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This article reviews some of the princi-
pal debates surrounding the ideas of 
organizational culture, leadership and 

change as they relate to the NHS, to make 
explicit the complex and contested nature 
of these ideas. As austerity impacts upon 
the NHS, the variations between devolved 
authorities and between clinical commis-
sioning groups make it increasingly diffi-
cult to talk about a single and uniform 
NHS (Klein, 2007, 2013; National Audit 
Office, 2012), let alone prescribe a model 
of change or of leadership appropriate to 
the whole organization. Instead, the 
authors argue that all health-care practi-
tioners have a responsibility for the future 
of the NHS. In our actions and inactions, 
we shape the institutions in which we 
work. Recognizing the importance of indi-
vidual agency and responsibilities is as 
much about innovation and leadership as 
it is a response to the Francis Inquiry 
(2013).

The authors first review the complex 
environment in which health-care practi-
tioners work before questioning the idea 
of top-down understandings of policy 
and organizational change. Studies of 
implementation problems in other pub-
lic services emphasize the unintended 
consequences of change. Austerity adds a 
further level of complexity in the differ-
ent responses to the financial pressures 
that are to be found in public service 
agencies. In this context, of increasing 
variation and complexity, the article then 
explores the impact of the Francis Inquiry 
and argues that a greater emphasis on 
thinking about change and about leader-
ship should be placed upon the individ-
ual and his/her scope to influence and to 

act. Far from there being an implementa-
tion science, the authors suggest that 
health-care practitioners all need to take 
responsibility for shaping the NHS of 
the future. 

On complexity in systems
Changes in the NHS over the past 30 years 
can be interpreted from a number of dif-
ferent perspectives. There are arguments 
about efficiency and about improving 
quality, but there is also a clear succession 
of efforts to change the ways in which 
professionals make decisions. 

Griffiths (1983) sought to constrain 
discretion by introducing management to 
hospitals. The 1989 reforms (Department 
of Health, 1989) sought to strengthen 
management and, at the same time, 
extend the influence of primary care in 
decision making. Many of the reforms of 
the New Labour era may be understood in 
a similar light, with the idea of commis-
sioning emerging as its clearest expression 
(Klein, 2006). The days of the hospital 
administrator, as caricatured in Yes 
Minister, are long gone. However, with 
freedoms and managerial autonomy have 
come central concerns with quality and 
standards. 

In one sense, the lingering presence of 
bureaucratic thinking can be felt in 
Performance Assessment Frameworks and 
other forms of monitoring and audit 
(Power, 1994; Department of Health, 
2000). This tendency, to speak of free-
dom to make decisions, of choice and, 
more recently, of personalized medicine, 
is overlaid with a heavy coating of scru-
tiny and evaluation that, in practice, can 
stifle precisely these ideas. Policy innova-
tions have begun to emerge in the 
devolved administrations. Variations in 
long-term care, in priorities and in the 
role of the private sector offer the poten-
tial for policy learning and transfer. In 
practice, variation has become politicised, 
perhaps particularly in Wales, as any vari-
ation in standards that arise as a conse-
quence are scrutinized. 

These differences, in outcomes and in 
systems, find echoes in the many different 
responses to austerity and to changing 
pressures and priorities in regions and 
localities across England. Consequently, it 
is difficult to argue that the NHS is a sin-
gle national service. Rather, it is a complex 
web of institutions and relationships, 
shaped by local forces and people respond-
ing to external policy stimuli in very dif-
ferent ways (Klein, 2006; National Audit 
Office, 2012). 

In this confused context, Equity and 
Excellence: Liberating the NHS 
(Department of Health, 2010) estab-
lished clinical commissioning groups 
with responsibility for the health care of 
communities and 80% of the NHS 
England budget (Barr, 2014). This is in 
marked contrast to Northern Ireland, 
Wales and Scotland, where care is pro-
vided through regional health boards and 
where primary and secondary care is inte-
grated at a local level (National Audit 
Office, 2012). Although political and 
operational responsibility for health care 
lies with four national executives, regula-
tory bodies such as the General Medical 
Council and the Nursing and Midwifery 
Council remain organized on a UK-wide 
basis, as are the professional bodies, 
aggravating the complexities of structures 
and systems that health-care professionals 
work within.

