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Abstract

Background: Extensive work has been focussed on developing and analysing different performance and quality
measures in health services. However less has been published on how practitioners understand and assess
performance and the quality of care in routine practice. This paper explores how health service staff understand
and assess their own performance and quality of their day to day work. Asking staff how they knew they were
doing a good job, it explored the values, motivations and behaviours of staff in relation to healthcare performance.
The paper illustrates how staff perceptions of quality and performance are often based on different logics to the
dominant notions of performance and quality embedded in current policy.

Methods: Using grounded theory and qualitative, in-depth interviews this research studied how primary care staff
understood and assessed their own performance and quality in everyday practice. 21 people were interviewed,
comprising of health visitors, occupational therapists, managers, human resources staff and administrators. Analytic
themes were developed using open and axial coding.

Results: Diverse aspects of quality and performance in healthcare are rooted in differing organisational logics. Staff
values and personal and professional standards are an essential element in understanding how quality is co-produced
in everyday service interactions. Tensions can exist between patient centred, relational care and the pressures of
efficiency and rationalisation.

Conclusions: Understanding the perspectives of staff in relation to how quality in practice develops helps us to
reflect on different mechanisms to manage quality. Quality in everyday practice relies upon staff values, motivations
and behaviours and how staff interact with patients, putting both explicit and tacit knowledge into specific action.
However organisational systems that manage quality often operate on the basis of rational measurement. These do
not always incorporate the intangible, relational and tacit dimensions of care. Management models need to account
for these relational and experiential aspects of care quality to support the prioritisation of patients’ needs. Services
management, knowledge management and ethics of care literature can provide stronger theoretical building blocks to
understand how to manage quality in practice.

Keywords: Customer-oriented bureaucracy, Francis report, Human relations, Patient experience, Quality improvement,
Reflection, Services management, Values
Background
This paper analyses quality from the perspectives of health
service staff in a primary care organisation. It illustrates
how the professional and personal values and behaviours
of staff play a fundamental role in their conception of and
co-production of quality in everyday practice. It considers
the implications of these findings for the ways in which
quality is managed within health systems. Within the field
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of healthcare quality much work has been focussed on de-
veloping and analysing different quality indicators and
measures. Less has been published on how practitioners
understand and assess the quality of care in routine day to
day practice [1]. Indeed it has been acknowledged that:

‘Robust systems and processes to monitor, manage
performance and regulate the quality of care provided
to patients are essential. However the success of these
is almost entirely dependent on the values and
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behaviours of staff and organisations working
throughout the system’ [2] [p.7].

Managing quality is clearly not all about monitoring
systems and regulation, but also concerns health care
workers’ values, training and personal behaviours and,
importantly, how service quality becomes co-produced
in service encounters. We explore these additional ele-
ments of ‘quality in practice’ in this paper. This under-
standing then helps us to consider the different
approaches that can be applied to support staff in the
development and improvement of service quality. This
paper covers three key areas in its background literature.
Firstly policies concerning the quality and performance
of healthcare are overviewed, analysing these in the
broader context of public service reform. Key theoretical
influences of these reforms are critiqued, analysing how
they have been applied to the management of perform-
ance within healthcare. Secondly, alternative conceptions
of how quality can be understood and managed from
broader literature in services management, knowledge
management and ethics of care literature are outlined.
Thirdly, studies that theorise and analyse how different
elements of quality and performance come together are
considered, exploring the dynamics between elements
such as person-centred care and efficiency.

The policy and management of health service quality
Within the NHS in England the accepted definition of
quality has three attributes: clinical effectiveness; safety;
and the importance of positive patient experiences [2].
The Institute of Medicine provides similar characteristics
of quality, including safety, effectiveness, patient-centredness,
timeliness, efficiency and equity [3]. Within these defini-
tions there are different aspects of quality where some
facets rely on relationally based aspects of care (emerging
from staff and patient interactions) whereas others are
more functional and transactional and rationally calcul-
able (efficiency, waiting times) [4,5]. Taking a broader per-
spective the quality agenda in health can be understood in
the context of a much wider framework of reforms, within
which performance management plays a significant role.
Within health policy in England since the 1980s there
have been significant shifts toward market based struc-
tures that have been accompanied by a considerable set of
performance monitoring regimes, embracing new public
management (NPM) [6]. In the English NHS the last three
decades have seen a substantial shift from allowing profes-
sionals autonomy to manage their own performance and
quality to the current system today where performance
and quality is defined by national policies, and measured
through comparative indicators and external standards
audited by separate bodies. These reforms were based on
the assumption that professionals could not be trusted to
manage their own performance, and that the entrenched
interests of health professionals jeopardised new quality-
related initiatives [7,8].
New public management (NPM) is based upon com-

bining ‘new institutional economics’ (public choice,
transactions cost theory and principal agent theory)
with managerialism [6], which considers organisations
in a detached, rational, scientific way. These theoretical
underpinnings of NPM assume that public services can
be disaggregated into specific, measurable units and that
inputs and outputs (and their costs) can be accounted for
and controlled [9], importing management techniques
from private sector manufacturing into the public sector
[10]. It is assumed that quality of services can be moni-
tored and measured as part of wider performance man-
agement regimes that control explicit, quantifiable units.
This approach has its basis within a logic of formal ration-
ality [11], based upon the reasonings of rational calcula-
tion, linear thinking, and formal measurement as a means
of controlling the world. In health this can lead to a focus
on quality where that which can be measured is often fo-
cussed upon rather than relational, interpersonal and
affective dimensions of care [12].
In addition to this overreliance on the measurement of

quality, NPM has particular implications in relation to
staff motivation. Public choice theory is based on the indi-
vidualistic assumption that agents are rational, calculating
and self-interested [6]. Managerialism is influenced by
Taylorist scientific management principles [13]. These aim
to increase efficiency and standardisation through the
separation of conception and execution of tasks, and the
institution of ‘one best way’ determined by scientific pro-
cedures [14]. Both public choice and Taylorist principles
assume workers have an instrumental, self-interested mo-
tivation; they do not account for the fact that people may
act morally or ethically. Such theories have been critiqued
in relation to the wealth of human psychology evidence
[15] that illustrates people are motivated by diverse mater-
ial, intrinsic, social and normative values [16-18].
Whilst market-based neo-liberal reforms are grounded

in these economic assumptions, the extent to which
Taylorism is fully applicable to health care practice is
debated, given that healthcare staff do retain some au-
tonomy [19]. What has actually happened in the devel-
opment of healthcare management is that a much
broader range of policy and managerial logics have been
drawn on, which creates tensions in practice, due to
their different underlying assumptions [20]. For ex-
ample people management practices in health services
have been informed by wider human resource manage-
ment, high commitment management and employee en-
gagement literature [21-25] which contrast with Taylorist
principles. There is a growing body of evidence that illus-
trates how people management practices and employee
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empowerment and engagement can lead to improved or-
ganisational performance and patient outcomes [22,24].

