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Abstract

Background: National standards are commonly used as an improvement strategy in healthcare, but organisations
may respond in diverse and sometimes negative ways to external quality demands. This paper describes how a
sample of NHS hospital trusts in England responded to the introduction of national standards for 7-day services
(7DS), from an organisational behaviour perspective.

Methods: We conducted 43 semi-structured interviews with executive/director level and clinical staff, in eight NHS
trusts that varied in size, location, and levels of specialist staffing at weekends. We explored approaches to
implementing standards locally, and the impact of organisational culture and local context on organisational
response.

Results: Senior staff in the majority of trusts described a focus on hitting targets and achieving compliance with
the standards. Compliance-based responses were associated with a hierarchical organisational culture and focus on
external performance. In a minority of trusts senior staff described mobilising commitment-based strategies. In
these trusts senior staff reframed the external standards in terms of organisational values, and used co-operative
strategies for achieving change. Trusts that took a commitment-based approach tended to be described as having
a developmental organisational culture and a history of higher performance across the board. Audit data on 7DS
showed improvement against standards for most trusts, but commitment-focused trusts were less likely to
demonstrate improvements on the 7DS audit. The ability of trusts to respond to external standards was limited
when they were under pressure due to a history of overall poor performance or resource limitations.

Conclusions: National standards and audit for service-level improvement generate different types of response in
different local settings. Approaches to driving improvement nationally need to be accompanied by resources and
tailored support for improvement, taking into account local context and organisational culture.
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Background
Changes in the organisation and delivery of healthcare
are often driven through national quality standards,
monitoring of attainment of targets, financial incentives,
and inspections. External demands for quality help focus
management attention, but can generate negative organ-
isational responses, including tunnel vision and gaming
[1]. Some organisations will respond more positively to
external demands for quality than others. Drawing on
institutional theory, Oliver (1991) maps out different
strategic responses enacted by organisations in response
to external pressures for conformity - from acquiescence
and active compromise with partial compliance, through
to more negative responses including avoidance, defi-
ance and manipulation. Oliver argues that organisational
response will be influenced by local context including
resources, power and choice constraints, and motives of
maintaining stability and legitimacy [2].
In their study of organisational responses to external

demands for finance and quality, Burnett et al. [3] found
that positive responses were fostered by perceived coher-
ence of the external demands, managerial competence to
align demands with an overall quality improvement
strategy, and managerial stability. When these factors
were absent, organisations were more likely to respond
with habitual or symbolic compliance decoupled from
improvement efforts.
Organisational responses to external demands for

quality are also likely to be shaped by organisational cul-
ture [4]. Organisational culture describes the beliefs,
values, attitudes and behavioural norms within an organ-
isation as well as its routines and traditions. It incorpo-
rates the way that people understand and make sense of
practices, and what is seen as legitimate and acceptable
within any given organisation [5]. Evidence suggests that
high-performing organisations have distinct cultural fea-
tures: positive norms and values, strong feelings of be-
longing, trust and cohesion; an ‘outward facing’
orientation, and flexibility to embrace change [6, 7]. In
contrast, organisations with below-average performance
on patient outcomes and quality measures are more
likely to exhibit a non-collaborative, hierarchical culture
and a lack of cohesive mission and vision, and dysfunc-
tional external relationships [7].
The ability of an organisation to change and improve

in response to external standards may be limited by re-
sources and capacity. Organisations identified as ‘strug-
gling’ in terms of quality and outcome measures are
more likely to have experienced problems with resources
and inadequate infrastructure, faced system shocks such
as senior leadership turnover, or experienced financial
failure [7] Making change happen is difficult when
healthcare organisations lack organisational ‘slack’ – the
time and resources to enable learning and creativity [8].

