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Key RCN Research Conference themes

Research symposium addresses

• Workforce development and emerging new roles

• Supporting learning in practice

• Partnership working and collaboration



Symposium Aims

• Approaches, theoretical insights and findings from three key research 
studies

• Reflection on contribution to body of knowledge on person centered 
safe and effective care in the workplace

• Synthesis of findings into new theoretical framework- Venus model 
for person centered sustainable transformation in health & social care

• Discussion and reflection with symposium participants



Paper 1
Safety Culture, Quality Improvement, 

Realist Evaluation (SCQIRE)

Project Team

Professor Kim Manley; Carrie Jackson, Anne Martin

Christine McKenzie, Dr Toni Wright, 



Aim of Evaluation 

• What is the impact of the Patient Safety Collaborative (PSC) initiative on patient 
safety culture, quality improvement capability and leadership? 

• To understand what works for whom and why:

• when working with frontline teams in acute NHS Trusts to embed a safety 
culture

• when enabling facilitators to work with the PSC initiative with frontline teams



ACTION LEARNING for ORGANISATIONAL 
FACILITATION TEAMS

TEXAS CULTURE TOOL/Other

HUDDLES/LEEDS 
EXPERIENCES

Patient Safety Collaborative Initiative

SUPPORT
PROVIDED TO 
FOUR ACUTE 
TRUSTS

Facilitator Factors
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Ten independent frontline  teams across four case studies (acute NHS Trusts)

Case Study 3: One overall project lead, with 
senior clinical lead for each of two teams:

• Midwifery Delivery Suite
• Emergency Department

Case Study 4: Four senior clinical leaders each 
facilitating one of four teams:  

• Frailty ward and safe 
discharge

• Renal ward and sepsis
• A &E and patient transfer to 

wards
• Ambulatory Care – safety 

huddle

Case Study 1:: Overall project lead with 
clinical leads/managers for each of three 
teams:

• Antenatal and post-natal 
ward

• Respiratory ward
• Clinical decision unit/urgent 

care

Case Study 2: One ward team previously 
experiencing a high fall rate & invested with 
intensive facilitation support, facilitator left 
leaving reminder members of facilitation 
team comprising clinical Lead for safety and 
organisational lead for safety. Organisational 
lead for safety took over immediate support 
role for ward.



Research approach
• Realist evaluation assumes both social systems and structures are real because they 

have real effects and human actors respond differently in different circumstances

• Interaction between context (C) & mechanisms (M) produces outcome (O)       
i.e. C+M=O

• Programmes (complex interventions ) occur in different contexts and trigger 
different mechanisms so can’t just be replicated

• Theoretical understanding about what works and why can be transferred to 
different contexts

• Practice development methodology because of:
• Values: person centred, safe and effective care and effective  workplace cultures 

at the microsystems level and context
• Enabling stakeholder engagement and the use of tools that focus on what 

matters



Methods & Analysis (1)

Output

Identify enablers, attributes 
and consequences at 
individual, team and 
organisational level

Generation of 16 tentative 
CMO relationships

Interrogation of the literature

• Patient safety
• Safety culture , QI and 

leadership capacity 
building 





Specific INDIVIDUAL values, beliefs & characteristics for contributing to 
safety culture (Literature analysis)

Personal characteristics: 
➢Person-centred, compassionate and caring 

➢Authentic, open, honest and trusting with 
integrity

➢Supportive, valuing and empathetic

➢Motivated , showing perseverance, resilience 

➢Are active and adaptive to the work system

➢Creative, passion with drive and self-efficacy

➢Enthusiastic and optimistic

➢Vision and systems thinking

Personal values and beliefs:

➢Respectful and ethical

➢Accountable, responsible and take pride in one’s 
work

➢Self and safety aware, reflective

➢A commitment to safety, quality, learning and a 
blame free approach to incident reporting

➢Positive commitment to adopting & 
implementing safe, ethical practice

➢Courage to speak up assertively



Methods & Analysis (2)

Output

CMO Relationships for each team and case 
study

Synthesised across all case studies to 
generate statements of what works , why 
it works and for whom it works refining 
CMO relationships from the literature 
interrogation