Alternative conceptions of service quality and its
management
In health there is a considerable literature that critiques
a NPM market-based approach, commenting on an over-
reliance on managerial practices based on economics [26]
and highlighting the importance of relational care [27]
and compassion [28]. These critiques can be augmented
with key insights from services management, ethics of
care literature and knowledge management. These three
different perspectives help us explore the relational as-
pects of services, where knowledge and resources are
practically applied in distinct situations.
New public governance (NPG) advocates the import-

ance of services management literature in enabling a
more nuanced understanding of public service processes
[9,10,29]. In contrast to NPM’s mechanistic and disag-
gregated approach, services management literature has
advanced a theoretical view of services from a systemic,
interconnected approach [30]. Services have been de-
fined as the use of knowledge and skills for another’s
benefit. Services management literature highlights how
service quality extends from a systemic and relational
process that is co-created within the interactions be-
tween staff and service users [30]. Expectations and ser-
vice interactions are central to service quality, and these
user experiences at the service interface co-create as-
pects of service quality [31]. The services management
literature conceptualises how value is jointly co-created
through collaborative relationships and the application
of knowledge rather than through transactions [30].
Turning to a different body of literature, feminist polit-

ical theories concerning the ethics of care contest the
idea that agents are rational, detached and autonomous
actors [32], as theorised in neo-liberal public service re-
forms. In contrast the ethics of care literature conceives
of people as connected and interdependent through a
‘relational ontology’ [33]. Influenced by care ethics and
feminist political theory, Mol [27] takes an anthropo-
logical approach to examine health, care and the body.
She examines the care and experiences of diabetes pa-
tients in the Netherlands, exploring how social and tech-
nical elements of care combine in actual care practices.
She delineates what she describes as the ‘logic of choice’
(market based health transactions) from the ‘logic of
care’ (an emotional, attuning process) and suggests that
‘good care’ develops from collaborative work between
patients and practitioners where knowledge and technolo-
gies are adjusted to specific patients’ bio-psycho-social
lives [27].
Within health explicit knowledge has been a major

priority within evidence-based practice and clinical
knowledge. Various separate bodies have developed stan-
dards and protocols formalising knowledge at the expense
of tacit clinical judgement [34]. However clinical know-
ledge is embedded and distributed with tacit and experi-
ential elements, and clinicians often use internalised,
collective and tacit “mindlines” rather than formally ad-
hering to protocols and standards [35]. In health policy
the intangible and intuitive dimensions have received little
attention, yet knowledge management practices within the
private sector have been increasingly concerned with these
less visible elements of knowledge [36]. Managing per-
formance in knowledge work is often based on alignment
with the motivation and values of workers, and can in-
clude professional networking, the sharing of knowledge,
reflective spaces, team development and peer negotiated
standards [37]. The use of these approaches within health
[38] may begin to address the relational, knowledge in
practice elements of interactive health service work, al-
though they may be in contrast to more rational measur-
able systems that are currently in vogue.

Managing the different logics in performance and quality
Healthcare performance and quality is multifaceted, and
its different aspects can create tensions and contradic-
tions in practice, involving ‘a delicate balancing act’ [39].
These dynamics are modelled in the ‘customer-oriented
bureaucracy’ [40] that illustrates how in service organisa-
tions the logics of formal rationality [11] and Taylorist
mass production encourages efficiency, yet services also
require personalisation and an individual orientation.
These contradictory dynamics are managed through an
appeal to ‘balance’, which creates a ‘fragile order’ [40], as
opposed to an acknowledgement of trade-offs between
different service logics. Employees who work at the ser-
vice interface can experience the incongruities of these
different forces, as they work with clients. The customer-
oriented bureaucracy has been applied to the NHS,
highlighting how some clinicians’ desires to meet the
needs of patients may be squeezed within health bud-
gets [41]. Each health care intervention needs to be per-
sonalised to an individual’s circumstances, and this
‘person-centred care’ is a mark of quality [42]. However
nursing staff can face dilemmas, wanting to provide hol-
istic care, but working in a system based on a ‘produc-
tion line style of care giving’ [43]. The dilemmas of the
‘balance’ between cost-efficiency and patient needs and
preferences can be experienced by nurses as a conflict
[44]. Organisational constraints can restrain health
professionals in their capacity to enact their ideals and
professional values, leading in some cases to burnout,
disillusionment and intention to leave jobs or the pro-
fession completely [45].
The dynamics of the customer-oriented bureaucracy

model can be seen through the Francis Inquiry that
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investigated the failings of care at Mid-Staffordshire
NHS Foundation Trust. The Francis Report highlighted
how failures of actual patient care were in part due to ‘a
focus on reaching national access targets, achieving fi-
nancial balance and seeking foundation trust status’ [46]
[p.3]. Such analysis illustrates how prioritisation of these
performance targets and efficiency concerns may be at
the detriment of the relational and interpersonal aspects
of care that can escape regulatory measures. It has been
noted that this focus on key targets was guided by wider
policy imperatives at the time [47]. Indeed somewhat pro-
phetically, the Chief Medical Officer Sir Liam Donaldson
back in 2005 suggested:

‘When I express concern about the priority given to the
quality of safety of care by NHS managers and boards
compared to financial balance and productivity
targets, I am told not to worry because performance is
judged on a ‘balanced scorecard’. It sometimes feels
that the reality is more like a ‘scratch card’ where the
money and service activity boxes are revealed but
quality and patient safety remained covered over’ [48].