Overall, organisational response to external demands
for service level change are likely to be shaped by an
interplay between leadership [9] organisational context
and culture, and the extent of strain on the organisation.
We investigated how organisations responded to na-

tional quality standards, and the factors that shaped or-
ganisational response, in a sample of NHS hospital
trusts in England (organisations that manage and deliver
hospital services) during the introduction of the national
policy of 7-day service standards (7DS). The 7DS policy
was formulated in 2013 and launched in 2014/15, partly
in response to concerns about increased patient mortal-
ity following emergency admission to hospitals at week-
ends [10]. The policy took the form of ten clinical
standards (Table 1), with four identified as urgent prior-
ities for improving patient outcomes: time to first con-
sultant review; access to consultant-directed testing;
access to consultant directed interventions; and ongoing
consultant review of patients’ high dependency needs
[11]. The extent to which trusts met 7DS is measured by
internal performance audit against a standardised frame-
work, with benchmarked publicly reported results [11].
Implementing 7DS required significant modifications to
structures and processes of care with resource implica-
tions such as altered staffing patterns and greater con-
sultant involvement in front-line care at weekends. This
challenged organisations and clinicans to develop new
ways of working. While the principle of enhanced con-
sultant involvement in front-line patient care had strong
professional support [12], the rationale was contested
[13] as was its affordability [14]. Some Trusts had more
resources and flexibility of staffing and considered that
they were already providing substantial consultant input
at weekends, whereas others had fewer resources and
were already stretched in terms of matching staffing to
patient admissions.
The implementation of national 7DS in the NHS in

England therefore provides a valuable case study through
which to study organisational responses to external de-
mands for quality implemented through national stan-
dards and monitoring. We aimed to explore patterns in
how organisations responded to the four priority stan-
dards and targets specifically from an organisational cul-
ture and behaviour perspective.

Methods
The study is part of the High-intensity Specialist Led
Acute Care (HiSLAC) project, which evaluated weekend
care for acute medical patients, with a particular focus
on care quality and specialist (consultant) staffing [15]
across twenty NHS hospital Trusts in England. We se-
lected eight of these Trusts for an in-depth study of the
factors influencing the response to the four prioritised
7DS standards. The trusts are labelled in this paper by
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their original site identifier resulting in identifiers that
do not run consecutively from 1 to 8. Trusts were se-
lected to ensure representation of diversity in weekend
specialist intensity [16], size and location.
To assess trust achievement against the four prioritised

national standards for 7DS we compiled trust level data
from the national audits of 7DS [11], (see Table 2). To
study organisational responses, characterise local context,
and explore staff views of how organisational culture
shaped response to the standards, we conducted semi-
structured interviews with members of the senior manage-
ment team and frontline staff in each trust. We also
accessed national reports on care quality and financial
performance for each trust (Care Quality Commission re-
ports), to enable us to characterise participating trusts
based on external indicators of quality and financial strain.
We purposively sampled five to six members of staff in

each trust to participate in semi-structured interviews. Staff
were sampled to cover a range of roles including board
members, and frontline clinical and non-clinical staff in-
volved in implementation of 7DS. Participants were
approached by e-mail via a project lead in each site. A
piloted interview topic guide (Additional file 1) used the
Competing Values Framework (CVF), a validated model of
organisational culture [5, 17], to stimulate discussion and
reflection. The CVF uses two main dimensions; the first de-
scribes how internal processes are structured within the or-
ganisation and the second describes the orientation of the
organisation to the outside world. This gives rise to four
distinct cultural ‘types’: Clan, Developmental, Hierarchical

and Rational. Organisations are not simply categorised as
one or other of these four types, but may have values re-
flective of more than one type, or may have a stronger pull
to one particular quadrant. Interviewees were asked to
identify the cultural type(s) from the CVF that best de-
scribed the overall culture in their organisation in relation
to implementing change. They were asked to discuss their
organisational culture and local context, how they had
approached implementing the priority standards, and the
factors impacting on their response.
Interviews were conducted by ES and JW between No-

vember 2017 and March 2018. Interviews took place in of-
fices at the hospital either face-to-face, or by telephone for
the convenience of the interviewee. The researchers had
no previous relationship with the participants. Interviews
lasted between 30min and an hour and were audio-
recorded. Recordings were transcribed, anonymised, and
imported into Nvivo 11 software. ES and ESh coded and
analysed the data using a thematic analysis approach [18],
in collaboration with CT. A selection of transcripts were
open-coded, then a full coding frame was developed, in-
corporating open codes and themes related to the CVF,
and was used to code the full data set. Themes and codes
were reviewed and discussed within the team until no new
themes emerged (See Additional file 2). We used case
summaries and cross-case narratives to interpret findings.

