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‘SPARKLERs’ is a pioneering service that 
helps East Midlands health organisations 
synthesise research from multiple sources, 
providing the evidence on which to build 
rapid service improvements. 

The project is funded by the East Midlands 
Academic Health Science Network (EMAHSN) 
and coordinated by the EMAHSN Translating 
Research into Practice workstream, which is 
hosted by Nottingham University Business 
School’s Centre for Health Innovation, 
Leadership and Learning (CHILL). The aim of 
the SPARKLER service is to provide support 
where member organisations need to compile 
evidence based reviews but don’t have capacity 
to pull together and summarise research from 
the many available sources. 

In addition to the commissioning agency, 
SPARKLERs are available to all via our 
website – helping the EMAHSN in its key aim 
of translating proven research into practice, 
spreading innovation widely and quickly and 
underpinning rapid improvements in healthcare 
for the East Midlands’ 4.5m residents and 
wider.

SPARKLERs – which stands for ‘Spreading 
Applied Research and Knowledge – Longer 
Evidence Reviews’ provide fuller reports on a 
particular and detailed element of healthcare. 
They are created using rigorous academic 
methodology and are written for practice 
audiences with the aim of synthesising key 
evidence for impact and evidence based 
decision making. 

SPARKLERs are not a systematic review 
and are not written for an expert academic 
audience or to advance theory development, 
instead they are an independent presentation 
of the evidence that exists designed for the 
managers and clinicians responsible for making 
the decisions on a day to day basis in our 
health and social care systems.  They provide a 
summary of “what is out there” which may be 

sufficient or may trigger a further investigation 
using the information in the SPARKLER as a 
start.  At all times we advise that these are read 
in conjunction with the relevant NICE guidance 
at http://www.nice.org.uk/

Sitting alongside SPARKLERs, are ‘SPARKs’ 
– shorter ‘at a glance’ digest summaries of 
research evidence intended to improve and 
enhance practice. 

We are happy to take commissions from all 
East Midlands organisations providing NHS 
funded care for both formats. To find out more 
contact the EMAHSN Project Team at emahsn@
nottingham.ac.uk  
The SPARKLER remains the property of EMAHSN 
and will be widely circulated and available to 
download from the EMAHSN website: www.
emahsn.org.uk

Authors: Sue Rowley and Emma Rowley

SPreading Applied Research and Knowledge - 
Longer Evidence Review (SPARKLERs)
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Following discussion with Emma Challans 
(Deputy Director of Organisational Development 
and Transformation) at Lincolnshire Community 
Healthcare Trust, EMAHSN was asked to produce a 
SPARKLER based on the learning about “The value 
of understanding staff attitudes and behaviours 
when planning and implementing large scale 
service transformation”.

The scope of the review was agreed on 6th 
May 2015, and work commenced immediately. 
Summary updates were sent at regular intervals, to 
provide an update on the work being undertaken. 
The final report was delivered on 8th July. The turn-
around time (from commencement of review to 
SPARKLER delivery) was nine weeks.

Our approach
Since receiving the brief, literature searches 
using CINAHL, MEDLINE and Web of Knowledge 
databases have been conducted using the following 
search terms:

• Staff Engagement

• Staff Engagement AND community health

• Staff Engagement AND community nursing

• Staff Engagement AND community health 
nursing

• Staff Engagement AND service change

• Staff Engagement AND service transformation

• Staff Engagement AND staff engagement 
survey

• Community health AND staff engagement

• Community health AND staff engagement AND 
change

• Staff AND strategic decision making

• Staff involvement AND service transformation

• Transformation process AND service 
transformation

• Transformation process AND staff behaviour

• Transformation process AND staff engagement

• Service change AND staff engagement

• Staff values and attitudes

• Staff values and attitudes AND organizational 
culture

• Staff values and attitudes AND organizational 
change

• Staff values and attitudes AND organisational 
change

• Community health AND staff values and 
attitudes

• Organizational change resistance

• Organisational change resistance

• Staff behaviour AND Health Service Change

• Staff behaviour AND Attitudes AND Change

• Staff behaviour AND Change management

• Staff behaviour AND Decision making

Background
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Selection criteria
• International papers. 

• English language. 

• Peer reviewed, research papers.

• Published from 2009 onwards (to ensure appropriateness to contemporary healthcare context)  
 unless papers are considered to be important to be included (i.e. cited by many other authors).

• Relevant ‘policy’ style documents from sources including Department of Health, NHS England  
 and NHS Trusts, Kings Fund and international equivalents.

• Supplemented by data extracted from websites and national databases.

Search strategy
• Search engine: CINAHL and MEDLINE

• Search models: Boolean/Phrase

Search results
A total of 615 records were found. After titles were reviewed and duplicates removed, 135 
references remained. After reading the abstracts, this was reduced to 55. A further 57 references 
were added (Reports, Cochrane Reviews, references from other included studies plus grey literature) 
bringing total of potential references for inclusion in fi nal review to 102 papers/reports. Survey data 
was also examined thus additional references were included.

The review draws upon 123 references. 

Background
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Executive summary

This SPARKLER reviews the available evidence on the understanding of staff attitudes and 
behaviours when planning and implementing large scale service transformation. Headline 
results can be found below.

• Content, context, process and individual attributes together form beliefs or readiness to 
change and it is the interrelatedness of these which ultimately leads to behaviours.

• Transformational change in a complex system takes time and demands consistency, 
constancy of purpose and organisational stability.

• Changing the structure of an organisation is far easier than changing its culture.

• It is the ability of an organisation’s culture to shape or stifle change that acts as the 
greatest determinant of its success.

• There is no one unifying theory of change that is applicable in all contexts.

• Transformation requires strong leadership with clear goals and vision, however unless the 
staff respond to the vision, by opting in, change will not occur as planned.

• You cannot ‘do’ change without ‘doing’ implementation, however you cannnot ‘do’ 
implementation without first ‘doing’ engagement, as it is the staff that make change 
happen.

• Staff engagement is shaped by the culture of the organisation or how it actually does 
things.

• Engagement can be a sterile concept unless it is clear what it is that employees are 
expected to engage with, information is key.

• The locus of engagement can vary; employees may identify more with their team or work 
group than the larger organisation.

• There are both emotional and transactional forms of engagement.

• Whilst staff engagement is shaped by the culture of the organisation, it is articulated 
through the behaviours of individuals or groups of individuals.

• Beliefs and behaviours will have been influenced by a mixture of previous experiences and 
personal dispositions.

• A common belief is that behaviours will be repeated if rewarded but stopped if they are 
not, however as evidence shown to exist around presenteeism demonstrates, the reality is 
not so clear cut.

• The balance in the psychological contract between employees and their organisation, the 
gives and the gets, appears to have tilted downwards for employees. The gradient of the 
incline that now exists will vary according to professional grouping and the hierarchy within 
any occupation yet despite this, staff working within the NHS continue to give over and 
above their formal contract. 

• Where pockets of low engagement with change occur it can be related to a multitude of 
different factors, both intrinsic and extrinsic to the organisation. 

• Despite reviewing literature covering a wide and eclectic area no magic bullet has been 
found. 

• However, through examining survey data it appears that, like the majority of the UK 
workforce, issues around financial reward levels are a growing concern. It is suggested 
that lower paid staff may feel this more acutely than some of their higher paid colleagues, 
hence for them the lack of symmetry is expressed as resistance to engagement with 
change.
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Introduction

This evidence review was commissioned by Lincolnshire Community Health Services NHS Trust 
(LCHS), which in common with many other organisations within the NHS is facing the need to 
transform its services. There is evidence showing that high levels of staff engagement have a 
positive correlation with high performance but a negative relationship with resistance to change. 
Therefore issues around staff engagement are important when considering how to bring about 
successful service transformation. In particular LCHS were keen to fi nd out what evidence existed 
that might be useful in understanding why certain groups of staff appear less engaged and to be 
more resistant to change than others.

LCHS provide community healthcare services for the population of Lincolnshire, the second largest 
county in England (2,350 square miles) with a mix of urban, rural and coastal areas. LCHS serve 
a population of c.735,000 and provide 60 different services across 67 sites, including community 
hospitals, health clinics, walk in centres and minor injuries units.

Although the third smallest workforce of all Community Trusts, LCHS are in the top 20% of 
Community Trusts nationally for staff engagement as measured through the annual NHS staff 
survey results. Their aim is to remain in the top 20% for they consider it a priority based on the 
evidence of the clear link between satisfi ed staff and the quality of patient care delivered (LCHS, 
2014b). Therefore from a practical standpoint the Trust wanted to understand the values held 
within the workforce and hence behaviours that must be ‘worked with’ in order to bring about 
large scale change/transformation and ‘what a Community Trust needs to do, to actually respond 
to these’.

When database literature searches were conducted it became clear that there was very little 
evidence derived specifi cally from community health settings with regard to staff attitudes and 
values and how these may infl uence behaviour in times of service transformation. However there is 
evidence derived from the NHS more generally, and it was agreed that by focusing on engagement 
and its relationship to change, and then where possible relating this to the specifi c context of LCHS, 
the learning would be transferable. This review therefore fi rst reviews engagement and whether 
there is evidence of a relationship between engagement and change.

Chart 1  The percentage of LCHS staff (total, 2,500) within each occupational grouping.
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But what is staff engagement?

The following quotation is highly representative of 
the dominant message espoused in the literature:

“The NHS has improved its levels of 
staff engagement significantly since 
2011 when it first adopted a national 
measure”. 

NHS Employers, 2015:1. 

However by contrast, results from the 2014 annual 
survey show that nationally, across all professional 
groupings, there has been a rise in the numbers of 
staff feeling under pressure at work and unhappy 
with pay levels, which according to NHS Employers 
(2015) has impacted on the motivation and 
satisfaction levels reported. This would also appear 
to be the case at LCHS where staff satisfaction 
with pay is at 40%, slightly higher than the 
national average of only 34%; however this still 
leaves the majority of staff (60%) not satisfied 
with the level of their pay.

The two comments above by NHS Employers 
illustrate the complexity and often conflicting 
evidence surrounding exactly what constitutes 
engagement and how it might be measured. 
Moreover, the literature on engagement is unclear 
as to whether it is an attitude, a behaviour, an 
outcome or a combination of all three (Macleod 
and Clarke, 2009). According to The King’s Fund 
(2014), engagement refers to attitudes - of staff 
being committed to their organisation and to 
behaviours that reflect these attitudes - of going 
the extra mile. Although staff engagement is not 
rigidly defined, generally it is agreed that beliefs 
and attitudes affect behaviour - in the sense of 
measurable levels of engagement (Weeks, 2013). 
Following this interpretation engagement can be 
understood as a psychological state which can 
reflect either engagement with own work/role or 
engagement with own organisation (Jeve et al., 
2015). The difference between different types of 
engagement and their implications are discussed 
later. 

Engagement as ‘a state of being’ is thought to 
be based upon more than job satisfaction, as it 
also includes organisational commitment, job 
involvement and feelings of empowerment. 
Whilst job satisfaction is related to morale, simply 
measuring job satisfaction cannot tell you how 
employees are behaving. It is however believed 
that measuring engagement can go a long way 

towards doing so (MacLeod and Clarke, 2009). 
However, individual’s engagement levels are also 
psychological states or individual constructs that 
are affected by the broader context in which the 
beliefs and behaviours are said to occur (Holt et 
al., 2007). This interpretation is again different to 
that found elsewhere in the literature, in which 
evidence regarding engagement within the NHS is 
largely dominated by organisational context and 
organisational level outcomes. For example, staff 
engagement has been defined as:

“A two-way relationship between 
employer and employee. Information 
about the performance of the 
organisation is shared so that employees 
are able to understand and contribute to 
improvements in performance”. 

Addicott, 2011:4.

In considering organisational context, the 
literature tends to focus on leadership styles, the 
levels of trust and integrity within an organisation 
(the unwritten psychological contract between 
employees and their employers), plus levels 
of employee voice and influence (Ham, 2014, 
Chartered Institute of Personnel and Development 
[CIPD], 2014). Psychological contracts are sets 
of beliefs (the gives and gets), held by both 
employing organisations and their employees, that 
fill in the gaps of formal contracts. The importance 
of their influence is recognised by the following 
statement:

“Because they are built on employees’ 
beliefs, the precise content of a 
psychological contract will vary between 
individuals and because these contracts 
are not formally agreed, employees 
and employers may differ in their 
understanding of their mutual obligations. 
A ‘healthy’ psychological contract is one 
where employees and employers believe 
each party is fulfilling their obligations and 
is associated with a range of behaviours 
and attitudes that are beneficial to the 
organisation”.

Institute for Employment Studies [IES], 
2010:52. 
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But what is staff engagement?

However as the figure below demonstrates, when looking at how individuals’ beliefs and 
behaviours affect outcomes, it is necessary to explore more widely than organisational context 
alone, for as will be discussed in a following section, engagement in terms of outcomes may be 
measurable at both individual and organisational levels.

The diagram above (Holt et al., 2007) describes how readiness for organisational change may be 
understood by illustrating how attitudes are influenced simultaneously by what is being changed 
(content), the circumstances under which the change is occurring (context), the characteristics 
of those being asked to change (individuals involved) and how the change is being implemented 
(process), for example the different ways or sets of working conditions created that empower staff 
to deliver their roles in order that measurable outcomes may be achieved. The scale of the task 
however is acknowledged in the following quotation:

“The NHS employs over one million people and it is difficult to 
generalise about their attitudes. However, it is clear (from this research) 
that people react within the NHS system differently according to their 
emotional and rational response to the way it operates. Their rational 
considerations include practical behaviour; operating according to 
processes and procedures and the infrastructural guidelines that make 
sure the job gets done”.

Ipsos MORI, 2008:22.

What constitutes evidence for a measurable outcome is discussed again later, however here 
the distinction is being made between extrinsic and intrinsic outcomes. Intrinsic outcomes 
can be measured in terms of advocacy or greater job satisfaction which when high, can affect 
organisational performance in terms of measurable extrinsic outcomes. In general terms, the 
more positive the experiences of staff within an NHS Trust, the better the outcomes for that Trust. 
Engagement has many significant associations with patient satisfaction, patient mortality, infection 
rates, Annual Health Check scores, as well as staff absenteeism and turnover. The more engaged 
staff members are, the better the outcomes for patients and the organisation generally (West and 
Dawson, 2012). The message is clear; fostering staff engagement is good for an organisation.

Figure 1 The interrelatedness of context, content, process and individual (personal) differences which 
influence beliefs and subsequently behaviours.

Source: Holt et al., 2007.

Content

Attributes of the initiative 
being implemented

Context

Attributes of environment 
where initiative is 

implemented

Individuals

Attributes of employees 
where initiative is 

implemented

Process

Steps taken to implement 
the initiative

Beliefs = Readiness Behaviours
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What is the link between engagement and 
transformation?

Large scale change (service transformation) has been described as a process that requires the 
mobilisation of individuals, groups and organisations working together towards a new future state 
(NHS Improving Quality, 2014). It requires massive and active engagement of all concerned (people 
need to make sense of the changes and feel passionately about them), yet this can only occur with 
a shift in power from hierarchical to distributed leadership, for as has been noted that: 

“When small teams of experts work behind closed doors to design the 
‘right’ way and expect others to get on and do it - it simply doesn’t 
work”.

Bevan et al.,2013:9.

Transformation as with any large scale change requires individuals throughout the organisation to 
change their behaviour, and whether at clinical, managerial or policy levels, the issue are complex 
(Hunter et al., 2014). Evidence from the fields of implementation and translational science also 
shows that complex inter-relationships exist between what it is that is being changed, who is 
involved and the context or setting in which they work (Harvey and Kitson, 2015). A similarity is 
becoming apparent; Content, Process and Context affect both engagement and transformation. 
In relation to this SPARKLER, this can be understood as needing to understand the relationship 
between the context in which people work and exactly what it is that is to be changed, for it is 
this relationship that creates the beliefs of the staff upon whom the successful implementation 
ultimately rests. The advice is that when looking to implement large scale changes an important 
issue is to ensure that the key themes make sense to people and that they feel passionate about 
them (Bevan et al., 2013). However reactions to change are guided by perceptions of how it will 
impact upon them as individuals, in addition to how valuable or necessary the changes are for 
service sustainability. For example, if staff work in an unsupportive environment or team where they 
feel pressured to attend work even if they are unwell, and their team function and work role are 
both to be changed, it will create less positive beliefs towards the changes than for staff who have 
relative autonomy in their work, high professional status and are likely to be less affected by any 
proposed changes.

The importance of the link between engagement and change/transformation is made explicit in the 
two following quotations from the literature:

“Engagement during times of change is vital in order to both inform 
decision-making and to ensure the buy-in of employees to the process” 

Dromey, 2014:31.

“Employee engagement is a valuable framework for values-based 
culture change and is interwoven into organisational development 
and culture change activities. It is regarded as important, both as a 
framework to drive culture change and as a means to evaluate the 
success of culture change”.

CIPD, 2012:2.
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What is the link between engagement and 
transformation?

