present a differenbut similarly powerful influence orthe way
frontline workers act or believe they can act; this is explored further in sdc8dh By
considering these two aspects in turn | demonstrate the invadxganding understandings of
organisational structures beyond formal and visible organisational pratlycascompassing
the informal understandings that might develop between frontline workers. Furthermore, this
literature suggests the importancecohsidering 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 Structuresand WorkerAgency

Organisations are social structures within which individuals@lt#atively to achieve a

common goa(Korczynskiet al, 200§. Organisations share a number of characterigigs
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 diredily NHS organisatiorfsso 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 literatuibidggbe
limitations NHS structures place on frontline workers has considered the contribution of the
bureaucratic modelThe termi breaucracyis frequently used in a colloquial way, to

indicate the presence of unnecessary and inefficient organalatibes; the NHS has

publicly been criticised for being overly bureaucratic in both in the pofiedarar, 2013

Grant, 201%and professional press@3'Dowd, 2011 Ford, 2012. Bureaucracy has,

however, been conceptualized theoretically by several philosophenrsost prominent

being Max Weber (1864920).

Weber 6s bureaucracy des c rwadcenseptaahisedotsegani sati on
pinnacle of efficiency, rationalisation, and contrdVlorrison (2006)describsthe key

featuresof We b efid@abtyp® bureaucracythey includsts highly structured, unifornand

impersonal natureand its focusn careful meansersusends calculationthat aim to achieve

optimal outcomesvithin the resourceavailable Bur eaucr acackamofi nvol ve i
command which is hierarchically organized auarehucrath ave a todreadency i
people in terms of O6casesd nsomdlihthearcontacsn i ndi vi
with the publi® (Morrison, 2006; p3883 Bureaucratic models, by their nature, place

significant constraints on the agency of workendividuals areexpected to act in accordance

to centrally defined rules designated at a strategic.lelilst this promises optimal equity

and efficiency, Weber noted his concern that this left workers fir@am cage, divorced

8 Some healthcare workers may be contracted to provide NHS services whilst being directly
employed by another organisation or s&tiployed, however the majority of individuals
delivering frontline NHS services are employed by an NHS Hesith and Social Care
Information Centre (2016) 'NHS Workforce Statistiddarch 2015, Provisional Statistics;
National Table' 22nd June 2Q16st July 2016. p. 2. Available at:
http://www.hscic.gov.uk/catalogue/PUB20913/mhsrk-statmar2016natheetab.xIsx.
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from their personal ethics, anelducing their actions to compliance and the performance of
mechanistic taskdeaving them aéspecialists without spirit, sensualists without
hearb(Weberet al, 2001; p12% Bureaucratianodels can further resttiindividual agency

by relying on mechanisms such as functional specialism and readaseparation; this

means that work is broken down into tasks which are managed separately by different
workers, thereby reducing the amount of control any one indivithn exert over the overall
outcome and, in some cases, separating individuals completely from the outcomes of their

actions

Du Gay (2000putlines a number afriticisms frequently found in the literature pertaining to

We b er 0 s atlc modé lahasbeen 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 changfs.highly rationalist focus has been daked to
marginalise aspects of life that do notiba8t within that focus (e.g. emotions). These

features can have negative impacts on workers who object to the impersonal rules designated
within the organisatiorbut who feel they have no agency tsigt 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 lossrespetf{Jameton, 1984

The bureaucratic model, however, also offers workers ways to deal with this situation by
deflecing responsibility for their contributions to services offering subopti@aLC by

allowing them to claim (a) powerlessness and (b) a lack of awareness of how their individual
actions might contribute to undesirable outcoidetams, 201} This defence has been

observed irseveral cotexts, includingcases even where organisational outcomes have been
describedasethically outrageous (e.g. workers who enabled the Holo¢Bastnan, 1991

Cohen, 2001Adams, 2011

Du Gay (2000nlsonotes howeverthatthe bureaucratic modeffers some ethically

important advantages (ethe modekemphasisesquity and operates to minimise the chances
of workers applying their own preferences gméejudices in ways that discriminate against
service users and colleagluie8Veberalsodescribed the ideal type bureaucracy as a
theoretical tool, rather than a bluepriand it is acknowledged that organisations rarely, if
ever, exhibit all of the feates of bureaucracy comprehensively and consistéftisczynski

et al, 2009. Similarly, it is acknowledged that a literal and complete translation of the

bureaucratic model into a real life organisation may be neittsétathe nor achievable.
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With respect to NHS organisations some features of a classical bureaucracy can be
appreciated; for exampla instances where NHS Trgdtave been noted to overly fecon

the achievement of external markers of quality aettpense of the actual QOC experienced
by their patientgFrancis, 2018 In some respects, howevBliS organisations deviate from
thefideal typ® and akey difference between a traditional bureaucracy and NHS
organisations is the professional qualifications and status held by many frontline NiHS staf
Organisations which balance bureaucratic and professional femtuhes wayhave been
described in the literature &grofessional bureaucraciégMintzberg, 1979 Professional
bureaucracies, as applied to the health services, were initially described with regards to the
medical professioiTurner and Samson, 199%ut the subsequent professionalisation of
other health care workers (e.g. nurses, midwives) have extended the ¢&ir&épim, 1998.

There is a large body of literature on the role of professionals in society, with sometimes

conflicting perspectives on the motivations of professionalslag impacts associated with
professionalisatioTurner and Samson, 1995Regardless of the perspective taken there

seems to be broad agr ee mematerialtaidasymbagiir eddfite s si on al
to workers(Turner and Samson, 199cluding a degree of autonomy for professionals over

their practicHam, 2009 and regulation from within the professirhe Nursing and

Midwifery Council, 2012 General Medical Counci2013.

The autonomyof frontline health care professionalsallenges theoncept of thdighly
constrainedureaucratidrontline worker instead itsuggests that the understandings and
responsibilities of professional frontline workers extend beyond those dictated by their
employing organisatio(Dickinsonet al, 2013. This can lead to tension and conflict
between professhals and bureaucrats where organisational and professional priorities
diverge, andlohnsorsuggests it i§inot unusual for professionals to resent or resist the

0 b ur e a u(é&ohnaon,2@8; p27Dy drawing on other sources of authorityis
important to acknowledge that the nature, extentipurpose of professional autonomy in the
health services is contested in the litergtaseare the motivations of health care staff to
engage in autonomous practicehe medical profession, for examplastbeen presented as
an al tr ui s tintarestgdrinche wellleingaof patiersts rdther than individual @ain
and will act autonomously accordingly regardless of conflicting organisational demands
(Graham, 2006 A number of authors have challenged this assertion; for exa(Rpdiison,
1988 who described the autonomy of medical professionals as being reliant on their
relationship with the State and as being arprpuisite to their retaining power ovether

health care workers (e.g. nursesgdwives)
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Aside from these macktevel debateghat professional health care workers can be described

as resistant implies that they have some amount of agency to assentlilielual views

about QOC There is empirical evidence to suggest that, compared tprodessional

colleagues this is the caffeeteret al, 2009 but it hasalsg however, beenrgued that
professionalisation creatgst another structure, ladenttwiformal and informal rules about
acceptable ways to think and &étells, 1997 MaynardMoody and Musheno, 20Q2dams,

2011). The nursingand midwiferyprofessios, for example, are often linkékdo A car i ng o
activitiesand are thusfluencedto operate in ways thataintaintheiri ca ngo i dent it
(Reiger and Lane, 2018icAllister et al, 2014. Additionally, the ways in which health

care professionals balance their relationships with both professional and organisational
structuress complex. Healthcare professionals have been descrammbmplicit in

prioritising externally defined performance targetgeen when they themselves do not

consider them to be useful measures of quality, in order to maintain an external appearance of
success and professalism(Elston, 2009Rozenblunet al, 2013 Martin et al, 2014.

Similarly peermpressure has been implicated in deterring health care staff from publicly
acknowledging concerns about quality of cgkdams, 2011 Work conducted with frontline
workers who have disclosed such conceep®rs disapproval and ostracism from both
organisational superiors and from professional collea@laeksoret al, 201Q Peterset al,

2011).

Models of bureaucradhereforeoffer some insight into the formatructures thatay

support or restrict the agency of frontline health care workers to respond to aspects of health
carewhichthey consideto be ofsuboptimalquality. The relevance of bureaucratic models
to theNHS has beefurtherquestioned by some since the development of the New Public
Management model which introduced competition and consumer cw&eneans of
replacing at least theoretically, organisational or professional structures as the mais dfiver
health care gality (Baggott, 200% However others have argued that other aspects of the
NHS remain within centralised control (e.g. stardization 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 eexist with flattened horizontal forms of organisati¢@chofield,

200% Thompson and Alvesson, 2005

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

and Alvesson, 20Q0%ourpasson and Clegg, 20@lsen, 2006Exton, 201). Baker and
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Denis (2011 notethat the fusion of different organisational models has been mirrored by the
development of organisationalesthatblur the boundaries between traditionally

professional and bureaucratic focused jobs (e.g. health care professionals taking on typically
managerial and administrative responsibilities). These roles shoulteory,increase the
agency of such workers to influence quality of care by raising their organisational status, but
the literature suggests that acknowledging the requirements gbtedéssional and

bureaucratic structures is a challenge. In a study based in social care, for ekaanpde,
(2010)suggested that professional identities aeeléed to notions of client ceatiness and
carefor individuals which has traditionally allowed professionals to deflect responsibility for
difficult decisions about the allocation of finite resources towards managerwham 06 t
understand Hybrid roles challenge these traditional identities and-esult in cognitive
dissonance for post holders as they attempt to resolve conflicting priorities and loyalties
(Clarke, 1998 Conflictsabout 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 &uodeaucratic rolefRuston, 2006

Attree, 2007 Evans, 201)) challengingassumptions that frontline health care workers and

managers have inherently different priorities or understandings about quality.

The roleof non-professional staff working on tHeontline of the NHSs slightly different,

given the lack of opportunities for membership of an external clinical netwlarkarch

2016, around 31% of staff employed within the NHS in England were describsdpgmort

to clinical stafb .Suchworkersgenerally do not hold a professional qualificatior theyare
often intimately involved in the delivery of frontline NHS servi¢@tarr, 2003. Their role is
typically placed near the bottom of the angsational hierarchy (e.g. theye 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 (d¢ans 2002 McCloskey,
2017). McCloskey (2011)exploring the role of neprofessional health care workers in
Canadasuggests that this places them in a particularly weak position to report concerns or
instigate change since they are subordinated by both m@nagd professional frontline

colleagues.

This section has outlined the ways that formal bureaucratic structures may offer an
explanatiorfor the reasons why frontline NHS workers may faiteport oraddress
suboptimal care practiad which they are ware (e.g. becausas a frontline worketthey 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 gmhefrontline NHSworkershold

aprofessional statufatconfers some power and authority to act.
1.3.3 Informal Organisational Structures

The previous section considered bureaucracy and professionalism as organigational
occupationabtructures thaaffect the agency of frontline health care staifthis sectionl
argue that, beyond these explicit and wettognised structures, more implicit structures are
also present within the social environments where frontline of care delivery occurs (e.g.
wards, surgeries, departments) and that thegeetlevd0 structures may possess the ability

to both constrain and support frontline involvemer®M activity.

There isbroad acknowledgemeirt the literaturghat, within organisations, formal

organisational policy is only one part of the knowledge tHatins the dayto-day activities

of workers. The development of shared understandings and ideas about the best way to deal
with different situations has been observed genefaligker, 1983 and in health care

organisations specificallj¢Vieringaand Greenhalgh, 2015This concept features in a

number of theories and concepts (e.g. Bour d
cultural health capitalShim, 2010).

Whilst there are differences in these concepts there are key unifying factors. Unlike the
rational meangnds calculations desbed in the bureaucratic mod#iese street level
understandings are generally based on resources such as experience, anecdote, emotion,
relationshipsand attitudes about how things shouldMarinetto, 2011 Wieringa and
Greenhalgh, 2025 Their validity rest in their local acceptance (rather than by attempts to
quantifyor evaluatausing research methogdgahnd they are often not communicated formally
(e.g. by formal policy) but by pe¢o-peer word of mouth.

fithe variety of designations, nonetheless, abke the idea of a set of deeply
internalized master dispositions that generate acfitrey point toward a theory of
action that is practical rather than discursive;neffiective rather than conscious,
embodied a well as cognitive, durable thoaglaptive, reproductive though generative
and inventive, and the product of particular social conditions though transposable to
other® (Swartz, 1997; p101

These underlying structures may be difficult to analyse because they can be unrecognised or
unquestioned by thoseho support them; they ay instead bétaken for grantedor
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consi de rcanontsensdZueker 1983; p443 Alternatively they may contradict
explicit organisation policy and therefore be administered and communicated in ways that
deliberatelyshieldthem from organisational superiors. Theories about these shared
understandings suggest that they are powerful and cant ttféeehuman agency of workers
just as formal aganisational structures d8cott, 198Y; in this respect structures are not
viewed as being merely imposed Bperpetuated or transformday FL staff activities and
collective learning (Bjerregaard and Klitmoller, 2010; p4R9

The role of these understandings in managing quality is poorly understood. They could
represent a way in which frontline NHS workers can silently engage in the management of
quality within their services as p#ite examples given in sectidr2.5 In fact, the push to
engage frontline workers in quality management in the NHS could, in part be considered an
attempt to cpitalise on these hidden understandings by encouraging frontline workers to

share them and make them expl{tibyens and Maesschalck, 2QMWastellet al, 2010.

An underlying assumptioof many NHSfrontline engagemeigrogrammess that the shared
understandings developed at the frontline will always be driven by a wish to protect or
improve quality of care, however there is evidence that they can also act to undermine quality
of care. At the University Hospitals Morecambe Bay NHS Foundation, Brazsfpted, but
flawed, understandings were perpetuated within the maternity workforce, leadieggtive
outcomes fomothers and babies. An investigation suggested that even staff who did not
fully agree with these understandings ultimately complied thigm, thus they remained
accepted and continued unchecked for some time (in fact the public investigation was
promptednot by the organisation or its frontline workers, buyg thefefforts of some diligent

and courageous families, who persistently refuseatcept what they were being told

(Kirkup, 2015; pJ). In Morecambe Bay there was no suggestion that frontline maternity
workers were deliberately attempting to harm those under their care, but rather that they
inappropriaely pursued a professional belief about what constitutes good quality of care. In
this example the actions of frontline workers were supporting a dominant professional
understanding (promoting ttimormalityo of childbirth, a weHaccepted ethos withime

midwifery profession).
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fimidwifery care in the unit became strongly influenced by a small number of dominant
individuals whose ovezealous pursuit of the natural childbirth approach led at times to
inappropriate and unsafe caréthere wereé2 a le of sepior people who believed

that in all sincerity they were processi |
normalityé therebve been one or two infl.
of approach andé t he@®& idksp, 20lb;pd3tdy chal |l engi

Frontline workeramight alsoroutinely develop sharashderstandings thaupport
organisational priorities, even if the workers themselves explicitly disagree with those
priorities (Deery, 2008 Thisis aphenomenaepictedn the concept of Street Level
Bureaucracy described by Lipsk®010) Lipsky specifically considered the work of

frontline workers in public services and suggested that they work under a number of
challenging circumstams Lipsky noted that such frontline workers deviate from those in a
typical b ur e au c havecpnsiderablesdiscrdtian in detesminindp teeynatutie,
amount, and quality of benefits and sanction provided by their agé(idigsky, 2010; p13
This discretion largely results from themplex and unpredictable conditions in which street
level bureaucrats have to operate, andtieto-one nature of theinteractions with service

users.

Lipsky suggested th@the helping orientation of stredével bureaucrats is incompatible with
their need to judge and control clients for bureaucratic purpdfapsky, 2010; p73 This
leadst h e m t o shorécutseahdosimnplificatiods | n t he waeyvicdsinavgys d el i
that allow them ta@ontrol their clients and gain compliandgpsky, 2010Q. These may
includemakingjudgements about the deservedness of different cliefiieenced by
attributessuch as personal values or societal stereotyfies not suggested that workers are
unconcerned with issues of quality or the experiences of their clients, and they may in fact
consider their actions to represent a way to setherbest quality possible within the confines
of the limited resources availablgvVherethese patterns become routinisedy,in effect
becomamplicit local policies. The discrete actions of street level bureaucrats are often
overlooked or toleratedn a discretionary basis by managers, even when they contradict
formal organisational policy, because the control of clients and processing of workload is
understood to be critical to reaching organisational goals or tgEgetsas, 201, lEvans,

2015.

Whilst Lipsky first applied this concept to a sdaisrk context, it has subsequently been

applied to a number of public service contexts, including health(Bargen and While,
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2005 Condon, 2008Finlay andSandall, 2009Hajjaj et al, 201Q. In nursing, for example,

Ber gen a rstddydéthandtrate fow community nurses reshaped client perceptions

of their needs to ensure they matched the resources available t(Berg®n and While,

2005. These strategies remain funcabas long as all parties agree to comply with them
(Hjorneet al, 2010 but they can also contribute to dysfunctional organisational cultures and
this may only become obvious once the nature and impact of these shared understandings are
made explicit and scrutiniséicCloskey, 201}

When considering the role of frontlimealth carevorkers and their role in defending or
improvingQOC, a key feature of bottWe b eandlLs p s k y 6 s buneaudracl is theo f
extent to which theprovide a way to understand how frontline NHS staff might reject
responsibility fothe QOC standards of the services they deliveiboth instances those
occupying frontline roleare able to claim to beound ly circumstances they have little
control over and to billowing ordersthatthey are powerless to refusén this way

frontline workers are able to publicly denounce an organisational strategy whilst
simultaneously supporting it by their discrete awsicallowing them to retain the identities of
both a good employee and a caring practitioner. In an organisational environment where
health care workers are encouraged térbsilien® and continue to function despite the
complex demands health care Wwetaces on thenstructures that allow workers teftect
responsibility for quality failings malge very usefu{(Hunter, 2004Jacksoret al, 2007
Wallbank and Robertson, 201RBunter and Warren, 2014

In summary, the literaturgescribed in this subsectisnpports the idea that, alongside formal
organisational policies that influence the ways that NHS workers operate, informal policies
develop and circulate at the frontline. These informal policies emerge from frontline workers
themselves and might be driven by a numbeanaofivations, including the wish to manage

QOC and the wish to maintain functionality in the face of difficult working conditions. The
importance of these implicit policies is that thadfer a way for frontine workers to exert

power in the workplace. They also, however, simultaneously have the potential to constrain
the agency of individual workers because theyirapemented and moderated via peer
pressurg Because they operate beyond the radar of foonganisational policy and control

their contribution towards quality management remains poorly understood.
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1.4  Chapter Summary

This chapter has suggested that quality of care is an important concept in the National Health
Service and has outlined a numb&famal mechanisms employed in NHS organisations to
secure and improve care, and to measure performance in delivering quality. It has been
suggested that these mechanisms sometimes have unintended consequences and that they
represena very rational, bupotentiallysuperficial, way of measuring the very complex, and
frequently contested, concept of quality in health caree ambition to increase the

engagement of frontline NHS workers in the defence and improvement of health care quality
has been dedbed; the challenges of achieving this and the reasons such workers may or may

not engage in both formal and informal activities has been explored.

Social theories have be@isedas a lens to viewhe social and organisationafluences that

may impact a the ways in which frontline workers in the NiHnage QOC on ag-to-day

basis. heysuggesthat workers are influenced bycamplex arrangement érmal and

informal structureghatcan affect how much freedom they realistically have to engage in
quality management activities. It also suggests that frontlineevsrbften engage in

activities that are not visible or obvious beyond the wards and departments within which they
operateand that these activities may support or disrupt existing orgemmahpriorities(see
Figurel-3). Frontline workers may find engaging in formal QA/QI activities challenging and
prefer to rely on shared frontlinenderstandingshatallow them to retain the identity of a

caring health care worker.
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Formal Structures

o . o Informal Structures
(e.g. organisational policies, guidelines, | ------------—---

professional obligations, employment ({e.g. organisational culture)
contracts, guality management mechanisms)

A A

Organisational Level Structures

Individual
Worker

v ¥

Re-interpretation of Formal Structures Informal Structures
{e.g. which policies adhered [T 7T (e.g. community or "street level" agreements
to/disregarded/manipulated) about how things should be)

Frontline Level Structures

Figure 1-3. Formal and Informal Organisational Structures

Taken bgetherthese literatures suggest that consideration of the ways in which frontline
NHS workers react to instances of suboptimal care requires an understanding of both the
formal and informasktructures thadlictate the ways in which frontline workdesel that hey

can and cannot workThe evidence base explorirfieimpact of formal structureis

reasonably well established, however the informal street level understandings and
bureaucracies which develop at the frontline of care delivery are less well undeestpo

how they develop, how they are understood by frontline staff, and the ways in which they
may contribute to improved care (or, conversely, the replication of suboptimal care).
Exploringthese street level activities offers the opportutatchallenge the image of

frontline workers as either passive or active in managing care quality, and to understand the
reasons why attempts to engage frontline workers in fogomity managemeructivities are
not always successfult also offers an opportuyito make a valuable new contribution to
the evidence base regarding the reasons why and how frontline NHS workers respond to
instances of suboptimal care. Exploring this aspect of sajgomal pratice is therefore the
focus of this thesis.
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Chapter 2 Review ofLiterature on Early Miscarriage

The previous chapter provided an overview of the concept of quality in health care and the
involvement of frontline NHS workers in managing quality. This chapter presents a literature
review of the health care services offered to women experiencing arnage. This is

offered as an exemplar of a form of health care in which patient, staff, and organisational
perceptions of quality vary, and where-goingdiscordance between patient expectations of

care and their experiences of capersists

Asscarch of the evidence base was conducted |
mi scarriage OR pregnancy | osso0o, combined wi
searched were MEDLINE, Psychinfo, EMBASE, Cinahl, Pub Med, Scopus and Web of
Science.After outlining the definition and impacts of miscarriage, the domimatels of

care deliveryare x pl ai ned. Womends understandings o
the health care provided during the miscarriage process are explored. The wiaighin

quality is managed within the sphere of health care for miscarriage and reasons why gaps
between patient expectations and experienmight persist are discussed. Finally, the extents

to which frontline health care workers recognise shortcominfgsaith care for miscarriage

is explored.

2.1  Definition and Impact of Miscarriage
2.1.1 Definition of Miscarriage

Mi scarriage is defined b ythetsgomtandvosrterminatidrechd t h
pregnancy before the fetus has attained viabiliey,hecome capable of extuterine lifed

(The World Health Organization, 2006; p44Currenty, in the U.K., the spontaneous loss of

an intrauterine pregnantipefore 24 weeks of gestation is considered to be a miscarriage
unless the fetysnce deliveredshows signs of lif€ ( Still-Birth (Definition) Act 1992 ¢.29

(1992) There are several subcategoriem@dcarriagehatare differentiated by either

clinical features, oby the stage of the miscarriage. The features of these subcategories can

° Different terminology is applied to extra uteripeegnanciesi.e. ectopic pregnancy)

9 Some deliveries occurring at later geisias (2224 weeks) result in a livebirth. If such a
baby dies shortly after birth, legally this is described as an infant death rather than a
miscarriage.
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have a significant impact on the treatment choices offered to a wdialale2-1 describes

different subcategories of miscarridge

Category Description

Spontaneous miscarriage The miscarriage has commenced without
intervention

Complete miscarriage The miscarriage has completed and the uterus is
empty
Anembryonic pregnancy The pregnancy has formed without a fetus/embry

(or the embryo has demised at a very early stage

Incomplete miscarriage A miscarriage has commenced but has not comp

Threatened miscarriage Symptoms of a potential istarriage exist but the
pregnancy remains intact / viable

Inevitable miscarriage The pregnancy remains intact but the cervix is op
and miscarriage is inevitable

Septic miscarriage Miscarriage has commenced but remnants of the
pregnancy remain in theerus and are infected

Pregnancy of Unknown Miscarriage occurs before the pregnancy is visiblg
Location on ultrasound and biochemical markers are the o
indication of the pregnancy.