Results
Compliation of national audit data on the four priori-
tised national standards for 7DS [11] demonstrated

Table 2 Performance against four quality standards at weekends, from national audit data, March 2017, March 2018

Sutton et al. BMC Health Services Research          (2021) 21:205 Page 4 of 11



variation between trusts in their achievement of the
standards. (Table 2).
We conducted a total of 43 semi-structured interviews

with staff who had knowledge of local implementation
of 7DS. They included board level staff (medical direc-
tors, financial directors and chief medical officers), acute
medical consultants, acute consultant rota co-ordinators,
and senior nurses (for further information see Add-
itional file 3). Quotes are labelled by Trust and role; our
focus here is on organisational implementatation of
change, meaning that we draw more heavily on the ac-
counts of senior leaders than frontline staff in our
findings.
We distinguished between two types of organisational

response to the national 7DS: a compliance-focused re-
sponse which centred on accountability and demonstrat-
ing adherence to external standards, and a commitment-
focused response that involved aligning external stan-
dards with organisational goals and values to achieve
change [19]. We describe how these orientations were
expressed in approaches to implementation, and identify
key features of the local context that shaped the way or-
ganisations responded to the standards. Trusts’ features
and approaches are summarised in Table 3.

Compliance oriented responses
The majority of Trusts responded as might be expected,
with senior leaders focused on hitting the targets laid
out in the 7-day framework. We categorised five of the
eight trusts as taking a predominately compliance-based
approach (trusts 3, 7, 10, 12, and 17) (Table 3). Staff in
these trusts described an emphasis on complying with
meeting the standards.

There was a big piece of work about where everyone
was against the standards as a baseline, and then,
what do you need to do to get yourself up to comply-
ing with standards […]. What we’ve been monitoring
since then […] is compliance with that seven day
standard (Trust 03, board member).

Senior staff in these trusts were concerned about how
they would be perceived externally, and had concerns
about the potential consequences of failing to perform
against these national standards.
Senior leaders tended to describe using command and

control approaches to deliver against the standards, with
little flexibility in how changes were to happen. In prac-
tice this meant a more top-down approach to imple-
menting change, for example central coordination of
changes to consultant rotas or the introduction of new
roles for staff. Board members in three trusts (3, 10 and
12) described themselves as being innovative and open
to bottom-up improvement, but argued that central

control and direction was crucial in managing and
implementing large scale change. In trust 10, for ex-
ample, board members described being keen to support
empowering staff to make improvements, but this was
limited to addressing the ‘low hanging fruit’ of quality
improvement rather than dealing with national
directives.

So we want to empower people to, to develop their,
what they are doing, improve […] you know, not the
big systematic problems but the things that just need
[fixing] (Trust 10, board member).

Top-down approaches, with formal rules and proce-
dures, were seen as enabling control over the process of
large scale change, and particularly important when the
stakes were high – as in the case of 7DS where the Trust
was under scrutiny.

You’ve got to have some control in place to be able
to see how you’re doing against [standards] […]
(Trust 3, board member)

There was evidence that top down approaches could
drive changes forward, and the majority of trusts that
leaned towards a compliance-based approach showed an
improvement on the priority 7DS in terms of the na-
tional 7DS audit (Table 1). When changes were imposed,
however, there was evidence that consensus and com-
mitment among frontline staff was lacking, with the le-
gitimacy of the standards being questioned.

I’m not sure that all these patients do need the re-
views that are being asked for […] That’s the argu-
ment I’m getting from [staff] (Trust 7, board
member).

There was also seen to be a lack of a sense of collective
responsibility among the workforce around weekend
working. In Trust 10, for example, there was concern
expressed that senior clinical staff, being directed to take
undesirable shifts, were simply passing these on to more
junior consultants who found it difficult to refuse.