Using this understanding it becomes clear that engagement is not solely a measure on an annual 
survey but that having an engaged workforce has positive outcomes for organisations in terms 
of transformation. However the CIPD comment that whether any changes are sustained will 
be dependent on employees being involved in transformation processes and engaged with the 
new ways of working (CIPD, 2012). For example, research from USA, found the reason most 
change initiatives fail is because “the vast majority stumble on precisely the thing they are trying 
to transform: employee attitudes and management behaviour” (Keller and Aiken, 2009:2). The 
counter claim however, is that when done well: 

“Large scale change leads to such deep changes in attitudes, beliefs 
and behaviours that sustainability becomes largely inherent”.

Bevan et al., 2013:7.

Much empirically produced evidence exists in the literature regarding both engagement and 
transformation generally, however regarding engagement with transformation, sadly much less 
exists. There is acknowledgement that resistance to change ‘must’ be overcome and that although 
change is ‘necessary’ to achieve greater/more sustainable system efficiency, historically the NHS has 
remained impervious to large scale reform (Erskine et al., 2013). Even with an understanding of the 
historical context, knowing what is necessary and achieving it are two very different positions as 
acknowledged in the following quotation:  

“The changes and reforms necessary to achieve this are widely 
acknowledged to be radical, system-wide and extremely challenging to 
implement”.

Erskine et al., 2013:30.

The predominant message within the literature is that whilst it is the responsibility of senior 
leaders for setting, maintaining and modelling an organisation’s culture, engagement is a shared 
responsibility across all levels (Dromey, 2014; The King’s Fund, 2014). The guidance is that line 
managers need to communicate regularly with their teams in order that there is an effective 
and empowered employee voice. Employee voice refers to the ability to raise concerns, to offer 
suggestions for improvements and meaningful involvement in organisational decision-making 
(Dromey, 2014). A recent SPARKLER on patient engagement (EMAHSN, 2015) found that whilst 
having voice was important, what was even more important was that what was said was listened 
to. The evidence suggests that the situation is very much the same regarding staff engagement,  
as ”feeling listened to was the most important factor in determining whether staff valued their 
organisation”  (The King’s Fund, 2014:58).
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The relationship between staff and their 
organisation

As a concept organisational culture is used in the literature to explain the ways in which attempts 
to improve healthcare performance are infl uenced by the context which they occur, it has been 
described as:

“That which is shared by individuals within the organisation—their 
beliefs, values, attitudes and norms of behaviour and there is general 
agreement that it has a role in promoting some behaviours and 
blocking others”.

Gale et al., 2014:1.

This has very practical implications in the workplace, for dependent on the level of theoretical 
underpinning, the way ‘organisational culture’ is verbalised can range from ‘the way we do 
things round here’, to ‘patterns of shared basic assumptions of a group in the process of internal 
integration and adaptation to external infl uences’ (Hunter et al., 2014). Neither defi nition 
nor explanation however assists in understanding what happens on the shop fl oor and why 
certain groups or individuals appear not to share these assumptions. Organisational culture and 
organisational change are interrelated, as for interventions to be effective, the attitudes, values, 
policies and practices that are verbalised need to become the attitudes, values, policies and 
practices that are enacted - Walk the Talk (Argyris, 1992). That there is a relationship between 
organisational culture and performance is strongly asserted in the literature yet importantly what 
is often overlooked is that this relationship is a contingent relationship (Mannion et al., 2010). A 
large review of the evidence (Parmelli et al., 2011) concluded that the link between organisational 
culture and performance although assumed to exist and written about widely, is on balance based 
on weak empirical evidence. In order to clarify Parmelli et al.’s assertion the problem concerns what 
constitutes evidence, and how much value is given to it. Ham (2014) although fi rmly asserting 
the value of staff engagement, has acknowledged the methodological problems associated with 
its measurement. More generally, research methodologies used in life/medical sciences tend to 
have different epistemological assumptions and hence use different methodologies in order to 
‘prove’ that something has had a measurable effect on performance. This requires a particular 
set of measures to be tested. In contrast, the social, health sciences and in particular the fi elds of 
organisational and management theory use different methods. Therefore using measures that are 
acceptable  in one domain to measure the effect in another is questionable. This is not a discussion 
for this SPARKLER, however what is relevant to this evidence review is that the weight that is 
accorded to research evidence will be interpreted differently according to which sub-culture an 
individual supports. To illustrate the point, a large scale evidence review found that the academic 
literature on engagement had a different focus to that of the practitioner literature (Robinson et 
al., 2014).  The academic literature mainly focused on the importance of positive psychological 
states, the infl uence of management and leadership and an organisation’s actions. The practitioner 
literature also recognised the importance of senior leadership and line management. However 
whilst the academic literature focuses on leadership styles, the practitioner literature appears to 
focus more on issues surrounding trust in senior leaders, the importance of feedback, and praise 
and recognition from line managers. Additionally, and in contrast, this literature focuses more 
heavily on the processes, on team working, on autonomy, on meaningfulness, on work-life balance 
and employee voice of being heard and listened to.
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In practical terms these differences have an impact not only on how evidence is understood or 
considered legitimate, but also on outcomes or what actually happens in an organisation too, 
for as noted above, the relationship between organisational culture and performance should be 
understood as a contingent one:

“Organisations appear to perform better on those variables which 
would be valued more highly according to the dominant culture 
type”.

Mannion et al., 2010:65. 

The concept of dominance of a particular culture is important, for culture is embedded in groups 

and as acknowledged in the following quotation:

 “There cannot be a culture unless there is a group that ‘owns’ it”.

 Gale et al., 2014:3. 

Of particular relevance to this review is the understanding that staff engagement is shaped by 
the culture of the organisation or how it actually does things (NHS Networks, 2013). By way of 
an example, the following table highlights some of the differences that exist between different 
occupational groups within the NHS (managers and medics).

Table 1 The interrelatedness of context, content, process and individual (personal) differences 
which influence beliefs and subsequently behaviours.

Source: Mannion et al., 2010:197.

Managerial Medical

Structure Bureaucratic Collegial

Group loyalty Low High

Job Security Low/medium High

Disciplinary base Social sciences Natural sciences

Evidence base Case studies on organisations Clinical studies on patients

Focus Patients as groups Patients as individuals

Skills Managerial/human relations Biomedical/technical

Allegiance Organisational/corporate goals Patient/professional

Discretion Low - rules/procedures High - clinical autonomy

Success measure Efficiency Effectiveness

Quality emphasis Consumer related quality Technical quality

Performance review Consumer related quality Technical quality

Professional status Emerging Established

Social status Medium High

Public trust Low High but vulnerable

The relationship between staff and their 
organisation
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The table above not only contrasts differences between ‘management’ and ‘clinician’ beliefs but 
also demonstrates the values which act as validation for their behaviours which according to 
Mannion et al., 2010) is why there is only a contingent link between organisational culture and 
performance.

“Defining organisational performance, is perhaps, almost as difficult 
as defining organisational culture as for any organisation, a range of 
possible assessment criteria, with measures of clinical process, health 
outcomes, access, finance, productivity and employee variables all 
offering some potential”.

Mannion et al., 2010:10.

There is a relationship between the way change is managed and employee’s emotional and physical 
wellbeing (West and Dawson, 2012). Evidence is available showing that change, even when 
well-managed, can be stressful with staff reporting feeling uncertainty and vulnerable (Marshall 
and Olphert, 2009). Coping behaviours are recognised as an important issue in the traditional 
organisational change literature. West et al, (2004) found that individuals with a proactive and 
creative approach report greater levels of flexibility to change, they cope more effectively and hence 
see change more positively, unlike those who attempt to resist change and who feel like they have 
no control and thus act defensively. Ten years later a similar comment is made: 

“Where necessary conditions are in place, high levels of engagement 
act as a catalyst encouraging particular beneficial behaviours such as 
proactivity and creativity”.

Ham, 2014:57. 

The importance of this link is when individuals do not cope well with vulnerability and uncertainty 
it can lead to reduced organisational identification, as coping behaviours tend to be self-orientated 
(self-protecting). For example, resistance to change within the NHS has been shown to be 
influenced by the perception that it diverts time and effort from front line clinical duties and that 
often the benefits are only negligible before the next set of changes come along (Marshall and 
Olphert, 2008). Positive organisational identification is said to be related to individual’s involvement 
and commitment to their organisation based upon the three following factors:

•	 A strong belief in, and acceptance of, the organisation’s goal and values.
•	 A willingness to exert considerable effort on behalf of the organisation.
•	 A strong desire to retain one’s membership in the organisation 

Source: Marshall and Olphert, 2008: 256.

A later section of this SPARKLER examines the evidence surrounding the implications of differences 
between advocacy to team, organisation or the ‘idea’ of the NHS and how these may be related to 
issues surrounding the psychological contract between individuals and their organisation and also 
to discretionary effort. The next section however looks at the way any organisation can be thought 
of as comprising different groups with different sets of values and beliefs.
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Cultures, sub-cultures and professional groups

Organisational culture within the NHS is formed by a synthesis of different professional cultures, 
with those who subscribe to their values often referred to as belonging to professional ‘silos’, the 
following quotation is representative of perceptions around professional silos; 

“The professional groups tend to operate in silos even when you work 
them through corporate teams and we have executive leads on each. 
There still is, oh well, that’s the nursing side or that’s the medical side or 
that’s management or something like that I see it, a club or a group and 
they’ll do their own things. I mean this is tribal isn’t it?” 

Internal Auditor cited by McKee et al., 2010:87.

In acknowledgment of the potential for tension between different professional groupings much 
research exists on the theme of overcoming institutional/professional silos (Kreindler et al., 2012), 
but there is also a tension between professional and organisational culture. On the one hand, the 
way an organisation operates facilitates or constrains a particular professional culture, whilst on the 
other hand, the organisational culture is to a large extent determined by the dominant professional 
culture. This can have both positive and negative effects. In positive terms, the dominance of any 
given sub-culture provides continuity during periods of change. 

On the negative side, conflicts between subcultures can act as obstacles to implementing 
something new (Carlström and Olsson, 2014). What is important however is that sub-cultures are 
associated with different levels of power and influence within an organisation. Hence there will 
be differences between subcultures in how receptive or resistant they are to managed change, 
particularly if it appears that it will challenge or affect their values and beliefs. To confound matters 
further, particularly in times of change, there is likely to be a distinction between the cultures 
in use (as experienced by employees) and those that managers aim at promoting and this too 
influences resistance to change (Mannion et al., 2010). A much earlier study (Weber and Weber, 
2001), examined how in times of change, trust in management and their support for employees 
were perceived by staff through considering the variables of autonomy, participation/involvement 
and what the actual goals were. A positive relationship was found to exist between goal clarity, 
employee participation and trust in management, but a negative relationship was found between  
trust in management and levels of autonomy,  i.e. the greater the level of autonomy the less the 
trust in management and vice versa.  However Weber and Weber also found that there were 
phases of acceptance of change, for even if wholly opposed, once the change was implemented 
and staff became familiar with it, they were less resistant and started to feel limited support for the 
management and the change. The personality aspects of this are now examined.

A further empirical study (Massingham, 2013), examined whether an individual’s response to 
change was influenced by their emotional relationship with their organisation at the time of 
the change which was, in turn, influenced by contextual factors that had combined over time 
to create the psychological contract or, whether it was more simply that individual contextual 
factors influenced change response on their own, irrespective of the psychological contract. 
The study found that contextual factors had some influence on change outcomes. In particular, 
group relationships and collective beliefs (group identity) were a strong influence, therefore 
employees with a positive group identity were more likely to feel and behave positively towards 
transformational change programs, irrespective of their psychological contract with their 
organisation (Massingham, 2013). 
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However, in answer to the question of whether there was a direct relationship between an 
individual’s emotional relationship with the organisation and their response to change, the evidence 
showed that psychological contract had limited direct influence on change outcomes. Feelings 
of trust were shown to exert a significant influence on both change engagement and change 
behaviour, however this only extended to creating enough goodwill to engage in the change, in 
terms of personal outcome expectancy, but not necessarily enough to become committed to the 
change (Massingham, 2013). The conclusion therefore was that individuals and management are 
together responsible for resistance to change (Massingham, 2013).

Resistance and scepticism affect all levels of staff. Underpinning many improvements and changes 
in the NHS is the underlying assumption that staff will embrace change in order to improve 
services for patients. However evidence shows that repeated changes have left staff (in all 
professional groupings) not only questioning whether further changes will improve their working 
lives but whether or not they will improve the quality of care delivered to patients (Gollop et al., 
2004).  Although some perceptions regarding change outcomes are shared across levels within 
an organisation, evidence shows that how individuals interpret them may differ according to 
hierarchical grouping (Jones et al., 2008). This latter research was not conducted within the NHS 
but in an Australian context, and this is reflected in the language used in the following quotation 
in which ‘executive’ is used to refer to strategic level managers/directors, supervisor is used to refer 
to the managers responsible for implementing the changes and non-supervisors as other staff or 
the ‘recipients’ of the change. The study examined employees’ perceptions regarding complex 
organisational changes that involved work force redesign, downsizing and a physical move to a 
new hospital. Although lengthy, the quotation is included for it clearly demonstrates how different 
perceptions regarding the change process are expressed:

“Executives spoke most about issues associated with the process and 
outcomes of the change, and least about emotional and attitudinal 
issues. They spoke about communication during the change, 
participation of staff in the change and leadership of the change, 
as well as the planning challenges associated with staff training 
and development. Supervisors focused more on process issues, on 
participation in the change process and planning challenges about 
new roles and changes in staff workloads, together with job-related 
uncertainty. In addition, they were particularly concerned with 
potentially negative outcomes for staff, and frequently mentioned 
positive and negative attitudes toward the change. Non-supervisors 
spoke about a range of issues associated with their emotions and 
attitudes about the change”.

Jones et al., 2008:310.



A recurring issue then is, within the NHS how can groups be meaningfully constructed to assess 
how best to understand engagement with or resistance to change? Leader or non-leaders, 
managers or non-managers, clinicians or non-clinicians, patient facing or non-patient facing? The 
problem with all of these distinctions is the potential for ‘us and them’ or silo based thinking, a 
factor of which is highlighted in the following quotation from a systematic literature review which 
looked at the evidence around how to understand and overcome divisions in healthcare:  

“Not only does information fl ow less readily across salient intergroup 
boundaries, but we are more receptive to infl uence from in-group 
members, as we assume that they see the world as we do”.

Kreindler et al., 2012:351.

This not only infl uences the perceptions of the individuals concerned but through their actions has 
an effect on an organisation’s overarching culture. Culture becomes increasingly important during 
a change programme, particularly the power relations between organisational hierarchies and how 
these are expressed through the value statements as enacted by both executive and frontline staff 
(Gale et al., 2014). However as the two following quotations demonstrate, bridging the differences 
is no easy task not least due to what has been described as ‘wasp-waisted’ management structures 
that can stifl e two way communication:  

“What we’re trying to do there is engage with them to show that we’re 
all part of the same organisation, and to celebrate their successes, but 
also to get them so that they understand the strategic imperative of the 
organisation”.

Executive Director cited in Gale et al., 2014:6.

“What they [the Executive Board] want to achieve and what people 
down there think they want to achieve is very different”. 

Manager cited in Gale et al., 2014:6.  

The two previous quotations add further weight to the research fi ndings showing that whilst 
outside infl uences can affect the success of a change programme, it is the ability of an 
organisations culture to shape or stifl e change that acts as the greatest determinant of its success 
(Erskine et al., 2013). A large scale project, the North East Transformation System (NETS), was an 
experiment in the adoption of large scale change through the implementation of Lean thinking, a 
TQM initiative. The authors (Hunter et al., 2014) make reference to the ‘less than easy relationship 
between clinicians and managers’ and how this infl uenced the involvement of staff. Of particular 
relevance to this review was that the NETS project included both a Vision and a Compact (or 
process) which focused on aligning people and organisations to the Vision. It considered the 
unwritten rules, the behaviours and the signals sent by managers and in doing so it set out the 
expectations and behaviours that were believed necessary  to deliver the change. They reported 
how interviewees considered that the Vision had to be accompanied by a clear set of expectations, 
the ‘gives and the gets’, in order for transformational change to occur:

“The issue for me was if you don’t genuinely talk to people about the 
behaviours that you expect, the fact that this is going to feel different 
for individuals and it’ll be quite challenging for them, if you don’t do 
that, then you can spend as much time as you like agreeing what the 
vision might be, agreeing how you measure stuff, but when push 
comes to shove you will not enact the change. So from my perspective I 
think the Compact is the bit that we neglect at our peril”. 

Senior director cited by Hunter et al., 2014:47.
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Cultures, sub-cultures and professional groups
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However the following quotation recognises how there may be differences in who is actually being 
listened to, in terms of professional grouping and seniority and how this may influence how closely 
they align with the values espoused in a compact or psychological contract of the type used in the 
project:

“… it isn’t a Compact as such. When we listen to what they talked 
about it was largely geared towards consultants and the fact that in 
effect consultant medical staff are aligned more to their profession than 
they are to the organisation, and this Compact was something that sort 
of acted as a bridge across the two. You know, we’ll do this for you and 
therefore you can do this for us”.

Business development manager cited by Hunter et al., 2014:49.