Recurrent Miscarriage threeor more consecutive miscarriages

Table 2-1 Types of Miscarriage
2.1.2 Prevalence of Miscarriage and Health Care Usage

Miscarriage is the most commonly experienced form of pregnancy loss; it is estimated that
approximately 2€B0% of all conceptions end in a miscarrig@élcox et al, 1989 and that
upto 25-33% of women will experience at least one miscarriage during their liféhimemi

et al, 2006 Blohmet al, 200§. This is a conservative eséte as many miscarriages will

11 Other types of pregnancy loss < 24 weeks gestation are molar pregnancy and extra
uterine pregncy (including ectopic pregnancy); these conditions have differing physical and
management consequences and are not included in this review of the literature.
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occur before conception has been recognised, or will complete without health care being
sought(Wilcox et al, 1988 Blohmet al, 200§. Additionally, confusion with voluntary
termination of pregnancy makes true global estimatiomsigtarriage complefHawset al,
2010. The majority of reported miscarriages occur withe first 13 weeks of pregnancy
and are classed as @arly miscarriag® (National Instiute for Health and Care Excellence,
20123.

Most women experiencing miscarriage in the U.K. will access healthcare at som@point
diagnosis or treatmenin the financial year 2014/15 38,377 women were admitted to an NHS
hospital in Englanas a reglt of a miscarriag¢Health and Social Care Information Centre,
2016. Admissions have been relatively stable over the period that maternity statistics have
recorded this information, although there has been a slight drop in numbers since 2010,
perhaps reflecting trendsrass health care toeatearly miscarriagen an outpatient basis
(seeFigure2-1); alarge proportion of the health casmow offered to womermn an

outpatient bais (in terms ofassessmentdliagnosisand treatment) Data relating to outpatient
management of miscarriagenot reorded nationallysoit is not possible te@alculate the

total cost of miscarriage related health care to the NHS.
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Figure 2-1 Number of Miscarriage RelatedHospital Admissions in England, 20042015
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2.1.3 Aetiology ofMiscarriage

It is generally not possible to prevent a miscarriggerticularly in the first trimester.

Research expting the reasons why miscarriage occurs have linked it to the high proportion
(approximately 6%) of chromosomal or structural anomalies found in miscarried
embryos/fetusef&oddijn and Leschot, 20p0n the majority of cases these anomalies occur
spontaneously rather than being inherited from the parents. Higher rates of miscarriage have
also been linked to a number of sdcmedical, physiological, and lifestyle factors (e.qg.
advancing maternalge(Khalil et al, 2013, maternal smokin¢Pineleset al, 2019,

maternal obesit¢Thanooret al, 2015, andoccupational exposuréBondeet al, 2013).

The cause(s) of individual miscarriages are generally not investigated so most women

experiencing a mearriage will receive no information about why it happened.

For this reason miscarriage prevention strategiegearerallynot aimed aa woman at the

time ofhermiscarriage, but rather dhe management ainy future pregnancies she may

have. This hamgcluded advising on modifiable lifestyle factors with the aim of improving
pre-conceptual health. Women experiencing recurrent miscarriage are often offered further

investigation into any medical, physical or genetic factors that may explain the reeurren
2.1.4 Physical Impacts of Miscarriage

Historically miscarriage has been considered to be physically hazardous and associated with
potential maternal morbidity and mortalifieagan, 208). Surgical techniques aimed at
completing the miscarriage as quickly as possible were therefore developed and adopted
widely (Trinderet al, 200§. Howevercontemporary health practices (e.g. improved

ultrasound diagnostic techniques) have meant that montaléied to early miscarriage

now rare in the developed world.

In cases of a low risk miscarriage (i.e. in the absence of underlying medical conditions
emergencyituations andong-termnegative physical outcomes are unusual, howsvert

term adverse outcomes have been reporteddgenital tract infection@hung, Lee et al.

12 Cervical cerclage has been used in cases where cervical weakness has been implicated as
the cawse of recurrent second trimester miscarriages to try and prevent late miscarriage in a
subsequent pregnancy. This involves a stitch being inserted into the cervix during pregnancy.
It is a technique which involves a number of risks and so is used Vecyigely Suhag, A.

and Berghella, V. (2014) 'Cervical cerclagdinical Obstetrics and Gynecolog$7(3), pp.

557-567.
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1999 Trinder, Brocklehurst et al. 2008ur and Rainé-enning 2009. The process ofarly
miscarriageggenerally involves some unpleasant physical symptoolsdingvaginal blood
loss(Chunget al, 1999 Graciaet al, 2005 andpain(Trinderet al, 2009.

The literature suggests that many women feel unprepared for these aspadtg of
miscarriaggMoohanet al, 1994 Murphy and Philpi, 2010 and thathey may consider
some aspects (especially pain and bleeding) to be frightening, or even life threg@anisen
and Stevens, 1992 Poor information provision from health care professionals has bee
reported andt has been argued that an increased focus on psychological aspects of
miscarriage has led to physical aspects being poorly supported by health cdFResigdin,
2003 Murphy and Philpin, 2010

2.1.5 Psychological Impacts of Miscarriage

I nterest in the way that miscarriage I mpact
is relatively recenfReagan, 2003 just as it is for other forms of pregnancy and neonatal loss
(Moulder, 1993. Miscarriage has been associated with a number of emotional responses

such as grief, blame, sadness, feelings of loss and anger. Psychological morbidities have also
been described including depression andetgdisorders, as well as a number of other

conditions (obsessive compulsive disorder, generalised anxiety disorder, panic disorder,

phobic disorders, postaumatic stress disordgifhapar and Thapar, 199%eugebaueet

al., 1997 Klier et al, 200Q Brier, 2004 Farrenet al., 2016.

Meta analyses of this data are complex due to the wide variation in the use of outcome
measures, but published research suggests that miscarriage is associated with increased
psychological distress at the time of the event. The majority of women gdhaend@

normal psychological outcome but, for some, the psychological impact can be prolonged (e.g.
groups at higher risk of psychological morbidity inclwd@men with a diagnosis of missed
miscarriaggAdolfssonet al, 2009, women with a history of mental health problems

(Rowlands and Lee, 20 Gndwomen displaying high levels of anxiety or depression in the
immediak post miscarriage perigtlok et al, 2010)). This can have long term

implications, particular for future reproductive events; some researchers have noted a reduced
willingness to undergo another pregnafCprdle and Prettyman, 1994vhilst others have
reported increased anxiety and health care demands in future preg(@oaesay and

Russell, 2000Hildingssonet al, 2002 Gelleret al, 2004 WoodsGiscombeet al, 201Q

Bicking Kinseyet al, 2015.
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A small number of studies have highlighted a negative impact on the psychological health and
wellbeing of partners of women experiencing miscarri@mway and Russell, 2000

Abboud and Liamputtong, 2008@umminget al, 2007 Kong et al, 2010a Peel and Cain,

2012 Van DenBerget al, 2015. Parhers have been described as fagpgcific challenges,

for example, in feeling that they must minimise their own feelings of griefder to support

their partne(Puddifoot and Johnson, 199urphy, 1998 Abboud and Liamputtong, 2003
HamamaRazet al, 2010. Healthcarservices that are most concerned with physical

health naturallyocus upon the woman experiencing the miscarriage; acknowledgement and
support for partners within healthcare has been described to be variable and largely
inadequatéMurphy, 1998 Conway and Russell, 2000

Studies examining the psychologl distress associated with miscarriage generally assume
that that psychological outcome is related to the experience of hamirsgarriagehowever

it is important to note that the nature and adequacy of the health care offered to women and
their parbers potentially represents an important confounding factor. Research conducted by
Lasker and Toedter (1994hdRowlands and Lee (2010 the U.S. and Australia
respectivelydemonstrated associations between increased satisfaction with care giver and
better psychological outcomes (thgbuit is difficult to ascertain the existence or direction of

causation in this relationship).
2.1.6 Emotional Impacts of Miscarriage

The emotions experienced by women during and following miscarriage have been described
as analogous to bereavem@eutelet al, 1995 Conway, 1995Adolfssonet al, 2009. In
common with concepts of bereavement the use of rituals and memorials of early pregnancy
loss have been describ@grin, 2004. Some authors have noted that as a bereavement,
pregnancy loss is atypical; problematic features include variable personal and societal
understandings regarding tambiguousstatus of the embryo/fetkee, 2012 Chan and

Tam, 2014, feelings of guilt and responsibility for the loss, and the impact pregnancy loss has
on a womanods per s (Reagdn, 280Fdostet al, 2007 GerberBpstairt i t y
et al, 2009 Murphy and Philpin, 2010 These features have led some to suggest that
standardised approaches to supporting women, which routinely utilise standard bereavement
support strategies, may fail to account for the comptekiadividual responses women may
have to miscarriage, and the social contexts within which they have to manage those
responsegReagan, 2003/an Den Akker, 201}
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2.2  Miscarriage and Socety
2.2.1 Early versus Later Pregnancy Loss

This thesis is particularly concerned with early miscarriage (i.e. that which occurs in the first

13 weeks of pregnancy). Whilst the distinction between early and late is somewhat arbitrary
(i.e. there is little diffeence between miscarriages occurring3iviéeks gestation versus at

14 weeks gestation) a number of authors have noted disparities in the ways in which earlier

losses are conceptualised within society and dealt with within healthcare.

A key observatioris that fetal losses later in pregnancy are often asssowetallyto be

more traumatic than those | ost (Moulder, 199& , t hu
DiMarcoet al, 2002 Plagge and Atntick, 2009 This has resulted in health care resource
allocation being skewed towards those experiencing a latefMagdder, 1998. In fact

there is limited support fohis simplefigestationaimodeb o f andMoulderf (1994)

argues tht other factors, such as investmentind attachment to, the pregnancy are more

relevant constructs on which to base a framework for understanding prenatal loss.
2.2.2 Societal Understandings of Miscarriage

A number of authors have examinolw miscarriagas interpreted and experienced within
society. International comparisons have highlighted differences in understandings about
miscarriagehatare shaped by cultural and contextual factors (e.g. religion, normative beliefs)
(Cecil, 1994bRice, 2000 Abboud and Liamputtong, 200Bawset al, 201Q van der Sijpt,

2010. Additionally, different social groups have been suggested to have specific needs and
issues in theiexperiences of miscarriage (for example same sex co{iRdes and Cain,

2012 or teenages (Bradyet al, 2008).

A key thread, running through much of this literature, is the idea that miscarriage is a subject
that generallys not talked about openly in socidiyayne, 19990Renneret al, 200Q Wojnar

et al, 2011 Ross, 201h So whilst miscarriage is a commonly experienced reproductive
event, it remains marginalised experiender many womer(CorbetOwen and Krger,

2007, Peel and Cain, 20)2 A number of factors potentially coiftute to this observation,
including its relationship to other socially problematic or taboo issues such as vaginal blood
loss(Bolton, 200% Murphy and Philpin, 2010 atypical bereavemefRenneret al, 2000

Betz and Thorngren, 200Blurphy and Philpin, 200)Qthe failure of the individual women or

of health care professionals to prevent death of a @attiewood, 1999 Frostet al, 2007
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de Koket al, 2010, and the ambiguous status ofbtihefiparent and thefibabyo
(Littlewood, 1999 Murphy, 2012.

It has been argued that this contributes to a culture wherein miscarriage is not openly
discussed and may, in fact, be actively hidfRoss, 2015 This limits opportunities for a
woman to gain support during and after a miscarriage from (a) her usual sources of social
support or (b) other women who have experienced miscarriage. The use of the internet by
women experiencing miscarriage has been reporttteihteraturgBettset al, 2014
Séjournéet al, 2016; often this involves the use of forums within which women share
knowledge, experience and opiniafténanonymously)]e.g.Wiki 2010, Mumsnet 2015

The use ofivirtual memoriab sites has also been obserygéane, 200R Organised support
groups have been developé&dthphysically and onlingvia national patient advocacy
groups.the Miscarriage Associatigifhe Miscarriage Association, 201&nd the Stillbirth

and Neonatal Death Chari(SANDS)(Sands Stillbirth and neonatal death charity, 2016
This suggests that women do havegaming sipport needs and that they @sehnologyand
community based support groupsobtainit (Bettset al, 2014. It also suggests that
providing supports part ohealth care may be particularly important for this patient group,
in orderto ensure that women reige professional support and up to date, evidence based,

advice and information.
2.3  Early Miscarriage and Health Care
2.3.1 Assessment of Early Pregnancy Problems

The health services offered to women during pregnancy and childbirth received increased
governmentaht t enti on in the 198006s and 9006s; the
(Department of Health, 1998 or exampl e, emphasi zed womenos
and catrol thus placing women themselves at the centre of policy changes in maternity care.
Despite the large proportion of pregnancies that end in early miscathageibject of early

pregnancy loss was largely absent froms tiebate.

Despite the lackfgpolitical impetus to address this area of healthcare, the organisation of care
for women experiencing miscarriage has undergone significant changes over the past 20
years Early Pregnancy Assessment Units (EPAUS), facilities dedicated to the assesginent a
treatment of early pregnancy problems, began to establish in the 1990s. The impetus for this
development was to standardise care, increase efficiency, and reduce unnecessary ward
admissiongBigrigg and Read, 199Wren and Craven, 19%8@nd sgnificant cost reductions
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have beemlescribedWren and Craven, 1999'Rourke and Wood, 28). The

development of EPAUs alsmhancedhe role of nursing and midwifery staff within early
pregnancy caren many EPAUs,nurse/midwife specialist roles evolved which involved
nurses and midwives taking on skills and tasks that were previously the domain of other
health care professionals (i.e. the abaltrasound to diagnose miscarriag&PAUs have
subsequently been noiduced throughout the U.K. and also internation@ikhteret al,

2007 Edeyet al, 2007 Hill, 2009; O'Rourke and Wood, 200%undeByass and Cheung,
2009 Rhoneet al, 2012 Van Den Berget al, 2014aWendtet al, 2014. They have been
described s thefgold standara for organisation of care for women experiencing early
pregnancy problem@&deyet al, 2007 O'Rourke and Wood, 20909 Providing an EPAU
service is a key recommendation of the National Institute of Health and Care Excellence
(NICE) guidelines on the managemeitctopic pregnancy and miscarrigdational

Institute for Health and Care Excellence, 2Q12aNumerous papers detxng audits of

EPAU services have been published and they generally confirm the organisational benefits of
this model of care deliverfAkhteret al, 2007 Rhoneet al, 2012 Van den Berget al,

2014h Wendtet al, 2014. Improved onsumer experience was not the primary motivation
behind the development tifese unitsbut unitsthathave sought consumer viegsnerally
report positiveesponsegRhoneet al, 2012 Wendtet al, 2014. Additionally, improved
morale among¥EPAU staff membersas been describéd/endtet al, 2014.

Whilst EPAUs have become the dominant organisational model for the delivery of care for
women experiencing problems in early pregnancy, it is important to note that not all
miscarriage related care is delivered through such facilities. Women requiring ecyergen
assessment or treatment are routed through Accident and Emergency depéBdaeartiset

al., 2016 or through Gynaecology specific emergency assessment sgBamdoreet al,

2009 Warneret al, 2012. Some women receive an unexpected miscarriage diagnosis when
they attend foroutineultrasound screening within a maternitgpartmentAdditionally,

EPAUs are predominately aimed at assessment and diagnosis of miscarriage; wageain
treatment is required women are often referred to other wards or departments andchthere is
consensus on the preferred nature of those facilities (i.e. whether women experiencing
miscarriageare situateélongside maternity service users, women experiencing other forms

of pregnancy losgr patients undergoing other forms of treatment).
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2.3.2 Diagnosis of Miscarriage

Miscarriage is diagnosed using diagnostic imaging (ultrasound) and/or biochemical markers
(serum human choriongonadotropifHCG) (National Institute for Health and Care

Excellence, 20129a These techniques are used to confirm the existenceartgmoing

pregnancy or diagnose a complete/incomplete miscarriage. They are also used to rule out or
diagnose extra uterine pregnancies since such pregnancies pose a greater physical threat to the
woman and require different forms of treatmghtamb, 2013

Diagnosing a miscarriage $#meimesnot a simple process;aftenrequires more than one

attendance at an EPAU before miscarriage can be confirmed which extends the length of time
between initial identification of a concern and treatment being offered. Detailed algorithms

outlining the timeline for the use of diagnostic techniques are included in the NICE

guidel i nes. There is |little evidence regardi
miscarriagecare howeveFarrenet al.(2013)suggests that the increasing time intervals

between presentation for assessment, diagnosis and treatment, may be associated with

increased psychological morbidity.

2.3.3 Treatment Options for Early Miscarriage

Once a miscarriage is diagnosed, treatmeofté&n offered unless the miscarriage is alnpad
complete. Treatment options for women experiencing a miscarriage have expanded over the
past 1520 years. Surgical techniques used to dominate but interest in less invasive methods
began to emerge in the 1980s and medical and expectant managemémia¢sdbegan to be
offered(Nandaet al, 2006 Hemminkiet al, 2013. In the U.K. these three main methods o
management now appear to be widely, though not universally, availablEafse@-2).

Current guidancé suggests that expectant management should be offerestdind

management, with medical and surgical management offered if this is unacceptable to a

woman(National Institute foHealth and Care Excellence, 20).2a

¥ Thedata analysed in this thesis walected before this guidance was published.
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Type of Treatment Description

aspiration, of the uterus. Often performed under
generalanaesthetibut more recently some cliniciang
have offered these procedures under local anaesth
in community based officg®altonet al, 2009.

Medical Management Oral or vaginal medication is given to hasten the
completion of the miscarriag&enerally managed in
a hospital environment; more recently outpatient
management has been described (whereby the
medication is given in the hospital and then the

woman returns home to complete the miscarriage)

Expectant Management No intervention is usd and the miscarriage complet
naturally. Regular monitoring is offered throughout

the process on an outpatient basis.

Table 2-2. Treatment Options for Women Experiencing a Miscarriage

A number of trialsexamining the safety and efficacy of these three options found them to be
largely comparable in terms of saf¢byiseet al, 2002k Blohmetal., 2003 Nandaet al,

2004 Trinderet al, 2006 Harwood and Nansel, 200Beilsonet al, 2010Q. There are

however some differences such as the length of time to complete the miscarriage, associated
pain, and infection rates. Further, some treatment options are more effective in certain
situations for example, expectant management was more likely to be successful in cases of
incomplete as opposed to missed miscarr(ageseet al, 2002a Nandaet al, 2009).

Surgical treatment has repeatedly been shown to have the highest success rate in terms of
completion of the miscarriage, with medical and expectant managements more likely to
involve unplanned procedures assbed with treatment failur@iinimaki et al, 2006

Trinderet al, 2009. Surgical treatment has also been suggested to be the most costly
treatmen(You and Chung, 20QMNiinimaki et al, 2006 Petrouet al,, 200§ although this

may vary according tthe circumstances of the miscarria@@auschet al, 2012.

Health economic methodologies have been employed to understand which aspects of

available management opt®are of most value to womeaxperiencing miscarriager his
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research hademonstrated variable preferences amongst women, however the treatment
benefits most valued were a reduction in the amount of pain experienced and completion of
the miscarriage in a way which reduces the possibility ofimestarriage omplications and
allows women to return to their normal daily activities as soon as poéRide and Hughes,
1997 Petrou and Mclintosh, 20D9

Beyond physical outcomes, explorationmb men6s experiences and opin
that emotions, social norms, and social/cultural contexts also influence how women view

treatment options (e.g. whether a woman vaiimegurab processes over surgical

intervention the amount ofocial suppd a woman hadearsa woman may have about

seeing the fetus @bout havinganaesthesigogden and Maker, 200&mithet al, 2006

Oleseret al, 2015. Oleseret al.(2015)note that women may not discuss these preferences

during consultations with health care professionals. Having choices and engaging in shared
decision making practicewher e al | aspects of a womanbés nee
explored, appears to result in greater patient satisfa@oeringade Waarcet al, 2004

Gelleret al, 201Q Wallaceet al, 2010.

2.3.4 CareFollowing a Miscarriage

After treatment has been completed NICE guidelines suggest that adequate information
should be offered to women and the option of further care should be given, although the
nature of that care is not specified.

AAfter an early pregnancy loss, offer theman the option of a followp appointment
with a healthcare professional of her choiffdational Institute for Health and Care
Excellence, 2012a, p)ll

A number of different techniques for providing supgdtér miscarriage have been evaluated
including counsellingSwanson, 199Neugebaueet al, 2006 Séjournéet al, 2010k Kong

et al, 2014 Johnson and Langford, 201 psychological debriefinf_eeet al, 1999, web

based therapeutic programn{&®rstinget al, 2011 Kerstinget al, 2013, and a structured
midwifery visit (Adolfssonet al, 2009 . The results of these studies are inconsisteatt

some sbwing a positive impact on psychological outcome and some showing no difference
(Swanson, 199Adolfssonet al, 2006 Neugebaueet al, 2007 Nikcevicet al, 2007

Murphyet al, 2019. Some have also observed differential results, with the women most
affected at baseline being the most likely to derive be(iéding et al, 2014. A number of

methodologicalssueanake it difficult to draw any meaningful conclusions from the evidence
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about the most appropriate way to pr@vmbst miscarriage support; these include
heterogeneity of outcome measures used, unequal levels of treatment compliance and data
capture, and the potential for study participaatoneto provide positive benefifghus
compromising the extent to whicbmtrol groups can be considered to have received standard
care(Swanson, 1999Murphyet al, 2012).

Despite the lack on conclusive evidence supporting positive impacts arising frem post
miscarriage follow ugMurphy et al, 2012, research with womehas consistently identified
a wish to receive more satisfactory post miscarriage(Caelle and Prettyman, 199%ee

and Slade, 1996 atonet d., 1999 Swanson, 1999 sartsara and Johnson, 2002onget

al., 2003 Simmonset al, 2006 Konget al, 2010h Séjournéet al, 2010a Séjournéet al,
2016. The nature of the desired f@lV up careand the needs that it might address are,
however, poorly defined. This perhaps provides some explanation as to why evidence
regarding the effectiveness of post miscarriage care is inconsistent (i.e. the nature of the
follow up, and the outconmseemeasured to ascertain effectivenassy not be aligned to
patient experience or need).

Another aspect of post miscarriage care relates to the offer of investigations aimed at
identifying the cause of the miscarriage and the likelihood of recurrenatune pregnancies.
Several studies have demonstrated that women find lack of explanation for their miscarriage
to be distressin{Cecil, 1994hDe Jager, 1994 atonet al, 1999 Evanset al, 2002 Wong

et al, 2003 Simmonset al, 200§. Nonetheless national guidance states that investigation
into the causes of early miscarriage should only occur after three consecutive miscarriages for
pregnancies in the first trimest@eganret al, 201]). Studies exploring the impact of

offering universal investigations show inconsistent regililscevic et al,, 1999 Nikcevic,

2003 Nikcevicet al, 2007. Patient uptake for the investigations was very high in all

studies; however the results suggest that the benefits of providing such investigations may
accrue only to womewho can begiven a reason fahe miscarriagéit is not unusual for

investigations to conclude without a definitive cause being identifidiétitevic et al, 2007.
235 Womenés Views of Health Care for Miscarr

Research exploring womend6s views of treat me
outlined in the previousestions. In terms of satisfaction with the delivery e&lth care
more generallyealth care professionaknd the care they provideave been described as

highly influenti al i n s hapi(Mwphwaodivierrelh, s exper
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2009. A number of authors have reported that patient satisfaction is linked to the provision
of (a) individualised, rather than generic, céZerbetOwen and Kruger200L Rowlands

and Lee, 2010van Den Akker, 201, 1Musterset al, 2013 Radford and Hughes, 2018an

Den Berget al, 2015, and (b) care aimed &tp a t i e n aspects of healtb cace (this
encompasses attrtes such as empathy, emotional sensitivity, acknowledgement of loss,
communicating effectively, respect, and feeling careji(foorbetOwen and Kruger, 2001
Tsartsara and Johnson, 20@ld, 2007 Gelleret al, 2010 Rowlands and Lee, 2010

Rhoneet al, 2012, Warneret al, 2012 Musterset al, 2013 Radford and Hughes, 2018an

Den Berget al, 2015. Organisational models thpromote continuity and allow relationship
building have been described to be useful in terms of meeting thesg GedutOwen and
Kruger, 2001 Tsartsara and Johnson, 20@honeet al, 2012 Musterset al, 2013. It has

also been suggested that staff with specialised knowledge of pregnancy and miscarriage (as
opposed to general medi or nursing knowledge) mdoe better equipped to provide early

miscarriage caréEdwardset al, 2019.