Unit of analysis = group processes within 
each frontline team towards collective action 
• Self assessment data from facilitators
• Qualitative 360 degree analysis 
• Emotional Touchpoints with facilitators –

focusing on what matters in relation to the 
QI skill set (Health Foundation)

• Texas/other tool 
• Collaborative Observations of practice 

teams
• Claims, concerns and issues with 

stakeholders including:
• Frontline teams
• Facilitators
• Governance teams



Focus of Findings

What works, why and for whom when:
developing a safety culture in frontline teams

senior facilitators work with frontline teams to embed safety culture, 
QI in frontline teams

the Patient Safety Collaborative initiative is used by facilitators and 
frontline teams 

using the patient safety collaborative initiative within acute hospital 
Trusts



ORGANISATIONFRONTLINE TEAMS
(Microsystem)

Clinical 
Leadership

Safety Culture
Values
Shared

Meaning

Safety behaviours/
environment 

Teamwork

ACUTE HEALTHCARE PROVIDER ORGANISATION

LEADERSHIP & 
ORGANISATIONAL 

READINESS

CO-ORDINATED 
SYSTEMS

VALUES

FACILITATORS

OTHER FACILITATORS 
ACUTE CARE 

ORGANISATIONS

SYNTHESIS FRAMEWORK - KEY INTERDEPENDENT  THEMES





Developing a safety culture in frontline teams. Theme 1: Clinical leadership 

What works?  

Clinical leaders (ward managers, clinical leads, team leads, shift leads) who:

✓Model respectful relationships and person- centred values
✓Are approachable, actively listens to and values patient and service user 

expertise, engagement and participation
✓ Pay attention to both patient and staff wellbeing
✓ Support teams with patient safety/improvement
✓Are clinically credible, model self-awareness, reflection and learning.
✓ Creates shared vision/direction and embeds this
✓ Connects everyone for the patient, encourages innovation
✓ Possess personal attributes and qualities, and are transformational leaders

Why does it work? 

Consistently endorses and enables:

• Service users and staff to feel heard and listened to, to become empowered 
and this improves experiences

• Person centred respectful relationships between all staff members and with 
service users, so people feel valued and respected

• Impacts on a collaborative approach to developing workplace culture

FRONTLINE 
TEAMS

(Microsystem)

Clinical 
Leadership



360 Degree feedback illustrating qualities and values in action

✓ From different 
members of role 
set

✓ Endorses the 
qualities, values 
and beliefs 
experienced of 
effective clinical 
leaders and 
facilitators

“You have very clear standards for the delivery of care and I have 
never known you to compromise these standards. This sends a clear 

message to staff, encourages and inspires similar standards.”

“You have a welcoming and enthusiastic personality that makes you 
easy to approach, ask questions and suggest solutions. This makes it 

easy for staff to report adverse incidents and support further 
learning and enhances safety.” 

”You always make the time to listen and explain; this is a great trait 
in a manager and has been a great support.”

“Positive support and leadership to staff and listen to concerns”

“Always seeks to develop service and involves teams in actions” 
“You involve staff in discussion and decision making about changes”



Facilitator insights





Quality Standards Realist 
Evaluation for evaluators & 
peer reviewers (Wong et al, 2017)

• Standard 1: Evaluation Purpose

• Standard 2: Understanding and applying the realist 
principle of generative causation in realist evaluations

• Standard 3: Constructing and refining a realist 
programme theory or theories

• Standard 4:Evaluation design

• Standard 5: Data collection methods

• Standard 6:Sample recruitment strategy

• Standard 7: Data analysis

• Standard 8: Reporting 

Theoretical outputs

Standard 3 

Led to the development of a refined theory 
for person-centred culture change in frontline 
teams

Standard 5

Use of practice development approach and 
methods e.g. Observations of Practice and 
Claims, Concerns and Issues led to wider 
uptake and application in participating teams 
not previously exposed to them



Limitations 

• Application for ethical clearance coincided with 
the launch of the awarding body- the NHS 
Health Research Authority- which resulted in a 
time lag of three months 

• There was a lack of PSC initiative guiding 
principles and a common approach across case 
study sites for participating organisations and 
teams which made clarity of purpose more 
difficult. 