NETS was a long term study in recognition of the ‘fact’ that  transformational change in a complex 
system takes time, demands constancy of purpose and organisational stability, yet it was concluded 
that due to the complexity of the issues it was not possible to provide firm evidence for ‘what 
works’. Hunter et al., (2014) provide a list of key implications which arose as a result of their work; 
they appear to be remarkably similar to the recommendations widely found in the literature. Listed 
in no specific order these were: 

•	 The importance of leadership and leadership style - distributed at all levels and involving 
both managers and clinicians; 

•	 The importance of a mutually respectful relationship between managers and clinicians 
(doctors, nurses and others); 

•	 The importance of training and development for any new ‘methods’ or approaches to 
transformation (in the NETS project the adoption of Lean methods);  

•	 To avoid becoming fixated on the ‘methods’ over and above Vision or Compact.

The final comment may resonate with many staff within the NHS and their experiences of tools and 
methods advocated for bringing about improvements or changes. As a consequence of repeated 
structural changes to the NHS, the same problems and challenges tend to recur, a situation 
described as ‘dynamics without change’ (Hunter et al., 2014). However, as noted by Addicott 
(2011), although essential, if further improvements in performance are to be achieved, changing an 
organisation’s culture is even more difficult than altering its structure.

Organisational climate is the localised and more tangible manifestation of the largely intangible, 
overarching culture. Whilst staff buy-in is as crucial as shared leadership and effective 
communication, unlike overarching culture, organisational climate varies across teams or units 
or professional groupings. Research has found that the absorptive capacity for change and the 
shared ‘receptivity’ of individuals towards a change are all related to organisational climate and the 
more positive attitudes are expressed regarding organisational climate the more likely staff will feel 
positive towards change hence be more prepared to participate in changes (Kimber et al., 2012).  
McKee et al., (2010) also recognise the need to examine organisational climate, which they refer to 
as ‘cultural capacity for change’ by writing that:

“It appears that it is the chemistry between external realities and 
internal cultural attributes, especially leadership and staff engagement 
that affects how priorities are addressed” 

McKee et al., 2010:210.
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Organisations or individuals?

Who is it that transforms: organisations or individuals? It has already been discussed that attitudes 
to change are content dependent. Large scale transformation as a deliberate, planned long-
term process is one very specific type of change that relies heavily on staff buy-in or an engaged 
workforce. For transformation to occur it requires staff, at all levels, to change established 
behaviours (CIPD, 2014). It has been described that:  

“Transformation is a deliberate, planned process that sets out a high 
aspiration to make dramatic and irreversible changes to how care is 
delivered, what staff do (and how they behave) and the role of patients, 
that results in substantial, measurable improvement in outcomes, 
patient and staff satisfaction and financial sustainability”.

McKinsey Hospital Institute, 2015:8.

Guidance, advice and recommendations abound regarding the need for transformation in order 
to meet the growing financial deficits of the NHS, but where is its focus - on the organisational or 
more individual levels and where does the evidence come from on how it should be done? As yet 
the literature offers little by way of strong evidence from within the NHS regarding whole service 
transformation. For example, The King’s Fund (2014) argue that there needs to be a fundamental 
shift away from improvements in care being driven from the centre through performance 
management, to reform being led from within the NHS itself. Similarly the former NHS Institute for 
Innovation and Improvement viewpoint recognising the need to avoid further piecemeal reform, 
describes how traditional methods may no longer be adequate: 

“When considering large scale change the traditional approach has 
been to look to the healthcare literature regarding ‘how to improve 
quality and safety’ of front line clinical services and the ‘evidence’ 
from large organisations and corporations that have undergone 
transformational change programmes, to combine them in order to 
build a picture of how to engage with staff”.

Bevan et al., 2013:4.

In contrast, the proposed new NHS Change Model has been portrayed as assisting in promoting a 
common language or framework for programme planning and delivery within organisations. This 
appears to prioritise understanding the organisational issues over the individual/group level issues 
(NHS Improving Quality, 2014). Yet as Ham (2014) recognises, healthcare is first and foremost 
a people business because the quality of care received depends on the skills, commitment and 
compassion of staff, therefore service transformation depends on engaging with them not only as 
‘the workforce’ but as individual employees with individual sets of beliefs.
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The Department of Health also acknowledge that high quality care requires a high quality 
workforce and that transformational change happens when those delivering care are motivated 
and inspired to do things differently (DH, 2009). Yet it is also recognised that the transformational 
attributes that individuals and teams will need to demonstrate in order to meet this goal will in 
many instances be service (context) specifi c:

“Many good initiatives fl ounder because insuffi cient attention is paid to 
the staff themselves and the actions needed to create the climate in which 
the desired attributes can ensure success. Organisations implementing 
change will want to consider how they promote such attributes in their own 
workforce, and the action needed on a number of fronts. How staff are 
educated and trained, managed and led, how services are commissioned 
and regulated, and how performance is monitored. These all contribute to 
the creation of a positive, enabling culture in which staff constantly strive 
to improve safety, effectiveness and experience of care. Conversely, the 
same factors can mitigate against empowerment, motivation and personal 
accountability, reducing the likelihood of success”.

DH, 2009:27.  

A systematic literature review conducted by Erwin and Garwin (2010) suggested that the primary 
reason for failure to implement change initiatives is resistance to change across organisations.  
Whilst system level factors such as mission and strategy, policy and procedures along with 
organisational structures are believed to infl uence organisational change, there is an equally 
strong body of evidence which argues for recognising the importance of individual behaviours, 
needs, values and motivation when looking to understand what infl uences the success or not of 
organisational change efforts. The evidence was found to fall within fi ve broad categories: 

• What are the behavioural, cognitive and affective dimensions of resistance to         
organisational change? 

• How do differences in individual personality types infl uence resistance to change? 

• What are the key concerns when changes are announced that infl uence resistance? 

• How do the change processes of an organisation infl uence resistance to change? 

• How do change agent/employee relationships and management interaction style infl uence  
resistance to change? 

Source: Erwin and Garman, 2010.
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Organisations or individuals?

As a result of having reviewed the evidence from the organisational psychology literature it appears 
that the issues found to influence resistance to change are very similar to those which affect 
engagement and motivation. For example a general view from the literature is that staff are more 
likely to feel more positive when they feel informed and supported by their organisation, and 
that this is particularly important during times of change (Holt et al., 2007; Jones et al., 2008). 
Conversely, resistance to organisational reforms is said to be influenced by a lack of support, 
but additionally that the resistance is likely to be greater when change is ‘imposed’ rather than 
discussed. The research also shows that resistance increases when staff have dealt with repeated 
reforms whether over a short or an extended period of time (CIPD, 2014). This again appears to 
support the idea of interdependence between context and process of change (Holt et al., 2007), 
and therefore the value of organisations measuring organisational level readiness for change using 
one of the tools readily available. For example, developed and evaluated in a US healthcare setting, 
evidence derived from use of the ‘organisational readiness to change assessment tool’ (Helfrich 
et al., 2009) shows that its use enables organisations to highlight and examine the factors that 
facilitate or inhibit the implementation of service transformation, which they list as being: 

• Effective communication among services;

• Clinical autonomy over clinical care decisions; 

• Thorough initial planning; 

• Regular sharing of progress feedback; 

• Clear specification of overall goals and evaluation of the intervention; 

• Management support; 

• Resource availability.
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Individuals and how they think, as opposed to 
what they think about

Moving away from an organisational focus to looking more at individual sets of beliefs and how 
these influence behaviours towards change, the literature on resistance to change written from 
a psychological perspective recommends the need to consider that the dimensions of resistance 
include both behavioural and cognitive or affective influences. Behavioural considerations include 
anti-change behaviours which can be expressed both passively and overtly - i.e. not actively 
supporting the change initiative or simply doing the minimum required in order to avoid upsetting 
the status quo. Put very simply the difference between affective and cognitive emotions is that 
affective emotions are expressed as ‘I don’t like’ the planned changes and how I perceive they 
will affect me, versus cognitive emotions expressed as ‘I don’t believe’ the planned changes are 
necessary. Cognitive/affective emotions determine how individuals conceptualise change, what is 
the value of any change, will the change affect me, my team, my department, my organisation - all 
of which might be different in any given context, as for example noted in the following: 

”Health care professionals are known to resist threats to their identity 
content; however, interventions perceived as identity threatening in 
one context may be perceived as benign, even identity affirming, in 
another”.

Kreindler et al., 2012:357.

Together cognitive/affective reactions determine how individuals cope with change. Affective 
reactions can include anxiety, anger, fear and enthusiasm, and these in turn will affect the 
behavioural response - embracing it, complaining about it etc. However, there are also predisposing 
factors towards resistance to change, for example an inclination to seek routine, negative reactions 
to change announcements, a short term focus and rigid points of view (Nesterkin, 2013). It is 
these types of predisposing factors that are measurable in routinely used psychometric tests, (Iles 
and Cranfield, (2004). A range of psychological factors influence an individual’s ability to resist, 
accommodate or embrace change (Land et al., 2013). Some individuals personal resilience and 
openness to change might mean that they can accommodate change whether they agree with it 
or not. More generally though, evidence exists showing that reactions to change are guided by 
perceptions of the impact changes will have on both personal and organisational issues (Bevan 
et al., 2013). There is evidence that positive attitudes toward change are positively related to 
relationships with colleagues and supervisors and organisational support (McKee et al., 2010). Staff 
satisfaction with work is also thought to be related to positive attitudes towards organisational 
reform, for example there is evidence that stress is negatively associated with job satisfaction and 
attitudes towards change (Giauque, 2015). However although individual attributes in the sense 
of how any single individual reacts to proposed change in their life can be expressed emotionally 
as excitement and happiness or anger and fear, individual’s perceptions of the content, context 
and process are also context dependent and therefore the processes, norms, values etc. of the 
organisation, an individual’s profession, occupational status and income level will in turn affect 
how different individuals perceive the impact of the changes and hence how they will cope with 
them. On a practical level, communication between management and shop floor is seen as crucial 
for there has been shown to be a relationship between receiving information about change and 
openness to change (Mailley, 2008). There is clear advice in the literature which suggests that the 
regularity of the information flow and the better the quality of information received, the less likely 
there will be resistance to change: 

“Keep on communicating organisational operational and financial 
performance even if it is ‘bad news’. Stopping or reducing such 
communication distances employees from management and increases 
anxiety about organisational changes and job stability”.

Mailley, 2008:25. 
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Individuals and how they think, as opposed to 
what they think about

Evidence from empirical research however demonstrates that it is not simply receipt of information 
per se that reduces resistance to change. Evidence derived from focus group discussions shows 
that staff considered bad news better than no news (Marshall and Olphert, 2008), as upon receipt 
of information, individuals are better placed to determine whether they agree or disagree with the 
proposed changes and hence, their responses also vary, ranging from positive intentions to support 
the change to negative intentions to oppose it (Giauque, 2015).  The need to share information is 
reiterated in the following comment made by an NHS Trust Chief Executive:

“The environment we’re going to be operating in will be tougher going 
forward. But the more staff know about the situation, the more they 
will understand. Treating people as adults is really really important”.

NHS Trust Chief Exec cited in Dromey, 2014:28

That individuals react differently to different ideas has already been discussed, however the figure 
below shows a typical spread of personality traits that can be exhibited as potential positions 
individuals may adopt when facing change.

Chart 2 Potential positions individuals may adopt when facing change.

Source: Bevan et al., 2013:124.

Enthusiasts are highly focused and committed to the cause. They like to be 
among the first to have a go at making an idea concrete;
Visionaries are forward thinkers who are willing to use their influence to break 
with the past but they are likely to want changes to what the enthusiasts have 
done;
Pragmatists ‘protect’ the system by asking for evidence and generalised proof 
of benefit before they will go along with any changes;
Conservatives are a bit more pessimistic, more averse to risk and as a result, 
often prefer simple changes that work rather than seemingly complex, whole 
solutions;
Sceptics are the last to change (and may never). 

Bevan et al., 2014:215.

These are not durable personality traits, they are positions that can be adopted, and will be 
influenced by content, context and/or process. An individual might be an Enthusiast on one issue 
but a Skeptic on another. However as the bell shaped curve illustrates, for any given change or 
series of changes, the majority of people will be Pragmatists and Conservatives.

   Enthusiasts             Visionaries           Pragmatists              Conservatives                      Sceptics
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Whichever position an individual adopts it will produce a different type of relationship with others, 
in particular, with managers. Therefore when trying to understand why some staff on lower pay 
bands appear less willing to engage with change, it is useful to consider the relationship between 
employees and managers and how this may influence resistance to change. Lack of trust in 
management has been shown to be significantly associated with resistance to change and this is 
related to an individual’s emotional response to change:

“Employees tended to be cynical (defined as a disbelief in management 
motives) about organisational change when they were cynical about 
management in general. Cynicism was negatively correlated with 
management trust, and was found to be a predictor of resistance to 
change”.

Erwin and Garman, 2010:48. 

The authors concluded that cynicism was not an individual pre-disposition but a reaction to 
experiences within the organisation. The evidence from psychology is useful in gaining a better 
understanding of resistance to change, in that it demonstrates that at one level it is an individual’s 
personality or disposition that affects their willingness to engage with change, but that it is the 
combination of disposition and past experiences within the organisation that has the greater 
influence over perceptions. There is much evidence from research on leadership and leadership 
styles which feeds that discussion (Aarons et al., 2015; West et al., 2011; Bevan et al., 2013) and 
although not discussed in detail here, what is acknowledged is that: 

“Leadership behaviours that involve ‘engagement’ have much the 
greatest impact on staff’s attitudes to work and their well-being”.

Alimo-Metcalfe et al., 2010:vi. 

As has already been alluded to by introducing the concept of a psychological contract, and will 
be discussed further in following sections of this SPARKLER when evidence from the literature 
concerning attitudes towards management are reviewed and data from surveys is examined, 
leadership behaviours are not only closely related to staff perceptions regarding engagement 
but also, following on from Erwin and Garman’s findings noted above, is the recognition that an 
individual’s prior perceptions will have been influenced according to which professional grouping 
they belong and their position in their professional hierarchy (Erwin and Garman, 2010). Once 
again the interrelatedness of context, process and individual attributes is observable. Published 
evidence from the NETS project has already been considered (Hunter et al., 2014), however a 
further paper derived from the project (Erskine et al., 2013) is of value here as they make explicit 
the idea that transformational change in the NHS faces either receptive or non-receptive contexts. 
Amongst the key factors which they found to contribute to the receptiveness of the context, were 
a) the presence of key people leading change and b) the quality of managerial/clinical relations 
(Erskine et al., 2013).  If large scale change is to achieve traction, organisational culture and 
relations between staff should be given as much attention as that paid to the mechanics of the 
change processes. Without the hands on presence of senior leaders, particularly clinical leaders, 
staff tended to perceive that change programmes were just another management fad, and that 
rhetoric and exhortation alone would not win their commitment and support. Consequently, 
Erskine et al., 2013:33) concluded that “senior managers need to ‘walk the walk’ not merely ‘talk 
the talk’”.
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Individuals and how they think, as opposed to 
what they think about

What is the talk? By asking the question reference is being made to the idea that there are issues 
that the academic literature does not talk about, as it tends to focus on the big issues. Yet as the 
following diagram from NICE suggests, practical issues can be just as important.

Figure 2  Different types of barriers to change that may infl uence any given individual.

Source: NICE, 2007:6.

For example, when considering awareness, research shows that few NHS employees are aware 
of ‘the bigger picture’ (Storey and Holti, 2013). Similarly concerning IT, research shows that the 
primary mechanism for ‘engaging or communicating with staff’ is the intranet or email however 
not all staff use laptops or PCs on a daily basis and even for those who do, important messages can 
get lost in the huge volume of emails and ‘cc’ noise. 

As a result, if electronic media alone is relied upon, there is no guarantee that information reaches 
its audience, is read, understood or acted upon. It has also been suggested that responding or 
providing feedback via electric means can leave staff feeling disconnected and distanced from the 
decision making (Forbes, 2014). 

Regarding skills, possibly staff might resist changes because they feel insecure about their ability 
to perform a particular new behaviour/role (Robertson and Jochelson, 2007), and therefore need 
training or support from line managers to build their confi dence. Research evidence surrounding 
these issues, and perceptions from survey results are examined further later by focusing on fi rstly 
staff relations with line managers (Holmes et al., 2014; Robinson et al., 2014) and secondly the 
impact of front-line staff carrying out roles above their qualifi cation level (Laker et al., 2014). Finally 
there is the ongoing issue of inadequate resources at unit levels which is leaving staff feeling under 
pressure and increasingly concerned about doing more for less (Dromey, 2014).
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Life-sized scales and models

The issue of receptiveness to change, whether it can be measured and if so how, appears widely 
within the literature, much of it based on the NHS Change Model (see Erskine et al., 2013; Hunter 
et al., 2014; Martin et al., 2013; McKee et al., 2010). Similarly evidence exists regarding the use 
of scales measuring resistance to change (Johansson et al., 2014; Carlström et al., 2014), with the 
most commonly used scale being Oreg’s (2003) resistance to change  (RTC) ‘instrument’. It is a 
short, one page questionnaire comprised of 17 questions designed to: “tap an individual’s tendency 
to resist or avoid making changes, to devalue change generally, and to fi nd change aversive across 
diverse contexts and types of change” (Oreg, 2003:680). The Scale is comprised of four sub-scales: 
the extent to which individuals seek routine, levels of emotional reaction to change, short-term 
focus adopted during change and the ease and frequency with which individuals change their 
mind. Together these individual sub-scales form the measure of dispositional resistance to change. 
A  series of studies have proven the RTC’s structural, construct, content and predictive validity (Oreg 
et al., 2008). Additional details are included in the Further Resources section of this SPARKLER. 