In this study, these dynamics of the customer-oriented
bureaucracy were initially considered as significant, and
became an important theoretical construct in the ana-
lysis as practitioners spoke of their dilemmas in how
they managed the different demands of the job.
This research set out to understand how staff relate to

different performance and quality regimes, comparing
national standards with an analysis of how staff actually
enact and interpret performance and quality within their
own roles and those of people they managed. The study
examined what makes a difference to staff in being able
to do a ‘good job’, how they understood and accounted
for this, and how they were enabled and motivated to
improve the performance and quality of their work. The
work was informed by the theoretical frameworks and
evidence that link people management practices to em-
ployee behaviour, organisational effectiveness and patient
outcomes [22,24,25]. It adds to the existing literature by
exploring how healthcare employees actually enact and
interpret performance and aspects of quality within their
own roles and those they manage, examining what made
a difference to them in being able to do a ‘good job’ and
how they understood and accounted for this.

Methods
This study was based in a Primary Care Trust (PCT),
where services were spread over a range of rural and
urban areas. The researcher was employed by a University
but worked within the Primary Care Trust as a Knowledge
Transfer Partnership Associate on a daily basis over a
period of two years. The role incorporated the research
upon which this paper is based, and also additional human
resources and staff development work. The PCT was situ-
ated in a geographic area of historical overspend, although
the PCT itself had managed to balance its books through
a tight financial focus, having made some recruitment re-
strictions as a result of financial imperatives. Qualitative
research explored how both clinical (community and ward
based) and non-clinical staff (managerial and administra-
tive) understood and assessed quality and performance in
everyday practice, exploring the values and motivations of
staff and their relationship to performance and healthcare
quality. The research question was:

How do staff construct, define, understand and assess
performance and quality in their roles in everyday
practice?

The project explored professional practices, values and
motivations and their relationship to quality and per-
formance measures in healthcare, analysing how under-
standings of a ‘good job’ develops from the perspectives
of staff. A grounded theory approach [49] was adopted,
conducting qualitative interviews which focused on peo-
ple's experiences, perceptions and practice. The research
obtained formal ethical approval, REC reference 06/
Q2001/34. All participants received written information
about the study, and participation was voluntary through
written informed consent.

Sampling
Sampling decisions were agreed at monthly steering
meetings. The research focused on job roles where there
was greater autonomy in the post (e.g. community based
roles) and or where objectives may have been less clear.
These criteria were based on the likelihood that there
may be diverse conceptions of how job performance
may be conceived and completed in these cases. The
breakdown of the national staff survey results by occu-
pational group provided additional information to sup-
port sampling decisions. For example, health visitors
reported working significant extra hours due to the de-
mands of the job; whilst clerical staff had lower results
for having clear planned objectives and appraisals. Add-
itional staff who had more stability within their role were
also invited to take part in the research to compare find-
ings using negative case analysis [50]. Front line man-
agers of the roles sampled, and more senior managerial
roles were also interviewed. A small number of staff
groups were chosen to be able to compare findings both
within staff groupings and across. 21 people were inter-
viewed by the first author, comprising of health visitors,
occupational therapists, managers, human resources staff
and administrators. A purposive sample combined var-
iety with opportunities for more intensive study, where
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there were particular learning opportunities [51]. Com-
munity based workers such as health visitors were of
particular interest to organisational stakeholders, the
additional degree of independence that such workers ex-
perienced made their case both theoretically and man-
agerially interesting. Occupational therapists were also
prioritised as some staff operated in the community and
some on wards, this contrast being used to explore some
of the differences between community and site-based
work. The sample consisted of front line clinicians (n = 6),
non-clinical front line staff (n = 5), non-clinical front line
managers (n = 3), clinical managers (n = 3) and senior
managers (n = 4). Sample size was informed by ongoing
data analysis to clarify and develop insights and tentative
theory [52], and stopped when theoretical saturation was
reached. It was not possible to follow up those staff who
choose not to participate in the research.

Recruitment and in-depth interviews
To recruit participants the researcher introduced the re-
search aims and objectives to front line and senior man-
agers. The researcher then met with potential groups of
staff to explain the aims of the research, and distributed
information sheets, inviting potential participants to get
involved in the research. Staff responded directly to the
researcher to take part, managers did not select partici-
pants, and it appeared that staff could talk freely in the
interviews as some were critical and outspoken.
An in-depth interview model was followed to under-

stand practitioners’ lived experience, occupational values
and perspectives [53]. Interview topic guides were used
to steer rather than direct the interview conversations,
with space to explore areas of significance to partici-
pants, following the path of the interviewee’s dialogue
[54]. Interview topic guides were framed through a per-
formance management cycle; covering areas of planning,
acting, monitoring and reviewing [55]. The topics in-
cluded what staff did on a day to day basis, perspectives
on the objectives and results that they needed to achieve
and how these were set and measured, definitions of a
good job, how staff knew they were doing a good job
and the evidencing of that quality and service outcomes
[see Additional file 1 for example interview questions].
Interviews often expanded beyond these questions and
also covered motivation, job satisfaction, reflection,
innovation and improvements to services. Interviews
ranged in length from 35 to 85 minutes, with an average
of around 55 minutes. Interviews were conducted in a
private room in the PCT offices. Interviews were audio-
recorded with consent, transcribed by the researcher to
familiarise herself with the data [49] and anonymised.
All interview recordings and anonymised transcripts
were stored on the University computing system where
only the researcher had access, ensuring confidentiality.
Data analysis
Following grounded theory techniques the data analysis
began as soon as the first interview transcripts were
written and further sampling supported the elucidation
of ideas and developed provisional theory [56]. Grounded
theory was used to analyse the data using an open coding
and axial coding system [57]. The first stage of analysis
through open coding focussed on scrutinising interview
transcripts line by line to identify concepts that fitted the
data. Data categories were developed, and axial coding
was used to specify the properties and dimensions of par-
ticular categories [49]. Front line staff were interviewed
first, and some initial themes that emerged from these in-
terviews were then explored with managers through later
interviews. The results of the PCT’s national staff survey
and organisational documents were also used in the ori-
ginal analysis to complement the interview material, gath-
ering from different data sources to enhance internal
validity and provide a degree of triangulation of perspec-
tives and issues arising [52]. In grounded theory existing
literature and theory is integrated into research as the data
analysis and theoretical categories develop [52]. This itera-
tive approach weaved theoretical categories into the on-
going data analysis with memo writing being used to
explore and discover ideas about categories, make com-
parisons and develop theoretical insights [49]. These the-
ories were then tested out through further sampling and
interviews [52]. Before the study began, concepts of mo-
tivation, people management practices, performance
management and quality improvement were identified
as important. As the analysis developed, the theoretical
constructs of the customer-oriented bureaucracy [40],
knowledge management and services management lit-
erature became important theoretical perspectives that
emerged. Internal validity was enhanced through the tri-
angulation of perspectives across different staff groups
[56]. All participants were contacted at the end of the
analysis to present the use of their quotes, which con-
firmed interpretive validity, with a further conversation
with one participant to clarify a particular issue.