• Not all sites used the Teamwork Safety Climate 
Survey making comparison difficult

• Engagement of frontline teams varied due to 
three factors, i) the busyness of the areas; ii) the 
timeliness of the data collection; and iii) the 
relationships influencing the frontline teams. 

• Minimizing the burden on frontline staff required 
the research team to be as flexible and sensitive 
as possible in collecting data 

• Training the facilitators in how to use 
Observations of Practice and Emotional 
Touchpoints would have strengthened confidence 
in the usefulness of the tools in some sites 



Paper 2
Developing integrated facilitation standards to embrace the 

facilitation of learning in the workplace using an e-delphi

Project Team

Prof Kim Manley, Anne Martin



Aim of Presentation

➢Context

➢The PD processes and research methods

➢The three key actions for enabling workforce transformation

➢The process and outcomes of developing the standards

➢Implications for practice 



Transforming the workforce across the health economy



Context 

• How do we solve the current workforce crisis in 
emergency departments creatively to promote 
sustainable transformational change? 

• What does the future workforce look like?

Systems perspective to 
transformation: 

➢ - Structures

➢ - Processes

➢ - Patterns e.g. values, trust, 
how various groups 
communicate with one 
another, etc.

(Plsek 2003)



Synthesising a framework for transforming urgent and 
emergency care workforce
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Framework for achieving whole systems urgent and emergency care across health economy

Inputs Outputs

Outcomes

▪ Timely care at time of  crisis in the right 
place

▪ Urgent and high dependency care 
prevents loss of life or on-going illness

▪ Consistent approach to care delivery 
experienced across regional 
communities and population

▪ Positive work based culture enables 
person-centred, safe and effective care

▪ Improvements in mortality and quality 
outcomes

▪ Effective use of financial resources 
through reducing duplication of effort

System Enablers

▪ Whole pathway commissioning-
integrated information & funding 
systems

▪ Interdependent partners across  
primary, secondary & tertiary care

▪ Leadership, expertise and 
collaborative ways of working

▪ Staff recruitment and retention
▪ Strategies that attend to competence, 

role clarity, empowerment and 
support

▪ Public information for navigating the 
system

Specific Workforce 

Enablers
✓ Clinical systems leadership
✓ Single career & competence 

framework (Assess Treat 
SORT)

✓ Work based facilitators of 
learning, development & 
improvement

✓ Curriculum content for High Education 
Institutions and Further Education 
Colleges 

Feedback 

Integrated urgent and 

Emergency care

(Whole System

Any place, any 

context)



Facilitation in and about the workplace – a Delphi 
Study

Aim

• To develop a set of standards that could be used to 
guide an integrated approach to facilitation in and 
about the workplace

Assumptions 
• Learning, improvement and knowledge 

translation duplicate similar processes and to 
be consistent  with the whole system approach 
should be integrated 

• Previous standards tend to be uni-professional 
or focus on one of the processes or purposes

• Need to pay attention to evaluating 
effectiveness and impact



Process of developing the standards

Criterion Score

1. A composite score (CS) on the top 2 

items on the scale CS  75%

2.   A standard deviation (SD)

SD  1

3.   A mean score 

Mean  3

4. An interquartile range (IQR)
IQR  1

Literature 
review to 

highlight gaps

Three e-Delphi 
rounds

Consensus 
based on 

preset criteria



Developing the standards for integrated facilitation 

What is integrated facilitation? 

‘Bringing together different purposes 
(learning, development, improvement, 
knowledge translation, inquiry and innovation) 
… to achieve a holistic approach to person 
centred care and improving public health 
outcomes’. 