On unintended consequences
However, throughout the past 30 years, 
and in contrast to the first 30 years of the 
NHS, one thread that has remained con-
sistent has been change. Organizational 
forms and boundaries have changed at a 
bewildering rate. Scarcely has one change 
been launched than the next is announced. 
For all the language of evidence, of evalu-
ation and of learning, one obvious mes-
sage all too often escapes those in posi-
tions of power. Policy rarely, if ever, 
achieves the intended outcome. In studies 
of policy implementation, this is well 
understood (Hogwood and Gunn, 1984; 
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The first, the ‘cut the fat tough guy’, will 
be familiar to many today. He/she is 
focused on the financial demands, chang-
ing services and reaching decisions using 
accounting technologies, treating individ-
uals, whether staff or patients, as numbers 
to be balanced. The second leader, the 
‘receiver in bankruptcy’, seeks to scale 
down the organization smoothly, upset-
ting nobody and avoiding difficult choic-
es, a balancing act that can feel like aimless 
drifting with the only hope being an exter-
nal change, whether economic or political. 
It is the third, the ‘revitalising entrepre-
neur’, that government ministers and sen-
ior officials visualize as they talk of devel-
oping leaders in the NHS. These are the 
leaders who exploit the situation to drive 
through ideas that, in easier times, seemed 
unnecessary or ones that could be intro-
duced at leisure. 

More recently, Boyne (2004, 2006) has 
drawn lessons on organizational turna-
rounds from the private sector. Three 
strategies are:
�� Retrenchment: withdrawal from some 
markets or contraction by reducing 
activity or selling assets
�� Repositioning: becoming more domi-
nant in existing markets or by diversify-
ing into new ones
�� Reorganization: planning, (de)centrali-
sation, human resource or cultural 
change initiatives.

After 30 years of public service reform that 
has emphasized competition, these 
responses will also be familiar to many in 
the NHS. But, despite leadership frame-
works and the like, there is no single direc-
tion or sense of purpose. Rather, there is 
divergence and confusion.

And on cultures
The Francis Inquiry report (Francis, 
2013) throws some of these tensions and 
dilemmas into sharp focus. The manage-
ment of a trust had become much like the 
management of other organizations. 
Decisions were made remotely, on the 
basis of reports and of numerical data. 
Presenting these data to external audienc-
es in the best light, partly in order to 
achieve foundation trust status, was a cen-
tral concern for the senior team. 

In theory, their ambition to develop the 
trust was built upon an organization that 
was performing well, with an emphasis on 

Hill and Hupe, 2012). Indeed, the prob-
lem is well expressed in the extended title 
of Pressman and Wildavsky’s (1973) clas-
sic text on the subject. Beyond the sense 
of disappointment this title expresses, it 
misses the unintended consequences of 
change and, in particular, of changes 
overlaid upon changes. Indeed, one might 
see the NHS not so much as a system but 
as the outcome of a concatenation of 
unintended consequences (Klein, 2006; 
Timmins, 2012).

And austerity
These complexities are compounded by 
external drivers, especially economic ones. 
In an effort to address health inequalities, 
real term spending on the NHS increased 
significantly during the Blair government 
(Barr, 2014). For many managers in the 
NHS, as in all other public services, this 
experience of growing budgets and invest-
ment is all they have known. This growth 
concealed some of the pressures that were 
emerging, pressures associated with an 
ageing population and rising demand. 
(Grant et al, 2012). But how to manage 
these pressures with a declining budget? 
How to maintain services and innovate 
with less? These are the key questions that 
austerity is asking of managers and leaders 
in the NHS today.

We can begin to identify a number of 
different ways in which organizations are 
responding to the crisis that straitened 
financial times provokes. These responses 
echo those observed during the 1970s, 
particularly in American cities, and 
research into those experiences proves 
instructive in analysing the situation in 
different NHS institutions (Behn, 1980). 
Aside from the obvious pressures on 
organizations, cuts produced unanticipat-
ed consequences across organizational and 
service boundaries as withdrawal of one 
service exerted pressure elsewhere. 
Flexibility and the ability to cope with 
these pressures were constrained just as 
they were most needed, always affecting 
the poorest most severely. Just as innova-
tion becomes essential to meet these chal-
lenges, those ideas that emerged were 
starved of resources in overcommitted 
organizations (Biller, 1980). 

As well as innovation, it became fash-
ionable to talk of leadership at this time. 
Glassberg (1978) identified three types. 

process as opposed to patient outcome 
(Barr, 2014). But, beneath the abstract 
data, standards of care were not what they 
should have been. Pressures and priorities 
that were abstract at a senior level were 
very real on wards and in specialist teams. 
Indeed, one might interpret aspects of the 
report as indicating that, because the inter-
nal language of decision-making was large-
ly about data and information, the patient 
had long since ceased to be a focus of con-
cern, but was a unit to be processed in a 
way that could be presented numerically 
to external audiences. That is to say, a cul-
ture developed that is alien to most peo-
ple’s understandings of the NHS. And 
while it is atypical, it is not a unique case. 
Indeed, Boyne (2004, 2006) would recog-
nize the familiar strategies he observed in 
private organizations.