Despite clear evidence of the importance of emotional and interpersonal aspects of care for
women experiencing miscarriage, research with such women persistently stiygebisse
aspects of health care aftennot adequatelgpcknowledged(Cecil, 1994hDe Jager, 1994
Moohanet al, 1994 Moulder, 1994 Conway, 1995Moulder, 1998 Moulder, 1999 Corbet
Owen and Kruger, 200Evanset al, 2002 Tsartsara and Johnson, 2002onget al, 2003
Ogden and Maker, 200&immonset al, 2006 Gold, 2007 Stratton ad Lloyd, 2008 Kong
et al, 2010a. This observation has been made about pregnancy lagsgeoerally and
some have argued that this reflects the inability of health care systems driven by a
fireductionist biomedical discourgévan der Sijpt, 201&o adequately address the social,
emotional and psychological complexities of an experience such as pregnar{tjoolster,
1998 McCreight, 2005de Koket al, 201Q van der Sijpt, 201,0_ee, 2012

2.4  Formal Quality Management in Early Pregnancy Services
2.4.1 Variability

National guidance regardine delivery of health care for women experiencing early
pregnancy problems has existed for some time; initially this was published by the Royal
College ofObstetricians anthe Association of Early Pregnancy Unii$he Royal College of
Obstetricians and Gynaecologists, 200Be Association of Early Pregnancy Units, 2D07

In 2012, the National Institute of Health and Care Excellence published guidelines, alongside
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quality standards and audit togiational Institute for Health and Care Excellence, 2D12a
Despite this, variability has been observed in practices in the UK, forpdean methods

used to managaiscarriaggPoddaret al, 2017, in management of pregnancies of unknown
location(Basaket al, 2013, and in the provision of memorial servi¢égvine and

Cumming, 201k Similar variability has been observed in early pregnancy care
internationally(Van Den Boogaardt al, 2013 Yapet al, 2019.

The reasons why variability persists have been explored and a number of factors identified
including differences in the ways wihich staff are trained and supported in theirrkvo
(Cameron and Penpe2003, the complexity of guideling®an Den Boogaardt al, 2011,
differing definitions(Jhamb, 2018 the influence of patient or health care professional
preferencegMolnar et al, 200Q Daltonet al, 201Q Van Den Boogaardt al, 2011, and
organisational resour@vailability (Daltonet al, 2009. Some guidelines are vague avah
specifig NICE guidelinesfor example, refer to the importance of offerahignity, respect

and sensitivity (all terms that are open to interpretation)

fiTreat all women with early pregnancy complications with dignityrasgect. Be

aware that women will react to complications or the loss of a pregnancy in different
ways. Provide all women with information and support in a sensitive manner, taking
into account their individual circumstances and emotional respdifNagional Institute
for Health and Care Excellence, 2012a ,)p10

Additionally, professionals doah always agree wittor strictly adhere to, guidelinedlICE
guidelines havefor examplepeencriticised for limiting patient choices about treatment and

failing to account for individuatircumstancegBourneet al, 2013.
2.4.2 Audit as a Quality Management Tool

Audit is a commonly used tool of quality management, used to identify adherence with
evidencebased guidelines with the aim of redugiariation and identifying opportunities for
improvement. A number of papers have reported on audits of their early pregnancy services
or on the developmewf audit tools specific to early pregnancy or recurrent miscar(\ge

Den Boogaaret al, 201Q. Furthermore the NICE have developed their own audit tools

that are publicly availabl@National Institute for Health and Care Excellence, 2012b

Quality standards are generally derived from high quality research eviféamc®en
Boogaarcet al, 201Q Bonfill et al, 2013. This approach relies on a hierarchy of legitimate
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knowledge, which privileges quantitative and measurable attributes over other forms of
knowing (Greentalgh and Russell, 2009 The quality indicators described in the literature
for miscarriage care are heavily focused on process elements of care and measurable
attributes, for example use of diagnostic technidBesaket al, 2013, treatment types used
(Akhteret al, 2007 Van Den Berget al, 20143, waiting timegAkhter et al,, 2007,
treatment outcomg¥Vahbaet al, 2015, staff training(Wahbaet al, 2015, access to
services (e.g. counsellin@yan Den Boogaardt al, 2013, and cost§vVan Den Berget al,
20143.

Issues relating to patient experienceeitker omitted or captured by simplified and
potentially methodologically flawed methods (e.g. by counting the number of formal
complaints made by patien@/ahbaet al, 2015). This inevitably limits the numbemnd
typesof patient voices contributing to quality assessneamd detracts frordifficult to

measurespects of care
2.5 Health Care Professionals andMiscarriage

fiOne of the clearest findings from our analysis was the discrepancy between
professional and patient priorities in the aftermath of a miscarriage. Women
complained about the circumstances and level of care they received, and reiterated the

importance of 06 @(8mmonsetala2D06;9p10MMp or t

This quote describes a findingpeatedhroughout theevidence baseiamelythat women

experience miscarriage as a highly significant event but feel that staff do not view or treat it as
such(Cecil, 1994hCecil, 1994aMoulder, 1994 Conway, 1995Moulder, 1998 Conway

and Russell, 20Q0rsartsara and Johnson, 2082onget al, 2003 Stratton and Lloyd, 2008

Konget al, 20100). A simple interpretation might be thatshi igap 6 coul d be a c«
of poorawareness and understandorgthe part of staff abotite complexity of the situation

and the sensitivity desired by women; indeed the NICE guidance on miscarriage suggests

staff training as a mechanism to improvelify in this respect.
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fiHealth care professionals providing care for women with early pregnancy
complications in any setting should be aware that early pregnancy complications can
cause significant distress for some women and their partners. Healtlafessionals
providing care for these women should be given training in how to communicate
sensitively and breaking bad news. Ndimical staff such as receptionists working in
settings where early pregnancy care is provided should also be given taartiog to
communicate sensitively with women experiencing early pregnancy complications

(National Institute for Health and Care Excellence, 2012a) p10

Literature exploring the views of health care workers involved in the provision of services to
women experiencing a miscarriage is sparse; however that which is available challenges the
assumption that health care workers lack knowledge or view miscarriage as a low priority
event. The evidence suggests widespread appreciation of the need to provide emotional
support as part of the health care pack&ygettyman and Cordle, 1998impson and Bor,

200% Murphy and Merrell, 2009MacConnellet al, 2013 Gergett and Gillen, 2014&ngel
and Rempel, 2016 This observation is not universal and, istady thaexplored both health
care professional and patient views about quality of care in Austakaset al. (2002)
described discpancies in the priorities placed on various aspects of care between the two
groups. Whi |l st t ham@econsidenate angl seasitiye atptude foomi t i s
stab, the health care professional ogroup sug
counselling, and more privacy were given precedence. It is however, important to consider
that whilst thiswasinterpreted by the authors as a discordant priorities, it could also be
argued that both groups are identifying the same problem but fréenedif perspectives; if
staff have insufficient time to spend with women and are unable to offer them privacy, then

this could well be interpreted by their patients as insensitivity and inconsideration.

Whilst the evidence suggests that healthcare woHaars a desire to provide emotional
support(Fenwicket al, 2007, a number of factors constraining their ability to do so have
been descriloeiheywauld ikéto pradctece andiwhat was actually possible in
their day to day work(Murphy and Merrell, 200@are very different things. These include
organisational factors, for example lack of tiraea emphasis on taslased aspects of cace,
limited ability to instigate organisational chan@®allaceet al, 201Q Gergett and Gillen,
2014; in a study of the efficacy of different forms of audit feedb&&meroret al.(2007)
noted that being made aware of deficiencies in, eenést feeling unable to address those

gaps was very frustrating to health care workers.
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Another aturecompromisinghe ability ofstaff to deliver emotional support is the complex,
uncertain, andery individual nature of the experience of miscarriaBettset al.(2012)

describe this as requiring staff to engage in a finely tuned balancing act within which they are
required to provide reassurance whilst also being realistic about outcomes. This requires
complex interactions which acknowledge individuatial, psychological, physical and
emotional needsnd which are influenced by patients and their families, hospital practices
and policies, resource availability, social norms, and the beliefs and skills of individual health
care workergSimpson and Bor, 200Yan Den Akker, 2011MacConnellet al, 2013

Gergett and Gillen, 20)4 Lack of confidence and training in managing these interactions

has been identified as a barrier to providing sup{@npson and Bor, 20Q0Gergett and

Gillen, 2014 Marko et al, 2015 Engel and Rempel, 20L6Additionally, exposure to
miscarriage has been described to be emotionally challenging for health care workers who
describe having to control their own emotional involvement and responses in order to
maintain a professional persof2olton, 2005 McCreight, 2005Wallbank and Robertson,

2008 Wallbank and Robertson, 2013Emotional support for staff has been describedto b
mostly confined to peesupport from colleagud&enwicket al, 2007 Wallbank and

Robertson, 2008

Managimg thesestaff to patientnteractions has been recognised to be challenging within an
institutional setting. @anisational models whigbrovide health care workeesdegree of
autonomy and discreticallow a more holistic approach to care which cater to the needs

of individualwomen(Grahamet al, 2012 Olesenret al, 2015. Engaging frontline workers

in developing services and managing organisational change has similarly been described to
allow shared values and understandings about quality of care to develop and be enacted
(Darneyet al, 2013.

2.6  Future Developments in Early Miscarriage care.

The gradual rise in average maternal agehétibearing mg result in an inagased incidence

of miscarriaggTrompet al, 201) and new technologies, such as increasingly sensitive
pregnancy tests which bring forward the point of pregnancy diagnosis, are likely to impact on
demand for early pregnancy servi¢eayne, 2005 Women who present with symptoms of
miscarriage in the very early stages of pregnancy (< 7 weeks gestation) pose a difficult
management dilemma for clinicia(Bottomleyet al, 2009; current ultrasound technology is
generally not able to confirm either a miscarriage asragoingpregnancy at this stage, and

a diagnosis of pregnancy of unknown location (PULdm intrauterine pregnancy of
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uncertain viability (IPUVI) is made. The most appropriate way to manage such pregnancies
has been the source of clinical deb@mnardiet al, 2008 , but it usually results in multiple
hospital visits for women, prolonged periods of uncertainty and, potentially, usaeces
interventiongBottomleyet al, 2009. Advances in ultrasound technology may bring

forward the gestation at which miscarriage can be diagnosed (though it may also have a
psychological impact on women since some suggest that visualising the fetus can have an
impact on both attachment to the pregnancy and emotions in the event of pregnancy loss
(Cecil, 1994bhLayne, 200%). Other methods of predioyy miscarriage are currently being
investigated (i.e. biochemical markers); this may reduce uncertainty for both women and
clinicians(Gevaertet al, 2006 Bignardiet al, 2008 Oateset al, 2013.

2.7  Chapter Summary

This chapter has outlined the evidence base regarding miscarriage. It demonstrates that a
large number of women experience this form of pregnancy loss, and that these women
frequently access care from the NHS for diagnosis and treatment. In the context of exploring
the role of frontline NHS workers in the management of quality, the care offered to women

experiencing early miscarriage offers an interesting case study on armifride|s.

Whilst there have been a number of advances in the organisation of care and the physical
management of miscarriage, managing the emotional aspects of the experience remains a
challenge that health care does not appear to have adequatelgadldi®s the face of it, the
solution to these issues is relatively simple; frontline workers should be educated and trained
to act in ways that are sensitive and supportive. However, research conducted with frontline
workers presentamore complicatednterpretation of the issue with a number of barriers to
the provision of care that meets patients?®o

The evidence does not suggest fhatline or managerial level workelack awareness of

the importance of emotional aspects of care. Insteadjgests that (a) miscarriage is a

highly individualised experience that is shaped by a number of social and cultural factors, and
(b) delivering individualised health care to women experiencing miscarriage within a health
care system focused on biomediagspects of car@ndevaluatedising techneational

guality management mechanisnssparticularly challenging.

The unique contribution this thesis makes to this evidence base is in its consideration of
quality management from the perspective of frontline workers delivering care to women
experiencing early miscarriage. It explores the idea that the taeiodbay practices of
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frontline NHS workers may serve to bridge the gaps between organisationally and patient
defined notions of quality. It also considers the extents to which these practices may be both
constrained by, and contribute twrganisational and s@&tal understandings of miscarriage.

As such, the case of early miscarriage offers an opportunity to explore how social science
analyses of the social world can be used to shed light on areas of persistent patient and staff

dissatisfaction with care.
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Chapter 3 Methodology

3.1 Introduction

This chapter introduces the methodology for the study described in this thesis. It begins by
outlining the research paradigm and conceptual framework that has guided the development
of the research question, the research methodsgharse the analytic strategy. The study is
based on the use of a secondary data set and this is outlined and justified. The collection of
the primary data is described and the analytic method used is outlined. Finally limitations and

the impact of reseaher background and perspective are described.
3.2  Conceptual Framework
3.2.1 Defining the Research Problem

Silverman (2011jhotes that many administrative aifigbcial problems& (Rubington and

Weinberg, 199pexist in societybut that directly translating such problems into research
problems ichallenging becaus# the potential taniss important issues and concepts that
contribute to the problems. Social theory offers opportunities to illuminate these issues by
providing explanatory c¢onc e petewmantigduegeobessesa k e r
and interpretations that they might not necessarily have identified themselves using an
inductive approach (Macfarlane and O'Reilige Brun, 2012; pl These interpitations can

then offer different ways of thinking about and approachingdipheblend (Reevest al,

2008.

The literature in chapters one and thave outlined a social (or organisational) problem for

the NHS; namely, that its frontline workers are viewed as a resthatzan be mobilised to
manage and improve quality of care, howgagthe best ways to achieveglare unclear and

(b) frontline workers have been observed to knowingly tolerate poor standards of care in a
number of settings. Organisational structure (particularly hierarchies) and culture are
frequently cited as key barriers to frontline staff agtiom improve care. The care offered to
women experiencing early pregnancy loss is offered as an exemplar with which to explore
these issues idepth. As outlined in chaptewo, early miscarriagas a context in which

health care practices persistentliy fa meet the expectations and preferences of patients, and
where there is evidence that the health care staff involved in the delivery of care are aware of

this discrepancy.
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Formal programmes aimed at dissolving organisational barriers to improveng/ithin the

NHS setting have had limited and variable success but there are implicit assumptions
underpinning those programmes. One example of an implicit assumption is that there are
common understandings about what is meant by quality of care, thaisatonal

hierarchies are tangibntities which can be dismantled at will, and that empowering
frontline health care staff will predictably lead to them acting in ways which improve quality
of care for their patients. The next section presents tkangsparadigm and theoretical

concepts that have been used to query these assumptions.
3.2.2 Research Paradigms

GubaandlLincondescr i be a r e sadasic loehef sgstem aravorlgviaw thag i
guides the investigator, not only in choices of methaotirbontologically and

epistemologically fundamental way&uba and Lincoln, 1994; p1p5 Researchers need to

be clear about the paradigm underpinning their reseammtder to make explicit the
assumptions that are made throughout the research prétassligms are made up of three
key concepts as shownkigure3-1. The answers to these questions are pivotal in guiding

choices about every stage of the research pr¢btssvell, 2013.

Ontology

AWnat is the form and nature of reality and, therefore, what
is there that can be known about it?

Epistemology

Awnhat is the nature of the relationship between the knower
or wouldbe knower and what can be known?

Methodology

AHow can the inquirer (would be knower) go about finding
out whatever he or she believes can be known

Figure 3-1 The Components of a Research Paradigm. Taken from Guba and Lincoln
(1994; p108)
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3.2.3 Realism

The research approach utilised for the substantive content in this thesis is guided by relativist
ontology. The realist ontology was considered first arette¢l becauseoffered limited
scope to explore the multiplicity of views that might be relevant to understand the relationship

frontline workers have with the quality of the services they deliver.

Real i s m greabwordofeokjectd apart fromtauman knower (Angen, 2000; p380

This paradigm suggests that tliisr  evarldo can be revealed by the use of research
methodologies which control the influence of value based factors and place the reseacher as
Adi si nt er e whoaichs teestabésh aciua dr probable facts about one true reality
(Lincoln et al, 201% Bryman, 2012, p28 Realism is commonly considered to be the

dominant paradigm underpinning bionead researcliMaxwell, 2013. The critical realist
paradigm is also underpinned by this ontology, but differs in so far as suggesting that a reality
exi sts, but t htllyunderstaadrwhat itissonhow te geetwo it b@caukse o
hidden variables and a lack of absolutes in nabiténcoln et al, 2011; p10%

The exploratory nature of the research question involves consideration of the interplay of a
wide range of views, perspectives and values, with no ioteofi privileging any one as a

fitrue accourlt It also relates to concepts (quality of care, the roles of various frontline
workers in delivering quality, the role of socially created organisational structnataje

not finatural featuresof the worldwith a reality beyond humamderstandings of the

concepts. For these reasons the realist ontology was rejected in favour of an abptoach

offered more scope for exploring the impacts of a multiplicity of views.
3.2.4 Relativism

Contrary to the realist ontology, relativism proposesettistence of multiple realities which
aren ment al constructions, socially and exper
their form and content on the persons who hold thguba, 1990; p27

Within this paradigm the values and influence of the researcher are explicitly acknowledged
this means thahe knowledge produced durisgchresearch is viewed in many respects as
being a cecreationof boththe researcher arad the those providing dataincoln et al,

2011 Bryman, 2012 Qualitative methodologies are aligned with this paradigm and the
research is generally inductive in na (i.e. aiming to explain rather than to test hypotheses)
(Lincoln et al, 201 Bryman, 2012
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Criticisms of relativist approaches are often directed towards issues regarding the
generalisability and validity of the outcom@ngen, 2000Lincoln et al, 201]). These

criticisms are a result of the tendency to privilege positivist notions of validity; viewed with
this lens the subjective nature of interpretivist research inevitably leads to accusations of lack
of rigour or generalisabilitfAngen, 200. It has, however, been argued that ideas of

validity are inappropriate to research conducted within a relativist ont¢fotgen, 2000

Lincoln et al, 2017. Angen (2000rontends that issues of validity in interpretivist research
are actually issues of validation, and relate to authenticity and usefulnesgioditngs.

Validation, then, can bgecured by ensuring that the research: has practical value, generates
new understandings, makes the subjective assumptions of the researcher and the research
design explicit, and explains the transformations in understandings which develop as the
researclprogressegAngen, 2000 Additionally, the inclusion of thick, rich description in

the analysis, accompanied by illustrative quotes taken from the data set have been described

to be ways to create confidence ie findings(Angen, 2000Vartanian, 2011
3.3  Theoretical Framework
3.3.1 Social Constructionism

Having established that the relativist paradigm offered the most appropriate way to approach
the issue under investigation in this study, social coostmism was chosen as the specific

framework used in the analysis.

The research question described in this thesis focuses on the experiences of frontline NHS
staff in terms of the ways in which they understand the concept of quality in health care and
act to improve it As outlined in chaptarng existing literature suggests that frontline

workers in the NHS are bound by the organisational structures in which they operate, and that
this may result in them supping health care practices which comtie their own beliefs

about acceptable quality of care. Many of the issues involved in this situation revolve around
social constructions; for example, an organisational hierarchy is a concept developed by
humans and enacted only when the individualslved in the hierarchy have an

understanding of what it is, what it involves, and act accordingly. The same can be said of the
concepts of quality in health care and of the role of health care professionals.

Accommodating this thinking places this resdaquestion within the constructionist

paradigm.
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fif the researcher formulates a research question so that the tenuousness of organisation
and culture as objective categories is stressed, it is likely that an emphasis will be placed
on the active involv@ent of people in reality constructior{Bryman, 2012, p.; p34

Constructionism is described Byyman (2012)ps both an ontology and an epistemoltat

rejects the notion of the existence of objective structures acting upon human agency, and
instead emphasises the ways in which humans come to construct their own realities through
interaction with, and experience of, the wdistyman, 2012, p383 In this way the

findividualo andfisocietyp exist within an ecosystem, each affecting the ofBarr, 2003.

Research guided by a social constructionist approach considers how and why particular
concepts and categories come to be accepted in society, the ways in which human interaction
supports this, and the implicati this has for the ways in which people are treated and the

way that they adiBurr, 2003. In this framework, truth is conceptualised ggeductof

social interactions between peopleheatthan as an objective fact that awaits discovery by

the researcher.

Social constructionism is a wedktablished social theotiyat has been more commonly used
foll owi ng t h€he pocidl Canstraction af Realit(Bergér and Luckmann,

1979. It has been applied to numerous contexts, including in relation to health and health
care(Bryman, 2012 Understanding how concepts of health and iire be socially

constructed, and the social impacts of those constructions, have been key concerns of medical
sociologists for some timgonrad and Barker, 20¥0. By using a constructionist
framework, one can | ook atwitholt#&eatingsootal det ai |

organistion as a purely external force.

Bryman (2012fdescribes constructionist arguments as existing on a spectrum; from those
who reject any notion of an objective reality, to those whoaekedge that in any given
situation there are phenomena (e.g. culture) whictepis the individuals involved in that

situation, and wilpdintdirefarenté dran hevm | vi M ufs

14 Silverman (2005) for example, describes the way in which death is a social fact (i.e. a
change in biological state), bilfat research has illuminated the ways in which it is also

bound by socially constructed definitions about when a person can be considered to have died
(e.g. in relation to the point at which resuscitative efforts should be instigated or abandoned,
when Ife support systems can be switched off).
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approach is useful in considering thrganisational barriers NHS workers describe facing as
(a) constructed by the beliefs, interactions and practices of the workers and those around
them, and (b) somewhat external since these constructions predate individual workers (e.g.
frontline NHS workes enter their roles within a society whéierarchies antiureaucracies

are already accepted as a legitimate form of organisai@hwhere ideas about quality may

have already been agreed).

Subjectivity is embraced in this perspective, in so far @asabkearcher is encouraged to

explicitly acknowledge their values and perspectives and the influences they may have on the
research process and outpfitsicoln et al, 2011); this means that the validity of research
conducted under this paradidres beenqueried (as per the issues relating tothédkem

outlined in sectior8.2.4. This approach has also been subject to some specific criticism in
relation to the pragmatic utility of tHendings if there is no objective truth which can be
uncovered, and instead an unlimited number of multiple, and sometimes competing, realities
then how useful can one perspective be compared to any other? Additionally, if all of the
knowledge individuals dwa upon to make choices is socially constructed, are any choices

free or are human choices and actions simply a product of the societies in which they operate?
Burr (2003)notesthat these are difficult issues for social constructionists to address and they
continue to be debatedBurr also suggests that providing individuals with access to different
voices, and different ways of thinking about the nature of their lives, camf@eering and
increase their agency to choose from different discouiSesal constructionism is a broad
church(Lynch, 1998, and therefore some further theoretical reference points are needed to
clarify the way in which social constructionism has been us#us thesis These reference

points are outlined in the next section.
3.3.2 Micro Level Organisational Theories

The context of the research problamthis thesigs in understanding how individuals interact
with organisational structureg\stley and Van de Ven (198Byoposed that organisational
theory can be viewed from four distinct perspectives depending on whethezdhgith

aimed athemacro (i.e. systems of organisations or economieteanicro level (i.e.

individual organisations and the subunits and individuals within them), and whether human
action is taken to be deterministic (i.e. controlled by exogenoasdpor voluntaristic (i.e. a
result of free will). The importance of these distincsiathat problems experienced at one
level within an organisation may be viewed and experienced differently at other(festidy

and Van de Ven, 1983
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Macro Level Deterministic Macro Level Voluntaristic

AA natural evolution of ACollective bargaining, conflict,
environmental variation, selectioh negotiation, and compromise
and retention. The economic through partisan mutual
context circumscribes the adjustment

direction and extent of
organisational growth.

Micro level Deterministic Micro Level Voluntaristic
ADetermined, constrained and AConstructed, autonomous, and
adaptive enacted

Figure 3-2. Different Perspectives on Organisational Theory. Adapted from Astley and
Van de Ven 1983Astley and Van de Ven, 1988

The research question posed in this thesis concerns the understandings that frontline health
care workers in the NHS have abthgir relationship with the organisations in which they

work, pladng the perspective primarily at the midevel. Taking a social constructionist
approach means that the distinction between deterministic and voluntaristic is less clear; it is
possible that frontline workers may simultaneously construct the reatity structures

around them and then be constrained by their beliefs in the reality of those structures. As
Bur r ihageéneysndBtructure are part of one inseparable system, then the effectiveness

of human agency is just as real as the determiniatyfes of social structuce (Burr, 2003;
p74).

A number of theorists have explored the activities which occur at the-faiabof

organisations, and two theasierhich have particular relevance to the work of frontline
employees involved in the delivery of public services are outlined here; the work of Strauss et
al onfiNegotiatedOrde (Straus et al, 1973 and the work of Lipskp n A St r eet Lev

Bur e au(ipskyc291d.
3.3.3 Negotiated Order

Strausset al.(1973)used a social constructionist approach to explore the ways in which
health care institutions providingsychiatric services come to be organi@@&yman, 2012
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Using data collected from health care workers in the United States, they obseryved that
beyand the explicit formal rules of the organisation, a systefinefjotiated ordey operated.