Figure 3  The NHS Change Model.

The NHS Institute for Innovation 
and Improvement developed 
a Change Model drawing on 
evidence from organisational 
development, management and 
leadership and improvement 
science. Articulated in terms of the 
common goals of the NHS, the 
model aims to assist with aspects 
of change that may be in tension, 
for example, aligning management 
policies aimed at meeting fi nancial 
pressures with quality of care 
concerns of clinicians.  It is a non-
linear model, with eight equally 
important but interdependent 
components. The model is not 
designed to be used sequentially 
in a step wise manner but used 
and revisited as necessary as the 
transformation process progresses 

Martin et al., 2013.

Evaluation of the model found that clinicians and managers who had used it found the guidance 
valuable, particularly in structuring and informing their planning and activities. However noting 
once again the importance of context, the authors concluded that:

”Further work on its design and on supporting materials may optimise 
the approach, but its utility rests in particular on organisational cultures 
that support faithful application”.

Martin et al., 2013:65.



28

Life-sized scales and models

Continuing with the idea that differences in organisational culture exist between different Trusts, 
and corroborating evidence in the literature, research focusing on change and patient safety found 
that not only is the concept of organisational culture highly complex, but that different Trusts had 
differing priorities in where they placed the emphasis of different parts of their organisational 
culture (McKee et al., 2010). For example, different priorities were seen in differences in leadership 
styles or the extent to which CEOs communicated the organisation’s strategic vision. The staff 
interviewed said that they perceived the key barriers to change as being staffing levels, skill mixes, 
workload demands, staff control over their work and ultimately their levels of engagement:  

“High work demand and lack of control over work were common 
for many nurses in this study. Nurses who reported working in shifts 
that were characterised by low control generally reported lower levels 
of performance. High levels of reward could be protective in shifts 
characterised as being high in demand and effort”.

McKee et al., 2010:188. 

Acknowledgement of the issue of reward begins to inform the picture when considering an 
apparent reluctance of staff at lower pay bands to become engaged with change. What the 
literature from the field of organisational psychology can bring to the field of change management 
is an understanding of the sometimes irrational (and often unconscious) nature of how humans 
interpret their environment and choose to act (Erwin and Garman, 2010). For example there is 
evidence showing that when individuals choose for themselves, they are far more committed to 
the outcomes (Keller and Aiken, 2009). Along similar lines is the idea that change is “disturbing 
when done to us, and exhilarating when it is done by us” (Nesterkin, 2013:578). The two examples 
above acknowledge the difference between being the instigator and the recipient of change and 
therefore the potential for misalignment between the intentions of one group and how these may 
be perceived by the other. For example, research shows that even despite careful planning there 
can be unintended consequences of large scale transformation:

“It appeared that the development of the cultural change plans did 
not take the organisational reality into account or were incapable of 
meaningful implementation. Thus the individuals and groups involved 
in the planning of the cultural change programme were not fully aware 
of ‘ground realities’ ranging from educational and motivational levels 
through to practices and procedures. It was just assumed a majority of 
the staff would be keen to accept the new challenge envisaged by the 
policy makers”.

Wankhade and Brinkman, 2014:14.

The relationship between professional sub-cultures and overarching organisational culture was 
introduced earlier, as was the concept of occupational hierarchies. However further lessons can be 
learnt by looking to the psychological literature on groups, in particular the influence of the social 
networks of those affected by changes, as this has been shown to be useful in understanding the 
change process and eventual adoption of the change (Munroe et al., 2011). Individuals use multiple 
sources of information to make sense of change;  top down messages from senior management 
are only one source of influence; the attitudes and perceptions of colleagues can exert a very 
powerful influence over individual staff members attitudes to change (IES, 2010).



29

Whilst social networks are not confi ned to professional grouping, research has shown that both 
the form and the sphere of infl uence of social networks does tend to vary between professional 
groupings with nurses often belonging to vertical, more formal networks whilst doctors tend 
to belong to less formal, horizontal networks (Greenhalgh et al., 2004). Certain types of social 
networks are better for some types of infl uence than others. For example, horizontal networks 
are more effective for spreading peer infl uence and supporting people as they work out what 
the innovation means for them. Vertical networks are more effective for cascading information 
(including tailored messages) and passing on authoritative decisions (Greenhalgh et al., 2004).

The nature of the relationship between clinicians (especially consultants) and management 
has been described as “an enduring theme affecting how large scale organisational change is 
managed and received” (McKee et al., 2010:216). For example, on the pivotal issue of supportive 
management and staff involvement the policy level message is clear:

“Staff engagement is achieved by promoting a healthy, safe work 
environment, ensuring every role counts, delivering supportive 
management and leadership, enabling the growth and development of 
staff and ensuring their involvement in decision making”.

Department of Health, 2011a:2.

Research found that senior managers agreed that involving staff in decision making was vital during 
periods of change, as by encouraging staff to be involved, it enabled staff to be more onboard with 
the direction of change (Addicott, 2011).  However the research also highlighted the ‘management’ 
perception that there was potential for tension between engagement and suffi cient involvement 
for it to be meaningful, while at the same time ensuring that outcomes that would be benefi cial 
for the organisation as a whole and would  not be jeopardised by any decisions made that would 
refl ect only the priorities of the staff involved (Addicott, 2011). 

Figure 4 The six building blocks for a highly engaged workforce’.

Source: The King’s Fund, 2015:4.
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Life-sized scales and models

Figure 4 is highly representative of the guidance available in the literature on what needs to 
be done in order to increase staff engagement. In contrast to much of the evidence from the 
psychology literature on NHS staff as individuals, The King’s Fund advice is very much from a 
management or organisational perspective, which as the following illustrates, tends to prioritise the 
role of leadership: 

 “Staff engagement cannot be strengthened by setting targets and 
managing their implementation but depends on leaders showing their 
personal and visible commitment to engagement. NHS boards should 
set aside time to discuss the results of staff surveys and to act on the 
results, taking advantage of the more frequent use of surveys”.

The King’s Fund, 2014:49.  

Although leadership is prioritised within research published by The King’s Fund, the benefits of 
considering staff needs are recognised as demonstrated in the following quotation which discusses 
the value of good staff management with regards to line management and well-structured staff 
appraisals: 

“Having well-structured appraisals is helpful in improving how the employee 
does their job, and the employee is left feeling valued by their employer”.

West and Dawson, 2012:20. 

West and Dawson  continue by stating that all staff should have a job designed with clear tasks and 
some opportunity to be involved in appropriate decision making on the basis that:  

“These factors are also linked to employee health, which is also 
important for engagement: high levels of work pressure and stress can 
lead to disaffection and disengagement”.

West and Dawson, 2012:20.

Whilst the advice is to ensure that staff are involved in decision making, a “pulse check” from 42 
NHS Trusts found that 85% of staff do not believe that communication between senior managers 
and staff is effective (Forbes, 2014). For example, a large scale evaluation project conducted to 
investigate the impact of a staff engagement programme, Listening into Action (LiA) introduced 
to three NHS hospital Trusts found that a lack of awareness concerning the concept of staff 
engagement in general and of the programme in particular was not uncommon. The following are 
illustrative of the comments the research team received: 

“This is the first time I’ve heard of Listening into Action”, “explain why 
engagement is important” and “more adverts or training on what it is”. 

Hewison et al., 2013:95. 

These findings appear to contrast sharply with the evidence described below concerning LiA which 
is much more positive. LiA is seen as an engagement model which focuses on developing rather 
than disempowering frontline staff.  It has been pioneered by 27 Trusts and has led to measurable 
improvements in staff engagement levels (The King’s Fund, 2015). Within the East Midlands, it is 
being used by hospitals within University Hospitals of Leicester NHS Trust to deliver staff-led service 
improvement. LiA is said to work because staff want it, that currently 70% of their personal energy 
is lost, but that LiA is about getting that energy back (Optimise, 2015). Optimise are a commercial 
organisation, describing themselves as the ‘architects’ of the LiA approach which provides a 
fundamental shift in how people work.
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As an engagement model, LiA promotes the concept of staff involvement, not least because 
it is reliant on the frontline staff coming up with ideas for improvement. Whilst the adoption 
of of LiA across increasing numbers of Trusts serves as evidence that staff involvement can be 
used to increase engagement, the objective of LiA is to raise staff engagement with service level 
improvements, LiA is not described as aiming at whole scale transformation (Optimise, 2015) This 
is an important distinction because whole scale transformation is more likely to disturb the wider 
status quo, and thus has the potential for meeting with resistance as greater numbers of values and 
behaviours become challenged. However, what approaches such as LiA demonstrate is that when 
individuals are treated with respect and listened to, they are willing to become more engaged. This 
is a view supported widely in the literature which shows that when staff believe their voice does 
have an impact, there is an organisational integrity and the ‘values on the wall’ are refl ected in day 
to day behaviours (Macleod and Clark, 2009; Rayton, 2012). This integrity is seen in the following 
quotation: 

”One person alone cannot transform, it is only by working together, 
bringing all our combined experience and knowledge that we can really 
affect change and drive forward transformation. Everyone has a role 
to play in this, and undoubtedly it is our staff who hold the answers of 
how we can make the biggest improvements”.

Central Manchester University Hospital NHS Foundation Trust, 2015:1.

If there is to be no ‘say-do’ gap, high commitment management practices require the promotion 
of mutual infl uence, respect and responsibility (Powell et al., 2014). The underlying assumption is 
that organisational productivity and effi ciency will be developed by creating working conditions 
that enhance employees’ ability to identify with organisational objectives and values. Research is 
available showing that positive attitudes towards change are less infl uenced by issues such as pay, 
job security, professional development and training opportunities than they are by perceptions 
regarding social and organisational support (Giauque, 2015). This would appear to corroborate the 
values espoused by CMUH (above) which states that employee support is critical to engagement,   
however, whilst this may be the case, as will be reviewed further later, survey results appear 
to suggest, monetary considerations may be equally important for some individuals within the 
workforce (RCN, 2013). 

With reference to adequate resourcing levels, the following comment is typical of those to be 
found in the grey literature:

“Bluntly, if frontline staff don’t have the time to do their day jobs, how 
will they fi nd time to lead a work stream or an improvement project or a 
cost reduction initiative as part of your transformation effort? For change 
to stick and sustain in the NHS, it needs to be led by frontline teams 
within their own areas, and it needs to happen as part of their day job”.

Forbes, 2014:1.
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Life-sized scales and models

Comments such as these would appear to confirm the belief that programmes like LiA may be a 
valuable first step in the direction of engagement with transformation. However, tellingly Forbes 
continues by writing that: 

“Until we get to the stage when our frontline colleagues are crying out 
‘we need a transformation programme here’, the most likely outcome is 
that the well-intended transformation programme will be a distraction, 
or, perhaps, occasionally, an even bigger headache for staff morale and 
motivation”.

Forbes, 2014:1. 

If this is the case, what can organisations do? As a part of the process used to inform the 
development of the NHS Change Model, a large scale review of the grey literature was conducted 
to look at ways of building and aligning energy for change (Land et al., 2013). The review found 
that because defining extrinsic factors was relatively easy, so too was measurement of their 
progress or impact. However when it came to defining and measuring the impact of the intrinsic 
factors, the literature was much less clear. Their conclusion was that: 

“There are multiple models and frameworks which can help. However, 
most of them are not written or framed specifically for a healthcare 
audience and most of them are proprietary tools that require a payment 
for use”.

Land et al., 2013:3.

Derived from evidence found by Land et al., (2013) in their literature review, the resultant Energy 
for Change Model moves away from focusing on intellectual or physical factors to recognising the 
importance of social, spiritual and psychological energies related to change. This means that the 
model focuses less on the external factors which drive change and more on the intrinsic factors, as 
it was thought that it was these which make change meaningful to the staff involved. Social factors 
include engagement, relationships, connections between people and a sense of ‘us’. The spiritual 
factors referred to include commitment to a common future or vision, shared purpose and values. 
Lastly, the psychological factors include trust, feeling supported and belief in self, team organisation 
and system. The Energy for Change Model feeds into the NHS Change Model; it is proposed that 
used together the models can assist leaders in understanding how the intrinsic factors can be 
aligned with extrinsic factors (Land et al., 2013). This could be seen as implying acknowledgement 
that intrinsic factors should be considered as being potentially as influential as extrinsic ones, 
perhaps reflecting the hearts and minds argument. Usefully however it serves to move away from 
focusing on barriers and enablers to change, the language used in the organisational theory or 
implementation science literature (Aarons, 2009; Bevan, 2013; Erskine, 2013; Hunter, 2014) to 
recognition that when looking at perceptions and the differences between those held by different 
individuals or groups of individuals, that the terms ‘alignment’ and ‘misalignment’ are potentially 
more insightful. The term does appear in the medical engagement literature (Baker and Denis, 
2011; Clark, 2012). Re-alignment is no easy task (Hunter et al., 2014) yet the scale of potential 
misunderstanding caused by misalignment is demonstrated in the following comments:

“What the leader cares about - and typically bases at least 80% of his 
or her message to others on - does not tap into roughly 80% of the 
workforces’ primary motivators for putting extra energy into the change 
programme”.

Keller and Aiken, 2009:3. 

“Staff working on the front line know more than national policy makers 
about the challenges of delivery and what will improve patient care”.

Allcock et al., 2015:26.
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Problems and barriers or a case of 
misalignments?

Within the literature there is evidence of misalignments between the ways managers and front line 
staff perceive problems and their solutions.  For example, empirical research by Dixon-Woods et 
al., (2014) found that front line staff perceived safety and quality threats as weaknesses in systems, 
failures of reliability, suboptimal staffing, inadequate resources and poor leadership. By contrast, 
some senior managers believed that the behaviour of frontline staff and organisational culture were 
the cause of quality problems. With no mutual understanding of the causes of problems, achieving 
agreement and staff buy in and finding solutions to the problems all became harder to achieve 
(Dixon-Woods et al., 2014).

Employee voice, as a two-way process, is proposed as a means of increasing mutual understanding 
of the causes of problems and hence a means of developing solutions to the problems that 
inherent in aligning differences in perceptions (Hunter et al., 2014; Powell et al., 2014). The 
evidence suggests that it is not only organisational intentions (implementation of employee voice 
programmes) that determine levels of voice but also how it is perceived within the workplace 
(MacLeod and Clark, 2009). For example, during an evaluation of staff engagement programmes in 
four NHS Acute Trusts, the two following comments were received from staff:

“We need proof that [our] voices have been heard. It’s very well to voice 
an opinion but will any action be taken”.

Hewison et al., 2013:95.

(It’s) important that people from lower pay bands who have ideas are 
recognised”. 

Hewison et al., 2013:95. 

These two comments illustrate that it is not only a case of staff wanting their views to be listened to 
and acted upon, but recognition that within the NHS not all voices are equal. In recognition of this, 
Marchington and Kynighou (2012) suggest a template that distinguishes between form, degree, 
level and scope of employee involvement. The forms of engagement that take place can be direct 
(team briefings or upward problem solving), indirect (staff representation on formal committees) 
and informal (where employees are involved in additional/supplementary activities). 

The degree to which employees are given voice ranges from, at the lower end, managers 
passing information to staff and asking for their comments, through consultation or two way 
communication, up to co-determination with managers and staff working together to decide what 
the problems are and how they may be solved (Marchington and Kynighou, 2012). Level and scope 
can vary too; staff can be involved in decisions across the whole organisation, or at the team level 
with strategic or operational issues. The following quotation is included for it not only describes 
this, but also serves as an illustration of how, while at a superficial level, employee voice is being 
described as credible, the statement implies, by referring to some decisions as less important, that 
there is a tension between what managers and clinicians might consider priorities:

“Managers might believe it makes sense to allow workers to use their 
discretion on local issues given they are actually doing the job and it is 
relatively unimportant how these decisions are made”. 

Marchington and Kynighou, 2012:3338.

When examining organisational change and service integration virtually all research points to the 
importance of ‘collaboration across silos’ (NHS Improving Quality, 2014). yet much of the literature 
focuses on the individual in the sense of what personality traits make for good team members and 
how these may be linked to team dynamics or processes (Laker et al., 2014; or Holt et al., 2007). 
However group membership is an important part of the formation of an individual’s self-concept 
(the ‘us and them’ factor) whereby people focus on the characteristics/attributes they have in 
common with others in their group rather than personal characteristics which differentiate them. 
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Problems and barriers or a case of 
misalignments?

Individuals belong to many groups; their identities change with social context, yet underlying this 
is the belief that how individuals see themselves and their ‘group’ affects perceptions attitudes 
and behaviours. This in turn will vary according to context.  To add to the complexity, whilst there 
is evidence that many professionals identify more strongly with their profession rather than their 
organisation (Ipsos MORI, 2008), there is also evidence showing that group membership does not 
necessarily equate with group identification (Kreindler et al., 2012). 