Results
An overview of the detailed findings of this study is now
presented, illustrating examples of the different analytic
themes that explore how quality in practice develops.
Firstly, findings are presented that illustrate the import-
ance of intangible, tacit knowledge in contrast to expli-
cit, standardised knowledge and rational measures. This
section explores the relational elements of quality in
practice, illustrating how quality is both co-created and
perceived in interaction between service providers and
patients, yet this phenomenon is not always easily mea-
sured. Secondly, the dynamics between efficiency and
patient-centred services are explored, analysing how they
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were experienced in practice by different groups of staff.
Thirdly, the importance of collective dialogue and reflect-
ive spaces are analysed as an important arena for staff to
be able to discuss and develop practice to improve quality.
Together the findings illustrate the importance of a di-
versity of mechanisms to manage quality in healthcare
practice, ensuring a greater focus on the relational and
intangible elements of quality as well as current quanti-
tative measures.

How staff understand quality in practice
Whilst health systems tend to focus on measurement as
a driver and arbiter of dimensions of quality, when ask-
ing staff how they understood performance they spoke
of the tacit and experiential aspects of the clinical deci-
sion making and quality of care:

‘I use my own experience and my clinical reasoning to
think that actually that person isn’t well enough to be
seen yet, and that that person is right. I can’t …it is
very hard to say exactly… Oh I used this, that and the
other today, you can’t, because each person is an
individual and a lot of it is experience.’
(Interviewee 07, front line clinician).

In addition to the importance of these tacit clinical un-
derstandings, values and normative standards also played
a role in understanding how and when to intervene to
ensure appropriate outcomes. For example within health
visiting, professionals need to appropriately assess par-
enting skills:

‘I constantly find a problem between ‘is parenting good
enough?’…When have they fallen below that? How
does one define that?… I have to look at my own
values and decide, ok it’s not what I would do but it
isn’t doing any damage to the child and they love that
child.’ (Interviewee 10, front line clinician).

Indeed individual staff may have different standards,
partially based on clinical training and professional roles,
but also extending to personally based standards. This
element of personal standards was apparent across all
job roles, whether clinical, managerial or administrative:

‘I suppose it all boils down to personal standards,
there’s a standard that I can’t justify, I can’t say
this is why I’ve set my standard this high, or this
low or whatever but there’s a standard and I like
to work towards that standard. I think we all have
different standards at different things… You ask me
to try and rationalise it, I can’t, it’s just my, it’s
just me, it’s just my standard.’ (Interviewee 12,
non-clinical front line).
‘I think quality indicators are quite an individual
thing actually for clinicians, I think different people
depending on where they’ve come from and probably
different professions, would have a different notion of
what a quality indicator would be.’ (Interviewee 18,
clinical manager).

Not only were personal staff standards important but
so were those of patients. It was illustrated how quality
measures and professional standards may not always
align with individualised, patient-centred approaches
that are led by patients’ values and concerns. This was
brought to life in an example that one interviewee gave
where aspects of person-centred care clashed with par-
ticular professional practices. Here, when nursing a sick
child with a terminal illness, they spoke of how their
care was sensitively discussed with the family. Here as-
pects of quality were co-created in discussions between
professionals and the patient and family. The wishes of
this patient and family were not always aligned with par-
ticular nursing practices, for example not always wanting
to be tidy with brushed hair. When a different clinician
intervened she differed with the patient-centred ap-
proach negotiated with the family, following her own,
different professional standards. Here both standards
may be appropriate at different times. This example il-
lustrates in practice how quality can be co-produced
through dialogue at the service interface, and that qual-
ity extends from the interaction and conversations be-
tween practitioners and those who are using a service.
Overall the findings illustrate the importance of staff
values, attitudes and standards in co-producing quality
in everyday service interactions, alongside ongoing com-
munications with the users of a service.

Tensions between patient-centred care and efficiency
pressures
The study was set within a wider context where there
were severe financial pressures on the Trust.

‘There is no slack in the system and actually trying
to maintain clinical quality has been really, really
hard. I think the actual driver from the government
is maintaining financial balance’ (Interviewee 20,
Senior manager).
‘You are making every pound count, and stretching it
as far as you possibly can. And it comes down to some
really difficult decisions that are having to be made,
not only when you are a front line health care
professional, right through to as an organisation, do
we continue to commission x service. So it spans
across, no matter what you do.’ (Interviewee 15,
Senior manager).
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Within this context the pressures of diverse aspects of
quality played out in practitioners’ everyday practices.
Both managers and practitioners spoke of the tensions
apparent between aspects of quality and efficiency:

‘People are still desperately trying to deliver a quality
job, all the pressure is on efficiency.’ (Interviewee 18,
clinical manager).

For example, clinicians spoke of the dilemmas they
faced in working with large numbers of patients, whilst
ensuring sufficient time was spent with each to provide
the most effective service. Where there were financial
constraints this could strain staff ’s capacities to deliver
the levels of quality of care that they valued as part of
their professional expertise.

‘Staff don’t always feel able to deliver the service that
they think they should be providing and that is
because we are living within the financial framework
that we live within.’ (Interviewee 15, senior manager).

However some managers and clinical staff felt that
due to resource pressures, this was the time to really re-
flect and use the situation to create necessary changes
and improvements. For example one clinician discussed
ways to prevent hospital admission through earlier crisis
intervention:

‘Some of the best ideas come out of financial restraints.
And this is why I am saying that we should be thinking
of different ways of doing things.’ (Interviewee 10, front
line clinician).

Not only were there increased financial pressures, but
staff also spoke of increasing patient expectations:

‘They’re not necessarily the grateful patient that we
perhaps used to have.’ (Interviewee 18, clinical
manager).