We can sometimes speak about culture 
as if it is homogenous. Francis illustrates 
very clearly that there is no one NHS 
culture. Indeed, the report also illustrates, 
along with the work of others (e.g. 
Schein, 1996), that there are different 
cultures within hospitals and other 
organizations. Practitioners will recognize 
these differences in their encounters with 
staff as they go about their daily duties. 
Some units and teams are open and help-
ful where others, performing similar 
duties, are obstructive. Different profes-
sions tend to exhibit different behaviours, 
developing professional silos and tribes 
(Francis, 2013). If we add into the mix 
the impact that austerity is having, it 
becomes clearer that to speak of culture is 
to miss the many cultures and micro-cli-
mates to be found in large organizations, 
such as hospitals.

On agency
However, this places the emphasis on 
structure. Yes, the professions are differ-
ent. Performance targets do affect our 
behaviours. We are constrained by institu-
tional systems and processes. But we need 
also to recognize the scope for our own 
agency, together with others around us. 
Research consistently demonstrates the 
degree to which individuals talk of their 
lack of choice and of the constraints they 
experience while exercising discretion 
routinely (Lipsky, 1980; Schon, 1983). 
The emphasis on structure tends to sug-
gest that individuals are powerless to 
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affect the nature and the quality of the 
service they provide. Observations in pub-
lic service and other institutions demon-
strate the degree to which they actually 
define the service received in the way they 
exercise their discretion (Maynard-Moody 
and Musheno, 2000; Lea, 2008; Watkins-
Hayes, 2009; Dubois, 2010; Evans, 2010). 
We even encounter programmes that are 
officially bound by rules and structures 
which, on closer inspection, are the prod-
uct of local custom and practice rather 
than any externally imposed requirements 
(Rowe, 2002). 

We should acknowledge not just that we 
do make decisions and exercise discretion. 
We must also recognize that it is our 
actions that make structures. Organizational 
structures are not embodied in buildings 
but in the behaviours of people. The 
Francis Report (2013) criticized health-
care professionals’ failure to deliver appro-
priate care and called for the re-establish-
ment of professional behaviours, values 
and attitudes conducive to a caring envi-
ronment. Likewise, the report calls for a 
culture in which the public and patients 
will both expect and receive transparency 
and candour. Higher education institu-
tions are now being directed towards the 
integration of core values including care 
and compassion within undergraduate 
health-care curricula.

On the science of improvement
It is in this environment of opacity and 
confusion that government reform efforts 
seek to impose order. Indeed, government 
policy assumes there is an order in the first 
instance and that it can be altered. 
Manifestations of this sense that change 
from above can be engineered are to be 
found in some of the ideas emerging from 
the Behavioural Insights Team at the 
Cabinet Office (see, for example: 
Behavioural Insights Team, 2012) and, in 
health, in the work around the ideas of 
improvement science (e.g. Shojania and 
Grimshaw, 2005; Berwick, 2008; Lobb 
and Colditz, 2013; Nilsen et al, 2013). 

These differing approaches to under-
standing and seeking to influence change 
share a common strand: the sense that, if 
only the right mechanisms, incentives or 
combination of pressures could be discov-
ered, then we might hope to see improve-
ments. At the heart of their frustration are 
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Conclusions
The authors would rather turn to the idea 
of the ‘revitalising entrepreneur’ as a lead-
er in the current climate, in contrast to 
this technocratic vision of change or more 
conventional styles of leadership. The 
authors believe that the Francis Inquiry 
report underlines the need for leadership 
at all levels and in all professions in the 
complex worlds of NHS institutions. This 
echoes the conclusions of Lord Darzi 
(Department of Health, 2008) who advo-
cated for a model of distributed leader-
ship, based on inclusivity and with the 
patient at the centre of decision-making 
processes. 

The dilemma for a large scale bureau-
cratic organization like the NHS is the 
culture shift required at every level of the 
organization. Whether challenging poor 
practice, responding to emerging policy 
agendas or commissioning in new and 
more imaginative ways, the actions of 
many thousands will constitute the NHS 
that emerges in the coming years. Making 
those actions conscious and reflective ones, 
choices to act in particular ways, will be an 
innovation in itself, and one from which 
change will emerge. The need here is for 
leaders, throughout the many organiza-
tions and cultures that constitute the NHS, 
who will actively engage in the process and 
be prepared to give their ‘emotional labour’ 
(McKimm and O’Sullivan, 2013). It also 
requires an expansive structure in which 
leadership is encouraged within the many 
complex and adaptive systems in which 
health-care professionals work (Fraser and 
Greenhalgh, 2001). BJHM

KEY POINTS
■	 Leadership in large and complex systems, such as the NHS, needs to come from the top, bottom and 

middle.

■	 Health-care practitioners need to be alive to the enablers, opportunities, points of resistance, 
structures and cultures in which they operate.

■	 Culture often operates as a barrier to change.

■	 In every crisis, there are also opportunities to review current practices and to make changes that, in 
easier times, would not be considered.
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