This has implications for groups of staff working in multi-disciplinary team and links to staff’s 
perceptions of their ‘place’ within a group identity. In return, this influences how they feel about 
their work more generally (i.e. job engagement, Jeve et al., 2015). For example, research has 
shown that whilst higher-status professionals identified with the concept of an ‘egalitarian’ multi-
disciplinary team, other team members particularly direct care nurses and health care assistants, 
did not (Kreindler et al., 2012). In contrast, they reported being excluded from decision making, 
of feeling alienated and of not sharing in the team identity. Hence at times, they were unwilling 
to cooperate with ‘the team’ (Kreindler et al., 2012). Willingness to cooperate with the team as a 
result of identifying strongly with the team is relevant to the question of why some staff at lower 
bands appear less reluctant to engage with change. What managers can do to overcome this is an 
issue that appears to be recognised in the following piece of evidence-based advice from Robinson 
et al., (2014):

“Spot possible problem areas (locations or staff groups that are 
returning unusually low engagement scores) or conversely, areas where 
engagement is notably high. Both should be investigated, with a view 
to working with the manager to put things right and identifying/sharing 
best practice. Teams with low engagement levels might benefit from 
specific training and development interventions”.

Robinson et al., 2014:23.

Rank No Change Change

1 Understand career path Involved in decision making

2 Involved in decision making Understand career path

3 Have the necessary resources to do the job
Co-workers make personal sacrifices to help 
the organisation

4
Organisation provides encouragement for 
development

Organisation provides encouragement for 
development

5 Adequate training provided to do job That dialouge is a two way process

Although a truism, it is useful to remember that engagement exists at varying levels. Employees can 
be highly, moderately, passively engaged or actively disengaged. However there is evidence that 
engagement drivers differ between times of no change and restructuring or transformation (AON, 
2013). Importantly, levels of engagement are not affected by change per se, for research found that 
whilst the percentage of staff who are highly engaged before change will remain similarly engaged 
after service transformation (even where there has been a significant impact on their job), the 
percentage of staff who are actively disengaged before changes are made will increase drastically as a 
result of changes (AON, 2013). The following table is a graphical illustration of the effect change can 
have on what become the most important drivers of engagement levels. 

Table 2 Top drivers of engagement during times of change versus no change.

Source: AON, 2013:6.
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The AON study concluded that regardless of whether change was occurring or not, similar 
issues arose concerning involvement, career or training and development. However, in times of 
change, involvement was given greater priority. Moreover whilst having the necessary resources 
to do the job was a priority in times of no change, this was not the case in times of change 
when priorities moved away from considerations about personal work or career towards a need 
for greater connectivity with the organisation - both through dialogue with the organisation’s 
leaders and also employees needing to feel that their co-workers were supportive - a sense of 
we’re all in this together. This again links back to more general issues concerning the infl uence of 
team membership or group identity, and the way in which individuals turn to their peer groups 
for information but also the acknowledgment, as made earlier, that in multi-disciplinary teams 
professional identity may have more of an infl uence over perceptions than team identity (for 
example, Kreindler et al., (2012) found that HCA’s felt less involved in teams than their higher 
status colleagues). The importance of this is illustrated by the following quotation: 

“One unhappy person amongst a group of happy people can 
destroy unit performance, so average engagement benchmarks are 
problematic. Of course we need insight into how individuals are 
feeling and thinking and knowing this can provide an early warning 
system that there are some in the team who have issues at work. But 
engagement needs more than a group of individual ‘switched ons’ – it 
needs all in the team to understand what it is they are engaging with. 
Indeed, a group of people who are individually ‘switched on’ might 
not be engaging with what the team has to do, or may feel all is fi ne 
personally for them, but have little belief that their colleagues are truly 
engaged with what is important”.

Sparrow, 2014:76.

There is general agreement in the business/HR/management literature that the need to facilitate 
employee involvement and participation has become increasingly prominent with the belief being 
that employees should be involved to some extent in management decisions (Marchington and 
Kynighou, 2012). However, as previously discussed there are differences between the priorities and 
work practices of managers and clinicians within the NHS and as the following quotation implies 
reconciling these differences this will be harder for some than for others: 

“Strengthening medical engagement means ditching any notion of doctors 
following where managers lead in favour of managers and clinicians sharing 
power on the basis of mutual professional respect, united around the goal 
of improving quality. For some, this will require a profound change in their 
mindset”.

The King’s Fund, 2012:17.
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Problems and barriers or a case of 
misalignments?

The traditional relationship between doctors and managers has been described as one hallmarked 
by tribalism (Hunter et al., 2014) with for example, a reported perception among clinicians being 
that NHS managers are excessively concerned with money and form-filling at the expense of patient 
care (IES, 2010). This has implications regarding engagement with change. Evidence from a large 
research project examining communication within integrated care services in London found that 
staff perceived a division between those who ‘implement’ and those who ‘execute’ (Pappas et al., 
2013). Managers, the implementers, were seen as the decision makers, responsible for the smooth 
operation of service integration. Therefore when progress was not as smooth or as successful as 
initially expected, it was those who execute the decisions, the clinicians, who tended to disengage 
with the integration project (Pappas et al., 2013).

Based on staff survey results it has often been claimed that managers are the most engaged single 
group of staff, with one explanation being that as a group they are fired up by the romance of 
the ideals of the NHS (IES, 2010). However as the previous sections on the psychological aspects 
of motivation and resistance to change have demonstrated, affective emotions and reactions to 
change vary widely. 

The NHS Annual Staff survey, headline staff engagement measurement is based on three indicators: 
motivation, involvement and advocacy. Research has shown that when engagement ‘scores’ derived 
from the 2011 Annual Staff survey results were broken down into the three separate components, 
there were differences between professional groupings that were masked when the scores were 
aggregated (Robinson et al., 2014:10). For example, when analysed separately, it was found 
that “medical and dental staff had the highest motivation scores, general managers the highest 
involvement scores, and maintenance and ancillary staff the highest advocacy scores” (Robinson 
et al., 2014:10).  In their analysis, Robinson et al., found a relationship between staff engagement 
and morale, and considered that this may have been mediated according to levels of self-efficacy 
(the extent or strength of one’s belief in one’s own ability to complete tasks and reach goals), with 
the suggestion being that even if staff do ’not have high levels of autonomy, if they feel they have 
good line management support and as a result feel confident in their own ability, this permits 
individuals to feel more positive about  change (Robinson et al., 2014). Again this points to the 
need for staff to feel confidence in their relationships with line managers. 

Across the professions, patient facing staff tended to be positive about various aspects of their jobs, 
with their values being orientated towards professional aspects such as caring for patients (IES, 
2010). However, as a group whilst not entirely unreceptive to the idea, they had mixed feelings 
about the NHS as an institution with a ‘unique mission’ (IES, 2010).  The report concluded that: 

“It should be noted that while these results may appear rather negative, 
there are difficulties in measuring engagement and commitment to an 
organisation. People have different understandings of what it means to 
be committed to or to identify with the NHS. Finding a way to articulate 
a broad vision of what it means to identify with the NHS, that can 
bridge different definitions of ‘identification’ is likely to be a key task”. 

IES, 2010:53.
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As in the previous quotation, where it refers to ‘People have different understandings of what 
it means to be committed and the difficulty of bridging definitions’, the same is true for those 
researching and writing about staff engagement within the NHS. Differences between interests 
and expertise will lead to differences in the focus of research, and whilst much work has been 
conducted to develop surveys to better capture measures of engagement, perhaps the biggest 
issue concerns the different definitions of identification and the way that these influence how 
engagement is measured and understood. This sentiment is clearly illustrated in the comment 
below from a systematic review literature review of group-based analyses of conflict or cooperation 
in health:

“Organisational change efforts have been observed to flounder when 
administrators either ignore social identity or assume that staff can be 
rallied behind an imposed organisational identity”.

Kreindler et al., 2012:358.

Describing differences found between academic and practitioner literature regarding the potential 
for high levels of engagement, Holmes et al. (2014) found that within the academic literature the 
strongest weight of evidence supported the following five factors: 

• Individual psychological states; 
• Experienced job-design related factors; 
• Perceived leadership and management; 
• Individual perceptions of organisational and team factors; 
• Organisational interventions or activities. 

Yet within the practitioner literature amongst the factors were:

• Perceptions regarding senior management;
• Quality of relationships with line managers and;
• Work life-balance.

It is the issues identified in the practitioner literature that are explored in the brief analysis of survey 
data presented in this SPARKLER.

Weaving a path throughout the literature is the idea that working for the NHS is somehow different 
to working in other employment sectors and this is regularly referred to as being related to the 
ethos of public service or public service motivation (IES, 2010; CIPD, 2012; Land et al., 2013). The 
motivation underpinning public service ethos has been described as: “the motivation of people 
who feel a sense of duty or responsibility for contributing to the welfare of others and to the 
common good of the community or society” (IES, 2010:51). Public service ethos is often linked 
with ideas such as discretionary effort, of going beyond and above what is contractually required 
of a job. However it has been said that the historical background of the NHS distinguishes it apart 
from other public services (Aarons et al., 2009) and that although the rhetoric assumes that staff 
will embrace change in order to improve services for patients (Gollop, 2004), staff, particularly 
AHPs, have reported irritation at what they perceived of as attempts to play on feelings of moral 
obligations (of going the extra mile for the organisation) during recruitment campaigns, feeling that 
it made the NHS look desperate and that giving a realistic picture of work within the NHS would be 
preferable (IES, 2010).
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But what is a realistic picture of working within the NHS?

Evidence suggests that sustainable workloads and access to appropriate resources to carry out roles 
facilitates staff feeling more engaged; conversely unmanageable workloads and high levels of stress 
lead to disengagement (The King’s Fund, 2014). The same study also found evidence that higher 
levels of engagement were associated with lower levels of absenteeism. Looking at absenteeism, 
it is generally believed that staff experiences can be linked to outcomes such as absenteeism or to 
patient satisfaction. However the picture painted by the evidence is still equivocal, for although a 
large scale study concluded that there was clear evidence of causal links between staff experiences 
and absenteeism, and staff experiences with patient satisfaction, links between intermediate and 
organisational level outcomes were less clear (Powell et al., 2014). The study tellingly concluded 
that: 

“Although staff experiences were associated with absenteeism and 
with patient satisfaction, there were no mediated affects - that is, 
the reason of staff experiences affecting absenteeism appears to be 
completely separate from the reason they affect patient satisfaction”. 

Powell et al., 2014: xxiii.

The further cautionary note regarding low levels of absenteeism is that they may mask the effect 
of the less healthy sign of presenteeism. There appears to be a paradox, for staff reported feeling 
pressure to attend when feeling unwell, possibly fearing taking time off due to sickness lest they 
are seen as being non-supportive, but actually anxiety over changes can lead to increased sickness 
(Marshall and Olphert, 2008).  Similarly feeling the need to work extra hours may be an attempt to 
appear willing, committed and indispensable. Data from staff surveys on presenteeism and working 
extra hours are examined further in a later section.

Generally it is thought that intermediate outcomes may still have a real potential for fi nancial 
cost savings for the NHS (West and Dawson, 2012) and this would appear to be corroborated by 
case study fi ndings from within the NHS. For example, following poor Annual Staff survey results 
when the Trust only achieved 21% of the staff survey measures above the national average, the 
Wrightington, Wigan and Leigh NHS Foundation Trust (WWL) set about implementing a trio of 
interventions to improve staff engagement - the ‘WWL Way’. Following implementation of the 
‘WWL Way’, the numbers of above average scores on the annual staff survey increased, plus they 
achieved sustained reductions in sickness absence with expenditure on temporary staffi ng down 
from £15 million to £12 million (NHS Employers, June 2014).
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Implementation climate as a global construct is not dissimilar to the concept of a psychological 
contract, in that it is also thought to comprise expectations, support and rewards and as such like 
a psychological contract is very much context dependent. Research shows that implementation 
climate is positively associated with implementation effectiveness (Beidas et al., 2013). However, 
measuring implementation climate also remains problematic. In particular the problem lies 
in determining whether individual or group-referenced items should be used, and whether 
assessments take place at group or organisational level. For example Jacobs et al. (2014) found 
that where individuals work independently, implementation climate was an individual construct, 
however when individuals work and interact more frequently (as in teams) group referenced 
measures affect implementation climate, hence it should be considered an organisational construct. 
What this means in practical terms is that there will be differences in perceptions between those 
individuals who perceive they work in a well-supported team where all members are valued and 
respected and those who don’t (RCN survey data (RCN, 2013)  and Ipsos MORI survey data (Ipsos 
MORI, 2008) on allegiances to team, organisation or occupational grouping support this). A further 
means of teasing this apart is by considering whether there are difference types of engagement. 
Work engagement has been described as an individual employee’s level of commitment towards 
their work, as such it drives quality of care for engaged individuals to feel connected to their work 
and are better equipped to deal with job demands. Employee engagement is understood to be 
more at the team, group or organisational level, and recent research shows that whilst personal 
engagement is related to group engagement and group performance outcomes, in that it mediates 
‘organisational citizenship performance’, individual level work engagement for NHS employees is 
below average compared to that of other public service employees (Jeve et al., 2015). This appears 
to directly contrast with the view conveyed elsewhere within the literature, for example:  

“Compared to the economy as a whole, NHS staff have higher levels of 
work commitment and better job satisfaction”.

NHS Employers, 2015:1.

Presenteeism has been a growing problem across all sectors of the UK over the last few years. The 
2012 CIPD Sickness Absence Survey, shows 30% of employers reported an increase in the number 
of people coming to work ill in the previous 12 months, an increase from 23% in 2010. According 
to the CIPD, the increase in presenteeism is in a large part due to the threat of redundancies and 
concerns over job security. However, the literature (NHS Employers, 2015) seems to suggest that 
the NHS is not directly comparable to other organisations in terms of staff engagement, not least 
due to the fact that one of the areas shown where differences in staff engagement levels exist 
is between patient facing and non-patient contact groups of staff - those with patient contact 
exhibiting a much stronger public service ethos where  patients were their priority (Ipsos MORI, 
2008). In the following example to explore public service ethos, in terms of going the extra mile, 
nurses are used as representing a large group of patient facing staff.  The RCN bi-annual survey 
results (2013) show that, in response to the question; Over the previous 12 months, have you gone 
to work despite feeling that you really should have taken sick leave due to your state of health? 
38% of bank/agency nurses reported never having gone to work if unwell in contrast to the 
much lower figure for Community Trust nurses where the figure was only 15.5%. 50.5% of bank 
nurse reported that despite feeling unwell, they had been to work, up to five times in the last 12 
months, whilst for Community Trust nurses this figure was higher still at 72.4% (RCN, 2013:83). 
It is not being suggested that bank nurses as individuals care any less for patients or have different 
psychological motivations, but that the psychological contract they have with the NHS is different 
to that of permanent contract staff. Clearly nursing staff (whether bank or permanent) do give over 
and above that which they are contracted in terms of patient care, as is recognised by the following 
statement: 

“NHS staff strongly identify with the NHS brand and the values 
underpinning it”.

NHS Networks, 2013:4.
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But what is a realistic picture of working within the NHS?

However, despite the rhetoric, survey data shows that there are differences in individuals’ 
relationships or allegiances to their employing organisation. For example one area where 
differences are consistently seen is between medics and other clinical staff. Whereas most clinicians 
reported their allegiance as being towards patients first, then the NHS, then to their teams, for 
medics, their allegiance was first to patients then to their own peer group - i.e. other doctors as 
opposed to the NHS or any other professional groupings (Ipsos MORI, 2008). Clark, 2012) however 
argues that medical engagement is much more important than just slotting medics into positions 
in existing structures. There has been considerable research conducted examining the factors 
necessary for involvement by doctors in managerial decisions and in implementing organisational 
change (Clark, 2012; Clark and Nath, 2014). But as Mailley notes (2008), whilst the former NHS 
Institute for Innovation and Improvement (now NHS Improving Quality) devised a scale to measure 
doctors’ willingness to participate in non-clinical management decisions as a form of engagement, 
it is not directly comparable to the NHS Annual staff survey measure of engagement. The link 
between medical engagement and change: 

“revealed limited empirical evidence about the positive impact of 
enhanced medical engagement on organisational performance but did 
demonstrate that the lack of engagement presents significant problems 
in the organisational pursuit for change and improvement”.

Hamilton et al., 2008:5. 

More recently research has shown that where doctors are clinical managers, other clinical staff 
respect and listen to them. At the same time, the evidence suggests that levels of mutual respect 
between medical leaders and general management are not always optimal (Clark and Nath (2014). 
For example: 

“When managers talk about physician engagement, they are generally 
speaking in code for what they would like physicians to do but cannot 
get them to do; but when physicians speak about engagement, they 
are speaking in code for what they already give that is not appreciated, 
valued or supported by the administration”.

Clark, 2012:441.

Clearly there are differences in opinion regarding medical engagement. Looking to staff 
engagement more widely, there is no strong evidence that works for any single group, over all 
issues (Ipsos MORI,2008). Therefore it is thought that to better understand engagement it is 
necessary to look individually at the drivers for the different relationships staff have with their 
patients, the public, their profession and the NHS (Mailley, 2008). Amongst the main drivers for 
engagement provided by NHS Networks (2013), is staff feeling valued - every role counts. The 
message is clear - we’re in this together and there is a sense of moral obligation.
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Advocacy is one of the measures of staff engagement, and earlier the question was posed 
regarding engagement to whom, by whom? Ipsos MORI (2008) found that there were quite 
significant differences in perceptions firstly at what level advocacy was measured and secondly 
according to occupational groupings. To illustrate this point Table 3 contrasts average scores for 
Advocacy of own team, advocacy of Trust/Employer/Practice, Advocacy of the NHS as it stands and 
advocacy of what the NHS stands for across all groups.   