When staff did find it difficult to ‘balance’ the different
logics of efficiency and user centred needs, job satisfaction
could diminish:

‘I do get very dissatisfied if I can’t do, give the support
that I would like to… because of the time pressures
really.’ (Interviewee 11, Front line clinician).
‘The priorities have changed; I keep going back to that
it has changed. If I really sat and thought about it I
would probably get quite miserable that I don’t give as
a good a service as I previously gave to lots of people.’
(Interviewee 12, Non-clinical front line staff )
Staff exhibited a great degree of intrinsic motivation,
wishing to embody their professional and personal values
within their work and ‘make a difference’ (Interviewee 13,
Non clinical front line). People’s sense of job satisfaction
was highly connected to their motivations for going into
their professions.

‘I think the biggest thing is helping others’ (Interviewee
04, Non clinical front line).
‘You are motivated because you are helping people,
you are getting them back to a certain level of
independence’ (Interviewee 09, Front line clinician)

When staff were then working within a context where
prioritisation and time management were key, where
‘complete total care’ (Interviewee 18, clinical manager)
may have been difficult within the restricted resources,
this could affect the pursuit of the embodiment of pro-
fessional and personal values.

‘What will happen is with clinicians is they get to a
point where the manager says no just leave them but
actually then they’ll get into feeling that that means
I’m not doing a good job and I feel I can’t perform my
professional role and so then there’s you can’t leave it
go, you can’t leave x, y or z not done…. However much
you’re saying prioritise and leave things go, people are
just going to feel disillusioned and dissatisfied because
that’s not what they’ve come into this work to do… So
they’ll keep on doing it to a point until they just get
burnt out’ (Interviewee 18, clinical manager).

Enablers to understand and improve quality in practice
Staff spoke about the importance of reflective space and
peer discussions in helping to understand and reflect
upon their working practices with patients. Autonomous
practitioners who worked in communities shared cases
as a means to gain peer feedback:

‘We share what we are doing with clients so that we
can work interchangeably and that is very helpful to
us, getting feedback from each other, getting responses
from the clients.’ (Interviewee 10, front line clinician).

Reflective practice was seen as a way that staff could
assess their own performance and quality within their
own practice, using both evidence and reflection. An-
other spoke of how reflective discussions could also sup-
port efficiency, highlighting how in an action learning
set a conversation enabled staff to ‘drill down’ to more
effective ways of working together. Processes of reflec-
tion within the organisation varied according to profes-
sions; some had embedded models and specific reflective
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spaces, although on occasion these had stopped due to
resource pressures, and there were some informal pro-
cesses at a peer level.

‘Some of it I think is definitely cultural so there are
individuals and professions who have been more used
to doing that sort of thing [reflective practice] in terms
of saying yes we feel this is a priority for some of our
time and other teams where it hasn’t been the cultural
norm and they are so busy doing their day to day they
can’t possibly stop for half an hour, do reflective practice,
because that’s half an hour when they are not doing
something else.’ (Interviewee 17, Senior manager).

Ward-based staff found it problematic to carve out a
space for meeting as some staff always needed to be on
the wards. The organisation had also recently introduced
reflective practice sessions for managers, one manager
noting that such spaces were more ‘legitimate’ in clinical
work yet they were equally relevant for managerial practice.

‘I think sometimes you lose sight of the fact that we
equally need to have that time to reflect as well’
(Interviewee 15, non-clinical manager).

Other interviewees spoke of the difficulties in creating
time and space for such conversations within the diffi-
cult financial climate and the need for such conversa-
tions to be focussed on solutions.

Discussion
The overview of the detailed findings of this study has
analysed how different healthcare staff construct, under-
stand and assess performance and quality in everyday
practice. This discussion follows the structure of the data
analysis sections; firstly focussing on staff understand-
ings of quality in practice, secondly exploring the ten-
sions that exist between different aspects of performance
and quality, before considering how staff may be enabled
to improve quality. Firstly this paper illuminates the im-
portance of the tacit, intangible and relational dimen-
sions of quality in actual practice. Staff values and
personal and professional standards are core to under-
standing how quality is co-produced in service interac-
tions. Professional experience, tacit clinical knowledge,
personal standards and values, and conversations with
patients and families all contributed to how staff under-
stood and assessed the quality of their work in everyday
practice. These interactions mirror the conceptualisation
of the service process within services management litera-
ture and the new public governance paradigm as opposed
to the transactional, rational approach favoured in NPM.
The findings illustrate that the mechanistic, target, meas-
urement culture that exists needs to be augmented with a
far greater emphasis on the social, emotional and rela-
tional aspects of care giving and receiving. Whilst Gabbay
and May [35] highlight the use of ‘clinical mindlines’ in
clinical decision making, that are based on internalised
collective and tacit aspects of knowledge, this study ex-
tends this notion of the tacit and collective in the account-
ing for and understanding of performance and quality
within health services.
Secondly the data analysis demonstrates how there are

tensions between different aspects of quality and per-
formance in health systems, where patient centred, rela-
tional ‘complete total’ care and the pressures of efficiency
and rationalisation can sometimes operate as divergent
logics within an organisation. These findings mirror the
pressures theorised in Korczynski’s customer-oriented
bureaucracy model (COB) [40] and extend its applica-
tion. Whilst Korczynski’s model focuses on the effects of
these tensions on front line service workers, the inter-
views in this study illustrate how these tensions are felt
throughout an organisation, including in non-clinical
staff, front line and senior managerial positions. How-
ever the COB model [40] does not answer the important
question of how these inherent tensions between effi-
ciency and customisation can be negotiated in a way that
is conducive to the economic needs of productivity,
workers’ needs for meaningful and productive work that
embodies professional values and service users’ and citi-
zens’ needs for responsive, effective and high quality
health services. This study illustrates how staff need col-
lective space to discuss the dynamics of these different
tensions and logics in their work. Whilst Evans high-
lights how strong professional structures and processes
are important to help clinical staff manage the inherent
anxieties and tensions in their work and to support com-
passionate care [58], this study illustrates that such sup-
port may be needed throughout organisations in both
clinical and non-clinical roles. Good staff management,
where staff feel valued, supported and engaged is con-
nected to quality of care [59]. The Berwick report [60]
emphasised the need to engage and value staff, fostering
their growth and development, offering more support
and an open culture to improvement. This paper ex-
tends this by suggesting that health service work has
considerable similarities to work in knowledge intensive
and service industries and that practices from knowledge
management, services management and ethics of care
literature can support Berwick’s goals. The data findings
in this study show that staff value reflective processes
where they can have space to discuss quality in practice
and that extending such processes to managerial roles
may also be of benefit. Whilst such spaces may get
squeezed by the pressures of service delivery and re-
source constraint, there are several reflective models that
have been developed and implemented within different
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parts of the health service such as communities of prac-
tice [38,61,62]. These collective reflective processes can
support the development of work practices and support
personal engagement in the workplace [63], Bate and
Robert [36] suggesting that developing ‘quality commu-
nities of practice’ can facilitate collective learning and
improvement within the health service.
In the Francis report there are substantial recommen-