Three key foci to achieve higher order learning 
in and about the workplace :

• Purpose  

• Context 

• Effectiveness  (outcome & impact)

Components of an Integrated Facilitation Approach 
in and about Work



Facilitation is increasingly recognised as a complex skill set essential to helping people achieve 

effectiveness in and across different situations and contexts with regard to different aims or 

purposes (Manley and Titchen, 2016)



Standards for integrated facilitation in and about the 
workplace 
1. Negotiate, agree and sustain 

clarity of purpose for facilitation 
activity at the individual, team 
or organisational level in the 
context of developing person-
centre cultures and improved 
health outcomes

2. Optimise external enablers and 
values necessary for successful 
facilitation practice

3. Draw on qualities necessary to 
build effective relationships for 
facilitation practice  

4. Demonstrate skills required for 
integrated facilitation practice in 
health and social care

5. Commence facilitation journey 
with confidence at different 
starting points depending on 
where individuals and teams are 
at

6. Use common strategies 
appropriately for effective 
facilitation practice

7. Monitor and maintain effective 
facilitation practice using a 
range of methods

8. Evaluate and evidence process 
outcomes, intermediate 
outcomes and impact that 
individuals or teams may 
experience using a range of 
approaches

Learning

Development

ImprovementInquiry

knowledge 
translation

Improvement

Integrated 

facilitation



How can the standards be used?

• To guide the content and processes of 
workplace and education programmes 
that focus on facilitation practice  for 
multiple purposes

• To provide individuals with a framework 
for developing portfolios of evidence to 
support professional revalidation , career 
progression and academic accreditation.

• To support clinical leaders, clinical 
educators and clinical systems leaders 
with the skills required to enable others 
to be effective.
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Paper 3 
Developing indicators of Continuous Professional 
Development based on theoretical insights using 

realist evaluation

Project Team

Carolyn Jackson, Prof Kim Manley, Anne Martin, Dr Toni Wright



Study Aim and Working Definitions

Study Aim

• To devise and test a CPD outcomes tool that identified mechanisms for measuring 
impact of learning on individual, team and organisational effectiveness in relation to 
improvements in quality of care and patient experience outcomes in the workplace

Working Definition

• CPD is the systematic maintenance, improvement and continuous acquisition and/or 
reinforcement of the life-long knowledge, skills and competences of health professionals. 
It is pivotal to meeting patient, health service delivery and individual professional 
learning needs. The term acknowledges not only the wide ranging competences needed 
to practise high quality care delivery but also the multi-disciplinary context of patient 
care (Executive Agency for Health Consumers EAHC report 2013: 6)



Research Questions 

The research questions were mapped to the domains of the Health 
Education England (HEE) Education Outcomes Framework (EOF) to 
articulate their intention. 
1. Which indicators are useful for providing information on individual and 
team effectiveness in relation to improvements in quality of care and patient 
experience in the workplace? (EOF Domain 1, 2, 3, 5). 
2. How can these impact indicators be synthesized to develop a tool to 
measure individual and team effectiveness in the workplace? (EOF 
Domain1,2, 3, 5 ). 
3. What are the indicators of organisational effectiveness appropriate to 
include in a CPD impact tool? (EOF Domain 1-5). 



Study Design

❖Multiple case study design to enable development and refinement of 
a tool for evaluating impact of CPD in the workplace across the 
healthcare system (whole systems approach)

❖Data collection and synthesis underpinned by realist synthesis, a 
theory driven process that enables understanding of what works for 
whom, how and under what circumstances (Greenhalgh et al 2011)

❖Realist synthesis fits well with the case design –focus on ‘how’ and 
‘why’ questions and enable use of multiple sources of data to 
holistically understand phenomena in real life situations (Rycroft-Malone 

2010)



Methodology and Methods

Realist synthesis and evaluation (Pawson and Tilley 2004)



Key questions guiding the literature review



Project Outcomes

• The overarching framework for understanding effective CPD

• Four transformation theories

• Impact indicators useful for determining the impact of CPD

• A range of ways to evaluate achievement of CPD impact



Conceptual framework for effective CPD

• Four ancillary CPD purposes that focus 
on individual and team journeys of 
transformation in their work and 
workplace, -transformation of: 

• The individual’s professional practice

• Skills to meet a continually changing 
context

• Knowledge, so that it is used and blended 
with other knowledge in practice through 
knowledge translation approaches

• The workplace culture



• Whether the workplace is valued and used as a resource for learning and development; and, 