Table 3 Difference in advocacy to whom.

Source: Ipsos MORI, 2008:38.

Clearly advocacy of own team appears to be higher than for Trust or NHS as a whole. However a 
general view expressed in the literature is that whilst employee motivation can be explained using 
a variety of frameworks, public service ethos is important (IES, 2010). For example, despite job 
cuts, pay freezes and pension reform, public service ethos still resonates with many staff in the NHS 
(CIPD, 2012). This belief would appear to be born out in the table above, as ‘advocacy of what the 
NHS stands for’ is higher than ‘advocacy of NHS as it is’.
 
However, the following table demonstrates differences in perceptions according to occupational 
groupings. This shows figures for Advocacy of Team. The occupational groups shown are those 
where ‘scores’ are higher than the overall average.

Table 4 Advocacy of Team.

Source: IPSOS MORI, 2008:39.

Speak highly Speak critically

Advocacy of team 81% 9%

Advocacy of Trust/employer* 49% 23%

Advocacy of NHS as it is (in 
2008)

27% 43%

Advocacy of what the NHS 
stands for

42% 22%

Speak highly (Av. overall 81%) Speak critically (Av. overall 9%)

General Management 88% Socal Care 17%

Medical and Dental 86% Nursing or Healthcare Assistants 12%

Registered Nurses and Midwives 84% Admin & Clerical 11%

AHPs 84%  NHS Infrastructure 11%
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But what is a realistic picture of working within the NHS?

A significant finding was that managers were more likely to speak highly of their team, their 
organisation and the whole of NHS. However within the management group, there were 
differences between senior, middle and junior level managers, with senior managers consistently 
more positive than their more junior colleagues (Ipsos MORI, 2008). These findings also appear to 
be corroborated by the Annual NHS Staff survey where management consistently scored highly 
across a variety of key findings (KFs). By way of demonstrating the power and identity issues 
surrounding professional groupings KF21 (% reporting good communication between senior 
management and staff) and KF22 (% able to contribute towards improvements at work) are used 
as an example as they closely match Pledge 4 of the NHS Constitution which states that:

“The NHS commits to engage staff in decisions that affect them 
and the services they provide, individually, through representative 
organisations and through local partnership working arrangements. All 
staff will be empowered to put forward ways to deliver better and safer 
services for patients and their families”.

NHS England, 2013b:13). 

Questions used from KF21 and KF22 are derived from the section of the annual NHS survey which 
asks staff about their managers. The section comprises ten questions; the five considered to be 
most relevant this review are examined in Table 5 below.

Table 5 Percentage of each staff group who either Agree or Strongly Agree with each statement.

Source: NHS Annual Staff Survey, 2014, Q10 and Q11.

Q10 c Q10 d Q11 b Q11 c Q11 d

My immediate 
line manager 
gives me 
feedback on my 
work

My immediate 
line manager 
asks my opinion 
before making 
decisions that 
affect my work

Communication 
between senior 
management 
and staff is 
effective

Senior 
managers try to 
involve staff

Senior 
managers 
act on staff 
feedback

All LCHS staff 60% 56% 41% 36% 35%

All Community 
Health Trust 
staff nationally

61% 56% 38% 33% 30%

All AHPs 61% 60% 38% 36% 32%

All Medical/
Dental

53% 53% 38% 36% 33%

All Nurses/
Midwives

61% 60% 38% 36% 30%

All HCAs 57% 46% 39% 31% 31%

All Managers 70% 69% 52% 55% 52%
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The fi rst two rows of the table above (which shows national or organisational level fi gures) present 
the overall percentage of all staff groups who either Agree or Strongly Agree with each statement. 
It can be seen that the perceptions of staff at LCHS are not dissimilar to those of their colleagues 
in other Community Health Trusts, and if anything, re slightly more positive. What the table also 
demonstrates is that perceptions concerning line managers (Columns to the left) are more positive 
than those concerning senior managers, across all Trusts (LCHS included) and for all occupational 
groupings. What the fi gures also clearly demonstrate is that managers, as an occupational 
grouping, are much more positive in their responses than all other occupational groups, and this 
appears to support evidence elsewhere in the literature that staff identify more strongly with their 
professions than their teams.   

Department of Health (2011b) best practice guidelines state that the percentage of staff reporting 
positive job satisfaction is a quality indicator across all areas of provision. Team effectiveness 
can refer to its organisational performance in terms of measurable outcomes, however as 
acknowledged by Alimo-Metcalfe et al., (2010)  it can also refer to staff attitudes to work and a 
sense of well-being experienced at work. Yet as has been previously noted, not all staff groupings 
express the same levels of advocacy for their team. Evidence surrounding the relationship between 
the feeling of belonging to a team and engagement is now briefl y examined.

Chart 3 Levels of engagement, measured by psychological engagement, advocacy and 
involvement, according to team ‘type’.

Source: West and Dawson 2012:16.
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But what is a realistic picture of working within the NHS?

As demonstrated in the chart above, research found that across all measures the most engaged 
employees were those working in well-structured teams. For those not working in teams, 
psychological engagement and advocacy were greater than for those working in pseudo-teams 
(West and Dawson, 2012). This finding would appear to corroborate the Ipsos MORI (2008) finding 
discussed above, that advocacy to team is greater than to employer or the NHS overall, for when 
staff worked in pseudo teams the sense of belonging to a team would be less. The importance of 
teamwork and sense of belonging to a team as an influential factor in staff engagement can be 
seen in the table below, which contrasts what were perceived to be the underlying motivators for 
engagement by different staff groups.

Table 6 Underlying motivators for engagement as expressed by different staff groups.

Source: IES, 2010.

Clinical Staff Non-clinical staff
Clinical and non-clinical 
managers

Senior and Executive 
teams

Pride in Trust values Job satisfaction NHS as employer NHS as employer

Professionalisation of 
nursing

NHS ethos Job satisfaction NHS ethos

Recognition
Challenge, reward and 
satisfaction

Ability to influence and 
effect change

Teamwork

Job content
Recognition, respect & 
support

Team work Improving patient care

Pride in working for NHS NHS as employer
Professional & career 
development

Supporting staff

Supportive management Teamwork Recognition
Progress in embedding 
improvement and quality 
culture

Strong teamwork Relationships with patients Leadership development

Shared staff/management 
vision

Support

Good terms & conditions

Sense of vocation
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Whilst there are similarities and differences in perceptions between the four groups, the only 
underlying motivator for engagement that appears across all groups is teamwork. Hence it would 
not be implausible to suggest that if individuals or groups of individuals do not feel that they are 
valued members of a team they will be less motivated to become/remain engaged. A general 
comment is that aggregated survey findings mask significant variation (POCF, 2014). For example 
when the results were examined by professional groupings within each category, the research 
found that whilst a primary motivator for both nurses and AHPs was job content in terms of the 
opportunity for working with patients, there were differences between the groups in that AHPS 
voiced concerns regarding a perceived lack of recognition of their role or the feeling that they are 
less valued within the NHS compared to nurses (IES, 2010). 

A large scale survey of NHS CEOs (conducted by Unipart, 2013) before the introduction of the 
Staff Friends and Family Test (SFFT), found that 46% of Trusts rely solely on the Annual Staff survey 
to gauge staff engagement levels. Yet 70% of CEOs believed staff engagement was improving. 
Annual Staff survey results show engagement has risen over the last two years, however levels 
remain low compared with the situation in industry (IES, 2014). A Point of Care Foundation (POFC) 
report described the situation as showing signs of disconnect: 

“Staff are being invited to have their say on what could be improved, 
but left feeling that their view makes little difference. Levels of stress 
and presenteeism are striking. There appears to be commitment and 
confidence at the top, but this is not fully reflected in what staff say in 
surveys”.

POCF, 2014:8.
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Although much smaller than NHS England, (which has approximately 1.3 million staff members) 
NHS Scotland, which has just over 150,000 members of staff have invested heavily in creating a 
new Employee Engagement Index (iMatter) which is based on earlier work by West and Dawson, 
(2012), and Snowden and MacArthur, (2014). It has been tested, shown to have good internal 
consistency and to be a highly reliable test. Following evaluation, from 2015 the tool will replace 
the Annual NHS Staff survey as the primary measure for NHS staff engagement in Scotland 
(Snowden and MacArthur, 2014). The survey consists of four components: 

•	 My experience as an individual;
•	 My experience within my organisation;
•	 My experience with my direct line manager;
•	 My experience with my team. 

Additionally the new Scottish survey is slightly shorter and certainly easier to complete than the 
English survey. To date there are only results produced from using the previous survey data, yet 
these are still worthwhile examining for unlike the English NHS annual survey data, in Scotland as 
with the RCN (2013) data, results are also presented according to pay bands. Therefore it is possible 
to look for differences within occupational groupings, for example, general managers could range 
from junior to senior managers and for nurses from newly qualifi ed band fours through to band 
eights, all of whom would have a different set of experiences upon which to base their perceptions.   

The NHS Scotland (2014) survey collected responses to 40 questions under six broad areas that 
asked staff how well informed they are, whether they felt that they were appropriately trained, 
how involved they are in decision making, whether they are treated fairly and with respect, how 
safe they feel at work and in general how satisfi ed they are with their organisation. As with the 
English NHS survey results, the Scottish results show no signifi cant differences according to how 
staff groupings are formed, but what can be seen in the two graphs where responses are broken 
down into question areas, is a pattern or trend, particularly across the fi rst four categories of 
results, whereby percentage of positive responses appears to increase in line with pay bands. 
Regarding pay bands, the blue and green columns, accounting for salaries up to £22,000 per 
annum could be the Scottish equivalent of English NHS Bands 1-4, the yellow column (between 
£22,001 and £35,000) could be equivalent to Bands 5 & 6, and the orange column (up to £47,000) 
could be considered as equivalent to Bands 7 and 8a.

Chart 4 Results of NHS Scotland staff survey 2014 according to pay bands.  

Real data about real people

Source: NHS Scotland, 2014:62/63.
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Chart 5 uses the same data as the previous graph, however here it is presented to show the 
number of instances where members of a pay band respond either more positively or more 
negatively than the averages recorded for each broad theme. The two bands showing far greater 
numbers of below average (more negative) perceptions (where blue bars are longer than green 
bars) accounted for 55% of respondents to the survey.

Chart 5 Results of NHS Scotland staff survey 2014 according to the number of questions for which 
a pay band’s ‘score’ was either above or below the average across all pay bands. 

Source: NHS Scotland, 2014.

The graph illustrates that of the 40 questions for which data is available, in the £17,001 to £22,000 
group for 30/40 questions their responses were more negative than the average (only 10 more 
positive). However a stark contrast can be seen for the pay group £35,001 to £47,000. Figures 
were almost reversed; only 8/40 questions were more negative than the average. The results are 
broken down into 9 pay bands, however the fi rst (lowest) and two last bands do not appear to ‘fi t’ 
the pattern observable across the other six bands. This is an important consideration because in 
purely statistical terms this would mean that it would not be possible to claim that any signifi cant 
differences existed. It is not being claimed here that any statistical differences exist either, however 
the data from the Scottish survey are used to illustrate two important points that are raised in 
the literature more generally concerning staff engagement and reactions to change: a) issues 
concerning incentives and b) issues surrounding differences in levels of autonomy.  

From the data available there is no way of knowing what professional grouping the most highly 
paid employees belong to, however it is not inappropriate to surmise that their work will not be 
closely supervised or monitored and that they will have high levels of autonomy.

For example in the survey section on how well informed staff feel, Q1-2  states  ‘My line manager 
communicates effectively with me’. For the two most highly paid groups scores of positive 
responses at 57% and 58% were much lower than the average score of 63%, yet this is not 
surprising for by the time staff have reached these kinds of pay bands the closeness of the 
employee - line manager relationship will be very different to that in lower bands.
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The raw data reported on in the two graphs above is not directly comparable with that gathered 
from the English staff survey, and it is not being suggested that aggregated together responses to 
all 40 questions show the level of engagement across NHS Scotland. They have been presented 
because whilst the literature acknowledges that differences exist between professional groups, it 
does not appear that evidence exists concerning whether differences exist between pay bands. 
Yet the Scottish and RCN survey results appear to show that financial reward levels have a positive 
relationship with perceptions. There is no strong evidence within the academic literature to 
categorically state whether pay is related to engagement. However the issue of compensation 
is becoming increasingly important to employees, and research shows that across all sectors in 
Europe, pay is now ranked fourth amongst engagement drivers (AON, 2013). 

On one of the rare occasions where monetary reward is reviewed in the literature it states that: 
“it is not possible to ‘buy’ engagement in the conventional sense by offering better than average 
monetary awards” (Kular et al., 2008:9). Whilst money may not act as an incentive, it appears to 
affect attitudes and how employees feel about their employment. Keller and Aiken (2009) make 
the point that whilst financial incentives cannot guarantee engagement, an absence of incentives 
is likely to lead to disengagement. A paradox appears, for RCN survey results show that 62% of all 
nursing staff are more concerned about their financial situation than they were a year ago. Annual 
NHS Staff survey data (2014) shows that 30% of LCHS staff worked additional paid hours, however 
it was also the case that 66% of staff reported working additional unpaid hours.

Nationally over 255,000 staff responded to the 2014 survey, a response rate of 42% (compared to 
around 203,000 respondents in 2013 and a response rate of 49%). For LCHS, the response rate 
was higher than the average figures at 49%, but this was also down from 2013 when response 
rate had been 55%. However, when comparing results from the 2014 Annual Staff survey, LCHS 
appear to be doing well regarding staff satisfaction for across the three Key Findings (KF) or 
indicators; in KF23, KF24 and KF25 there were statistically significant improvements compared to 
the previous year. For example, looking specifically at KF24 (the summary score for advocacy as 
percentage of staff recommending Trust as a place to work or be cared for), results show that for 
2014 there was an increase on 2013, and with a slightly higher than average score compared to 
other Community Health Trusts (CHTs):  All CHTs = 3.66; LCHS = 3.75. 

Real data about real people
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Data by professional grouping shows some differences. Within LCHS the following professional 
groupings were lower than the percentage for all staff within the Trust; Adult/General Nurses; 
Other Registered Nurses; Occupational Therapy; Other Allied Health Professionals; Admin and 
Clerical Groups and Public Health/Health Improvements. The overall average percentage was 
corroborated when recent Staff Friends and Family Test (SFFT) NHS England, (2015b) data were 
examined (Q2, 2014-2015).

Table 7 Overall response rates to SFFT, in this example by advocacy levels.

Source: Q2, 2014-2015 SFFT, NHS England 2015b.

Again the findings were highly positive when compared to national averages. 71% of staff 
reported that they would recommend LCHS as a place to work, as opposed to a national average of 
60%. 88% of staff said that they would recommend the care available within their organisation as 
opposed to 75% of staff nationally. 

According to NHS England (2014) there is no set criterion for how many staff should be asked 
in each quarter, simply a requirement that all staff should be asked at least once over the year. 
The publicly available figures only provide details of how many staff responses were received. 
They do not show how many were contacted (the response rate). However data shows that 221 
staff completed the LCHS survey online. Overall low response rates might be related to the high 
rate of positive responses, and this would appear to be born out within the SFFT results, for 
Cambridgeshire Community Services NHS Trust had the highest percentage of positive responses, 
with 83% of staff recommending their organisation as a place to work, yet they only report having 
received 53 responses from a total workforce of 3,533. Figures for Derbyshire Community Health 
services NHS Foundation Trust are also included for although they had the highest number of 
responses the percentage of staff who would recommend their Trust as a place to work was the 
same as LCHS. The figures clearly show that any assumption of a relationship between number of 
responses received and how positive they are, should be accepted with caution, not least as the 
SFFT had only been recently introduced for staff at the time of the data collection. It may more 
simply reflect each organisations’ interpretation of the requirements for contacting all staff at least 
once during the year. 

Organisation Responses
Total 
Workforce

Would 
recommend 
work

Would not 
recommend 
work

Would 
recommend 
care

Would not 
recommend 
care

Lincolnshire 
Community Health 
Services NHS Trust

221 2405 71% 14% 88% 4%

Cambridgeshire 
Community Services 
NHS Trust

53 3533 83% 6% 98% 0%

Derbyshire 
Community Health 
Services NHS Trust 
(Highest number of 
responses of all CTs)

1557 4067 71% 11% 90% 2%
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Real data about real people

The overall indicator of staff engagement is calculated using the questions that make up KF22, 
KF24 and KF25, and relate to the following aspects of staff engagement respectively: staff 
members’ perceived ability to contribute to improvements at work (KF22); their willingness to 
recommend the Trust as a place to work or receive treatment (KF24); and the extent to which they 
feel motivated and engaged with their work (KF25).

Overall staff engagement (aggregate score from KF22, KF24 and KF25) shows an increase on 
2013 data, and better than average compared to other CHTs: all CHTs = 3.75; LCHS = 3.82. All 
professional groupings in LCHS, except Other Allied Health Professionals, had above national 
average scores for overall staff engagement. However data by professional grouping within LCHS 
shows some differences as demonstrated in the table below.

Table 8 Overall staff engagement scores for LCHS, shown in rank order.