It is a frequent occurrence for senior consultants to
ring junior consultants to say ‘can you do my […] on
call for me I’ve got x or y, or I just can’t do it’. […]
So it’s not ‘you scratch my back and I’ll scratch
yours’, it’s ‘you’re junior you’ll do it’. So that is not
good for morale. (Trust 10, Consultant).

There was little sense in these trusts, at board or front-
line level, of engagement with the standards as a lever to
make genuine improvements to the quality of service
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delivery. As a result the implementation of the standards
was arguably disconnected from longer term goals
around improving quality.

And at the moment, unfortunately because of the
way the pressures that we are all under collectively
[… ] we end up in a system which is more control-
ling. […] It means that actually we spend our time
thinking about the next month or two rather than
planning for 5 years. It is not sustainable (Trust 10,
board member).

Commitment oriented responses
Despite the standards being mandatory, three Trusts in
our sample avoided a predominantly compliance-based
response (trusts 11, 16 & 18). While senior leaders
recognised the need to account for their performance,
their concern was not primarily about outward displays
of compliance and accountability. In these organisations,
senior leaders were able to find ways to align external
demands with the values of their organisation and frame
them in terms of their overall goals of providing high
quality patient care; this helped reconcile any issues
about perceived legitimacy of the standards.

So if you look at our values as an organisation so we
did a piece of work on our values and expected be-
haviours. […] Our values as an organisation which
we’ve all signed up to are patient centred and safe,
friendly, professional and responsive, and […] you
can definitely link wanting to improve services for
patients at weekends to all of those values (Trust 11,
board member).

These trusts were more likely to describe using collabora-
tive and flexible approaches to implementation as opposed
to imposing change. They were creative in their ap-
proaches to solving the problem of staffing the extended
weekend service, reflecting their commitment to the spirit
of the standards – providing better quality of care for pa-
tients at weekends – as opposed to demonstrating compli-
ance with the letter of the standards. There was a
concerted effort to engage frontline staff in the enterprise
of improvement, and to involve them in decision-making,
encouraging a perception of unity and willingness to work
together to achieve weekend working.

You just need to be mindful of the way you're doing
it, when you try and change the system to allow spe-
cialists to work at the weekends. So you need to sit
down with the specialists and engage with them. […]
While it might take time, as I say, when you're doing
it, you'll get a more positive outcome (Trust 18,
Consultant).

Trust 16 also described using social strategies such as
peer pressure to encourage recalcitrant staff to take on
new ways of working, rather than imposing diktats from
above.

We had a meeting of all the medical specialties
where we got the [clinical directors] to talk about
their 7 day service implementation. […] The way it
was presented was a very proud [clinical director]
saying ‘look what we’ve done’. […] And within the
space of about an hour those that had any ambiva-
lence about it had actually changed their mind
about it (Trust 16, board member).

Of fundamental importance to progressing change was a
show of investment and reciprocal commitment from
the Trust board towards consultants who were being
asked to change the way they worked. In Trust 16, part
of the implementation of 7DS was a trust-wide commit-
ment to guaranteeing staff time off in lieu in the week to
compensate for weekend working.
The scoring of these three trusts on the national audit

was varied (Table 2). Trust 11 demonstrated improve-
ments against the standards over the time period; for
trusts 16 and 18 there was clear evidence from the quali-
tative research that they had engaged positively and cre-
atively with the standards and were working to achieve
genuine improvements, but this was not reflected in
their data on the national audit. Trust 18’s performance
against the standard of time to first consultant review
remained low.

Commitment or compliance orientation: the
impact of organisational culture, context and
performance
How trusts responded to the 7DS was shaped by organ-
isational culture and local context (Table 3).
Staff described how both the orientation towards external

standards, and the approach taken in implementing them,
reflected the prevailing organisational culture. In trusts that
took a compliance-based approach, interviewees identified
the organisational culture as primarily hierarchical (charac-
terised by top-down leadership approaches and structured
around policies and rules), in some cases with features of
clan culture (bonded by loyalty and emphasising tradition).
Staff were used to responding to directives ‘from the top’,
and felt they had little involvement or empowerment to
shape organisational change.