This involved workers of all levels agreeing and disagreeing, explicitly or implicitly, to act in
cert ai n clusteng spsychiaaicthinking and practice, ith cluster formations
(representing people both inside and outside of psychiatry) shifting in terms of specific issues
and problem8 (Schatzman and ftuss, 1966; p)2 Implicit and explicit rules were often
vague and noibinding (e.g. subject to being forgotten or ignored) and activities such as
negotiation, diplomacy, control and compromise all contributed to the maintenance of order.
The hospital was therefore cahared to be not only a physical location operating under
formal organisational rules, but also a construct of the negotiations which took place and
shifted every day.

fione might maintain that no one knows what
hehas a comprehensive grasp of what combination of rules and policies, along with
agreements, understandings, pacts, contracts, and other working arrangements, currently
obtains. In any pragmatic sense, this is the hospital at the moment: this is Its socia

ordeo (Strausset al, 1973; p31Y

Order did not happen but was worked at, since all rules were temguoyathanges to the

or der irenegothtivneodreafipraisad and a deci si on not to act

considered as significant aslecision to changéStrausset al, 1973. A spectrum of

behaviour was implicated in netiations, from those fully engaged to those who were

fiscarcely involvedin conversationsFactors influencing negotiations included differences
observed between professional and-paofessional health care workers (particularly in terms

of their orienation to patients and other staff), the influence of patients who enter into the
negotiation process, and ther e s e n sirgle, arhbigaousigoal ( whi ch was t o r
patients to the outside in better shaghatprovided the symbolic cement which athi

agreed on and which held the organisation together. These negotiated practices become
embedded as a st r usetthe timets anchsoneelof the direatiang of fdturée o i
negotiations (Strausset al, 1973. Importantly, whilst Strauss at focusedn the internal

processes which create organisational structures, they also acknowledged the significant

impact of larger social structures which set the context for these negot{&@i@msson,

1996.

The concept of negotiated order has been applied to analyse practices in many settings. This

includes policingWooff, 2015, criminology(McAra and McVie, 201p environmental
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control(Fineman, 1998 technology developmefibokko et al, 2012, and education

(Medved and Heisler, 2002 Many of the studies have applied the concept of negotiated

order to examine specific organisational settings but it has also been applied more widely (e.qg.
exploring international negotiatiofgorster, 200)). It has been applied to a variety of health

car contextfSvensson, 199@vans, 2007Reevest al, 2009 Nuguset al, 201Q Miller

and Kontos, 2003and t has been used to expé intraorganisational relationships (e.qg.

between frontline workers and managers, and between different health care professional
groupings(Svensson, 199@&\llen, 1997 Evans, 2007Reeve<t al, 2009 Nuguset al,

2010). It has also been used to explore the application of a quality management programme
(Lean methodology) in health caespen Rahbek Gjerdrum and Huniche 2011

These applications of negotiated order theory, in various contexts, have built upon the original
observations o$trausset al.(1973) In terms of health care, the desgment of, and

interplay between, professional roles has bdentifiedas playing an important role in
negotiations. Nursing in particular has been noted to have undergone a number of changes
with the development of specialist roles and shifting boueslaround allocation of work,

with nurses taking on new tasks amdponsibilitiegwhich were previously the domain of
medical oradministrativepersonnéland handing over others (e.g. health care workers taking
responsibilityfor tasks which were preausly the domain of nurse€¥vensson, 1996 It is

argued that this has strengthened their position in terms of negotiating the way in which
frontline care is delivered, moving them from a historically subordinate position in relation to
medical staff, and into a more collaborative mg&sensson, 199@/iller and Kontos,

2013. This does not appearlbe a universal acomprehensivshift; Reevest al.(2009)
andAllen (1997)observed the continuexkistenceof distinct boundaries in interactions

between medical and nursing staff which were largely unidirectional (i.e. doctor dictating to
nurse) and whickllen (1997)described aBnon negotiatedpractice. This emphasises the

importance of context in understanding negotiated practice.

Studies exploring boundaries between health care professional groups are represented in this
literature, but th@egotiationdetween frontline workers and managerial level staff are less

well understood. A key criticism of the negotiated order modéks in scrutinising activity

at themicro leve] it may fail to adequately account for macro level structures and the ways in
which they impact, and are impacted, by negotiations on the frontline. Alongside this, the

role of health care managers and grats within negotiations has not been well explored (e.g.

do these external forces control the boundaries of negotiation, or do they also enter into the

negotiation proces@vans, 2007Baiadahirécheet al, 2011). A further criticism is that the
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termiinegotiatiom is poorly defined and interpreted differentially within the literature; for
exampleMiller and Kontos (2013Jescribe a number of practices which frontline nurses
used to maintain order including persuasion, peer emotional support, and coercion. The
extent to which these differing strategies can be consider@udgstiatio or as other forms
of social interaction contributing to the maintenance of order, has been quegtibeed
1997).

The strength of this theory is in acknowledging the impathefi si gni fi cant O6hi

me ¢ h a n (Baiaah@etheetal., 2011 operating within organisations, which result from

day to day interactions, and more specifically, negotiations between w{Remgest al,

2008. Understanding these mechanisms, and the ways in which they contribute to every day

care practices for women experiencegyly miscarriagehas the potential to offer new
insights into the reasons why caftendoes not meet patient expectations. It also introduces
the notion that frontline staff may haaeactive role in improving or supporting suboptimal

care practices beyond those that are visible to their employing organisation.
3.3.4 Street Level Bureaucrey

Street level breaucracySLB) is another key micro level organisatiotiaory that

acknowledges the potential power frontline workers have to influence the care they deliver.

Developed by Michael Lipsky, and outlined in detail in his first book erstibjec{Lipsky,
1980, it hassubsequently been refined byamber of authors, including Lipsky himself
(Lipsky, 2010Q. Originally defined in relation to social work in thenited States of America,
SLB refers to the working practices of individuals working on the frontline of public service
delivery. The definindgeatures of street level ireaucrat aréhat they deliver public

services antheyexercise discretion in their everyday wankorderto respond to the
unpredictable and complelemands ofheir clients. Lipsky suggestStreet Level
Bureaucrat work in challenging contlons (includingchronic underfunding in relation to
expected outputs, unlimited public demand for the serviceised scope for demands to be

t aken el s emwmbigaous vague, oredven ddnflicing or gani s fipskyp n a |
2010, p2)).

In order to copevith these conitions, the street level bureaucnages his/herdiscretionary

power to act in ways that increabeir control over these otherwise impossible situations.

These actions can be enacted individually, but some become patterned, structured and

systematiccreating a new layer of bureaucrd®yrodkin, 20132; in effect, theymakepolicy

since these are the policies which guide the services actually experienced byldjskis
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2010. The SLB modetontends thahese tacit understandings are primarily motivated by a
desireto manage amnrelenting workload b¥iprocessingclients through the system as

easily as possible whilst also maintaining and maximising street level aut¢hipsky,

2010. The development of shared understandings relating to the nature of clients have also
been described (e.g. by categorising some types of client demands or actions as unreasonable)
leadingto strategies which aito manage and control the expectatiand activities of
clients(Wallace and Pease, 2011

In SLB the relationship frontline workers have with managepotioned asintrinsically
conflictuab (Lipsky, 2010Q. SLB activitiescandisrupt the correct implementation of
organisational pliciesand thusattainment obrganisationagoals howeverthe relationship

is also mutually dependent; managers rely on street level bureaucrats to deliver services in
challenging conditions, and street level bureaucrats rely on managers to gradisttretion

and to support their continued employment. This leads to a paradox whereby the actions of

street level bureaucrats can conflict with, but ultimately support, organisational objectives:

fLower-level participants develop coping mechanisms coptrat o an agencyo
but actually basic to its survival. For example, brutality is contrary to police policy,
but a certain degree of lookitlge-otherway on the part of supervisors may be

considered necessary to persuade officers to risk as@apkky, 2010 , p1p

The SLB moel has been applied in a variety of contgriest notably irsocial care settings
(Evans, 2011Goldman and Foldy, 2015 oybyeMortensen, 20155courfeld, 2015 van

den BerkClark, 2016 but also inareas such gaublic administratior{Diop-Christensen,

2015 Fuertes and Lindsay, 201Rielsen, 20150berg and Bringselius, 20;1bakle, 2015
White et al, 2015 Gjersoe, 2016Hunteret al, 2016, education(Hupeet al, 2014 Grissom

et al, 2015 Henman and Gable, 201bimberlake, 201§ andpolicing (Armenta, 2015 In

the context of health care the SLB model has been used to explore street level practices in
variety of settings including hospital bassde(Hoyle and Grant, 201%aradaghi and

Willott, 2015 Gaede, 2016 and community basechre(Finlay and Sandall, 200&rosset

al., 2011 Aniteye and Mwyhew, 2013 It has been applied te@productive healtbare
(McCannet al, 2015 Kerpershoelet al, 2019. Similar conceptdescribing discretionary
frontline activitieshave been reported but not explicitly defined=.B (e.g. the use of

nur si ng O wdescribedraonieochdnssidis which temporarily fix workflow problems
(Debonoet al, 2013).
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These studies have observed variable levels of discretion being enacted within different
organisational and pfessional contexts. The need to manage workload was evident in a
number of studi es, ¢ @rdssetraim20htdebbriogta.kGld s assert
van Berkel and Knies, 2016 This was, howeverpnly one factor influencing the use of

discretionand a number of other factors hdaen implicated in the literature (déigure

3-3).

The structurahature of organisations (i.e. how much the structure explicitly allows
frontline autonomy and how policy breaches are dealt (#thlay and Sandall, 2009
Bruhn, 2015Muller et al, 2016 Timberlake, 2016

The personal ethics and aspirations of individual frontline woilgesyen and While,
2005 Aniteye and Mayhew, 201®ebonoet al, 2013 Brodkin, 2015

Personal characteristics of frontline workers (e.g. ger{tiée)sen, 2015

Promotion oftommunication, collaboration and negotiation kestw colleagueebono
et al, 2013

Concern for clientgHenman and Gable, 20jl®specially in relation to receiving timely

and personalized cafPebonoet al, 2013

The amount of aauntability workers feel for the outcomes of their wgdoldman and
Foldy, 2015

The wish for job satisfactio(Brodkin, 2015

The clarity of policy aims and the ability of frontline staff to understand tBsrgen and
While, 2005 Debonoet al, 2013 Gilsonet al, 2014 Hunteret al, 2016

The extent to which policy aims align to collective understandings of frontline worker
(Bergen and While, 200%silson et al,, 2014 Van der Aa and van Berkel, 201&r local
management strategi@d/ells, 1997

Operational inadequaci¢Bebonoet al, 2013

Figure 3-3 Factors described to affect motivation of frontline workers to use
discretionary practices
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Professionalism i s treetlevedbuleaugracyf nood&yvans, 200 Li p s K
however it has been argued that professional status can have a profound imftutirecase

of discretion(Evans, 2015Van der Aa and van Berkel, 2015This influence has been

described to manifest as a willingness to engage in discretionary practices (explicit and tacit
thatcontradict organisational policies where this allows the delivery of care aligned to
professional values. In health care this is typically described in terms of a desire to deliver
meaningful care and to meet individual client ne@tislls, 1997 Bergen and While, 2005

Finlay and Sandall, 200%aario, 2012Grant, 2013Hoyle and Grant, 2033 cCannet al,

2015 Kerpershoelet al, 2019.

The SLB model does not suggest that street level workeesdissolute discretion.
Organisational structures place constraints on action with discretion operating in the gaps.
Middle managers in particular are seen as key mediators in communicating, and attempting to
enforce, organisational objectivisvans, 2015 Some studies have noted professionals to
situate managerial priorities as being dichotomous to their professional priorities (the former
concerned with efficiency and external displays of quality, the latter concerned with
individual client needs andieht based notions of quality); ergo, managerial strategies are
often viewed as disempowering to professionals and ineffectual, or even deleterious, to the
quality of services delivered at the frontli(Wells, 1997 Gilsonet al, 2014 Hoyle and

Grant, 2015McCannet al, 2015. The idea of professional and managerial values existing

at opposing ends of a spectrum ,Hamveverpeen challengefHarrison, 2015with some

authors suggesting that both frontline and managerial level workers exkscisgion, and
mayevendo so collaborativelyEvans, 2010Evans, 201}l Additionally it has been

proposed hat man ag eavestedhrdeyest m aot srutifizing practitioners'
implementation of policy too vigorously as a way of deflecting responsibility for its
consequencegWells, 1997; p33B

Impacts of street leveliscretion have been reported variably. Some positive impacts have
been described in terms of protecting client rights and providing safer or more meaningful
serviceqAllen, 1997 Finlay and Sandall, 200®ebonoet al, 2013 Hoyle and Grant, 2035
Alternatively, street level deviations from organisagsibbpolicies has been described to be
associated with negative impacts on policy implementgiéells, 1997 Debonoet al,

2013 Bullen and Fisher, 20)}5inappropriate outcomes for clierftSjersoe, 201/
inefficiencies(Gaede, 201 discriminatoy or uneven distribution of care or resource
(Karadaghi and Willott, 20%3JImestig and Marston, 2018Vhite et al, 2015 Muller et al,

2016. More broadly, street level practices have been suggested to contribute to the social
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control ofclientsand the replication of societal normgMaynardMoody and Musheno,

2003 Takle, 2015Armenta, 201% It is important to recognise that the tacit ways in which
discretionary actions are agreed and enacted means that they are generally ndbsubject
scrutiny or evaluation of their impaegteaning that unequal treatment can be administered

unchecked

In summary, models of negotiated order and street level bureaucracy both suggest that
beneath the surface of frontline care delivery, a complex netwi@hared understandings

and agreements to act (or not act) exist. They develop as a consequence of human
interactions and are constantly subject to the possibility of rejection or renegotiation.
Negotiations may involve any number of people withindtganisation (e.g. at street level

and organisational superiors) and beyond (e.g. patients, professional groups). They are
influenced by a number of factors that may or may not be primarily aimed at managing

guality (e.g. workload management, beliefswaharofessionalism, societal norms, political
imperatives, resource availability). The agency of individual frontline health care workers is
constrained by their beliefs about the formal and informal policies operating across alll
organisational layers. &4t health care workers have some autonomy to exercise discretion in
their day to day working practice; either as a formally agreed part of their rblecause

their knowledge about their organisation means they are af#edgnise opportunities totac

in relatively undercoveways. Discretion may be enacted individually, but it can also

develop into patterned and shared responses, leading them to become part of the shared street
level policy landscape. Discretion may also operate beyond the feoniiin managerial

staff colluding with frontline staff to agree variations to organisational policy (or, at least,

agree that variations can be made without necessarily knowing the details of those variations).

Any consideration of the contribution frdine NHS workers make to the management of
guality in health care therefore needs to consider (a) the formal organisational policies which

guide the delivery of services and the management of quality within those services, (b) the

1>For example, work exploring sexual and reproductive health care for teenagers in South
Africa found that implementation of policies designed to reduce risk to this client group was
uneven. This was driven Isyructural constraints and the moral position of nurses delivering
the carde.g. whether they thought it appropriate for teenagers to engage in sexual activity)
The authors argue that this impacted negatively on the quality of services by incrissing

to those it was designed to helduller, A., Rohrs, S., HoffmawVanderer, Y. and Moult, K.
(2016) "You have to makejadgment call"- Morals, judgments and the provision of quality
sexual and reproductive health services for adolescents in South Africa’, Social Science and
Medicine, 148, pp. 7I8.
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street level policies whh operate and the ways in which they reinterpret formal policies into

the practices delivered at the frontline, (c) the interplay between formal and informal policy

and the implications this has for quality of care. Using this approach offers the oggddu
critically analyse street | evel pr gdidy-i ce t o
onthepage a policy-ifpracticed i n t er ms of d edrlymiscarriageg a h
service may diverge, and why attempts to address thmg usechanisms grounded in

conventional views of hierarchical control are likelyfad (Brodkin, 2015.

ABy examini ngelhiovne rpeodl iacty origasisationsyitdomngs intoi n e s
view those discretionary practices that systematically shape the policy experience. This
I's i mportant to account adpacityitotagsesadimensionse x t
of practice that bear on the content and quality of service delivery and on its

distributiord (Brodkin, 2008

3.3.5 Other Theoretical Constructs Considered

Two other potentially important theoretical models were considered when developing the
theoretical frameworknd a brief explanation e&achis provided in this sectionThis
outlinestheir potential relevance to the research queséind,it also explains why these

theories were not chosen as fiignaryfocus of the analyticdlameworkused in this thesis.

Emotion work

A large body of literature exists within the sociology of emotions, including within the

context of organisational studies. A key theory within that body of knowledge is that of
AEmotionalLabou. This term wasirst defined by Arlie Hochschild in th#980s

(Hochschild, 1983Hochschild, 201pand describes the ways in which individuals modify the
expression of their own emotions in their everyday work (paid and unpaid) in order to be
effective within their role. Where this happens within the framework of paid employment,

this can be thought of as a commodification of emotions. This regulation of emotions

requires individuals téacdin arequired way’. Acting places a burden on the individ

who then has to manage the dissonance associated with displaying one emotion whilst feeling

®“Hochschildoés seminal work involved expl or]
to appear cheerful and accommodating, even when faced with rude and demanding customers
Hochschild, A.R. (2012 he Managed Heart : commercialization of human feeldydated

edn. Berkeley, Calif. ; London: Univetgiof California Press.
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another. Ultimately it can result in individuals shifting their personal emotions fundamentally

to align to that which is required of them in their rgigeepactingo.

The concept of emotional labour has been described as relevant to the work of health care
workers(Mann, 200%. It has been applied to health care professionals who provide health
care to women experiemg pregnancy loss genera(lyallbank and Robertson, 20§,3and
during the first/second trimester specificglBolton, 200Q McCreight, 200h The latter is
described byBolton (2000)as challenging to nurses who suppres# thwn feelings of

di stress i n the dethehed faceoof aoproessienal tarei but also to offer

authentic caring behaviour to patients in their aca(Bolton, 2000; p58p

It has been suggested that this improves quality of care for patients (sometimes to the
detriment of the individual workers) however it is important to note thaigpication of
emotional labour isot under formal contrptherefore the success with which individual
workersdeliverit is hard to measure. Negative emotional impacts have been described
amongst frontline clinicians who feel that they are compelled to support care which they
consider to be suboptimal (efgmoral distresé (Oh and Gastmans, 2015 The long term

impact of health care professionals setting aside their emotions in order to manage workload
is also poorly undstood, but it could be suggested that persigigeep acting (Hochschild,

2012 may make frontline workers overly resiliearid havea negative impact on the ability

of frontline workers to maintain genuine empathy with women experieeairlg

miscarriage

Feminist Theory

Feminist theories were considered because a striking feature of health eandyfor

miscarriagas that it involves a predominately female frontline worke delivering care to

an alifemale patient population (accepting that male partners may also receive care during a
pregnancy losthowever the woman is primary focus of the care provided). Feminism covers

a broad spectrum dlfieories thaare concernedith the

Aexcl usi oinwoonie mbosmevnoi c es, Wwombaataslemecaqer i enc
political debates. They seek to show that, in so far as these debates are dominated by

male voi@s, they necessarily promote maiterests and marginalise obsudinate the

i nt er est gO'Byrhe, 2001np&)In 0

In relation to this research question, feist perspective havebeen previously applied to (a)

studies of pregnancy loss and (b) studies of health care professionals. The former has
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described early pregnancy loss to be an experience that is shaped by cultural and social forces
which subordinate the experiences of women experiencing an early pregnancy loss compared
to women experiencing a later pregnancy losslweabirth (Layne, 200§ A feminist

approach is used by Layfleayne, 2003Layne, 200%to identify strategies for improved

care for women experiencirggrlymiscariagewhich include empowerment and preparation
through greater information sharing, provision of choices regarding treatment, and
acknowledgement by caregivers of the personal nature of the experiezarb/ohiscarriage

(Layne, 200B Feminist perspectives on health care professionals are outlined within a large
body of evidence (which is too large to accommodate within this thesis) however an

important feature of the literature involves the gendered nature of the ter@tprofessions.

These studies explore the impacts of nursing and midwifery being historically female
dominated professions, in comparison to medicine being a far more established profession,
traditionally driven by men. This is described to have hadnaber of implications, but a
particularly relevant one isthepms al t hat n ucasngoprgfession drivesa byt a s
notions that women have a more natural disposition towards traits such as caring and intuitive
thinking (Abbott and Meerabeau, 1998This contrasts to the taottrational focus of the
medicalprofessional thait is argued, donmmiates contemporary health c§gehofield, 2001

Maxwell, 2012 Wolf et al, 2019. This results in bothcaringd aspects of health care, and
intuitive forms of knowledge, being subordinated andedgimisedin comparison to techro

rational ways of thinking and planning care.

Whenearly miscarriagés viewed through this lens then it would suggest that health care
services may naturally fall short of patient expectations because the gaps in careddentifi
women predominately relate to interpersonal aspects of care (e.g. feeling cared for, have
needs anticipated). Medical staff, who have traditionally controlled issues of diagnosis and
treatment, may systematically overlook these aspects of headtecar omittng them from

formal guidelinesr only referring to them in vague ways) and not incorporate them into

clinical decision makingMackintosh and Sandall, 201L0This results in these aspects of

health care being consideregdbothne di cal and nur ®inoatherthanas f as

an integral part, of the servi¢Bolton, 2000"".

" this interpretation does not mean to imply that all nurses care and that all medical staff do
not, or that all nurses are female and all medical staff are male, this is patently incorrect;
rather it means that the evolutiont@alth care in the NHS has been driven by gendered
understandings of what counts in terms of quality and demands resource use and that the
resultant structures impact on all genders.
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Theories oemotional labour and feminism hathee potential to offer different insights into

the factorghatmay influence the delivery of quality care services to women experiencing
earlymiscarriageindeedit mightbe difficult to conduct research in the fieldthout

encountering aspects of each. However, the primary focus m#gbarctguestionin this

thesisis onmeanings and management of quality in health @adeit was important from the
outset tachoose an analytical framework that coattommodateiderse understandings of

QOC. Thecomparativelynarrow focus of Emotional Labour and Feminist theories are
therefore not highlighted as strong reference points in the analysis here, but it is nevertheless

important to note their potential, and this ideefed in the discussion of the findings.
3.4 Methods

3.4.1 Study Aims and Objectives

This research aims to explore the question:

How is the quality of health care services offered to women experiencing an early
miscarriageconceptualised and managed on attaglay basis by frontline staff
delivering those services with the NHS in England?

This aim will be met by answering the following sgbestions. Within the context of health

care services offered to women experiencing an early pregnancy loss:

a) Which factoranfluence NHS workers when they assess the adequacy of quality of the
services they offer?

b) How do frontline NHS workers describe their responses to instances of suboptimal
care quality in terms of actions or inactn

c) What are the formal and informal meeiisms used by frontline NHS workers to
manage the quality of care on the frontline and what provokes their use?

d) What role does organisational hierarchy play in the quality management activities of

frontline NHS workers?
3.5 Secondary Data Analysis
3.5.1 The Use ofSecondary Data in Research

This research question id@ressedising data collected for a different research project. This
i's known as a s ec o0n daaesearchdstiategy whioch anbkgsuseofprehi c h |

existing quantitative data or prexistng qualitative research data for the purposes of
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investigating new questions or verifying previous studiggaton, 2004, p)6 Initially,
secondary analysis was usedhguantitative datasets, but in the 1990s interest in its
application to qualitative datasets increased and papers describing secondary analyses of
qualitative data began to appear in the academic liter@tie@on, 200% Since then

qualitative secondary data analysis has been increasingly employed in academic research.

Secondary data can be sourced in one of three key ways; (a) through formal archives (e.g.
NHS National Maternity Statistics are publicly accessible orfitealth and Social Care
Information Centre, 20)% (b) through informal data sharing betweegsearchers, and (c)

reuse of data by the researcher who originally collect@hittanian, 2011Bryman, 2012

In relation to the primary use of the data, a secondary analysis can explore a new question, re
evaluate the results of the primary research, or it can involve asymteesis of a number of
datasets on the same tofi¢alsh and Downe2005.