General Management = 4.28 Adult/General Nurses = 3.81

Physiotherapy = 4.01 Other Registered Nurses = 3.78

Other Scientifi c & Technical = 3.95 Admin & Clerical = 3.77

Medical/Dental = 3.89 Other Allied Health Professionals = 3.72

Central/Functions/Corporate Services = 3.88 Public Health/Health Improvements = 3.48

Occupational Therapy = 3.86 LINCS Average = 3.82

Nursing/Healthcare Assistants = 3.83 All CTs Average = 3.75

Source: Picker Institute 2015(a) page 24 Table 5.1 Key Findings for Different Occupational Groups
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Table 9 Number of measures or Key Findings on which staff ‘scores’ at LCHS are higher than the 
average level at LCHS according to occupational grouping.

Source: 2014 National NHS Survey - Results from LCHS NHS Trust.

Whilst LCHS appear to do well compared to other Community Trusts, in this illustration where 
data is shown exclusively for LCHS, attention is drawn to the occupational groupings of Admin/
Clerical and Nursing/Healthcare Assistants for both of these groups reported fewer above average 
numbers of positive sets of perceptions than other groups despite only rarely appearing to respond 
negatively. Nursing staff appear to show greater levels of negativity than other professional 
groupings followed by Occupational Therapists. The group who perhaps stand out the most at 
LCHS are the Physiotherapists who reported the greatest number of above average positive scores 
and the second lowest levels of negative scores.

Occupational grouping & No. of staff who 
completed survey

Positive measures Negative measures Overall engagement

Physiotherapy (50) 17/18 2/11 4.01

Other Scientific & Technical (63) 17/18 3/11 3.95

Adult/General Nurses (193) 16/18 9/11 3.81

Medical/Dental (14) 14/18 6/11 3.89

General Management (18) 13/18 3/11 4.28

Other Registered Nurses (222) 11/18 8/11 3.78

Occupational Therapy (23) 11/18 7/11 3.86

Other Allied Health Professionals (51) 10/18 6/11 3.72

Central Functions/Corporate Service (82) 10/18 3/11 3.88

Nursing/Healthcare Assistants (91) 9/18 3/11 3.83

Admin and Clerical (132) 8/18 1/11 3.77

Public Health/Health Improvements (11) 7/18 3/11 3.48
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Real data about real people

The reason for including some statistics within this review is that a) the literature advocates 
using survey data and learning from it, but also the need to combine data such as that from the 
annual NHS survey and SFFT; b) that possibly the annual survey is not precise enough - evidence 
for this claim is the ‘fact’ that NHS Scotland has commissioned a new more refi ned survey; c) the 
RCN survey which does report on pay bands clearly shows that aggregating data according to 
professional grouping alone is inadequate to highlight differences that do exist within professions 
concerning satisfaction with working conditions - or as Jeve et al., (2015) say, work engagement. 
Again this links back to evidence regarding the need to differentiate between engagement to 
whom: It is the team, profession, organisation or the NHS? (Kreindler, 2012; Mailley, 2008; Ipsos 
MORI, 2008). Linked to this is the further cautionary note that when survey results are used as 
rankings within a system, to compare performance between providers, whilst surveys usefully tell 
an organisation how engaged their staff are, unless the results are refl ected upon and acted upon 
there is the danger that the rankings become the focus (the push to change engagement scores) 
rather than actually fi xing the issues.

As previously discussed, one of the key issues is the nature of the psychological contract between 
staff and their organisation, which within the NHS is often expressed as discretionary effort related 
to public service ethos. Here it is examined in terms of being prepared to give extra time. The 
following table shows the percentages of staff who regularly work extra (unpaid) hours. By way of 
illustration the fi gures shown compare LCHS with the average for all Community Health Trusts.

Chart 6 Percentage of staff working extra hours by occupational grouping.

Sources: Picker Institute (2015a) - Results for LCHS (RY5); Picker Institute (2015c) - Results for all 
NHS Trusts.
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Sources: Picker Institute (2015a) - Results for LCHS (RY5); Picker Institute (2015c) - Results for all 
NHS Trusts.

  

The Picker Institute (2015b) show that nationally only 29% of staff feel there are enough staff 
employed / available to enable them to do their job properly; alternatively,  a staggeringly high 71% 
of staff feel there are not enough staff for them to be able to do their job properly.

Chart 7 Percentage of staff feeling pressure to attend work when unwell.
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Perceptions from the nursing profession

When adjusted for inflation, hourly wages of UK nurses have fallen 5.5% since 2010 (the fourth 
worst decline across EU, RCN, 3013). This is reflected in RCN (2013) survey responses, where large 
numbers reported experiencing difficult financial times. Additionally 50% staff reported increased 
concerns over job security and workload. The report concluded that work pressure is leading to 
high levels of presenteeism, with nursing staff going to work when unfit to work productively. It 
paints a picture of a workforce where job satisfaction and morale are under strain (RCN, 2013). The 
Cavendish Review (2013) found that Healthcare Assistants (HCAs) make up around a third of the 
caring workforce in NHS hospitals in England, yet there is an increasing blurring between the roles 
and responsibilities of registered nurses and HCAs. The RCN found that 37% of HCAs view their 
pay band or grade as inappropriate in view of their roles and responsibilities. The two following 
responses to the survey are representative of those received:

“I work alongside other professions, social work assistants, OT 
assistants and physio assistants, their pay bands are higher than clinical 
support workers. This is inappropriate as I feel we should be on an 
equal grade, my role is as - if not more - demanding sometimes than 
these other support workers”.
Healthcare Assistant, NHS community setting, AfC band 3 cited in RCN

 Survey, 2013:37. 

“We are overloaded, unsafe sometimes, and covering jobs our category 
shouldn’t be doing”.

Healthcare Assistant, NHS hospital ward, AfC band 3 cited in RCN 

Survey, 2013:37.

The concerns expressed above by HCAs were also evident in responses received from general nurses 
at bands 5 and lower:

“Working in a multidisciplinary team alongside other professions who 
carry less responsibility but are on higher pay band there is lack of 
equity re skills and experience”.

Clinical nurse specialist, AfC band 5 cited in RCN Survey, 2013:35. 

“We are taking charge in an acute setting doing all the job of a band 6, 
but actually we are band 5. We are not paid for what we worked for, 
and no offers of promotion”.

Staff nurse, NHS hospital ward, AfC band 5 cited in RCN Survey, 
2013:37.

In the sample of comments above both HCAs and general nurses made comparisons with the pay 
and responsibilities of colleagues and deemed their own pay to be insufficient. To put the numbers 
of staff working at each level into context, of nursing staff across all areas of the NHS, 3.3% are 
employed at Bands 1-4; 42.6% (the largest single group) are employed at Band 5; 26.8% are 
employed at Band 6;  20.3% are employed at Band 7 and 6.9% are employed at Band 8 or higher 
(RCN 2013).
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Figure 4 Levels of satisfaction with pay across all AfC nurses. 

Source: RCN, 2013:37

In the above diagram, the fi gures presented are on a 1 to 5 scale, thus it illustrates that satisfaction 
with pay levels is low across all bands but that they are lowest amongst nursing staff employed on 
AfC bands 1-5, who, as noted above, account for 45.9% of the nursing workforce.

Results from the RCN survey show that it was not only the case that pay levels were felt to be 
insuffi cient but that they were inappropriate considering the levels of responsibility, autonomy and 
intensity of the job and that this increased perceived levels of stress. In response to the statement, 
‘Over the last 12 months, worries about job cuts and the threat of redundancy have increased’,  
63% of all nurses reported that they had increased. The following quotations refl ect these issues 
and are all from nurses working in community health services:

“We took over more roles with new ways of working but this is 
not refl ected in our salaries. We are now doing A&E mental health 
assessments which traditionally were done by junior doctors. This was 
introduced to reduce doctors working hours”.

NHS community psychiatric nurse, AfC band 6 cited in RCN 
Survey, 2013:41.

“We have no band 6 now. I have to make decisions on a daily basis 
because there is no one who clinically leads the team. Increased stress”.

NHS community nurse, AfC band 5 cited in RCN Survey, 2013:42.

“When I compare my hourly rate to my previous rate as a gardener 
before I trained as a nurse, I only get another £2.50 an hour for a huge 
amount more responsibility”.

NHS community nurse, AfC band 5 cited in RCN Survey, 2013:43.

“They have just introduced hours starting at 7am and sometimes 
fi nishing at 7.30pm at normal rate. Extra responsibilities but not the pay 
to show for it”.

NHS community nurse, AfC band 5 cited in RCN Survey, 2013:44.
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Perceptions from the nursing profession

The discussion here has focused on nursing staff, as it is only the perceptions of nursing staff 
regarding pay that appear to be documented anywhere in the literature. It is possible that staff 
working in other professions do not share these same concerns, for there is evidence in the 
literature which recognises that different staff groups will be affected differently and that this might 
affect engagement levels:

”A receptionist who is happy enough with their role but feels ostracised 
at an isolated desk needs a very different intervention compared to a 
Doctor who feels overwhelmed with work and angry at ‘the NHS’. Until 
staff are able to be grouped according to some characteristic which 
predicts engagement, NHS managers should continue to use a problem 
solving approach and tackle specific and local problems identified by 
their staff as important to them”.

 Mailley, 2008:27.

The evidence that has been discussed in this review supports the suggestion that individuals 
working in different roles will have different sets of values and experiences that influence their 
perceptions. Considering the stark nature of the RCN survey findings, it would seem plausible 
then to suggest that these concerns are not solely confined to nursing staff. The RCN results 
corroborate the findings from the Annual NHS survey and serve to demonstrate that despite 
growing dissatisfaction with the conditions of their role, NHS staff continue to give extra. Whether 
staff at all levels will wish to continue to do so, particularly if change is looming, is recognised in the 
following quotation: 

“Many employees have found that their individual ‘psychological 
contract’ – or what they expect from their employment relationship 
with their employer – has been breached in recent years. Indeed, 
it could be argued that the balance of power and benefit in the 
employment relationship has shifted to the advantage of employers at 
the expense of employees”.

Holbeche, 2014:2.

The claim has been made by the CIPD (Baron, 2012) that aiming for high engagement levels could 
be self-defeating unless when measuring engagement there was recognition of the difference 
between emotional and transactional engagement (earlier the difference between work and 
employee engagement (Jeve et al., 2015) was mentioned) and it is this difference in ‘how and 
what’ people are engaged ‘with’ that are captured by the terms emotional versus transactional 
engagement. The importance of this distinction is made explicit in the following quotation: 

“What people are engaged with, and the nature and driving force 
behind their engagement, also need taking into consideration - 
otherwise organisations risk misunderstanding the actual extent 
and nature of engagement. For example, transactionally engaged 
employees are likely to answer survey questions positively or be willing 
to take on extra work because they believe that is how they will achieve 
their desired ends.  Whilst not being disengaged, in deciding how they 
will deploy their efforts they are more likely to act in self-interest than in 
the best interests of the organisation”.

Baron, 2012:1.
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Research has shown that levels of transactional engagement are influenced by employees’ concern 
to meet the conditions of their formal employment contracts and to earn a living (CIPD, 2012). 
Therefore positive perceptions stem from the job itself, the levels of autonomy, variety in the role 
and job satisfaction. It was noted earlier that willingness to try change was influenced by job 
satisfaction but only in terms of personal outcome expectancy (Massingham, 2013). This would 
also appear to support the idea that survey data measuring engagement and job satisfaction which 
does not take into account the difference between emotional and transactional engagement may 
obscure the fact that many lower paid staff have pressing concerns regarding income yet still 
present at work, work overtime, may be willing to try new changes yet remain less engaged with 
organisational change/transformation than some of their colleagues. 
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What can organisations do?

In addition to Oreg’s (2003) resistance to change scale, there is a Readiness for Organisational 
Change scale (Holt, 2007). Holt’s scale examines individuals perceptions of their personal capacity 
for change, the need for change and the benefits of change. What this scale aims to demonstrate 
is how/where individuals can develop the confidence to engage in new work behaviours. This is 
considered necessary (Shute et al., 2012) because whilst individual staff may have experienced 
repeated changes in the NHS, they still may not have developed the skills, knowledge and expertise 
to adapt to new challenges. The value of readiness to change scales therefore is that they can be 
used by ‘leaders’ to identify individual support needs during service transformations. Unlike Oreg’s 
resistance to change scale which examines the psychological aspects of individuals reaction to 
change, readiness to change scales seek to demonstrate what staff need are in order to overcome 
their resistance.  

“When NHS staff speak up, it is critical that the system listens with 
humility and responds with conviction… there is still a strong sense that 
the NHS has yet to turn the cultural corner and face up consistently and 
with humility to the hard truths spoken by its staff”.

Department of Health, 2015:16.

The above quotation demonstrates that what needs to be done is clearly understood - listen and 
act on what staff are saying. It also demonstrates that what an organisation hears may not be 
to its liking. What it does not demonstrate however is how to do it. The standard advice is that 
organisations should use survey data as their first measure towards understanding staff perceptions 
regarding change (NHS Networks, 2013). However, an important issue is exactly who responds to 
surveys. Of concern are the characteristics of non-responders, for there is evidence that those with 
the most negative perceptions are the staff who are least likely to respond to surveys about their 
organisation (Mailley, 2008).  The ‘methodological problem’ with this is that in instances where 
there are low response rates it is likely that it will be those holding the more positive perceptions 
who will respond, which at the same time, are likely to be staff who are more engaged with their 
organisation. The emphasis on organisation as opposed to team or NHS as a whole is because 
research has shown that engagement varies according to whether measured according to team, 
organisation or whole NHS and that there was variance between staff groupings for each of these 
levels of engagement (Ipsos MORI, 2008).

A further limitation of surveys is their ‘power’; for example, the Ipsos MORI survey found that 
27% of the variance in staff motivation could be accounted for by ten factors. In statistical terms 
this means that when ten variables were included in the analysis it only accounted for just over a 
quarter of the differences. This still leaves 73% of the variance unaccounted for.

Surveys form the mainstay for capturing staff perceptions and the ‘official’ recommendation is 
that the NHS Staff Survey results should be used in conjunction with data from the Staff Friends 
and Family Test as together these offer real time data on staff views (NHS England, 2015a). A 
recommendation that appears to be widely endorsed is that: 

“The NHS staff survey can be used to benchmark staff engagement 
levels and identify issues for action. Smaller scale and more focused 
surveys can be used before the main survey and as a follow-up to issues 
it identifies”.

 NHS Networks, 2013:5.
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Additionally when wishing to capture staff perceptions as a form of evidence, research shows that 
locally developed surveys are generally seen by those being questioned as more valid and relevant 
when generating evidence for decision making (Greenhalgh, 2009). NICE (2013) also offer practical 
guidance about how to find out what the barriers are or what staff think the barriers are within 
the organisation. They recommend questionnaires, brainstorming sessions, focus groups and 
World Cafe events. The forms they suggest are all small scale interactive meetings rather than large 
didactic sessions which are known to be are less effective (Robertson and Jochelson, 2007). Whilst 
surveys are of undoubted value, simply speaking to people and asking them what they think about 
a particular issue, whilst much harder to achieve on a large scale, is thought to be even better: 

“Face-to-face communication with individuals whom staff trust is 
the most powerful means of engaging and mobilising staff through 
opportunities for emotional engagement and interaction and especially 
important to convince people at lower levels in organisations that their 
contribution is valued”.

IES, 2010:7.  

One method for achieving face-to-face communication with large groups of individuals are World 
Cafe events. A description of the World Cafe method and how to facilitate one as a means of 
involving staff and accessing their perceptions regarding the priorities for change and how this 
might be achieved is included in the Appendix. Briefly here though, an example is provided from 
a case study of the former Bassetlaw Community Health, now part of Nottinghamshire Healthcare 
NHS Foundation Trust, and their use of World Cafe as a methodology in the redesign of local 
community health services.

In recognition of the value of engaging staff with as wide a range of skills as possible, and as part 
of the ‘transformational engagement process’, staff were identified and invited to join a World 
Cafe to contribute to the transforming community services agenda. A total of 90 staff participated 
in 6 events (each event focused on one of their key areas for change). At the end of each session 
staff were asked for brief feedback on the event itself. Staff at all levels appreciated being involved 
in influencing service developments and as such felt more valued. Amongst the general feedback 
were two practical suggestions for how the World Cafe process could be further improved; these 
were described as ‘avoiding management language’ and the ‘need to reassure staff that the 
contributions would be acted upon’.  The following comment received amongst the replies to 
the World Cafe event feedback form captures the essence of the discussion around how different 
individuals perceive their groups’ role and their relationship with staff engagement: 

“The hope that the ideas will actually be heard and that my clinical time 
will not have been wasted”. 

Burke and Sheldon, 2010:16
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What can organisations do?

Feeling valued has been stated as being of importance when wishing to increase staff engagement 
(West and Dawson, 2011 and Powell et al., 2014). Moreover, it appears that staff opinions were 
listened to and acted upon, for as noted by Burke and Sheldon (2010), each of the six areas upon 
which staff views were sought has a comprehensive service development action plan that includes 
three priority areas that were identified in the World Café events. 