• How the workplace is used to enable learning and development

Theory 1: Transformation of 
individual’s professional practice 
through CPD

CPD that is work based and
provides facilitated support and
reflection and include 360 degree
feedback will increase self
confidence and self awareness and
role clarity



Theory 2: Transformation of skills through CPD to 
meet society’s changing healthcare needs 

• CPD that focuses on expanding skills
to meet a changing service will be
reflected in outcomes around better
integration of service provision



Theory 3: Transformation of knowledge through CPD to 
enable knowledge translation 

• CPD that focuses on providing up to
date knowledge about effective, safe
practice will achieve knowledge
translation if participants are
supported to address their leadership
and workplace contexts and cultures



Theory 4: Transformation of workplace culture through CPD to 
implement workplace and organisational values and purpose 

• CPD that focuses on living organisational 
values across different boundaries will 
increase team effectiveness and 
organisational effectiveness



Key Messages

▪ Positioning CPD within the transformation agenda

▪ Focusing on workplace as main resource for learning context of CPD

▪Needs facilitators of whole systems integrated learning development, 
improvement inquiry and innovation.



Prof Kim Manley
Carolyn Jackson

in collaboration with International Fellows of ECPD

Paper 4
Developing theoretical insights into sustainable transformation in 

front line teams
The Venus model



Context 

• Need to have greater insight into how we address the current health 
agendas in the workplace

• Key elements and linked concepts (and relationships) needed to 
support front line teams (micro-systems) in health and social care

• Skill sets required to transform practice through interprofessional 
learning, development, improvement and innovation in the 
workplace

• Essential organisational and systems factors required to enable 
transformation



Coordinating Principles for the Venus Model

Embedding and sustaining person centered systems

Informed by 5 theories (3 new, 2 existing):

1. Theory of person-centred culture change (Manley et al 2017, adapted from Manley et al, 2011) 

2. Theory of transformational leadership and the impact this has on team effectiveness in the 
workplace (Manley and Jackson 2014)

3. The theory of integrated facilitation using the workplace as the main resource for learning, 
developing, improving, innovation and knowledge translation (Manley et al 2016, Jackson et al 
2015)

4. Systems theory (how organisations overcome barriers to transformed through five patterns of 
behaviour in relation to relationships, power, conflict, decision-making and learning) (Plesk 
2001)

5. Theory on how to Promote Action on Research implementation in Health Settings  (PARiHS) 
(Rycroft-Malone et al 2013)



Venus Stems

• Venus model has 5 integrated stems representing the essential
‘know how’ required of any healthcare professional when planning
sustainable changes in practice or wishing to develop, innovate or
improve the quality of services. This ‘know how’ consists of:

1. leadership,

2. facilitation,

3. culture change,

4. practice development and evidence implementation;

5. improvement skills (Manley and Jackson 2018)



Copyright England Centre for 
Practice Development; 
Manley and Jackson 2018



Facilitation

• Underlying principle holistic facilitation

• Crucial for embedding and sustaining transformation (growing critical 
mass)

• Draws on transformation theories CPD project

• Picks up facilitation standards (e-Delphi)

• Individual and systems level (SCQIRE)

• Facilitating complexity



FACILITATORS
Need time & support 

in their role to be 
effective at 

organisational level to 
support frontline 

teams to be successful 

in sustaining QIs

What works?
• Confident transformational leaders who:

✓ role model values, active listening & engagement
✓ Inspire and stimulate improvement
✓ challenge & address safety issues/barriers
✓ use varied improvement approaches

• Personal attributes: Are approachable, visible, present, self 
aware, compassionate and fair

• Place service user at heart for improvement

• Welcome feedback from stakeholders and act on this

• Support frontline teams with local knowledge and skills to:
✓ Build relationships
✓ Engage teams in co-creating shared meaning, reflection, 

change
✓ Integrate with activities already happening
✓ Create a learning and safety culture
✓ Use QI tools systematically to ensure going in the right 

direction
✓ Use observations of practice to celebrate and identify 

dissonances

• Embedded in practice, provide staff development

• Integrate new developments/ideas

Why does it work?
• Staff feel supported because:

✓ given time & listened to 
✓ Its easy to ask questions and report adverse events 