3.5.2 Advantages and Disadvantages of Secondary Data Analysis

There are several advantages toseng qualitative data. Firstly, using a festing data set
reduces or eliminates the costs usually expended in collecting data; these costs can be
substantial and prohibitive for researchers. In addition to researcher costs, it also reduces
burdens to participants since it avoids having to recruit another group of participants; this is
particularly valuable where the topic is sensitive or the paaintgphard to reagfiHeaton,

2004). Ethical arguments have also been madardigg the imperative to makest use of

the rich datasets qualitative research methods often ge(i@ratean, 2012 These

advantages are of real benefit to research in sensitive areas such as reproductive loss, where

recruitmern to studies can be challenging

Alongsidethesepotential benefits, there as¢soconcerns about the validity of using
secondary datasets, and about some of the ethical implications of reusing data.
Epistemological concerns include the extent to which data collection has been designed
specificaly for one purpose and how far the data can be valid for use for a different purpose.
This is a challenge where the questions asked in the primary or secondary studies are
particularly divergent (or where they are particularly convergent in which cabeuhdaries
between one study and another are difficult to definiecoln et al, 201]). Another concern
relates to how much the researcher can know, and become immersed in the data, in cases
where they had limited or no involvement in the data colle¢titmaton, 2004Vartanian,
20121 Bryman, 2012 This separation also ses/to limit the ability of the researcher to
judge the quality of the research in terms of its conduct, the ways in which the data was
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collected, and contextual factors which may have relevance to the data (e.g. if an interviewee

was upset during an inteew).

ADi rect engagement in interpretive researc
knowi ng. This o6participatory knowingd can
the most interested researcher who was not

(West and Oldfather, 1995; p456

Ethical concerns hawasobeendescribegparticularly in relation to the obligations

reseachers have to participants. Confidentiality and control of the data are key concerns,
particularly if whole rich and detailed datats, which are difficult to anonymiss&e being

shared. Researchers using a secondary dataset should be cleaptrdicthant who

contributed the data has given consent for an alternate use of the data, or that they have given

a second consent for this additional usage.

These issues were considered before beginning this project and are outlined in the following
sections. First an outline of the primary data set is provided, followed by a discussion of the
suitability of the dataset for this project.

3.6  Primary Study

This sectiorprovides an overview dhe project for which the data was primarily collected.
This givescontext and establishes the validity and suitability of the dataset for secondary
analysis. It also establishes the rigour of the primary research and the validity of the data set.

3.6.1 Project Overview

This PhD thesis draws on data collected duringogept examining the health care services
offered to women experiencing an eariscarriageas defined in the previous chapter. This
project was supported by a Knowledge Transfer Partnership (KTP) between the Newcastle
upon Tyne Hospitals NHS Foundatidrust and Newcastle University, funded jointly by the
Newcastle upon Tyne Hospitals NHS Foundation NHS Foundation Trust, the Department of
Health, the Economic and Social Research Council, and the Technology Strategy Board. The
stated aim of the primanyoject was tdidevelop, evaluate and embed an interpretive model

of engagement with staff and patients for NHS service review, to facilitate the implementation

of new local level health service delivery p@i.
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The project was conducted in the North East of England and involved the early pregnancy
loss services at four different NHS Foundation Trusts. It was a three phase project which
covered a process of exploratory research examining the experiences anof gewges

users and service providers (frontline and managerial), the development and implementation
of evidence based and locally appropriate changes to health care, and the evaluation of these
changes from the perspective of service users and previdesummary of the purpose and
activities conducted during each phase of the primary study are outlimedlaB-1.
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The project began in March 2010 and concluded in February 2pp2ndix Ashows a
projectGantt chart.The focus of the work in this thesis is the data collected in Phase 1, and
more specifically on data collected from health care professisimals ths provided the

richest dataset and the one that aligned best to the research question specified for the
secondary analysidn view of this selection &m the data available overahis section

provides more detail about this specific component of timegoy project.

3.6.2 Phase 1Project

Phase 1 Design

The aim of thgohase Jprimary project was to explore patient and health care provider
perceptions of health care provision for eamgcarriageacross four study sites in the North
East of England.The study design used wagjaalitative semstructured interview study
involving (a) patients (+ their partners) who had recent experience of hospital based health
care following a diagnosis efarly miscarriageand(b) hospital based health care

practitioners and managers providing care withaearly pregnancy loss serviagteredby

four acute Trusts different geographical areas in the North East of England. These areas
wereselected purposively to representatsity in the package of care offered to couples
experiencing miscarriage aimdthe management of timeearly pregnancy losservices. Key

features of each of the participating hospitals are:

Hospital A:Large tertiary referral unitEarly miscarriageliagnostic services
deliveredin a dedicated standalone unit.-datient treatment delivered on a
gynaecology ward. Mogtarly miscarriageare delivered by specialist nurses,

gynaecology nurses, and health care assistants.

Hospital B SmallSecondary Carelospital Early miscarriagediagnostic services
deliveredin a clinic run within an antenatal clinic. -pratient treatment delivered on a
general surgical ward. Mostarly miscarriageare delivered by midwives,

gynaecology nurses, and general surgicates.

Hospital C LargeSecondary Care HospitaEarly miscarriag@iagnostic services
deliveredin a unit dedicated to the provision of antenatal carepatient treatment
delivered on a gynaecology ward. Mesirly miscarriageare delivered bgpecialist

nurses, gynaecological nurses and health care assistants.
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Hospital D. Large tertiary referral uniEarly miscarriageliagnostic services
and inpatient treatment delivered in a maternity assessment uedrlyN
miscarriagecare delivered bynidwives and maternity care assistants.

All hospitals had a lead consultant &arly miscarriageare, however in each case the
consultangenerallyprovided more of an oversight role than a direct patientroée®.

Otherwise more junior medical staff (usually foundation level, but sometimes specialist
registrar level) were routinely involved in the care of women experiemenryg miscarriage
however theicontact with this patient group was, compared to the nursidgifery staff,
limited (e.g. they prescribed medication, explained treatmebtsined written conseffir
procedures On some issues there was variability in the extent of their involvement (e.g. at
hospital D, midwives took consent for medical treatiwhereas the other hospitals

allocated this tasks to medical staff).

In total, 41 transcriptdrom interviews with staffvere available¢o use inthe secondary
analysiswith each of the four hospitals represented in the sanpieoverview of the
sanpling approach and data collection process is prowiéet to allow for meaningful

discussion about the suitability of the data available for secondary analysis.

Phase 1 Sampling

A purposive sampling strategy was used to recruit health care workehgadvn the

management or delivery efrly miscarriageare. There were no exclusion criteria for the

staff participants. &posive sampling is a neprobability form of sampling in which the
researcher strategically targets sampling to ensure tHatijpants have a selection of

attributes and characteristitstare of interest to the research ques{Bryman, 2012 In

this study maximum varien sampling was used with the aim of including as wide a variety

of potentially influential characteristics as possible. Features of the sample sought are shown
in Table3-2.

18 Consultants were most likely to become involved in cases where a hyediciem

developed (e.g. where a woman bled heavily), where there were complicated features to the
case (e.g. the woman had complexworbidities or had had a number of EPLS), or wlzere
woman had experienced recurrent miscarriage
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Participant Group Attributes Sought

Health care wrkers involved in the Differing staff groups (e.g. medical, nursing,

delivery or management efirly midwifery)
miscarriageservices Differing organisational roles (e.g. frontlimeorkers,
managers)

Specialist and nespecialist roles
Male and female*

*where possible, acknowledging that the majority of frontline health care workers in this field
are female

Table 3-2. Purposive Samplirg Strategy for Staff Participants in the Primary Study

Phase 1 Sample Size

Qualitative research methodologies do notgpecify an absolute sample size in the way that
quantitative research methodologies do. This is because the aim of sampling itaéi\guali

study is to reach data saturation, rather than to prove or disprove a hypothesis to a predefined
statistical l evel. Sampl i ng thelpairdin gualitativé n u e s
research when the issues contained in the dataepetitive of those contained in data

collected previousty(Glaser and Strauss, 19@0omekh and Lewin, 2011 , p345It was

estimated at the outset of the phase 1 study that thematic data saturation would be reached
with up t0o10-15 health care staff from eachtbe participating study sites (i.e. between 40

and 60across the four sitgs

Phase 1 Recruitment

Health care workers were identified via staff lists provided by each of the participating health
care Trusts. Frontlehealth care workebsames were stratified by occupation group (i.e.
nurses, midwives, medical staff) then an invitation letter was sent to every other name on the
list ensuring every occupation group was represented. Managerial level workers (directors
ward managers, matrons) and nurse speciaéptesented a much smaller pool of staff
therefore an invitation lettdsee Appendix Byvas sent to aklong with astaff participant
information sheet (see Appendd) thatincludeda ficonsent to contagslip thatthose

interested in knowing more about the stedyld use to indicate that they were happy to be
contacted further Those returning éconsent to contagslip were contacted by the

researcher who provided further informatiofor those who vushed to participate, an

interview was arranged at a time and pl ace

Before each interview the researcher confirmed that the participant had read and understood
the information sheet and answered any questions. geobform (AppendiD) was then
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completed by the participant and researcher in accordance with the principles of Good
Clinical PracticdfMcGrawet al, 2010 before data collection commenced. The number of

individuals involved in each stage of the process is showigure3-4.

76 48 staff 41 were

invitations indicated contacted, 41 staff

distributed agreement all gave were

to staff to be consent to interviewed
contacted participate

Figure 3-4. Participant Flow Through the ResearchProcess

Phase 1 Data Collection

Data was collected using sestructured interviews. Individual interviews (as opposed to
focus group interviews) were considered the most appropriate method of data collection
because of (a) the sensitive nature of tipictarea, and (b) the possibility that staff may be
inhibited from criticising their services in front of colleagues or organisational superiors. The
data collection aimed to collect information about specific issues but also allow interviewees
freedom tdoring in issues of importance to them, thus a s&tmuictured interview technique

was usedBryman, 2012 An interview guide wadeveloped andsed(see AppendiE).

The same interviewer conducted all interviewdhey occurred facm-face and on an

individual basis Of the health professional group, most chose to be interviewed at work, two
chose to be interviewed at honme all cases the interwietook place in a private roomWith

the consent of participants, all interviews were recorded using a digital audio recorder. Each
participant was interviewed ondde shortest interview was 27 minutes and the longest was
107minutes. At the end of ¢hinterviews all participants were thanked and asked if they
would like a transcript of their interview and a summary of the primary $tadipgs No

staff interviewee requested the formaut all requested the latter.

Phase 1 Analysis.
The audio reordings were transcribed verbatim by a research secretary including audible,
nonverbal utterances and interactions (e.g. long pauses, laughing, cnyargyptiony. The

transcripts were then checked for accuracy against the audio recording by é#rehes and
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they were then anonymised by removing names and locations, (changing these to anonymised
identifiers such as hospital D, or seniorselE). Where the participant wasle, or a

participant was referring to a male colleague, the identifie.swe changed from 0
Oheré 6hersd in order to protect the identi
nursing and managerial groupBhe transcription conventions are showippendix F The

anonymised transcripts then formtbe@ formal data for analysis.

The transcripts from the interview were analysed using a descriptive thematic analysis
approach which involved assigning descriptive codes to the data and identifying recurring
themeqSaldafia, 20183 then summarising the content of the d&andelowski, 2010 A

brief overview of thgrimaryproject results is provided in the end of study report shown in
AppendixG.

3.6.3 Governance

The phase 1 study received ethical approval from the Sunderland Researck &tinicktee

on the 28th June 2010 (Ref 10/H0904/&BeAppendix H. Additionally, the study received
site-specificapproval from the Research an@d@elopment department and Caldicott guardian
at each of the participating hospitals. The study was adapted UKCRN portfolio

database (ref 42001).

As the research midwife taking consent and conducting the intervidwad completed
informed consent an@ood Clinical Practice (GCP) training as required by local hospitals,
and a letter of access was geahby each of the participating hospital Trusts to allow

research activities to take place.
3.6.4 Ethical Issues

Key ethical issues pertaining to the involvement of participants in research were considered
for all participant groups (e.g. requirement for carige be voluntary and informed, respect
for interests of participants). In terms of the staff participants, two spethiizal issues were

considered; the sensitivity of the topic and the confidentiality of the participants.

Early miscarriagés a senisive topic thatcould cause distress to those discussing it. Whilst
this was a greater concern for patient participants we were aware that most of the frontline
workforce providing care are female, and therefore, statistically, a proportion weredikely t
have personal, as well as professional, experienearbf miscarriage To prepare for this

the researcher had available, at the time of interview, details of support mechanisms for those
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who have experienceshrly miscarriagand of organisation spéic support mechanisms for
staff.

Confidentiality is an important factor to consider for any research study. This study
encouraged health care workers to be critical of the care being offered within their
organisation and it was important that particigazould do so anonymously (i.e. without
concerns about being identified by the organisation as providing specific information). The
steps taken to address issues of anonymity are shoigure3-5.

Interviews were arranged directly with the participant at a location of their choosing

allowing them to participate without colleagues knowing.

Theresearcher did not discuss the identity of those who participatie@ther members o

participating organisations.
All audio recordings were deleted after they had been transcribed and checked

All identifiable names and locations were changed to anonymised versions in the

transcripts (e.g. hospital A, nurse B)

Areas of the transcripts which contained potentially identifgioigtent that could not be
reasonably anonymisedere flagged as not suitable to include in study outputs such a
reports or publications (e.g. where the participant discussed aspects adléheinich
would identify them). This also meant that, whilst the analysis considered the differe
types of participants, the report of this analysis uses more generic descriptors (e.qg.
frontline, manager, frontline manager) to avoid the identityasficipants becoming
obvious Similarly, all respondents are referrecagiemale (e.g. using descriptors she,

her) to avoid compromising the confidentiality of the small number of male interviewg

Participants were offered a copy of the transafgheir interview with the opportunity fo
them to flag any passages which they had concerns about (none of the participants

requested a copy of their transcript).

Figure 3-5 Actions Taken to Maintain the Anonymity of Staff Participants
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3.7  Suitability of the Primary Dataset
3.7.1 Suitability of Secondary Data Analysis to this Project

Hindset al.(1997)developed a tool to assess the suitability of datasets for secondary analysis
based on three factors: ass#bility, quality and suitability. These factors were considered
before choosing to use secondary data for this study. A key feature of the primary data set
which impacts on all of those factors in this case is that | was the researcher who deslgned an
managed the primary projet¢twas involved in all aspects of it, including taking consent from
participants, collecting the data, and leading the original analysis. This conferred a number of

advantages to its use in a secondary analysis

In terms ofaccessibilitythere was(a) the opportunity to access the data in its raw form

without concerns about compromising the confidentiality of participémtsccess to, and
understanding of, the field notes recorded at the time the interviews were con¢it)atex
opportunity to ensure that consent to the use of data for secondary analyses from participants
was a formal part of the consent pro¢cessl (d) he opportunity to request permission to

reuse the dataset from the bodies funding the primary okselarterms of assessing the

quality of the data | had fulwareness of the context in which the interview data was

collected, and the reactions of interviewees (beyond the audible data included in the
transcripts) as ontext can add additional infornan to an intervievthis means that | had

access to this additional hidden layer of d&V&st and Oldfather, 1995 It also meant that |

did not needd rely on the competence and integrity of another researcher to feel assured that
the study was conducted corredityg. that the study protocol was adheredhatthe data

was obtainedairly). Theintimate knowledgeé hadof the content, scopndmethods used to
create the dataspteant that | was well placed to assess whether thevdatsuitableto

answer the research question posed in this thesis

These features address many of the concerns relating to the use of secondary data and gave
confidence that this was a suitable dataset to use for a secondary analysis. The use of auto
data (i.e. data collected by a researcher which is then reinterpreted by the same researcher) is
a wellestablished and used form of secondary ana(lfgaton, 2004 The application of a
theoretical framework and the focus on an aspect of the data identified, but not fully explored,
in the original analysis ensured that there was sufficient divergence betweeigitied and
secondary study aims, but also enouaghvergence that the dataset remained relevant. This

type of analysis has been termed by He§2004) a ssupiia analysi@explained as an
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analy s i s tremscends thé focus of the primary study from which the data were derived,

examining new empirical, theoretical or methodological questi@ideaton, 2004 , p38

The primary study was pragmatic with an ontology that aligned most closely to critical
realism, and an analytic approach that was more descriptive than analytic. Heterogeneity
between the primary and secondary research questions was achieved by ussigtdhef

the primary study to identify a knowledgap thatvould be addressed Iblye secondary

analysis. The question was refined as the secondary analysis and engagement with the
theoretical literature progressed; this approach to research questeratgs is not unusual

in qualitative research (Silverman 2006). This ensured that the question asked, and the
analytic approach taken in the secondary analysis, were sufficiently distinct to generate new
knowledge from the dataset (deigure3-6).

Primary Research Results. Theoretical Literature

Identified a gap in knowledge about the | Suggests tacit strategies can be
ways in which frontline workers were interpreted as a way for frontline

using tacit strategies to improve healtl) | workers to negotiate order and manadge

care for women experiencirgarly organisational demands alongside
miscarriagealongside, what they patient needs in an environment wherg
described as, significant hierarchical multiple constructions of ‘quality’ in
and organisational barriers ctragning health care exist and compete

their to ability to influence quality of

care

Secondary Research Question

How is the quality of health care
services offered to women experienci
an early pregnancy loss conceptualis
and managed on a d&y-day basis by
frontline staff delvering those services
with the NHS in England

Figure 3-6. Generation of the Secondary Research Question
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This was an interestingataset, whickvas, in some respects, challenging to colled.(a
multi-site study which involved contentious features such as employees potentially being
critical of their employers). Whilst a secondary analysis approach does involve sacrificing
control over the ways in which the data were collected, in thestbéswas outweighed by

the benefits of accessing a difficult to colldetaset thatvas suitable to the research

paradigm of the secondary analysis.
3.7.2 Suitability of the Primary Research Methodology

As outlined in sectioB.2.4the secondary research question is situated within a relativist
paradigm and is exploratory in nature. This paradigm is typically associated with qualitative
research methodologies. Thatalset used in the secondary analysis is specifically drawn
from the Phase 1 interview study described in the prewecson, whictalso used a

qualitative methodology. The primary research methodology, including the method of data
collection were theffere, considered to be appropriate and the secomdagarch questiaio

be sufficiently different to justify a reinterpretation of the dataset.
3.7.3 Suitability of the Primary Research Methods

The primary data was collected usfageto-facesemistructurel interviews. This is a well
established mode of data collection which allows the interview be focused around a defined
topic, but which also allows the interviewee freedom to talk about the topic from their point
of view and bring information of releva@¢o them into the conversati@Rerakylad and
Ruusuvuori, 2011; p4702). The i ntervi ews were therefore
thoughts and opinions abt the services they delivered ahdir experiences of working in

those servicesThis allowed their interpretations of QOC to form the basis of further
discussions about any involvement they had had in quality management.

The advantage of using interviews to collect data are that it allows the collection of
fisubjective experiencesd attituded o f t h e (Perékyl@and Rueswaoe, 2011;
p529 and the issues discussed need not be time bound (i.e. unlike observational methods
where data relates to a specific time frame, interviews can ask about past events or future
plans(Bryman, 2012). It also avoids some of the pragmatic and complex ethical issues
involved in collectinginaturally occurringd data via observation, espetyafiven the context

of this research question (in which it may be considered intrusive for a researcher to be

present during a potentially sensitive and emotional event such asnesodyriage
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There are two key limitations to this approach of relegdndhe secondary analysis in this
project. Firstly, as with all research projects, the participants arsedetiting (i.e. they

choose to take part whereas others choose not too). This means that the views presented in
the data come specifically fromdividuals with an interest in the research in some way (e.g.

an interest in the topic, a wish to put forward a particular view, beliefs about the utility of the
researchindings). This was made explicit when one of the interviewees noted that they ha
chosen to takpart in order tanake their concerns about the quality of tlearly miscarriage
services more widely heard. This does not invalidate the data collected, but it does mean that
those who were unwilling or unable to take part (includirggéwho were not invited) do not

have their views represented.

The second limitation is that interviews involve a conversation between two individuals

(albeit a very specific type of managed conversation in which the interviewee talks a lot more

than the mterviewer). In such a conversation the interviewee chooses which information to

provide and how to present it; how a health care worker describes providing care may differ

hugely from the way that they actually provide care, and they may be guardest ajaimg

information which would incriminate them or cast them in a bad light (e.g. it seems unlikely

that a health care professional woaltinit to havingno interest in quality of care since this

would contradict societal expectations about healthwarkers). This would be more of a

limitation in a study employingarealst epi st e mo |tratkpis being soeghf) wher e a
but in a study employing a constructionist paradigm the ways in which interviewees represent

themselves is as much interasthow that translates into action.
3.7.4 Selection of the Secondary Data

The full primary dataset is outlined Trable3-1, page78. This included 41 interviews with

NHS staffthatwere employed imoles thathad variable exposure to tHayto-daycare of

women receiving care for aarly miscarriage Participants wer categorised in relation to

the extent to which their role was predominately frontline (Code 1, n=17), managerial (Code
3, n=9), orrole thathad a substantial component of both managerial and frontline duties
(Code 2, n=15). A more detailed breakdowihase roles is shown rable3-3.
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Involvement Staff Type Site | Site | Site | Site | Total

Code A B C D

1 Health/Maternity Care Assistant| 1 0 1 1 3
1 Staff Nurse/Midwife 1 2 1 1 5
1 Specialist Nurse/Midwife* 3 1 o# |2 6
1 Medical Staff (SpR, ST-3) $ 2 0 0 0 2
1 Sonographer 0 1 0 0 1
2 Senior Nurse or 1 3 2 2 8

midwife/Sister/Junior Sister

2 Consultant 2 1 2 2 7
3 Matron 2 0 0 0 2
3 Clinical/Medical/Nursing Directol 2 3 1 1 7

or Head of Midwifery

Totals 14 11 7 9 41

* This describes a nurse or midwife who has taken on a specialist role and has advanced skills
in sonography as well as their nurse/midwife qualification. # Some specialist
nursing/midwifery staff were categorised under senior nurse/midwife becausethay h
significant managerial component to their rofédue to time constraints in the primary study
Hospital A was the only organisation in which medical staff below consultant level were

asked to participate. These are, however, rotational roles dhdssoparticipants had

experience oéarly miscarriageare in more than one organisation. The dataset used in the
secondary analysis is highlightadgrey.

Table 3-3. Staff Participants by Role and Invohement in Frontline Care Delivery

The primary analysis of the data suggested that two of the organisations were particularly
interesting (Hospitals B and D) because they had both recently undertaken a significant
reorganisation of thegarly miscarriageeavices. The remaining two hospitals were similar
in organisational model and stability of servideswever including both sites would have

been a significant increase in the amount of data to be analysed with no expectation that this
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would add any addinaldiversity to the datasetit was therefore decided to choose one of
these sitesHospital A was chosen because it had a greater number of frontline interviewees,
and it was the only site where medical staff below consultant level participatezstudy.

So all interview data from hospitals A, B, and D were included (the option to include data
from hospital Cif data saturation was not reachegimained sice the dataset already existed;
however this was not necessary). Consideration was givesirtg only data collected from
participants with a frontline care delivery componentheir work, however asvans (2010)
suggests that managerial level staff may have an important role in enablingrtasiof
discretionary practice, staff of all levels at sitedBAand D were included. The dataset used

in the secondary analysis is highlightedyneyin Table3-3.
3.7.5 Analytic Method

The choice of method used for analysis was somewhat dictated by the methodology and the
use of a secondary data set. Some analytic methodpitwweols, whictrequire analysis to

be completed alongside, and have an influence uda,adllection (e.g. grounded theory
approaches); this was clearly not possible when the data set already existed in its entirety

before the analysis began.

Interpretive phenomenological analysis (IPA) was consid@edth and Osborn, 2008

This is an anal yti c livedetperienggu eoft hpdr ffiociup&st ©® n.
part i c unkeamings pattidular experiences, events, states hold for participgdrsth

and Osborn, 2008 Whilst the experiences and constructed meanings given by NHS workers

to their work were of relevance to the research questions, the importance of actions and

processes @ahshared understandings was also appreciated. Additionally the interview guide

was not sufficiently focused around the lived experiences of participants and so IPA was not

considered an appropriate analytic method.