You’re just waiting, so some person in a [senior] pos-
ition to then say ‘OK, we want to do that’ and then
you work towards that. So obviously that is a conse-
quence of having this kind of culture (Trust 12,
Consultant).
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In trust 7, organisational instability played into the ap-
proach to implementing standards, and was argued to
have necessitated a strongly ‘top-down’ approach to
change in order to ensure compliance with the stan-
dards. There had been a recent merger between two dif-
ferent hospitals, and there was strong resistance to
changing ways of working in one of these hospitals
which was considered more ‘clan’ like and community-
focused than the other. The resistance to changing their
ways of working was such that it required a senior ex-
ecutive to mandate that the change should occur.

In one of the areas […] they all said ‘No, we’re not
doing it that way and we want to do it our way’. It
required me to go in and say to them why they
couldn’t do what they wanted to do (Trust 7, board
member).

In contrast, in two of the trusts which took a
commitment-based approach (16 & 18), organisational
culture was identified by senior leaders and frontline
staff predominantly as developmental. In these trusts,
leaders characterised their organisations as innovative,
creative, and adaptive. They described how their prevail-
ing culture enabled them to reframe the standards in re-
lation to their own priorities, and to resist being tied to
external judgements of quality.

I think the way that we approached it was to com-
pletely ignore the political rhetoric […] I think there
is something about a kind of culture in people taking
on what they see to be a good thing, participating in
that (Trust 16, Board member).

I think they definitely have that mentality, that you
know, we're different, or we're better, and we're not
just going to do it […], because [other hospital] says,
or NHS says, or whatever (Trust 18, Consultant).

One trust that demonstrated a predominantly
commitment-focused approach appeared to be an excep-
tion in terms of how staff they described their organisa-
tional culture and its relationship to implementing 7DS.
Trust 11 senior leaders emphasised their shared vision
of improving patient care and their organisational values.
However, unlike the other Trusts with a commitment
orientation, frontline staff in this organisation identified
the organisational culture as hierarchical and clan-like
(Table 3). This discrepancy can be explained in relation
to the Trust’s location, size and nature of its workforce.
Trust 11 was a small district hospital with long-serving,
loyal staff. Shared, cohesive values of frontline staff,
along with a stable senior leadership team, meant it was
easier for senior leaders to obtain endorsement from

front line staff in order to implement the required
changes.

I think [the organisation has] got a good attitude to
change. And I think most people who work here
have. We - Sometimes change is forced upon us. But
we are flexible enough that we will try and make it
work for us, and we'll try very hard to make it work
for us (Trust 11, Consultant).

Response to 7DS was also strongly shaped by the
trusts’ overall history of performance against quality
standards, their financial position, and the resource
limitations within their local context. Notably, trusts
16 and 18, which described resisting a compliance-
based approach, were operating at a surplus and were
rated as ‘Good’ in the most recent Care Quality Com-
mission inspection (Table 3). As such the senior
leaders in these trusts did not feel under scrutiny or
pressure to demonstrate compliance with external
targets.

The questions we ask ourselves […] would the pa-
tient have got better care if they were seen over the
weekend or out of hours, or whatever you want to
define as seven day service. […] We fill the frame-
work [for 7DS reporting] when we have to, and ig-
nore it if we can get away with ignoring it (Trust 18,
board member).

In contrast, in those Trusts that were already dealing
with a legacy of poor performance, senior leaders felt
pressure to deliver against 7DS standards, but struggled
to engage meaningfully in efforts to improve weekend
working as they were already under strain from being
placed in special measures. This drove a compliance-
based approach to meeting targets, with some leaders
acknowledging that directing resources towards the 7-
day services agenda was not a priority in the face of
other more pressing quality issues.

We, tend to be focussed on results, delivering these
results […] But seven day working [..] t's been sub-
sumed, whilst - you're under more immediate ac-
tions to resolve those issues that you're addressing
[being in special measures]. (Trust 17, board
member).