The Culture of Care Barometer is a further tool that can be used as an adjunct to the NHS Annual 
Staff Survey or in addition to the SFFT, it has been validated and shown to be highly reliable at 
providing information that can be used to identify and understand the social processes within an 
organisation (Rafferty et al., 2015). Community Trusts such as LCHS have used the Culture of Care 
Barometer and reported positive outcomes from having done so (LCHS, 2014a). The Culture of 
Care Barometer has been likened to a dip stick; it is not a diagnostic tool capable of determining 
what is wrong but perhaps more simply, it provides an indication that all is not as it should be. 
It has been found to be quick and easy to conduct/complete, but more importantly its value lies 
in being a prompt for further ‘quality’ conversations with smaller groups of staff in order to ask 
why staff feel as they do regarding Trust level values, issues with team support, their relationships 
with colleagues and what they feel are the restraints of their job (Rafferty et al., 2015). Rafferty 
et al’s., (2015) pilot study using the Barometer, found that staff were most positive about their 
relationships with colleagues with a mean score of 4.0 (out of 5). Respondents were next most 
positive about Trust level values with a mean score of 3.7, but felt less positively about the restraints 
of their job with a mean score of 3.3, and least positively about team support with a mean score 
of 3.2. Team support scores were based on questions regarding communication processes and 
general management within teams, and as such appear to reflect what the bulk of the literature 
tells us about the need for clear communication and of staff feeling valued and respected by their 
managers.
Finally what should not be overlooked is that irrespective of whether or not a particular tool 
is ‘better’ at capturing the subtle nuances in differences between perceptions regarding Trust 
level values, team support issues, or relationships with colleagues, there is the potential for 
disengagement if asked to complete ‘yet another’ form when feeling that the responses given 
to earlier surveys have not been listened to. Throughout this SPARKLER evidence has shown 
the importance of the psychological contract and that how it is interpreted will vary between 
individuals according to their ‘place’ with the organisation. However when considering change and 
the need for an engaged workforce to achieve successful transformation, the following provides a 
cautionary note:

”By introducing an employee engagement process, employers are 
essentially entering into a psychological contract with their workforce – 
the expectation is that action will follow. If this does not happen, there 
is a very real danger you can unwittingly demotivate large numbers of 
your staff”.

Cattermole, 2014:2. 
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The picture painted by the evidence

In commissioning this SPARKLER, Lincolnshire Community Health Services (LCHS) wanted to know 
what evidence existed in relation to four specific questions. 

1. What are staff attitudes towards change per se? 
This proved to be the hardest question to examine because whilst evidence is available concerning 
barriers and enablers in general terms, the literature does not provide strong evidence garnered 
from speaking with front-line staff about how they perceive change. 

Where empirical studies include interviews with staff, it appears to be dominated by research with 
more senior managers. Where studies report on the evaluation of survey instruments that measure 
receptiveness to change, these do appear to include staff from a wider variety of professional 
groupings. Moreover, often the focus of the publication is on the validity of the survey instruments 
as opposed to that of their content (how reliable the instrument is rather than what interviewees 
actually thought). 

Survey data represents perhaps the strongest evidence concerning staff attitudes. The Annual NHS 
Staff survey and the SFFT both provide information about levels of engagement generally, albeit 
that the SFFT is not designed to address change. Results from the Royal College of Nursing (RCN) 
bi-annual survey include details relevant to both change and engagement and whilst it only covers 
nursing staff, where it is was of value to this evidence review was that unlike the Annual NHS 
Survey or SFFT, it presents data broken down by pay banding/grade and therefore it was possible to 
look at perceptions of staff at lower bands of pay, as it was these individuals who were identified 
by LCHS as of particular interest. RCN results show that across all grades there is growing concern 
about changes across the NHS and how these are perceived as threatening job security and pay. 
Importantly these concerns were greatest for staff at AfC bands 1 to 5.

2. How might attitudes impact on change processes? 
This question has been addressed by reviewing the evidence around psychological attributes of 
individuals and how these might influence resistance or willingness to accept change behaviours. 
Here it was found that although dispositional personality traits or factors influenced how 
individual’s attitudes were affected by change, these were not enduring. How individuals tended to 
feel and behave was modified by changes within the complex interrelationship that exists between 
the actual content, context and process of change. The understanding is that an individual might 
be receptive to one form of change but resistant to another. For example, individuals may be 
receptive to the challenge of a new role when provided with appropriate training and support, but 
resistant to a service level change that they did not perceive to be necessary or well planned. Or 
perhaps more cogently, an individual might recognise a change as being for the ‘greater good’, but 
still be resistant due to concerns about how it impacts upon them individually.

3. What is the effect of existing organisational culture on mediating 
attitudes/behaviours?  
This question has been addressed by reviewing the evidence surrounding the concepts of 
organisational culture and professional identity. The relationship between managers and clinicians 
was used to illustrate this for i), a great deal of the evidence within the literature focuses on 
this relationship (seeing it as one of the main hurdles to change) and ii), it clearly highlights the 
potential for tension between different sub-cultures within the NHS and the power issues involved 
affecting levels of engagement  with change.
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4. What can organisations ‘do’ to improve staff engagement - with 
transformation? 
Much of the evidence is located with the direction of ‘engagement flow’ as being from staff 
towards their organisation. When this flow is reversed, in the sense of how should organisations 
engage with their staff, the message is that the NHS is all about people and that the staff are its 
greatest asset. Therefore organisations should engage with what their staff are saying, to really 
listen, to act upon it and demonstrate to staff that they have done so, through feedback and 
actions. 

In practical terms for finding out what staff believe, surveys are considered the mainstay and the 
advice is that organisations should carefully analyse their survey data and where possible consider 
additional methods of garnering staff perceptions, for example World Cafe events (a form of large 
scale focus group), or use of instruments such as the Culture of Care Barometer, as already used by 
LCHS.

The picture painted by the evidence
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The implications, or where next

“I just want a normal gun, for a normal person”.
Harry, In Bruges, 2008. 

Whilst the above quotation from the film ‘In Bruges’ may raise a smile at the irony of the 
statement, it also raises the question of how does one measure what constitutes a normal person, 
let alone a normal gun? A similar question is posed here when looking at staff engagement with 
change in the NHS. Who are ‘staff’ and what part of change is it they are engaged with? Is there 
such a thing as a normal member of staff? Is there a normal level of engagement? 

This review has shown that staff are not a homogenous group. At the individual psychological level, 
personality or disposition affects attitudes variously. An individual’s personal financial situation may 
exert additional influence over attitudes, what role, which profession they belong to. All of the 
power issues inherent in the NHS when taken together make it hard to decide what constitutes a 
normal member of ‘staff’. 

Similarly regarding engagement with change, the literature has shown that for each individual and 
their existing identity and group identifications, levels of engagement will be affected by context 
and content, what it is that is being changed, and how this impacts upon them as individuals. 
For example, in the current context of cutbacks and transformation, RCN survey data shows that 
many nursing staff reported cuts to pay, had been affected by down-banding and by the transfer 
of their job to another organisation, yet at the same time 90% of nursing staff reported regularly 
working extra hours, yet of these less than 20% received payment (at either standard or enhanced 
rates). The opinion generally expressed was that whilst they are supposed to get time off in lieu, the 
reality is that due to understaffing, there is no opportunity to do so and the time is often lost. The 
psychological contract is about the ‘gives’ and the ‘gets’, yet as this example clearly demonstrates, 
nursing staff continue to ‘give’ but are becoming increasingly concerned about the ‘gets’.

The relationship between engagement and performance are portrayed in the literature as an 
example of compelling evidence of what can happen in an organisation with low levels of 
engagement (Ham, 2014). Hence the general message from policymakers is that ‘staff engagement 
is good for everyone’ (NHS Employers, 2013). Subsequently the drive to increase engagement 
permits the belief that whilst it is difficult to place monetary value on intermediate outcomes such 
as staff engagement, measuring it, goes some way to understanding it. However, a cautionary note 
from the evidence is that morale may be damaged if staff feel that their organisation is pursuing 
engagement purely for instrumental reasons (Robinson et al., 2014; Ham, 2014). Although 
opposing the dominant message in the literature, there is a small voice suggesting that it is of 
possible value to consider whether there is a need for further research to determine whether, given 
the available resources, there is an optimal level to which engagement should be increased, after 
which point, resources might be better utilised elsewhere (Mailley, 2008). Or perhaps it is the case 
as described in the conclusion of a large review published in June 2015 which notes:

“The sceptics’ view that engagement adds little or nothing to our 
understanding of workplace attitudes over and above more established 
constructs such as commitment and satisfaction has not yet been fully 
disproved”.

Bailey et al., 2015:xxii.
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Finally, in reviewing the evidence from the literature and by briefl y analysing survey data, what 
this SPARKLER has demonstrated is that whilst the barriers and enablers for both engagement and 
openness to change share many similarities, and at the individual level, revolve around perceptions 
and attitudes which infl uence behaviours, it is perhaps all too convenient to assume that the 
presence of tolerant, fl exible and engaged staff means they are a change tolerant group within 
the workforce. It has been shown that even where actions or behaviours appear to show that staff 
are engaged and motivated, this may mask deep rooted concerns and it is plausible to suggest 
that these may ultimately moderate overall behaviour in terms of willingness to change. It would 
appear that the evidence found in this review would lend support to the perception of managers 
within LCHS that staff at lower pay grades appear less engaged with change than some of their 
colleagues. It is acknowledged that the publicly accessible raw data presented in this SPARKLER, 
to add weight to this conclusion, was limited. Despite evidence from the academic literature 
suggesting that within the NHS the link between fi nancial incentives and engagement is weak, this 
is not born out by evidence across all other employment sectors (AON, 2013).

When presenting the fi ndings of academic research it is almost ‘de rigueur’ to include the comment 
that further research would be necessary to confi rm the fi ndings and with respect to the fi ndings of 
this SPARKLER, this is no different. However, the comment is made following the recommendation 
by McKee et al. (2010) that all NHS organisations, not only Community Healthcare Trusts such as 
LCHS, would benefi t from using the results of annual staff surveys as the starting point for further 
analysis of levels of staff engagement:

“The interface with and exploitation of elements of the NHS Staff 
Survey offer a prospect of enhanced enquiry, in the identifi cation of 
issues and locations for detailed, intensive study; and also in refl exively 
expanding and focusing the NHS Staff Survey itself”.

 McKee et al., 2010:216.

The concluding comment arising from the evidence reviewed by this SPARKLER therefore is that 
although many organisations within the NHS appear to be making efforts to increase engagement 
generally, a question hangs over its raison d’être, for unless further resources are made available to 
fi nd out how staff feel about large scale transformational change and that these are acted upon, 
which may include the necessity of fi nding ways of increasing fi nancial rewards particularly for 
those at lower pay bands (more than 1/3rd of NHS non-medical staff are paid less than £21,500 
the amount necessary to avoid existing in work poverty according to Unison, (2015), it is likely that 
pockets of resistance to change will continue to smoulder away, while the workings of the NHS will 
continue through relying upon discretionary effort.
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Appendix

Useful links and further information can be found at the following websites.

• The Transforming Community Services transformational guides https://www.gov.uk/
government/publications/transforming-community-services-transformational-guides

• The Networks NHS SmartGuide series accessible via: https://www.networks.nhs.uk/nhs-
networks/smart-guides/documents/Staff%20engagement%20-%20good%20for%20
everyone.pdf/file_popview 

• Further details on the WWL Way can be accessed via: http://www.nhsemployers.org/case-
studies-and-resources/2014/06/the-wwl-way-implementing-sustainable-staff-engagement

• Although quite old, it has been used to inform much subsequent research and policy, 
described as a resource for anyone involved in the management of whole system 
transformation, the following provides suggested tools, methods, and offers case studies 
of where these have been deployed.

Iles, V. and Sutherland, K. (2001) Organisational change. A review for health care 
managers, professionals and researchers. National Co-ordinating Centre for NHS Delivery 
and Organisation R & D. Accessed via the NICE website along with other resources for 
management of change or via: http://www.netscc.ac.uk/hsdr/files/project/SDO_FR_08-
1001-001_V01.pdf

Additional methods of accessing staff perceptions.

A focus group is a planned discussion among a small group (4-12) of stakeholders facilitated by 
a skilled moderator. It is designed to obtain information about people’s preferences and values 
pertaining to a defined topic and why these are held. This is done by observing the structured 
discussion of an interactive group in a permissive, non-threatening environment. These can also be 
conducted online (Slocum, 2003).

World Cafe’s link to theory of large scale change (LSC) depends on shared vision, distributed 
leadership, mass movement and change in diverse parts of the system. Large group dialogue 
methods create a venue for social interaction among stakeholders that often have no other parallel 
in the structures, processes and patterns of the system. It is difficult to imagine cross boundary, 
partnership working for LSC without some such forum. Open ended group dialogue methods also 
support the concept of emergent and flexible planning that is so often evidenced in successful LSC 
efforts. A systems and stakeholders analysis can help you identify individuals who should be invited 
to take part in a whole system World Café (NHS Improving Quality, 2014).

World Café is an interactive, large group dialogue process whereby a diverse mix of people come 
together to have conversations and record thoughts around questions that matter. Typically, a large 
room is set up to resemble a comfortable café with small tables seating four to five people and 
paper table cloths that can be used for note taking during discussions. A World Café event typically 
lasts two to three hours.
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Guidelines for conducting a World Café

• Clarify the purpose in order to know who to invite and to understand the parameters that 
are important to the event’s success.

• Create a hospitable, safe, inviting place where people feel comfortable to be themselves 
and are encouraged to do their most creative thinking, speaking and listening.

• Explore questions that matter to those who are invited. Well-crafted questions attract 
energy, focus attention on the dialogue and invite enquiry and discovery rather than 
debate and point making.

• Encourage everyone’s contribution but provide a variety of ways for people to contribute 
(eg. through speaking, through just asking questions to hear more from others, through 
writing notes on paper left on the table).

• Connect diverse perspectives typically by requiring people to move from table to table, 
talking with different people each time in a series of three to five discussions lasting 20 
minutes each. As participants carry ideas from table to table the possibilities for exciting 
new insights increase.

• Listen for insights and share discoveries by reserving the last 20–30 minutes or so of the 
event for whole group conversation where you can draw out key themes and discuss next 
steps (if appropriate).

Oreg’s (2003) resistance to change instrument and scoring information.

The version included here is for use with students. For use with employees, the context in items 6 
and 9 needs to be changed from school to work:

• Item 6: If I were to be informed that there’s going to be a significant change regarding the 
way things are done at work, I would probably feel stressed.

• Item 9: If my boss changed the performance evaluation criteria, it would probably make 
me feel uncomfortable even if I thought I’d do just as well without having to do extra 
work.

Listed right are several statements regarding one’s general beliefs and attitudes about change. 
Please indicate the degree to which you agree or disagree with each statement by selecting the 
appropriate number on the scale next to it. Describe yourself as you generally are now, not as you 
wish to be in the future. Describe yourself as you honestly see yourself, in relation to other people 
you know of the same sex as you are, and roughly your same age. Your responses will be kept in 
absolute confidence.

Appendix
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Statement Strongly 
Disagree Disagree Inclined to 

disagree
Inclined to 

agree Agree Strongly 
Agree

1. I generally consider changes to be a negative thing. 1 2 3 4 5 6

2. I’ll take a routine day over a day full of unexpected 
events any time.

1 2 3 4 5 6

3. I like to do the same old things rather than try new 
and different ones.

1 2 3 4 5 6

4. Whenever my life forms a stable routine, I look for 
ways to change it.

1 2 3 4 5 6

5. I’d rather be bored than surprised. 1 2 3 4 5 6

6. If i were to be informed that there’s going to be a 
significant change regarding the way things are done at 
school, I would probably feel stressed.

1 2 3 4 5 6

7. When I am informed of a change of plans, I tense up 
a bit.

1 2 3 4 5 6

8. When things don’t go according to plans, it stresses 
me out.

1 2 3 4 5 6

9. If one of my professors changed the grading criteria, 
it would probably make me feel uncomfortable even if 
I thought i’d do just as well without having to do extra 
work.

1 2 3 4 5 6

10. Changing plans seems like a real hassle to me. 1 2 3 4 5 6

11. Often, I feel a bit uncomfortable even about changes 
that may potentially improve my life

1 2 3 4 5 6

12. When someone pressures me to change something, 
I tend to resist it even if I think the change may 
ultimately benefit me.

1 2 3 4 5 6

13. I sometimes find myself avoiding changes that I 
know will be good for me.

1 2 3 4 5 6

14. I often change my mind. 1 2 3 4 5 6

15. I don’t change my mind easily. 1 2 3 4 5 6

16. Once I’ve come to a conclusion, i’m not likely to 
change my mind.

1 2 3 4 5 6

17. My views are very consistent over time. 1 2 3 4 5 6

Scoring instructions

• Items 4 and 14 need to be reverse coded;

• The RTC score is the mean of the 17 items (after reversing the scores of items 4 and 14); 

• The less resistant to change an individual is, the lower their RTC score.

Sub-scale scores

• Routine seeking: Items 1-5 - inclination to adopt routines; 

• Emotional reaction: Items 6-9 - the amount of stress and uneasiness induced by change;

• Short-term focus: Items 10-13 - the extent to which individuals are distracted by the short-
term inconveniences associated with change;

• Cognitive rigidity: Items 14-17- the frequency and ease with which people change their 
minds.

The test can also be completed on line and provides an immediate analysis of an individual’s score.  
Accessible via: http://pluto.huji.ac.il/~oreg/questionnaire.php
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