✓ Feel trusted & valued – removes micro-management –
increases accountability

• Staff are engaged, enabled & empowered to:
✓ participate in collaborative change

✓ know what is best practice, 
✓ have clarity of role & expectations and  

shared meaning about what is expected

Through:
✓ Creating safe spaces for conversations and 

reflections and thinking about how things can be 
improved

✓ Good relationships and shared meanings enable 
challenge, new ideas and embedding of values
✓ Service user feedback drives improvement

✓ Clarity of purpose
✓ Positivity – what works

• All the above  enhances safety and enables learning

Senior facilitators work with frontline teams to embed safety culture, QI in 
frontline teams (SCQIRE Manley et al 2017)



Leadership

• Clinical and clinical systems leadership 

• Underpinning principles of transformational and collective leadership

• Skill set required for systems leaders (manifested through CP roles 
and HEKSS U & E work)



Transformational leadership
Model the way
Inspire a shared vision
Challenge the process 
Enable others to act
Encourage the heart
(Kouzes & Posner 2012)



Clinical systems leadership

What is it?
“the leadership approach that drives 
integration across boundaries based on 
specialized clinical credibility working with 
shared purposes to break down silos and 
deliver person-centered, safe and effective 
care with continuity” (Manley et al. 2016).

Draws on different expertise from across 
partners to work together towards a shared 
purpose and create a culture that values 
and retains staff.



Why is clinical systems leadership important?

• Achieve integrated ways of working and effective teamwork across 
partner organisations

• disseminate expertise to as many people across the system 
THROUGH ADVANCED consultancy approaches

• Create a learning culture
• Uses the workplace as the main resource for learning, development, 

improvement and develops competences in others through rotation of 
learning opportunities

• Evaluate effectiveness and fosters inquiry 
• Developing, improving and evaluating person centred care

• Research, Inquiry and practice based evaluation of effectiveness



Practice Development 

• “a continuous process by which person-centred cultures for the 
delivery of safe, effective care are developed by skilled facilitators 
who engage authentically with both the interprofessional team and 
individuals within it to promote effective transformations in the 
workplace” (Manley et al., 2008)



9 Principles of Practice Development (Manley et al 2008; Manley and Titchen, 2016) 

1. Develop person-centred, evidence based care demonstrated by human flourishing 
and a healthy workplace culture which is effective   

2. Focus on relationships at the micro-systems level where care is provided and 
experienced at the front line of practice by patients and care professionals 

3. Facilitate active learning and formal systems learning processes to enable real-time 
learning and care transformation in the workplace 

4. Enable the use of evidence generated in, through and from practice to transform and 
improve care delivery and outcomes 

5. Promote the importance of free thinking by  blending creativity (heart, mind, soul) with 
more formal learning approaches to promote human flourishing (referred to as critical 
creativity)  

6. Select from a range of practice development methods in an intentional and 
systematic way to help people learn, change and develop their practice in a 
sustainable, effective way  

7. Ensure that these methods accord with the methodological principles used and the 
stated objectives of the endeavour 

8. Use processes (including skilled facilitation) which can be translated into the specific 
skill-sets required for any context 

9. Integrate evaluation approaches which are collaborative, inclusive and participative 
(CIP principles) 

 



Quality Improvement

• QI Pyramid (Health Foundation)

• SCQIRE feedback from emotional 
touchpoints making 
engagement, meaning of 
concepts, having conversations 
to complement technical skills



Culture change

• Underpinned by principles of EWC

• Insights about how to change culture

• Organisational systems enablers that need to be optimised

• Implications for governance, infrastructure, critical mass of facilitators



Theory of Person-Centred Culture Change in 
Frontline Teams
Manley, Jackson, McKenzie, Martin, Wright,( 2017). Theory derived from: Effective workplace culture (Manley, Sanders, Cardiff, Webster 2011), 
tested and refined through the Safety Culture, Quality Improvement, Realist Evaluation (SCQIRE) Project

EMBEDDING TEN core 
values associated with:

▪ being person-centred, 
▪ ways of working
▪ effective care



Understanding the culture change journey 
(Manley 2014)

Agreeing 
shared 
values,  
purpose & 
ways of 
working 
together

Talking about 
purpose & 
values

(values 
espoused)