For Trust 17, the difficulties faced by being in special
measures were compounded by their isolation from
other providers, which made it difficult to collaborate
with others to deliver improved weekend services, along-
side their longstanding difficulties in recruiting and
retaining staff.
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I get the impression that it is not so much working
towards a real 7 day service as much as it is an ef-
fort to keep patients safe with the bare minimum
staffing levels because as I am sure you are aware
staffing recruitment, retention is a huge issue with
the Trust […] it is unrealistic to [..] expect a genuine
7 day service (Trust 17, Consultant).

Discussion
Our study highlights that a national, service-level,
improvement initiative delivered through standards,
targets and performance management, generated dif-
ferential responses across organisations. We distin-
guished between commitment-based and compliance
based responses [19]. Commitment-based approaches
involved aligning standards with organisational goals,
and generating consensus to drive change, along
with the use of creative and flexible solutions. Trusts
that orientated towards commitment-based ap-
proaches were more likely to be described by staff as
having a predominantly developmental organisational
culture. Senior leaders in these trusts facilitated a
shared sense of purpose in improving the quality of
care for patients around the clock, and resisted fo-
cusing on external accountability. Notably, trusts
exhibiting a commitment-based response were more
likely to have a history of higher performance (based
on CQC ratings and interview data), greater organ-
isational capacity, fewer infrastructure challenges,
and favourable financial circumstances, which
allowed them greater flexibility. These trusts did not,
however, consistently show improvement against
7DS national audit data, perhaps reflecting their pri-
oritisation of values-based change over external dis-
plays of compliance.
A more common response to these externally imposed

standards was a compliance-based response. This re-
sponse was displayed by trusts which were seen as hav-
ing a hierarchical organisational culture, in which top-
down directives were used to drive changes to service
organisation and delivery. Organisations that displayed
compliance-based approaches were generally able to
demonstrate improvements against the standards for
7DS, but this type of approach prioritised meeting the
standards over genuine engagement with goals of im-
proving quality of care, and could result in dissatisfied
and disenfranchised staff. For a minority of trusts, a se-
vere lack of resources, and a pressing need to improve
basic service quality were barriers to engaging with de-
livering against the 7DS agenda. These organisations at
best, tried to demonstrate a level of compliance, and at
worst, felt unable to respond to these additional de-
mands given the other pressing challenges they were
dealing with.

The link between organisational culture and improve-
ment approach is not unexpected – the labels applied to
cultural types relate to the ‘usual way of doing things
round here’. The two trusts that were described as hav-
ing a developmental culture, were also described by staff
as having ways of doing things that were creative and
flexible, and as working around common values and
goals. This was seen as enabling them to resist the po-
tential negative consequences of external performance
management approaches to service-level improvement.
Perhaps more importantly though, these two trusts had
a history of high performance and a financial surplus,
meaning that senior leaders were less concerned about
having to demonstrate improvement. Previous success
meant they felt they would be under less scrutiny and
had more leeway to do things their own way, and had
access to more resources to support improvement. As
Burnett et al. observe, leaders are most concerned with
delivering on the quality demands that affect the reputa-
tion or the funding of the hospital. When these targets
are met, organisations can procure additional funds for
quality improvement thus creating a virtuous circle leav-
ing those without the ability to draw on these funds at
an even greater disadvantage [3].
This study makes a novel contribution by taking an or-