Generative thematic analysis describesagie flexible approach to analysis of qualitative
data. Itis an extensively used analytic technique which has been outliBeauoyand

Clarke (2006) It is asix-phaseaechnique during which the researcher continually engages
with the dataset in order to identify and interpret recurring patterns emcefh Themes are

d e s cr ieme d Eadothe iata in so far as they are grounded id#tasehowever this
emergence is an active and systematic process that is managed by the researcher. The
analytic process is managed over six phases as outlifregure3-7. Whilst this is presented

90



as a linear process, in realtheanalysis movethack and forward through the phases astthe

becameamore refined.

1. Familiarisation with the data

A4

2. Generation of Initial Codes

N

3. Searching for Themes

N

4. Reviewing Themes

N

5. Defining and Naming Themes

N

6. Producing the Report

Figure 3-7. The Six Phases of Generative Thematic AnalysiBraun and Clarke, 2009
This framework was used to analyse the data set as follows:

Phase 1 The data had already been transcribed, checked and anonymised and these
transcipts formed the data for analysis. All of the transcripts were read through, with notes

taken about any queries or ideas generated.

Phase2. Thetranscript documentsere entered into a qualitative data manager software
programme (Atlas.tVersion7). The first cycle of coding involved assigning descriptive and
process codes to passages of (8aldafna, 2013 Specific attention was given to passages
thatrelated to quality management in terms of; assessialifyjof care, responding to

instances of suboptimal care, the sequelae following from adtikas to manage quality of
careincluding the reaction and responses of hierarchically superior staff. During the coding
process notes were made to record bgreg ideas and codes were frequently amended (e.g
somecodes split into sub codes, some codes grouped into super codes). An example of

coding is shown with a data extractAigure3-8.
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Data Extract Codes / Sub codes

(where 034 is interviewee, and AF is interviewer)

034 1 mean always find time to chat really becau| Finding Time Chatting
youbdbve got to for these ' o
information, and | give information right through the nformationprovision
day, I dondét just wait
Aright youodore, thgoBnai s
happeno kind of through
you do. At the moment you do your obs regularly,
and i tos absol utel y not|UnnecessaryCarPhysical
gonna send them home, we have like a scoring syg observations

but | 6ve been r edauseitmeans
that youdre going in ey Using one thing (protocol reg
obs and chat, so you might just do the blood press| Plood pressure) to gain
and say fAhow you f eel i nanother(contacttime)
you this, are you that, have you this, do you know
what 6s goi ngq tyomuhampp éro
can just kind of just wheedle in a few minutes all th
time through the day to look after them

Prepaation

PainassessmenPreparing
for after treatment
AWheedling in time

AF  Quite crafty

034 Wellitis, cos we were told we had to do it,

_ _ Enforcedversus voluntary
and then we realised, we thought what we doing,

action
webresgmnmnnd hese women |
their obs every hour th
never, very rarely shog
were poorly woul dndt vy g Professionaknowledgeof
the vital signs and ev eWhenaspectsofcare

we can o it, to keep the level of care up which is, ..| Necessaryhnecessary
giving them the time yeah, yeah, and somebody, n
matter who will always go in and do them obs all dg
and then people dip in in the meantime, which is ni
but at least then they get better care tharey there

Giving them time

Betterquality of care

just, i f you didno6t do |Gainingcontacttime
youbdd be thinking o0crik

you youdd think 6aahh, |Poorcargleaving patient
been in, |odve | ef t h e r| aloneterrible

Figure 3-8. Example of data coding

Unusual or contradictory accounts were deliberately sought to add depth and incorporate

minority views (e.g. there were few instances of frontline nurses explicitly challenging top

92



down policies, so the two cases where this happened in a substantial ieacminised to

identify differences (e.g. in motivations, actions and personal/organisational consequences).

Phase 3 Once the codes were identified they were incorporated into a mind map using

XMind 2013software,and then moved around into commoarties and conceptseating a

ficoncept map(Davies, 201}, this was a pragmatic choice because | have a personal
preference for visual learning and found it easier to conceptualise relationships between codes
in this way. This stage involved some codes collapsing into each other, some being split into
subcodes, and some codes being promoted to themes. This was a long and fluid process

with many changes made before the preliminary framework was settled upon.

Phase 4 This phase involved reviewing the themes for internal consistency (i.e. checking

that the dta extracts relating to each theme were ohse nt and ex pst@yld sed a
describing the cod@raun and Clarke, 20)4 It also involvedensuring each theme presented

a distinct concept. Once this was completed the concept map was checked across the
complete dataséd ensure that the themes made sense and identify importathatataere

not coded or adequately accounted for within the framework.

Phase 5 This phase involved refining the framework to identify relationships between the
themes such that they are@bd explain an overall narrative which was (a) grounded in the

data and (b) incorporated insights gained through engagement with the literature regarding
macro and micro level organisational theory. Up until this point the analysis was largely
inductive(i.e. the codes and themes and concept map were generated as a consequence of the
researcherdéds interpretation of the dataset)
the micreorganisational theories outlined in Chaf@gsection3.3.2 were introduced into

the analytic process. This involved considering the codes and themes, and considering
whether the codes, themes, and relationships describesti stumstructions of quality, and

whether patterned and systematic tactions that contributed to the management of quality

at the street levetere evident. It also involved considering the contextual influeofces
largerstructures (organisationalles, professionalism, societal constructs) on thoughts and

actions.

Phase 6 The final phase involved the preparation offihdingsand discussiosectiors of
this thesis. The followinthreechapters present the overarching themes and subthemes
within each presenting data extracts to support the findiGgapter seven thegresents a

discussion of the overdihdingsin relation to(a) the study questiomnd (b)the existing
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knowledge andheory outlined in the literature reviewt then concludes byutlining the

contribution of this study to #knowledgebase
3.7.6 Thesis Timeline

This thesis was comked on a partime basis over an almost sewarar period The

timeline within whichthis thesis was developed is showTable3-4. This demonstrates

that the data collection phase of the study occurred before the developmentesétreh
question; this is entirely usual for a stugipploying a secondary analy¢ideaton, 2004 In
some respects the research quesdmreloped for the secondary analysis was generated by
the analysis conducted for the primary project; this identified that staff appeared to be
engaging in informal activities that were influencing QOC. Subsequently this led me to
explore organisationaheories (and more specifically mieooganisational theories) that
offered the opportunity texplore these phenomena, and the impact they have on QOC, in

more depth.

Year Date PhD Related Activities

1 2010 Project set up andata collection. Completion &iferature review on early
miscarriaggChapter2).
2 2011 Completion of data collection and transcription of all interview data.

Completion of literature review on quality management in the NHS

(Chapterd).

3 2012 Reviewof sociological literature generally and of organisation theory
specifically.

4 2013 Development of secondary research question and methoddlugit.

completion of Methods Chapter (Chapter 3).-&guaintance with data
and completion of phase 1 andf2data analysis

5 2014 Completion of phases 3 and 4 of the data analysis.

6 2015 Completion of phases 5 aBdf the data analysisDraft completion of all
findingschapters (Chapters@).

7 2016  Writing up year. Completion of discussion aswhclusion chapters
(Chapters 8) and review/revision of all other chapters including

formatting and referencingProduction of final thesis.

Table 3-4 Evolution of Doctoral Studies
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3.8

Limitations and Importan t Influences

3.8.1 Limitations Related to Study &sign

The limitations of the methodology used in this research have been outlined in this chapter.

To summarise they are:

1 The use of secondary data as the data source has been described alongside its

implications for the content of the data set and the limitations it presented in terms of
choice of method and methodology. Many of these limitations were offset by using
data ollected bytheresearcher conducting th@alysis for this thesis

The participantsvere seliselecting in so far as they chose to consent and provide
data. Whilst the interviewees spoke about other colleagues, those colleagues have no
voice in this resarch.

The use of semstructured interviews to collect data has been described. This
technique produced a rich dataset but this is limited in so far it does not capture
naturally occurring data, but rather it allows interviewees to choose how they would
like to represent themselves and the topic under investigation.

The use of the health care offered to women experiencing an early pregnancy loss as
an exemplar for this study r e p r e sasestutlyd design Bisaflvantagesf this
approactare that ths context has specific features which are interesting from an
analytic viewpoint, but which may limit the extent to which fineingscan be

assumed to be relevant to other health care contgtktsut further investigation
(Flyvbjerg, 201).

The use of a constructionisaradigm has been justified. This acknowledges that the

knowledge generated during the study is subjective armtlezded by the researchaard the

research participants; it refleasly one interpretation of the data and the way in which it

explains theopic of the research Subjectivity is not considered a limitation in qualitative

research of this nature, however it has an impact on the ways in whioidihgscan be

interpreted and used (i.e. they cannot be widely generalised). To aid trangphesnext

section outlines my background (as the resesatiohboth the primary and secondary studies)

to allow the reader to consider the influence it may have on my analyses and interpretations.
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3.8.2 Researcher Influence

AThe compl exi ty andoursharadhumanity pestfigueemndosour
guestions, our investigative processes, and, ultimately, our answers. Our own location

must be carefully c¢on Angere20@0dp3¥nd cl early ex

My own background firmly places me in the arena of frontline work in the NHS. | began
training as a midwife when | was 18, then went onto work as a frontline clinical midwife for 5
years, followed by 16 years of working as a clinical research midwife. Thissntean had

come into contact with some of the interviewees before the project began. The latter role has
involved me working on a number of different research projects, all clinically focused; in
some my role was to del ipwedngwomenwith mfermaiétns e 6s r e
about research, talg consent from those who wished to participate and orgeyasd

deliveling study activities), and others involved me developing and managing research
projects based on my own interests (alongsiderattierested academics and clinicians).

Two of the projects | have been involved with brought me directly into contact with women
experiencing early pregnancy loss. The first was my involvement with the Human
Developmental BiologyRresourcevhichinvolved me speaking with women experiencing

early pregnancy loss (termination of pregnancy and miscarriage) regarding the donation of
fetal tissue for medical research. The second was my involvement with the primary study
described in sectioB.6.2 a study that project managed arfdr which I collected all study

data.

My experience aaresearch midwife placed me in an interesting positioravis the

front | i ne delivery of care. Being a research mi
observero6 role in so far as | am not constrai
my responsibility igorimarily towards research related activijiesit ye | amstill considered

as a clinician by the other staff ahsitill perform clinical duties when required (e.g. | give

advice, answer buzzers, put my arm around patients when they cry). In terms of the clinical

team, this leaves me feeling thatrhflone ofthemo andfinot one of themsimultaneously. |

notice things the clinical team take for granted or overlook, but | also have some

understanding of the organisatiofedttors, whichmight contribute tahe way they act and

think. It also had an impacin my ability to converse easily with health care workers during

interviews which may have aided a willingness on their part to disclose information they may

not have to afoutsiden. It is, however, alspossible that it may have impacted on my

capaciy to probe during interviews as | may have missed opportunities to query taken for
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granted assumptions because | also take them for granted. It also created a slightly awkward
dynamic when | was asking questions which interviewees felt I, as a fellaeiariypwould

already know the answer to (in one interview | asked a frontline nurse why she felt it was
problematic for women if their treatment for miscarriage was delayed and she was speechless

that | would need to ask!).

In the initial stages of theath collection for the primary project | did not think beyond a

simple cause andfett model (frontline staff do naleliver care as they would wish to

because they cant) but | suspect that was because it offers a simple way of justifying

inaction whilg retaining a positive outlook on my profession. Engaging with the sociological
literature has been a difficult task; for the most part the language is complex and difficult to
decipher with multiple authors using similar terms for different things,ftareint terms for

what seemed like the same things. Perseverance, however, led me to think about my role, and
that of my colleagues, in very different ways and taught me to constantly question that which
my training as a midwife, and as a research midwiidel taught me to assume. This
transformed the direction of the research. The significant introspection this caused as |
contemplated my own role in previously supportiage that | personally believed to be less
than adequat@as uncomfortable to sdlye least. Nonetheless, my consistent work on the
fishop flood across the time | have been completing this thesis has, | believe, kept me from
straying too fafrom the pragmatic issues tHfate frontline NHS workers on a day to day

basis (the difficulsituations occurring at the frontline are experienced as real regardless of
whether or not they are socially constructed). | acknowledge that this might be considered a

positive or a negative dependingtorh e r eie@vdoet 0 s

Finally, aside from my mfessional background, | am also a female and a mother. Whilst |
have not experienced pregnancy loss, | have personal experience of maternihecaets
of which | found focused on efficiency at the expensi of a, arel @opleprocessingstyles
of care deliveryat the expense of holistic practice. | can therefore place myself as both a

provider and receiver of care.

By outlining my position | am allowing the readerconsider my position in interpreting and
presenting my analysis tifie data. Whilst it is true that the study relies on interview data
alone, it is also true that | have observed the delivery of early pregnancy care over a number
of years and, whilsihy observations were not masigstematically antheydo notformally

contribute to the analysis, it is probable that this knowledge and experience has contributed to
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the ways in which | view the research questitie interpretations | have placed on the

outcomesand the conclusions | reached
3.9  Thematic Analysis Outline

Thematic analysis identified an overarchimayrativein the datafiwho minds the quality

gaps0 .The wordfiminds was chosen deliberately because it has multiple connotations; as a
verbit can mean watching over or paying attention to somethingleiigy mindful of a
patientodos experience of health care), and it
important (e.g. | mind whether my patients have a good experience of Haeepxford

Living Dictionarie9. This reflects thelata which suggests thalt intervieweesvere aware

of, and described being bothered by, suboptimal aspects of their early miscarriage services.

also reflects the way that interviewees described attending to quality shortfalls through their

formal andinformal activities.

Intervieweesonceptualised quality in health care for women experiencing a miscarriage as
being that which acknowledges the highly individualised ways in which women respond to
miscarriage, and accommodates the need for healthocangport emotional, as well as
physical, needs. Delivering thiype of patient centred caresMaowever describeak being
challenging in a health care system that manages and measures quality in health care in
rational ways, and which is subject taxgeetition for finite and increasingly limited

resources; this leaves gaps in care that result in the long standing dissatisfaction with care
repeatedly demonstrated in research with women experiencing early miscarriage. It may
appear that frontline NHSavkers accept that these gaps cannot easily be closed using formal
NHS processes and resources because they lack the formal power required to make changes.
The data, however, shows that frontline wosld have informal powehatallow them to
negotiatewith each otherand with organisational superioims ways that helphem to plug

the care quality gape lessobvious waysThree major themes emerged from the data that

outline this situation.

Theme 1. Recognising the Gaps

The firsttheme centres othe ways in which individual frontline health care conceptualise
guality of care in relation to miscarriage. This theme encompasses the ways in which
interviewees describe miscarriage as a complex health carewitbra unique set of
featuresthat make care delivery challenging and not conducive to standaasidedyid

models of health care delivery. It also outlines organisational features thatesaras
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integral toa high quality service for women experiencing an early misgger This theme

therefore provides insight intspects of care that frontline NHS workers may aspjranit

the organisational structures they describe themselves operating in. It also explores the notion
of experienced frontline workers agey resarcecontributingto quality management

through their recognition and management of suboptimal care

Theme 2.Negotll G A2y > O2YLINBYAAS YR Fy WFHOOSLIilIofSQ I
The secondheme focuses on the watymtaspirations for care quality play out oretivards

and departments within which care is delivered. This theme outlines the ways in which the
parameters of acceptable care quality are constructed thadugimework ofpragmatism,

negotiation, compromise, and the development of local communitgcsnses.

Theme 3.Managing Quality Gaps at the Frontline

The thirdthemedescribesiow frontline NHS workers capitalisen their knowledge to

d e v e s$treeplevdd practicesand the ways that these practiegsiress different views (e.g.
patient, froline staff, organisational) about qualityprovide insight into howhese street
level activities may serve tmntribute to theeplicaton of practices that systematically fail to
meet patient needs and which situate humanistic aspects of healtheatgordinate and

tenuous place.

A breakdown on the main themes, subthemes, and concepts are illustfagdae3-9. An
example of additional detail as appli®® an individual branch of the map is shown in
Appendixl . The next three chapters (chapters four, five and six) focus on each of the main
themes in turn and draw upon the original dataset to explain the context and content of each
theme in detail. Chapter seven then situates these thaclesithin the overarcimg

narrative andiiews thefindingsthrough the lenses of timeicro-organisational theories

outlined in sectior8.3. Overall, this provides an in depth explorataf the ways that the

actions and inactions of frontline NHS workers involved in the delivery of services to women
experiencing an early miscarriage might contribute to both improvements in QOC, as well as
the perpetuan of QOC shortfalls.
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Chapter 4 Findings 1. Recognising the Gaps

This theme emerged from the data as an important backdrop to understanding the actions and
inactions of frontline NHS workers in the face of suboptimal QOC. It sets the scene as to the
specific challenges presentedthg provision ohealth care to womeaxperiencingarly
miscarriage, and identifies organisational factors that health care staff consider to be
represerdtive of a high quality servider women experiencing this form of pregnancy loss.

It also describes the important role that experierficedline workers arseen aplayingin

terms of delivering high quality of care in this conte®verall this theme makes the case that
early miscarriage is a health care context that poses particular challenges #rmelabpéects

of care consideredesirable, but not alwayshievedn practice, ge those that acknowledge

the individual needs of patients and attend to those needs holistiealthey attend to

physical, emotional, social and psychological needs). Experienced frontline workers are
presented as an important resource in terms of being able to recognise such quality gaps and

in supporting colleagues to understand and cope with those gaps.
4.1  Miscarriage as a Special Case

Many of the interviewees suggested that miscarriage was anvetiefeatures that posed
particular challenges to those delivering health care to women experiencing it. The features
are not unique in themselves (i.e. there are other health care events which involve the
attributes discussed) but it is the combinatibthese attributes that marks miscarriage out as

particularly challenging to manage.
4.1.1 Variable Responses to Miscarriage

As discussed i€hapter Twoa number of adverse emotional and psychological responses
have been described to be associated withxperence of miscarriage, and these responses
have been described to vary widely between individuals. This was reflected in the interview
data, with all frontline interviewees describing their experiences of providing care to

miscarriage as a traumaticesu that affects individuals in differing and unpredictable ways.

~

il know a reaction from the woman can be

hysteria (Frontlinemanager, nursing, 021

Delivering health care in thesgaumstances was desceith aschallenging, and this was
compounded by the negative nature oféRperience that was describedeedng to patients

beingparticularly sensitive or critical.
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Aobviously ités never going to bemsa positiyv

theyol |l al way s (FrondlimegnuraingfO®2w i ssues o

Health care workers rarely have a-apasting relationship with women attending with a

threatened or confirmed miscarriage, so they described having to make rapid assessments of

each woman tonderstand her responses and consequently her needs.
4.1.2 Knowledge and Expectations

Patients were described to be generally naive about miscarriage with, often, little prior
experience or knowledge prior to the diagn@sikich was, in many cases, unanticgut
This meant many women had unrealistic expectations about the ability of health care
technology to diagnose or prevent miscarrialggervieweedelt that this led to
disappointment or additional distress, and also left women disempowered andblalnera
since they had limited time to assimilate or research information #imueality of their

diagnosis and treatment options.

Atheyodore totally anticipating happy news,

s h o ¢Fkordtline manager, nursing, 021

Aithe patients find it frustrating that

t here are ti me s(Frantimemanagen medicak@30 candt o
4.1.3 Timeliness of Care

Women experiencing symptoms of miscarriage were described by most wesgias being
desperate for assessment in order to ascertain whether the pregnam@apiead his was
challenging for those working within Early Pregnancy Assessment Units (EPAU) where, in
two of the hospitals, the appointment system meant waoeretines needed to wait up to

threedays for an appointment.

~

you see me nowd, and everybodybés thinki

Il t hink i f nkengtkat, hdnoydukriow wherhtley get in the next available

S

why

Al think itods..youksnow,hadwhyydbaordé/t iysou see

ng

appointment then, obvi ofrandling, niostng,fQ7e canot

Furthermore, pon diagnosis, women were described to vary in their demands regarding the

speed with which they whed the miscarriage to be completed.
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AYou tmiggeght a wo man right owantithis babyeout,eand | waatyts 06
out today, Il 6m not wal ki ndg decuamle@@h yolhgetr e wi
the opposite woman who wants you know togkker baby with her as long as she

pos s i b(Frgntlimeanarsing, 021
4.1.4 Taboo Nature of Miscarriage

As described b¥urphy and Philpin (20200 miscarriage involves a number of procedbas

are generally considered to be taboo or uncomfortable (e.g. death, vaginal blood loss, grief,
pregnancy loss). This was confirmed by intervieweles moted the need to ensure
supportive, sensitive care that maintained

allow grieving and discreet management of vaginal bleeding).

Athereds two rooms on this warethanttwoand h a v
thereds patients in there, the other sid
which isnét, | woul dnét particularly 1Iik:

the passage t(Brontdire, nurging,t03e t oi | et O

Whilst noneof the interviewees described having any discomfort dealing with these issues
themselves, some described colleagues who felt fearful or unprepared to deal with this type of
care. A few interviewees indicated their belief that working with women expergenci

pregnancy loswas nota job that everyone could do.

Al think it takes a certain kind of persi
nursing staff deal with, er, cancer pati
gotto have thatsodaf t hing in you, you know. Ther

(Frontline, nursing manager, 049

Al think because they either |l ack intere:

candét deal wi tdFréontine nlrding,®)0e mot i onal | vy
4.1.5 Socid Nature of Miscarriage

All frontline interviewees noted miscarriage to be an event that can have a significant impact
on the partners (and wider family) of women receiving treatment and, as such, many indicated
that it was important to ensure partners and family (where relevarg)supported and
accommodated alongside patients. Organisationally this represented a challenge since only

the women experiencing a miscarriage are formally patients. In two of the hospitals, women
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receiving inpatient treatment for miscarriage wammnetimes nursed in multiple occupancy
ward; allowing male partners to stay overnight on female only wards was described to be

uncomfortable for everyone involved.

Asome of their paabsauelydevastaedherbyeu kdoe/theirst at e d,

partnerdoses a baby and their wife or girlfriend loses the baby, in fact that was one

thing | think we should consider more, what we do for the male partner, erm, .. | have
since, you know, over the years |1 06ve found
bdbi es for one reason or another whose partn

(Frontline Manager, Medical, 049)
4.1.6 Locating Care

All interviewees offered opinions about the challengepgdropriatelylocating care for

women experiencing a miscarriaggéome of the challenges related to the issues already

discussed in this section (e.g. accommodating partners, maintaining privacy). Aside from

these pragmatic issues, interviewees discussed the appropriateness of nursing women
experiencing pregnancy leslongside other patients from an emotional perspective.

Miscarri age was Vi ewetdothentypes of ceee, far examptejgénkeralr ent 0

surgery(though this was nat consensus view and some interviewees refuted the distinction

A e a r gnancyplassepatients, and things surronge@arly pregnancy loss, is not the
same as general surgery, and that needs to be taken out of the mix and put somewhere
e | gFeoatline, Nursing, 010

For some intervieweesparticular concern was the placemehiniscarriage services

alongside pregnant women or women undergoing an elective termination of pregnancy.
Some interviewees described this as a distressing reminder that other womengawg on
pregnancies and that some choosamabntinue a healthgregnang. Other interviewees
acknowledged this but opined that removing women from maternity care as soon as a
diagnosis of miscarriage is made could leave some women feeling that their pregnancy had

been dismissed or devalued.

Al think ités very wunkind, em, to have peo
and then people who are comionFhntlinegy i n | abour

nursing, 041
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feven i f a | ady is miscarr ythatwasa she st i ||
pregnancy, it is a well wanted pregnancy, well most of the time, you know, and | think
they | i ke, they do |i ke the fact that th
and being looked after by midwives rather than other hospitalgnasgologp

(Frontline, nursing, 044

This demonstrates the complexity involved in siting services for women experiencing
miscarriagehowever many interviewees suggested that organisations did not consider these
issues when structuring their services. fikteab environment for such services was

universally described by interviewees to be a standalone unit, within which all aspects of the
care process (assessment, diagnosis, treatment and follow up) would be managed by a team of
knowledgeable and expereed staff.