dations that the recruitment, education, and training of
clinical staff be enhanced with discussion of ‘appropriate
values, attitudes and behaviours’ [46]. However there is
less emphasis in the Francis report on how these values,
motivations and commitments of staff can be supported
in day to day practice, when the stresses of service deliv-
ery and complex, diverse pressures are apparent. Indeed
it has been suggested that the importance of contextual
factors have not been given sufficient attention in the
wake of the Francis report to enable an understanding of
how complex contexts might affect actual compassionate
behaviour in day to day practice [64]. Whilst the Francis
report recommends that cultural measurement tools
such as a ‘cultural barometer’ might be developed to
monitor the ‘cultural health’ of health service organisa-
tions, it has been commented that such solutions of
more measurement may not necessarily produce the
outcomes intended, as ‘culture itself becomes a target
driven priority’ [65] [p.3]. This study demonstrates how
the management of quality in healthcare needs to extend
beyond formalised policies and measures to acknowledge
how care is a context-dependent and relational process.
It argues against more measurement and suggests that
where aspects of quality are less easy to measure, man-
agement mechanisms based on trust and values may be
appropriate [66]. It supports Ballatt and Campling’s [67]
notion of the importance of the values of interdepend-
ency and connectedness in the organisation and man-
agement of the NHS. This paper illustrates that there is
a strong body of theoretical literature encompassing ser-
vices management, knowledge management and feminist
perspectives of care that can inform this development.
The limitations of this study are that it focussed on a

small sub-set of health professionals due to resource
constraints. Whilst a level of theoretical saturation was
achieved in the staff sub-groups chosen, further work
would be beneficial to comparatively understand how a
wider range of different clinical professions understand
and assess the quality of their service provision in day to
day practice in different health service organisations.
However despite this in-depth qualitative research being
done on a small scale, the findings align with other work
in this area that illustrates how reconciling the different
pressures of the formal rationality of cost-efficiency and
‘relational’ holistic patient care can cause dilemmas in
practice [41,43,44,68,69]. In addition, it resonates with
and extends the work of Gabbay and le May [35]
highlighting the importance of the collective and tacit
aspects of knowledge, not only in clinical decision mak-
ing, but in the understanding and accounting for quality
and performance in healthcare.

Conclusions
There are divergent logics and tensions within different
aspects of quality, where patient-centredness requires
specific attention to individual needs, and efficiency
which can be supported by rationalisation and mass pro-
duction. These different logics can be experienced as di-
lemmas in clinicians’ everyday practices. Whilst quality
systems often operate according to that which is mea-
sureable, the difficulty of this approach is that the intan-
gible, relational and tacit elements of care become less
visible within health systems. It has been exemplified
through this paper that services and knowledge manage-
ment practices and ethics of care literature have import-
ant contributions to make to the quality agenda within
health services. Ethics of care theory [32,33] begins from
a relational, interconnected ontology as opposed to that
of an autonomous rational actor. This relational ontol-
ogy can provide a stronger grounding logic for deve-
loping organisations on a basis of interpersonal care.
Services management literature highlights the import-
ance of how quality is co-produced in everyday service
interactions between staff and service users through a
relational process. Knowledge management literature
provides a range of tools and techniques that can be
used to manage and support quality, including reflective
spaces, communities of practice and collective learning.
It has been illustrated that these approaches may align
with elements of staff values, motivation and commit-
ment to professional learning and development, compli-
menting rationalised measurement systems to support
the intangible and tacit dimensions of quality. Theories
that build on understandings of care as a connected,
interdependent and relational process [32,33] may pro-
vide stronger building blocks for achieving that which
Robert Francis identifies as essential within the health
service; to improve care and put the patient first [46].

Additional file

Additional file 1: Example interview questions – Front line Manager.

Abbreviations
COB: Customer-Oriented Bureaucracy; NHS: National Health Service;
NPG: New Public Governance; NPM: New Public Management.

Competing interests
The authors declare they have no competing interests. The views and
opinions expressed within the article are those of the authors and do not
necessarily reflect those of the case study organisation.

http://www.biomedcentral.com/content/supplementary/s12913-015-0788-1-s1.pdf


Farr and Cressey BMC Health Services Research  (2015) 15:123 Page 10 of 11
Authors' contributions
MF conducted the research and drafted this paper. PC was Principal
Investigator on the study. Authors read and approved this submitted
manuscript.

Authors’ information
MF, Research Associate and Teaching Fellow, Dept. of Social and Policy
Sciences, University of Bath, BA2 7AY. PC, Associate Professor, Dept. of Social
and Policy Sciences, University of Bath, BA2 7AY.

Acknowledgements
The study was based on a Knowledge Transfer Partnership, funded by the
Economic and Social Research Council, KTP000517-A01. We wish to thank
all staff participants, and the organisation and staff members who
facilitated the study.

Received: 28 July 2014 Accepted: 13 March 2015

References
1. De Silva D. Helping measure person-centred care. London: The Health

Foundation; 2014.
2. National Quality Board: Quality in the new health system. London:

Department of Health; 2013. [Quote p.7]
3. Institute of Medicine. Crossing the quality chasm: a new health system for

the 21st century. Washington, DC: National Academies Press; 2001.
4. Doyle C, Lennox L, Bell D. A systematic review of evidence on the links

between patient experience and clinical safety and effectiveness. British
Medical Journal Open. 2013;3(1):e001570. 10.1136/bmjopen-2012-001570.