ganisational behaviour perspective to understand re-
sponses at organisational level, to nationally imposed
standards and targets. Regulatory and performance man-
agement approaches are likely to remain part of the
strategy for improving healthcare in the future, particu-
larly in centralised systems like the NHS in England.
These approaches are likely to continue to be important
in relation to the implementation of new policy, or to re-
duce unwanted variation and inconsistencies in service
delivery. Our study suggests that some organisations,
particularly those that are innovative, forward-looking,
and well-resourced, may respond well to externally-
imposed standards by using them as a springboard for
commitment-based change. Perversely this may not be
reflected in external audit data. For the majority of orga-
nisations, the imposition of standards and monitoring is
likely to generate compliance-based approaches which
may result in the desired changes on indicator measures,
but may be limited in terms of embedding sustainable
improvement. Failure to gain staff engagement can mean
frontline staff may ‘working round’ top-down imposed
standards while symbolically complying with them [20]
For struggling organisations, additional requirements to
meet performance standards may be unrealistic and
introduce additional strain. These findings align with the
findings of a systematic review of interventions to im-
prove organisational performance across public sector
organisations. The review identified: a tendency to define
performance on the basis of external standards that
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focused on specific organisations as opposed to the sys-
tem; a lack of adaptation of interventions to local con-
text; and the potential for negative consequences of
interventions when implemented in low performing or-
ganisations. The authors highlight the need to consider
local context and the wider systems in which organisa-
tions operate in implementing improvement interven-
tions, and the need to consider costs and negative
consequences of interventions, particularly when applied
to struggling organisations [21].
The NHS 7DS agenda was rolled out primarily

through a national programme of standards and moni-
toring, employed with the aim of improving the delivery
of weekend care to a standard level of performance
across all local NHS trusts. This blanket approach had
variable impact in the trusts we studied. Our findings
suggest that efforts to implement large-scale change
across organisations should be supported by a balance of
different methods, including more attention to proactive,
trust-specific, support for change [22]. Our findings
underline the importance of contextually-sensitive ap-
proaches to driving improvement that reflect the extent
to which organisations are under strain, and the re-
sources available to them. For example, stretch targets
might motivate high performing and well-funded organi-
sations to innovate, while approaches such as reciprocal
peer review [23], and targeted funding (e.g. for additional
staff in new roles to enable change), might be more ef-
fective in helping struggling organisations improve. Our
findings also suggest the need for external verification of
improvement in response to standards, to provide a
more nuanced assessment of levels of engagement with
genuine improvement.
This study has limitations. The study was conducted

in NHS trusts in England; research in other types of
healthcare systems may identify different dynamics. We
interviewed a small number of staff in each trust; per-
ceptions of organisational culture were summarised to
give an overall assessment, and we did not aim to cap-
ture subcultures within the organisation [5]. Senior staff
perspectives are prominent in our findings as senior staff
sitting at the apex of the organisation are in a unique
position to define and shape local cultures through their
influence over the choice of organisational strategy, allo-
cation of resources as well as controlling systems for re-
cruitment, retention and reward [24]. The sample within
each trust was too small to provide a definitive assess-
ment of organisational culture, but the use of the CVF
during interviews allowed us to explore interviewee per-
ceptions of how organisational culture impacted on im-
plementation of the standards. The assessment of how
well trusts were meeting the 7DS was based on pub-
lished self-reported data on adherence to standards gath-
ered as part of the national audit. We used the 7DS as a

case study to investigate response of English NHS trusts
to national standards, but acknowledge that evidence is
lacking about whether in fact implementation of these
standards can reduce mortality for patients admitted at
weekends [25]. Our sample included only eight trusts,
but these were selected to reflect a range with different
specialist intensity at weekends, location and size. We
were also able to recruit staff with different roles to pro-
vide a variety of perspectives within each organisation.
This qualitative study has generated hypothesis about

relationships between culture, local context, and organ-
isational response to national standards for service deliv-
ery. More research is needed to explore the relationships
between these factors: a larger quantitative study of re-
sponse to 7DS including assessments of organisational
culture and local context, and independent assessments
of improvement, would be of value.

Conclusion
Our findings show how the introduction of national
standards for service level improvement with perform-
ance monitoring can generate different types of response
in different local settings. Externally-driven standards
can be integrated into value-led organisational change
strategies when organisations have a supportive culture
and capacity for change; but may generate a tokenistic,
compliance-based response when organisational culture
and local context are less facilitative. When trusts are
struggling, national quality standards may introduce
additional strain. Approaches to driving improvement
nationally need to be accompanied by resources and tai-
lored support for improvement, taking into account or-
ganisational differences and local context.
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