Athe top and bottom of i1it, the staff the
director, and the medical staff feel, is that we should have a separate early pregnancy

unit <é> but webve been t alyinancgs andwbaret i t
would a build, 1tdés | ust(Mananédr,052i nanci al |y

In summary, the data suggest thatly miscarriag@asa number of features that makeuiit
unusuahealth care context and one thapasticularly challeging to ensur¢hathigh QOC

can be consistently deliveréar all patients These include the variable and unpredictable
responses women can have to the experience of miscarriage, the uncomfortable societal
aspects ofthe experience, the need to attemdtt he needs of the patier
appropriate place to situate car@ttending to these specific needs requires a flexible

approach to health care delivery that may be at odds with dominant models of health care
delivery and this is expted further in sectioA.2 Anotherimplication of these observations

is that recognising quality gaps requires frontline workers to understand the specal natur
miscariage as a health care context; the importance of experiential knowledge in relation to

this is explored in sectioh.3.
4.2 Institutionalised versuslndividualised Care

All of the aspects of miscarriage described in the previous section pose particular challenges
for frontline staff who described blanket approaches to service delivery for women

experiencing a miscarriage as constraining their ability to uradetsand respond to, each
womanos needs. Flexibility, and the abil:]
described to be a feature of a good quality service.
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Awe try and see them as soon as pmwmssible, w
sort of with, you know, I f theyove got chil
and theyodédre not back wuntil Thursday or Frid
know, get them in then, em, and so | think we do quite a good job there in st of |
the way we, .. sort of deal with the women you know, the way we interact witld them

(Frontline, nursing, 010

Interviewees described a number of organisational desighutesthat they considered to
facilitate the delivery of such individualised eafDrganisational designs were generally
discussed as structures imposed upon frontline workers, and something that they positioned

themselves as having little control over.

Four Cs were identified as being ideal service attributes for women experiencing an early
miscarriage; caringsontinuity, choice and controFurthermore it was suggested that
Afsafetyo, in terms of pr ev eattribuiteof@ny healthoaret o pat i
service. Whilst these attributes have been broken down into separatgticsections in this

thesis (as they describe different concepts) it is important to acknowledge that the interview
data suggests overlap and interaction. Rengpor adding one attribute to a service has the
potential to compromise or support staff in their abilities to deliver other aspecEBdsee

4-1). For example, Wwere an organisational design restricted patient choice this was described
asdisempoweng and takingcontrol from patients. Similarly lack of continuity was felt by

some to limit opportunities for relationship building with patients, leading to thdmdee

uncared for.Relational aspects of care have been proposed elsewhere to have an impact on
patient safety by influencing the extent to which patients are willing to report concerns
(Raineyet al, 2015.
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Figure 4-1. Interaction and Overlap in the Attributes of an Ideal Service for Women
Experiencing a Miscarriage

4.2.1 Caring

One of the clearest themes emerging from the dataset was the importAnceaof daspeaso

of health care, and the perceived need for it to be an integral part of the services delivered to
women experiencing a miscarriag@escriptions of whafcaringdb meant, or what function it
played, were vagyéut they all related to humanitarian concepts such as empathy, dignity,

kindness, compassion, reassurance and understanding.

fitds a phil osophy thearneg,s amaho dkeyds .mitshea
just plonk them into a bed and go away and leave them there, yeah, they need some
support, they need, you know, er, .. reassuring, sometimes, consoling and stuff, and so

ono (Frontline manager, medical, 035)

A i ¢ a odppraach to health care was descriaedne thadcknowledgsthe patient as an
individual (rather than asf@onditiord) and encouragaelationship building between the

patient and her frontline carers. This shifts the dynamic from avageto a tvo way,

interaction allowing staff to better understand the experiences and needtvodual

patients and respond accordingly. Frontline interviewees repeatedly identified lack of time as

a key barrier to them being able to deliver on ¢hesring aspets of health care
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il dondt think that the carebds, sort of, e
from a, a relationship building point of view, building that rapport, getting that, you
know, getting them to, to sort of build some sort ofttmagh you so, you know, they
feel safe in being there and having, going
ask questions, theydére able to say 61" m in
having a little cry if they feel like they needitlé cry, em, in terms of providing care,
they still get that care, they still, you k
bl eeding excessively, you know, theyo6re get
having their adatngthegesapriosto| etcétdrag sp theyetill geethat care
but I think in terms obuilding that relationship, offering that security, you know, |
think thatoés maybe, odFontimennaaagdr,aursing, 022) can f al
Frontline intervieweesutlined a number of reasons why they were unable to devote time to
these aspects of care; most related to the ways in which services for women experiencing an
early miscarriage were organised and the extent to which that restricted the ability ofdrontlin
wor ker s t o p roveoothér demanes ofi thedr tinnen Ig this respect, organisational
structures were described to have a significant impact on the delivery of relational aspects of
care; not because the importance of these aspects of Gatmmeaognised, but because the
resources required to deliver them were not understood or accommodated.
fithe computer, and the all the rest of it, the paperwork, you haven't got time to do it,
they're putting more and more emphasis on that and the pgatiesing out, because
you're thinking right, | cannot sit here with you for half an hour, I've got that to do ...
you feel awful, but you do sometimes have to cut it short and you know this woman
might want to sit and talk to you about how she's feél{fgontline, nursing, 010)
4.2.2 Continuity
Mai ntaining contact and responsibility for a
positive impact on QOC in a number of waysterviewees from Hospital B in particular
described their (relatively newly) fragmé¢ ed or gani sati on of care, wh

through the care system involved passing through a number of departments and seeing a
number of different health care workers. This was described as detrimental to quality of care
and often distressing dnnconvenient to women. Alternatively, Hospital D delivered almost
all of their care within one department and, where possible, all aspects of the patient journey

were managety a small, discrete team.
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fihow many places is that? How many differetels and how many different people
woul d they see? So theybve gone through
<X>, come to us, then, er, admitted back to ward <X> or ward <Y>, then they go to

department <Z>. Bit of a nightmare reallfréntlineManager, Nursing, 02(Site
B'))

it hey do have continuity of care, theyore
department, and we are quite small team

face® (Frontline, nursing, 04{site D)

The benefi of continuity extend beyond the impact on relational aspects of care. Following
patients through their care journey was described to enhance feelings of responsibility

amongst staff (both for individual patients, and for the service more generally)capase

the potential for staff to have control over the way care is organised. Fragmented care,
alternatively, offeredthe ppor t uni ty f or dspedsyfcarethelyieret o 0 p ¢
unableto, or chose not toengage in, and oftenrequired wokers to enter into negotiations

with other departments to secure appropriate care.

in <our department> webve got a core tea
know whodés coming, and who should be whe]
chasetem up. | feel like, we work really v

somewhere elggFrontline, nursing, 017)

it he sonographer wil |l ring 6oh, wedbdbve got

bringing her round@g,omna mionuttd, nike dvwee | gc

the wardds heaving, we dondét want to bri

upset, sheds crying, 6écan you send her o

anywhereaeound t here gwal canosi webee?beally b

yes, we are as wel l , ©b(rontlineenarsing, 00bt nowh e
4.2.3 Choice

Being able to (a) give women choicewere and (

generally described as essengi@ments of high quality and individually appropriate care.

19 site descriptorgiven for these quotes to allow comparison of site attributes on patient
experience.
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The role of the frontline worker was viewed as supporting women through their choices and

ensuring that those choices remain within professionally defined parameters relating to safety.

fitshoul dndét really be for medics managing th
t hat should be managed, i1itdéds actually, it s
come in with a particular odd request and actually ask for this or that and, you know
youodre supposed to then accommodate them wi
the protocol really (Frontline, medical, 006)

Aspects of choice within this context included choices about timing of treatment, type of
treatment, anthe way in whictthe miscarried baby is manag@d Interviewees described

their experiences of situations where organisational constraints meant that some choices were
not truly or equally available. This included at Hospital A (where medical management of
miscarriage wasawally available far more quickly than surgical management), at Hospital B
(where timing of treatment was offered but not always open to choice), and at Hospital D
(where surgical management of miscarriage was only available to those women who

independenyl requested it).

ft hey are given the choice in clinic, do yo
have the choice of when they want to come i
and they say O0such and sychdodmamgdvi egl It e ma
choice but they havenodét particularly got th

t h é(Rrontline, nursing, 036)

Some of the interviewees described their own discomfort in supporting, what they often
consideredtobeunfai, or gani sati onal l i mitations on pat
information or giving information about choices they knew were unlikely to be available.

This was especially the case in sitaas where they felt that the restricted optieould

actuallymeet an individual patiend6 s needs better t hoption.t he mor e f

20 The need to use of sensitive terminology when discussing miscarriage has been
highlighted elsewher€ameron, M.J. and Penney, G.C. (200®yminology in early
pregnancy loss: What women hear and what clinicians widetnal of Family Planning and
Reproductive Health Car&81(4), pp. 313814. As thee is nosingleacceptable word to use
for the fetal body once passed, I have used t
the word most often used by frontline health care staff when speaking to women about their
loss, accepting that not allomen would use this term when talking about an early
miscarriage.
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fimost people dondét know itdés an option, t
struggle with medical management, | think some people do stauggtantline,
nursing,050)

4.2.4 Control

Having a service that allowed patients to retain control over their experience of miscarriage
was described to be another important component of a high quality service. This was heavily
linked to the provision of informationn the basis thaharing knowledgéa) empowered

women ancenablel themto make informed choicelat met their individual needd)

alerted them abowtspects of miscarriage that they mightotherwise unprepared for (e.g.
explaining that miscarriage can be painful), anch@ped women to recognise when they

may need additional medical help (e.g. expl
Communicating adequate and realistiformation in a sensitive wayas described to be an

important skill for staff to have

itdos all about i nformation giving really
sure that the patients and t heifanythimmi | vy,
untowards does happen, how to get them in here quickly andds@afaintline,

nursing, 041)

iin cases where there is .. therebds no de
one side or the other, vy onbetdogpesbimisisvant t o
(Frontline, nursing, 012)

Whilst the concept oinformation provision was linked to ideas of empowermienaction,
frontline workers retained overall control by making decisions about how much information
they shared (based on thenpressions of the needs of each woman and a wish to avoid

overburdening them with too much information).

fil suppose health care professionals,d ul dndét de stgping buteyoui t as s
make, you make an assess meem bythée phnaseutimat pat |
they use ancem the questions that they ask, that might allow you to, to make an

assessment of what they know or what they undergtércbntline, Nursing, 012)

Continuity and relationship building were descrilaesdacilitatig empowerment since they
allow greater flexibility in terms of how and when staff give women information and require

them to make decisions. More fragmented services involved aspects of information being
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passed onto other wards and departments, incgetigrrchance of conflicting advice being
given, as well as imposing arbitrary time limits based on organisational factors (such as length

of appointment time).

fil always try and give them the booklet as quickly as | can, em, to say, you dinisw

iswhat wedr e Gggoaamad tdherc uvehbsen | f eel itdéds rel
them, you know¢how do you feel about discussing the fordsnd | 61 | go back
di scuss them, and one of themdés to discuss

any preferencg® (Frontline, nursing, 019)

Organisational factors were descrilmxisometimes presentibgrriers to effective

knowledge sharing with patient&xamples provided includdichiting the time available to

staff to engageni meaningful conersation, oallocating information provision tasks to staff
with limited experience of miscarriage care and limited knowledge of the patient (e.g. at two
hospitals the task of taking consent for treatment was allocated to junior medical staff who

were notinvolved in patient care in any other way).

it he i ssue that you know you had to then fi
the doctor has to come in who the womands n
with the midwife then goes throha pink bit of paper with them and then goes off

again, and then itds tofManagei @Wi fe t hat does

Using written information to supplement verbal discussions was viewed as appropriate at all

of the hospitals participating in this stydbut it was also described to present a particular
organisational challenge to staff since it had to be reviewed and agreed by departments
outside the wards and departments delivering care. This was described at one of the hospitals
to be a lengthy pr@ss that prevented frontline staff from easily changing and updating
information leaflets. This limited the control frontline staff had over the information they

were providing and, in some instances, left them providing women with written information

stdf considered to be insensitive, incorrect, or out of date.

fithe original information leaflet that was given had baby this and baby that, which is a
bit insensitive to those who actually donodt
kind of erm, reamped to take those out and again, that must be about eighteen months
ago and that went into somebody el seds syst
old, the old ones, erm, because | dondét kno
new ones (Frontline manager, nursing, 063)
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Al do understand why the Information Department might want the uniformity in the
whole Trust, | understand that, but it does make the process slightly more elongated
while if there is a clinical change. | think if thepdgtment agrees the, the core body of
gynaecologists are agreeing, and it is a safe practise to make, we should just be able to

do thad (Frontline manager, medical, 030)
4.2.5 Safety

Within the discussions about the four Cs outliaedve the importance adelivering safe

care was described to be paramourir example, choice and control were only considered
appropriate if the information provided to women was based on best evidence and the choices
subsequently made by women were considered by intervigwéessafe (in fact a previous
adverse outcome was implicated in the reasons for restricting treatment choices at one

hospital).

Awe used to offer medical managenmamnt and
we had a lady who diednd that changedh y we d jedsurg@ital ntahageenent

on weekends anymarkecause of coveso they decidece m, I canodot remem
many years ago nhow, em, but we were only
(Frontline, Nursing, 041)

Issues of safety wepgredominately linked to physical aspects of health and the prevention of
maternal morbidity and mortality. Maintaining patient safety was described to be a key
priority for health care organisations, as well as a professional and personal respofwibility
workers. Importantly early miscarriage was generally not described as a particularly
hazardous event; the focus of care was on strategies designed to monitor patients for signs of
impending complications and activities relating to this were not¢onsuming

This section has discussed the attributes of health care dehatinterviewees felt should

form part of a high quality service for women experiencing early miscarriage. Many of these
attributes emphastsnodels of health care delivery tralow health care workers {a)

operate flexibly in order to respond to the individual and variable needs of each gadient

(b) deliver on intangible aspects of care (e.g. caring, kindnd$s data however suggest
thatthe organisations that intelewvees operated within offeredriable opportunities for

frontline workers to prioritise individual patient needs over the need to manage care delivery

efficiently and in accordance with standardised organisational policies.
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4.3 Who cares? Staff Contributions to High Quality Care

A skilled workforce was describexsan integral attribute of a high quality health care service
for women experiencing problems in early pregnancy. There were a variety of different types
of staff delivering miscarriage care withime hospitals included in this study (midwives,

nurses, specialist nurses, health care assistants, ultrasonograptiengdicastaff).

Professional statuslone was not described to be a guarantor of high quality service delivery
from individual workes, with attributes such &mowledge, attitude and resilience of the staff
memberbeing describeds important Where staff were inadequately trained or prepared,

this was described to have a negative impact for both the staff member and the patients

receiving care.

fithe lady, | think, was the calmest person on duty that day because when she actually
delivered, you know, she said 6 m,§ she ®unzed the buzzer and she said, you know,

d6m miscarrying now, GeTheauxyiarntbatwasomnsduth appeni n
just about passed out, ran out of the ward screaming, er, .. the woman was saying to the

staff6 a yoe alright®.. and not the other way roum(~rontlinemanager, Nursing,

021)

4.3.1 Learning by Doing

All interviewees describeddining to delver care to women experiencing early miscarriage

to be an experiential, rather than an academic, exercise. Most frontline interviewees, and
particularly those with a nursing/midwifery background, explained their training to be a long,
and sometimes chalhging, apprenticeship involving mentorship from more experienced staff
members. A key feature of this training was learning td wé&h humaneaspects of care

(e.g. kindness, compassion, sensitivitifrontline interviewees in nursing/midwifery roles
particularly, described the support they gave to new starters to learn both physical and

emotional aspects of the job.

fA lot of staff have said to us that the worst thing that they do when they come into this

department is counsékekenngowdméhegbver hadewno
the thing they find hardest to do and longest to learn, .., em, but nobody would be

thrown in there and just asked to get on wi
Nellyd j ob, wh er e rsgsavbho ara most eaperiemcédenndoit for

however | o(frgntline managarknersep021)
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The organisation of services impacted on the way that experiential learning was delivered.
Medical interviewees, in particular, highlighted the lack ofiemedical input intdow risk
miscarriage care, which reduced opportunities for junior medical staff to learn from
experienced medical staffnstead, medical staff described learning about both the task based

and relational aspects of care from nuised midwives.

it hey need training, they need the knowl e
know, 1tds not something wehistasgottdlzea as mi
hands on thing, and youdbve got to see it

through it, itcannotbe done theoreticald(Frontline manager, medical, 035)
4.3.2 System Level Benefits of Experienced Staff

Experienced staff werétis considered to be an asset, not only in terms of their ability to
recogniseand delivethe sometimes intangible components of a high quality service, but also

in their ability mentor less experienced staff. This creates a virtuous circle whereby good
quality care (as defined by experienced staff) is managed daily by experienced staff modelling
good quality care provision, then replicating it with others by training and informally

monitoring the activities of junior staff.

This suggests that a critiomass of experienced staff can act as an informal quality
management mechanism. Disruption to the critical mass occurred at Hospital B where a
number of experienced staff members resigned or refiithth a relatively short time period
This decreasethe ratio of experiencédexperiencedtaff members available on the ward;
interviewees suggested that this compromised their ability to pass on their knowledge to the
increasing number of new starters, leading to a gradual decline in quality. Inisuaftth
experienced staff members feeling powerless and frustrated and considering alternative

employment themselves.

Al think people are being put in a situaf
and itbds, itodos, yowknokvremvbutyoplknowptheyjustave | e
empl oy more people, you know, and younge.l

(Frontline manager, medical, 035
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Awe havendt got enough staff her erighitor me t o
t hi s gi rhgfysu mast somewith ngeias a second pair of hands so that we can

go in there and manage her You know, quite often youore
manage whatodés going on, because the rest of

forahandsonlearnigy, em, opport uni t(Fyontling huésimg, OBt r eal |

This critical mass model of quality magement was also disrupted atsdital D where

frontline workers were expected to work flexibly across a number of wards according to day
to-day or@nisational demands. This had clear organisational benefits but several of the
frontline intervieweegxpressed concerns that it diluted feelings of ownership amongst staff,
and distributed experienced staff elsewh#rereby preventing them fromroviding support

to other staff members.

Awe have flexibility of movement, rather tt

team that works better, .. and you can manage the budgetbettey, t hey 6r e t her e

ités just movingoMénager,(®hd utili zing them
Ainow we work as a floor we seem to get, I«
short straw if I édm honest since wedbve chang

staffed they take staff away from,@sd the girls on heré h eeya good teanbut
we dr e ¢ on s(Frantline] nyrsiry, 050y 0

4.3.3 PeerSupport

In addition to supporting educational needs and acting as an informal quality management
system, frontline interviewees described supporting each other in ways which gtomote
resilience and allowed work to continue in the face of difficult or upsetting circumstances.
Providing care to women experiencing a miscarriage was described to be emotionally
challenging, and requirqn t h e dmptprel lalwdrd déscribed byHochschild (2012)

and noted amongst gynaecological nursesbgreight (2005) This was evident to varying
degrees in all of the interviews with the friom¢ intervieweesalthough the ways in which
workers described managing it varied; nursing, midwifery and health care support workers
were most likely to describe a network of ward/department level peer support which provided
support and reassurance, wghinedical staff were less likely to seek peer support. In all
cases interviewees described the need tosgd éheir feelings in order toaintain their

ability to function in difficult circumstances.
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Awe had, | i ke a sort aHavenreallysiressflk daysyandd k n o

mean we all knew what we were going through and we were all doing it, we were all

dealing with i1t, and we would, sort of, |
of, consciously doriets bhumipgecarrehigeamayad,:
upsetting and she was really upset .. .
betterdéd, you know, and they would say 6ol

(Frontline, nursing, 036

Al f |  wanstiomalamiuit something, would | go and talk to my consultant

about it? Hell, no é echuse it might be perceived as a sign of, as a sign of weakness,

or you not really coping with what youodor
(Frontline, nedical, 00§

It is notable that it was not only the experience of being involved with miscarriage that caused
distress to staff; a number of nursing/midwifery staff described their distress at being unable
to deliver care to the standard they personalhstered acceptable, or their frustration about
feeling that their opinions were not valued; three interviewees openly wept about this issue

during their interview.

Altés wrong, it,b6s frubtni&tinhdsanpdstenimso!
mean the frustration we feel is immense and then you start to geesteesdt cries o

(Frontline manager, nursing, 063

This section has outlined the view amongst many interviewees that undergtdredneeds

of women experiencing an early miscarriage requires some lekiehdson experience.

This experiential understanding is described to be passed on through informal training and
monitoring of less experienced stafid peetto-peer supportln this way experienced staff

are described as an organisational asset in terms of their recognition of, and informal attempts

to manage, quality shortfalls.
4.4  Chapter Summary

This themecentres orthe issue of quality of health care by outlining some ottialenging
aspects of the case study used in this study (early miscarriage) and the features of care that
were described by interviewees to contribute to meeting those challenges. A key feature of

this theme is the extent to which frontline workers tiedit holistic and patiertentric
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practices for women experiencing early miscarriage are formally supported and resourced

within their NHS organisations.

The data suggestiowever, that health care workers find these aspects of health care quality
the mast difficult to deliver on in their everyday work. Health care organisationseamto
beoperatingn ways that do not specifically resouf@@ringd aspects of health care, leaving
staff to fit it in amongst their other organisational responsibilitiBise data suggest that

frontline workers perceiverganisational task completion and the managemepttysical

health to be prioritised over emotional health in the systems within which they work, and that
they act in ways that support thatperative(i.e. meeting acute physical care needs is used as
a justification for times that they describe being unable to meet emotional needs or deliver
caring aspects of health cardn this respect, women experiencing a low risk early
miscarriage are generally a disadvantage in terms of securing staff time in comparison with

other patients.

Finally, the role of staff in a high quality service for women experiencing miscarriage is
outlined and, in particular, the ways in which they continue to support, yoihdividual
patients, but whole systems of care through their teaching, modelling, and monitoring

activities.
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Chapter 5 Findings 2. Negotiation, Compromise andAcceptable Quality

of Care

The previous chaptewutlined attributes of care for women experiencingyeaikscarriage

that were felto be integral to the provision of good QOC. It also described that many
interviewees felt frustration about their inability to deliver care to an ideal standard
suggestig that interviewees operated in conditions that were less than optimal by their own

standards.

This chapter outlines a thenrethe data that highlights how intervieweasionalised their
acceptance of suboptimal QOC as a reasonable response togithgll@rcumstances, and

explores the factors that influenced their tolerance of lowered QOC standards. It is then
proposed that this reconfiguration of expectations is shaped through the development of group
understandings about the parameters of accep@DC, and through negotiation and conflict

between different groups.
5.1 Agents of Compromise

Compromising on QOC was a theme that ran through all of the interviews. Compromise was
described by interviewees to be largely unavoidable due to the natheei$ (e.g. a

service delivered under finite resources and with competing priorities). A societal narrative of
fiscal restraint compounded this with several interéiesanoting that they were operating in

At i mes o fandander brganisatiogabdands to producé mor e f &iming es s 0.
for ideal care was therefore considered to be unrealistic, and expectations shifted to aiming

for the best QOC within the resources available.

Aités not the best place f or andeverything, 0 co
so weobre, kind of, going to isolate what
what weor e torFyontimgmanager,\wedicdl, 087 o

There was lesagreemenébout which elements of the miscarriage care package could o
should be the compromised, and to what extent. Additionally most interviewees indicated
that, whilst they were prepared to compromise to some degree, there was a limit to their

tolerance of lower standards.
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At he i dea shoul d Ilrecebkay, qut ev, we atcept we aggodwd st ar
l'iving in the real world, sometimes that ma
l evel to which you cannot fall i'n my opinio
that level then, if you, if, if, ifas a clinician, | feel that the patient is going to leave me

worse off, then | s ho (Hrodtlinernanagdr,dedicl, fOg5r i ng t h

Whilst all interviewees discussed a need to compromise, the extent to which they were
prepared to do saavied between individuals. It also varied within individuals; a number of
interviewees described shifts in their tolerance therewither gradual (as a result of constant

exposure to challenging working conditions) or acute (as a result of beinggarntyadverse

event).
Al sometimes think that | do feel that you
ités |l i ke a rollercoaster ride and, em, whe
roll ercoaster for a bit odrmdert hatmes iitt,0syqguw:
yeah, and em, |l donodot , | dondt know, It hin
compl acency and, em, ah, what was it, | 6m n

feel somet i me s(Frentline manageremsiqpgo0bdd e nt 0

Al't was because of that incident, |l mean yo
because the patients, the patient needs you
for the wo mBrontliree mgnagerynarsing, 021

The data suggested a numbepefsonal attributeand experiencehat influenced
perceptions about the tolerability of lower QOC standards. Tdreseutlined in the

following subsections.
5.1.1 Personal Experience

Some interviewees described personalisimiy thssessment of QOC by considering what
they themselves would find acceptable, either for themselves or for their own family and
friends. In some cases interviewees tegberienced miscarriage themselves and they drew

upon that experience.