5. Murrells T, Robert G, Adams M, Morrow E, Maben J. Measuring relational
aspects of hospital care in England with the ‘patient evaluation of
emotional care during hospitalisation’ (PEECH) survey questionnaire. British
Medical Journal Open. 2013;3:e002211. 10.1136/bmjopen-2012-002211.

6. Hood C. A public management for all seasons? Public Adm. 1991;69(Spring):3–19.
7. Le Grand J. Motivation, Agency, and Public Policy: Of Knights and Knaves,

Pawns and Queens. Oxford: Oxford University Press; 2003.
8. Leatherman S, Sutherland K. The Quest for Quality in the NHS: A mid-term

evaluation of the ten-year quality agenda. London: Nuffield Trust; 2003.
9. Osborne S. Delivering public services: Time for a new theory? Public

Management Review. 2010;12(1):1–10.
10. Osborne S. (Ed): The New Public Governance. London: Routledge; 2010.
11. Weber M. Economy and Society. Berkeley: University of California Press;

1978.
12. Cooper C. Message from the Chair: “Never mind the targets, feel the quality!

Quality Improvement Network News. London: Royal College of Nursing;
2003.

13. Terry LD. From Greek Mythology to the real world of the new public
management and democratic Governance (Terry Responds). Public Adm
Rev. 1999;59(3):272–6.

14. Taylor FW. The principles of scientific management. New York: Harper and
Brothers; 1911.

15. Sugden R. What public choice and Philosophy should not learn from one
another. American Journal of Economics and Sociology. 2004;63(1):207–11.

16. Alford J. Engaging Public Sector Clients: From service delivery to co-production.
Palgrave Macmillan: Basingstoke; 2009.

17. Ryan RM, Deci EL. Self-determination theory and the facilitation of
intrinsic motivation, social development, and well-being. Am Psychol.
2000;55(1):68–78.

18. Deci EL, Ryan RM. Self-Determination theory: A Macrotheory of human
motivation, Development, and Health. Can Psychol. 2008;49(3):182–5.

19. Ackroyd S, Bolton S. It is not Taylorism: Mechanisms of work intensification
in the provision of Gynaecological services in a NHS hospital. Work Employ
Soc. 1999;13(2):369–87.

20. Newman J. Modernising governance: New Labour, policy and society.
London: Sage; 2001.

21. Department of Health Workforce Directorate. NHS Partners, Manchester
University: HR High Impact Changes: An evidence based resource. London:
Department of Health; 2006.

22. Michie S, West MA. Managing people and performance: an evidence based
framework applied to health service organisations. International Journal of
Management Reviews. 2004;5/6(2):91–111.
23. Purcell J, Kinnie N, Hutchinson S, Rayton B, Swart J. Understanding the
People and Performance Link: Unlocking the Black Box. London: CIPD; 2003.

24. West M, Dawson J, Admasachew L, Topakas A: NHS Staff Management and
Health Service Quality: Results from the NHS Staff Survey and Related Data.
London: Department of Health.

25. Purcell J, Kinnie N: HRM and Business Performance. In The Oxford
Handbook of Human Resource Management. Edited by Boxall P, Purcell J,
Wright P. Oxford: Oxford University Press; 2007: 533–551.

26. Iles V: Why Reforming the NHS Doesn’t Work: The importance of
understanding how good people offer bad care. [http://www.reallylearning.
com/Free_Resources/MakingStrategyWork/reforming.pdf]

27. Mol A. The Logic of Care. Abingdon: Routledge; 2008.
28. De Zulueta P. Compassion in 21st century medicine: Is it sustainable?

Clinical Ethics. 2013;8(4):119–28.
29. Osborne SP, Radnor Z, Nasi G. A new theory for public service

management? Toward a (public) service-dominant approach. The American
Review of Public Administration. 2013;43(2):135–58.

30. Vargo SL, Maglio P, Akaka M. On value and value co-creation: A service
systems and service logic perspective. Eur Manag J. 2008;26(3):145–52.

31. Parasuraman A, Zeithaml VA, Berry LL. A conceptual model of service
quality and its implications for future research. J Mark. 1985;49(Fall):41–50.

32. Tronto J. Moral Boundaries: A Political Argument for an Ethic of Care.
London: Routledge; 1993.

33. Sevenhuijsen S. Caring in the third way: the relation between obligation,
responsibility and care in Third Way discourse. Critical Social Policy.
2000;20(1):5–37.

34. Ferlie E, Geraghty KJ: Professionals in Public Service Organizations:
Implications for Public Sector “Reforming”. In Oxford Handbook of Public
Management. Edited by Ferlie E, Lynn Jr LE, Pollitt C. Oxford: Oxford
University Press; 2005: 422–445.

35. Gabbay J, le May A. Evidence based guidelines or collectively constructed
“mindlines?” Ethnographic study of knowledge management in primary
care. Br Med J. 2004;329:1013–7.

36. Bate SP, Robert G. Knowledge management and communities of practice in
the private sector: Lessons for modernizing the national health service in
England and Wales. Public Adm. 2002;80(4):643–63.

37. Swart J: HRM and Knowledge Workers. In Oxford Handbook of Human
Resource Management. Edited by Boxall P, Purcell J, Wright P. Oxford:
Oxford University Press; 2007:450–468.

38. Nicolini D, Powell J, Conville P, Martinez-Solano L. Managing knowledge in
the healthcare sector: A review. Int J Manag Rev. 2008;10(3):245–64.

39. Swinglehurst D, Emmerich N, Maybin J, Park S, Quilligan S: The Many
Meanings of ‘Quality’ in Healthcare: Interdisciplinary Perspectives. Cumberland
Lodge Colloquium Report 2013. [http://www.cumberlandlodge.ac.uk/
Programme/Reports/Quality+in+Healthcare]

40. Korczynski M. Human Resource Management in Service Work. Palgrave:
Basingstoke; 2002.

41. McBride A, Hyde P, Young R, Walshe K. How the “customer” influences the
skills of the front line worker. Hum Resour Manag J. 2005;15(2):35–49.

42. Swinglehurst D, Emmerich N, Maybin J, Park S, Quilligan S: Rethinking
‘quality’ in health care. Journal of Health Services Research and Policy
2014, 0(0):1–2.