Challenging 
and 
supporting 
each other to 
LIVE the 
shared values 
& purpose

(values lived)

Embedding 
shared 
purpose & 
values in 
systems

(‘Form 
follows 
function’)Relationships



Enabling factors: an effective workplace culture 
Manley K; Sanders K; Cardiff S; Webster (2011) refined from SCQIRE Project (Manley et al, 2017)

Individual
• Transformational leadership 

• Skilled facilitation that  engages staff in co-creating 
meaning and shared purpose

• Role clarity

Organisational
• Collaborative and authentic senior leadership; 

• Focus on supporting  bottom-up change; 
organisational readiness; and human resource 
management’s role in recruiting for shared values

• Embedding values in organisational systems for 
learning, development, and  improvement, 
based on appreciation of what works, and  
growing organisational; capacity and capability 
in leadership and facilitation



Effective workplace 
culture: a proxy for 
achieving health, 

quality & wellbeing 
outcomes? 

(Manley, Crisp & Moss, 2011) 

Evidence-based practice, 
continuous learning, 
development, 
improvement and 
innovation

Indicators for Recognising Person-centred, Safe 
& Effective Workplace Cultures Manley, Jackson, McKenzie, Martin, Wright,( 2017). Theory derived 

from: Effective workplace culture (Manley, Sanders, Cardiff, Webster 2011), tested and refined through the Safety Culture, Quality Improvement, Realist Evaluation (SCQIRE) Project

Values observed 
and experienced 
in action

Effective 
teamwork

Consistent achievement 
of standards and goals

Empowered and 
committed staff 

Flourishing of all  



integrity

Organisational systems (3) 
to:
• Support & implement learning, 

development and improvement 
about what works

• Embrace &  support innovation & 
solutions towards transformation

• Develop  workforce as  leaders, 
critical companions and coaches 
with the skills required 

Leadership for microsystems 
(2) & team effectiveness 

Patterns that drive thinking & behaviour 
Relationships - generate energy and innovation
Decision-making is timely, rapid & based on  
knowledge
Power towards collective purpose
Conflict embraced  as opportunities 
for new ways of working
Learning – curiosity  & learning
about what might be better

(Plesk, 2001)

Skills and competence 
framework for transformation

• Collaboration, inclusion,   
participation

• Improvement 
• Learning
• Leadership
• Inquiry and innovation

(2)‘…small functional, front-line units that provide most 
healthcare to most people. They are the essential building 
blocks of large organisations. They are the place where 
patients & providers meet. The quality and value of care 
produced by a large health system can be no better than the 
services generated by the small systems of which it is 
composed’ (Nelson et al., 2002, p 472).

Organisational 
Transformation (1)

(1) Organisational Transformation recognised by:
• Radical changes in patterns of behaviour across 

organisation
• Presence of integrated support systems
• Flourishing staff and patients
• Organisational reputation for excellence in person-

centred,
timely, safe, effective, equitable & efficient care

• Financial integrity 

Framework for Organisational
Transformation

KManley 12 10 17

(3) Formal Systems Model (Checkland & Scholes, 
1990) 
➢ A system has a purpose (or purposes), it exists 

for a reason & achieves some change, or 
'transformation‘

➢ Its performance can be measured, and it can be 
shown to be more, or less efficient

➢ There is a mechanism for control – a decision-
making process

➢ It has components - which can themselves be 
taken to be systems

➢ Its components are related, and interact
➢ It exists as part of a wider system or systems -

its environment, with which it must interact
➢ It has a boundary - which defines what is, and 

what is not part of the system
➢ It has its own resources
➢ It has an expectation of continuity, and can be 

expected to adapt to, or recover from 
disturbances



Connect with us at:

Twitter:

• @ECP4PD, @kimmanley8, @ECPDCarolyn

Website:

• www.canterbury.ac.uk/englandcentreforpracticedevelopment

Email:

• Kim.manley@nhs.net kim.manley1@canterbury.ac.uk

• carolyn.jackson@canterbury.ac.uk

Facebook:

• www.facebook.com/groups/ecpd1
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