~

ni f dhtthatibe lady was treated in a way that | would find acceptable for a

A

member of my family t hen (Frontling, Nursimg, 8 t hat 6 s
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This form of quality assessment mirrors the basis of the friends and family test, which is now

administered across NHS servites
5.1.2 Equity

The concept of equity featured heavily in many interviews. A number of interviewees
described finding it particularly difficult to accept situations where they felt that miscarriage
services, and the women accagsihem, were unfairly subordinated to other type of health
care situations or other types of patients. Resource limitatieresno longer an adequate
justification to lower standds if resources are availalidat aredistributed unfairly.
Inequitieswhich discriminated against women experiencing miscarriage were described on
two levels; in the priorities frontlinstaff haveto enactin their everyday work, and in system

level decisions about resource allocation.

In respect of the challenge facinglimidual frontline staff, this almost always related to the
competing priorities they faced when caring for multiple patient types; the low physical threat
faced by women receiving care for a miscarriage meant that they frequently lost out, in terms
of searing staff time, to patients with more acute problems. Staff who worked in areas with
less acute competition (i.e. staff working in an antenatal clinic or staff working in an early
pregnancy clinic who worked solely with women experiencing miscarriade)od report this
concern, however they did discuss the competition introduced by other task based work, such
as completing paperwork or seeing the next patient on a clinic list.

Aon a nor mal medi cal ward youbvaed got | ot
attention, so maybes they are not their |
saying that they think that, b,sdtheyreedy ma"
to be | ooki ng (Fartlinee Mursindi@Gl)f per sono

2 The Friends and Family test is a quality assessment tool used widely across the NHS in
England. The test was launched in April 2013 and involves asking patients whether they
would recanmend the services they have accessed to their friends and/or family
(https://www.england.nhs.uk/ourwork/pe/fft/)

121



A t Hteeyoctorsjcome to see patients who are going for ERPCs, then they disappear

of f to theatre, so youb6re |lucky 1 f you get
everybody and their grannyés got a | ist as
andlj ust need to do thatodé, Oo6yes, but this pat

t o wait a(Frontlihe marageg rursifgo 063

At a system level, concerns related to comparisons between perceived quality of miscarriage
services versus trgality of (a) other services within the same organisation, or (b)

miscarriage services in other organisations; concepts of fairness and deservedness were drawn
upon to justify frustrations. At all of the participating hospitals interviewees iderdified
comparator patient group that they felt was systematically favoured to the detriment of

women experiencing miscarriage.

ALabouring women have been prioritized as far as | can see compared to women having
early miscarriagesand that may have improved tbervice for labour wards but has

made it a worse service for our early pregnancy peofieontline Manager, Medical,

045)

Aitéds great f or [worhea bavimgiametectivetteyminatibn], pgato p | e

webre pulling out althiemosdy amshen fovthedmisearriagese nd i n g
we do absolutely nothing, you know, we canbo
theydove been told some ho rArontiné managerhe wor st

nursing, 059

A further comparison was awle related to the difference in resource allocation between
women experiencing a later versus and early pregnancy loss. Women experiencing the
former (e.g. a second trimester miscarriage or a stillbirth) were described to receive care
within the maternif department where attention to relational aspects of care were easier to
manage (e.g. women are nursed in single rooms and given one to one care from a
nurse/midwife). Most frontline interviewees rejected the notion that early pregnancy loss was
always dess difficult or less deserving experience than a latey soslt frustration at the

comparatively poorer QOC received by women experiencing a first trimester miscarriage.

Al think they al/l deserve the seegnancyt reat mert
you know, itbés still a |l oss to them at the
to go through, and I think theyodére not gett

v i e (#rontline, nursing, 019
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Another comparison was drawpon in the hospitals that had undergone significant
organisational changes to their services and interviewees appreciated degradation in the

quality of their service.

Al do feel em, | adies who are having em,
neglected compared to what they used to get, and | think the reason for that is because
theydore so, so busy and because (Ftohtlmg; hav

nursing, 050

Equity and fairness affected tolerance in both directions.epgons that women
experiencing an early miscarriage were being unfairly discriminated against made it more
difficult for interviewees to tolerate suboptimal QOC, but managerial level interviewees, in
particular also drew upon concepts of equity to justdweringQOC. In hospitals B and D,
service changes that compromised the QOC of services for women experiencing early
miscarriage were justified by explaining that this was necessary in order to raise QOC in

another service, thus attainieguilibrium &ross the organisation.

Al said, with a project team set up with
the benefits of the whole of the materni:
mi sery and sayi ng Or iegvitd here, but what\abmout theorest a m:
of the servi ce ?hem,yda knevwe eqgab So, thetkerrwankee ont
the waré> w e r eettihg a good service, but your ladies here are getting fantastic

servic® Md&nager, 052
51.3 Pati entsd Vi ews

Several iterviewees described formal quality measurement mechanisms used in their
organi sation to systematically collect pat.
form of patient satisfaction surveys, analysis of patient complaints, and commestdrothe

wards. For managerial level interviewees this was often their only way of assessing patient

views directly since they had little direct interaction with patients during their care episode.

Awe do surveys al |l t heentsatisiaetion aadhdw, whatat i n
their views are, and how they think we could improve it as well, so everything is taken

i nt o c¢ o n @rondliee; raunsingp0d)10

Most frontline interviewees also discussed the value of the knowledge they gained through

their everyday interactions and observations. Sometimes this related to conversations
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between themselves and their patients (i.e. when a patient complains directly to a health care
worker or thanks them for their care), but interviewees also descrilmegdraage of non
ver bal clues (e.g. observing patientso distre

you cards and gifts from patients).

Awe do get | ovely, | ovely cards, and boxes
reflectsontheessr vi ce t hat we 6r geggtiingitrighgtosdegregee know
cos we get | oads of car ds anontline mahagerof gi ft

nursing, 034

Some frontline interviewees described discrepancies between their perception of how
acceptable QOC was, and how patients rated it using formal quality measurement
mechanisms. Generally, the discrepancy involved the frontline staff feeling that the servic

was worse than formal measures recorded it to be.

Awe do, have done in the past, satisfaction
has shown up there, or things might have co
(Frontline manager, Medical46)

Some interviewees described this discrepancy
patient satisfaction were faulty or overly sensitive. Positive formal patient feedback, then,

provided reassurance, and promoted tolerance of existingygstaindardsregardless of any

other concerns being voiced.

Al dondt spend as much time with the patien
know, quality is not about quantity<>t hey ér e in a side unit, the
mani cally going round the ward, so they midg

a b o ut (Frortliaet Manager, nursing, 0R2

Alternatively, some interviewees attempted to rationalise the discrepandibgothesised

that patients do not report, or recognize, poor quality care because miscarriage is a
disempowering and unpleasant experience that left patients vulnerable and unwilling to
engage in conflict. Furthermore, it was suggested that patieriséeel by a lack of

knowledge about miscarriage and about appropriate health care. In this respect interviewees
positioned themselves having greater expertise on matterQ@C than the patients, and

were not reassured by positive results from forguallity measurement mechanisms.
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Afbecause patients are so upset and di str
theyodore just thankful that theyodve got i
seem genuinely, you kddecenicarp butlaokirgdronitheat t |
outside in, |l think o0hmm, that careds bej

car e coFRr@nttine, Nerging, 019

In contrast, some interviewees described the opposite position; whereby some patient

compla nts were felt to be unjustified, either
unrealistically high, or because the grieving process associated with miscarriage could make
some women angry or overly sensitiveurthermore, somiterviewees suggestedetie were
disparities in thevay thatcomplaintswere dealwith (e.g.patients who were vocal and

persistent in their complaint were more likely to have their concerns addressed than patients

who were more passiye

Ai f they donoét ss§thetEarly Rregnanay Adsessmierd Sefvite yoa c c e
know, we do ,lseagk@®you. khloevr e has been occe
pushing and pushing, and then | suppose |
| o u d®eeally..@m, so you have to taltleem butyeahi f t h e ysé@yVike hao n | vy
one miscarriageor t hey ove | ust,likg, ages agoand you knanithey c r a my
just want to come i nohfnortaatdatdioegn®&mafi wi
.. S0 yeahl think you do hae to say no to thepand we do say no to thém (Frontl i
Health Care Support, 007)

Direct systematic involvement of patients in negotiating the parameters of acceptable care
was rarely mentioned in the intervievesid it was suggested that the sensitive nature of
miscarriage made it difficult to use typical organisation mechanisms fqsthik as patient
forumg. One interviewee (013) described how patient advocacy groups could fulfil this role;

the example give by this interviewee did not, however, relate to miscarriage.

~

il havenét got a forum to go to with the
that so much of gynaecology i s so sensit]
(Manager, 08)

2l nterviewee i s r ef eiewhoshbusdoudast, ggtsmmdm < ahyiis
context meaning that patients who refuse to accept aspiecare they do not agree with, and
who continue to demand an alternative, are more likely to have their wishes accommodated
than patients who do not complain, or patients who accept staff explanations and comply with
organisational policy
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AWe have had groups <é> and theyodve al/l got

know, we have to respond t o t(Mamager,918B, I me an

Regardless of how congruent staff perceptions of QOC were with patient reported opinions
about quality, it was suggested that formal measures had superior organisational legitimacy.
Formal patient complaints in particular were described to instigate organisational procedures
and were more likely to result in action to address deficienciesecsely a lack of patient

complaints was viewed to reflect positively on the service.

A t Wnascarriage service is not something thathe Trust get, em, anxious about
really because it doesnodt featureiveasn t he co
the, the view that theyore providing a good

ser vi c gManager,0G8. O

Formal measures of quality were thus represented as a type of organisational currency for
both frontline and managerial level staffiiere they are positive they could be used to

reassure frontline staff or to dismiss their concerns about QOC, and where they were negative
they could be used by frontline staff to supportgxesting concerns and as a lever to prompt

organisation change

Awhen things ga@erqgkay,nbtthe tphetyi edrotn,t know al
know itdés not good enough, thatodos the botto
er, i f they do (rodibe maraget, tiedibab038 el pf ul 0o

5.1.4 Workload

Early miscarriage is the most commonly occurring type of pregnancy loss dealt with by the
health service and this was described to increase tolerance to lower QOC in two ways.

Firstly, some of staff that experienced regular and frequent frontline exposoriscarriage
described becoming desensitized to patient distress. This was described to be either a passive
influence (i.e. processing large volumes of patients deadened sensitivity to each individual

one) or an active strategy (i.e. frequent expoBuristressing situations led to protective

emotional distancing strategies for some staff).

Ain early pregnancy, mi scarri age, because vy

you probably just get used to them eventualréntline manager, medical, 006
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i bé& e o menot..whatare theswords, t fus keeping myself at that distance,
that 6s, t hamvobvesl.,t oaon dnuncacht ,bbeécth ubsee d ebpdr es s e d
you took everything on board, but some things you do need to take @h $ogpeople

have recurrent miscarr i adFeostlne, pursimy, 024 don o

Secondly, many interviewees explained that the volume of women seeking care for symptoms

of early miscarriage made any suggested changes to care poteesiallyce intensive

Ai deal | yhayedike a eoaplelofdooms &nite so that you could put them in
there, but the sheer volume of them, weod"
get | (Brentire,urse, 000

Ait 1 s parshypyutdsbercébeandse clearly we

that s eight weeksManager,tO48 our del i very sui

In these cases the disjoint between resource demand and resource availability led to most
interviewees accepting that some amountoofijgromise was unfortunate but inevitable.
Managing the workload also led to several frontline interviewees expressing concerns about

their need to compromise quality in order to maintain efficiency.

Ayoubve got to get tamkyokmw,sdmetignes[l dotieelo ugh
awful when, you know, that theyoll be cr

next (Foomtlime) nursing, 007
5.1.5 Formal Quality Measures

As well as the formal patient derived measures of quality described in sedti§ra number

of process and outcome driven formal measures were described. The outcomes of these
measures provided a vehicle for services to be benchmarked, either against other
organisations or against a predetermined quality standard (such as thosegtnydNtCE
(National Institute for Health and Care Excellence, 2)1&enior managers, in particular,
relied heavily orthese proxy measures of QOC because of their limited involvement with

direct patient care.
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Al woul dndét know that there was an i mproven
from the Department of Health saying 6youbyv
progr ammeo, I woul dndét Kknow. And i f the st
webd make this 100 percent better by doing
what | do have is the reassurafce of knowin

1ISO9002*s 0 | 6m reassured t haManager,®iBe got a safe

All interviewees, however, exhibited some degree of scepticism about the extent to which
these formal quality measures reflect quality as experience by patients. Some described them
as creing unnecessary additional workload that either did not contribute towards quality
improvement, or only contributed in a narrow way. Additionally, some questioned the

genuine commitment of higlevel managers and the Department of Health to delivergiy hi

QOcC.

Aithe Government, in my view, pays | ip servi
they drive down the, the people, and they just have to make savings, er, and | mean, em,

if you can get away with, er, a silver service, and get all powes ticked, why go for a
platinum service that woul d c d¢Fsotnting ou one an

manager, medical, 039

Al think you can get sconaeivedideas ghichaeadnven you c a
by targets, antdancdceryds,e amd vteme yodr es dr i ven
manager, erm. Is that necessarily always tied up with the expectations and experiences

of women? OMéndgem®BR know

The power of formal quality measures was thereliess about thelegitimacy, interms of
their relation to actual patient experience, and more about their ability to demonstrate quality
externally (which had several benefits including securing resource, avoiding penalty, and

providing organisations a competitive advaea

23 CNST is theClinical Negligence Scheme for Trusts. This is a body which handles claims
and costs against participating NHS Trusts in the event of a clinical negligence claim. Level
3 is the highest assessment and indicates the Trust has been assessed as bhasing a ro
system of risk management.

241S09002 is a certification awarded by the International Standards Organisation and
demonstrates that an organisation has been assessed to have a quality management system in
place.
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AWith, er, all the competition and everyl
think they are now looking very closely and knowing that they have to convince the GP,

er, commissioners are biaséat, er, you do it better than <the next tovam><the next

town>or, or any group tht pitches their camp oppositiif hospitdl and will provide

t hat ki n dFrantfine Blanager,i089 0

Another source of external comparison, used by both frontline and managerial interviewees,
was informatiomprovided by research evidence, particularly when that evidence was collated
and the results endorsed by a National body (such as the National Institute of Health and Care
Excellence (NICE), the Royal College of Obstetricians and Gynaecologists (RCO®&)eand
Association of Early Pregnancy Units (AEPU)). Several interviewees described local audits
that used these standards to benchmark and to refine QOC within their own services.

Atheybdbre based on, on evidence ygé> t heyodl
through risk management for, for ratific:
tweaked, and changed as things go, so for example then found from the audit that

the regime changed, causing a hiteher f ai l

regi me rates again, weo@Manader(2ye, and weo:

Just as with patient derived formal quality measures some, but not all, interviewees were
reassured if their service performed well against quality standards. Again, they were
described in terms of currency in so far as they could be used as a lever to secure additional
resource or prompt organisational change, or as a tool to persuade staff that QOC was

sufficient or that resource was better allocated elsewhere.

Ay ou c a&ffgddnd coroptetely ignore national policies erthere are certain
things that are out there that | think we could still improve on to keep in line with the
national policies, one of them is, all women | think it sayatesin the [Royal College
of Obstetricians and Gynaecologists] guidelittest all women should be offered

counsel |l ing f(Brontliree mamagercnaedicali 45 e O

This section has outlined that interviewees in this study have described compromise over
QOC to be an inherent feature of their jobs, however it has also proposed that there is little
consensus about the aspects of care that can or should be compraxmsmaber of agents

of compromise have been identified in the data; that is, ideas and concepts that frontline
workers drew upon to decide on the fairness and acceptalfitityecompromises they

encountered or felt they were being asked to make.
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5.2  Community Understandings of Quality

The previous section has described compromise as an inevitable feature of working in the
NHS and it outlined some of the factors that were described as being important in influencing
the extent to which frontline workers greepared to compromise. These factors impacted on
individuals in different ways, however the data also suggested the existence of communities
of individuals who shared and agreed similar views about appropriate (and inappropriate)
standards of careThes communitiessometimes existed agesult of formal organisational
allocations; such groupings included wards/departmerngsall the workers operating in a

single ward or departmenjpb titles or job functions (e.g. managdrsntline workers.

Other groupings occurred as a consequence of attributes external to the organisation; such
groups included professional groups (e.g. medical staff, nursing staff). Other gereps

more conceptual in nature aodalesced as a result of ldesmd, or lesswell defined

attributes; such attributes include experience (gaups ofindividuals with greateversus

lesserexperience ofvorking with women experiencing early miscarripge

In terms of QOC,iHesecommunity groupingsperatedo promotedominantthinking about

QOC(a) internally, and (b) to other communities whaht placedifferent parameters

around their perception of acceptable qualifjrese activities could be formal (e.g. by a

group of ward staff having ward meetings and developing wiitetocols) and informal

(e.g. by a group sharing and agreeing a view about the nature of quaility informal

interactionsand moderating that by means of peer pressure). Informal activities in particular

were not necessarily performed consciouatywith awareness of their function in

influencing and moderating the actions of others. Groupings often had an internal and an
external Aidentityo that comprised of expecta
should think and act (e.g. nursingarviewees, generally described themselves to have a
Afcaringo identity, and medi cal i nterviewees ¢

of health care delivery was more of a nursing, as opposed to a medical, issue).

The groups were constraid by a range of structures external to them (e.g. organisational
policies, professional responsibilities) but the groups also appeared to coalesce to develop,
sometimegacit, philosophies about care and understandings of what quality of care means
and heav much compromise can be toleratéithese community understandings also
influenced ideas about whose views are legitimate and whieg#éimatelyinstigate
organisational changel'he datssuggest thandividuals could belong to more than agreup

(e.g. one manager drew upon their previous experience in nursing to demonstrate that they
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retained a caring identitgndseveral frontline managers drew upon their membership of both
frontline and managerial groups to explain their difficulty in recamgithe differing

outlooks).

A number of benefitef these communities were describederms of managing QQCA

good community of understandigerating within, and betweewards was described to be
highly advantageous to care delivérg. where &ommon understanding had evolved
amongst all of the staff involved in the delivery of care to women experiencing an early
miscarriageabout the most appropriate way to deliver ctire formal and informal
mechanisms that should be employed to achievedhdthe roles that different staff
membershould take in the process). Thias described toontribute to a cohesive approach
to care delivery where the most appropriate way to think and act was accepted and understood
between groups. The disadvaggaof this was that those outside of the group were not party
to the understandings and the ways in which they influenced care pra&si@result, group
outsiderswere liable to underestimate or misunderstand how far shackgtstandings were

supportng practices beneficial to maintaining QOC.

Al really donét think they Ilosing.bhsazaervite,t he |
they probably thought it was a costly thi
there, and you can providetat t hered6, but the whole thi

were directly above us, there was good interaction between their team and our team,
you know, if they had someone in need we would support them, if we had someone in
need they would support us.jltu st wo r k e @Frontlieeariahager, Muesing, o
021)

Development of group understandings was described to involve interactions during which
differing views, understandings, experiences and priorities were reflected upon and debated.
Organisationaltsuctures that allowed opportunities for such interactiongwescribed to be

advantageous and structures that inhibited interactions were descrretlasmatic

Afone of the things they did when they, el
they said Awedbre going to work it as a f|

own meetings anymor eManagerd4pt hat was a di s

This section outlines some of the groupings that were evident in thealatelore the link

to undersindings of QOC in more detail
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5.2.1 The Universal Group

Several interviewees drew upon the idedacfimmon sensg suggesting that there was a
universal human understanding about how things should be; for example, at one of the
hospitals, services for women wargoing inpatient treatment for a miscarriage had been
delivered on a mix gender ward for a short time. Frontline interviewees were clear that this
was inappropriate and made no attempt to explain whywhsithe case. Transgressions of
common sense kes appeared to be particularly difficult for interviewees to tolerate since
theychallenged deeply held ideasd made it difficult for staff toationaliseacceptable

reasons for them to happen

Ami scaame atgleesr e on a war &justhdeuloas tdstagwite 6 s men

<é> itds commo (Frostimensapager, Slursing22i t 2 0

Ayou know, it seems as if itds as plain as
right way and a wrong way (fontipeeManvagedi ng car e
Nursing, 02}

5.2.2 Professional Groups

Some interviewees proposed ideas about health care thhatidom ideas of professionalism
andthe expectations they had of their own professional grouppeedi their colleagues.

This manifested ngi obviously amongst the frontline nurse/midwife interviewees who found
it difficult to tolerate not being able to deliver on the caring aspects of their service (as
outlined in the previous chapter) since they linked it to notions of professional idardity

responsibility.
Al &dm not doi ng wh ang[ad abhonsésFuoptime suesidg0tQo be do

This was supported by medical interviewees who frequently described deferring to their
nursing or midwifery colleagues on matters relating to refatiaspects of health care, in
order to develop their understandings of the most sensitive ways to approach women

experiencing miscarriage.

Al think we can do more about, to become |
persons who will counsel patienbgcause without a doubt we can do better and | think
thatds being incorporated, or being address
pr of e s &iomlinea rheslical, 006
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Two of the frontline interviewees occupied Aarofessional roles. They aligned theelves

to both their professional colleagues (by supporting them in their work) and to patients (by
emphasising their role in attending to relational aspects of health care). In both cases they
described themselves as an integral part of the care geteaan, but they also subordinated

their views to those of their professional colleagues.

Al dondt know, maybe itdéds just that | dol
no, you know, | 6m not the health professi
that and the other so, . . em,say..hutydu t hi nk

think itd Frontline, nursing, 007
5.2.3 Experienced Groups

Interviewees who been involved in the delivery of care to women experiencing an early
pregnancy loss for some time suggested their assessments of QOC were superior to those with
little understanding or experience of the condition. This was particularly evident in Hospital
B where an organisational change meant that an experienced group of staffyelith a
developedsense of how care should be, were moved to another location where¢ueyl o

work amongst another group of staff (the other group generally had little experience of early
miscarriage, however they were already a cohesive group with an understanding of the way
that their ward worked). Interviewees fronmsthospital descdoied experiencingtense

difficulty in merging and, in fact, the experienced group wished to maintain their distinction

as the more expert group. The more experienced staff also described being troubled by their
perception that QOC had dropped to an ueptably low level whilst working amongst a

group who, they felt, were less concernethad lower standards

il me an, even the new staff, the newly q
them, you know, they canb6todgdeemiasgahi nign
in a day room for three hours waiting f ol
(Frontline, Nursing, 010

5.2.4 Gendered @ups

Issues of staff gender were discussed solely by male interviewees, who specifically
suggested tiiavomenmightbe naturally more knowledgeable and empathic aissues
relating to pregnancgnd reproductive loss. This was not described to preclude male

involvement in this type of care, although all male interviewees in this study occupied roles
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tha involved only sporadic involvement in the care journey of women experiencing

miscarriage.

i mean, thankfully, most of therfrgntline nursef all of them being women, as at
now, know that i1tbés infinitely bteducher t o,

t

sensitivity as, e r(Frontline magamger,Imedical,l@@gnancy | oss

5.2.5 Hierarchical Groups

The importance of hierarchy was largely linked to the ways in which QOC was understood by
frontline versus managerial level staff, and the amotippbwer each group had to translate

their views into action. Lack of involvement from senior managerial staff on the frontline of
care delivery was described by a number of frontline interviewees to contribute to the
development of divergent understandire;md agendas between frontline and managerial
groups. This was a clear source of frustration for several frontline interviewees who
described organisational decisions being made by individuals that did not understand their

potential impacts.

Al t hpeopl&who ard making decisions could just get involved, and just come and
do a day in the unit all day, and just see exactly what is going on, cos | think sometimes

people dondédt know what is going on so, you

sometime t heydre not (reogtime sursingh@u ght out o

Managerial level interviewees did not dispute the legitimacy and usefulness of experiential
knowledge although all acknowledged that collecting that information systematically was
difficult. Managers also noted that an integral part of their role was to understand and
reconcile a number of different perspectives of Q& to manage them within
organisational constraintdt was suggested by some that frontline workers may not be

willing or able to appreciate or understand this.

fAlthoughthey ffrontlinestaffunder st and t he reasthay t hat t he

may not have the detail, and someti mes that

staff. Agai n, samsy pdricutaasgcret, yowknowt bataften details r e 6
are complicated and, you know, and the details, because they contain a lot of details,
and ités very hard to be (MadmfeeO4po get t hat

Beyond these potentially different understandings about appropriate QOC, the data suggested

that there were common understandings amongst frontline groups about the low status of their
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