43. Cooke H. Seagull management and the control of nursing work. Work
Employ Soc. 2006;20(2):223–43.

44. Kieft R, de Brouwer B, Francke A, Delnoij D. How nurses and their work
environment affect patient experiences of the quality of care: a qualitative
study. BMC Health Serv Res. 2014;14:249.

45. Maben J, Latter S, Macleod J. The sustainability of ideals, values and the
nursing mandate: evidence from a longitudinal qualitative study. Nurs Inq.
2007;14(2):99–113.

46. Francis R. Report of the Mid Staffordshire NHS Foundation Trust Public
Inquiry Executive Summary. London: The Stationery Office; 2013.

47. Davies HTO, Mannion R. Will prescriptions for cultural change improve the
NHS? Br Med J. 2013;346:f1305. 10.1136/bmj.f1305.

48. Donaldson, L. (2005), Speaking at The Health Foundation European Quality
Meeting at Danesfield House Hotel, Marlow-on-Thames, Buckinghamshire on Sat-
urday, 26 November 2005. [http://webarchive.nationalarchives.gov.uk/+/www.dh.
gov.uk/en/Aboutus/MinistersandDepartmentLeaders/ChiefMedicalOfficer/Archive/
CMOAtLarge/Inthespotlight/QuoteUnquote/DH_4102558]

49. Charmaz K. Constructing Grounded Theory: A Practical Guide Through
Qualitative Analysis. London: Sage; 2006.

http://www.reallylearning.com/Free_Resources/MakingStrategyWork/reforming.pdf
http://www.reallylearning.com/Free_Resources/MakingStrategyWork/reforming.pdf
http://www.cumberlandlodge.ac.uk/Programme/Reports/Quality+in+Healthcare
http://www.cumberlandlodge.ac.uk/Programme/Reports/Quality+in+Healthcare
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Aboutus/MinistersandDepartmentLeaders/ChiefMedicalOfficer/Archive/CMOAtLarge/Inthespotlight/QuoteUnquote/DH_4102558
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Aboutus/MinistersandDepartmentLeaders/ChiefMedicalOfficer/Archive/CMOAtLarge/Inthespotlight/QuoteUnquote/DH_4102558
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Aboutus/MinistersandDepartmentLeaders/ChiefMedicalOfficer/Archive/CMOAtLarge/Inthespotlight/QuoteUnquote/DH_4102558


Farr and Cressey BMC Health Services Research  (2015) 15:123 Page 11 of 11
50. Henwood K, Pidgeon N: Using Grounded Theory in Psychological Research.
In Doing Qualitative Analysis in Psychology. Edited by Hayes N. Hove:
Psychology Press; 1997: 245–274.

51. Stake R: Qualitative Case Studies. In The Sage Handbook of Qualitative
Research 3rd Edition. Edited by Denzin N and Lincoln Y. London: Sage
Publications; 2005: 443–466.

52. Locke K. Grounded Theory in Management Research. London: Sage; 2001.
53. Johnson JM: In-depth interviewing. In Handbook of Interview Research:

Context and Methods. Edited by Gubrium, JF, Holstein JA. Thousand Oaks,
California: Sage; 2002:103–120.

54. Warren CAB. Qualitative Interviewing. In Handbook of Interview
Research: Context and Methods. Edited by Gubrium JF and Holstein
JA. London: Sage; 2002.

55. Armstrong M. Performance Management: Key Strategies and Practical
Guidelines. 3rd ed. London: Kogan Page; 2006.

56. Bryant A, Charmaz K. The Sage Handbook of Grounded Theory. London:
Sage; 2007.

57. Strauss AL, Corbin J. Basics of qualitative research: techniques and
procedures for developing grounded theory. Thousand Oaks, California:
Sage; 1998.

58. Evans M. ‘I'm beyond caring’, a response to the Francis Report: the
failure of social systems in health care to adequately support nurses
and nursing in the clinical care of their patients. Psychoanal
Psychother. 2014;28(2):193–210.

59. Dixon-Woods M, Baker R, Charles K, Dawson J, Jerzembek G, Martin G, et al.
Culture and behaviour in the English National Health Service: Overview of
lessons from a large multimethod study. BMJ Quality and Safety.
2014;23:106–15.

60. Berwick D. A promise to learn – a commitment to act: Improving the Safety
of Patients in England. Crown Copyright: National Advisory Group on the
Safety of Patients in England; 2013.

61. Wenger E. Communities of Practice: Learning, Meaning, and Identity.
Cambridge: Cambridge University Press; 1998.

62. Kislov R, Walshe K, Harvey G. Managing boundaries in primary care service
improvement: A developmental approach to communities of practice.
Implement Sci. 2012;7:97.

63. Boud D, Cressey P, Docherty P. (Eds): Productive Reflection at Work. Oxon:
Routledge; 2006.

64. Paley J. Cognition and the compassion deficit: the social psychology of
helping behaviour in nursing. Nurs Philos. 2014;15(4):274–87.

65. Davies HTO, Mannion R. Will prescriptions for cultural change improve the
NHS? Br Med J. 2013;346:f1305.

66. Mannion R, Davies HTO, Marshall MN. Cultures for Performance in Health
Care. Maidenhead, Berks: Open University Press; 2005.

67. Ballatt J, Campling P. Intelligent Kindness. Reforming the Culture of
Healthcare. London: The Royal College of Psychiatrists; 2011.

68. Olesen V, Bone D: Emotions in rationalizing organizations: conceptual notes
from professional nursing in the USA. In Emotions in Social Life: Critical
Themes and Contemporary Issues. Edited by Bendelow G, Williams SJ.
London: Routledge; 1998: 313–329.

69. Bone D. Dilemmas of emotion work in nursing under market-driven health
care. International Journal of Public Sector Management. 2002;15(2):140–50.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	The policy and management of health service quality
	Alternative conceptions of service quality and its management
	Managing the different logics in performance and quality

	Methods
	Sampling
	Recruitment and in-depth interviews
	Data analysis

	Results
	How staff understand quality in practice
	Tensions between patient-centred care and efficiency pressures
	Enablers to understand and improve quality in practice

	Discussion
	Conclusions
	Additional file
	Abbreviations
	Competing interests
	Authors' contributions
	Authors’ information
	Acknowledgements
	References

